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FOREWORD

The idea of undertaking research on health financing schemes was first
b'oached to the University of the Philippines in the Visayas (UPV) by USAID
Project Officer Ms. Joy Riggs-Perla, who at that time was developing a project
pzeckage on Health Care Financing. Since UPV had for some time been involved
in health and nutrition studies, the prospect of exploring capabilities of commu-
nities for supporting and underwriting community-based health care schemes
posed a challenge and was unhesitatingly accepted.

What resulted was a two-year research effort, a great part of which was spent
in the field, documenting the activities and progress of communities along their
chosen financing scheme. The case studies which are considered the substance of
this report provide a detailed account of the dynamics at work as barangay resi
dents are mobilized and catalyzed into participating in health financing,

I would like to express my gratitude for the grant extended to this insti-
tution by the Primary Health Care Operations Research (PRICOR) ot the Center
for Human Services, which has made this study possible. It is my hope that the
jindings surfaced by this effort may be of use to our policy makers and to the
various levels of health managers and workers. May it generate continuing interest

" and similar such endeavors.

CHANCELLOR DIONISIA A. ROLA
UP in the Visayas



ACKNOWLEDGMENTS

Our list of indebtedness is long. Foremost is our gratitude to the Primary Health
Care Operations Research (PRICOR) whose full support made the conduct of the
project possible. From the PRICOR Washington staff we would especially like to
mention Dr. Melinda Wilson for her assistance in the development of the research pro-
posal; to Dr. Stewart Blumenfeld whose three visits to the lloilo project not only
incpired the research feam but also provided us through his thoughtful observations
with an opportunity to assess more critically the developments in project imple-
mentation; and to Ms. Beverly Graham for her unfailing administrative support.

We are, in particular, deeply indebted to Ms. Joy Riggs-Perla, USAID Manita
Project Giificer for Health, whose sustained and responsive support in all aspects
of this project was valuable at every stage of the study. From her extensive ex-
Perience in the public health sector we were able to broaden our perspective of the
problem of health care financing.

Our main consultant, Director Alex Umadhay of the National Economic
and Development Authority, Region VI, shared with us his rich experience in both
community development work and project management. We likewise acknowledge
the insights articulated by our other consultants: Dr. Felicito Aniceto, Dr. Sylvia
Guerrero, Dr. Alex Herrin, and Dr. Benjamin Lozare. The comments of Suipicio
Roco, Jr. and Art Vitlanueva of USAID were helpful in assessing the operations of
the botikas.

Undoubtedly this research would not have been possible without the coope-
ration of the residents of our six experimental barangays — Badiang, Bololacao,
Bucaya, Maribuyong, Milleza, Tastasan — who consented to participate in exploring
alternatives for primary health care financing. Their experience is what this report
is about. To each one of them — core group members, lead mothers, health work-
ers, municipal officials — whom space limits us from naming individually: our
sincerest thanks and gratitude.

We would also wish to cite the interest and facilitation extended to the pro.
ject by Governor Conrado Norada in his capacities both as the governor of lloilo
province and as chairman of the PUSH Project. Similarly we note with gratitude
the assistance of the Ministry of Health particularlv the regional and provincial
offices.

The investigators are likewise grateful for the assistance extended by the
NEDA-PUSH Project staff especially in estahlishing initial contacts with the ba-
rangay health workers (BHW) and in the training activities.

Finalty we would like to acknowledge the help of the members of the UPV
sommunity: the research team composed of our research associate Maricor de los

v



Santos, research assistants Arlene Miranda and Rosemarie Gange who all worked
indefatigably and conscientiously among the barangay residents; our support staff
consisting of Hazel Tidon, administrative assistant, and Cora Jimena, secretary;
to our field intervicwers; to Prof. Mildred Gonzales and Mrs. Rebecca Cajilig for
their valuable editing assistance; and to the administrative support given by Ms.
Norma Pison, Fely Mendoza, and Ester Gamez.

Finally we acknowledge our gratitude for the continuous concern of Chan-
cellor Dionisia Rola of the University of the Philippines in the Visayas especially
in ensuring that from a management level we were not unduly constrained by cum-
bersome administrative requirements.

TRINIDAD S. OSTERIA
IDA M. SIASON

(Co-Principal Investigators)



EXECUTIVE SUMMARY

The need to explore alternative health care systems bescomes pressing in many
developing countries as economic conditions preclude the scale of public sector fi-
nancial expansion nacessary to bring basic health services to the still underserved
populations. A< a consequerice, governments are deiermining ways to expand
health services withoui subjecting government budgets to impossibie increases. It is
then in thair interrsts to seek and find innovative financing alternatives in primary
health care that will offer new opportunities to increasingly use the communities in
meeting their health care needs. This concern brought about attempts to develop
comrnunity self-reliance that will focus on the two dimensions of health finarcing.
allocating funds for iiealth resources and devising financing mechanisms for effi-
cient methods for service delivery.

In January 1983 UP in the Visayas embarked on an operations research aimed
at testing the feasibility and effectiveness of health financing schemes that involved
community participation from the planning to the evaluation stage. This project
was funded by PRICOR. Focusitg on the community management approach, the
project was divided into three phases: (1) Needs assessment for the identification
of elements which affect the viability of particular health care financing schemes;
{2) Planning, formulation, and implementation of the strategies selected; and (3)
Eva'uation of outcomes. Initially, a conceptual paradigm was involved which linked
the determinants of appropriate schemes (provider factors, community variables,
extent of institutional support) to the sivategies developed (flat rate, fee for service,
contribution and areas where contributions will be directed) and the eventual out-
comes (changes in health seeking behavior and expenditure pattern).

Six barangays in lloilo where an established Primary Health Care Program was
in operation constituted the resgarch sites to represent the various economic sectors
{rice, sugar, fishing} in the province. A set of six villages with aimost similar charac-
teristics was designated as the controls.

Phase | — Needs Assessment

To identify the determinants of appropriate financing schemes, a survey was
carried out on all households constituting the study barangays to determine their
socio-demographic characteristics, the common health problems, income and
expenditure pattern, health resources and their utilization, perceived health needs,
and potentials for participation in future licaith schemes in the community, Several
observations emerged from the survey:

1. Annual incomes were low (P2,657 to P5,332) and they were offset by
higher expenditures (P2,659 to P5,583). The allocation for medical care
was below 10 percent of the total expenditures. Furthermore, the reci-
dents did not toresee any changes in their incomes in the subsequent year.

2. Respiratory ilinesses were reported as most common, followed by gastro-
intestinal infection.
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3. While most households do initial home remedies (through herbal medicines
or purchase of cver-the-counter drugs), there is a subsequent utilization of
healtb service providers particularly traditional healers.

4. The principal health needs mentioned were lack of drugs and adequate wa-
ter supply.

5. A large number of households signified their willingness to participate in
health care financing schemes and mentioned flat rate contribution and
donation of services as the mechanism for involvement.

6. The households felt that the contributions should be directed to the pur-
chase of drugs and improvement cf the environmental sanitation facilities.

Phase |1 — Planning, Formulation and Implementation of the Prcgram

The second phase of financing the project involved the planning, formulation
and implementation of the program. The survey results were charted in pictographs
and presented in individual community assemblies composed of local political lead-
ers, teachers, health service providers and the residents. The community’s response
was clicited in terms of their evaluation of the findings of the study and the deve-
fopment of viable solutions to the health problems through financing. Schemes
were subsequently selected and a workshop was organized for each participating
barangay to strengthen its capability ir undertaking the schemes and operationali-
zation of the donation of services and materials.

The common financial scheme selected was the contribution of a flat rate on
a monthly basis {an average of P1) and veluntary contributions from proceeds of
sales of farm produce and livestcck as well as the donation of services. The major
areas of activity were th~ operation of the “*botika sa barangay*’ (village drugstore)
and the training of lead mothers for the provision of basic sevvices except in Mari-
buyong where the residents opted for the emergency loan fund instead of the
botika. For the botika operations, residents were selected to manage the hotika
in terms of sales, credit ‘collection, and replenishment of supply. In certain ba-
rangays, 2 or 3 depots were established to ensure accessibility. Lead mothers were
identified based on the survey results (those who were willing to donate the health
services) and trained for the basic provision of preventive and simple curative
care. Their major activities focused on environmental sanitation campaign, promo-
tion of vegetable and herbal gardening, and 1o a certain extent acting as drug de-
pots. Certain difficulties were delineated in the first ten months of the project
operations that may have precluded the determination of changes in !iealth seeking
behavior or expenditure pattern. In the case of the botika, poor management, in-
ability to record sales and procurement, inadequate mark-up of prices, inability to
replenish the supply, variability of drugs within a narrow range capped by the low
initial capitatization worked against the efficient operaticns ot some drug depots.
In certain cases where the operation- have been succcesful, the strong support of
the community leader and the midwife as well as additonal funds to augment
capitalization (through a rafflc) were contributory determinaats. The passivity
of the community as a result of the initial low response due to the nuance of
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the proiect delayed the implementation as well as caused the inability to draw the
expected contribution.

The jead mothers proved to be potontial providers of health services. How.
-ever, their activities are limited to only a few areas — environmental sanitation,
herbal gardening, and food production. The short training duration as well as the
inability to impart a wide variablity of preventive, promotive and curative skills
might be deterrent to their effective participation Besides, in certain barangays
interest waned with the lack of appropriate structural support from the nndwite
and BHW, and the pressure of other house and income-generating activities that
they had to undertake. In one barangay with the emergency foan fund, there
was delay in the utilization of this fund. Caution was exercised in the utilization
as the first debt was incurred in May which was nearing the project completion.
Again, the nuance of the scheme might have precluded the immediate response.

Phase {1l — Evaluation nf Outcomes

Changes in health-seeking behavior and expenditure pattern were determined
through two data sources: a pre and post implementation survey and the time
series analysis from the record keeping system comparing the experimental ba-
rangays with their controls. The following observations were made:

1. It seems that the short operation period notwithstanding delays in data
collection and project implementation limited an etfective assessment of
changes in outcome indicators.

2. Declines in illness volume were noted but it is not known if this is secular
or seasonal and cannot be entirely attributed to tne program. Likewiss,
the declines in health expenditure could be contingent to these changes.
The utilization of controls failed to elicit the required differences as in
certain instances, the controls fared better than the experimental barangay
which may indicate that similarity of community characteristics may not
necessarily result in similarity in health seeking behavior. Rather, the ba-
rangay heaith worker factor may have to be taken into consideration.

3. There was a reported increase in the levelof utilization of the botica sa
barangay. However, the largest level was still half of the households. There-
fore, there could still be room for improvement with more efficient man-
agement.

4. At the end of the project period, 82 percent to 92 percent did not perceive
lack of drugs or environmental sanitation as a problem aithough the level
of utilization was relatively lower,

5. Participation in the project was high — from 83 percent to 99 percent but
it may include a mere contribution of P1 for a month.

6. A substantial number of households professed awarenass of the lead
mother (from 65 percent to 81 percent) although the utilization was low
{rarely excaeding 10 percent).

The project was able to identify both the constraining and facilitating factors.
to the effective implementation of the financing schemes. A better community
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organizatioin mechanism, increased recognition of the importance of health, more
time for planning of viable schemes, better structural support from the health pro-
viders and the political leaders, and a more efficient management schems would
result in a more definitive change in outcomes. Despite the problems inherent in the
project operations, the results would contribute significantly to advance the efforts
made along the line of building community self-reliance in primary health care deli-
very.

The frank etfort to objectively assess the project does not diminish the im-
portance of what was accomplished with the limited resources and time ameng the
barangays in lloilo. This will usefuily stimulate other health planners and guide a
variety of projects in the country.
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1. INTRODUCTION

Background

in the Philippines, there has been a significant decline in mortality from a
crude death rate of 20 per 1000 population in 1950 to about 7 per 1000 in 1982,
This remarkable reduction was attributed to the public health program that involved
the creation of rural health centers, provision of potable water supply, and sanita-
tion facilities as well as campaigns agains parasitic and infectious diseases. Despite
the magnitude of the change, the pattern of mortality typical of developing coun-
tries persists. Infant mortality accounted for 25 percent of all deaths. Almost 30
percent of infant deaths are from prenatal causes while the remainder are attributed
to pneumonia, gastroenteritis, malnutrition, other respiratory infections, measles,
and meningitis (IBRD, 1984). These disease patterns indicate that despite advances
in the field of medicine and public health, efforts to improve the health of the com-
munities have not reached the masses. The major causes of mortality for all ages
remain constant — infections, parasites, and respiratory diseases — which account
for 54 percent of all deaths in 1980. The morbidity pattern remains basically the
same as that of the decade before,

Health Policy of the Government

Since the early 1970’s the Ministry of Health has been strongly committed to
the extension of basic health services to poor people in the remote areas of the
country. In 1973, a Restructured Health Care Delivery System was introduced as
part of the first World Bank-assisted population project. This system was designed
to achieve a better utilization of the medical personnel anc delegate responsibili-
ties to the auxiliary staff. An evaluation of the performance of five provinces in
1977 showed that despite full implementation of the program, only about §5 per-
cent of the community health needs could be met. The 1978-82 Plan adopted the
concept of primary health care {PHC) concentrating on the problems of communi-
cable diseases and malnutrition, poor sanitation, and a rapidly growing population.

Tha Concept of Primary Health Care

The achievement of “health for all by the year 2000" through the universal
and effective administration of primary health care of all nations was sought in the
Alma-Ata Conference in September 1978. This confarence paved the way for action
In recognition of the need to make essential health servizes accessible to individuals
and families at the community level by “‘means acceptable to them, through their
full participation and at a cost that the community can afford’” (WHO, 1978). This
would atlow the provision of promotive, preventiva, curative, and rehabilitative sei-
vices through a wide range of activities including nt trition, environmental sanita-.
tion, maternal and child care, family planning, immunization, prevention and con-
trol of locally endemic diseaces, health education, and curative services. The philo-
sophy of primary heaith care revolves around the development of maximum com-

1


http:Confere.ce

munity and individual self reliance through full community participation in the
ptanning, organization, and management of the health services. Such premise
rests on proper coordination at all levels between health and the other sectors con-

cerned.
The Primary Health Care (PHC) is an approach to health development which

is carried out throuah a set of activities and whose ultimate aim is the continuous
improvement and maintenance of the health status of the community. This envi-
sages that the community will define its own health problem/needs, devise, and
carry out programs or activities to solve them ir partnership with the government
and the private sector {(MOH, 1980). As an approach, it should be: (1) community-
based, accessible and acceptable; (2) sustainable at a cost which ihe cormunity
and the government can afford: and (3) interrelated with the overall socio-economic
development. These facets, however, hinge on the following assumptions: (1) that
health knowledge must be available to the community, (2) that health services must
be within the reach of the people where and when they need them; (3} that all seg-
ments of the population whether in the remotest barrio or in the most depressed
and crowded urban slum areas are ready and willing to identify and solve their own
health problems; (4) that the compmunity and the government would implement
health programs within their budgets by using appropriate technulogy or 'ways and
resources that are available to the community; and (5) that self-reliance in health is
the single most important approach to attaining a auality of life that will enable
the individual to iead a socially and economically productive life.

The essential constituent health services include: (1) education concerning
prevailing health problems and the means of preventing and controlling them; (2)
promotion of adequate food supply and proper nutrition; (3) an adequate supply
of safe water and besic sanitation; (4) adeyuate shelter; (5) maternal and child
care including family planning, immunization, prevention, and control of locally
endemic diseases; (6) treatment of common diseases; and (7) provision of essential
drugs. It is a program initiated and undertaken by the community arising from an
awdreness of its health needs, planned and designed within socio-economic and
political conditions of the people, and sustained by active community involvement
and participation in partnership with the government and private agencies.

It has been observed that despite the fielding of midwives to serve the basic
health needs of the remote rural areas, 33 percent of the rural population remain
under-served and unserved — a situation that has further been aggravated by the
problems of poverty, rapid population increase, inadequate shelter, unequal distri-
bution of health resources, and high cost of medical care. Therefore, an intersecto-
ral approach to health service delivery was deemed necessary in building the founda-
tions of health — through the active participation of the community which deter-
mines the priorities for action. The mechanics for carrying out the PHC program in-
volvos an active communty participation in planning, implementation, and redirect-
ion of heaith, community, and health-related programs, and linkages among the
government health agencies and health workers: use of indigenous technology to
meet local health needs; and the development of support mechanisms to sustain the
program,



The Government Health Expenditure Trends

In 1982, the total amount appropriated for health services by tbe Philippine
Government was P3.1 billion which was less than 1 percent of the GNP and 5.4 per-
cent of total central qgovenment appropriations for that year, Table 1 gives the ex-
penditures of the Ministry of Health from 1975-1981.

Table 1. Total expenditurss by the Ministry of Health, 1975-1931.

Year Total (Recurrent and Capital) % of GNP
{in million pesos) Total
1976 626.2 33
1976 784.1 3.5
1977 396.5 4.0
1978 890.4 3;2
1979 11355 35
1980 1550.0 37
1981 1867.7 34

Source: IBRD, 1984

It was estimated that the sum of central government, local government and
private household outlays on health services and programs exceeded P10.5B in
1982 — approximately $25 per capita and 3 percent of the GNP. It was recognized
that in the immediate future, funds will be grossly insufficient to support the ex-
pected requirements, if public policies follow the lines indicated in the develop-
ment plan. Reviews of projects that used community financing to compensate com-
munity health workers indicate the need for a satisfactory method of mobilizing
local financial support for the provision ot basic health services

The Concept of Primary Health Care Financing

The need to explore the alternative health care strategies has become more
pressing as economic conditions in nearly all developing countries preclude the
scale of public sector financial expans'on necessary to bring basic health services
to the still under-served populations of the Third World. As a consequence, govern-
ments are determining ways to expand health services without subjecting govern-
ment budgets to impossible increases. As McPherson {1984) succinctly stated:

It is in all our interasts to seek and find innovative financing alternatives
in primary health care — alternatives that will offer new opportunities
to increasingly use the private sector in meeting health care objectives.

The underlying concern of health planners and economists is to identify ele-

ments which may affect the viability of particular health care systems. Continuing
problems with payment mechznisms frequently undermirie primary health care
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planning, projects, and programs. Unless solutions to funding problems are sought
it will be difficult to maintain an effective and continuing coverage for primary
health care. A health program generates recurrent costs whici makes it essential to
build local capacity and devnlop self-reliance within communities. Such self-reliance
requires a new pattern of organization and building of skills. In primary health care
financing, the problem becomes. two dimensional — allocative, which invclvas
raising finances and earmarking resources for health projects; and operational,
Which involves devising financing mechanisms and cost-effextive methods of deliver.
ing health services to achieve the desired improvements in health status. Health
services financing systems in use in various less developed countries feature a wide
variety of packages including tax revenues generated at various levels of govern-
ment, insurance premiums, out-of-pocket payments for services and commoadities,
other kinds of monetary contributions by patients, voluntary anc semi-volurtary
labor for the construction of facilities and the provision cf services, and economic
activities producing income for associated health services delivery systems (Stevens,
1882). In most countries, there is a broad consensus that rationality and equity in
tha health services sector call for the social financing of the demand for health care.

I.REVIEW OF RELATED LITERATURE

Despite an upsurge in interest in many developing countries to develop alterna-
tive financing schemes for basic health services, there are only few articles written
on the issue. This could be partly explained by the historical dependence on a
monolithic governmental health system the financing of which is drawn from tax
revenues and designed to reach the total population. However, with the present
harsh economic realities, the need to transcend the traditional method of delivering
services through the expansion of aiternative systems has been understood. Va-
ripus experiments have been undertaken in many countries of the Third World that
involve commitment of communities.

The Third World Perspective

Small-scale community financed prepayment schemes were experimented
on in India, Indonesia, Bangladesh, and Sri Lanka {National Council for Interna-
tional Health, 1984). In India, a dairy cooperative movement had supported a ma-
ternal and infant care program with village health workers providing the basic
treatment backed up by a mobile health team. In Indonesia, a national prepayment
scheme is being implemented under the label fund for health'’ which grew out of
8 community development project for improved agriculture, irrigation and coopera-
tives. In Bangladesh, a health insurance scheme has been introduced which moved
toward community development and income generating activities. A trend costing
system was devised according to the paying capacity of the population. In Sri
Lanka, workers conduct health activities as part of their overall community deve-
lopment work, These studies show that prepayment schemes work best in those af-
tiliated with a continuing monetary flow such as cooperatives, The increase in the
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capacity of communities and individuals tO SOIVe TNEIr OWI ProvIEii 13 Luiunyet
upon the ability of people to make better use of their own efforts and resources.
Cooperatives have been recognized as one of the best organizational channels for
enhancing this capacity once they maintain their autonomy from excessive bureau-
cratic rigidity. In Mexico, where primary’ health care is delivered to rural areas
through a social security scheme, where the consumers are peasant: who are not
part of the wage-based economy or modern sector, the form of payment is non-
monetary-through communal work, e.g., activities providing the community with
safe water supply (Fernandez, 1984).

Stinson {1982) in his review of country experiences in community financing
for health services, recognized eight major funding categories: service fees, drug
sales, personnel prepayment, income generating schemes, community or individual
labor, donz'ion and ad hoc¢ assessments, festivals, raffles, and similar activities.
Major expenditures were directed toward the compensation of health workers, re-
stocking of basic drugs, general revenues, partial defrayal of training, partial
defrayal of hospitalization costs and supplementation of government health ser-
vices. Zschock {1979) determined the public and quasi-public sources of health
financing, such as: yencral tax revenues, deficit financing sales tax revenues, social
insurance, lotteries and betting, direct employer financing, private health insurance,
charitable contributions, direct household expenditures, and communal self-help.

In China, seif-reliance in health care financing was accompanied with a
combination of health insurance funds operated at the brigade level and the direct
payment of fees for services {Wan and Hay, 1972). Likewise, there was a heavy
reliance on low-level health practitioners. In rural Java, the Village Heaith Insurance
scheme attempted to mobilize the existing economic potentials of the community
in order to meet the cost of its members’ health care. Each household had to pay
a monthly contribution of RP50 (US$20) which entitied them to health services
{(Hendrata, 1972). In Nepal, health insurance schemes were introduced in the Lalet-
pur District in three areas — Asrang, Batgaon, and Bungmati where labor was
considered equal to the value of the premium. The benetits included all health post
services, drugs without charge, Rs50 charity for each outpatient visit, and Rs100
charity for each in-patient stay at the Lhanta Bhavan Hospital (Donaldson, n.d.).

The Philippine Scenario

Basic information on health expenditure pattern and financing strategies
adopted in small scale health programs remain fragmentary and limited in the
Philippines. The documents included studies on expenditure allocation for different
types of health services, utitization of various types of health providers, demand for
health services, and a compendium of the different projects in health care financing.
Pioneering efforts to assess the demand for health care services were initiated by
Papkin et al (1979) in the Bicol Multipurpose Survey conducted in 1978 from a
sample of 1903 households. The survey procured information from the women on
health, nutrition, income, work history, residence, and demographic characteristics.
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However, no adequate analysis of survey data was made due to lack of price infor-
mation on specific components of health care (e.g., physician services, drugs, etc.).
Hence, another study was carried out in 1981 (Akin et al, 1982) which collected
specific information on pricas charged, transportation costs, hours of operation,
paymant mathods, pharmaceutical charges, and waiting time.

Some of the findings could be specified as follows:

1. While government clinics charge no fees, voluntary contributions or dona-

tions were sought at a range of from P0.25 to P5.00.

2. Some government and private health practitioners priced services and me-
dicines according to the perceived economic status of the patient.

3. The average cost of public visits was P0.50. Traditional health workers’
visits cost an average of P3.10; and private visits, P14.49,

4. There was a reduction in the probability of a public visit relative to a tradi-
tional visit. The farther the traditional facility, the more likely was a visit to
a private facility relative to a public clinic. The major attraction of tradi-
tional practitioners, it seems, was their convenience.

5. The longer a traditional visit takes, the more likely it would be preferred
to the alternative since ihey might be pleasant experiences which add to
the attractiveness of traditional medicine.

6. Having insurance led not only to a preference for private practitioners
over traditional ones but also to a preference for public practitioners over
traditional ones.

7. There was a diversion of private resources toward the male members of tha
households which might indicate better quality care for males.

A survey of 146 households in three barangays in Cabagan, Isabela was con-
ducted by Lariosa (1982) to determine the household health-seeking behavior, ex-
penditure pattern, and their determinants. Households initially vesorted to home
remedies in the treatment of their children. There was also a preference for modern
providers in contrast to traditional and government health perscnnel. The mean
monthly expenditure for respiratory or gastro-intestinal illness in child.en under
six years of age was P7.40. Pre and post atal health-seeking behavior was low. The
service provider most sought was the traditional midwife. Health-seeking behavior
for preventive care was almost nil. Praventive medicine occupied a low priority
among the residents since immediate benefits were not visible and the threat to
life of the diseases to which they were directed was not recognized.

Cruz (1976) in a study of health-seeking behavior in an urban community,
observed that the utilization of indigenous and professional non-medical healith
workers tended to be higher among clients with lower socio-economic status. In-
come played a significant role in the utilization of praventive care servicas in that
higher income groups availed of preventive services more than the lower income’
classes do. Poorer clients tended to use government health facilities found within
or in the immediate boundaries of the community. Utilization of herbs for treat-
ment was common among rural bred clients with limited economic resources. Edu-
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cation was a powerful leverage for differentiating the type of health-seeking behavior
though.

Carino et al (1982) in a compendium of the operations and impact of five
health delivery programs noted that in the poor’s own perspective, health was not
a priority need. The more important requirements included money, means of five-
lihood, and education. For the community, meanwhile, the needed triumvirate
were roads, water, and electricity. Health was therefore not considered a salient
necessity by the poor, although objective analysis showed that good health was
basic not only to a decent life, but also to survival.

However it was noted that “When illnesses occur despite diligent and active
efforts towards prevention and control, the price and availability of drugs and
treatment become important considerations. Keeping these within the reach of
the medically indigent requires several approaches.’” These are:

1. The utilization of herbal medicines and indigenous systern of care.

2. Research into the systematic packaging of herbal and other locally avail-
able medicine.

3. The use of generic drugs in prescription.

4. The control of prices of these drugs so that they are within the reach of
the masses.

5. The use of such devices as village drugstores, so that people can obtain
needed drugs without incurring high transport costs, etc. The operation
of the present medicare system should be studied with the end in view
of increasing its beneficiaries.

From the aforementioned stiudies, it could be inferred that socic-economic
status may be an important differentiating factor in the type of provider and man-
agement rendered. While higher income groups tended to have the means to pur-
chase more health care than poor people, it seemed to be a common practice too
for providers of health care to charge high income patients more per unit of health
care than they would charge patients with lower incomes. Besides, at higher levels,
people preferred to purchase health care that was either of higher quality per unit
of service or had greater convenience attached to it. Accessibility was also an im-
portant factor in the choice of the service provider.

Alfiler (1982) compiled six case studies which documented the processes in-
volved in the initiation, planning, organization, and implementation of specific
projects operating in six areas in the country, namely, the Emmanuel Hospital pro-
ject in Capiz, the Makapawa in Western Samar, the Barangay Health Worker Station
in Oras, Eastern Samar, the Nagcarlan Barangay Heaith Mediks Program, the Ba-
rangay Health Workers Project in Bukidnon, and the Barangay Technician in Rizal
and Mufioz, Nueva Ecija. In her introduction, she enunciated her observation that:

Community based projects represent a significant departure
from the traditional view that the quality of health care in a com-
munity is the function of the community’s gaining access to ex-
pert medical professions alone. Instead, these projects adhere to
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the thinking that the more critical factor in ensuring good health
for the people is the community’s awareness, accaptance and
active participation in identifying its health needs and determin-
ing the means through which these needs can’ be met in the con-
text of thae political, social and economic realities obtaining in
the community. The projects sesk to foster community self-
reliance in health by developing and strengthening the com-
munity’s sense of responsibility and its capability of prioritizing
needs, initiating action, organizing itself and make decisions at
the_same time tapping rasources for its own health needs,

Common to all these six projects is their reliance on the local community
health worker who offers her services to the community as a volunteer, Hastening
the community organization processes and providing the community free “’services”
run counter to the long-term objective of self-reliance as it promotes dependency
and inhibits community mobilization. Most of the communities provided cash con-
tributions but no statement of regularity was given. Participation of the communi-
ty was mainly focused on decisions as to the means of raising the funds or mobiliz-
ing resources as well as how these resources are to be managed and controlled.
Alfiler’s conclusions were as foliows:

1. The depressed rural communities had limited cash resources but abundant
supply of human resources and other resources in kind;

2. Local resource utilization schemes for community-based approach to
health tendad to be one-shot, initiated through irregular fund-raising acti-
vities, and implemented by community organizations;

3. Resources produced by these efforts tended to be meager and limited so
far to the financing and purchase of diugs.

4. Other local resource utilization schemes tended to generate limited re-
sources which are grossly inadequate to cover cost of comprehensive medi-
cal services encompassing all leveis of health care. This situation called tor
the development of a mechanism by which local resources tapped and
mobilized might be supplemented from public and other sectors, to con-
stitute an adequate resource base to finance an extensive and comprehen-
sive community health care at all levels.



IM. ALTERNATIVE HEALTH CARE FINANCING
IN-S1X BARANGAYS IN ILOILO

in January 1983, the Primary Health Care Operations Research (PRICOR)
funded an operations research project in the province of ltoilo in Western Visayas
to test the feasibility and effectiveness of alternative health care financing schemes
devised and formulated by the communities themselves. The project was divided
into three major components: Phase ] {Baseline Intormation Procurement; Phase 11
{Formulation and Implementation of the Alternative Financing Schemes); and
Phase 111 (Assessment of Program QOutcomes).

Methodology
. Phase | — Baseline Information Procurement

Preliminary to the task of planning and implementing appropriate communi-
ty health financing schemes, two things were considered: (1) the formulation of an
_adequate conceptual framework that delineated the important variables and their
interaction to describe the dynamics of the relationship essential to the definition
of specific strategies, and (2) the undertaking of a community survey to elicit the
. perceived health problems in the community, the financial resources available,
health seeking behavior, perceptions of attitudes towards and utilization of current
health service providers, and prospects for participation In a health financing
scheme. A general analytic framework, th:zrefore, was devised which took into ac-
count the elements essential in the formulation of a health financing scheme. Basic
to this was the recugnition ot two salient points:

1. An explicit assessment of the factors that determine demand for specific
health services; and

2. Linkage of the knowledge of these factors to the formulation of strategies
or programs that will ensure the improvement of the quality of the health
services provided, and coverage to deliver the services to the inaccessible
poor.

Knowledge of the determinants of the demand for the health services could
be the starting point for the development of an administrative mechanism for
implementation which will provide a feasible machinery for an effective program.

The framework is illustrated in Figure 1.
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Figure 1. Framework in Analyzing the Determinants of Health-Seeking Behavior




The framework illustrated in Figure 1 delineates the interaction of the variables
that can predict the demand for specific health services and their relationship with
the provider variables, The core of the analysis, therefore, is the behavioral pattern in
health care from the consumer and the providers’ perspective. The demand variables
include the basic expenditure pattern, the providers’ sought for specific health
problems, income, accessibility and home remedies resorted to, while the provider
variables include the characteristics of providers, the management given, the fee for
services, and preventive services given. This interaction is affected by socio-demo-
graphic variables such as age of wife, occupation, education, income, accessibility of
health sources, and family size. Such knowledge leads to the determination of the ap-
propriate schemes for community financing in health services.

Phase |1 — Formulation and Implementation of the Alternative Financing Schemes

The second stage of the project involved several processes: (1) situational ana-
lysis from the baseline information obtained; {2) community feedback and discus-
sion; (3) selection of feasible alternatives; (4) discussion of the operational aspects
of the strategies proposed; (5) assessment cf the resource capability of the com-
munities; (6) development of a blueprint for the operation plan; (7) formulation of
a mechanism for implementation and monitoring; and (8) documentation of the
processes involved, including problems encountered in project implementation.

Therefore, the project focused on the operational aspects of the program —
the mechanism by which strategies were drawn and implemented taking into account
constraints and facilitating factors within the set-up as well ac externalities.

Phase 111 — Assessment of Program Outcomes

Program outputs were assessed through two major indicators — changes in
health-seeking behavior and health expenditure pattern. In the first phase of the
project, a baseline survey was conducted to elicit among others: the income and ex-
penditure pattern of households with reference to health, the health-seeking be-
havior, perception, and utilization of health resources as well as potential for com-
munity participation in financing heaith care. A post implementation survey was
carried out dealing with the same inquiries and assessing changes in the areas of con-
cern. Besides, the PUSH Monthly Record Keeping System which was filled out on a
monthly basis was utilized in the study communities and the selected control areas
to assess changes on a time series basis. The conceptual framework for the entire
project is given in Figure 2.
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Figure 2. A CONCEPTUAL FRAMEWORK FOR THE PRICOR FINANCING PROJECT

DETERMINANTS

OPERATIONAL

~ Existing health problems

— Existing health sarvices

— Community financial and manpower
resources

—~ Potential resourcas

— Auvailability of health manpower

— Community organization

— Level of political commitment

PARTICIPATORY

— Houssehold resources (Financial,
manpower, material)

— Utilization pattern of existing health
facilitics {(gov't., private, indigenous)

~ Percaived health problems in the
community

— Perception of health prom:otion as a
househo!d responsibility

— Current expanditure on health

— Willingness to allocate funds for
health services

HEALTH FINANCING SCHEMES

STRATEGIES

Individual Household
Monetary fee for ser¥ice based on direct
care servicas (payment made during harvest
months)

— Flat rate monetary contributions to be made

by all houssholds regardless of service
utilized

— Sliding scale of fees depanding on the household

capability independent of service rendered
~ Individual savings for future health needs
(health insurancs)
— Donation of materials and services in
exchange for health care (e.g. assistance
in feeding programs, environmental
sanitation, contracentiva distribution, etc.)

Community

— !Income generating ectivities to procure funds

for hea!th services

— Community involvement in specific health
services (environmental sanitation. feeding
programs, nutrition educstion, ete.)

— Allocation of funds (govemment or private)
for heaith services (MLGCD)

Fund raising activities (benefit dance, beauty

beauty contest)

HEALTH SEEKING BEHAVIOR

(+) Increased participation in immunization
programs, family planning programs,
environmantal sanitation campaigns,
food productior; increased utilization
of community health service fecilities
‘for praventive and curative purposes

(—) Shift toward traditional and indigenous
medicine

{—) Utilization of free health services in
adjoining communities which will unduly
imposa a burden on the said areas

HEALTH EXPENDITURE PATTERN
{—)} Health expenditure allocation in the
total bucget
-~ Proportion of expanditure on preventive
services in relation to the curative
services
— Change in health expenditure before/
after inception of the financing scheme
~ Cost effectiveness, cost efficiency
-~ Government expenditure relative to
household expenditure



The Setting

Six rural communities or barangays in the province of lloilo where an estab-
lished Primary Health Care Program is in operation constituted the research sites.
The areas served by Barangay Health Workers (BHWs) trained for the PUSH project
formed the primary unit for the selection of the study areas. The six research sites
were chosen purposively to represent the various economic sectors (rice, sugar, fish-
ing) in the province. A set of six villages with almost similar demographic charac-
teristics was designated as controls for evaluative purposes.

Geo-Physical Characteristics of the Province

lloilo is one of the four provinces that comprise Panay Island. The province
of Antique bounds it on the west, Capiz on the North, Visayas Sea and Guimaras
Strait on the east, and Panay Gulf and lloilo Strait on the south and southeast,
respectively. lloilo also includes the sub-province of Guimaras, 2 smalt island lying
at the opposite and southern part of the main island. It has a total land area of
5,324 square kilometers with 46 municipalities.

lloilo has a total population of 2,433,641 as of the 1980 Census with an
annual growth rate of 2.4 percent. The province is predominantly rural in character
with 27.7 percent of the population residing in the rural areas and 61 percent
employed as farmers, fishermen, hunters, loggers, and related workers. The rest
are craftsmen, production process workers, and laborers (9.6 pertsat); sales
workers (7.4 percent); service, sports, and related workers (7.1 percent); profes-
sionals and technical-related workers {5.1 percent); and workers in transportation
and communication (4.0 percent); and others,

The Study Barangays

Badiang, Anilao. Badiang is one of 21 barangays in Anilao, a sugar-producing
municipality on the northern portion of lloilo. It is four kilometers from the Pob-
lacion or town proper. Much of the agricultural land is devoted to sugar cane and a
smaller portion to fishponds. It has & total population of 986 in 158 households,
not including the countless sugar cane laborers or the sacadas who are considered
temporary migrants in Hacienda Rica.

Badiang is subdivided into three sub-communities: the Barangay Proper; Bala-
gon, and Hacienda Rica. The barangay proper is located along the viational road.
The public elementary school, the talipapa, and the health center are found here.
On the other hand, Hacienda Rica is a kilometer away from the barangay proper.
Puople are employed by the Hacienda as sugar cane laborers. Sitio Balagon is on the
northern part — a kilometer and a half from the barangay proper. Most of the popu-
fation is concentrated in this area. Houses in Badiang are made of mixed materials,
usually of cement, wood, or bamboo for-walls, and nipa or G.1. sheets for roofing.
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Maribuyong, Duenas. Maribuyong is remote from the Poblacion and is one of
the sparsely-populated barangays of Duefias. It has 103 households and a total po-
pulation of 533. Most of the people depend on sugar cane and rice farming tor live-
lihood. The barangay has a public elementary school, a chapei, a multipurpose hall,
and a health center, :

It is bounded by barangays Inadlawan on the north, Catig on south, Fonda-
cion on the east, and Banogan on the west. Most of the houses are scattered and
made of light and mixed materials like G.l. sheets or nipa for roofing, and cement,
wood, or bamboo {or walls.

Balcon Milleza, Jordan. Balcon Milleza is located on the nothern part of Jor-
dan, a municipality in the sub-province of Guimaras. It is bounded by the lloilo
Strait on the northwestern portion, Hoskyn on the east, and Balcon Maravilla on
the south. Rainy days in the barangay usually fall in the months of November to
May. Dry season occurs during the months of June 1o Oc.ober. It has a total popu-
lation of 635 with 102 households.

The mountainous terrain distinctively separates the barangay into two sub-
communities (sitios), namely, the barangay proper (Balcon) and Sitio Singcalang. The
barangay proper is two kilometers away from the national road and the Poblacion.
It is accessible to any type of vehicle. Peopie in the barangay proper cultivate corn
and other rootcrops for their source of livelihood. Others engage in charcoal-mak-
ing. Sitio Singcalang ca: be reached by pump boat from lloilo City, and thereafter
on foot when going to the barangay proper. Here the populace relies heavily on
fishing, fruit growing, and cattle-fattening for subsistence.

The barangay has a public primary school situated in the barangay proper, a
health center in Sitio Singcalang, and a dilapidated chapel which they call “ermita.”
Houses made of light materials like bamboo and nipa are a common sight in the
barangay.

Bucaya, San Joaquin. Bucaya is three kilometers from the poblacion of San
Joaquin, a municipality on the southern portion of lloilo. It is a coastal barangay,
situated along the national road. Most of the people spend the wee hours of the
morning by the sea; then, by midday one can find them upland doing their farm
chorss,

Bucaya has a tota! population of 935 with 174 househo!ds as of the 1980
Census. Houses in the barangay are clustered and are made of light, strong or mixed
materials.

Bucaya has a public elemeatary school, a secondary school and a health cen-
ter,

Bololacao, New Lucena. Barangay Bololacao is a kilometer away from the
poblacion of New Lucena. it is bounded on the west by Barangays Guinobatan and
Warij-wari on the south, and the Poblacion on the southeast. The main road leading
to the barangay proper is dusty and stony and is accessible to all types of vehicle.
Although the tricycle is the chief means of transportation, places can'be reached by
walking. Bololacao is basically a farming community where people depend on their
rice and corn produce for livelihcod and where most of the land is rainfed. To
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augment their meager incomes, people are engaged in poultiy-raising and vegetable
gardening.

With 168 households and a total population of 902, the barangay is a solid
settlement subdivided conveniently into five puroks or sub-communities, namely:
Tan Abo, Juan Sikoi, Tan. Roman, Tana Monang, and Tan Aqua. Houses in the ba-
rangay are built of a wide range of materials: strong, mixed and light.

Among the facilities available in the barangay are the rural health center, a
chapel, a community hall, a public elementary school, and a secondary school.

Tastasan, Buenavista, Tastasan is one of the 41 barangays on the eastern part
of the municipality of Buenavista in Guimaras. [t is two kilometers away from the
Poblacion. It has a total land area o' 245.1 hectares and is suitable to rice, corn, and
citrus fruits. Land is not irrigated in Tectasan but rainfed.

Tastasan has a total population ot 758 with 131 households. Aside from
farming, people augment their incomes by poultry raising and cattie fattening.

Houses usually made of mixed materials are distinctively scattered about half
a kilometer apart. Facilities are insufficient. Water, for example, was a problem
during the recent drought. The health center is far from the center of the barangay,
and no multi-purpose hall exists within the barangay. Peopie have to use the school
rooms during assembly meetings. Although there is an existing public primary
school, most of the young students prefer to walk to a school in the neighboring
barangay.

MILLEZA, JORDAN: A coastal barangay
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BUCAYA, SAN JOAQUIN: A coastal barangay

BOLOLACAO, NEW LUCENA: A rice-based barangay
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BADIANG, ANILAO: The sugar-based barangay

MARIBUYONG, DUENAS: whose population depends on both sugar and rice
for livelihood.
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IV. PROFILE OF THE HOUSEHOLDS IN THE STUDY BARANGAYS

Demographic and Socio-Economic Characteristics
Population Size
The six experimental barangays have population sizes ranging from 533 to

986. In Milleza, Badiang, and Bololacao the females outnumber the males, while in
the remaining three, the males predominate.

Table 2. Population size by sex, six barangays, 1983

MALE FEMALE TOTAL

BARANGAYS N % N % N %

Milleza 300 47.2 335 52.8 635 100.0
Bucaya an 50.4 464 49.6 935 100.0
Maribuyong 270 50.7 263 49.3 533 100.0
Badiang 483 49.0 503 51.0 986 100.0
Tastasan 397 524 361 47.6 758 100.0
Bololscao 347 485 465 515 902 100.0

Age Distribution

The population in these barangays is relatively young as judged from their
average ages: Tastasan — 23.2 years, Milleza — 23.6 years, Badiang — 23.9, Maribu-
yong — 26.4, Bololacao — 26.8, and Bucaya — 27.3. The preschoolers (0-6 years
old), as a proportion of the population, are 19.6 percent for Tastasan, 19.1 percent
for Bololacao, 18.4 percent for Milleza, 17.8 percent for Badiang, 15 percent for
Bucaya, and 14.8 percent for Maribuyong. Over a third of the population are in the
economically dependent ages, below 15 year:

Educational Attainment

More than half of the barangay population ten years old and above, have less
than 6 years of education. In Milleza, only 18.7 percent of population have had
more than six years of schooling. On the other hand, for Maribuyong and Bolola-
cao, the percentages with better levels of education (high school and above) are
higher at 43.0 percent and 44.8 percent respectively. For the remaining three baran-
gays, the figure is approximately 37 percent. On the other hand, Bololacao, Bucaya,
and Badiang report a considerably higher percentage {11 to 12 percent) with college
education.
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Table 3. Age distribution of the population, 1983

Age Range Milleza Bucaya Maribuyong  Badiang Tastasan Bololacao
N % N % N % N % N % N %

0-6 117 184 143 153 79 148 176 178 149 196 172 191

7-19 214 337 305 326 174 326 332 337 241 318 261 289

20-49 222 350 323 346 190 356 363 368 281 37.1 309 34.3

508 Above 82 129 164 175 90 168 116 117 87 1156 160 17.7

TOTAL 635 1000 935 100.0 533 100.0 986 100.0 758 100.0 902 100.0
Moan {X) Age 23.6 27.3 26.< 239 23.2 26.8

Table 4. Percentages of population 10 years old & above by highest
educational attainment, 1983

Educational

Attainment Millezs Bucaya Maribuyong Badiang Tastasan Bololacao
Nonse 8.1 3.6 2.7 37 3.7 25
Grado 1-4 34.2 24.8 19.3 28.2 26.9 224
Grade 5-6 39.0 33.0 35.0 31.8 32.8 30.3
HS 14 1.6 15.8 23.2 19.3 19.6 21.7
HS Grad 3.3 9.0 8.8 33 5.3 71
Collaga 1-4 2,6 4.9 6.6 7.0 7.0 5.2
College Grad .5 6.4 24 5.0 2,9 7.2
Vocational Grad 7 25 2,0 1.7 1.8 3.6
TOTAL '100.0 100.0 100.0 100.0 100.0 100.0
N 448 715 410 728 592 646

Occupation

The major occupation of the population ten years and above is expected to
relate to the economy of their locality. In the fishing barangays of Milleza and Bu-
caya, a significant proportion is engaged in farming and fishing.

In the areas of Maribuyong and Badiang which are both classified as predo-
minantly sugar-based, the occupationai profile varies. About 20 percent of the
respondents in Maribuyong indicate farming as the majcr occupation and 6.1 per-
cent are laborers. In contrast, in Badiang only 2.3 percent are farmers and 19.0 per-
cent laborers. It is observed that in Maribuyong, while the laborers are sugar
workers, a sfgnificant percentage farm their small lots. However, in Badiang, the
househotd heads are mainly sugar workers who are affected by the seasonality of
labor in large sugar cane haciendas. While Tastasan and Bololacao are suppcsed to
represent the rice praducing areas, only 7.7 percent and 9.4 percent of the respond-
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Table 5. Percentages of population 10 & above, by occupation, 1983

Occupation Milleza Bucaya Maribuyong Badiang Tastasan Bololacso
Farming 15.6 8.1 20.3 2.3 7.7 9.4
Fishing 11.6 9.6 -0—- -0— -0- -0 -
Laborer 5.7 1.3 6.1 19.0 7.4 8.3
Vendor 24 1.7 ~0- 2.3 2 1.1
Professionals 4 34 3.4 2.3 9 3.7
Clerical 3.7 1.0 2.0 21 15 14
Hougekeeper 19.9 249 20.5 13.0 221 23.4
Unemployed 6.6 6.7 13.2 6.6 14.2 6.1
Student 24.3 27.0 32,0 38.3 27.6 28.9
Others 9.8 16.3 2.5 141 18.4 9.7
TOTAL 100.0 100.0 100.0 100.0 100.0 100.0
N 248 bt 430 723 o2 846

ents, respectively, are engaged in farming. In Tastasan, for instance, a large number
are classified as laborers. Across all barangays, the housekeeper and student categories
have the highest frequencies. High pereentages of unemployment are found in Tas-
tasan (14 percent) and Maribuyong {13 percent).

Characteristics of Respondents

Family Type and Size

Bucaya, Bololacao, and Badiang have large numbers of households at 174,
168, and 158, respectively. Badiang has the highest average family size with 6.2
members which may account for its having the biggest population size among the
six experimental barangays. Maribuyong has the smallest average family size at 5.2.

Table 6. Percentage of households by family type and average family
size, 1983

Percentage #Mean Family Size
———————————————— - No. of
BARANGAYS Nuclaar Extended Nuclear Extended Both Houssholds

Milleza 80.7 19.3 5.8 6.2 5.8 109
Bucaya 67.2 32.8 5.2 5.6 5.4 174
Maribuyong 89.3 10.7 5.1 5.7 5.2 103
Budiang 75.3 24.7 6.1 6.6 6.2 158
Tastasan 80.2 19.8 5.5 7.0 5.8 131
Bololacao 71.4 28.6 6.2 5.6 5.3 168
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More than 65 percent of households are nuclear in character {parents and un-
married children) with Maribuyong exhibiting the highest proportion (89 percent),
The average nuclear household size is six for Badiang and approximately five for
the rest. The average size for extended tamilies is seven in Tastasan; six in Badiang
and Milleza; and approximately five in Bololacao, Maribuyong and Bucaya.

Age of Respondents

Majority of the respondents are wives (Table 7). However, in Tastasan and
Milleza a considerable percentage of the respondents are hushands (13.7 percent
and 11 percent, respectively). In Bucaya, other relatives constitute 16.6 percent of
the respondents. In terms of age, the husbands are on the average of 52.7 years
while the wives are 43 years,

Educational Attainment of Respondents

The median educational attainment of the respondents in all barangays is
Grade 6. As in the section on schooling of the general population, the educational

Table 7. Distribution of respondents by gverage age and household position, 1983

Household Positica {in %) MEAN AGE

BARANGAY N Husband Wife Others TOTAL Husband Wife Others

Milloza 109 110 85.3 3.7 100.0 58.3 22 -0-
Bucaya 174 .6 828 16.6 100.0 52.0 446 594
Maribuyong 103 59 92.2 1.9 100.0 55.3 450 -0-
Badiang 158 ~0- 92.4 7.6 1000 -0- 415 565
Tastasan 131 137 84.0 23 100.0 53.1 418 -~-o0-
Bololacao 168 6.5 81.1 124 100.0 52.0 445 539

Table 8. Percentage of respondents by educational attainment, 1983

Educational

Attainment Miifeza Bucaya Maribuyong Badiang Tastasan Bololacao
No. Schooling 10.1 5.2 3.9 6.3 6.1 1.2
Grade 1-4 33.0 26.9 15.5 228 29.8 23.7
Grade 5-6 45.9 38.1 654.4 494 39.7 42.6
HS 1-4 7.3 12.6 11.6 120 10.7 11.8
HS Grad 28 4.6 5.8 3.2 3.8 8.9
College 1-4 0.9 34 20 3.2 6.9 2.8
College Grad -0- 8.0 3.9 21 1.5 5.9
Vecational Grad -0~ 1.2 29 -0 - 1.5 3.0
TOTAL 100.0 100.0 100.0 100.0 100.0 100.0

n 109 174 103 158 131 168
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nrofile of respondents in Milleza is relatively in the lower tevel. Bololacao has the
smallest proportion of respondents with no schooling (1.2 percent). Bucaya and
Tastasan have higher percentages of respondents with some college education.

Income and Expenditure Pattern

Average Income and Expenditures

Median incomes are consistently lower than average income, indicating the
presence of earnings at the extreme upper income groups. The highest median in-
come (P6,333) is reported in Badiang which has a predominantly sugar-based eco-
nomy and a significant proportion of the working population as sugar laborers. On
the other hand, Maribuyong which is an extensive sugar area has the lowest median
income (P2,657, among the participating barangays. It was earlier noted that de-
spite Maribuyong's classification as a sugar-based area, most of those employed are
tsrmers. The high median in Badiang may be attributed to the better wage structure
and wege monitoring in the sugar industry despite the gross work seasonality ex-
perienced by sugar workers, The rice-based barangays of Tastasan and Bololacao
have median incomes of P3,863 and P4,192 respectively. Milleza and Bucaya which
are fishing villages have lower median incomes of P2,739 and P3,473, respectively.

Expenditure seems to be unrelated to income. In Milleza, Bucaya, Badiang,
and Bololzcao, income exceeds the expenditure; in the remaining barangays, the re-
verse is noted. Faulty recall of expenditures may explain the under-reporting of ex-
penses since the survey question on expenditure pertained to the previous year.

Tahle 9. Mean and median annual incomes and expenditures, 1983

(in Pesos)
Income Expenditure
Barangays Mean Median Maan Median N
Milleza 3270.00 2739.50 2967.38 2658.56% 109
Bucaya 4844 .32 3473.18 4644.00 3287.96 174
Maribuyong 3897.55 2657.30 3897.55 2803.85 103
Badieng 6834.94 6332.83 6151.39 5582.83 158
Tastasan 4530.00 36083.14 5346.82 4658,59 131

Bololaceo 4870.75 4191.80 4673.15 4092.09 168

Expenditure Allocatiorn

The expenditure pattern reveals that food has the biggest allocation ranging
from 61-67 percent except in Maribuyong, where the proportion of expenditure on
food is 53 peicent. Education is the second biggest expenditure item. The percent-
ages range from 7 percent to 14 percent. Maribuyong and Bolclacao have bigger
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Table 10, Distribution of anaual expenditures, 1983

Expenss Milleza Bucaya Badiang Maribuyong Tastasan Bololacaa
Allocation % % % % % %
Food 63 65 62 53 67 61
Housing 8 6 6 9 6 7
Ciothing 7 6 6 9 6 6
Education 8 7 7 14 7 8
Medical Care 7 6 6 7 6 1
Others 7 1 13 8 8 17
TOTAL 100 100 100 100 100 100
Median 2659 3288 3582 2804 4659 4092
Mean 2957 4644 6051 3897 3911 3155
N 109 174 158 103 131 168

percentages of expenditures for education relative to the other barangays whicn
supports the earlier observation that these two barangays have higher educational
attainment. The allocation for medical care has been extremely low (below 10 per-
cent) for all barangays.

Perception of Projected income

When the househo!ds were queried on whether they anticipated any changes
in their incomes in the subsequent year, the majority of the respondents felt that
their incomeés wculd not change at all. The exception is Maribuyong wherein only
20 percent of the respondents perceived neither improvement nor deterioration in
their income while 78.6 percent expected a decrease in their income. In general,
more households expected a decrease than an increase in their income for the fol-
lowing year.

Hlness Pattern and Management

Rattern of lliness

The retrospective nature of the data collection on illness pattern in the past
year precludes an adequate quantification of the prevalence of specific illnesses,
their severity, and duration, Therefore, the respondents were asked about the com-
mon illnesses that occurred in the household for children and adults, the health pro-
viders sought, and the management given. In the six barangays studied, respiratory
ilinesses {cough, colds, influenza} stood as the most common health problems
among children and adutts. This was followed by gastrointestinal infection mani-
fested mainly by diarrhea. November, December, and January were the reported
peak months for the occurrence of respiratory infections while no specific months
were given for gastro-intestinal illnesses.
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Table 11. Kousshold members reported ill in six barangays, tloilo, 1983

Populstion (0-5 Years of Age)

Milleza Bucaya Maribuyong Badiang Tastasan Bololacao

{liness No. No. No. No. No. No.
Respiratory 86 80 29 100 77 94
Gastrointestinal 18 14 13 39 24 19
Measies/Mumps 16 5 9 14 18 3
Others* 6 8 (] 13 LA 16
n 117 143 79 176 149 172

*|nflsmmation of the ear, convulsion, etc.

Population (7 Years & Above)

Milleza Bucaya Maribuyong Badiang Tastasan Bololacao

llinessss No. No. No. No. No. No.
Respiratory 169 N 87 127 69 107
Gastrointestinal 23 15 15 20 14 22
Measies/Mumps 156 2 12 3 21 4
Othens® 75 45 a1 118 65 78
n 518 792 609 810 154 580

*Meart Failure, Rheumstism, Eye Diseases, Parsiysis, Hepatitis, etc.

——— o ot e e i e e O —— —_—

Table 11 shows the pattern of illness by the respondents and their frequency
of occurrence as reported. The problem of recall limits the adequate measurement
of disease frequency. Therefore, the aim of this table is to present only the occur-
rence of specific ilinesses. Percentages were not obtained since the figures in each
category were not mutually exclusive and respondents tended to report more than
one itlness in the time frame considered. Besides, more than one member of house-
hold could be reported. Clearly, there was an understaternent of the magnitude of
the iliness in the households.

Management

Majority of the respondents resorted to home remedies prior to outside con-
sultation. These were manifested in the form of over-the-counter drugs, herbal
medicine, massage, and sponge bath. The following is a breakdown of households
that utilized home remedies upon perception of illness:

Milleza - 92.7%
Bucaya - 98.9%
Maribuyong — 96.1%
Badiang - 96.9%
Tastasan — 93.8%
Bololacao - 89.6%
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The more common over-the-counter drugs for respiratory illnesses were Medi-
col, Neozep, Biogesic, Afebrin, Tuseran, Paracetamol, Tempra, and Vicks. For
gastro-intestinal diseases including diarrhea, medications included Diatabs, Guana-
mycin, Pedialyte, Kaopectate, Sulfaguanadine, and Qresol.

The more common herbal medicines were buyo, ginger, pasaw, alibhon, bitter
relon, cotton leaves, oil, calamansi, and guava for respiratory diseases, while star-
apple, string beans. and rice water were ingested for diseases of the gastrointestinal
tract

Tahle 12. Parcentages of households consulting specific health providers. 1983

—

item Milleza Bucaya Maribuyong Badiang Tastasan Bololacso

Respiratory
Private Doctor 18.3 9.9 33.3 188 419 131
Government Doctor 1.8 20.9 3.5 128 20,9 159
Midwives 9.5 231 26.1 242 9.3 16.8
BHW 17.8 - 5.8 1.5 5.8 4.7
Trad. Healer 26.0 7.7 13.0 15.8 4.7 11.2

Gastro-Intestinal
Private Doctor 21.7 26.7 21.4 9.5 52.4 13.6
Government Doctor — 33.3 - 14.3 4.8 227
Midwives 4.4 13.3 14.3 238 4.8 9.1
BHW 131 - 7.1 - 4.8 9.1
Trad. Healar 30.4 - 35.7 38.1 - 18.2
n 109 174 103 158 131 168

*Percentages don’t add up to 100 due to » tendency to report more than one provider

There was a wide variability among the six barangays in terms of the persons
sought for specific problems. For respiratory illnesses, private physicians were com-
monly consulted in Maribuyong and Tastasan. In Bololacao, Bucaya, and Badiang,
the midwives and government doctors provided the curative services. A different
feature was observed in Milleza with the traditional healer (soruano) as the person
consuited most frequently for respiratory problems. A notable observation in the
health management in Milleza was the relatively higher utilization rate of the BHW,
both for respiratory and gastro-intestinal problems. With regard to gastro-intestinal
ilinesses, private doctors were utilized in Tastasan. An added dimension was the in-
creasing use of traditional healers in Maribuyong Milleza, and Badiang. Medications
reported included a combination of the aforementioned over-the-counter drugs and
herbal medicines. Governmen¢ doctors provided major services for gastrointestinal
therapy in Bololacao and Bucaya. Based on these findings, it seems that barangay
residents have different perceptions of specialists for specific health probiems.

Health Care Expenditure

The amount and proportion of household incomes spent on health care
depend on how much people value health in comparison with other categories of
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goods and services. While health care is regarded as a necessity, itis difficult to as-
sess its relative importance in the provision of a minimally adequate standard of
living when compared with ather basic needs such as food, clothing, and shelter due
to its crisis orientation in many households. This problem is compounded by the
fact that health care is perceived as an occasional need by most individuals, while
food, clothing and housing are considered daily needs. Thus, health care expendi-
ture can be postponed until the need arises while the cost of other necessities must
be borne on a continuing basis. The largest proportion of private income allocated
to health care is spent for curative services which could be explained by the fact
that the lower the household income, the more likely it is that only the immediate
needs are provided for. Curing acute illnesses obviously represents a more pressing
need than reducing latent illnesses or the risk of future illnesses. Besides, health
care practitioners are trained and experienced primarily in providing curative rather
than preventive care. The medical profession has in the past responded to imme-
diate demand for curative services rather than make a concerted eftort to create the
demand for preventive health care. The low priority given to preventive care in
many communities is due to the perception that preventive measures are not re-
garded as health care activities, e.g., environmental sanitation, nutrition education,
and immunization.

Medical Expenditure Pattern

Consultation fees in the six barangays vary widely. However, the figures
might not be precise due to the difficulty of remembering the exact amounts paid
for specific-consultations over the year. In principle, the barangay health centers
are not supposed to charge for consultation but donations are encouraged. Based
on the survey, the BHWs, BHCs, and midwives are given donations averaging P5.50
per consultation.

Table 12a shows that a big expense is incurred for hospitalization although in
Maribuyong and Bololacao it is second only to the amounts spent for medicine.
Expenses for drugs are relatively sizeable ranging from P46 for Tastasan to P96 for
'Maribuyong. Among the service providers, the households paying most for the

Table 12a. Median expenditure for medical care, 1983

Expense Items Milleza Bucaya Badiang Maribuyong Tastasan  Bololacao
(in Posgos)
Dactor's Fees 47 42 33 37 56 35
Traditional Healers 28 26 28 26 38 28
Midwife/Paltera 49 37 66 31 55 30
Drugs/Medicines 48 73 §7 96 46 82
Hospitalization 125 125 225 87 156 44
Others {e.g. donation) 24 27 a6 25 28 26
n 109 174 158 103 131 168




doctor are in Tastasan and the average amount is P56 for each consultation. In
Milleza and Badiang, payments to midwife/paltera exceed doctor’s fees.

Cutiets for drugs included the barangay health center, the rural health units,
and the sari-sari stores {small variety stores). The cost of drugs reported by the
respondents were aspirin — P0,45/tablet, Myracof — P0.35 tablet; Biogesic —
P0.25/tablet; Ampicin — P18/bottle; Kaopectate — P21/bottie; and Tuseran — P10/
bottle. With repeated bouts of ilinesses, it is astimated that the annual expenditure
on drugs could range from P100 to P150. A tendency for physicians to provide a
different type of management to higher income groups is reflected in the use of
X-rays, dextrose, and more expensive drugs in a small number of cases wherein
household incomes are relatively high.

Most of the respondents procured their drugs from either the botika-sa-baran.
gay (barangay drugstore) or the rural health units. The frequency of occurrence of
respiratory and gastro-intestinal problems might have accounted for the cumulative
expenses incurred for drugs which represented almost half of the total medical ex-
penses. Given the more common health problems, the cost of drugs and consulta-
tion rates, it is reasonable to assume that annually the total medical cost per house-
hold would range from P200-P300. It is rather difficult to arrive at a fixed estimate
due to recall problems in terms of number of consultations, amounts paid, type and
cost of medication. At best, rough calculations were made just to gain insight into
the relative expenditure for medical care. It is believed, though, that this range is
still on the low side.

More than a third of the respondents felt that the cost of medical services was
high. However, a substantial portion expressed that it was affordable.

Table 13, Perception of the cost of medical services, 1983,

Perception of the Cost
of Medical Expenses Milleza Bucaya Maribuyong Badiang  Tastasan Bololacao

High 284 46.0 39.8 32.0 67.3 26.2
Low 21.2 10.9 15.5 1.0 6.9 10.1
Aftfordable 46.8 425 41.7 57.0 25.8 63.7
Don’t know 3.6 0.6 3.0 -0~ -0- -0-

100.0 100.0 100.0 100.0 100.0 100.0

Accessibility of Health Facilities by Distance and Travel Time

The pattern of utilization of health services is influenced by a number of fac-
tors — the state of health of the household members, geographical locations, and so-
cio-economic status. The provider is usually the determinant of the type and cost of
medical services. Accessibility, aside from cost, can likewise limit the utilization of
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health care. Majority of the barangays felt that the health services were accessible in
the percentages given as foliows:

Tastasan - 84.7%
Maribuyong — 51.4%
Bucaya — 925%
Milleza - 69.7%
Bololacao — 75.6%
Badiang - 71.5%

For those who claimed that the health services were accessible, 83 percent in
Maribuyong, and 8% percent in Bololacao lived within the 1 kilometer radius of
the health facilities. Most of the respondents who claimed that the health facility
was not accessible, lived beyond 1 kilometer. For those who indicated the accessibi-
lity of the health facilities, the trave! ranged from 10 to 36 minutes. For the.e
coming from remote areas, travel time ranged from 35 minutes to 2 hours.

Table 14. Accessibility of health facilities by distance and travel time, 1983

% Who montioned that distance % Who mentioned that distance
was <1 km among those who was >1 km among those who
BARANGAY perceived that HF is accessible perceived that HF is inaccessible
Milleza 51.3 69.7
Bucayo 61.5 92.3
Maribuyong 82.9 92.0
Badiang 425 82.2
Tastasan 15.7 100.0
Bololrzao 85.0 77.7
Travel Time
Millaza 17.8 min- 1.0 howr
Bucaya 11.2 min 1.5 hours
Maribuyong 36.0 min 2.0 hours
Badiang 16.4 min 57.0 minutes
Tastasan 10.0 min 2.1 hnurs
Bololacao 11.2 min 35.0 minute

Health Needs and Means of Meeting Them

To quide program planners and administrators on the appropriate health
services that the community would support, the survey incorporated a set of ques-
tions on the perceived health needs of the community.

The respondents mentioned lack of drugs as the major community health
need in Tastasan, Badiang, Bucaya, and Milleza; in Boiolacao and Maribuyong, lack
of water facilities was cited. In Tastasan, nearly 40 percent of the respondents be-
wailed the inefficient medical services in the community while this problem was felt
by 21.4 percent of the respondents in Milleza.
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Table 15, Principal heaith needs perceived by the community, 1983
(in percentage)

Heatth Needs Milleza Bucaya Maribuyong Badiang  Tastasan Bololacag
Lack of Water Facili- 18.8 10.3 514 24,0 104 52.0
ties/Supply
Poor Environmental 1.7 10.8 0.9 6.2 1.6
Sanitation
Lack of Drugs 51.2 '66.0 39.4 60.0 50.0 39.5
Lack of Food 6.9 10.2 1.9 6.1 4.6
Insufficient Medical 214 13.7 6.4 3.7 39.6 2.3
Servicas
TOTAL 100.0 100.0 100.0 100.0 100.0 100.0
n 109 174 103 158 131 168

Attitude Towards and Willingness to Participate in Health Financing Schemes

Majority of the respondents expressed their willingness to participate in the
health financing schemes, and had generally positive attitudes !Table 16).
Such participation was perceived to be best enlisted through a meeting to be con-
vened by the Barangay Council wherein both areas of health care financing and me-
chanisms by which the schemes selected could operate would be discussed.

When asked to rank the scheme preferences, a wide disparity in the choices
was revealed. For Badiang and Tastasan, the flat rate was the financing mode of
choice. Far Bololacao and Maribuyong, donation of services was selected. For
Bucaya, it was fee for service. For Milleza, income-generating activities through
livastock raising and vegetable gardening ware meant to provide the health service
funds.

As to the health areas where contribution can be directed, there was a general
congensus in terms of channeling the funds toward the purchase of drugs and en-
vironmental sanitation improvement. Assistance in food production and feeding

Table 16. Attitude toward and willingness to participate in the
health financing schemes, 1983

With Favorable Willing to n

BARANGAYS Attitude (%) Participate {%)

Milleza 100.0 89.0 109
Bucaya 97.1 93.7 174
Maribuyong 99.0 92.3 103
Badiang 99.4 97.6 158
Tastasan 97.7 97.0 131
Bololacao 96.8 95.2 168
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Table 17. Ranking of preference for specific schemes, 1983

Schemes Milleza Bucaya Maribuyong Badianp Tastasan Bololacao
Fee for Service 3 1 3 2 2 5
Flat Rate Community 6 2 4 1 1 6
Health Insurance 5 5 5 3 3 4
Donation of Materialt 4 4 2 4 4 2
Donastion of Services 2 6 1 6 5 1
Income Generating 1 3 6 5 6 3
Activities
Tahle 18. Ranking of health areas where contributions can be
directed, 1983
Health Areas Milleza Bucaya Maribuyong Badiang  Tastasan Bololacao
BHW Salary 5 6 6 6 6
Purchase of Drugs 1 1 1 1 1 1
Construction of 4 2 2 2 2 2
Toilets/Sewage
Purchase of Contra- 6 5 5 5 5 5
ceptives
Assistance in Food 3 4 3 3 4 3
Production
Assistance in Foed- 2 3 4 4 3 4
ing Program

program were likewise mentioned by the respondents. When queried on the me-
chanism by which health financing could be operative, respondents were unanimous
in favoring a flat rate of five pesos per month. For those who indicated their
willingness to donate services, healith education, contraceptive referral/distribution,
and weighing/feeding of preschoolers were mentioned. Schemes should be selected
to provide guidelines for the determination of the financing plan appropriate for
the community. Ways of minimizing expenditures to expand health care coverage
have to be delineated. Findings from this study could be used as a means for mobil-
izing new sources of support including commuiity tinanciny. While a clear problem
is the insufficiency of financial support to provide minimally adequate health
care for everyone who needs it, the potential of self-reliance at the community level
is not to be discounted. A clear obstacle in the achievement of this is the lack of
coordination between the health service providers and funding machinery within
the community which hinders the smooth implementation of the plan propased.
There is also the problem of limited absorptive capacity by the existing cadre of the
health service providers. While additional funds need to be generated for the
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purchase of drugs and improvement of environmental sanitation facilities, the in-
crease in supply of health practitioners and the geographical expansion of health care
delivery system to encompass the remote and outlying areas need to be emphasized.
There is also the fundamental philosophy that doctors must be the principal pro-
viders of health care which is opposed to the current interest in the use of parame-
dics or local-level personnel. Local self-reliance is difficult to achieve if large seg-
ments of the population at the bottom of the social structure always look 1o the
government or some peripheral organized system for such support, Results from
this survey can be an important take-off point for the mobilization of community
resources for health services.

Discussion

In determining the health financing scheme in many countries, little attention
is given to the demand for health care by individual households since it is be-
lieved that they did not have much independent decision-making power over how
much to spend on health care and what to purchase. The providers of health care
are thought to influence if not actually determine the level and allocation of
household incomes for health care. In the first phase of the study, a new dimension
was added by eliciting the community perception of its health needs and mechan-
isms by which the health demand could be met. The analysis of the health-seeking
behavior and expenditure pattern of households as shown by this survey revealed
that there was an expression of recipients’ preference for the type of health care
sought. Self-administered and prescribed drugs constituted a large proportion of
total health sector expenditures that had been recognized in addition to the pro-
vider's services feos. The decision on where to obtain health care remained largely
with the household. If the household required medical care, it had the choice of
whether or not to consult a health practitioner and decide on the type of practi-
tioner to consult {traditional or modern, public or private). Households tended to
vary the health services sought depending o:1 the nature of the health problem, The
procurement of information on health care utilization and expenditure was desmed
as one of several important analytical approaches to the appraisal of the viability of
health care financing at the community level. The study showed that the different
communities exhibited different patterns of health service utilization.

Perceived demands on health services by the recipieats, however, should be
differentiated from the need of medical care as determined by the providers. A
household in need of heaith care with limited financial capabilities would in most
cases not receive the appropriate care unless a communal geographical responsibility
exists. In many areas, large proportions of the population were in need of health
care but financial resources were insufficient. An important issue in financing is to
quantify the funding required to provide the population with at least minimally
adequate health care and translate the needs as perceived by the provider and the
recipients into demand. Such estimate should encompass both the curative and the
preventive aspects of medical care which subsequently wouid form the basis for the
contribution.
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Synthesis

A commonality of findings emerged from the survey of the six barangays.
The major health problems were respiratory and gastro-intestinal in nature, Outside -
mariagement was sought from physicians, nurses, midwives, and traditional attend-
ants. The annual medical expenditures ranged from P200 to P300, the bulk of

which were ssent on drugs and service fees. The unavailability of drugs and poor
water supply tacilities were considered the major problem areas. Majority of the

households expressed their willingness to participate in health financing schemes
that may be developed in the community, Their parucipation would be in the form
of service donation, contribution of materials, and flat rate. in the six barangays,
purchase of drugs and operations of a drug depot were considered important means
where contributions could be channeled.

V. FORMULATION AND IMPLEMENTATION OF THE ALTERNATIVE
FINANCING SCHEMES

The increasing need for government health services and the willingness of the
population to participate in its provision adds impetus to the setting up of viable
schemes for financing health services. The growing population size and the limited
health resources available intimate that if there were no innovations, the situation
could further worsen. An escalation of the consequences of the increasing demand
for health services and the limited health resources available, both manpower and
material, would become imminent. There would be higher infant mortality, higher
prevalence of infectious and communicable diseases, malnutrition, and greater mor-
tality across all ages.

The urgency of the situation and the favorable survey results obtained
prompted the PRICOR project staff to move towards the formulation of appro-
priat? strategies for the provision of health services. Employing the participatory
or community organization approach, the project aimed to secure the participation
of the residents in creating community-based financing strategies for the identifica-
tion, mobilization and management of their health resources. The reason for com-
munity involvement was pragmatic. It was the community residents who were in
need of services and can play a crucial role in setting up and sustaining an appro-
priate health program given the limited resources available.

As indicated in the earlier section, the task of soliciting community partici-
pation was not easy. A health resource invgntory for a closer look at the totality of .
the health situation of its potential beneficiaries was called for, The beneficiaries’
basic needs must first be identified and then met, structural obstacles to participa-
tion must be dealt with, and effective strategies for eliciting participation must be
incorporated into the program ot work. Towards the end, the gain is a profound
understanding of the conditions prevailing in the study areas and the mechanism for
responding appropriately. [n the subsequent seéctions, the process by which financing
strategies evolved, and the problems in implementation and immediate outcomes
would be described.
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The objectives of the subsequent case studies are the following:

1. To document the activities of various -.tities involved ‘n the project plan-
ing and impleinentation, i.e., the UP Visayas PRICOR staff, Ministry of
Health statf, Barangay Health Workers, personnel of other participating
agencies as well as the community residents,

2. To document the problems and issues arising from the project implementa-
tion with emphasis on their evolution, their relation to the work plan,
their perception by the project entities, and their subsequent resolution.

3. To identify crucial problem areas {resources, manpower, participation} in
project implementation and their effect on program participation.

4. To determine the community response to the project and the outcomes of
such efforts on the short term health seeking behaviors and the community.

5. To evolve lessons from the results of the case studies and explore way's of
concretely utilizing these experiences in subsequent financing projects,

As such, the case studies recorded in a comprehensive and detailed manner the fol-
lowing information:

1.

Community Feedback. Kind of information from the survey relayed to the com-
munity; manner of communication; nature of interaction; community response;
collaborative efforts on project planning and :mplementatlon related confhcts
or crisis situation and their resolutions.

. Role of Project Leaders. Interaction with residents; activities undertaken with

the community; roles assumed; supervision and monitoring.

. Community Participation. Expectations about the project; expected benefits and

means of realization; expected inputs; organization for specific activity; emer-
gent leaders and mode of their identification; characteristics of formal/informal
leaders; followers/supporters; groupings emerging from the community, mode of
formation; issues concerning or dividing residents; management and mechanism
for project implementation; and nature of participation.

. Specific Project Activities. Specific activities undertaken by the project; mode of

implementation; project leadership in these activities; roles played; work pro-
gram demands imposed upon the community residents’ time and resources;
types of skills, knowledge, and attitudes the activities require of the participants
and how these are met,

. Emargent Issues and thelr Resolution in the Course of Implementation

a. lssues emerging as a result of the implementation of specific project activities;

b. lssues emerging as a result of the nature of the interaction between the upv

staff/BHW and the community residents:

. lssues emerging as a result of community residents’ refationships with one

anothar;

d. Issues emerging as a result of the peculior ecological and sociological charac-
teristics of the barangay as well as the socio-psychological characteristics of
the residents; and

6. Manner of management and resolution of these issues.
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Msthodology

Phase 1] started after the results of the baseline survey on health-seeking be-
havior and health expenditures were obtained. The following stages took place:

1. The survey results were charted in pictographs and presented in individual com-
munity assemblies composed of local potitical leaders, teachers, the health
service providers, local government officials, and the barangay residents. The
highlights of the survey results were presented and the potentials for community
involvement were explained. The community’s response was elicited, and they
wero asked to develop workable financing strategies acceptable to them. The
schemes and the mechanism for implementation were formally presented by th2
different barangay representatives in a meeting held at the NEDA regional of-
fice. This latter lent the entire activity some element of “being official*’ which
may have served as a motivating force for them to actively pursue their schemes.
Table 19 shows the summary of schemes wiich the experimental barangays
selected.

2. After a month during which the barangays started their respective schemas, the
research proponents organized a workshop for each of the participating baran-
gays for the purpose of (a) strengthening capabilities to undertake their schemes,
and {b) to operationalize the donation of services and materials scheme which
was quite popularly articulated in some of the barangays. The workshop was
participated in by each barangay health worker and the key leaders of the com-
munity.

In this workshop, the concept of primary health care, principles of com-
munity organization and communication patterns were presented. More im-
portantly, the coordination of donation of services was discussed and plans were
made for the organization of the barangay mothers into groups of ten to twenty
adjacent households under the supervision of lead mothers, These lead
mothers would be trained for the provision of household preventive and curative
services and referrals of pertinent health services such as immunization, family
planrunn supplies, and nutrition rzhabilitation. The training, supervision, and
back-up support would be undertaken by the midwife, rural health nurse, and
physician. In this particular workshop, the lead mothers were identified for sub-
sequent training. Table 20 presents a sumrary of the implementation plans of
each barangay.

3. Monitoring torms for scheme payments, drug inventory, and service provision
were drawn up and disseminated to the lead mothers who would regularly gather
the information for their catchment households,

4. Aside from the data generated through the monitoring forms, the project fielded
research monitors to observe and document relevant events and processes perti-
nent to the implementation of the schemes. A monitor stayed in a barangay one
week per month and was expected to meet with either the barangay health
worker or whoever was the community’s project leader. The visit enabled her to
see the progress in their scheme activities, che¢k on record keeping of lead
mothers, provide technical assistance for problems encountered, and gain
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Table 19. Summary of finaucing schemes selected for the experimental barangays, 1983.

Barangay

1. Milleza, Jordan
2. Bucaya, San Joaquin
3. Maribuyong, Duedias

4. Badiang, Anilao

5. Tastasan, Buenavista

6. Bololacao, New Lucena

Flat Rate Contribution
Flat Rate Contribution and Pladges

Flat Rate Contribution

Flat Rate Contribution

Flat Rate Contribution

Flat Rate Contribution

Dances
Movies
Mah-jongg Parties

Monetary Input (Targets)

Area whare contribution
can be directed

P3/Quarter for 2 Quarters
P1/Household Pledges (P5.00-P50.00)

P5.00 During the 1st and 2nd Cropping

Collection for Sale of Livestock and
Farm Produce

P5.00/Pig; P3.00/Goat; P10/Carabao
P5.00-P10.00/Fruit Tree

P1/HH/Month

P1/HH/Month
P200.00 — Contribution of Barangay
Captain

P3/HH Initial Membership and
21/Monthly thereafter

P1,060.00

P 500.00

P1,000.00

Botika as Barangay .
Bouka sa Barangay

Emergency Loan Fund for
Hospitalization, Medi-
cine, Transportation
of the Sick

Botika sa Barangay
Botika sa Barangay

Botika sa Barangay

Improvement of Health
Center and Equipment
for the Health Center



http:P1,000.00
http:P1,000.00
http:P5.00-P50.00

Table 20. Summary of implementation plans of six barangays

Targst Households under

Each Lead Mother Health Areas Sarvice Delivery Strategy
Milleza

tmM1 21 HHa Environmental Sanitation Monthly Housa-to-House Campign
LM 2 12 HHs immunization Referral Purok Assembly

tM3 9 HHs Health Education Informal Communication
itMma 10 HHs Materna!/Child Care

tMS 15 HHs Nutrition Education,

LM 6 20 HHs Rehabilitation and Survedllance

LM 7 11 HHs

tMms 23 HBs .

Bucaya

tM1 17 HHs L nviranmental Senitation Purok Assembly

tM 2 15 HHs Maternal/Chitd Care intormal Communication
tM3 16 HHs Food Production Maonthly Follow-up

LM 4 16 HHs Nutrition Rehabilitation/Survedlance Feeding Session

tM5S 16 HHs Health Education House to-House Camnpaign
LM 19 HHs Family Planning Reterrd

tm7 17 HHs First Aid

LM 8 14 HHs

LMo 14 HHs

LM 10 14 HHs

tM 11 11 HHs

tM 112 14 HHs

LM 13 14 HHs . L

Maribuyong T

LM 12 HHs Health Education Informal Education

LM 2 21 HHs Food Production Monthly Follow-up

LM3 10 HHs Nutrition Education Purok Assembly

LtMa 15 HHs Herbal Garden

tMb 11 HHs Family Planning

LM 6 11 HHs Record Keeping

M7 12 HHs

tma 7 HHs

LMS 5 HHs e

Badisng - -
tM1 21 HHs Environmental Saiutation Monthly Follow - Up

tMm 2 21 HHs Immunization Relerral House-to-House Campaign
LiMm3 25 HHs Health Education Purok Assembly

tMm4 20 HHs Maternal/Child Care Client Consultation

LM5 15 HHs Nutrstion Education

L6 17 HHs Maternal/Child Care

M7 13 HHs Food Production

LM 8 21 HHs Druy Depot

tM9 13 HHs Herbal Garden

LM 10 12 HHs Family Planming

Tastasan ’ T T

M1 14 HHs Environmental Sanitation Monthly House-to-House Campaign
LM 2 24 HHs Food Production Purok Assembly

LtM3 18 HHs Nutrition Education Weekly Classes

LM 4 27 HHs Maternal/Child Carn Informal Communication
LM 5 8 HHs Preventive Control and

LM 6 10 HHs Endemic Disaaso

tM7 15 HHs Immunization Referral

LtmM8 15 HHs

tM9 14 HHs o . o
Bololacao -

tM 1 16 HHs Heaith Education Housa-to-House Campaign
LM 2 16 HHs Preventive Control of Endemic Purok Asssmbly

tMm3 22 HHs Diseases Informal Communication
tM 4 18 HHs Maternal/Ctitd Care Client Consultation

LM 5 26 HHs Family Planning

LM 6 28 HHs Immunization Reterral

M7 13 HHs Nutrition Education

tM8 14 HHs Environmental Sanitatian

LM9 20 HHs Food Production

Herbal Garden



insights on group and personal processes which transpired. As much as possible
the monitor inhibited herself from making cecisions for the barangay members,
but rather utilized the technique of assisting them in identifying their actual
problems and alternative solutions and allowing them to develop their own solu-
tions. The monitor also avoided doing agtual tasks, e.g., data gathering, soliciting
services from households, etc. which lead mothers or other identified entities
were supposed to undertake. However, the monitor may be seen as an active
participant in the sense that inevitably her presence alone in the barangay exert-
ed a subtle pressure on the residents to perform, according to what they had
committed themselves to do.

Catalyzing the
community to
make decisions
on their health
care.
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Table21. Summary of volume of activities of lead mothers in environmental sani-

tation and vegetable herbal gardening, by barangay.

T T T T e e e e e e e e e e e e

No. of Lead Mothers
Active
Inactive
Resigned

No. of Households

Vegetable Gardening
Initial*
End

Compost Pit
Initial
End

Toilet Construction
Injtial
End

Fencing
Isisint
End

Garbage Can Installction

Initital
End

Water !mprovement (Add’l)

Initial
End

Herbal Garden
Initial
End

Badiang Tastasan Bololacao Maribuyong
8 4 9 8
2 5 0 1
0 2 0 0
158 131 168 103
9 97 99 -
40 99 147 -
23 82 28 -
55 89 67 -
88 89 136 -
96 94 148 -
12 91 43 0
12 9 43 7

(Coinmunal)

*“Initial” refers to existing number of households with a particular enviiLa-
mental feature at the time the lead mothers were fielded. The difference between
Initial and End represents the accomplishments attributable to the lead mothers’

efforts.

""Nine lead mothers were beneficiaries of 9 additional water pumps which
enabled 100 percent of households to have access to water supply.
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CASE STUDY NO.1
BARANGAY MILLEZA
JORDAN, GUIMARAS

COMMUNITY FEEDBACK OF SURVEY DATA

The results of the survey were reported on June 14, 1983 to the core group
of thz community composed of the barangay captain, six councilmen, two school
teachers, a traditional healer and some municipal/provincial personnel, such as the
Rural Health Physician and the midwife. The major findings of the survey were:

1. Prevalent illnesses reported for the previous year were primarily respirato-
ry and to a lesser extent gastro-intestinal.

2. The community perceived the lack of drugs and insufficient medical
services as their principal health problem.

3. The more preferred schemes for health financing were income-generating
activities and donation of services.

4. Preferred uses for resources generated from health financing were the pur-
chase of drugs, assistance in feeding program, and assistance in food pro-
duction.

The group responded in a positive manner and readily accepted the idea of
health financing as a possibility for the community. Their only hesitation was de-
termining what scheme and how to implement it, Ideas were shared and a core
structure was organized with the following:

Over-all Chairman -~ Barangay Captain
Members: Six Barangay Councilmen

Barangay Treasurer

BHW

Two School Teachers
Adviser:  Hural Health Midwife

They then scheduled a community assembly for the next week to disseminate
information gathered from the survey results,

COMMUNITY PARTICIPATION IN SCHEME SELECTION AND PLANNING

Selection of Strategies

At the barangay assembly, about 70 percent of households at.ended. Ironical-
ly, more of these cane trom the sitio of Singcalang which was a 2-kilometer walk.
over hilly terrain. The BHW presided over the session and explained the survey re-
sults. The assembly was marked by active interaction from those present. They con-
sidered several suggestions for raising funds, ranging from income-generatiny activi-

41



tios, such as livestock or poultry-raising or cattle-fattening, to simple monetary con-
tributions, By votation, they sottlad for monetary contributions of P3 per house-
hold par quarter to be collocted by the councilmen, They chose to direct the contri-
butions to setting up a botika. At this time, the PUSH botika had not yet been
astablished.

The ccmmunity decision was presented at the NEDA Conference by the
BHW, assisted by the midwife, barangay captain, and barangay councilman., They
waare advised to work out dutails of the botlka operations and to consider the possi-
biity of implementing a service donation scheme. During the following two weeks,
the schume was further refined, At the end of July 1983, a second assembly was
convened to announce and finally adopt procedures, This time only 30 households
came,

Organizing the Community

The core group members attended a pre-implementation seminar-workshop to
prime thom for their role in the delivery of primary health care activities in the ba-
rangay. Aftor the motivational exercisus and lecturettes on aspects ot primary
health care thuy proceeded to draw up an implementation plan for the community.
Two working groups rupresenting Balcon and Singcalang resulted. Each group iden-
tifted its respuective health problems and proposed activities to alleviate these. Lead
mothors to supervise clusters of 10-16 househelds were identified based on per-

ceived willingnuss to serve and potential for primary health care delivery. The me-
chanics of implementation wore drawn up specifying the health areas and strategies
to be used, supervision and role of tho core group, (Table 20)

PROJECT PERFORMANCE/IMPLEMENTATION

L.ead Mothers’ Program
Organization

The ton lead mothers identified during training were supervised Ly the
BHW. The baranguy captain who was tho local PRICOR Chairman attended meet-
ings but did not exercise leadership in the project activities, The members of
the core group wure sxpucted to provide support to their activities although during
the project period the support was not ovident as it was not tapped. Since the lead
mothess wore also choson and trained by the MOH as barangay technicians for
hoalth (BTH), a link with the RHU pursonnel was forged.

The incidence of drop-outs among the lead mothers was high, After one
month, two resigned. By the fifth month, all three lead mothers in Singcalang
hinted at their desire to be rellaved of the designation. In general, the reason given
for non.continuance was their lack of time due to pressure of farm and other in-
come-related actlvities. Towards thu end of the project period oniy hree lead
mothers coyld by considered active,

During the project period the PRICOR fleld researcher regularly visited the
lvad mothars although she notod that it was difficult to meet them as a group. In-
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dividual visits resulted. During the first quarterly evaluation oight lvad mothuors
came; however, during the second and tarminal evaluation only thrue came, These
quarterly evaluation sessions were intended to enable them to review and plan out
activities.

Training

Lead mothers wero glven a onu-day training (October 20, 1983) on thelr
tasks and functions. One mother was unable to attend, Thu scope of training included
environmental sanitation, maternal and child care, nutrition education, health edu
cation, family planning, oral rehydration tharapy, and simple record-keoplng to
monitor household health-related information. The main rusource persons wera the
rural health physician and nurse with the asslstance of the midwite and BHW. Atter
the mothers were orlented on the aforementioned arcas of primary haalth carg,
their roles In assisting and coordinating in its delivery among their catchmeont house-
holds were explained. Thuy reviewed the activitles contained in the implemeontation
plan drawn up by the core group and wure taught how to keup records on thoir acti-
vitles. Role playing as a learning tachnique was utilized for this group.

Seven of the lead mothers participated in the MOH Primary Health Cary
Worker Training in November 1883, since thuy wore also dusignated as BTH's for
their area. The three-day training also dealt on similur content areas although ina
slightly greater depth. Two first aid kits ware given for theit us.

Activitios

Since the lead mothurs wure also tho MOH's dustgnated BTH's they possessed
information on the catchmont housuholds generated through thelr house-to-house
survey. Consequently thue lead mothurs, 1o varying dagress, conducted a campaign
for the setting up of funcus, compost pits, vegatable garduning, garbage disposal,
and toilet construction. Compliance arnong the houscholds was poor, uspeclally in
Singcalang where the lead mothers wore less active and where the hilly terraln made
their work more difficult. By Aprii 1984 only two lead mothurs wora active
in assisting the BHW In weighing and in immunization.

During the later campaign for donations to thoit botika, some ivad mothors
assisted In collaction efforts. Likowisu, two lead mothurs acted as dupot managors
for Balcon Milleza when the orlginal purson, o councilwormar, gave up the dapot,

Community hesponse

in general the barangay rosidents woru passive with regards the projuct actl-
vities. Only a few immodiately rospondud to the campalyn of tha lead imothars, while
others resisted. The BHW was unable to frauly visit tha Balcon area sincy he had
differances with some residents. Somu of thu lead mothers themselves were not en-
thusiestic about the project. The purok assembly was not considerod an eftactive
method for bringing residents together sinco attondance was usually low,
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Factors Affecting Performance

The geographical configuratio,. of the barangay practically divided it into two
distinct communities (Balcon and Singcalang) with very little interaction with one
andther. In Balcon Milleza, the houses are scattered at wide distances between them
which made cooperative efforts and influences less likely. In Singcalang, even
though houses were clustered, the hilly terrain was not conducive to vegetsble
gardening and fencing.

Although the lead mothers would have been at an advantage since they were
in a position to harness MOH iocal resources being BTH's themselves, they were un-
able to accomplish any substantial gains, Only three of them persisted to the end.
Most were busy earning a living and could not lend time with some regularity to
the health-related activities.

On the other hand the BHW whose role was to coordinate and supervise
these lead mothers was himself very busy and could not easily be located in the ba-
rangay. He wias expected by the local officials to put in time at the sub-provincial
office thus decreasing his time in the field., Moreover, as previously mentioned, he
had a rift with some residents in Balcon Milleza, which resulted in his even more in-
frequent visits to the sitio. As a result, the lack of supervision of the lead mothers
discouraged any interest which may have been sparked by the project.

Aside from the BHW, there was no other resident community worker in Brgy.
Milleza, who could play an active and supportive role with regards the project.
There were other program. introduced into the barangay such as Sariling Sikap and
Balikatan, but follow-up from outside workers may have been minimal. Similarly,
no barangay official or resident emerged to assume active responsibility for the pro-
ject,

Capitalizing a Botika from Community Donations

Generating Resources

Barangay Balcon Milleza chose to implement a flat rate donation of P3 per
quarter for every household for a period of two quarters. With the 122 households
in the barangay, the targetied amount foi the six-month period was P732.00.

Collection was primarily done by the BHW and the barangay council mem-
Lers assigned to household clusters. By September 1983 they were able to collect
P204 which then served as their botika's initial capital. Later, lead mothers were
asked to hasten the collections. At the end of the second quarter, an additional
amount of P215 was collected. In sum, P419 was collected for their botika capital
constituting 57 percent of the target amount.

Botika Operations

1. Management Structure and Location

When the botika first operated, two depots were established, The BHW man-
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aged the one in Sitio Singcalang while a councilwoman of the barangay attended to
the other one in Balcon Milleza. In February, this council member was replaced due
to her inability to cope with the task. In her stead two lead mothers were assigned
at different sites since the wide distances between households warranted two supply
points.

The lead mother depots remittéd their sales to the BHW who monitored and
repienished the stock. The designated auditor, as per original plari, was the midwife
but in the actual implementation the PRICOR field monitor/researcher audited the
transactions. The BHW audited his two depots.

In October 1983, the PUSH-BSB was established at Sitio Singcalang and man-
aged by the BHW. It had a separate accounting and inventory scheme from
PRICOR 8SB, but in July 1984, because of the diffculty in maintaining separate
inventory, the BHW decided to integrate both botikas.

2. Demand for Botika Services

Drugs for fever, cough, diarrhea, ailments like muscle aches, stomach pains,
and wounds, and some vitamins were available at the botika. Five drugs were availa-
ble for fever, four for coughs, and two for diarrhea. These three were the major
health problems in the barangay.

Demand for the medicines as judged frc... the records showing quantity sold
was quite low. The main reason for this was probably the frequent inavailability of
the drugs as vell as the presence of the PUSH-BSB which carried similar drugs. At
least six drugs registered a zero level of supply, meaning these were not replenished.

In one sitio, there was a great demand for medicines specifically for head-
aches, fever, and flu and some of the barangay residents were still asking for drugs,
especially for ailments like rheumatism and asthma. These, however, were not ade-
quately supplied due to the inability of the BHW to monitor the level of supply; so,
replenishment was not only delayed but unresponsive to expressed need.

3. Sales

In the one year of botika operation, average monthly sales was P47, The
lowest sales were registered in December 1983 and June 1984 at P28.15 and P23.40
respectively; and the highest in October 1983 at P81.00. The extremely low levels
in December 1983 and June 1984 may be attributed to the failure to replenish the
stocks. When the stocks are low usually only tablets, which have lower unit prices
compared to liquid preparation, are available. Thus the lower sales levels.

4, Mark-Up and Profit

The mark-up on cost of tablets ranged from five to fifteen centavos; and on
syrups, from P2,05 to P2.15. However, botika prices in the two Balcon depots were
not adjusted in response to the rapid change in prevailing market prices since they
had no way uf knowing the extent of price changes. The BHW was able to do this
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to somo extent in his depot as his fraquent visie to the poblaclon provided him
wih this Information, which unfortunately was not relayed to the othaers.

From September 1983 to June 1984 the botika accumulated P120,64 in
profits from total salus of P664,77, Thuse proflts were In turn added to the capital
to purchase additional stocks of madicine,

§. Credit and Collection

Credit was allowsd In the depots, At the ond of every month the managers
mada a collection round and somatimes the managers advanced payments for remit-
tances to thu BHW. Ironically the BHW mada no serious effort to replenish.

6. Replanic.: nont

Replunishment was quite slow and not responsive to the demands of the
depots, The BHW had no mechanism for uffoctively monitoring the supply level in
thu dapot to enable him to replenish even before the supply totally ran out. He
admitted that due to his multiarious activities he is unable to replenish the stocks.

This replenishment problem was more seriously felt in Balcon Milleza depots
whare tho supply depended on the BHW's abllity to replenish, The main reason for
low sales In these depots was the unavallability of medicines, From February to
dJune, the depots were roplenishod only twice, Bacause of this, the depots subsisted
meraly on an average of eight brands: four for fover, two for diarrhes, one for
cough, and the rust for muscle pain and wounds. This resulted despite the incroase
in capitalization brought about by additional contributions during the second
quarter and the sales remittances,

7. Record-Koeping and Auditing

Both depot managers kept records of their daily transactions and stocks while
the BHW undortook the audit of these transactions. Simple forms were preparad for
keaping track of transactions

An audit in December 1983 of the council member who originally managed
the botika in Brgy. Balcon Miileza showed that her sales records were incomnlete.
Morgover, the money she had on hand representing sales was short of the amount
she would have had, based on remaining stocks. It is likely that unrecorded pur-
chases were made and the money inadvertently used somewhere else. At the time a
substitute was assigned to run the depot, the council member was still accountable
to the botika by P55.50,

8. Post Project Plans

The BHW intends to do a better job at replenishing the depots and to tap the
barangay captain to perform the quarterly audit. Furthermore, he plans to increase
stocks by coilecting the unpaid donations of some households.
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JORDAN, GUIMARAS
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CASE STUDY NO. 2
BARANGAY BUCAYA
SAN JOAQUIN, ILOILO

COMMUNITY FEEDBACK OF SURVEY DATA

Results of survey data in Bucaya was presented to the community on June
15, 1983. The feedback meeting was attended by the key persons in the barangay
consisting of (1) the barangay captain and two councilmen, (Z) the school principal
and seven public school teachers, {3) the BHW, the midwife, and their ex-officio
rural health physician, and (4) the municipal development officer and two of his
staff members.

The highlights of the survey results which were presented at the meeting in-
cluded:

1. Common illness occurrences were respiratory problems like cough, fever,
and flu,

2. Some dissatisfaction existed regarding the inadequate supply of medicine
in barangays.

3. The need for toilet and water facilities was expressed.

4. Scheme preferences ranked fee for service and flat rata contribution with-
in the first two slots.

5. The preferred uses ot resources generated from financing schemes were pur-
chase of drugs and construction of toilet and water facilities. The least
liked was its use for payment of the BHW's salary.

At the meeting, several questions were rajsed regarding the PRICOR Project.
Seme individuals were wondering whether this was another dole-out project. Clarifi-
cation was made by the PRICOR staff Present regarding the research nature of the
project. The leaders were consequently asked whether they wanted to participate
in the financing scheme. The group accepted the project, although grudgingly.

A PRICOR committee was formed with the following membership:

Chairman: A Postmaster who also happens to be the
husband of the Barangav Captain
Secretary: Brgy. Secretary
Treasurer: School Teacher
Auditor:  School Teacher
Members: Bgy. Council Members
Religious Organizations
MECS Teachers
Rural Improvement Club
Rural Health Midwife
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The leaders were not able to give a fixed date at which they would call the
barangay to an assembly for purposes of presenting the project and eliciting partici-
pation. They expressed their desire for more time to think about the project. They
however promised to hold an assembly by the last week of June.

COMMUNITY PARTICIPATION IN SCHEME SELECTION AND PLANNING

Selection of Strategies

The earlier reluctance of some leaders as observed during the first meeting
further manifested itself in the effort at calling a barangay assembly. The PRICOR
staff had to return to Bucaya three times to confirm the date for the assembly. The
first date set for June 24 was postponed since many residents would be busy in the
fields it being the start of the planting seasion. Difficulty at setting another date
was experienced since the barangay captain and the baranyay secretary were con-
veniently not available. They had earlier been very vocal apout their position that
the proposed project would encounter difficulty in their barangay since the resi-
dents were busy and uncooperative. The opinion of the secretary seemed to hold
considerable weight with the barangay captain. In a last ditch effort, the staff
sought the assistance of the PRICOR committee chairman who promised to con-
vince the two barangay officials to call the assembly.

Their first assembly was held on July 2. Contrary to what the staff had
been led to expect, a record 80 percent of the residents attended. The committee
chairman and his secretary presided over the meeting. Although the BHW was pre-
sent, survey results were presented by the two presiding officers. Based on the
results, the assembly opted to give a one-time contribution to be used to set up a
Botika sa Barangay. Inasmuch as the BHW had dissipated the money intendeu for
the PUSH botika, the assembly proposed that the PRICOR botika wou!d be put un-
der the supervision of both the barangay captain and the secretary. During this first
meeting actual donations were given while others gave pledges.

The scheme, as formulated, was formally presented by the committee chair-
man, secretary, and barangay captain in a conference at NEDA. In addition to what
had earlier been agreed, details were presented, such as the pricing of medicines at a
cost lower than at the poblacion, development of inventory control system, the
remittance to the treasurer of their manthiy profit, and the conduct of a quarterly
audit. Policies for extension of credit still had to be drawn up.

Organizing the Community

The cornmittee members and the BHW werc to compose the core group of
the project. In order to provide them with additional knowledge regarding the na-
ture of primary health care and skills for mobilizing the community, a seminar-
workshop was conducted.

Eighteen core group members attended the two and a half days assembly held
in an open space at the back of the secretary’s house. The resource persons inciutis:
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the midwife, the rural sanitary inspector, the district health nurse, and the lady
RHP of San Joaquin. The core group manifested interest in the lectures and activi-
ties and were responsive during the workshop.

The output of the workshop was the identification of 13 lead mothers, and
the drawing up of implementation plans for mobilizing the community towards pri-
mary health care and a training curriculum for the lead mothers

PROJECT PERFORMANCE/IMPLEMENTATION

Lead Mothers’ Program

Organization

Thirteen lead mothers were chosen on the criteria of perceived capability,
willingness, availability, and rapport with the residents, Seven lead mothers serviced
the Bagatnan {Southern) area and six were in Aminhan {Northern), at a coverage of
11-17 households per lead nother. Later in February 1984 five assistant lead
mothers for the Bagatnan area were recrinted to help in the PUSH record keeping
system (RKS) which task was assigned to the lead mothers.

While theirs is a loose organization, the monthly visit of the Project Research-
er would suffice to bring them together. Their committee chairman coordinated
and showed active interest in their activities and he was easily accessible to lead
mothers. Every quarter, a feedback and planning session was supposed to take place
tu enable the lead mothers to review their accomplishments and to firm up their
plans tor the consequent penod. Two such sessions were actually conducted.

Training

The lead mothers were qiven a one-day orientation {November 1983) training
on the different aspects of primary health care and their expected role in providing
it. The training content consisted of lectures on maternal and child care, immuniza-
tion, health and nutrition education, and first aid. Resource persons were the
district nurse, midwife, and sanitary inspector, Their assigned major role as lead
mothers was to catalyze and quide their catchment household to undertake the acti-
vities earlier identified by the core group in the implementation plan. A refresher
course (April 1984) was given to the mothers. The content of the one-day course
included nutrition, breastfeeding, food groups, food preparation, oresol, and use of
Lukat Spoon tor managing diarrhea.

Activities

The first activity which the lead mothers embarked on was an environmental
sanitation campaign. They went on a house-to-house visit to introduce themselves
as lead mothers and to explain their purpose. They further instructed their
members to clean their surroundings, make a backyard garden, and put up a house-
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hold garbage disposal system. As may be seen in Table 21, the accomplishments of
the lead mothers in the aforementioned areas were notable, having succeeded
during the short span in catalyzing more than a third of the households into under-
taking concrete health related improvements in their homes.

Backyard Gardens and Environrnental Sani tation

After only a month, it was observed that the residents had started making
herbal and vegetable gardens and cleaning their surroundings. At the start, the lead
mothers complained of stubborn and uncooperative members. However, with their
constant prodding, citing the advantages of a clean environment, the residents
began to realize the beneficial effects. Some, who observed the efforts of their
neighbors, felt embarrassed about their own unresponsiveness and non-cooperation,
<o that eventually they complied. Houses along the shore became unusually well-
maintained. What used to be vacant lots were replaced by garden plots while canals
were rid of piled-up driftwood and dry leaves. Each household dug i1ts own hole
for the garbage while some lead mothers set up one large dump site for the use of
their respective members.

After the positive response to the campaign, the lead mothers maintainea the
efforts of the households by a regular monthly visit to inspect their catchment area.
People living in the vicinity of the committee secretary’s house tried harder to keep
their yard in order. It was observed that people oftentimes scampered for their
brooms and cleaned their arca whenever they sighted the approach of the PRICOR
researcher. |t was also noted that some lead mothers motivated their members to
keep their houses clean by informing them that project visitors may visit.them un-
announced.

After four months, practically every household had a vegetable and herbal
garden. Many realized that they no longer needed to buy vegetables since alogbate
and camote were easily available in their gardens. Some were even able to sell their
backyard produce. At one time the group was thinking of working a communal
garden for commercial purposes. However, due to lack of capital, nothing material-
ized.

Another positive result of the environmental sanitation campaign was the
sanitary maintenance ‘of backyard sites. Previousiy, pig sties built along residences
were not reqularly and properly cleaned resulting in the offensive odor which
bothered the neighbors. Concerned persons began complaining to the lead mothers,
who in turn referred the matter to the PRICOR researcher, The latter brought this
to the attention of the sanitary inspector. The sanitary inspector consequently con-
ducted an inspection in the barangay and advised those concerned on how to pro-
perly keep their pigpens clean.

Other Activities

A close coordinative relationship developed between the midwife and the lead
mothers. She utilized them as a link to the individual households. At the start she
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gave each lead mother 100 tablets of paracetamol (intended for fever, headache),
and four packs of oresol to service the needs of their households. Some households
..cre reported to have dropped by the lead mothers to ask for their advice in minor
ailments. Simple prescriptions were also given and medication promoted.

During the immunization period {March 1984} the lead mothers helped in
the identification of target children and the dissemination of information on sched-
ules and types of vaccines {BCG, DPT, polio).

The lead mothers assisted the chairman of the Rural Improvement Club, con-
currently a tead mother and chairman of their rural Catholic Relief Service, in the
conduct of weighing preschoolers.

The lead mothers were tapped to assist in the PUSH Record Keeping System.
In February 1984, they were given training on how to accomplish the forms. In re-
sponse 1o the request of certain tead mothmis, five assistants were recruited to help
in the RKS. After two months, their performance on record keeping system showed
that some had not yet started on the task while others needed to be clarified on cer-
tain instructions. Those who were unable to put in effort gave lack of time as
a reason. Later observation indicated that some lead mothers found the records
complicated and that it took considerable time 1o complete a single household'’s
data. Consequently, the PRICOR researcher simplitied this by using secondary
data for nutrition {from the BNS), family planning {from the BSPO) and immuniza-
tion (from the midwife). As a whole, the lead mothers, except for three, had sub-
stantially been of help in the RKS.

Distribution of PUSH Pumps and Toilet Bowls

The NEDA-PUSH monitor for environmental sanitation infrastructure had in-
formed the barangay during the community assembly that additional pumps and
toilets were being channeled to their barangay from funds made available by PUSH
drop-out barangays. The PRICOR chairman had then asked the lead mothers to pre-
pare a list pricritizing recipients based on need so as 1o facilitate distribution as
soon as the commodities v-ould arrive. In fact as a result of this information some
households started digging holes in anticipation of their receipt of toilet bowls,
When ten water pumps actually arrived in February 1984 the list drawn up by the
lead mothers became the main basic for the allocation. However, there were devia-
tions in the case of two pumps which then resulted in disgrunttement from the
group. The lead mothers affected threatened to resign since their own area mem-
bers were blaming them. Only through a lot of explanation by the PRICOR chair-
man, who was perceived by some to be partly to blame, were they pacified and pre-
vziled upon to remain. Nor.etheless the participation of the lead mothers in the allo-
cation and distribution of 1 highly valued coanmaodity served to boost their image as
resource persons in the community. It alw motivated the households e cooperate
with them,

In April 1984, 70 toilet bowls with cement bags and iron bars arrived. Once
again the lead mothers’ list oi households with inadequate toilet facitities was used,
Since there were more needy househaids than toilet bowls available | disagreements
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arose. Those with repairable toilets still wanted to have new ones. Likewise, two
households who were perceived as being of means to acquire toilets on their own
{having family members working overseas) received the commodity. This created
some amount of discontent among the iead mothers and residents in the area affect-
ed. As a consequence, one lead mother resigned her post,

Community Response

The committee chairman, as earlier noted, directly supervised the activities of |
the lead mothers. Of the core group members, it was mainly the KB chairman who
gave the most active support to their activities by participating in meetings and ac-
companying them in their activities. The PRICOR researcher visited them one week
per month, during which time she monitored and noted their activities and inter-
acted with them. Almost always they met with her as a group.

Other barangay personages were involved in assisting the tasks of the lead
mothers . The barangay captain gave her support on problems referred to her, such
as lack of cooperation from some residents or disagreements that arose. Invariably
she would approach these individuals and settle the differences. The midwife, as
mentioned, was supportive by delegating certain tasks which the lead mothers could
easily do, e.g., information dissemination, depot for certain medication, etc. The
sanitary inspector made herself easily available when needed. The BHW was not
active in the project.

Factors Affecting Performance

While the activities undertaken by the lead mothers in Bucaya may have been
limited in scope due to the limited period of the project, their potential as a com-
munity resource for promoting health care has been demonstrated in the short run,
Within a year wherein their services were called on, only one iead mother had
actually resigned, and enly towards the end of the project period. At meatings,
training, and Gther activities which called for their presence, a high attendance rate
was always noted. Their cooperation for activities agreed upon by them was
evident. At the last qu arterly evaluation they signified their willingness to continue
serving as lead mthers as long as their services are called upon. They asked to be
provided with a kit of simple apparatus (:+herrmometer, blood pressure, first aid) to
enable them to better service their househ«ids.

Facilitative Factors in Bucaya

a. Geographical factors wherein houses were clustered resulting in ease of
communication and coordination.

b. Existence of a number of active organizations in the barangay ~ RIC,
Foster Parents Plan, CRS, KB — which presupposes prior experience in
working together.

c. Appropriate choice of lead mothers — capable, willing, responsive, and
with some time available from home chores.
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d. Active support from political leaders.
. Active support from the rural health midwife and sanitary inspector.
. Leadership exercised by the com~hittee chairman and members of the core

group.

. Unexpected availability of pumps and toilets for distribution which had

the effect of engenderingin the residents the perception that decisions of the
lead mothers were crucial in determining recipients. This increased their
credibility.

Constraining Factors

1. Absence of close supervision which could have been provided by a BHW

who would delegate some of his functions to the lead mother and who
could further give technical support and transfer his training to the lead
mothers. Such a BHW could help the group set activity goals relevant to
community health needs for which he is expected to be better trained to
diagnose and meet.

. Lack of simple apparatus and drugs which could help them in identifying

common illness and provide immediate remredy for emergency cases.

Capitalizing a Botika from Community Donations

Generating Resources

The financing scheme chosen by the barangay was to raise funds from op-

tional donations of residents in order to operate a barangay drug service point or

botika.
After the barangay committee meeting which approved the scheme, the treas-

urer, district lcaders, and barangay captain proceeded to campaign and collect dona-
tions from the residents. Qut of 205 households, 139 or 68 percent, donated
varying amounts ot P1 to P.\\, The following shows amounts donated:

Amount No. of Houssholds Total

P 1.00 110 P 110.00
P 2.00 9 18.00
P 5.00 8 40.00
P 10.00 10 100.00
P 50.00 2 100.00
TOTAL 139 P 368.00

The total amount raised from households was P368 to which an amount, approxi-
mately P180, was added from their barangay fund. Initial capitalization of their
botika amounted to P548.00 and which enabled operations to start in August

1983.
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Botika Operations

1. Management Structure and Location

Two depots were set up at the drug (supply) outlets strategically located so
that both the southern and northern areas of the barangay were serviced. One depot
was managed by the wife of the barangay secretary and the other by the chairman
of the PRICOR committee. Each depot operated independently of one another,
such that replenishment and accounting of one had no influence on the other.

Although at the start the barangay committee identified a teacher resident to
act as botika auditor, no serious effort was exerted to require her to exercise her
function during the one year of operation, Auditing was performed by the PRICOR
field monitor/researcher.

2. Demand for Botika Services

The barangay midwite identified the medicine which would be made available
at the botica. In fact she made the first purchase. Drugs available were mainly for
couqh, diarrhea, and fever, although about 19 other items for varying ills, such as
stomachaches and vitamins were available in the depot. In ail, 38 brands were on
sale. Four brands were available for coughs, another four for diarrhea, and nine for
fever. In both depots, medicines ordered by residents suffering from asthma, rheu-
matism, and ulcer were kept on stock. A glance at their botika records indicated
that certain brands were more preterred by most residents patronizing the botika.
Likewise certain items were very slow moving while two or three brands on stock
had no demand at all.

Some residents from the nearby barangay had also been observed to buy medi-
cine at the depot.

3. Sales

Table 22 presents a monthly record of the level of monetary transaction at
the botika. The lowest s&. 5 were recorded for September 1983 at P67.65 and the
highest for August 1984 at P465.80. While the fluctuation in sales may be due to
seasonality in the common illnesses, a noticeable stability in level of demand was
evidenced starting after the first two months with sales not going below P240.00
starting January 1984, This may indicate that the botika depots are considered
reliable drug sources and thercfore are consistently patronized by barangay folks.

4, Mark-up and Profit

The price mark-up on medicines was arbitrarily determined by the depot man-
agers who relied on their intuitive feel of what would be acceptable. Generally, for
tablets, mark-up on cost ranged from five to fifteen centavos while for bottled
liquid preparation it was from P1.00 to P1.50. The managers reported that their
prices were always lower than prices at the botica in the poblacion.
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Prices in one depot were slightly higher than in the other since the botika
manager who works in the poblacion is able to monitor drug prices there, and conse-
quently adjusted his own mark-up. While he shared the information with the other
depot manager, the latier did not alter the mark-up on old stock since she felt
sorry for the buyer. Although prices between the two depots differ, no complaints
have arisen since buyers do not compare their prices, but rather approach only the
depot located closest to them. Across the thirteen months of operation, the ac-
cumulated profit was P567.02 which amount has been transformed into addition-
al medicine stock. On the average, the percentage of net profit to sales constituted
approximately 17 percent.

5. Credit and Collection

The depot allowed purchase on credit. So far credit has been mininal and
these were promptly paid. Those who buy on credit are usually either those who
happen by the depot and have brought no money or those fixed wage earners
who defer payment until pay day.

6. Replenishment

There was no regular schedule for stock replenishment. The depot managers,
who closely momitor their stocks, replenish when they see that generally stocks are
low which may be the presence of, say, five tablets of a kind.

One depot manager had no replenishment cost since he bought at the pob-
lacion where he goes to work daily. The other manager bought in lloilo City. In-
the past the latter coursed repurchases through her daughter who studies in the city
and therefore the cost covered only the faré from her boarding house to the drug
store. At present, however, her daughter has graduated and repurchase costs conse-
quently are a bit higher.

7. Record Keeping and Auditing

Both depots have diligently maintained records on the prescribed formg*
which specifies the daily transactions, the stock on hand, replenishment, purchase
price, mark-up, quantity bought, running stock balance, amount paid and profit
realized. Every month the managers prepare a summary of the month’s transactions
and this is presented for audit.

8. Post-Project Plans

At the workshop for botika managers on August 1984, the committee repre-
sentatives signified their intention of continuing the operations of the botika. The
following actions will be taken to improve their operations:

a. Apply a 20-25 percent mark-up on medicines, so that funds may be raised
for other health activities.
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. Ensure that quarterly auditing be done by the designated auditor.

. The botika manager will assume responsibility for any credit extended.

. Utilize barangay assemblies to report on status of the botika.

Retain the present botika managers since they are trusted individuals in

the barangay.

f. Another campaign to increase botika capital will be launched in January
1985.

g. Profits from the botika will later be used for health projects, e.g., buy

seeds for the gardens.
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CASE STUDY NO.3
BARANGAY BOLOLACAO
NEW LUCENA, ILOILO

S

COMMUNITY FEEDBACK ON SURVEY RESULTS

The survey results were given by the PRICOR staff on June 11, 1983 at the
barangay elementary school. Gathered in the classroom were the leaders consisting
of the barangay captain and his wife {also the BSPO), the rural health physician,
the school principal and a private doctor.

The following are the highlights of the survey resuits presented to the assem-
bly:

1. Both respiratory and gastro-intestinal illnesses were prevalent.

2. The two top-rank health needs were the lack of water facilities/supplies

and lack of drugs.

3. The three ranking choices for financing scheme were aonation of services,
donation of materials, and income generating activities.,

4 The first two most preferred health use of resources generated by the
schemes were purchase of drugs, and canstruction of toilets and water faci-
lities. The least preferred were BHW salaries and purchase of contracep-
tives.

The presentation of the survey results and the PRICOR concept elicited only
a minimum of questions from the group. The rural health physician manifested an
infectious interest in the project, particularly the concept of health financing. He
elaborated on the benefits which the barangay could derive from such a project.
Without much ado, they chose the members of their PRICOR Committee, as fol-
lows:

Chairman: PHC Chairman
Finance Group: Barangay Treasurer
Barangay Councilmen
Audit Group: Council Member, a Teacher and a KB
Chairman
Members: Schoo! Principal
Chairman of PHC Committee
Rural Health Midwife
BHW
BNS
BTH
Special Assistance Group:
Rural Health Physician

59



Municipal Development Coordinator
PTA President
KB Chairman

The school principal facilitated the discussion although she signified that she could
not actively participate in the project due to her school responsibilities.

The core group tentatively identified the setting up of a botika as the heaith
project towards which they would direct househo!d contributions. Although Pro-
ject PUSH already had an existing botika, they felt this could be expanded to
enable them to sell antibiotics through prescriptions issued by the rural health phy-
sician,

A community assembly was then scheduled for the purpose of presenting the
~roject idea to the residents and getting their feedback.

COMMUNITY PARTICIPATION IN SCHEME SELECTION AND PLANNING

Seiection of Strategies

The barangay assembly that materialized was actually a PTA meeting at the
school. Only 40 percent of those assembled were from Bololacao while the rest
were parents from other barangays. The mixed group caused some confusion during
the discussion of the PRICOR agenda.

The BHW presented the survey results but quite ineffectively and almost im-
mediately talked about health financing without sufficiently giving any rationale
for it.

The PRICOR committee represented by the barangay captain, BHW, RHP,
midwife, PHC chairman, and another member, attended the scheme presentation at
NEDA. They constituted the biggest delegation at that forum. Aside from the
regular contribution from the residents, they proposed fund-raising activities in
the form of games of chance, e.g., mah-jongg, which were indulged in regularly by
many residents. Some individuals present at the NEDA assembly expressed mis-
givings about the propriety of such a scheme as it would tend to encourage gam-
bling.

Other meetings were convened by the committee in order to refine their
scheme and draw up the details of implementation. The committee seemed to per-
ceive the RHP as crucial to their work and would postpone meetings when he was
absent. On the other hand, the RHP disclosed to the PRICOR staff (who stayed in
the barangay for two days to ascertain community awareness of the scheme) that he
did not want to be too actively involved in the project since he wanted the baran-
gay residents to take the active lead. The final presentation of the scheme to the re-
sidents was at an assembly which was attended by only 36 househo!ds, The scheme
agreed on was the collection of a membership fee of P3.00 and a monthly P1 con-
tribution; ali proceeds were to be directed to the botika sa barangay. Moreover, a
2E.centavo donation per consultation with the midwife was to be collected for
miscellaneous health-related activities.
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Before the August 1983 implementation, the barangay council passed a re-
solution embodying their formal participation in the PRICOR project.

Organizing the Community

To ensure the participation of a significant portion of the community, a
3-day seminar workshop for the committee members was held at the School Shop
Building on October 4-6, 1983. Eighteen participants came, mcluding the barangay
captain, his wife who happens to be the BSPQ, some council members and health
workers of the harangay. Some participants did not attend all the SESSIONS.

A resource speaker was the district nurse while the doctor was around to
answer questions. The workshop proper started with the orientation of the core
group on the new approach to primary health care delivery which relied on
residents as providers of services. Three workshop groups were formed to plan for
the eight puroks of the barangay. The appraisal of the heaith problems pertaining to
each purok or group of puroks was the basis for the plan. A training curriculum was
drawn up for the lead mothers who would head the plan implementation in the pu-
roks.

In the mechanics of implementation, the nature of service delivery was identi-
fied for each health area, as well as a clear-cut referral system for the lead mothers,
and the role of the core group in the whole implementation plan.

Lead mothers were identificd to serve as health workers for groups of house-
holds. Those chosen were women with experience in dealing with the residents,
such as the councilwomen and purok leaders,

During their closing ceremonies, the municipa! mayor and his municipat offi-
cers attended and were consequently apprised of the impiementation plan.

PROJECT PER FORMANCE/IMPLEMENTATION

Lead Mothers’ Program
Organization

Nine lead mothers were chosen to cover five puroks at an average ratio of one
mother per 20 households. The lead mothers respond to the calls for activity of the
BHW. These calls were for activities ranging from those indicated in their PRICOR
implementation plan to those which pertain to the BHW's task such as the record
keeping system. The PRICOR chairman provides moral support and advises on
health matters which entail barangay participation. The midwife provides technical
supervision over the BHW and assists her and the lead mothers alongher capacity. Of
the nine, three were trained to be BTH’s by the MOH, and are better prepared to
service the needs of their households. Both midwife and BHW are stationed in the
barangay health center where most of the lead mothers’ meetings are held.

During tha first eignt months of the project, the rural health physician was
easily availableto respond to their needs: after that he resigned fram his post.
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Training

The lead mothers had a two-day training (October 1983) on the content areas
where they were expected to be of assistance. These were on environmental sanita-
tion, immunization, family planning, nutrition education, health education, food
production, oral rehydration, and first aid. Their trainors consisted of the sanitary
health inspector, and rural health midwives of the poblacion and the barangay, the
full-time outreach worker, the hoine management technician, the provincial health
nurse, and the RHP of a neighborning municipality.

After the content on health was given, the lead mothers were instructed on
simple record-keeping to monitor their households’ health status and activities.
They were also made to role-play some typical barangay situations encountered in
service delivery,

Six months later a refresher course was given to mothers by the BHW. Spe-
cial emphasis was given on the use of oresol and the suga salt solution with the
LUKAT spoon.,

Activities

After thewr training the lead mothers held purok assemblies to orient residents
on their role in the delivery of primary health care. They announced that their first
activity would be the campaign for environmental sanitation which would entail
setting up of compost pits and wiste cans in every househatd for propar disposal of
garbage and the installation of blind drainage.

Environmental Sanitation and Backyard Gardening

The households gradually responded te the call of the lead mothers to clean
and maintain their surroundings. After two months, only a few had done anything
about constructing compost pits and drainage systems. Nevertheless, the lead
mothers continued to prod their members. One lead mother vventually convinced
one target household head to fence the area of the water pump, thus preventing the
possible contamination of the water.

Non-usage of toilet was also commonplace. Some had no toilets whatsoever
while a few had PUSH-provided toilets which were not being used. The lead
mothers called on the BHW and the midwife to help in talking with the households
concerned, usually to no avail. The lead mothers considered these households as
their special challenge. They cven considered invoking the municipal ordinance
which punishes those with no sanitary means of waste disposal. Eventually they de-
cided that an inspection of households by the rural health physician and the sani-
tary inspector might he effective. The barangay captain’s wife was able to prevail
upon the physician together with the RHU staff, to personatly conduct the inspec-
tion, The problem households were among those visited. The latter were given a
deadline for complying with this requirement and were to be monitored by the lead
mothers. £.fter a week their lead mothers reported positive response from these
households,
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Vegetable gardens in every household as well as a community gardens were
set up.

Information Dissemination

Information about health-related activities was disseminated by the midwife
through the network of the lead mothers. Specifically this was useful in informing
them of immunization schedules and claritying fund-raising activities and dona-
tions, schedules of health education classes, and presence of the botika sa barangay.

Record-Keeping

The new record-keeping system of PUSH was imptemented by the BHW with
the assistance of the lead mothers. The lead mothers weis able to obtain accurate
information on the conditions of their catchment households. Only one fead
mother experienced difficulty with the teparting forms,

Role and Functions in Health Financing Schemes

The lead mothers improved the collection ot the membership fees and month-
Iy donations of houscholds. They were moteover mstrumental in the conduct of the
raffles especially in the selhing ol raffle stubs and solieitation of prizes. The wife of
the barangay captain was very active not only in campaigning for the raffle but also
in the holding of benefit mah-jongg sessions, In the construction of the health sta-
tion annex, the lead mothers not only spearheaded the activity but also donated
food and cooking services for the hited tabor.

Community Response

The lead mothers respond to the calls for activity of the BHW. These calls are
for activities ranging trom those indicated in their PRICOR implementation plan to
those which pertain to the BHW's task such as the record keeping system. The
PRICOR Chairman provides moral support and advice on health matters which
entail barangay participation. The midwife provides technical supervision over the
BHW and assists her and the lead mothers. Of the nine lead mothers, three were
trained to be BTH's by the MOH. With their kits, they are better prepared to service
the needs of their households.

Factors Affecting Performance

The performance of the lead mothers in Bololacao may be considered rela-
tively successful especially in terms of their conduct of activities refated to health
financing. Since a lot of energy was directed towards the latter, their more direct
primary health care functions were limited in scope. However, since their group was
cohusive, they were casily available 10 the BHW and mudwife who utilized their

services for information dissemination,
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To start with, the lead mothers showed interest in the project and most of
them had available time to spare for their functions. While some had reservations
at implementing their plans, this was dispelled by further task clarification di-
rected to them by the BHW and the PRICOR staff as well as by the infectious en-
thusiasm of their co-members. The group’s initial interest was sustained by the
response of the local health personnel. During their lack of success with some stub-
born households regarding toilet construction, the mothers appealed to the rural
health unit, especially the doctor, to conduct house-to-house visits as a means of
pressuring the recalcitrant ones. The RHP obliged their request although this was
beyond his scope of work. Such an action served to assure the 'ead mothers that
there was back-up support they could rely on and this bolstered the legitimacy of
their role. With the RHP taking &n active interest in the project, his staff in the
barangay could do no less. There also existed a synergistic relationship between the
midwife and BHW. Similarly, the PRICOR chairman facilitated their activities par-
ticularly in mobilizing support from council members. The town mayor was also per-
ceived as partial to the project and thus open to any solicitation from them.,

A key factor to their success night be ascribed to the leadership exercised by
one of the lead mothers who happens 1o be the wite of the barangay captdin, Ac-
customed to bemg quite intluential due to her hushand’s position, she positively
affected the participation of the lead mothers and the households and could easily
approach the mayor and other officials to get assistance. She spearheaded most of
their fund drives.

Capitalizing a Botika from Community Donations

Generating Resources

The 177 households were expected to pay an initial membership fee of P3
each and P1 monthly thereafter. The targetted collections for one year would
have been a total of P2,645 wherein P531 would come from membership fees and
P2,124 from the 12.month contributions,

Although the contributiuns were supposed to start in August 1983, it was
only in November 1983 that an initial capital ot P300 was accumulated. Towards
the last week, stocks of drugs were purchased using the list of medicines provided
by the RHP. The initial difficulty in collecting was overcome by having the lead
mothers assume the collection responsibility from the purok leaders. Due to the
initial eagerness of the lead mothers, some headway in collection resulted.,

An accounting of contributions conducted in November 1983 showed that
about 69 percent of households had submitted their membership fees, a number of
which were still in partial payment. The rest paid their fees in trickles and only in
April 1984 was a 92 percent {of HH) level of payment reached, although again
many had not yet given their full payment,

The payment of the monthly contributions was dismally low. By that Novem-
ber only seven percent of households had started paying their monthly contri-
butions and the amount collected was only P22 or three percent of what would
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have been submitted by that time. An upsurge in collections was experienced in
the months of March, April, and May 1984 due to a revitalization of collection
efforts through the barangay assembly. In July 1984 the total collected for the
monthly f!at-rate contribution was P290 or 13.6 percent of target.

Thus the total contribution from the households for their botika amounted
to P717 or 27 percent of that expected at the start,

Botika Operations

1. Management Structures and Location

At the start the BHW in the Barangay Health Center served as the depot
for the barangay during daytime. After her usual working time the BHW transfer-
red the drugs kept in a kit to a core group member, who was also a BTH and whose
residence was accessible to most households. Thus the core group member served
as the depot aftn the BHW's office hours

In June 1984, the core group member resigned and the depot was transferred
1o a lead mother,

The BHW maonitored the flow of stocks. At the start, close coordination was
effected with the rural health physician who helped them prepare their list of
stocks. Later when the RHP rewigned, the midwife extended assistance.

Auditing was ongmally asssigned to certain barangay residents, but was
not implemented. Rather, the PRICOR staff’s input along this line seemed suffi-
cient. Before the termunauon of the PRICOR Project, the PRICOR Chairman
agreed Lo serve as the hotika auditor,

2. Demand for Botika Services

Medicine was avarlable for fever, diarrhea, coughs, and colds as well as for a
vartety of common ailmenits such as muscle aches, and wounds. Vitamins and speci-
fic TB drugs were also available. An inventory showed that they had 28 brands, For
fever they had five brands; diarrhea, four brands; coughs and colds, five brands.

During the first months of operation demand for drugs was limited. Howaver,
sy the fuurth month of operation and possibly with the growing community aware-
ness of their botika, a wide range of drugs was purchased.

3. Sales
Except for the month of February 1984 when sales reached only P29.70,

the sales figures generally reflect an increased use of the botika as a source of drugs
for the residents. The records also showed that stocks were always available.

4. Mark-up and Profit

Generally less expensive drugs were given a higher mark-up than those that
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were costly. Liquid bottled prepearation which were more expensive, had a 10
to 15 percent mark-up only, while those on tablets averaged 13 to 25, percent.

After a few months’ experience at running the botika and with the escalating
cost of medicine, both the BHW and botika manager regularly monitored drug cost
in the poblacion and consequently adjusted their prices regardless of the cost of
their stocks. This was favorable for their botika and accounted for the relatively
higher profit realized. The strategy also minimized losses resulting from inflationary
price increases.

5. Replenishment and lnventory

Stocks replenishment had been timely performed by the midwife and botika
manager. Usually replenishment was done on a monthly basis and directed towards
the fast-moving drugs.

It was observed that the botika carried quite a number of brands that were
expensive. For instance, the antibiotics which were listed by the RHP were no
longer in demand when he resigned. They remained as non-moving stocks.

6. Credit and Collection

Credit was allowed for those who had given membership dues. Up until
June 1984, no major problems had arisen with regards to the collection. When
the other lead mother took over the depot, she asked the midwife for assistance
in collecting the past credit. The midwife sent out collection letters and the resi-
dents promptly paid up.

7. Record Keeping

While some ditficuity was experienced in record-keeping with the first botika
manager, this has been eltminated with the efficiency of the lead mother currently
handling the depot.

8. Post Project Plans

At the project conference of botica managers, the following actions were
proposed:

a. The PHC chairman will audit the betica mcathly. Stock cards will be used
to keep the inventory;

b. New torms for the botica records will he used, wherein the name of the
buyer/creditor will appear. This will give a better picture of the health
status of the community and the chent information on whe patronizes
the depot.

¢. An incentiv2 consisting of a per ntage of monthly sales is proposed to
to be given to the botica manager. While this is a preposal *o be presented
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to the appropriate barangay body, the intention is to raise botica prices
to the level of the Poblacion boticas.

d. To systematize credit management, the debtor will sign a promissory
note and will be given notice two days prior to date due.

e. Continued collection of all the uncollected membership and monthly
dues.

f. Possibility of shifting to cheaper brands with the same product quality.

Fund-Raising Activities to Construct Barangay Health Station Annex

As early as December 1983, the lead mothers started considering the idea of
embarking on another financing scheme in the form of a raffle to raise funds initial-
ly for the botika in order to relieve the residents of the burden of their monthly
contributions. The original target was to raise P10,000 then P5,000 and by April
1984, they decided that realistically they could raise only P360. The idea of the
raffle was approved in a barangay assembly. By then, they decided to direct all
proceeds to the barangay health center, for which some amount was already avail-
able.

The lead mothers spearheaded the sales of the raftie tickets and solicitation
of prizes. Each raffle ticket cost P2 and the solicitor was entitled to a free ticket
for every ten sold. Their enthusiasm enabled them to raise P855 or more than
twice the amount targetted. One lead mother alone sold eleven stubs.

Additional money was raised through one mah-jongg party. The lead mothers
provided the venue and snacks for the mahjong séssions while ‘‘tong” was given
by the players. A total of P175.00 was raised.

By the end of May 1984 a substantial amount was available to start construct-
ion. The breakdown of their resources were:

Mah-jongg party Proceeds P175.00
Ratfle 855.00
Donation from Bgy. Fund 500.00
Donation from Rural Health Unit 500.00
Prize at Beiikatan Coniest 100.00
Donation from Abroad 200.00

TOTAL P2,330.00

Construction materials worth P700 had likewise been won as a prize in the Kaun-
laran Contest. The above-mentioned resources were realized in one way or another
through the leacership of the lead mothers who participated in contests or made
representations for donations.

By the time the project formally withdrew from the barangay, the lead
mothers were embarking on another raffle activity to raise additional funds to com-
plete the Annex.
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The lead mothers spearheaded the construction, which took place in June
1984, In three days, the Annex, though still incomplete, was put up. They had
. Mausted their funds with P1,865 expended on materials and P465 for labor.
Mareover, the lead mothers collected donations of rice and foodstuff {e.g., chick-
ens) for the laborers’ meals. Some volunteered to do the cooking.

Income-Generating Activities for Health

Two projects were initated by the fead mothers to generate income for them-
selves as well as for the barangay’s health activities.

Fan-Making

One of the lead mothers has a home enterprise of making fans out of a kind
of root commonly found in the barangay. The setling price per fan is P5.00. Since
there is a potential market for 100 fans per month, she asked the other members
to join her. The lead mothers intend to donate P0.25 per fan sold to the health
fund.

Bag-Making

Two housewives in the barangay make banig bags from the buri palm. They
intend to teach interested housewives this handicraft, Moreover, the lead mothers
have made representations with the NACIDA to provide them training for better
praduct technology. As of now the lead mothers help sell the bags and earn P1.00
»or bag for the health fund.
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CASE STUDY NO. 4:
BARANGAY BADIANG
ANILAO, ILOILO

L -

COMMUNITY FEEDBACK OF SURVEY DATA

Results of the survey on Badiang were first reported to a barangay core
group on June 26, 1983. The group consisted of the barangay captain, rural health
physician, the BHW, midwife and some barangay councilmen.

The highlights of the survey which were discussed were:

1. The most commonly perceived health needs were drugs and water facili-
ties.

2. Respiratory and gastro-intestinal causes were responsible for mast of the
illness reported.

3. Preferred financing schemes were flat rate donation and fee for service,

4. Preferred uses of resources generated from health financing were for pur-
chase of drugs and construction of toilets and water facilities.

The rural health physician, the BHW and the midwife actively participated in
the discussion which ensued. They expressed their support for such a project.
During this first meeting they constituted a PRICOR barangay committee with the
following membership:

Chairman: Barangay Captain

Vice Chairman: 1st Councilman
Secretary: Councilwoman
Treasurer: Brgy. Treasurer

Auditor: Brgy. Resident

Business Manager: Selected Residents
PRO: Councilwoman

Advisers: Mayor, RHP, BHW, RHM

Their initial appreciation of schemes led te the proposal to collect P1.00 monthly
from cach household for the purpose of setting up a Botika sa Barangay.

COMMUNITY PARTICIPATION IN SCHEME SELECTION AND PLLANNING

Seiec jon of Strategies

A barangay ac rmbly was convened in order to present the project for their
consideration, Being a Sunday, better attendance resulted with 91 households or
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54 percent of all households. The BHW presented the survey results with some
assistance from PRICOR staff. Then the midwife introduced the idea of financing
schemes, focusing on the specific proposal earlier identified by the core group.
Some proposed a higher monthly contribution but eventually everyone settled.
on P1.00 monthly. The collection would be undertaken by their business managers
who were assigned at one per sitio: Bgy. Proper, Balagon, and Hacienda Rica.
The RHP was present. The barangay captain was represented by his son.

At the scheme presentation at the NEDA Oifice, the barangay was rep-
resented by the BHW, the midwife and the RHP, In the period that followed.
a PRICOR staff member stayed in the barzingzy to assist them in working out
the details of their scheme. i~ addition to their monthly contributions, the
core group endeavored to include a donation of services scheme in the form of
mothers' classes and environmental sanitation/ beautification campaign. Since
their scheme envisaged the botika to be handled by the BHW, the latter warnited
a place designated to house the botika. The PUSH Botika was kept in her house
and was quite incovenient. When the alternative of using the baringay- tiealth
station was posed, the midwite objected, saying that the community might mis-
understand and think that the health station was selling medicine.

Organizing the Community

In order to prepare the community for implementatng their health finan-
cing scheme, the core croup members were asked to participate in a seminar-
workshop on Sep - cer 25 to 27, 1983. Fourteen persons attended the sessions
held in one of the scoool buildings; the participants included not only the core
group but other members of the barangay council. Resource persons included
the district health nurse and the RHP.

The output of the 2-1/2 days session was an im:sementation plan which
would also serve as guidelines for the training curriculum of lead mothers,

PROJECY PERFORMANCE/IMPLEMENTATION

Lead Mothers’ Program

Organization

The lead mothers were chosen for the three puroks with the following loca-
tional distribution: Barangay Proper — 2; Balagon — 6; Hda. Rica — 2. The BHW
supervised their activities. The midwife usually participated in the meetings of the
lead mothers although she did not concern herself with their day-to-day activities.
Thus, she was not able to support them in their bid to assist in the delive;y of pri-
mary health care. Although the Jead mothers had signified their availability for in-
volvement in community health care, the midwife did not really tap them for lack
of activity herself.

n



Training

Ten lead mothers attended a one-day training which oriented them on pri-
mary heaith care and their tasks via-a-vis their households. The resource persons
were the rural health physician, rural health nurse, midwife and the full-time out-
reach worker and the BHW. The content areas were environmental sanitation,
health education, nutrition, family plam:ing, immunization, first aid, oral rehydra-
tion, and maternal and child care.

A refresher course was conducted several months later. Focus was on oral re-
hydration and first aid.

Activities

Environmental Sanitation and Backyard Gardening

The first activity which the lead mothers identified was their campaign for en-
vironmental sanitation and the creation o* home gardens. Fencing was deemed
necessary since the numerous farm animals owned by the hacienda would not only
trample on their vegetable plots but dirty their yard as well. In the hacienda, it was
more difficult to maintain vegetable gardens since almost all free space was planted
to sugar cane. As a whole the response to this campaign was not encouraging except
in Hacienda Rica and two areas in Balagon where the lead mothers were more
active.

Since not all households received toilets from the PUSH Project, the lead
mothers campaigned for the construction of antipolo toilets. They also encouraged
households to repair/build the structures that housed their toilets, using abundant
local materials such as coconut leaves and ipil-ipil trees. Usually when admonished
to do so in the past, they reasoned that they could not afford the expense.

At the start of the lead mothers’ project the BHW initiated steps at acquiring
for the barangay the PUSH Barangay Fund of two drop-out PUSH barangays in
their municipality. Once released, this would purchase toilet bowls and water
pumps, the recipients of which would be determined by the lead mothers based on
the criteria of need. However, despite the active follow-up, the amount had not yet
been received as of August 1984, probably delayed somewhere along the fiscal
channels of government. The delay was unfortunate as it could have boosted the
image of the lead mothers,

Collection of Monthly Donations

Due to the slow collection rate, the lead mothers took over this function
from the business managers. The lead mothers anJ core group agreed to issue re-
ceipts for all monthly contributions and remitted all collections to the treasurer,
The collections improved somewhat because of the persistence of the lead mothers
although some residents remainud recalcitrant,
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Others

Aside from the aforementioned which took up the first six months, the lead
mothers were unable to perform any other significant primary health care. After
the first six months, they programmed their subsequent activities to include assist-
ance in immunization, feeding, and weighing. However, except for weighing of pre-
schoolers, immunization was not realized since the midwife was unable to obtain
the vaccines. As for the malnourished who were the target of feeding, the supplies
were not directed to them by the midwife. Feedback on children’s weights were not
provided their mothers. Somehow the BHW and the lead mothers were waiting for
the midwife to initiate the activities they were willing to assist in.

Community Response

The barangay residents were not responsive to the initial campaign of the lead
mothers for environmental sanitation. Thereafter, since their activities were few,
even these may not have been attributed to their efforts.

About half of the core group who had attended the seminar-workshops did
not actively invoive themselves in the consequent implementation. Likewise, the
barangay captain, who happens to be the father of the BHW, did not take an active
concern in the project and was conspicuous only during the survey feedback and
the seminar-workshop. The RHU staff of the poblacion gave their technical support
especially as resource persons in the forums for lead mothers. However, the midwife
who could have enhanced the health work capability of the lead mothers was the
weak link as already noted easlier. On the other hand, the BHW while concerned
about the lead mothers was not able 12 initiate new activities independent of the
tasks yiven by the midwife. Thus the group was left in a position of merely waiting
{for the midwife to mobilize them.

Factors Affecting Performance

Basically the lead mothers were responsive to the idea of being service pro-
viders for their catchment households. The BHW was willing enough to implement
and coordinate the activities spetled out but was not able to provide the leadership
lo surmount the odds presented by an apthetic group. The ohserved apathy may be
disinterest in the activities which called for community participation. For one, the
geographical set-up of Badiang militate against the enhancement of any existing
community relationship. The hauses are lined along the roadside while those loca-
ted in the inner portions are quite dispersed. Any gains such as cohesiveness and
“groupiness’ generated by clustered houses were not present here. Hacienda Rica is
the cxontion and itis here where the lead mothers were relatively more successful.

The su; oot from health personnel and local officials was at the barest mini-
mum. The midwife who was the major resident health worker in the barangay was
not paiticularly conceined about the activities and behaved as though the project
was independent of her own duties instead ot integral and an area for collaboration.
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Furthermore, as already mentioned in the previous section, local officials did not
actively involve themselves.

Ultimately, only the lead mothers’ function as drug depot managers sustained
them as a group, The botika became a tangible area wherein many of the residents
perceived that service was actually being provided.

Capitalizing a Botika from Community Donations

Generating Resources

The scheme chosen by Badiang was to collect a flat rate donation of P1.00
monthly from each household for the purpose of setting up a botika sa barangay. °
While originally they planned on a year-long period of donations, a few months’ ex-
perience of the difficulty in collecting resulted in a decision to collect only for a
five-month period, covering August 1983 to December 1983. In effect, each house-
hold’s full donation would amount to P5.00. Projected collections for the 166
households in Badiang would amount to P830.

Collection of Flat Rate Contribution

Although the botika would have been started in September based on the ini-
tial contributions, such was not realized until December 1983. Contributions were
slow in coming in, although some lead mothers made a good effort at collecting.
The relatively more successful iead mothers were the two assigned to the two sugar
haciendas. The lead mothers coursed the collection through salary deductions
during workers’ pay day. The other households who worked on odd jobs and occa-
sionally as fish,,ond laborers were recalcitrant donors. Thus by December 1983
only 115 households or 69 percent of all households had made some kind of dona-
tion {i.e., of varying number of months paid up). Total collection was only P306 or
roughly 37 percent of the targetted amount. The aforementioned constituted the'
starting capital. Collections were continued and aimed at having all households
complete their contributions.

Botika Operations

1. Management Structure and Training

Four drug depots were set-up: Brgy. Proper — 1, Hda. Rica — 1, Balagon — 2.
The latter is widely spread with occasionaily hilly areas necessitating more depots
for better access. Each depot is operated by a lead mother from the area. The BHW
monitors the operations and makes recommendations for improvir;, ;ts manage-
ment. The barangay treasurer receives all cash remitted from the depots and keeps
the amount until the BHW repienishes the stock. End-of-the-month audit is per-
formed by the PRICOR field researcher assigned in the barangay. The PRICOR ba-
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rangay core group had earlier identified a harangay auditor who, because of illness,
was unable to discharge her duties.

2. Demand for Botika Services

The botika carried medicines intended for the leading illnesses prevalent in
the barangay namely, respiratory infection, diarrhea, and fever. Generally, drugs for
respiratory illnesses were responsible for most of the monthly sales. Residents are
observed to be very selective ahout the brand of medicine they purchase. For exam-
ple, although Tyienol is an effective drag, it is not as popular as the less effective
types which the botika carries. About two ol three brands of the same type of drug
are available at the botika, resulting in a broad spread of limited capital. The ten-
dency to run out of stock is likely since demand for some brands will be high; but
because other less popular brands are keptin stock, specific supply is low.

Among the depots, that in sitio Balagon tegisters the highest demand for
botika services. Drugs have a fast rate of turnover, so that usually within two to
three weeks, replenishment becomes necessary.

3. Sales

Table 22 shows the combined diugs sales of all depots. Marked fiuctuation
characterizes the month-to-manth level of transaction. This is mainly due to the
considerable delay in stock 1eplenishment, such that even if customers needed to
buy drugs, the depot had run out of them. The first purchase done in December
1983 was replenished only towards the end of February 1984, thus explairu. 7 the
diminishing sales across the thiee months. The February 1984 sales of P27.75 are a
reflection of the tow stock available so that customers had to run elsewhere for
their purchases.

4. Mark-up and Profit

No definite percentaqe is applied to cost price in arriving at the selling price.
The latter is based on a comnarison with prevailing prices at ncarby sari-sari stores
and in the botika at the poblacion. The depots maintain the same price as the sari-
sari store while they apply a minimum mark-up of from five to twenty centavos
over the poblacion botikas. In the case of the latter, the iead mothers confer on
what mark-up to apply. The monthly record of profit reflects percentages over sales.
of from 9 to 29 percent.

5. Replenishment and Inventory

As mentioned the replemsiiment had not been timely, 1esulting in inadequate
stocks. The inability to replenish in time was due to the following interrelated
reasons:

a. Replenishment is done only by the BHW, who waits for all depots to remit

cash sales hefore she muskes ceptpehases
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b. Since credit level is high, depots are unable to remit regularly.

c. Due to their peculiar botika structure, the money has to be remitted first
to the treasurer who turns over the money to the BHW for repurchase,
Considerable delay results.

The system did not incur transportation expanses {for replenishment} since
the BHW's husband drove a passenger bus.

6. Credit and Collection

Credit purchases in the depots are rampant and have become a problem. The
lead mothers feel they cannot in conscience turn away a customer who is unable to
pay for medicine. The lead mother in the sugar hacienda (Hda. Rica} puts in an
extra effort to collect on paydays and in her case, more often than not, the house-
holds are able to gradually pay back. One lead mother however reported lack of
success in her collection efforts as the households would say they still did not have
the money. In her case, the households work in different haciendas so that she is
unable to apply the method of collection used by the aforementioned lead mother,
Due to this situation, the lead mother at times feels compelied to advance the pay-
ment hersclf in order to remit cash to the BHW for stock replenishment. As a result
of the tension, she ias cxpressed a desire to take a leave from her duties as a lead
mother and depot manager.

An examination of the level of credit shows that the average collection period
of the botika runs to about one to two months. There was one instance wherein be-
cause of credit sales one depot in Sitio Balagon was unable to remit the collection
of P163.10 for the second and third purchases. Genesally, credit occupied 30 to 50
percent of the sales of <hie botika. In spite of the high percentage of credit sales in
the botika, did not suffer any bad debts.

7. Record Keaping

The depot managers experienced difficulty in keeping track of botika transac-
tions. The two sources of difficulty were: (a) they were not accustomed to filling
up forms or even writing down anything for that matter, and {b) they would forget
to record transactions. Despite attempts at training them to record transactions on
simplified forms, most were still weak in this function.

8. Post Project Plans

At he end-of-project botika workshop, the depot manager proposed the fol-
lowing measures 1o imnprove their operations.

a. Extension of credit will be selective and limited in amount, Creditors will
be assessed on the criteria of ability to pay, previous credit record and
need. It was noted that some houscholds which can afford to pay for medi-
cines gn into credit simply because it is allowed.
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. To prevent recurrence of the depots’ running out of stock, the BHW shall
conduct a reqular (every 4th and 19th day, of the month) inventory check
per depot and consequently purchase needed stocks. To ensure that
money is available for this, any amount collected shall immediately be re-
mitted to the trcasurer.

. Recording systems will be improved for easier tracking.

. Quarterly feedback to the barangay regarding hotika performance.

. Collect uncollected donations.

The
community
participants
include
women of
varying
ages.
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CASE STUDY NO.5
BARANGAY MARIBUYONG
DUENAS, ILOILO

———

COMMUNITY FEEDBACK OF SURVEY DATA

The survey results feedback was given on June 10, 1983 at the barangay
multipurpose center. The vice mayor and the rural health physician were  the
more prominent municipal officials present while the barangay leadership was
represented by the council members and service workers (BHW, BTH, midwife,
teachers). Their barangay captain was on leave at that ume.

Among the salient features of the barangay health profile were:

1. Generally the private doctors were consulted most trequently. The tra-

ditional healer was also consulted for specific complaints;

2. Only 51 percent of househotds said that health senvices were accessible;

3. The most pressing perceived health need were the ack ot warer facilities/
supplies, and the lack of drugs:

4. For health financing purposes, the majonity prefenred donation of ser-
vices and donation of materials while hvalth insurance and income genera-
ting activities were the least popular;

5. Resources generated from schemes would be preferably channeled to
purchase of drugs and construction of toilets/water facithities.

These and other related health and demographic data were presented using
pictographs. The only notable comment from the audience was therr opposition
to the information that the government health service pnoviders have received some
payment from the clients. The staff clarified this by saying that this might have
been isolated responses and payment might have been a donation for use of some
materials but which nevertheless was perceived by the chient as service payment.

The concept of primary health care financing was explamned reiterating
the survey questions of the feasibility of household participation in such a scheme.
The research interest in documenting community processes as well as currelates
of siiccess/failure of financing schemes was likewise mentioned,

““he Vice Mayor consequently spoke to the constituents in therr peculiar
diale..., urther clarifying the project’s intent, emphasizing that Maribuyong would
not be receiving any monetary aid from PRICOR. However, he appealed to the
barangay residents’ sense of cooperation and self-prnide in that they were among the
six chosen of all linilo barangays to participate in the PRICOR Project

The rural health physician essentially gave the same message, motivating the
core leaders to attend to the project.

Probably due to the active participation of these two municipal personages,
the local residents were not too voca! but were nevertheless attentive.
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At the end of the session, the BHW facilitated the group towards the selection
of members to their PRICOR Committee which would coordinate the selection
of an appropriate scheme by the residents. The resulting organization below had
practically the same compaosition as their Primary Health Care Committee with a
former barangay captain as their chairman.

Chairman: Ex-Barangay Captain

Vice Chairman: Brgy. Councilman

Secretary: Brgy. Secretary

Treasurer: BTH

Auditor: Samahang Nayon Treasurer

Members: Past Bryy. Captain
Councilimen

The core group scheduled a community assembly meeting for that afternoon
for the purpose of presenting suvey results ehiciting suggestions and consensus
on appropoate health schemes

COMMUNITY PARTICIPATION IN SCHEME SELECTION AND PLANNING
Selection of Strateqgies

Through o e of communty  assemblies  the barangay core group was
able to didlogue wotto the residents and fimatize therr financing scheme,

Durimg the it assembly, about 80 percent ot househnld heads were pre-
sent. Those present swee partial 1o making o reqular Hat rate contribution for
the purpose of cotabichimg a health emergency toan fund The contiibution would
entail having cach household pay P1L.OO/monthly far 10 moaths or equivalent
1o P5.00/cropping The tund would further e augmiented by a kind of tax to be
collected on the b of the hvestock ar farm produce The purok leaders would
pectorm the collection and tennt payments to the teasurer who would then issue
the cortespondig recnpt. The tund would be made avanilable 1o any barangay
resident for health axpenses, e, hospitalization, medicine, elated transporta-
ton expenses upon the recommendation of both the BHW and midwife and the

stgnature of aloan quarantor Interest would be chacged on the Toans,

At the NEDA presentation, the haoangay was represented by the midwife
BHW, BTH, the acting barangay captairi and two council members, In addition
to the selected scheme, the BHW reported that the core group had identified
donatior. ot services and materals for sull unspecrlied health activities as an
addivonal scheme

The second barangay assembly was convened atter the NEDA presenta-
tion. It provided residents the opportonity to clanty the mechanics of the scheme
vspectdity on the tax impositbion which they had obviously accepted. The assem-

bly also decided to temove the mterest on toans mads
Y
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Thereafter, the PUSH researcher was able to monitor the extent of aware-
ness of the residents by engaging them in informal discussion. By then the ba-
rangay captain was back. At first, he had reservations about the taxation aspect
since according 1o him, the barangay already taxed these items resulting in double
taxation. The issue was resolved by proposing that the Barangay Council approve
the motion that for the year the tax collection on farm produce would go to a
heaith fund,

Organizing the Community

A workshop was conducted on September 22 to 24, 1983 to improve the abi-
lity and enhance the attitudes of the core group in implementing their schemes.
An unusually large group of participants (26) attended since the BHW involved
not only the PRICOR committee members but also others whom she perceived as
key persons in the barangay. The workshop started auspiciously with the mayor
appealing to the residents for cooperation with the project and to demonstrate
the "fame of Maribuyong’. On his part, the RHP advised them to ““learn the les-
sons’” given in the seminar, As before, he attempted to arouse their sense of pride
in their barangay.

Among the resource speakers was the District Health Educator who spoke
on the scope of Primary Health Care. The participants exhibited a keen interest
in herbal medicine as an inexpensive but effective defense against the entry and
spread of common infection and ailments. They pointed to the need to explore
the use of these herbs considering the rising cost of drugs. The discussion on the
proper construction of toilets refative to water source was also wel! appreciated.

After receiving a substantial orientation on primary health care, the parti-
cipants identified the health concerns of their barangay and prepared correspond-
ing action plans for the different household clusters,

Part of the plan was to field lead mothers to handle clusters of households.
Nine lead mothers were identified and selected in terms of their perceived capa-
bility, resourcefu'ness and enthusiasm as service providers. A training curriculum
was then drawn up for the lead mothers. Special emphasis was given once again
on herbal plants, its identification. and preparation for actual use,

The seminar-workshop culminated with each group presenting their respective
plans before the mayor and the RHP (Table 21}. The mayor announced that
he would donate a prize to whoever would have the cleanest purok, The RHP
commitied his assistance in their activities especially on the use and availability
of herbals.

PROJECT PERFORMANCE/IMPLEMENTATION

Lead Mothers' Program

Organization
The nine lead mothers were assigned at an average ratio of one lead mother
for every 15 households. Later, due to the pressure of other concerns on some lead
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miothers, two assistants were recruited. The BHW monitored and guided their acti-
vities, The midwife gave them technical assistance when called upon. Their commit-
tse chairman did not become actively involved in the activities of the lead mothers.

Training

A one-day training was given to the lead mothers on the areas of food produc-
tion, heaith education, nutrition education, herbal medicines, first aid and record
keeping. The extension workers from the Ministry of Agriculture, the rural health
physician, the rural health nurse and the home economics teacher served as their re-
source speakers. Three of the lead mothers were unable to attend,

A refresher course was given six months later, focusing on immunization,
family planning, weighing and oral rehydration.

Activities

Setting Up Communal Gardens

Among the first activities engaged in by the lead mothers was the establish-
ment of herbal gardens. The common procedure was for them to catalyze their
respective houscholds into participating in setting up a communal garden. This
usually resulted in members donating materials, such as bamboos for enclosures
and paint for labelling and beautification purposes. Most important were the service
hours of the households which were necessary to prepare the plots, establish
the herbals and consequently maintain them. Unfortunately, many lead mothers
ended up doing the work themselves since their neighbors were busy with house-
work and farming that they were delayed in putting in the necessary work hours,
Some lead mothers did not mind working since their catchment houses were
usually their close relatives. However, for a few, maintaining a garden which was
supposed :n be a communal effort became a chore. At any rate, each lead mother
was able to establish a communa! garden which was usually approximately 7 x 5
meters in size with herbal plants neatly arouped according to types of illness they
were intended for. The BHW taught the lead mothers the proper dosages of the
herbs.

As an incentive towards the maintenance and use of the herbal, garden, the
contest for “most outstanding herbal garden” was launched. The criteria set by
the BHW was:

a. Utility/Quality. Over-all usefulness of herbs planted in relations to com-

mon illness among barangay folk — 25 percent;

b, Variety/Quality. Number of varicties found within each garden ~ 25 per-

cent;

¢, Physical arrangement. Orderliness and systematic physical lay-out — 25

percent:
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d. Participation of Group Members. Level of cooperation and coordination
among members on the actual putting up, cultivation, and maintenance of
herbal garden — 25 percent,
The garden contest was judged by the RHP, sanitary inspector, MSSD Worker
and midwife from New Lucena. The competition was keen, as all the gardens
showed that sustained effort had been put into them. Certificates and garden
tools were awarded to the first, second, and third place winners.
When summer set in, the lack of water reflected in the drying up of plants.
Some mothers were able to do some replanting to renew their gardens,

in restrospect, the herbal garden turned out to be a major activity of the
lead mothers. Whether or not the gardens were functional to the sesidents may
be gleaned from the reports of the lead mothers on what were the most often
“picked” herbal, which according to them averaged two to three persons pes
day. These are the following which are purposely for diarrhea, fever, coughs,
colds, wounds, rheumatism, and bruises:

. Alibhon

. Herba Santz Maria
. Sen-san-soy

. Herba Buena

. Lampunaya

. Star-apple

. Malunggay

~N OO ES W -

Others

The lead mothers became an effective channel for informing the residents
about not only health matters but also other barangay concerns. Notices of as
sembly coursed through them usually resulted in better attendance.

Their role in immunization was in informing the target children in thew
household clusters and sometimes bringing the children to the health staton.
The lead mothers also effected the infeimation dissemination on the conduct
by the I 7i* of free sputum examination in their health station.

In July 1984 weighing was initiated by one of the lead mothers. Unfor-
tunately, neither the midwife no BHW was around to supervise. Those whose lead
mothers were unable to conduct weighing were asked to bring their children to the

health station.

Comrmunity Response

The orientation conducted for the key persons in the barangay enabled
them to rouse the awareness of the residents. The lead mothers might be con-
sidered successful in eliciting the inter « f the households regarding the areas
of primary health in which they had some activity. The PRICOR chairman, how-
ever, did not exercise any active leadership over the activities of tke project. The
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midwife, BTH and the BHW cooperated in their technical capacities. As a whole,
the community had a positive attitude towards the project except 1or a few who
+ .~ibited a “wait-and-see’” attitude.

Notable was the concern shown by municipal officials particularly the mayor,
vice-mayor and the rural physician. They gave prompt responses whenever their
assistance was sought, such as in providing resource persons for the projecy, giving
donat.ons for the raffle, acting on complaints regarding **-. BHW's infrequent
presence in the parangay, and even acting as judges foc the herbal garden.

Factors Affecting Performance

The lead mothers program met with @ good start. Therr first activity of
setzing up vegetable and herbar garfens resulted in commendable efforts by most
households 10 cooperate with the dead mothers. The lead nothers were eage
to deliver primary health care service withim then hmited capability. At the start,
the BHW who then was Lesrding e Datatigay, conscicatioishy and dyramical-
ly followed up and supported the work ot the read mother Howveever in the second
guarter of the project peraod she enccstered personal probiery which prompted
her to leave the hatangay and reside s the nnblicion, Atthough she retained her
position as BHW of Manbuyong, she was a6 longer @hle 1o keep regular hours
n the barangay. Consequently, her health tunctons were not tully carried out
ard the tead mothers inoa sense Tost then wource ol directicn and active support.
It may be to the credit of the bad maothers that inoonite of the arequlanty ot the
BHW’s visit, they wer 0t able to canty out g aunimum o 4ehivites,

The cho.ce of ‘ead mothers was approprate as the core group was able to
identify women who had the respect of the commurniity,

The strory sepport of mumcipat otficals for the project was another po-
sitive factor which recormmended the program to the eadents. They felt both
assured ot sunnoit, nd motivated to cooperate,

Tihe fact that MarLoyong s barangay ot 2 relatively fac distance from the
poblacion makes 1t an ansular place This may account for the close knitte dness
af the residente and tha ease of sonciting thew participation,

Establishing a Barangay Emergency Loan Fund
Generating Hesour'ces

The barangay had chosen to finance @ bharangay emergency joan tund by
means of the collection of taxes on sale of livestock and fruits and of PLOO per
month per househotd or P10.00 per househiold  for two croppings in a year's
period, The features of the taxation scheme vaere:

1. P5.00 per pig sold;
2. P2.00 per goat sold;
3. P10.00 por cucabao sold;



4. Any donation for tirewood sold; and
5. PI0.00 from big capitalists and P5 from small capitalists for fruits
and cotfee.

As for the flat rate the target amount monthly was P107.00.

The lead mothers monitored the sale of livestock and fruits as well as the
flat rate contribution pet houschold. The barangay purok teaders lent assistance
especially for difficult collection cases. Nevertheless, collection was quite slow
Four months after the scheme was supposed to be in operation only PB5.00 had
been collected. At the start, the households would defer their payment to “after
the first cropping”’ when money would be more available. However, even when har-
vest came, the payment sull was not torthcoming and they reasoned out that
they would wait for the second cropping since the drought resulted in a poor
harvest, The hesitancy tather than the imability to pay was obvious. In a barangay
assembly, the residents discussed the problem of the prevailing non-payment.
Sorne tesidents sard they withheld payment because they wanted to be better
clarified on how the tunds would b used and how accounting would take place;
tn tackling the problem, three suggestions emetged: (o) to pass a barangay re-
solution penalizing those who failed 1o pay then animal taxes, {h) have the trea-
suret bonded, and (o) undertake o oratte as an incentive tor payment of contri-
bution. The thind one was nmediately chosen and the second was to be con-
siddered.

The BHW wnh the lead mothers prepared for the conduct of the raffle
They were instrumental in coliciting prizes, There were TWo first prizes, two se-
cond prizes, two third prizes, and 20 consolation prizes. Compared to the amount
intended 1o be saised, the prizes might be considured disproportionately expensive.
Sinee the ides of the catfle was to ensure nousehold contribution to their foan
fund, only those who completed thein payments were entitled to the raffle tickets.
For every cropping contribution pand, one ticket wa given or two tickets for two
croppings.

Most of the residents were able to complete theit Twe Gropping payments
in time for the ratfle. A total of P1.086 had been collected: PO6 trom taxation
and P90 from donation. Some tedents vho were considered by the core group as
very indigent were exempted trom payment

The tesidents were satistied with the coaduct of the raffle. However, afte
its conduct, the collection of taxes wis 1o fanger pursued.

Of the P1,086 collected, PB36 was deposited i the ruras bank of the Pob-
lacion, and P250 was pntrusted to the treasurer as Jtanding cash tor easy availa-

bility to residents.
Operation of the Emergency Loan Fund

Mechanics

The policies on the use of the emergency loan fund was taid down even at
the project start but was formally embodied in their barangay resolution only
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in February 1984, These guidelines were:

a. Any bonafide household member of the barangay may avail of the fund
for health emergencies at an amount not exceeding 25 percent of the
current balance, The Presence of such an emergency will be attested
to by either the midwife or BHW. The actual amount to be loaned wili
also depend on the severity of jllngss, Approval of the PRICOR Chair-
man was likewise sought. These three constitute the Loan Fund Board.

b. The borrower MUSt present a quarantor or co-maker for hijs loan, who
will be responsible for the foan in case of default by borrower,

¢. Repayments which can be given in installments muyst be in cash within
a month’s period.

d. Previous loans must be fully paid before a new loan can be obtained.

e. Joint signatories for bank withdrawals shal be the harangay captain,
treasurer, and midwife.

On the matter of signatories, the barangay health worker was originally
designated to be a signatory. The barangay assembly, however decided other-
wise since they noted the growing infrequency of the BHW's visit, which fact
might affect the egse with which her signature may be obtained,

An additional policy prohibiting the treasurer from lending the standing
cash in her possession without the knowledge of the loard was included. This
resulted from the experience wherein the treasurer lent out the money at her
own discretion.

Utilization of £ und

Deospite the availability of meney as ecarly as November 1983, the first tran.
saction transpired only in May 1984 By the time PRICOR withdrew from the
barangay in Auqust 1984, only fow had borrowed from the fund.

The first bartower made representations for horsel and her neighbor, Their
children had bronchopneumonis and needed money for medicine angd the necessary
fransportation cost. Although she hadi the option 1o ayar of the maximum amount
ot P250, she chose to borrow only P200 sinc this was what they could affor¢
Parepay. She was able to repay the loan on time,

The next two barrowery 100k out amounts of P100 each. One needed me-
dcine for g urinary  trace infection whije the other had 1o consult a doctor for
@ wound. They paid hack after 1.1/2 mouiths, thus exceeding the stipulated re.
bayment pering.

One applicant was unable 1o avail of the loan. Since she borrowed at a time
when the treasurer’s standing fund was cermnmitted, bank withdrawal was neces-
Sary . Howuvcr, the treasurer was away and could not sign. By the time the treasurer
returned, the borrower no longer needed the money ..

Although nouseholds experienced illness, only when they had exhausted
all possible sources of funds, ¢.4., borrowing from relatives, did they turn to the
loan fund.
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CASE STUDY NO. 6
BARANGAY TASTASAN
BUENAVISTA, GUIMARAS

T e e
COMMUNITY FEEDBACK OF SURVEY DATA

The results of the community survey were conveyed by the PRICOR team on
June 13, 1983 to a core group of the barangay consisting of the barangay captain,
the councilmen, the BHW, BNS, the rural health physician, rural health midwife,
municipal development coordimator and a statf member of the provincial goverry
ment.
The highlights of the survey results were,
1. Respiratory ilinesses were the most comimon cause of morbidity followed
by gastro-intestinal stlments.
2. Commonly perceived health needs were for drugs and medical services.
3. This health financing scheme preference was for the flat rate contribution
of P3 monthly ana tee for service.
4, The resources generated were 10 be directed towards purchase of drugs
and corsauction of toilets and water facilities.

A lively discussion surrounded the issee of health financmy. The group was
ambivalent about the idea. Some expected (1t to be a dole-out type ot project with
PRICOR infusing funuing into the barangay. This misconception was promptly
corrected. The barangay captain was doubtful in spite the views ot ticutated through
the survey, that the residents would be wiiling to contribute P3 monthiy. He cited
the economic ditticultizs prevaihng However, he anticipated that with the support
of focal government, financing schemes May be wor th g try. The rural health physician
disagreed with the latter idea wihnch implied dependency on government, whose re-
sources are very madequate. He menuoned that due to low salanes, the government
had not been able to attract doctors to the KHU, resulting in the current situation
wherein he himself had to seove three municipalities. He appealed to the barangay
leaders 10 espouse self-refiance among therr constituents and to obtain their support
in trying out the health financing scheme.

After the discussion, the group orgamzed themselves into a committee to
explore the possibilities ot implementing the project.

Chatrman - Barangay Captain
Vice Chairman - Barangay Councitor
Secretary - KB Charrman
Treasurer - Bgy. Treasurer
Bus. Manager - Bgy. Counciiman
Auditor - Elementary School Teacher
PRO — Bgy. Councilman
Board of
Directors — BHW and Midwife
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COMMUNITY PARTICIPATION IN SCHEME SELECTION AND PLANNING

Selaction of Strategies

The barangay assembiy on June 16, 1983 was attended by only 30 percent
of households, due to faulty information dissemination. Tha BHW presunted the
survey feedback aided by the midwife, The assembly was passive. When the schemes
were discussed they chose to adopt a flat rate contribution but only for P1.00
monthly to be directed toward the capitalization of a botika. At this time, no
barangay botika was existent,

The BHW, BNS, twc barangay councilmen and the barangay captain re-
presented their barangay at the NEDA Conference. The BHW presented their
scheme of P1.00 monthly for a botika with the consideration that donations of
rice, eggs or vegetable may be accepted in lieu of cash, These goods would be sold
at the local market and the moeney realized would be turned over to the treasurer.
During the discussion, the barangay captain confided his problem of getting people
to cooperate in projects.

At the second barangay assembly called to finalize pre-implementation
details, 50 percent of househo'ds attended. Again it was observed that the com-
Mmunity was passive, as though they were content at leaving matters to the barang-
ay captam. A PRICOR staff member who stayec la the barangay to provide techni-
cal assistance obtained fredback by talking to residents. Come expressed satisfac-
tiun at the prospect of having the botika, thu; precluding the need for going to the
poblacion to purchase medicine.

Organizing the Community

A seminar-workshop was held for the core group memoers to properly orient
them on their responsibilities regarding the primary health care activities. This was
held at an open area beside the barangay captain’s house. After the motivational
exercises and lecturettes on aspects of primary health care, the 14 participants were
assigned o two groups to plan for their assigned target areas. For each taroet area,
a lead mother was identified to supervise anywhere from seven to 27 households
depending on the best clustering. Moreover, the peculiar problems per area were
noted and appropriate activities specified. Items like supervision, role of core group
and training of lead mothers were also discussed.

PROJECT PERFORMANCE/IMPLEMENTATION
Lead Mothers’ Program

Organization

Eleven mothers were originally assigned to household clusters ranging
from seven to 27 families. Four were supposed to serve in Sitio Bunlao and seven in
Barangay Proper. When two mothers failed to attend their training, they were
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dropped from the list and their catchinent households redistributed amcng the nine
who were trained. In the course of implementation, four additional lead mothers
were recruited as assistants. After a few months, five lead mothers and two assist-
ants resigned for varied reasons, such as for maternity purposes and demands of
their jobs. Only eight mothers remained by the end of the project,

The BHW who was expected to supervise their activities was not able to
régularly monitor or direct the tead mothers, as he was busy on other matters,
Fortunately, the barangay captain who was also the PRICOR Chatrman sustained
the lead mothers' efforts even if only on administrative aspects. The midwife,
althcugh not a resident i the barangay, was willing to provide assistance to the
project upon request. She was also the supervisor of the BHW.

Training

Only nine lead mothers were able to attend thenr training which was given on
a staggered afternoon schedule for five days in consideration of the mothers’ time
within which to attend to household chores. The resnurce speakers invited to
nandle the different topics in the curriculum wer e the sanitary heaith inspector, the
full-time outreach worker, the home management technician, a private doctor,
a midwife and the BHW. The barangay captain was present in all the sessions. The
content of the traiming covered these areas: environmental sanitation, family plan.
ning, food production, nutnitior education and rehatihitation, maternal and child
care, health education, recurd keeping, and oral rehydration therapy. Three of
the lead mothers were designated as barangay techrician tor health of the MOH
and consequently underwent a more intensive trainin j.

Activities
Environmental Sanitation

The first activity of the lead mothers as per implementation plan was their
campaign for the creation and mamtenance of clean surroundings and the setting
up of vegetable gardens Therr strategy was to make house-to House visits and in
form houscholds of the campargn as well as to introduce themselves in thewr new
roles. Some of the mothers were remass in this. While the performance for the
vegetable gardens was satisfactory, the campaign for cleanhness did not hgve much
impact on the residents, Surroundings were shll dirty and only o tew dug holes
for their trash. They preferred to heap these in the immediate serroundings of the

citrus frunt trees

Health information Campaign

During the second quarter of implementation, they embarked nto & health
information campaign, going by puroks and having themselves as resource speakers.
Eight areas of primary health care were addressed guite satistactorily by five lead
mothers. The purok residents responded by Jsking questrons.
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Their second purok ;nformation assembly was held in Bunlao. During its
first scheduled date, it was postponed since only five residents came. At the next
date, 17 residents attended. The residents were interested in knowing how to avail
of feeding rations and were disappointed to learn that this was intended only for
malnaurished children | Aside from thic group activity, the lead mothers also dis-
seminated information on immunization schedules among the tar¢et households,

Others

A few lead maothers were more active than others and were able to undertake
additional activities. Since one lead mother was the barangay nutrition scholar, she
did the weighing with the help of another lead mother. Sorne mothers were likewise
active m collecting for the monthly botika contributions, One lead mother in Bun-
lao acted as a botika depot manager .

Community Respornse

As noted varlier, the residents were not responsive to the attempts of lead
mothers to influence some of their health practices. Although about 30 10 50 per-
cent attended their essemblies, these forume did ot seem to excite them into
dction. 1o may be surmised that they may have expected to receive more material
dains from the project rather than for them to putin their services and/or resources.

Thus, thesr passivity.
Factors Aftectng Pertormance of [ ogd Mothers

The resastance of the community 1o the pioject activities which sought
their cooperiation discouraged the lead mothers even at the very start, They felt
that they themselve, had really nothing tangible to offer e households which
would motivaete them out of ther Passivity

The BHW was not able 1o requietly meet with the lead mothers 1o SUPUTVISe
therw actvities. Wien the PRICOR field researcher would come for her monthly
barangay stay, usually the BHW was not available so that meetings with lead mothers
proceeded without him. He was, however, helpful in facditating some ot the as-
semblies.

The barangay captan might be considered the program’s sustaining force.
From the very start, he assumed o paternabistic and patronizing stance and did all
he could i order to tacihitate the mmplemientation. Howeverin has desire for a viable
operation, he may have encouraged too much dependence on himself, For one,
he did not extract participatron from the barangay folk and did not censure their
tukewarm response. I he couid do the work for them, he would do so.

The sclection of the lead mothers was faulty, since a number of those iden-
tified were in no position to be effective. They were busy with their own jobs,
Morevoer, two of them were pregnant and could not be as mobile.
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CAPITALIZING A BOTIKA FROM COMMUNITY DONATIONS

Generating Rescurces

Barangay Tastasan chose to implement a flat rate contribution scheme
wherein each of the 144 households would give a monthly contuibution  of P1.00
to capitalize a botika sa barangay. At the start, the residents planned on a twelve-
month contribution. However, after noting the ditficutty i collecting, the lead
mothers group reduced the period to ten months. Thus, the tareet amourt was
P10 per household or P1,440 for the entire baranyay

Alter the fifth month of the project, it was noted 1hat the collection efforts
of the lead mothers was minimal, The feedback receved during the lead mothers'
meeting was that many, especially in Bunlao, retused 1o pay the monthly dues.
Their reason was that they did not anticipate using the botika since the depot
was too far trom ther residences. Due to the pegative responses experienced by
some mothers, lead mothers were hesitant to approach the residents.

In another brainstorming session 1o improve collections, the idea of holding
a ratfle was proposed  This was, however, appased by some since it was perceived
voqambhing and wwoudd requine st as muaet cftort e bt oas the coliection of
the myonthiy dues

By August 1983, only Pt the PLAY Bad been pad up The harangay
captam, in his eagerness Lo start, voluntartly lent the botrka an amount of P00, to
he tepand when the contnibution would have been substantially coltected With
P273, their botika started ope-rations on Adgust 15, 1983,

From then on, the contnbution to the botika fund trickled n with no more
than two 1o 11 percent of the households, on the average, subimtting thew monthly
duvs. The h'-.ad mothers found the monthly cnone of collecting tedious As of June
1984, the end of the ten-month period tor donations, the total amount contrnibuted
was P234 or 16 percent of the target.

Botika Operations

1. Management Structures and Location

The drug supply was set up at the barangay captain’s house. As he was not
around all the time, a system was set up wherein either the huyer or whoever was
around in the captain’s household listed down the puichases and left the payment
therewith. In the evening the captain reviewed the day's transactions,

In November 1983, the funds tor the PUSH boties was refeased. The PUSH
stocks were managed separately fron the PRICOR wtocks n wpite of suggestions
to combsne the two. The main reason tar thie was i orde: not to confuse the stock
accounting and inventory which was sequiterd as well by the PUSH. The PUSH
hotika as distinguished from the PRICOS tocs vars munaged by the BHW and was
likewise in his possession. In effe-r, Tattasan had two diun depots located strategi-
cally in the barangay so that diffurent areds erved ds catehiment for the two. By
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April 1984, a third depot was sat up in Sitio Bunlao in order to accommodate resi-
dents living in that area. This was managed by a lead mothar,

2. Demand for Bctika Services

Drugs were available for three main ilinesses: cough, fever and diarrhea, al-
though eight other items were noted, such as for muscle ache, wound, stomach
pains, etc, Eighteen brands were available in the PRICOR batika, the choice of which
was provided by the midwife. There were four brands for fever, two of which seemed
to be relatively more in demand, Records showed that there was almost equal
demand for the two didrhegl drugs, while only one of the four cough medicines
was in regular demarnd

3. Sales

The lovel of sales from September 1933 to June 1984 ranged from P29 to
P108 monthly or an average of P66.87. Lowest sales were reflected for the
monti of October 1983 to April 1984 at P29.95 and P31.55, respectively,

4. Mark-Up and Profit

The botica manager adopted a minimal percentage of mark-up averaging
PO.10 on all tablets. In the same manner he also took into consideration the current
price existing in Sto. Rosario's drugstore. He saw to it that by close monitaring,
his manner of priciag would not exceed that of the drugstore.

Because of erratic increases in the drugs’ prices for the past morths, he saw
taat that the price of his remaining stocks would be adjusted to the current price
morder to e Togaey Profit aqarnered tor twelve month operation rmached up
O PITE 20 cr it o 19 forcoent of sates
5. Credit and Collection

The bardingay captain extended credit to those who were in immediate
necd and g whiere some customers did not have sufficient cash on hand. Usual-
ly, these were paid promotly but for those who could not, the barangay captain
took it upon Fimself 16 dvance the payment.

6. Replenishment

Reptenishment was done by the barangay captain himself during his regqular
visits/trips to lloilo City, thus entailing no cost to the botika, Stock levels were
Commistently high and no instance of “rurning out of stock” had ever occurred,
Even when sufficient stock was still at hand, repurchases wouid already be made,

There were instances during replenishment when he used his own money.

This practice enabled the hotika to keep sufficient stocks even if the sales could
o dandges have hought the sane quantity of medicine as before.
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Post Project Plans (Tastasan, Buenavista)

1. The site of the botika sa barangay will be transferred from the house of the
barangay captain to the newly-constructed health station situated at the
center of the barangay.

. The management of the botika sa barangay at the barangay proper will be

handed over to a lead mother.

Incentives will be given to the lead mother in-charge of the depot.

The botica at the barangay proper will be audited by a lead mother whiie

the other botikis situated at Sitio Bunlao will be audited by the KB Chairman,
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VI. LESSONS FROM THE VARIOUS CASE STUDIES

A. Strategy Development

A most notabte lesson that has emerged from the studies is that to people in
turl cominumtiog who have been accustomed (o recewving tree Liealth services, the
concept of their having to tinance primary health care did not make much sense. At
the start, when the idea was presented 1o them, they thought that another doleout
project was i the pineline,

The PRICOR Project adopted the participative approach to planning by
allowing the commumtios 1o identify what they percewved as 4 viable scheme hased
on therr asesament of therr articulated health provlems. Whiie this s ideal for
CILUNING project involvement, the experience in this project s that participants need
to have some skt decision making to enasble them to more eftectively identfy,
explore and weigh olternatives upon which 1o make a decivon. It may have been
an oversimplihication to sust present o mirror 1o the residents their health profile
anted s pect theen to develop g cbo e wineh weonid e Apprepste to the solution to
therr health aeeds Moteover, 1t cannot be fully assumed that the particpants are
motivated eiiough 1o ek vrarbabile, feasihie and etfective solutions, Fon most, they
ehgaged o o gt e developima o seherne g, o putposes of com
pliance.

On the gt haned sttateqgy development may reguire o longer gestation
perrod betore e communitie, can effectively respond i maore creative ways, tak-
g stock of ther problem, and resources and combining these into viable strategies,
While this development stage coutd have been better eftecied through community
OTgartZzation and preparation for to oo Wwlementation, L consteamts itmited the
pettod gevoted to thie s tage Thus thi bt anaay s choose baghly imilar o signs which
wore concrete and simple, though not aecessatdy mnovative. Later m the middle of

the implementation peniod, Lome devedoped shightly more complex projects.,

Another observation diawn from the study 1y that the perception of health
necds heteeon provides, and secipnent, defte Whtews prouiders, g Cotmmuity
Bealth prebiome s monty sprtkpng fram poor preventive heglth coane activities, the
propie avumed o more carative peesprective s manntested by the services they
chose 1o finance drugs and hospitalization comergencres. Health becomes then
concern when someone an the famuly 1s sick. Whirle they were withing to par ticipate
n opreventive services through the fead mothers, the sustamabihity of such activities
are dependent on too many factors. (See Tate discussion ) The imphication may
well be that scheme, mncorporating bhoth perception preventive and curative
need to be devetoped, f they are to be attrachive ta the participants, Riggs-Perla
{1984) contends that

“health care financing schemes which melude public health activities must
make sure that there oo indireet ways of financimg those activities or offer
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preventive services as part of pre-paid packages with incentives for the
providers 1o promote them . .. Schemes must include services which are in
high demand by the people who are expected to support them. In some in-
stances, to attract membership to schemes, scheme managers may have to
begin with an emphasis on curative services and incorporate preventive care
once the scheme is established and financially stable.”

B. Structure of Financing Schemes

Since monetary contribution in rural economies is difficult to realize, some
schemes structures had better chances for success. All the schemes in the study con-
sisted of flat rate contributions {except in Bucaya which did not specify the
amount} but with varying payment periods. What proved to be more productive
was the single payment schedule as in the case of Bucays and Maribuyong. Pay-
ments spread across an extended time period entailed too much collection efforts
which the designated collectors could not cope with for lack of a workable system,
In the post implementation survey a most frequently given answer to “‘why they
failed to give their monthly payment” was that no one collected. Actually that
may he more accurately interpreted as ““no one kept coming back to collect.” So,
while spreading payments would make it easier on the pockets, it is feasible only if
{a) such payments ate tied up to regular income/tax periods as in Badiang, and (b)
if a collection system has been established and functional.

C. Psychology of Participation in Financing Schemes

Barangays are willing to participate in schemes which require them to invest
their hard-earned and scarce monetary resources as long as they can see that bene-
fits redound to them. Thus, although during the initial survey ascertaining willing-
ness to participate, the socially desirable answer of “yes’ was given, in the imple-
mentation they were cautious in paying their dues. This was manifested not only in
the difficulty encountered in collections but also in the decrease of amounts they
decided to contribute for the scheme compared to higher amounts signified in the
survey (from tive pesos to mostly one peso).

It would seem that they wanted an assurance that their money would be pro-
perly used and that they stood to gain something from their investment. At most
at the start, they gave token amounts whereas subsequent fees were more  difficult
10 collect. Once they perceived tangible results, such as an operational botika, they
were more willing to embark on other enterprises. This happened in the case of
Bololacao wherein a spin-off effect resulted in additional fund-raising schemes. At
the time the project terminated the lead mothers were considering other plans to
generate a health fund. In Bucaya, the residents were also prepared to explore other
financing possibilitics, an attitude contrary to their initial reluctance.

The use of raffles was also appealing not only because of its single payment
structure, but also because the orobability of winning a prize was real enough. In
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Maribuyong the high collection rate is attsibuted to the fact that the raffle served as
an incentive, which consequently sped un payments. The same effect held true in
Retolacao as shown by the case with which the lead mothers were able to dispose of
tattle tickets.

On the other hand the fiest survey reveated the dis nelination of the residents
i theades of paying cither fees o o requiar salary to the barangay health worker.
Sebariey of workers were vieved Sy e preponeadn ity of 1he qover mient ln g sense
while there were many advantages of waorkang within PHSH barangays, o disadvant-
age, especially i relation to binancing, wae that prople wete decustomed to getting
free services from the BHW, free water and samsitation systemsand g small barangay
development fund to work with, Consequently the peapte did not teel the same
degree ot urgency about orgaiizaing and putting up money for healith projects as
might have heen the case i underserved areas whete services are not as casily avail-
ables Thes may be an impetant consideration for those who e selectingg sites to

inteate health core financmg schemes,.

D. Community Participation dand Leader:hip

1. Community participation s best easured when adecuate orientation, pre-
paration and orgamization are directed towards the communities. This would be a
distinet phase i the sevelopment ot community-based financing schemes and be
catetully planned tor, ance ity later bhenehits are farreaching, In tne study, the
resedrchers assumed that bong PUSH Barangays, o certain level of organization
diready exeted, However this could Bave been better strenythened in some of the
DATANdy wherem passivity of the tosden s v noted

20 The orgemzationa! stucture which emerqged i each community for the
rmplementition of thew reapective projpet, constituted the core qroup upon whom

e e e ol thae pap et poca o more activeis falt Th GO e
however, may stand a o distinet ey with power and prestige that may accentuate
stranibication ot the baranga, fevel and mbebnt participation, unfess adequaie mea-
swres Lo consciously and regutaly commumnmcating with the bess visible regidents are
e tituted

3. A project which receves the attention and recognition of tocal officials
preferabiy of soveral tieron the taena Wil have mone chance, of shtatung the
support of the barangay residents and henen more hkely to succerd. This is more
so in the Philippine rura’ areas where prople are sl more suthor it ian in orenta
ton and resnond to percerved expectation of those in nositions of authornity,

4. Different leadership Styles were observed in the six experimentai bi.
rangays. In most baranqgays, a local peraon from within the care gronp dentibiable
s the one who assumed responabihity Yoo the conduct of the pioeet The more
vecesstul leadership style way that wh i developed/enconged shored feadership,
i was the case in Bololacao, Bueya, il Manhuyong where soendoa! loaders
smergods the barangay captain’s wile, the barangay captain’s hueband, and the
HHW Yot ter group of lead mothere vy eharactenzoed by artve panhcipation

98



and dynarnic involvement which interacted effectively with their leadership style.
in Tastasan, the barangay captain was clearly the leader for the project, but due to
his more paternalistic style he engendered the residents’ dependence on himself
which in the long run was adverse to the development of self-reliance in the com-
munity.

5. In two of the barangays, difficulties with the schemes developed when the
leader encountered personal problems. The capability of the communities to cope
with such inevitable disruptions depends on the level of organization and the degree
to which leadership has been developed among the other community members.

E. Lead M~thers and Health Workers

The project demonstrated that the lead mothers themselves could be mobil-
tzed *Lr the provision of basic health services (environmental sanitation campaign,
health education, oral rehydration therapy, record keeping) with increasing com-
petence provided that appropriate traming and support are given them. The lead
mothers involvement is thus contingent on the amount of supervision, the attitudes
and enthusiasm of the basic health providers such as the municipal physician, mid-
wife, barangay health worker. In certain mstances, the lead mothers enhance the
task of midwives by dightening their burden and carrying out tasks within their
capabilities. On the other hand certain health providers feel that the lead mothers
infringe on their activities Careful recrurtment of lead mothers need 10 be exer-
cised. When they are recruited from among the recipients themselves, local capabili-
ties and skills for health are devetoped and immediate response to daity operations
of the project are better elicited, However willingness to serve and time availabitity
for the project should be among the more impor tant considerations. In the project,
a major deterrent 1o the adequate performance of the lead mothers was their in-
volvement in outiide activities, Income-qenerating tasks in Milleza prevented their

effective pertormance and rosulted in bigh attrition rates.

F. Botika sa Barangay/Emergency Loan Fund

Thu demand for diugs 15 assumed 1o be substantial considering that this need
was articulated by a majority. However, ettorts to increase awareness of the drugde-
pots” existence should be exerted i order to maximize sales possibilities. Moreover
certain aspects of management should be attended 1o if viable operations are to re
sult:

1. There is a need for a more solid basis for ensuring profitability of the hoti-
ka. Replenishment, for instance, should be approached on a more systema
tic basis. The more successful botikas had a simple basis of mark-up, by
pricing drugs slightly lower than those prevailing in poblacion drugstores
Close monitorirg of poblacion prices enabled them to adjust prices at the
barangay vis-a-vis current levels, This crude method would later have to be
better rationalized in order 1o consider actual costs of operations at the ba
rangay level, as this may differ from those of poblacion botikas.
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2. In two botikas (Milieza and Badiang) low demand levels may be largely at-
tributed to the inability to replenish supp'y. When replenishment is not
responsive to stock balances, customers are turned away leaving the
iipression thet the botika is an unretiable drug source and eventually re-
sulting to decreased patronage,

3. Timely repayment of credit is crucial to sustained botika cperations. In
Badiang where the time lag for such payments was relatively long {a month
or sc) replenishment was delayed. Unless capital 15 increased to a level
which can sustain credit payinent delays without affecting stock availabili-
ty, credit, which is almost inevitable in poor commumities, will necessarily
hamper operations.

4. Recording of sales and inventories have to be kept simple but adhered to
strictly. Individuals with less years of vducation had a more difficult time
maintaining records and found the routime burdensom:,

5. There is a need to re-educate the community on the effective but mnexpen-
sive drugs. Residents were observed to be selective about the brands of
medicine purchased, resulting in a broad spread of limited capital,

6. The botikas may want to vxperiment on the gianting of neentives 1o the
depot manager, a suggestion which e nerged i ther botika contference, to
see what effect this would have on the viability ot operations,

7. In Maribuyong, the amount collected for the emergency loan fund would
not he enough to cover the needs of the reardents There s g need 1o keep
up this resource to give the community a teeling that there would be back-
ap when the need arises, 10 was noted however that the community woutld
seek other sources priar to utihzing these funds,

5. Role of External Agents

The PRICOR staff and the support of NEDA PUSH fretd monitos ., pPlayed a
crucial catalytic role not only m the laying of ihe groundwork for the propct but in
the superviston and monitormg of the implementation. The extent 1o which the
~vents that tanspired dunng implementation are attributablie to the presence of
these external agents rather than 1o real outcames of community concern for hedlth
care s difficult to deternine. Similarly the convnuity of the project atter the otiif
severes its ties from the community will be Ut 1o the test. Inanticipation ol poss
ble dislocation that may b created by thew withdiawal, the staff conducted g
meeting with the core group to discuss measures {or sustaining the project. A feed-
back session was likewise undertaken to appraise comimunities of the research tind-
g and to share with them the lessons learned in the study.
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Table 22. Monthly sales of Botika sa Barangay in 5 barangays {in P)

TASTASAN
MONTH {BUENAVISTA)

1983
August -
Saeptember 68.10
October 29.95
November 44.30
December 65.10

1984
January 78.60
February 69.00
March 83.65
April 31.55
May 109.16
June 89.30
July 104.30
August 163.40

TOTAL 936.40

August
September
October
Novamber
Decamber

1984
January
February
March
April
May
June
July
August

TOTAL

TASTASAN
{BUENAVISTA)

BALCON
MILLEZA
(JCADAN)

BUCAYA BOLOLACAO
{SAN BADIANG (NEW
JOAQUIN) (ANILAC)  LUCENA)
165.75 - -
67.65 - -
238.65 - -
240.00 - 4.50
168.30 131.76 80.20
264.55 108,70 80.45
323.25 27.75 29.70
276.55 237.25 186.20
430.8C 154.65 183.50
242.60 74,30 142.35
381.65 181.95 268.70
374.00 176.10 209.50
465.80 41.65 136.25
3.639.55 1,132.10 1,321.35

BALCON BUCAYA
MILLEZA  (SAN
(JORDAN)  JOAQUIN)
- 37.09
6.51 20.12
14.60 40.04
10.04 32,70
5.31 21.62
10.09 28.88
917 46.43
7.89 41.23
14,09 71.67
13.44 34.05
8.95 67.83
9.15 - 4814
11.30 77.22
120.54 567.02

—— s ————— e

BOLOLACAO

BADIANG (NEW
(ANILAO) LUCENA)
- 1.50
24.88 13.85
23.08 8.19
4,55 6.66
2153 12,96
26.19 32.89
21.84 27.05
44,98 49.32
36.72 40.98
177 26.50
210.54 219.90




Table 24, Statement of total working capital, total sales and total net profit
for the period covering August 1983-August 1984

(inP)
BALCON  BUCAYA BOLOLACAO
TASTASAN MILLEZA  (SAN BADIANG (NEW

PARTICULARS
(BUENAVISTA) (JORDAN) JOAQUIN) (ANILAO} LUCENA)

Total Working

Capital 434.00 419.00 548.00 306 717.00
Total Sales 936.40 554.77 3,039.55 1,132.10 1321.36
Total Net Profit 176.89 120.54 567.02 210.54 219.90

Generating
resources for
the Botika
sa Barangay.

e XIRE
BOTICA
SA BARANGAY




Table 25. List of herhsand their uses
(Barangay Maribuyong, Duenas)

Harbal Plants

Uses

1. Alusiman

2. Kasla

Alibhon
4, Loko-loko
5. Adgaw

Herbal Santa
Maria or artamisa

7. Herba Buena

8. Dama de Noche

9. Atiotes

10. Kalachuchi
11. Himbis-himbis
12, Bugnay
13. Mostasa

14, Mansanilla
15. Ahos (garlic}

16, Kalawag
17. Manunggal
18. Malunggusy

19. Buyo

20. Lampunaya

21. Ginger

22. Kamantigue

23, Organo

24, Amargoso or
Ampalaya

25. Lagundi

26. Tanglad

27. Pasavs

28. Huya-huya

29. Guava

30. Starapple
31, Sensansoy
32. Mada de Cacao

Hemorrhoids, toothache, urinary
infection
Hemorrhoids, sprain, headachs

Bad breath, insect bites, eczema,
rheumatism, skin diseases, amenorrhea,

Dysontery, wounds, stomachache

Bari-beri

Swalling, bruises, eczema, parasi-
tism, stomachache, TB, cough, sore
throat

Insect bites, asthma, fever, head-
ache

Asthma

Favar, swelling

Sprain

Fever; toothache

Fever; Headache

Fever, rheumatism

Fever, Amenorrnea

Hypertension, fever, insect bites,
chilling

Skin diseases

Skin disaases

Wounds, toothache

Kulibra, headache

Bruises

Bruises, swelling, sore throat

Sweeling of nails

Burns

Wounds; cough

Rheumatism
Toothache
Headache
T8

Hemorrhoids, skin diseases,
wounds, diarrhea

Diarrhea
Diarrhea, stomachache

Skin dissases
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Table 26. Performance on the various health financing schemes

Target Actual Amount Collection as
Barangay Amount Collected % of Target
(P) (P)
Milleza 732 419 57%
Bololacao

Membership 531 427 92%

Monthly 2,124 290 14%

Others - 2,330 -
Badiang 830 306 37%
Tastasan 1,440 234 16%
Maribuyong

Flats rate 1,070 990 93%

Taxation — 96 -

Bucaya - 368 -

A community leader explaining the machanics of the health care program.
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Table 27. Flat rate contribution of five barangays: Amount, percentage of target
number and percentage of contributing households
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VI, EVALUATION OF OUTCOMES

The second part of this report dealt witih formulation and implementa-
ton ol alternative tinanaing steategies for the provision of basic health care
0 e batangays an Hodos The major sebemes selected wore the maintenance
ot the hotica <o barangay through o fixed monetdary contribution {(approxi-
mately PUoper household poe maonth), the donations of services through the
wentihication, traomog, and monitonng of the lead mothers, and other fund.
Fairg aetvitios,

An added interest in undertaking this project stems from the evaluation
of autcomies - the immediate and intermediate uHects ot the program on the
hoealth secking betavior and expenditure pattern of the community,

THE CONCEPTUAL PARADIGM

A conceptual paradigm By, 1) was devised which partitioned the
vinihle it three major componentsy: the determmants, the scheme selected,
and owtcames Sobnamed andor cach headimg were the vanaus indicators that
could attoct the subsequent otage where the corununity vanables determine
to 1 qreat extent the appropiate strategy for health binancing which in turn
coutd aticct the outcomes i tenms of heatth seeking behavior and expendi-
e pattern, The Bt two elements determinants of schomes and selection,
planting, and implementation ol setectod strateqres were analyzed ade-
quately in the tirst two phases of this report. This thind phase deals mainly
with autcames Speciticatly, the ‘o fawmg questiones are addressed:

o Has there heen a change i the health soekang betoyion i the come
muteties studied e tesalt ot the introduction of e financing
sehemes ? What v the pattern of the change? o the selection
ol the Lealth wervice provider, the notgre ot preventive seryices
practces? atttude toward the carrent weevice provider,?

20 To what extent s the health expenditure pattemn been atfected
by the anpute? Inowhat spectic health expenditure area was the

changu signibicant?

do What were the aimmadiate outcomes n terms of health status
chanres in the study communiios?

DATA SCURCES

Phe evaluation of project outcomoes makes use ol two data sources:

(1) the recard koeping system (RKS) which was formulated for the PUSH
montanng, and {2} the survey (pre and post-implementation) nf all house-
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holds in the study communitiss, In order to attribute whatever changes acerus
Ing to the community to the Hnancing schomes par sa, control communitios
were selected for timo series comparisans in the Record Keoplng Systom,

The Record Keeping System (RKS)

In late 1882, with thu pressing nuud for the measurement of the impact
of the Panay Unitled Survicus for Hualth (PUSH) projuct which was nuaring
its fifth year cf opurations, n now rocord-kouping system was dovisotd whigh
compiles in one form the health program inputs, heatth-sesking indicators
and outcomus. Tho record delintutes all thuse variables on a monthly bhasls,
For each household, two forms wore kept by the Barangay Health Workor
(BHW). The first procuros basoling information on the hausshold GoMpesi
tion as well as vnvironmontal sanitation facilitios and is updated at the boyin:
ning of vach year. Thu second torm is dichotomized into heatth nputs and
outcomus. The first part obtains information on the snvironmental sanitation
tacilities (toilets, wull, wte) immunization status, tamily planning status,
nutrition, food production and lactation pattorn, The sucond part portaing to
vital events (illness, duaths, births), migration and health axpenditie, Such
household avents could bu Hnked with program inputs 1o assesy the extont to
which intervention affects outcoma,

The utilization of the form s as follows;

1. The population at risk whiche would surve as thy denominator of
ratus could be duterminoed from the housshold record.,

2. The houscehold coverage (utilization ratas) of the BHW's for spacl.
tic survicus can bu quantifiod,

3. Targuts for specitic inturvantion aras could be identifiod,

4. Changus in preventive bealth activity within the housshold can by

monitorued,

Causal inference on the program alforts and offects can e matda,

6. A holistic apprroach to the measutamont of changas in haalth status
can bu utilized through tha identitication of the relati+e aftects ol
the various inputs,

[$2]

The Survey

In March 1984, a sutvey was conductutd hy PRICOR in the constitunnt
households of the six study barangays. Spucitically, tho sutvay almad at olicit
ing the following intormation:

1. Socio-economic characteristics of the households cnnnitullnu the
study barangays.,
2, Incomu and expunditure pottern with particulat amphasis on ox.
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penditure for health care.

3. lness pattern, management and health resource utilization.

Perception and attitude towards health resources available.

5. In the pre-implementation survey, information was sought on the
possibility of participation in health financing schemes, area of
participation, mechanism for soliciting the barangay cooperation,
and present involvement in income generating activities, After
the program implementation, a post-project survey was under-
taken with essentially the same questions as the pre-implementation
survey. However, a block was incorporated inquiring into the aware-
ness of the PRICOR project, the nature of participation in the health
schemes, the amount of contribution, donation of services, utiliza-
tion of the schernes, and suggestions for improvement of the

o

schemes.

METHODOLOGY

In reviewing the records, a time series analysis was planned which will
examine, on time trend basis, changes in health program inputs as well as
in health status in the study barangays. For comparative purposes, control
barangays were selected to determine if similar changes which are not attri-
butable to the program accurred i thege communities,

The survey data are compared during the pre and post implementation
phase and changes documented i the attitudes, perceptions, and utilization
of specific health resources as well as the health expenditure pattern.

THE CONTROL BARANGAYS

Six barangays were selected as eontrols corresponding to the study
barangays. The following s the list of barangays:

Experimental Control

1. Fishing
Milleza, Jordan Nipa, Concepcion
Bucaya, San Joaquin Bularan, Banate

2. Farming

Bololacao, New Lucena Iniligan, Badiangan

Tastasan, Buenavista Barosong, Tigbauan
3. Sugar

Badiang, Anilao Batuan, Duerias

Maribuyong, Duefas Poscolon, San Rafael
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Description of the Control Baranga;:

Batuan, Duenas — Batuan has a total population of 1,117 and a total
number of 189 households. It is two and a half kilometers away from the
Poblacion and very accessible in terms of transportation A great portion of
the agricultural land is devoted to sugarcane and a smalier portion to tarming.
In fact, much of the sugarcane land is owned by oy cne family, Hence,
most of the residents of Batuan are sugar laboters, 1 wrgaent their income,
they also engage in poultry and hog raising. Houses 0 Haluan are scattered
and are made of both mixed and light materials. 1t has g clementary school,
4 newly-built health station, and chapel. Batuan o the control barangay
for Badiang, Anilao.

Poscolon, San Rafael - Pcscolon is located two kitometers from the
town proper of San Rafael, a municipality in the northwestern portion of
lioilo. It has a total population of 608 within 110 households. Poscolon’s
terrain is hilly which makes the land suitable 1o upland farming although a
generous portion is planted to sugarcane. Houses along the provincial road are
clustered while the rest of the houses are scattered. The most distinet feature
of the harangay is that most of the houses” roots are made ot cogon grass, The
elementary school situated in the Barangay Proper s the center cf activity
where most of the barangay residents converge. The health center is also
accssible 1o the residents smee 1 s strategicdlly focated along a crossroad
where 1t can service both those within the Barangay Proper and those houses
that are far. Poscolon is the control barangay for Maribuyong, Duenas,

infligan, Badiangan - Barangay Imligan is two kilometers away from the
Poblacion of Badianuan 14 municipatity i the central porthion of oo, The
biggest in terms of population and land area among the twelve PRICOR ba-
rangays, it has 227 households and a total population of 1,207. Houses in the
Barangay Pioper are clustered though there are sub communities of puroks
situated on a hitly portion that have houses tar from each other, Among the
facilities avaitable v the barangays are the barangay bealth center o day care
center, both tocated within the premuses of thew nublic elementary school, three
chapels (Baptist, Catholic and !glesia) and a multipurpose center. Iniligan 1s
basicatly a farming commumty though portions of the taned are utilized for
sugarcane. Aside from rice and corn. the people resort 1o crop rotation and
intercropping of root crops, ginger and gabi, coffec and cacao. Iniligan is the
control barangay for Bololacao, Nevs Lucena.

Barosong, Tigbauan - Barosong is eht Kitometers southwest of Tig-
bauan. It is separated trom the Poblacion and the rest ot the neighboring ba-
rangays by a wide river which makes the barangay inaccessible during rainy
season and bad weather. fand, although rainfed, is suitable to rice, con and
legumes. Aside from farming, Barosong is atso noted for its budding cottage
industry -- bamboo craft and mat-weaving. With a population of 911in 170
households, Barosong is a solid settlement. Houses are clustered along the
provincial 1oad and are made of light and mixed matenals 1 has a public ele-
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mantary sehool, o chapel and o very tunctional health cuntur, It Is the contra
barangay for Tastasan, Busnavista,

Bularan, Banate - Buiman s o tishing community and a solid suttiomon
whery houss hoth atong the main road and semhore are clustored, Heuses ar
80 nuat vach other that tiom alar it Tooks like A sqEatter aren, 1 has no public
slomentiary school nor o health station since the hatangay s tuss than o kilomuter
away from the Poblacion ol Banate Phetetore, the 179 housuhoids with a total
population of Q3 havie much accoss to the  facilitio attured by the Poblacion,
The major souree o inocme s fahing. People e Bulaten are eithr fishorman,
Hsh vendores of hah dealers, Bolaran s the control barangay for Bucayn, San
Joaquin,

Nipa, Concepaion Nipa by sitiared in ane ol the northern coastal tawns
of Hollo . Tty s Kdonme s, away from the town pnoper of Concuepcion and has
A tugygetd topograpbhy s Such teran mahes e harangay solatod hrom the rust
ot the world during tny atd stormy seasons, Hence, it can only bu reachod by
althor an hour's it o) by pumphoat fram the town Nipa s subdivided into two
sub=tommunities e apdand portion and the shoreting Maost of the population
arv concentrated along the seashore, Houses are nearer though scattored comparud
Yo thoxe i the upband portion, Nipa hay a public primary school, a hoalth station
did o chapel The nam source of imeome s tishing angmuntud by mat-wuaving,
copra and troit toes 10 oy 122 homeholds with o population of 635 and is the
control batangay tar Milleza Jordan

DATA ANALYSIS

Pre und Post impelemuntation Survays

Population Sise

Population size of the six exprrtmentat barangays suffered from duclings bet-
wittt thee haselne and post inmplementation surveys. There are Milleza with a dif.
ferenee ol 24, Bucaya with 674, HButing with 77, Tastasan with 62, and Bololacao
with 18 These deuieases are mamly attbuted to outmigration. Maribuyong expeti-
enced a stight increase from 533 16 549 a difference of 16 due to an excess of
births over deathe The prapeitionat contribution of males and temales to the total
population remained basteatly similar .

Age Distrituition

Except i Hololseao where the average age slightly declined (26.8 to 26.4),
the average ages v the other Larangays experienced slight increases {(from 23.6 v
25 years in Millezis, 27 310 277 vears in Bucaya; 26.4 to 27.2 years in Maribuyong;
23.9 10 241 years in Badiang; 23.2 10 23.8 years in Tastasan). The percentage of the
preschoolers (less than 6 vears of age) slightly increased from 18.4 ta 19.6 in Mille-
72; 16.3 1o 16. 2 in Bucaya; 14.8 to 182 in Maribuyong: 17.8 to 18.9 in Badiang;
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19.7 to 21.6 in Tastasan; and 19.1 to 21.2 1 Bolotacao Howaver, these changes
have been slight to merit concern,

Educational Attainment of Population 10 yrs Old and Ahove

The improvemt in the edacationat lpvel of the hoosenoid bead moetiectod
in the lower percentage with Juss than promary education oo the second survey
and o corresponding increase i the proportion ob thoawes aderinediate and high
school cducation,  In certamn instances such a0 Mo, ong and Bololacao, an
increase i the pereentage of college educated heads wa noted from 9.0 1o 14.0
percentin Manthuyong and from 12 4 1o 14 7 percent oo Bolotatao

Occupation of the Population 10 Years wnd Ovar

A st the occupationdl structuee of the poputation wie noted whore:
i there was anomervase 1 the proportiion of housekeepers Ono e othme hand,
o reduction an the percentages of farmers and fishormen fram 271 10 2001 parcent
i Mitteza and from 127 10 140 purcent i Buciayd wiere noted, and ineroases ol
20.3 to 214 percent i Manthuyong, 23 1o 2 85 peorcent m Badiang, 7.7 to 0.8

petcentin Tastasan; and 9.4 10 10 pereent i Bolotacao.

Family Type and Average Family Slzo

The percentages of households that are noctoam o chatactur tange trom 7.1
percent i Bololaciro to 81 percent i Badang and Tastasan, Nueatly o thod ol the
hooseholds i Boloalacoo and Bucaya exbulnt the oxtended amily system The ave
rage fanuly  size remamed vertically the wcame for the extended housoholds
Tastasan which showed o dechne from 7 1o b oand Bololacao which manitested
moncrease frome G oto /0 The average Tannly aze was O The tmbier of househaolds
Aoewase decreased hetween the basehine and the postamplementation aoveyys by
Gon Midlezs 10 0 Bucaya, 6 m Manhayong, 11 m Badng, 10 0 Tastasan, and
13 Bolotacao

Income and £, senditure Pattern

There has been an omerease o the medan income between the baseline
and post implementation surveys, Hos not known whether this s d el change
or a seasonal observation resulting from the sale of farm produce. Htowever, in
creases in median expenditure exceed the increment in median income. The in-
creases in median income ranged from P710 to P2,175.53 while the increases in me-
dian expenditure ranged from PG04 to P2,351.45. The highest incierent in income
was reported by Maribuyong (P2,175.53) followed by Tastasan (P1,886.36) while
the highest increase in median expenditure was observed in Badiang (P2,351.45)
followed by Maribuyong (P1,895.65).

Food takes the highest share for the househaold expenditure accounting for
close to or more than half of the total expenses. Medical care only takes less than
10 percent of the total. The proportional allocation of expenses for medical care re-
mained stationary during the interval. Itis only in Bololacao where there was a rise
fram one to six percent duting program implementation,
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lliness Pattern

There has heen a trend toward a decline in iliness incidence but attrib
tion to the program is not definitive,

Respiratory illness accounted for the greatest porton in marhidity of th
preschoolters folowed by unspecified causes (fever, headache, ete.). Despite th
relative magnitude of morbidity by cause, thete has been a decline in the number ¢
cases in September. The baseline survey was conducted in the early part of the yes
which is characterized by a high prevalence of respiratory infections. The season:
nature of these illnesses might account for the recuction in their magnitude be
ween the two sutveys. The same pattern prevailed for the older household member
and the same decline in discase magnitude was observed. Again, the seasonalit
factor is not to be discounted.

lIness Management
Majonty of the households tesort to home remedies pror to outside con-

sultution Except for Bucaya, where the peteentage declined from 98.9 1o 95.7

prreent nciecae were notediin the households of the other barangays

Table 28. Percentage of households who resort to home remedies

Barangay Baseline Post
Badiang 96.9 97.2
Bucaya 98.9 95.7
Bololacao 89.6 95.4
Maribuyong 96.1 98.9
Milleza 92.7 98.0
Tastasan 96.0 96.6
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Table 29. Distribution of the population by sex, pre and post implementation surveys

BASELINE POST

MALE  FEmALE  ToTAL MALE FEMALE  TOTAL

NOO% 0N % N % NOO% N % N %
MILLEZA o —_300 47.2_0—__-;3—5__;2_.;0_-_;3.;3_~;0_0._0-(-) ————— ;9—5_-48.30 316 51.70 611  100.00
BUCAYA 471 5040 464 43.60 935 10000 438 5020 434 4980 872 10000
;;;:B_U_Y_O_N—G ________ 2_7_0__5_0_.7_0———_;(;_:‘i—~4_9_.3_0_-—5—3—3_—1_0_0._0; _____ 2_9_8—-5—2‘.60 26_0 47.40 549 100.00
;;;IANG 48_3—_;9—.(;0____;0—53—-5_1-.(;0-—_9_8—6‘—;0_(;0;_ 450 4950 ;5_9 50.50 909 100.00
TASTASAN 397 5240 361 4760 758 10000 315 5188 201 48.02 606 100,00
BOLOLACAO 347 48.50 465 5150 902 100.00 425 48.08 459 _‘3—1-.92 884 100.00
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Table 30. Distribution of the population by age, pre and post implementation surveys

BOLOLACAO
Post Bamline Post
N ‘ N % N %

0 - &6 117 18.4 120 196 143 153 1al 162 79 148 100 182 176 178 172 189 149 19.7 131 216 172 191 187 212

7 - 19 214 337 204 334 305 326 29% 334 174 326 170 311 332 337 328 36,1 241 318 205 338 261 289 267 302
20 - 49 222 350 208 340 323 345 280 321 190 356 186 338 363 36.8 308 335 281 371 202 333 309 343 280 36
50 & Above 82 129 79 129 164 175 160 183 90 168 93 169 115 s 101 111 87 115 68 112 160 17.7 150 17.0
TCTAL 635 1000 611 1000 935 1000 872 1000 533 100.0 549 1000 3986 100.0 909 1000 758 100.0 606 100.0 902 100.0 884 1000

X Aps 236 25.0 27.3 27.7 26.4 7.2 2319 24 23.2 237 26.8 26.4

Table 31. Percentage distribution of population, ten yrs. old & over, by highest educational attainment

BUCAYA MARIBUYONG BADIANG TASTASAN

32
Gradel - 4 342 301 248 197 193 153 282 244 26.9 248 224 191
GradeS - 6 e 406 330 357 350 363 318 360 328 36.8 303 293
HS. 1 - a 116 178 158 227 232 224 193 203 196 193 217 236
H.S. Graduste 33 3a 90 57 88 94 33 48 53 56 71 7.1
College 1 - 4 26 22 49 41 66 91 70 56 70 6.1 52 6.8
Colisge Grad 05 0s 6.4 57 24 49 50 42 29 2.8 7.2 7.4
Voc. Graduste 07 06 25 16 20 02 17 V7 18 14 36 34

100.0 100.0 100.0




Table 32. Percentage of population 10 years & above by occupation

Farming 156 103 81 66 203 214 23 27 17 9.6 9.4 10.0
Fishing 116 9.8 96 75 00 0.0 0.0 0.15 0.0 0.0 0.0 0.0
Laborer 57 59 13 106 6.1 66 19.0 308 14 8.0 6.3 17.4
Vendor 24 02 1.7 16 00 0.0 23 03 0.2 0.0 11 1.2
Profemsional 04 02 34 20 34 22 23 26 0.9 1.4 37 4.0
Clerical 37 0.0 10 15 20 00 21 08 15 0.0 14 1.0
Housekeeper 19.9 23y 249 245 205 244 130 203 221 242 234 264
Unemployed 6.6 13.0 6.7 18 13.2 143 6.6 a4 182 173 6.1 45
Students 243 241 270 269 32,0 26.9 383 271.3 27.6 26.4 28.9 225
Othen 938 125 16.3 108 25 4.0 141 10.6 18.4 125 9.7 8.0
ToTAaL 100.0 100.0 100.0 100.0 100.0 100.00 100.0 100.0 106.0 100.0 100.0 100.0

Table 33. Percentage distribution of households by family type and average family size

PERCENTAGE

MEAN FANMILY SI2€

NUCLF AR

EXTENDED NUCLEAR EXTENDED

Baseline Post Basetine Post Baselne Past Baseline Past

MiLLEZA BOQ 7 w2 ’ b (S L R
BuCava 6727 3 a 30N A B2 51 B o
MARIBUYONG 89 3 R 107 226 51 H o [ 6h
BADIANG %3 R09 a7 191 61 60 o6 (3
TASTASA 8070 809 198 140 55 56 LG ERd
BOLOLACAO LAR] 671 JB e 320 52 52 H6 67

- Lo -
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Table 34. Average income and expenditures

DiFbERENCE T T O MRE DIFFERENCE
IN MEDIAN POST IN MEDIAN
INCOME  m T T T — oo ;d:a_n‘___ﬂ_h—d—l:n EXPENDITURE

MILLEZA 327000 2739 50 5880 6% 344950 71000 4736 63 4499 50 184091 0
BuCava 4842 32 347318 HY2E 7 4307 19 1332 0% €260 25 5131 08 1843.12 163
‘MARIBUVONG 3897 35 2657 30 6308 78 4832 83 217653 3897 50 PHO3 HS H651 05 2699 50 1895 65 97
BADIANG 6834 34 €322 83 7785 1 7408 &9 1074 76 6151 319 L5828 7006 98 7934 28 2351 45 147
TASTASAN 453C 00 3863 143 6788 76 574950 1386 36 L5316 82 4058 L¢ £028 43 5264 21 605 62 2
BOLOLACAD 4870 75 4191 80 7287 09 £h41 17 1333 37 467315 4002 M 6752 75 5207 B3 111574 .

*BUCAYA N Should b+ 164 But one 1s NAP
“*BOLOLACAO N 153 tor INCOME 2 NAP
N 154 tor EXPENDITURE 1 NAP



Caonsultation for Curative Care

In Milleza, prior to project implementation, traditional healers were often
consulted with a magnitude of 26 percent for respiratory illnesses and 30.4 percent
for diarrhea. This was followed by the private doctor and the barangay health
worker. After the program implementation, traditional healers remained the leading
person consulted but the percentage utilizing their services declined to 18 percent
for respiratory infection and 22.2 percent for diarrhea. Lead mothers were consult-
ed by 5 percent of all househoids. It has been noted that the utilization of lead
mothers was rather low — less than 5 percent rxcept in Bucaya where 17 percent of
the households used the lead mothers for diarrhea management, possibly the oral
rehydration therapy. In Bucaya, Badiang, Maribuyung, and Tastasan, the private
physicians remained the service provider of choice. Except in Tastasan where the
use of the traditional healers for respiratory infection increased from 5 to 7 per-
cent, the other barangays manifested declines in traditional healer utilization (for
example, for respiratery infections the shift was from 26 to 18 percent in Milleza;
8 to 5 percent in Bucaya; 15.8 to 15.1 percentin Badiang; 13 to 12 percent in Mari-
buyong; and 11 to 7 percent in Bololacao). For gastrointestinal infections, the
reductions were from 30.4 1o 22.2 percent in Milleza; 38.1 to 12 percent in Ba-
diang; 36 to 6 percent in Maribuyong and 18 to 9 percent in Bololacao. There was
also a decline in the utilization ot the Barangay Health Worker (BHW) - 17.8 to
5.9 percent in Milleza; from 5.8 to 1 percent in Maribuyong; 6 to 1.1 percent in
Tastasan; and 4.7 1o 3.7 percent in Bololacao in case of respiratory infection. For
gastrointestinal infection the reductions were trom 30.4 1o 22.2 percent in Milleza;
38.1 1o i2 percent in Badiarg; 5.7 to 5.8 percent in Maribuyong; and 18.2 10 8.6
percent in Bololacao. The farge shift to the use of private physicians in Bucaya,
Badiany, and Bololacao for respiratory illness and in Milleza, Badiang, Maribuyong,
and Bololacao for gastrointestinal ilinesses was notable.

Perception of the Cost of Medical Services

After the implementation of the project, more barangays felt :.:1t the cost of
medical services was affordable (70 percent in Milleza, 51 percent in Bucaya, 55
percent in Badiang, 53 percent in Maribuyong, 48 percent in Tastasan, and 60 per-
cent in Bololacao). On the other hand, trom 23 to 43 percent of the households
in the study barangays perceived these costs as high.

Trends in Expenditures for Medical Care

The rise in doctor’s fees was observed in the median expenditures before and
after the survey. While the average doctor fee ranged from P33 to P56 in the base-
line survey, this rose to a range of P43 to P91 post implementation. There was no
marked increase in the tees for traditional healers in the six study barangays. The
same was observed for midwives. A notatie drop in the expenditures on drugs was
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observed — from P48 to P40 in Milleza, from P73 to P48 in Bucaya, from P96 to
P75 in Maribuyong, from P82 to P66 in Bolotacao.

Health Needs Perceived b y the Community

A marked shift in the perceived health needs was noted during the survey
interval. Whereas the lack of sufficient water and available drugs was expressed as
major health concerns of (he community, the proportion of households who mani-
fested this concern during the post survey was reduced considerably. In fact, a large
percentage of households didin‘t perceive further health needs.

While drugstores are considered drug depots, there has been an increase in the
utilization of the Butica as Barangay except in Bucaya (9.1 percent). The figures
were 252 percent in Badianqg, 46.5 percent in Milleza, 42.5 percent in Bololacao,
27.2 percent in Tastasan, and 56.7 percent in Maribuyong.

The Record-Kzeping System

In analyzing the data hased on records, comparisons will he made between
the experimentyt barangay and 1ts control in terms of trends in environmental Sani-
tation status, fapuly planning acceptanee, lactation and amenot hea, illness pattern,
fertility and moztality. The purpose of such comparison iy 1o demonstrate secular
changes in heabrn nputs and outcomes and incrermental effect of the project on the
health seeking hehavior and e senditure pattern.

I. Badiang vs Batuan
Solid Waste Disposal

There were 184 househalds in Badiang compared 1o 209 in Batuan. Initially
in Badiang, 66 8 percent of the households disposed ot solid waste by burning and
burying and 30.4 percent uoed the compost pit. Over time, the percentage of house-
holds that used the fompost pitancreased 1o 41 8 percent and there was a concom-
mitant dechne of the percentage of households huraing and burying their solid
waste 1o 55 percent The use of the dump levelled off at about 3 percent. In Ba-
tuan, initially 94 percent of the households, wete burning and burying their waste.
Over the 12.month penod of the study, the percentage was reduced to 12.4 percent
in August. On the other hand, 3 puercent of the househalds in September used the
compost pit and this increased to 86§ percent by Augqust,

Liquid Waste Disposal

Aver the 12-month period of the study, there was no substantial change in
the percentage of households according to their liquid waste disposal. About 28.3
percent in Badiang used the blind drainage; 66.8 percent the open field and 4.9
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Table 35. Distribution of annual expenditures, in percentage

MILLEZA BUCAYA
N Ba- N Post N Bam
ling line
Food 109 63 101 70 172 65 163 Ja 146
Housmng 107 8 101 6 17 5 81 6 143
Ciothing 9% 7 2 L] 117 L] 103 5 123 6
Education 65 8 63 8 m 7 108 8 98 8
Madical Care 101 7 n L] 135 6 " 6 84 6
Othans 105 7 101 8 174 n 161 7 145 8
Madian 2659 44995 3288 5131.08 3582 48995
Mean 23967 4787 4644 8260 6051 5551
n 109 101 174 183° 158 147

98
73
92
a7

TASTASAN BOLOLACAO
N N N
fine
129 120 61 154 51
125 119 152 8
102 8 186 5 ] 109 8 7
87 7 79 7 8 99 8
102 6 82 6 1 74 L}
- 8 120 8 17 152 "
4659 5264.21 $207.83
3011 6028 6753
13 1”21 154

*N’s may be lem than househoid number since some HH reported no axpense.
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Table 36. Illness pattern of the population 0-6 years of age

(No. of Cases)
MILLEZA BUCAYA BADIANG MARIHUYONG TASTASAN BOLOLACAD
Post Baseline
RESPIRATORY 169 40 9N 87 94 87
GI/DIARRHEA 23 6 i5 10 20 18 15
MEASPLES/MUMPS 15 - 2 2 3 5 12
OTHERS 75 21 a5 s 118 27 a

n 518 491 792 733 810 732 a54

Table 37. lliness pattern of other household members

{No. of Cases)
MILLEZA BUCAYA BADIANG MARIBUYONG TASTASAN 8OLIOLACAOD

Baselmne Posnt Bawehine Post Bawline Post Baseline Post Baseline Post Baseline

RESPIRATORY 86 45 60 51 100 52 29 47 77 46 94 64
GI/DIARRHEA 18 3 1e 5 9 7 13 a 20 3 19 7
MEASLES/MUPMS 15 3 S 2 14 6 9 5 18 13 3 4q
OTHERS v 4 B 6 13 13 6 ? n 14 16 14

n 17 120 143 141 176 172 79 100 149 n 172




Table 38. Percentage of HHS consulting specific health providers (for respiratory illness)

et

MILLEZA BUCAYA BADIANG MARIBUYONG TASTASAN BOLOLACAO
Baseline Post Basetine Post Baseline Pott Baseline Post Baseline Post Basuline Post
RESPIRATORY:
Private Doctor 183 1529 € 446 '8 3288 332 1782 q19 16.28 131 154
Gov't Doctor 18 2395 <0< 35 128 322 as 495 209 4.65 159 86
Shidwde as 824 23 53 242 616 261 930 al 465 168 28.4
BrHw 178 5 B8 15 20% 58 098 S8 116 47 3.7
Tratiional Healer 260 17 65 77 48 158 1507 130 1188 47 698 1.2 7.4
Lead Aather an 31 068 - 22 349 06
Table 39. Percentage of HHS consulting specific health providers {(for Gl/diarrhea)
MILLEZA BUCAYA BADIANG MARIBUYONG TASTASAN BOLOLACAOQ
Bumline Post Basline Post Bamline Port Basline Post Basline Post Bemline Post
GUDIARRHEA
Private Doctor A I 22 267 167 asn 220 e 294 524 500 136 39.13

Gov t Doctor N 332 LRI 1121 a0 118 48 227 -
Michwate 44 N 133 233 120 143 206 48 - 9.1 26.1
BHW 131 1 71 - a8 - 9.1 -
Traditronal Healer 304 2222 - 1 381 120 37 58 - 25.0 182 8.6
Lead Mother - 157 40 - 29 - - - -

n 109 101 172 164 158 147 103 97 131 121 168 1585
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Table 40. Perception of the cost of medical services (in percentage of households)

MILLEZA BU(_:AYA BADIANG MARIBUYONG BOLOLACAO

Baseline Post

HIGH 28.4 22.77 46.0 42,6 32.0 38.77 29.8 40.2? 67.3 41.32 26.2 31.6
Low 21a 5.93 109 6.1 110 6.12 15.5 7.22 59 | 10.74 10.1 84
AFFORDABLE 46.8 70.30 455 €1.2 57.0 55.10 41.7 52.58 25.8 47.93 63.7 60.0

DON‘T XNOW 37 0.6

d 43 He a1 35
Traditional Healers o8 > 26 27 28 27 25 26 38 50 28
Miowife Paltera 49 50 37 62 66 67 KA 30 55 27 30
Drugs‘Medicines 48 49 23 48 87 93 96 75 46 46 82
Hospitalization 125 87 125 224 225 324°* 87 25 156 750° =" 44
Others 24 40 27 34

OTHERS  dextrose, donation, fare, injection, x-ray, laboratory tests
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Table 42. Principal health needs perceived by the community

TASTASAN BOLOLACAQ BADIANG sucayYa AMARIBUYONG MILLEZA

Baseline Post Bawhne Yost Bawhne Post Hasehine Post Bawhine Post Baseline Post
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Lack ot Drugs 500 91 1L 600 102 550 25 394 92 .51.2
Lack et Foon 6.1 W2 19 69

Insutticient Atedical 36 -3 19 37 07 137 a7z G2 62 214 4.9

Sefvices
Others
NO resnone Q06

*NAP ais 922 336 829 84 871

‘NAP ~ Sufvey showed That those with NAP respor.se dov't perceive
any turther hed!th needs



percent, the river. In Batuan, 80.9 percent used the open field and 19.1 percent the
blind drainage.

Source of Drinking Water

Likewise there was no shift in the source of drinking water. Nearly half {47.9
percent} of the households in Badiang, drew their drinking water from the unim-
proved dug well, 22 percent from the improved dug well and 30 percent in shallow
wells. In Batwan, the unimproved dug well was the drinking water source for 55
percent of the households and the shallow wells by 41 percent.

Toilet Facility

In Badiany, more than half ot the households (54 percent) used the water
sealed toilets which remained in the same proportion over time. There was a rise
in the proportion of users of the Antipolo type of toilet — from 13.6 percent to
28.3 percent and a reduction in the percentage of users of pit privy {19 to 13.]
percent); cathole (8.7 to 3.1 percemt); and river (4.7 to 1.2 percent). In Batuan,
however, there are only two toile. services - water sealed (48 percent) and antipo-
lo (52 percent) - which prevailed over the study period.,

Immunization

The rate of immunization is rather low -~ in Badiang about 90.6 percent of
the children were not immunized initially. Fluctuations were noted, However,
it was felt that non-immunization remained at a high level. In Batuan, although
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initially a large number of preschoolers was immunized, they mainly got BCG
vaccines. Immunization with DPT and others remained minimal.

Family Planning Acceptance

It is interesting to note that in both the study and the control barangays,
the acceptance of family planning is focused on the less effective methods, parti-
cularly rhythm In Badiangan from January 1983 to May 1984, the percentage of
pill acceptors declined from 5.6 to 4.0 percent; rthythm acceptors rare increased
from 28 to 31.4 percent; condom from 8.9 to 11.3 percent; and ligation from 2.4
to 3.3 percent only. In Batuan, the percentage of pill acceptors remained at 3.6
percent and rhythm at 56.3 percent.

Weighing and Feeding Program

Both in the experimental and contro! communities, the extent of weighing
is very low so it is difficult to ascertain the nutritional status of the preschoolers
based on this program alone. No fecding program was introduced in the communi-
ties.

Food Production

Although the number of households with vegetable gardens remained the
same at 89.1 percent, the percentage of households with livestock and poultry rose
from 80.4 to 91.3 percent. In Batuan, all of the households have a vegetable garden
as well as livestock and poultry,

Lactation, Weaning and Amenorrhea

Lactation is prevalent and weaning is confined to gruel and solids — egg yolk,
bananas, camote, etc. About a fifth of the wives were amenorrheic in Badiang and
a third in Batuan.

lllness Pattern

Respiratory infections remained the major cause of illness, followed by fever
which may be linked to respiratory infection. A seasonal pattern emerged where
increases were noted in January, February and tapering off in March followed by
fluctuations in May and June. In Batuan, fever which may be linked to respiratory
illnesses account for a large number of cases. No seasonality in gastrointestinal in-
faction seemed to have emerged.

Health Service Provider

The 12-month recording of vital events witnessed a shift in the utilization
of health service providers. In Badiang, inSeptember, more than a fourth of the
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Table 438 HOUSEHGLD HEALTH EXPENDITURE PATTERN (IN PESOS)

OTHERS TOTAL HOUSEHOLD
DRUGS PRIVATE DOCTOR {Hospitalization, fares, HEALTH
BADIANG, ANILAO stc. EXPENDITURE
MEAN MEDIAN MEAN MED!AN MEAN MEDIAN MEAN MEDIAN
SEPTEMBER 94,09 47.79 2073 24.25 142.16 17550 132.64 48 45
OCTOBER 106.45 70.63 2850 18.83 105.50 219.25 139.78 38.83
NOVEMBER 706.28 4450 19.25 V7.7 22560 2725.50 11C.68 41,69
DECEMBER 6856 39.84 25 50 20.%0 226 .50 226 50 64.04 37.30
JANUARY 81.40 3561 2550 19.7¢ 200 50 250.50 13.70 35.76
FEDRUARY 46.33 31.08 29.70 2).00 22650 22550 39.01 28.41
MARCH 3284 24,50 1550 2050 - - 33.08 28.08
APRIL 34.88 28.07 2550 3060 - - 36.36 29.76
MA* 4514 29903 2083 18.60 - - 41.06 29.90
JUNE 2B.50 24.50 - - - - 25.50 24,50
JuLy 32.64 28.67 25560 5.50 - .- 47.16 30.76
AUGUST 42.74 .02 16.50 16.50 75850 25.50 40.23 31.63
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Table 43b. HOUSEHOLD HEALTH EXPENDITURE PATTERN (IN PESOS)
OTHERS TOTAL HOUSEHOLD
DRUGS PRIVATE DOCTOR {Homitatization, fares, HEALTH
BATUAN.DUERAS | e, EXPENDITURE
MEAN MEDIAN EAN MEDIAN MEAN MEDIAN MEAN MEDIAN
SEPTEMBER 2118 2548 - - 28.00 23.63 36.76 26.17
OCTOBER 25.60 2450 - - 25.50 2450 25.650 24580
NOVEMBER 25.60 2450 - - 25.50 2480 25,50 2450
DECEMBER 25.50 24.50 - - 25.50 24.50 25.50 2480
JANUARY 25.50 24.50 - - 25.50 24.50 75.50 24.50
FEBRUARY 25.50 2450 - - 25.60 24.B0 28 .50 2450
MARCH 25.60 2450 - - 25.50 24 50 25.60 2450
APRIL 25.50 24.50 - - 26 92 24.50 25.98 2470
MAY 25.50 24,50 - - 25.50 24 50 26.50 2450
JUNE 2650 2450 - - 26.50 24.50 25.80 2450
JULY 25.50 24.50 - - 26.50 24 50 26.50 2450
AUGUST 26.50 24 .60 - - 25.50 24 50 28.44 26.08
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households (26 percent) consuited the private doctor followed by the Barangay
Health Worker (21.8 percent) and home management (20.8 percent). However, by
August, there was a noted decline in the utilization of private doctor to 3.5
percent and home management increased by 38.6 percent. The use of the lead
mothers remained at 14.7 percent in December to Awugust of the subsequent year.
In Batuan, the BHW remained the person of choice for the management of specific
ilnesses. Management was mainly with the tse of drugs.

Health Seeking Behavior

In cases of intestinal infection in Badiang, home remedy was resorted to and
the purchase of over the counter drugs. The government and private doctors, lead
mother, midwife and BHW were likewise mentioned. In Batuan, the BHW was
sought for all sorts of illnesses. For respirato:y infection, home remedies are resort-
ed to initially in Badiang, and notable is the increasing usage of the lead mothers.

Household Health Expenditure

Fluctuations in household health expenditures were rioted in Badiang al-
though a clear downward trend was noted in the averages (median and mean). The
median expenditure for drugs was initially P47.79 which declined to P31.02 at the
end of the study period. There was likewise a reduction in the fees of private physi-
cans from a median of P24.75 per consultation to P15.50. In Batuan, the cost of
drugs was P25.46 in September and P24.50 in August of the subseguent year. Most
often the services are free. Overall median household health expenditure in Badiang
declined from P46.45 to P31.63 although in Batuan, expenditure remained low.

Mortality and Fertility

fn Badiang, over the sturdy period, seven deaths werc reported, all beyond in-
fancy and mostly unrelated to infection. In Batuan, there were only two deaths —
ane due to heart failure and the other, viral in character. Badiang had 22 tywrths, all
attended by midwives; while Batuan reported 12 births which were mostly attended
by hilots.

Synthesis

What were the changes that accrued .. the experimental barangay that may
have been attributed to the implementation of the fi;ancing schemes in the com-
munity? It will be noted that program inputs were mainly focused on two major
areas: the botica sa barangay — the community-operated drug depot  and the lead
mothers who were trained to provide basic health services - preventive, promotive
and curative. Specific program areas where changes were noted include solid waste
disposal (a shift from burning and burying to an increased use ot the < urapost pit),
livestock/poultry production, increasing practice of home managemant in ilinesses,
the increasing use of the lead mothers and decline in the cost of drugs and physi-
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cian fees. In the control community, the BHW was mainly used and the drug cost
was maintained sufficiently at a low level, The study period was too short to docu-
ment any changes in the outcomes such as illness pattern, mortality and fertility.
Despite the monthly recording of activities and outcome, no significant changes
were documented due to the limited time frame.

2. Tastasan vs Barosong

Environmental Sanitation Facilities

There have been no changes in the environmental sanitation facilities in both
the experimental and control barangays. In Tastasan, three out of four households
(76.3 percent) disposed of their solid waste by burning and burying and almost a
fifth (19.9 percent) threw them in the compost pit and it remained the same until
the end of the project implementation period. In Barosong, it was mainly burning
and buryinyg. Liquid waste was disposed of mainly in the blind drainage in the two
communities. Drinking water source was mainly the improved dug well (59.9 per-
cent) in Tastasan foliowed by the unimproved dug well (30.2 percent). In Barosong,
drinking water was mainly drawn from the unimproved dug well (55.7 percent)
followed by the improved dug well (32.2 percent). The toilet was mainly water
sealed in Tastasan (91.7) while in Barosong, 79.9 percent had water sealed toilets
and 12.4 percent, the antipolo type. About 7.7 percent used the pit privy.

Immunization

At the start of the project period most of the children were immunized with
DPT, BCG and polio. Thereafter, entries were minimal in both areas.

Family Pianning Acceptance

Usage of family planning was hign in Tastasan and there was no change over
time, The prevalance rate was 40.4 percent with 55.4 percent using the more
effective methods {pills, 1UD and ligation). Prevalence of contraceptive use was
lower in Barosong {17 percent in September 1983 slightly increasing to 20.4 per-
cent in August 1984). The prevalence of use of effective methods (pills, IUD, and
ligation) was 39.9 percent and the less effective method (rhythm and condom),
59.9 percent. By August of 1984, there was a slight increase in ligation acceptance
from 26.6 to 31.6 percent.

Weighing and Feeding Programs

Weighing in Tastasan is done at specific time points — in September, October
and April. About a fifth of the preschoolers Drelonged to the 2nd and 3rd degree
malnourished category. There is also a feeding program in both communities. In
Tastasan, participation was sustained at the level of 20 percent, However, in Baro-
song, it is not known if the figures reflect real changes in nutritional status since
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TASTASAN, BUENAVISTA,
[MEAN MEDIAN MEAN
SEPTEMBER - - 38.00
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NOVEMBER 81.76 39.50 1550
DECEMBER 42,17 37.00 30.50
JANUARY 26,50 24.60 21.2%
FEBRUARY 25.50 24.50 2383
MARCH 2550 24,50 2050
APRIL 2550 2450 45.50
MAY 25.50 2450 11,76
JUNE 64,67 29,50 65.60
JuLy 66.48 33.80 6.50
AUGUST kR.83 31,60 5.50

PRIVATE DOCTOR

OTHERS TOTAL HCLSEHOLD
(Howitalization, fsres, HEALTH
otc.} EXPENDITURE

MEAN MEDIAN MEAN MEDIAN
125.50 128.60 28,50 24,850
58.83 83.00 87.78 3.7
63.00 50.50 84.97 n.7
58.83 50.50 87.32 27.00
96.33 75.50 31.38 27.80
- - 26,50 24,80
- - 25.50 24,80
9454 76.50 2680 24,80
176.80 200.50 28.60 24,50
125,50 150.60 67.18 9.50
- - 83.83 9.60
- - 60.04 31.60



http:koulUS[i.Ol

Distribution of health expenditures,
Barosong {Tugbungan}, Saptember 1983
To August 1984,
MEDIAN
1+ Poson)
[ B o
L
L
00 ¢
S
"
50 T
-
L
L
00 § Fi
.
i
4
P
50 4 v
‘
. i
.
i I :
‘ 1 \ { 1
o b £ R R
SEP uce MAKH APH MAY  JUN ML AUG
M 1 N 1 " §
LEGEND
[_:} L HUGS,
LA ravattoocion
£ ortueas
Bl TOTALHDUSEHOLD HEALTH E PERDITURE
S

Table 43d. HOUSEHOLD HEALTH EXPENDITURE PATTERN (IN PESOS)

SEPTEMBER
OCTOBER
NOVEMIER
DECEMBER
JAN..ARY
FEBRUARY
MARCH
APRIL

MAY

JUNE

JuLY
AUQUST

TOTAL HOUSEHOLD

HEALTH
EXPENDITURE

MEDIAN

35.40
a2z
32.80
37.00
33.05
29.80

OTHERS
DRUCS PRIVATE DOCTOR {Hospitalization, fares,
etc.
MEDIAN MEAN MEDIAN MEAN MEDIAN
36.17 - - - -
33.59 55.50 60.50 3383 29.50
32.00 55.50 5:3.50 2550 50.50
37.00 5550 60.50 - -
30.75 5550 60.50 - -
28.81 - - - -
285] - - - -
24.50 - - -~ -
31.30 - - - -
2993 5550 5550 25.50 50.50
26.17 4220 53.00 12550 60.50
28.25 43.00 4050 75.50 100.50




wide fluctuations occurred. Participation in feeding programs dwindled from 23
percent at the start of the project to 3.9 percent by the end.

Food Production

Most of the houscholds (91.0 percent) In Tastasan had a vegetable garden,
This proportion remained stationary throughout the study period. Likewise, almost
all of the households (97.4 percent) had livestock and poultry. The percentage re-
mained the same. Only a third of the households in Barosong had a vegetable gar-
den but more than half (66-68 percent) had livestock and poultry.

Infant Lactation and Weaning Foods

The difficulty in categorizing infant lactation stems from its contingency
on the infant’s age. Early infancy predisposes to full breasticeding and with time
progression the shift to partial and bottlefeeding becomes evident. However, the
scale of full breastfeeding (41--48 percent) is higher 10 Barosong than in Tastasan
(14-40 percent). In the two communities, the intake of vegetables as weaning foods
is also evident.

Amenorrhea

The disparity between the two communities in terms of the pattern of ame-
norrhea is marked in that nearly 10 percent of the Tastasan wives were amenorrheic
during the study period cornpared to 38-46 percent among the Barosong women.

lliness Pattern

Fever accounted for the high percentage of illnesses in the two communities
followed by respiratory infection. It seemed difficult, however, to discern any sea-
sonal pattern in illness in the two commurities although numerically, less cases
were reported in Tastasan compared to Barosong.

Persons Consulted for lllness Management

The barangay health worker was the person of choice in Tastasan. However,
the utilization of the BHW declined over time - from 100 percent in September
to 54 percent by August of the subsequent year. An increase in home remedies for
management purposes was noted — from 14 to 21.4 percent. Lead mothers were not
used at all. In Barosong, the BHW was chosen initially by about half of the house-
holds (45.4 peicent). The percentage of use dechned 1o 30.3 percent. Home reme-
dies, initially resorted to by 11.4 percent of the households had experienced an in-
crease to 62.1 percent. Declines were noted in the use of government and private
ductors. Management was mainly by drugs and herbs. Home remedies were resorted
in the case of intestinal tract infection and also in respiratory tract infection. For
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fever, the BHW has been sought in Tastasan while in Barosong, a shift was noted
from the use of the BHW to home remedies.

Household Health Expenditure

There was slight increase in median expenditure on drugs from P24.50 to
P31.60 over the study period in Tastasan. However, in Barosong, there was a
decline from P36 to P28. Overall median household health expenditure declined
from P24.50 to P31.60 in Tastasan and a similar dechine was noted in Barosong
from P35.40 to P26.70.

Mortality and Fzrtility

There were eight deaths in Tastasan dunmg the study penod - namly due to
other causes. In Barosong, six deaths were documented. There were four hirths in
Tastasan and 12 in Barosong. Most of them were attended by midwives.

Synthesis

The major changes during the study period in the experimental barangay
were: (1) the high contraceptive prevalence rate (104 peicent) predominated by
more effective methods. This rate 1s almost twice that of the contiol barangay. (2)
Feeding programs were sustamed inobiout 20 prercent of the preschioolers (3) Veqge:
table garden and hvestock production were consistents, tetaaed by more than a
half of the households. (4) There was o notable increase in the use of home reme-
dies. (5) Household health expenditures although fluctuating dechined at the end of
the period.

3 Bololacao vs Badhangan

No change in enviromental canitation facilities was roted in both the experi-
mental and control barangays over the study peciod. Burming and burying of solid
waste was resorted to by 65.8 percent of the households followed by the compost
pit (23 percent) in Bololacao. In Badiangan, 91 to 943 percent of the householos
disposed of their solig waste by burming and burying. Ligquid waste disposal was
done in the open field from 80 to 78 percent of the households 1 Bololacao over
time; and 20 to 22 percent use the blind dianage  In Badangan, 98.6 percent of
the households use the open field.

Half {50 percent} of the households in Bololacao use the deep well as drink-
ing water source. The rest used the shaltow wells and the improved dug wells. In
Badiangan, more than half of the households (57 6 perernts used the improved
dug well; and 32.2 percent, the Shallow well,

A wide variat ility in the type of tollet tacihties wae oberved aimong the Bolo
lacao residents - 68 percent use the water sealed tailet ) TH L aercent the antipolo
type; and 143 percent the pit povy. o Badiangan, 87 & pereent of the households
used the water seated tnriet and 12.2 percent, the antipolo type
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Immunization

Time fluctuations in immunization level was observed with nearly 38.8 per-
cent of children vaccinated in Novembrr — predominantly DPT, BCG and polio.
In Badiangan, the September report showed 69 percent of the children getting DPT,
BCG and polio vaccines.

Family Planning Acceptance

Initially, family planning prevaience rate was 15.6 percent with 64.2 percent
acceptors of effective methods {pills and ligation). This rose to 25.6 percent with
the 73.8 percent acceptors of effective methods (pills and sterilization}. The rest
accepted the condom and other conventional contraceptives,

In Badiangan, contraceptive prevalence rate remained constant at 21.4 per-
cent with 88.0 percent rhythm acceptors.

Weighing and Feeding Program

Weighing was done monthly in Bololacao with 31.4 to 25 percent of the
children malnourished at the secondary level over the 12 month period. About 21.3
percent of the children participated in the feeding program. In Badiangan, sporadic
weighing was done and as of June 1984, 13.6 percent were in the secondary catego-
ry malnutrition. There was no feeding program in the control community.

Food Production

About 85 percent of the households had vegetable gardens, The same percent-
age had livestock and pouitry in Bololacao. In Badiangan, 93 percent had a veget-
able garden, and 89 percent livestock and poultry,

Lactation and Weaning Foods

As mentioned earlier, tne pattern of lactation depends upon the age of the in-
fant. In Bololacao, the percentage of women fully breastfeeding was reduced from
50 to 11.5 percent and shift to partial breastfeeding was noted from 50 to 88.5
percent. Weaning toods were confined to gruel and solids.

in Badiangan, the decline in the percentage breastfeeding was from 43 to
36.6 percentage and the increase in partial breastfeeders was from 51 to 59 percent
Weaning foods were gruel, solids and vegetables.

Amenorrhea

More than a third of the wives were amenorrheic (37.8 percent) in Bololacao;
in Badiangan the range was from 15 to 25 percent,
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lliness Pattern and Management

As in other communities, fever was the most common illness reported follow-
ed by respiratory and gastre-intestinal infections. The second pattern discerned
for fluctuations were noted. The midwife was most often consulted in Bololacao
and Badiangan. However, in Badiangan, the government doctur was tikewise utilized
and the BHW to a lesser extent.

Health Expenditure Patterns

Average expenditures on drugs, although Hluctuating widely, were much higher
in Bololacao than in Badiangan. The median expenditure on drugs was stable at
P32.83 to P50.50 in Bololacao, and the same was observed for Badiangan. Total
household health expenditure in Bololacao tluctuated widely from P39.50 in Sep-
tember to P50.50 by Auqust of the subsequent year, In Badiangan, the rise was similar,

Mortality and Fertility

There were 11 deaths reported in Beiolacao compared to two in Badiangan,
The causes were mainly non-infectious. There were 27 birtis reported in Boiola-
cao compared to 16 in Badiangan.

Synthesis

Ma‘or features of the health inputs were: (1) the increase in the percentage
of family planning acceptors particularly the more effective methods, (2} the pre-
sence of a feeding program catering to a fifth of the 0 - 6 years age category; {3)
food production maintained at the 90 percent level, and (4) decline in the house-
hold health expenditures.

4. Milleza vs Nipa

Environmental Sanitation Facilities

There was virtually no change in the trend of usage of environmental sanita-
tion facilities. In Milleza, 86.2 percent of the households disposed of their solid
waste by burning and burying. Nearly 10 percent used the open dump. In Nipa,
92 percent disposed of their solid waste by burning and burying. Liquid waste dis-
posal in Millrza was mainly at the open field (88 percent) followed by blind drain-
age {12 percent). In Nipa, the blind drainage was the major source of liquid waste
disposal. The improved spring was the drinking water source in Milleza (65,5 per-
cent) followed by the improved dug well {21.6 percent) and unimproved spring
(8.6 percent). In Nipa, shallow wells were the main drinking water source. In Mil-
leza, the water-sealed toilets were used by G8.1 percent of the households followed
by the open field (17 to 21 percent}). In Nipa, water-sealed toifets were used by
78 percent of the households and this increased to 100 percent over time.
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Immunization

About 30 percent of the children in Milleza were immunized in September
mainly with DPT and polio. The immunization load for the rest of the year was
minimal except in March where close to 20 percent got immunized mainly with
DPT and BCG. In Nipa, all the children were immunized in September — 47 per-
cent with DPT and 28 percent with DPT and BCG. For the rest of the year, the
level was negligible.

Family Planning Acceptance

About 25.5 percent of the married women in the reproductive age group
were family planning acceptors with only 7.1 percent of the more effective
methods. The prevalence rate slightly rose to 27 percent with an upward shift in
the percentage of condom acceptors and a decline in rhythm acceptors, In Nipa,
however, 69 percent were family planning acceptors of mostly rhythm and con-
dom.

Weighing and Feeding Programs

In Milleza, the weights of the preschoolers were ail within the acceptable
levels (normal and 1“), There has been an increase in the number of children
weighed — from 14.4 percent in September to 51.1 percent in June of the subse-
quent year. There was no feeding program in Milteza. In Nipa, weighing was spo-
radic with a range of 4.2 percent to 22.1 percent belonging to the malnourished
category. There was a reduction in the feeding program participants — from 17.4
percent to 12 percent.

Food Production

In Milleza, 60 percent of the households initially had a vegetable garden and
80 percent had livestock and poultry. In Nipa, 78 percent had a vegetable garden
and only a third had livestock and poultry. The percentage of households with a
vegetable garden declined to 50.4 percent by August to the subsequent year and
those with fivestock and pouliry, 9.4 percent, In Milleza, there was no subsequent
change and the 87.1 percent with livestock and poultry deciined to 84.5 percent,

Infant Lactation anc Weaning

Full breastfeeding percentage declined from 42 to 25 percent and partial
breastfeeding from 58 to 75 percent in Milleza. In Nipa, the percentage of full
breastfeeders remained constant at 21 to 22 percent. Weaning food was mainly
gruel,

Amenorrhea

The percentage of amenorrheic women declined from 44 to 31 percent in
Milleza and from 20 to 16 percent in Nipa.
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Hliness Pattern and Management

Fever, respiratory tract infections and gastrointestinal diseases remained
major causes of illness. The BHW was sought in most cases.

Household Health Expenditure

The median expenditure on drugs remained the same (P25.50) although fluc-
tuations occurred in Milleza. In Nipa, the median drug expenditure {P24.50) did not
change over a period of time. Overall houschold health expenditure declined from
P34.50 to P24.50 in Milleza and remained constant in Nipa at P24.50.

Mortality and Fertility

Three deaths were recorded in Milleza and two in Nipa. There were ten births
in Milleza and one in Nipa.

Synthesis

1. An increas: in the number of children weighed in Milleza and all weights
were within the acceptable level.
2. Household health expenditure remained constant.

5. Bucaya vs Bularan

{ wironmental Sanitation Facilities

The difference in the experimental and control communities in terms of sotid
waste disposal facilities was noted wherein 67.5 percent of the households disposed
of their solid waste by burning or burying and 28 percent used the compost
pit. This has prevailed in the duration of the project. In Builaran, about 48.6 percent
of households disposed of their solid waste by burning and burying and 40.6 per-
cent used the compost pit. Slight increases in the percentage of the use of these
were noted in the study period. The open field remained the major liquid waste
disposal facility (85.8 percent) in Bucaya and 76 percent in Bularan followed by
the blind drainage with 14.2 percent and 24 percent respectively. Bucaya used the
shallow wells as drinking water source {82.7 percent) followed by improved dug
well (13.3 percent}. In Bularan, stored rain water is the major drinking source
(76.6 percent) followed by the dug well (17.7 percent)., Water sealed toilets were
used by B2.7 percent of the households in Bucaya and in Bularan, nearly half of
the households used the water sealed toilets {49.1 percent) followed by flush
toilets (18.9 percent).

Immunization

At the start of the study period, 14.4 percent of the preschoolers in Bucaya
were immunized mainly with DPT, BCG and Polio. In Bularan, 56.6 percent were
immunized with DPT, BCG and Polio.
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Table 43i. HOUSEHOLD HEALTH EXPENDITURE PATTEKN (IN PESOS)

OTHERS TOTAL HOUSEHOLD
DRUGS f RIVATE DOCTOR {Hospitalization, fares, HEALTH

BUCAYA, SAN JOAQUIN otc, EXPENDITURE

MEAN  MEDIAN MEAN MEDIAN  MEAN MEDIAN MEAN MEDIAN
SEPTEMBER 8800 113.00 65.60 65.60 181.75 217.07 172.77 100.50
OCTOBER 83.19 40.13 55.60 65.50 158.83 213.00 104,68 4240
NQVEMEER 12650 12550 56.50 65.50 125.50 50.50 268.83 3630
DECEMBER 16410 208.75 6550 56.00 125.50 650.50 192,18 5050
JANUARY 81.06 .21 4350 61.36 220.650 217.37 130.50 48.00
FEBRUARY 7258 42.00 56.60 5%.60 225.60 226.50 87.04 35.61
MARCH 66.68 38.14 55.60 55.60 160.50 150,50 81.41 37.00
APRIIL 86.21 50.5 56.50 55.60 225.50 226.60 87.60 41.17
MAY 51.82 3197 56.50 6650 225 50 22650 77.70 36.17
JUNE 48.00 30.80 65.50 65.50 225.50 225.50 86.38 37.80
JULY 67.32 32,0 55.50 66.50 225.60 225.50 681,76 308
AUGUST 77.35 39.21 66.50 55.50 168.83 175.00 76.60 M50
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Table 43j. HOUSEHOLD HEALTH EXPENDITURE PATTERN (IN PESOS)

TOTAL HOUSEHOLD

OTHERS
DRUGS PRIVATE DOCTOR  (Hospitalizati.a, ferss, HEALTH

BULARAN,BANATE | ote. EXPENDITURE

MEAN MEDIAN MEDIAN  MEAN MEDIAN  MEAN
BEPTEMBER 8323 31.60 16.50 16.50 75.60 75.50 92.16
OCTOBER 5407 66,80 15.80 15.50 50.50 50.50 126.50
NOVEMBER 0254  63.00 23.00 (IR 2550 24.50 118.36
DECEMBER 7850  37.00 30.50 20.50 76.50 75.50 176,60
JANUARY 6668  48.70 10.50 6.21 ns 28.07 88.02
FEBRUARY 4080 3210 17.04 15.60 .78 28.70 84.07
MARCH 6754  37.00 15.50 1550  100.50 50.50 80.67
APRIL 217 N 1781 1700 10050 50.60 68.57
MAY %905 3830 26.23 w80 1178 50.80 86.31
JUNE 772 e s 14.80 38.00 32.80 5242
QLY 8106 6850 17.10 18.20 .83 %97 10042
AugusT 8081 8050 2180 83 10732 75.50 135.02
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Family Planning Acceptance

Contraceptive prevalence rate was 19 percent in Bucaya with 27.2 percent

-11g the more effective methods (pills, IUD, ligation). The same rates prevailed

until the end of the period. In Bularan, 43.5 percent of the women were family

planning acceptars of which 74.5 percent were users of non-effective methods
{rhythm, condom and conventional contraceptives).

weighing and Feeding

Weighing of children for nutrition assessment was limited in Bucaya. Initially,
more than half {55.5 percent) of the rhildren weighed were in the second and third
degree category due to the small numuer of children weighed in subsequent anthro-
pometric measurement. It would be difficult to infer on the nutritional status of
the population. Participation in feeding programs fluctuated over time although at
the end of the project period 26 percent participated in the program. In Bularan,
almost all the preschoolers were weighed and 12 percent belonged to the malnour-
ished catergory in January but declined to 4.5 perceni in May. Participation in the
feeding program was limited to 3.3 percent,

Food Production

About 3 out of 4 households (74.1 percent) had a vegetable garden which
prevailed over time. In a similar vein, 42.6 percent of the households had livestock

and poultry in Bucaya. In Bularan, only 36.6 percent had a vegetable garden and
39.4 percent had livestock and poultry.

Lactation and Weaning Foods

Breastfeeding was ot a higher magnitude in Bucaya and supplementary
feeding was limited to gruel and solids,

Amenorrhea

Amenorrhea range was from 10 to 20 percent in Bularan and 26 to 38 percent
in Bucaya.

Hiness Pattern and Management

Again, fever surfaced as the leading cause of morbidity but this might be
linked 1o other illnessess - chronic, respiratory and gastro-intestinal followed
by gastrointestinal and respiratory infection in both areas. While private physi-
cians were sought initially, there has been a trend toward the use of home re-
medies. Lead mothers were used by some households to a less extent (3—8
households). As expected, drugs and herbs were mainly used, Home remedies
were used most often.

Household Health Expenditure

The expenditures on drugs were much bigger in Bucaya than in Bularan
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and the trend is toward a decline in Bucaya. Other household health expernises
also exhibited a linear increase,

Mortality and Fertility

There were fever deaths in Bucaya compared 1o one in Bularan. In Bucaya,
the causes were infectious in nature. There were 23 births mostly attended to
by midwives (13) and a few by hilots (8). There were tive births in Bularan, 2 at-
tended by midwives.

Synthesis

The program impact was not felt much in environmental sanitation facilities,
immunization and family planning. Food production was maintained at a high
level. Although the utilization of the lead mothers was minimal, there was a ten-
dency to resort to home remedies. Declines in household health expenses were
noted.

6. Maribuyong vs Poscolon

Environmental Sanitation Facililites

More than half of the households (53.7 percent in Maribuyong and 55.4 percent
in Poscolon) disposed of their solid waste by burning and burying followed by the
use of the compost pit {46.3 pe:cent in Maribuyong and 36.4 percent in Poscoton).
Liquid waste was disposed of in open field by 88.9 percent of the housholds in
Maribuyong and in the blind dramage by 73.6 percent in Poscolon. The improved
well was the main drinking water sowce of 36.1 percent of the households in
Maribuyong followed by deep wells {271 petcent), In Poscolon, the uce of the
shallow wells increased from 66.4 to 70 percent and deep well usage also increased
from 3.6 to 4.5 percent. In Maribuyong, all ot the houscholds used the water-
sealed toilets while in Poscolon, the toilet facilities were cateqonized into water
sealed (87.3 percent), pit_privy {11.8 percent) and Antipolo {1 percent).

Immunization

The extent of immunization is low 1 Manbuyong where 315 percent of the
preschoolers were immunized and 90.2 percent in Poscolon. In Maribuyong and
Poscolon, more of the children were immunized with DPT, BCG and Polio.

Family Planning Acceptance

There is a high rate of fanuly planning acceptance in Maribuyong (76 percent)
of which only 2.0 percent were acceptors of effective methods. By August of the
next year, the percentage of effective users increased to 4 percent. In Poscolon,
the rate was 78.5 percent of which 4 percent were acceptors of effective methods
This rate prevailed until the end of the project period.

Weighing and Feeding

In Maribuyong, only about 40 percent of the preschoolers were weighed at
the start of the project period and the nutritional status is quite good - only 8.6
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Table 43k. HOUSEHOLD HEALTH EXPENDITURE PATTERN (IN PESOS)

OTHERS TOTAL HOUSEHGLD
DRUGS PRIVATE DOCTOR (Homitalization, tares, HEALTH
MARIBUYDNG, DUENAS otc EXPENDITURE
MEAN  MEDIAN MEAN MEDIAN  MEAN MEDIAN  MEAN MEUIAN
SEPTEMBER 9881 58.83 50.50 50.50 22550 226 50 140.84 9428
OCTOBER 125,50 12550 38.83 45.50 175.50 208.83 150.50 75.80
NOVEMBER 2550 60.50 55.60 60.50 - - 35.50 30.78
DECEMBER 2550 2450 4550 4550 128 50 150.50 38.81 2763
JANUARY 96550 41.17 65.50 50.50 125.29 109.50 86.81 37.00
FEBRUARY 3800 3283 45.50 50.60 - - 4892 38.%9
MARCH 12550 100.60 - - - - 85.94 37.00
APRIL - - - - - - 26,80 24.80
MAY 5060 5050 - - - - 42.18 7.00
JUNE 7550 5050 - - - - 069.94 Jt.64
JuLy 112.17 10050 - - 225 .50 250,80 107.32 45.33
AUGUST 4550  37.00 56.50 55.50 34.32 908
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Table 431. HOUSEHOLD HEALTH EXPENDITURE PATTERN (IN PESOS)

OTHERS TOTAL HOUSEHOLD
DRUGS PRIVATE DOCTOR (Hospitalization, farey, HEALTH
POSCOLON, 5AN RAFAEL stc. EXPENDITURE
MEAN MEDIAN MEAN MEDIAN MEAN MEDIAN MEAN MEDIAN
SEPTEMBER 33.83 2950 15.50 20.50 25 50 60.50 60.60 50.60
OCTOBER 168.83 206.50 10.50 10.50 50.60 50.60 46 .50 4117
NOVEMBER 115.60 76.50 29.78 4175 25 .50 60.60 69.25 83.00
DECEMBER 106.50 41.17 15.60 15.50 2550 24,50 125.50 100.650
JANUARY 85.50 30.75 15.50 15.50 25.50 24.50 31.08 21.83
FEBRUARY 2550 2460 15.50 15.50 25.50 50.50 50.50 29.50
MARCH 2860 24.560 - - - - 46.92 43.25
APRIL 28.50 24 50 56.50 65.50 - - 106.50 4117
MAY 64.39 37.00 65.50 55.650 - - 190.50 160.50
JUNE 2550 24 50 - - 25 50 50.50 50.50 50.50
JuLy 40.83 26.58 - - - 89.78 58.83
AUGUST 611 .60 - - 7550 100.50 12550 4325



percent were malnourished at the secondary level, In August of the subsequent
year, about 77.2 percent of the children were weighed of which 19 percent and
1.4 percent were malnourished at the second and tertiary levels, respectively. There
was no feeding program in the community. A more active nutrition program was
discussed in Poscolon where almost all of the children were weighed of which more
than half (55.1 percent) were malnourished initially. By the 12th month of the
project period, the percentage was reduced to 37.6 percent. The participation
in the feeding program rose from 2.2 to 8.0 percent.,

Food Production

Almost all housholds in Maribuyong and Poscolon had a vegetable garden
{97.2 percent) and livestock and poultry {100 percent).

Lactation and Weaning

A wide variety of supplementary feeding was noted in Poscolon with gruel,

solids, and vegetables.
Amenorrhea
Almost a third to a fifth of the wives were omenorrheic in both barangays.

Hiness Patterns and Management

Fever followed by respiratory tract infection and gastro intestinal illnesses
were the main causes of morbidity. Home remedies as wel] as the utilization
of the BHW and the midwife were solicited for illness management in Maribuyong,
In Poscolon, however, the BHW was used mainly followed by the government
doctor and midwife.

Houschold Health Expenditure

Initially, a slight upward trend in druy expenditure with fluctuations in the
12.month  period was noted in Maribuyong while in Poscolon the trend is upward.
However, the ditferences are not significant. A slight downward trend in household
hhealth expenditure was noted in Maribuyong while in Poscolon it was fluctuating.

Mortality and Fertility

There was one infant death due to fever in Maribuyong. In Poscolon, there
were two infant deaths — one congenital and the other respiratory, In terms of
births, there were 14 in Maribuyong and 10 in Poscolon mostly attended by the
hilot.

Synthesis
1. Sustenance of a high rate of family planning acceptance although o iass
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eftective methods.

2. Improvement in the weighing program and an unsubstantial number of
malnourished,

3. A high degree of food p_oduction

. High rate of utilization of the BHW

5. Downward trend in household health expenditures.

o

Summary of RKS Data Analysis

There was no substantial impact of the project which may be due to the short

study period and the variability in the degrez of program implementation.

o

The following observations were noted.

There was no change in the environmental sanitation facilities over the

project period.

Immunization rate was at a high level in certain communities but low in

others which may not be attributed to the program

The experimental communities did not ~how any significant improvement,

In fact, in certain instances, the control cornmunities fared tetter than

the experimental areds.

In certain communities, there was a high prevalence of contraceptive use

but mainly contined to non-effective conventional contraception.

Food production was maintained at

a. High level

b. Weighing was sporadic although malnutrition is a. lower scale. Most
ot the communities do not have a feeding program and those who do
have a small number of participants.,

Supplemnentation was maiuly focused on gruel with some solids and vege-

tables.

Hinesses reported were mainly fever, respiratory, and gastro-intestinal in-

fection. There has been a predominant shift to some management which

may be an indirect impact cf the lead mothers,

Household health expenditure, particularly on drugs, declined.
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SURVEY OF AWARENESS, ATTITUDE AND
PARTICIPATION IN THE PROJECT

A post implementation survey was undertaken to determine the awareness, attitude
and participation in the project.

A. Bololacao

Bololacao’s experience is considered one of success. The knowledge, attitudes
and perception of the residents regarding the project during the year of implemen-
tation was elicited during the end of project survey.

Knowledge of the Project

Of the 155 household heads interviewed 83.8 percent signified their aware-
ness of the PRICOR Project. For 38 percent, the project was generally known as a
health project while others specified certain aspects of the implementation to the
exclusion of others. Of the latter group the bigyest percentage referred to it as
teaching them of environmental sanitation and vegetable gardening. This in fact
was its first and one of two widely disseminated programs of the lead mothers,
Just as common was the project being associated with the botika sa barangay (10
percent). Surprisingly, no one mentioned the project in relation to fund-raising for
health purposes or the construction of the health station annex.

Participation in Health Scheme

Ninety percent said they participated in the health scheme with 94 percent
of these signifying their participation in terms of the botika. When asked to spe-
cify the nature of their participation, 78 percent indicated monetary contribu-
tions while the rest mentioned donation of services,

PerceivealBotika Participation

The average amount contributed by the 131 respondents who reported
having done so was P6.90 and the total amount which would have been collected
based on recall of respondents was P904. This figure exceeds the actual collected
amount based on the lead mothers’ recoras which reported only P717.

On those who did not contribute, the maore common reason given was ''no
money”. As for those who did not complete the 10-month contribution the rea-
son given by 47 percent was the poor collection effort while 19 percent said they
had no money. One stray reason was that anyway e botika sold the same medi-
cine {i.e. no variation) probably indicating some frust;ation in their expectatjons,

Fifty-four percent of respondents used the botika sa barangay during the
period of reference. The most frequent type of mecizine bought was for fever
and influenza. Purchase on credit was reported by 41.66 percent with amounts
ranging from P2 to P18. Median credit amount is P6. Repayment was made with-
in one to two weeks for the majority of borrowers. As noted in the botika re-
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port, credit in Bololocao is not a problem.

Almost a third ot respondents suggested that in order to improve botika
operations, additional capital through continued contributions should be made.
Other responses included the need for sufficient stocks of medicines, coopera-
tion of people and payment of credit.

Service and Materials Dnnation

About 47 percent indicated that they donated some kind of service to the
project. A common response was assistance in cooking, most likely referring to
the cooking brigade during the construction of the barangay health annex.

Only a nominal number (e.q. 5 or 6) donated services in terms of clean-
ing surroundings, assisting the midwife, etc. Ot those who did not donate, the
reason given by the majority was their being very busy with household chores
such that they could not make time for the community tasks. Some indicated
that nobody asked for their services,

Slightly more than half of the households signified that they donated mate-
rials. Most of these were in the form of food and rice (70 percent) which again
were donated for the meals during the construction of the annex.

Other types of donation mentioned were nipa, bamboo and paint. Frequent
reasons given for not donating were, first, that *‘nobody asked them to donate”
and secondly that "they couldn’t afford”

Lead Mothers’ Program

About 76 percent or 119 were aware of the presence ot lead mothers in
the barangay. The usual responses on perceived duties of the lead mother were
combinations of the following reasons: teaching and overseeing the health of her
assigned unit, collecting money for medicines, su/ eying the presence of envi-
ronmental sanitation and gardens.

Seventy-eight respondents said their lead mothers had given them some
kind of service. The service was in the form of giving medicine, consulting du-
ring illness, teaching on the use and cultivation of herbals as well as other health
areas. The rest who did not utilize their services said that they did not need the
service,

Of the few who gave suggestions on the improvement of the lead mothers
program, the more common responses were the continuation of the program,
and the cooperation of residents. In general, the respondents rated the adequacy
of lead mothers within the average and above average range.

B. Bucaya

Bucaya’'s experience in health financing is considered among the more suc-
cessful ones,
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Knowledge of the Project

Of the 164 households interviewed, 74 percent said they were aware of
the existence of the PRICOR Project. The two most common single responses,
as to what their knowledge consisted of were “for health purposes’ and ‘‘teach-
ing home cleanliness and backyard gardening.”” Other types of responses incor-
porated the followina individual aspects in combination, ¢.g. inspection of toilets,
interviews, helping in illness, herbal and vegetable gardens.

Participation in Health Schemes

About 87 percent said they participated in health schemes with 93 percent
of these being in terms of the botika. When probed as to the nature of their par-
ticipation, almost all respondents said they gave contributions. The records on
botika contributions however, showed that only 85 percent of residents actually
put in some amount.

Perceived Botika Participation

The average amount contributed by the 137 who recalled having given
was P2.20 although the majority said they gave only a peso. The few who did
not donate said nobody collected from them. Only three said theyv had no money.
About 77 percent said they had utilized the botika during the project period. The
majotity of medicine bought were for fever and flu. Onty 12 percent indicated
having taken out medicine on credit with many indicating repayment within
two weeks or less, In Bucaya, the botika managers have not experienced problems
in credit. The two major suggestions given to irmprove botika operations were
the collection of additional contributions and the mi.'ntenance of sufficient stocks.

Service and Materjals Donation

Forty five percent indicated they donated thier service for the project. The
usual service reported was the cleaning ot surroundings and the giving of advice
on primary health care, the w2tter referring to work which lead mothers may have
provided. The reasons given by almost half of thase who did not donate was their
being busy with househotd chores, although i good number also said nobody asked
for their services.

In donation ot materials, tive percent said they donated matenials like nipa,
bamboo, food. In Bucaya, however, there was no project which required such
donations on an extensive scale. Those mentioned may have been used for fen-
cing of common gardens.

Lead Mothers' Program

Eighty percent were aware of the lead mothers’ program. The common
perceptions of these volunteers’ duties were in terms of five areas of their work:
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house visits, conduct ot survey, environmental sanitation, herbal/vegetable garden,
and overseeing catchment households on health matters. Forty-three percent
said the lead mothers had been of service to them especially in the giving of medi-
cine and consultation during illness. Those who did not consult with the lead
m -~ felt they had no need of their services. Eight respondents mentioned
* ned not utilized lead mothers’ services because they felt the lead mother
did not do thejr work. The general imprassion on the performance of the lead
mothers was positive and many expressed that they should continue their ser-
vice,

C. Badiang

Badiang’s health financing scheme had been beset by several problems which
interfered with its smooth operations.

Knowledge of the Project

About 64 percent of 147 respondents knew of the existence of the project.
Most knew the project generally as a health project which emphasized self-reliance.

Participation in Health Schemes

Unon being appraised of the project. 83 percent indicated that their par-
ticipation was in the form of monetary contributions to the botika sa barangay.

Perceived Botika Participation

The average amount contributed was P4.40. The main reason given by those
who did not contribute as well as those who did not comr “tete the botika contri-
butions was their having no money,

More than half or 63 percent of the respondents had bought medicine from
theit botika. The medicine purchased was manly for tever, flu  and to some
extent diarrhed. Half of these households which utilized the hotika reported having
taken out drugs on credit, The median amount of credit was P4, While most were
able to pay within two weeks, a few mentioned a month’s interval. They felt that
credit can be better managed by ensuting that credit is paid when it is due. Twenty-
five percent articulated that it would be to the interest 0. the barangay if contribu-
tions to the botika could be continued.

Service and Materials Donation

About 40 nercent said they donated their services to the project. These
services were mainly for cleaning the surronndinos and assisting in cooking,

The most common reasons given by those who did not donate services was
first, that no one asked for their services and secondly, that they were busy with
household chores.

Only 9 »ercent gave materials donation, mainly in terms of food and nipa.
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Reason given was that no one asked for their donations as well as their not being
able to afford.

Lead Mothers’ Program

About 76 percent said they knew that lead mothers had been assigned to
their puroks. The most salient awareness of the project was the lead mothers’
task of collecting for selling medicine in the botika as well as the house-to-
house survey on environmental sanitation and vegetable gardens. Some mentioned
lead mothers as inforrants regarding schedules for community meetings,

About 48 percent have used the services of the lead mothers especially in
terms of medicine. Only a few mentioned her as source of assistance during illness
and for health aspects. The usual reason for non-utilization was that their services
were not needed.,

D. Maribuyeng

Maribuyong’s experience in health financing may be considered relatively
successful.

Knowledge ot the Project

About 82 percent of the 97 households interviewed had heard of the PRICOR
Project. Their consciousness ot it was of its being a health project which empha-
sized self-reliance. The more specific responses of some included environmental
sanitation and vegetable garden, toilet inspections and herbal gardens. Only four
mentioned herbal gardens which were actually the most visible accomplishment of
the lead mothers,

Lead Mothers’ Program

Only 9 percent did not know that a lead mother had been assigned to oversee
health need in their purok. Those who were aware of the presence of lead mothers,
saw the latter's duties chiefly as that for disseminating information regarding
health, especially on herbal gardens A few saw them as assisting the midwife.
The services they had availed of from the iead mothars included advice on the
use of herbals and health education. Those who did not avail of their service said
they had no heaith problems or that their services were not needed.

Participation in the E mergency Loan Fund

Almost all who dnnated to the loan fund knew the purpose of the fund.
The twelve individuals who did not know said either that they had not attended
the meetings or they could not recall the purpose. When asked hovs much they
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contributed to the fund, most could recall the fiat rate contibutions but only
a few mentioned their payment on livestock/produce taxes. Apparently this was
no longer in their awareness as the practice eventually disappeared. It is interest-
ing to note that nobody recalled the raffle which was the means by which contri-
butions were collected.

Seven respondents reported having borrowed from the fund mainly for
P100 each. Only one took out P200. Three of the borrowers used the money
for payment of medical services while four used it to purchase drugs. Only 35
percent anticipated borrowing from the fund within e year.

Participation in Health Schemes

When informed of what the PRICOR Project was, all respondents except
one said they participated in it. Almost every one referred tc monetary contri-
butions in the emergency loan fund as their manner of participation. A few, more
likely the lead mathers, said they donated their services as well, The responses
elicited did not reflect the work which many residents put into their herbal gar-

dens.

Service and Materials Donation

Only when probes were made regarding their service donations did 80 per-
cent say they donated their services. Of these, 64 percent stated tht these were in
the form of maintenance of herbal gardens and cleaning of their surroundings.
The rest mentioned specific aspects like assisting the health center and the midwife,
assisting in cooking and giving information regarding meetings. Of the 20 res-
pondents who did not contribute their services, the reasons cited were their being
busy with houszhold concerns and of not having been asked.

On the other hand, materials donations were extended by 66 percent. A
large majority gave nipa and bamboo as fencing for their communal gardens,
The reasons of those who did not donate were their perception that donation was
unnecessary or that nobody asked them to. Only five said they could not afford
such donation.

E. Milleza
In Milleza, the health financing scheme did not thrive.
Knowledge of the Project

Only 34 percent of the 101 households had heard of the PRICOR Project. Of
these, almost 75 percent related it to self-reliance in health while the rest knew of it
as the botika sa barangay, inspection of toilets and herbal gardens.
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Participation in Health Schemes

When told of the components of the PRICOR Project, 92 percent said they
participated in these with most of them saying they gave monetary contributions
for the botika sa barangay.

Perceived Botika Participation

The average amount contributed to the project was P5.57. The two main
reasons for those who were unable to complete their payments as well as those
who did not pay at all were gither they had no money or that collection efforts
were not thorough enough.

About 72 percent had bought medicine from the botika. Most of them
took out drugs for headaches and fever/flu. Twenty percent experienced buying
on credit with the average credit amount ot P5.11. Repayment was generally made
within 15 days although three individuals said they had not yet paid back. Sug-
gestions to improve botika operations were the increasing of stocks by continued
contributions, immediate payback of credit, stock replenishment and disallow-
ance of credit.

Service and Materials Donation

About 40 percent said they had donated their services in the project, The
variety of responses regarding the nature of contributions included, in the or-
der of frequency of response, assisting in the health center, environmental sa-
nitaticn, giving advice i poimary health care. Reasons given for not donating were
their being busy with household chores (46 percent}, nobody soliciting their
services (28 percent) and the rest felt there was no need.

In the donation of materials only 19 percent said they gave something
e.g. nipa, wood, paint. Those who did not donate either were not asked to or saw
no need to donate.

Lesd Mothers’ Program

About 70 percent said they were aware that a lead mother had been assigned
in their puroks. The common understanding of their duty was in terms of vegetable
gardening and environmental sanitation, Also prevalent was the perception of
their role as coordinators of residents and information sources. Of those who
used the services of the lead mothers, the services sought were in terms of advice
during illness especially on the use of herbal plants.

F. Tastasan
In Tastasan likeviise, the financing scheme did not thrive,
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Knowledge of the Project

Half of the 121 households had heard of the PRICOR Project aithough
of these, 23 percent had no idea what it was, The rest knew of it in terms of health
in general as well as in terms of certain activities undertaken.

About 82 percent said they participated in the Health Schemes, mainly in
terms of monetary contributions to the botika. Only two or three mentioned
any donation of service.

Perceived Botika Participation

The average amount contributed to the botika was P4.03. Most of the 20
percent who did not contribute at all said that nobody collected from them,
The same reason was given by those who did 1.0t complete their donations. Some
cited the unavailability of money.

About 58 percent of the residents had bought medicines from the botika.
The single most sought after drugs were those for fever/flu, Only seven indivi- ’
duals took out medicine on credit, although of these, two were for amounts of
P21 and slightly more.

Donation of Services and Materials

Only 31 percent and 15 rercent donated services and materials, respectively.
A third of the residents said their household chores kept them from putting in
their service. A big number also said nobody asked them to donate at all.

Lead Mothers’ Program

About 65 percent knew of the presence of the lead mothers in the com-
munity. They perceived the duties of these in terms of various health activities
such as health education, collection for botika, house to house surveys, and en-
vironmental sanitation. They suggested that the lead mothers should be more
active in pursuing their activities,

G. Summary of Awareness, Attitudes and Participation in the Project

Knowledge of the Project

The highest proportion of households that signified having heard of the
PRICOR Project (awareness) were in the three more successful barangays: Bolota-
cao, Maribuyong and Bucaya, all with 80 percent to 84 percent awareness. In
contrast, the least successful which were Milleza and Tastasan had 33.7 percent and
49.6 percent awareness respectively. Badiang, which was likewise not too success-
ful, had a 63.9 percent level of awareness For all the barangays, awareness of the
project was in the form of its being a health selt-reliance activity, while for a few,
specific aspects of the implementation were mentioned to the exclusion of the
others. Regarding the latter, *he oft mentioned activities were those on environ-

157



mental sanitation, vegetahle and herbal gardening. Specific barangay health ac-
tivities were mirrored in their responses. However, it was notabie that in Bolo-
lacao, hardly any refarence was made to the various fund raising activities underta-
ken for the construction of their health center annex. The same is true in Marj-
buyong which undertook a relatively big raffle to enable them to complete house-
hold donations for the emergency loan fund. This may be interpreted as a prob-
lem in recall or the failure of local project leaders to point out the relationship
between the fund-raising activities and the purpose for which these are under-
taken. So. while the fund campaign efforts in themselves were attractive to the
households, their potential for realizing bigger community qgoals can be better

played up.

Table 44. Awareness of PRICOR Project
{in percent)

Participation in Health Schemes

When specdic components of the project are enumerated during the
interview, most respondents 1ecall participating in the schemes, The higher percen-
tages observed in pariicipation compared to knowledyge is attributed to the tenden-
¢y of individuals to take part in activities without necessarily being aware of the
purpose of such. Among the barangays, Tastasan recorded the teast percentage
(82.6 percent) signifying participation. Even in Milleza wherein the households
are: widely dispersed, 92 percent reported having participated in the project. Mari-
buyong had the highet percentaqe (98 9 percent) indicating participation. Mainly,
except for the lead mother, whose aeryiee donattons are salient, the participation
15 reported iy tenms of monetary contonbutions to the botka g bhatangay and i

the case ot Maribuyong, the crnergency Toan tund (Table 45)

Fable 45 Particination in schemes

{in percent)

ftern  Badiang Bucaya Hololacao Maribuyong  Milliza Tastasan

Yes 19.1 87.8

98.9 92.1 82.6
No 109 12.2 9.7 1.1 7.9 17.4

90.3



Perceived Botika Participation
The average amounts donated across all barangays ranged from P2.00 in
Bucaya to P9.35 in Maribuyong

Table 465, Average amount contributed

Item Badiang Bucaya Eololacao Maribuyong  Milleza  Tastasan

Average P4.40 P2.50 P7.09 P9.35 P5.57 P4.03

SD 2.56 2.86 4.27 1.89 1.02 3.32

It may be recalled that in Maribuyong, the holding of g vattle applied o subtl
pressure on everyone to cemplete thenr contributions. On the other extreme:,
Bucaya's scheme was a voluntary cngle-contnibution made wherein maost gaye
one peso donations. It 1s interesting to note the reasons o non completion of
donations as well as for non-contibution. Whereas one might expect the fact of
resources, only a few cited this as a reason except in Badiang where this wee the
single. major reason. The most common reason given wis always that nobely
collected or that collection was not sustained. Other TRASONyS qiven were alug o
“lated to the inefficiency of collection efforts.

Botika utihization rates (as reflected 1n Table 47) megsured in terme of the
ratro of households who had said they bought medicine  {(from the bott o) to
total households indicate that Bucaya, ai 77.4 percent, was relatively muore pat-
ronized.

Table 47, Utilization of Botika/Lcan/Fund
(in percent)

Item Badiang Bucaya Bololacao Maribuyong  Milleza Tastasan
Utilized 63.2 77.4 54.2 7.22* 723 57.8
Buying on

Credit 63.3 128 22.4 N.A 20.8 42.2

*Refers to Loan Fund

This finding is supported by the sales records in Bucaya which reflect brisk
stock movement, The utilization in Milleza is likewise high at 72 percent, Howcver,
due to poor management the botika was not able to take advantage of the desite ol
the residents to patronize the botika. Az was observed, the botika alwiys ran out
of stock on needed medicines. Among the barangays, Bololacao and Tastasan
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had coniparatively lower utilization rates at 54 pecernt and 57.8 percent, pro-
bably because of their proximity to the poblacion. The toan fund in Maribuyong
«.«s used by only 7 percent of the households since many had not yet felt a need
for a health loan. In this regard, casual conversations with key persons in Mari-
buyong surfaced the attitude of residents that only when they are unable to seek
assistance from within the family circle would they borrow from the fund. This
ma ue a reluctance to allow the public {since borrowing from the loan tund be-
comes a pulic act) to know of their inability to rely on their own resources during
the emergencies,

Buying on credit is extensive in Badiang (63 percent) and likewise in Tas-
tasan (42 percent). As noted in the case studies, Badiany lead mothers reported
credit and coliection as major problems in their operations. In Tastasan, credit
did not grow into a prohlem since the barangay captain would usually advance
payment so as not to jeopardize stock replenishment.

Across ali the barangays, the most sought after medicine were those for
tever and influenza, except in Milleza where headaches medicine was also in de-
mand. Sales of medicine for other aitments trailed behind.

Donation of Service and Materials

Maribuyong led the barangays in the percentage of households (79 percent)
who put in service hours on the community project. This was mainly in the cleaning
and maintenance of their herbal gardens, which was a major activity of Marib.u-
yong's lead mothers. Bololacao likewise had a commendable pe:centage (47 roer-
cent) who donated services, which were mainly in the area of cooking. This latter
may refer to the food brigade during the construction of their center annex. Bucaya
also registered 45.7 percent of households who put in service, chiefly for inforrna-
tion dissemination and environmental sanitation. The other three barangays which
were not too successtul had lower percentages. The reasons given for non-donation
of services were twofold: (a) being busy with household duties, and (b) not being
asked for their services.

Donation of materials was most common in Maribuyong (66 percent) and
Bololacao (54.8 percent) where the implementation plans were such that donations
were called for. As to the rest, nominai donations were reported.

Table 48. Donations of services and materials
(in percent)

ftem Badiang Bucaya Balolacao Maribuyong  Millezs  Tastasan
Servicos 40.1 457 47.09 79.4 39.6 31.4
Materials 8.9 55 54.8 66.0 189 16.7



Lead Mothers’ Program

The awareness of the presence of lead mothers ranged from 65 percent in
Tastasan to B0 percent in Bucaya and Maribuyong. Perceived duties of lead mothers
were, in the order of frequency with which they were cited: (a) house-to-house
survey on environmental sanitation and vegetables/herbal gardening, (h) collecting
for the botika, (c) health education/information, (d} information on schedules of
commur ity meeting,

Table 49. Awareness of presence of lead mothers
{in percent)

Badiang Bucaya HBololacao Maribuyong Milleza  Tastasan

Yes 76.2 80.5 76.8 80.4 70.3 65.3

V11, CONCLUSIONS AND RECOMMENDATIONS

In this operations rescarch on primary health care tinancing, attempts were
made to involve the community at the earlier stage of needs assessment to the
evaluation of the program impact. As such, the schemes were conceptualized
as a response to the articulated bealth problems by the community, formulated
and implemented by the recidents themselves. In utilizing the participatory ap-
firoach to tinancing ot health services, the nitial task was needs assessment through
the community survey, followed by the formulation of strategies selected by the
community and its eventual evaluation.,

The following conclusions and recommendations can be drawn from the
project.

1. It is feasible to evolve a health care financing scheme that focuses on com-
munity partcipation.

2. Such efticient operation hinges on a number ot factors: the cultural
milieu in which the project is operating, the level of awareness and recognition
of the importance of the project, the degree of community interest, leadership
and structural support, level of community organization, and efficient manage-
ment.

3. In societies that are agricultural and operative on a non-monetary eco-
nomy, alterr:atives to financial contributions should be explored as findings from
the study revealed that drawing minimal financial contributions is difficult,

4. Communities attempting to achieve self-reliance tn primary health care
delivery or tinancing should be given adequate structural support both from the
service providers and the political leaders. They cannot operate in vacuo. The re-
sults ot the study indicate that lack of supervision and delays in the provision
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ot supplies and funds may dampen the interest and enthusias.n of the residents
in the operations of their project.

5. Adequate operations of specific health care inputs such as the drugstore
can be carred out by the community provided that sufficient orientation is given
o them in the inventory of drugs, management of supplies, price mark-up, rap-
lenishirnent and record-keeping.

6. Likewise, the potential beneficiaries (tead mothers) of the health services
Contte tapped as providers given adequate uaining, supplies, supervision, and
backytop support. The prospects along this line are great in the light of the po-
tental capatnlity of these mothers to provide basic preventive, promotive and
Cutative care ar minimal cost,

/ Sutficient taq time shoutd be given for the communities to mull over
e headth problems and plan on the strategies that they select. Otherwise,
Croanninhity to internalize the issues might deter the efficient operations of the
Prasgram,

o Lead mothers should be qiven a longer period of training for a wide

variety of erviee and subsequently provided with the necessary backstop sup-
Peit o eanune the simooth operations of programs,

9 Much as volume and type of activities are measures of the providers’
Povvaniance, abetter measure of effectiveness would  be household coverage
sl that the impact of the health programs could be perceptible. This is the
Bttt approaching community participation i health care financing on
4 systematie basis. The lessons drawn from these case studies could serve as a
Yroe Lot dth planners as to which Program components to modify or strengtti-
B e the maximization of the impact of primary health care through ttie
frr oy approach,
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APPENDIX A
THE RESEARCH DISSEMINATION WORKSHOP

As a means of linking this research to the decision-making process in the
area of health, the investigators presented the study before concerned regional
and provincial tevel decision makers, planners and academicians in health and
health-related ministries and disciplines. The study was presented in terms of
its philosophy and objectives, planning, implementation and the evaluation of
outcomes. After an open forum wherein the participants addressed their ques-
tions, small groups viere formed to discuss the issues arising from the study, such
as: implementation provblems in the botika sa harangay, the lead mothers’ program,
financial contribution, community involvement i, planning and implementation,
sustainability of schemes. From the workshop, a set of recommendations on how
best to tap the community efforts in terms of support mechanisms and their mo-
bilization emerged,

The highlights of the recommendations of cach group are reported below.

GROUP |
On the Botika sa Barangay:

1. Adoption of a more entieprencurial approach wherein a cooperative
management system will be applied. The manaqer will be chosen by
the community residents and recerve an incentive for his work.

2. Capital will be yenerated through either a single roffle or on a one time
flat rate contnibution. Indirect taxation measures will be adopted.

3. Institution of o profit sharing mechanism among the members of the
cooperativee.

4. After some sucees, in opetating the barangay botika, outlets outside

the barangay may be conside ed

Credit collection could be ymproved by accepting non-cash  payment

[82]

of credit e.q. farm produce o livestock, which can be conver ted nto
cash through the local market.

On the Lead Mothers’ Program:

Lead mothers must be officially sanctioned as BHW's by the Ministry of
Health which will provide adequate traming and supervision. They should he
given ample time to familianize themselves with thenr roles and functions in the
commurmity. In order to maximze commurnty tnvolvement, wach lead mothy
would be i charge of simall groups or clusters of households withir *he barangey

One suygested form of incentive to be given to lead mothers is the priv
feqe  of purchasing druys sold at the Botika sa Barangay at discount prices.
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GROUP II

The discussion of the second group focused o, themanagementof the botika
the selection of botika managers, and the involvement of the Ministry of Health
and the Provincial Development Staft. Comparisons were made between the MOH
implemented botikas and those in the study.

1.

(6]

The MOH must conduct a more regular supervision and follow-up of the
operations of the botika, as a measure to preven® decapitalization through
credit,

. Credit problems may be minimized by using a guarantor. Credit ceilings

may also be imposed, using contributions as a basss.

. Close scrutiny should be given to *he choice of drugs ensuring that these

are what are needed by the community. information on the generic drugs
and the brand names should be provided, so consumers may opt for
cheaper though equivalent drugs.

Incentives for botika members should be devised such as 5 percent dis-
counts on purchases.

The selection process for choosing botika managers should be improved,
Project planners may need to have more intimate nformation on pros-

pective choices.

_The botika operation should ehcrt the support and supervision of the

BHW.

GROUP i

In a bnef but concise discussion of how to sustamn the Botika sa Barangay
operations, the group recommended that the botika could be expanded into a

diversified cooperative system wherein prime commodities such as soap, cooking
4 ,

oil, sugar, etc. coutd be sold aside from the over-the counter drugs.
Branches may be established o the other barangays of the municipalities

0 as 1o take advantage ot economies of scale e.q. in the purchase of stocks.
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APPENDIX B

BASELINE QUESTIONNAIRE (FOR THE FORMULATION OF FINANCING
STRATEGY)

Owmeofinterview: ____________ [ Tume Started
Name of Interviewer: e Time Finished .

Spatchecker's Nama:

CALL DATE TirtE AESULT OF CALL ODATE & TIME OF APPOINTMENTS

RemondenvsNeme: __ e Province: e
Houmhald No.: __ Municipality e N e
gy L
A Housahold Compostion (Use Code )
CiviL Relationshap DATE Highest
SEX STATUS tu HH Head o! Education Majar
t 1 m HIRTH  Completed Otcupation

coots
b Ses It Civdl Statuy m G 10 HH Hemd IV Highest Fducation
a Male 4 Single » parent comple ted
b Femate b Maroiet b wuuw a none
¢ Walowedt ¢ thi b Gratu 1 & ipronary)
d Separated d mecainephaw « Gradeh . 6
® Gramdehid/grandparent Ontermmdiate)
t coumn o Year 1 .4
CRGNTTY {High School)
». Migh Schaul Grad
t College
§ Collegn Grad

h Vocationat Grad
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B. Income end Expenditure

1. Inthe past year, how much did your housshold esrn and what we-s the sources of your income? (Sang nagligad npa luig,
pits ang kinita-an sang panimalay kag sa diin naghalin sng ama nga kinita-an? |

Amount State months when Income was Restized {Ihambal
Salary (Suweldo) (Kentidad) ang bulan kon san -0 nstuman ang kinita-an)

A, Cash
Sals of Ferm Produce
(Kinita-an sa Pegbaligya sang Produkto
aUma)

Wage from Labor
{Suhol 1a pagpangsbudiay}

Others, specity
(lben pe, thambsal ixs 43a)

8. th Kind, swecity the gty
in standard units

1. b. Do you think that your income will remain the samwe, incr.
(54 1mo pagl

or decrest - this year?
. syhsn ukon ukon #mo men g.Nepon anq 1Mo kinits-an sa subong nga tuig? }

Same
Incresss

Decrenss

Reasons for increate /Cecrense
[Kabangdanan kang Pegtass/Pagnubal

2. How much i your houmhald send and how was the sxpenditure silocsted in the past
yoar?
{Pila gid ang gingasto sa kinshangtanon sa panimalay sang raghgad ngs tuig? )

Expanditure Allocatibn (Kagstuhanan sa balayi Amount (Kentidad)

Housing (incl snvi waniation]

Clathing (Pagbistu)

Educanion (Fdukasyon)

Madical Care [lkasyong laws

spacity {Iban pa. hambal)

3. InMedical Care, what wat the bhreakdnwi of your axpenses?
(Sa pagpabulong, pila sng inyo gingesto 1a mga masunod? |

Health Enpenditure Allocation
[Gustos Pars sa kasyong Lawas!
Health Pravilar's t ae {Ang nagapamulong)

Ma:

icie itrugs (Hulong)

Haospitslization {Bayst sa Hountal)
Immunization (Bakans)
Others,

pecify (ihen pa, thembal)

Minssa £aperience in the Housahold and Commurity
[Mga mamakit nga nasgysn sa panimalay kag barangay}

Thete ste _ children O & yoars of agw in your househull What itinessss did they experisnce in the past yout

that mer ted nedicat attention?
(P1la ks bilog sng imo ksbatasn nga nagasctad san: O - 6 ke 1uig? Ano nge matakii ang ila naagyan sang naghgad nga tuig nga
nagskinshenglan sang atensiyon sang manugbul ng? |

Children 0 6 Yesrs of Age (Kabstamn ngs yars w0 G 1g1 sdadd)
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Indicate Months

of Oceurence Person (s} Management
Ilinwsees (thamusi kon san o Artending (Sin-o {Ano sng glnhimo
Name Experienced masam| nagasbot/ ng negtatap} o2 Pztepna/ Outcome Expenses
{Ngalan} (Balatl-an) how many times {Outside) Pagtatap {Resuits {Gasvoe)
1.
2,

. Wers thers other membars of the household who 901 sick in the pest year and nesded medica! attention?

May iban pa bala ngs miembro sang pamitys nga nagmasakit sang nagligad ngs tuig kg nagekinah mng yor sang g?

linesess Management

Experience Person {s) (Ano ang ginhimo
Namne (Batoti an nga Attending (Sino s Paqtatap/ Outcome Expeonsss
(Ngalan) nasgysn) anyg nagtatap Pagtapas (Results (Gartos

Wers thars persons who died in the housshold in the part yesr?
{Iday migmbro bals sang pamilys ngs napatsy ang nagligad nga fuig? )

Death

Nams Ags st Dauth {Ginhalinan sang ance (Prior] {Kisse gang
(Ngalan) {Eded sarg napatay) hamatayon} Pagtatsp bag © mapatay)

- What ara the more common hsalth needs in the barangay? (Lin sccardn.g to - slorhyl

{Ana sng masami nge kinshanglanon ss tkaayong lwse nge yare wa harancay? fsulat wino ss kabug-aton sang emo na problema}
How can thess nesds be solved?

(54 sna nga pasgt nga i nga moa problema masolvar? |

Sotutiviin/Needs Met

. Betore meking consultation, do you first do soma home remed ies ?

{Bag 0 ke magpekonsutts, ginshatagen mo bele sang parmulong bulong s penimalay?

LMot (Yo (Huo)
1 Home Remady Giren
i You: Type of llineas [Parmutong bulong nge ginhatag
Kon huo, Kisss seng balatien  xilod »ng beley)




7. ls the cost of getting medical services
{Ang imo bala ginbeysd ms serbisyo seng pagpsbulong)

_—__ High (Mashal}
Low (Barato)

_ Just Enough {Hustuhan lsng}

What are your 9 the current provt of heslth mryicas?

{Ano sng maslling ninyo nohanungord &a pagtatap m masyo Nga penglawsson seng mgas musunod? ]

Negative
Types of Providen {ind] Maayo)

Posltive

(Maayo) Comments {Komentar)

Treditions! Healers
{Tumandok ngs menughulong}

D. A and Utj of Hoalth Facilities in the Community
{P P L8y tang mge = |haayong fawas = Barangay)

Woere you satisfled with the
utitization? How accossibie are they?

. What hesith resources ase . ‘sbie in yaur community? Have you used them? For what problems?
rvicey provided ? What problems did you encounter in thair

{Ano nya mps serbisyu nahanungod da ika eyong lawas sng yara se barsgay? Nake . it ke bals sang ita -srbisyo? Sa ano nga
problerrs? ' -%snto ka pa pagtatsp/mecbisya ngu ginahatag? Ano nga mge problen.: sng namigats ma sy
paggemit 3o [la' Fereig mo bats madsli daiy, matewaqg o ‘nskadtuan hun kinshanglsnon? )

Mentioned 1 not, why not?
Name {Check) H yos, when was
the lest time

Brygy. ! el arter

BHW's

Sowcific Prob-

lems for w/c Satistec:
Sarices wers tion with
utilized Luge

Problams encount-

ered in the utill. Average
1ation of wrvices  Amount
Paid

Accens
bility

Treditiona® Healers

Bgy. Nutrition Workers

Bgy. Techniclang for Heslth

Others speciy
2. ¥hich of the sbays servicer do you utliizs the mast ant wivy? ¥#hich of the services do you uthize
the least nd why?
{Anoc ngs serbieyo ang pirme ninyo ginageemit hag nge-a? Ane sng mes serbisyo nge talsges lang
ginegam it kag nga-a? |
Serviors Used Mont Roasone Services Used Laast Aossony
{Serbleyo nes plrme {Hasones} {Serblayo ngs ginaumer {Rssonee}
pinsgemit) e panalegm)
1. 1.
2. 2.
3. 3
4, 4
6. 8.
3. Whers do you procuers your medicines and how much do you ususily pey for tham?

{Diin ka nagskuhs seng into mgs bulrng kag pils ang Imo glnabeyeg? }
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Medine Source Amount ot
Type (Klase) (Ginhalinen) Paymant

4. Where do most people in the barangay go for their hasith problems and why?
{D1in katabanan s inyo sa barangay nagaksdto para sa kmahanglanon s ikssyong lawas? Noaa?}
Health Prohlems Personis) Attend. Reasons
(Problema ta tkaayong Lawas) ing (Sino ang (Kabangdanan)
S Where do you umistly go for the fallowing problams? What is the umsal ? and ¥

how much do you spend all m atl?
(Sa dun kamao matami nagakadto sa mya masunod nga problemal Ano ang ginhimo ta pagtatap/pegbulong?
kag pila ang gingasto ma wa kabiiugan? )

Health Froblems Pergonis) Saught

Amount * pant

Delivery
Infant Hineswy
Diarrheas

Respitatory Dimasas
Mumps, Maasies

Family Planning Servce
Othecs, spscity
tmmunization
Nutnitionst Problems

5.100 you have 1o go far 10 seak medical care?
(Nagehadto ka gid bats sa malayo pars magpabulong? )

- ~~ Yes [huo)
—————— No (indi}
6.2Distance — —— - _ G0 km.)
iDistansiyal
6.3 Travel Time Spent _ o _ .. _thours/minutes)

(Fils ka oras ka makaabot)

7. How adequats sre the hesith rasources in the community to meet the people’s needs?
{Ano ka bastente 80g mgs bagey abong mng doktor, nures, midwife, kag iben ps ngs parte
2 iksayong lswes s inyo barengey pars / p ang kinsh g mgs [l din?

Vary Adequate (Tema gid ks bagtants inadequste {Indi Bastante)
Adequats (Bastents) Very Inadequats {Tams gid
So40 (Hustohan lang) ka kulang)

2.3t insdequats, what are the needs that Fyve to be met snd how can these needs be met?
{Kon kulang, sno sng kinahanglanon nge dapst ps metatep kag se 810 ngs pasgl in} matumen? |

E. Potantial Capebility to Perticipate in Health Finencing Schemes
{Ang Buamreng seng Pumuluyo se Pagpasekop s Finansiysl nga plenn nahangungod s tkasyong lawas)
1. At present, the heslth facilities lable to the y 1 not s as wouid he denred

It schemes are set to draw from people’s participation i hasith financing schiemaes_ are you in lavar of 1t?

{52 subong, ang facitiiades pars s shasyong lawas kulang s kinaheng!snon wng mygs pumotuya
(Kon muy mga pedihot o pasgs pars s pagrapctag m finanuy sl nga programa sa tkasyong lawas, pabor ka man hala sini?

Yes (Huo)

No  {indi}
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2. Would you be willing to participate i sich » progtamiwhe:ne?
{Gusto mo man bats magpasshop ta sin} nga plsno? }
e Yo (Huo)
No {Indi)

w

What would be the best wsy to get the cooperation of your harangay to toak/identily & workabie schermne?
(Sa imo ano sng pi YD 18 paaqi para magkuha 1ang pagpssakap/partisipasyon sang
pumuluyo sa pagpangits sang plano ngs mahimu masunod/magustuhan nils?

4. In tha pan thess have besn schames developed i othar sreas to finance community hesith programs.
WHch of these do you think would be vialike 0 your barangay ?

{Sang nagligad nga tulg, may mga programs ngs gintukod pars 8 PagLaUIWEg 38 programa sa ikaayong
lawss. Ss imo pagbanta_diin 1a mga pleno nga ini ang puwede himu-on 1a nyo batangay? )

SCHEMES VIABLE NOT VIAHLE HEASON (S}

Foa for Service {Osyst ss sarbaya)

Fiat rets contribution (Pararsho nga
kontribusyon)

Health Insurance {Pagwguro)
Ounation of Materssls (Materyaie)

Donation of Services {Serbisyo)

Parti. in ncome G g Activities tor Haalth Care
Suppart — implementsr wng Programs Pars sa pagsupartsr
san ikaayong lawas

5. Are you willing to participate in eny haalth financing whetnes?
{Gunn mo man bals magpasakap sa uni nyga Lisno g Rayestuhanan para 23 1k sayong lawas? }

~ Yeas [Huo!t
No  {Ine)
6. H Yeos- (Kon huo)
For the ditferent schemaes mentioned, indic ate the inputs that respundent i willing to defray
induding amount fos lees 8nd timmg if eemmd apphcabile Then_rank the schemes {rom the ona
mont like {1) to the least fike.
{Sa mge masunod nga pedihot, ana sng imn raasrangan paghulig sa kegastuhanen whong wng
balayran kag kon wan 0 gusto mo magbaysd  (lista han w p shamagustuhan tubitul sa mndi nagustuhan |}
NATUHE/AMOUNT OF CONTRIBUTION
Flat eats
Health Insursnce
Donation af Materishy
Donation of Services
incame Guaerating
Activities {for Health Needs)
7. For thas intsnding to donate ser t, which areay woulkd he withng 10 participats in snd how

much tuna can you provide for thase?

158 mga may guity maghatag wny i1la mwrhisyo, w ano nga bagsy gusto mo meypstahop kag pila ha oras
any imo mahatag? |

Atess

Haslth Fducation Time Alincation por weak
b Contraceptive teferral and Supply Distribation {Hours)
¢ Weighing snd Fostling Program

4 Immunistion Campagn Days duning the week ————— . ——————— v

o Record Keeping, Identibication of Targats

OtharyiSpecity)

8. Whet income genarating o tivtting coukd the communsty undertake 10 hnance health whemnes? How
could the incoma he utihzed?
154400 nga paag kamo mukawspot ukon makakita kg kwatla 1a SAGRIpACtS san prugrama pars a
likasyang lewes? Paano w pagautaron/pagagamitun?

Nature of Utilization for ¢

alth Schermes

Uist ol Activines
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9. In which heslth areas should the contribution 10 the health schames be dirscted ?
{Sa diin nga bshin/parte sang iksayong lawas pagsunshan ukon pagetagasn sang priorided
sang hontribusyon sa imo nga planc? )

Chack Rank

OHW's safary
Purches of Drugs

Construcuon of toilets,
sowage, water facilitien

Purchess of Cantracaptive
Supplies

Amistance Food Praduction

Amistancs Fesding Program

10. Are you & member of any ialfch i in your ity ?
(Miernbra ka bala seng mgs organisasyon w inyo barsngay?

—————— Yes (Huo)
No {indi}

Organizstion Attivities

11.How otten do you get in touch with the following? {per quarter)
{Nagapakig engat ka bala pirme s mgs masunad? |

1. Barangey Health Work s L
2. Barangay Captan o

Ars you presently involved in ncoma Qenerting activitres}
(Sa swbong nasgansiakop ke bals 33 mga hdikuton nga makshatag ss imo sang dugang nga kinjtasn?

Yes (Huo)

No (indi)

1 Yor  Nsturs of Income Genersting Activities and Amount Realized
{Kon huo, sno ang kluse sang hilikuton ngs makwartahan kag ang kantidad ngs makita? |

Income Genes sting Activities Amount
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Post-impiementation Survey Questionnaire

Respondent’s Name: _

Housshold Number:

A. Housshold Composition (Use Code}

NOALAN (name)

AGE AT
PRESENT

Helat.nthip
STATUS to HH Haead
n "

Provincs:

APPENDIX C

Municipatity: ——

HIGHEST
EDUCATION
COMPLETED

MA I
OCCUPATION

). Sex 1. Cavil Status
a. Male s Single
b. Femaie b . mune.
c Widowed
d. Separatad

8, INCOME AND EXPENDITURE

onship to HH Haesd

& parent o Grandchild/grandparent
b Huuw ! cooun
€ child § mniaws -

. niece/nephev

1V. Highast Education

Completed
a None
b. Grade a - 4 {primary}
c.Grade 5 — & Lintermectiate)
d. Year 1 - & (high school)
®. HS Graduate
1. College
9. College Graduate
h. Vocstionat Graduste

1. In the pest year, how much dud your houshold esrn snd what were the sources of your incoma? {June 1883 — May 1884)

{Sang nagligsd na g, pHa sng kinitawn sang panimalay kag wa diin naghatin sng amo nga kinitsan? }
AMOUNT
{KANTIDAD!}

Sale of Farm Produce
{Kinita-an sa pagbsligys
8ang produkio v umsl

WAOE FROM LABOR
{Suhol sa pagpangabudiay)

OTHERS, SPECIFY}
(Iban pa, ihamba) isa ise)

8. IN XIND, SPECIFY THE QUANTITY
IN STANDARD UNITS

{Saimo . syhan ukon

STATE MONTHS WHEN INCOR® WAS REALIZED
(IHAMBAL ANG BULAN KON SAN-O NATUMAN
AND KINITAAN)

. Do yout think that your income will remain the sorie, Incream, or decrmaes the rest of the yeer?
ukon amo raen w guihapon sng imo kinitsan s subong nga tuig? )

Aassone for Incresse/Decraase:
{Kabengdenmn sng pagtass/pagnulol .




2. How muth did your housshold spend anc' how was the expenditure stlocatsd in the past yesr? {June 1083 — May 1084} Amount

(Pils gid ang gingasto sa kinshanglanon sa panimalsy seng nagliged ngs tulg? (Kentidad)
Expenditure Allocation Amount
{Kagastuhangn sa balsy) (Kantidad)
FOOD (Pagkaon)

HOUSING {incl, snviranmentat waniafion)

CLOTHING {PAGBISTE])

EDUCATION (Eduksryon)

MEDICAL “ARE (lussyong tawas

3. in Medical Case, what wat the breskdown of your expensss?
{Sa pagpsbulong, pila ang inyo gingasto s mgs masunod?
HEALTH EXPENDITURE ALLOCATION AMOUNT
{GASTOS PARA SA IKAAYONG LAWAS} {KANTIDADI
C. ILLNESS EXPERIENCE IN THE HOUSEHORD misl COMMULIGITY

(Mge masakit nga nasgyan sa panimaisy kaqg barangay)

Thersare children } - 6 yuars of age in your houmhold What illnesses did they experence in the pest ysar thet merited
madical attention?
[Pils &a bilog any imo kabata an oys naga edad tang 0 - B katuig? Ano ngs mawhit ang ila nasgyan aang nagligad nga tuig nga

nagskinshanglan 1ang stenuyon wang manugbulong? )

Children 0 - 6 Yesrs of Age Kahataan nys yara ma 0 — 6 nga sdad)

FLLNESSES Indicate Months of PEHSONISI ATTENDING MANAGEMENT {Ano ang
NAME {Ngalan} EXPERIENCED Occurence {Ihambal (SINO ANG NAGTATAFP} ginhimo sa Pagtatap/ OUTCOME EXPE}
[BALATI AN XOn |mN 0 masamina- Pagtapns (RESULTA} (Gest

2. Woera thars other membars of the hosshold whn got uck in the past Yoar anit neadad medicsl sttention?
iMay iben pa bola ngs miembro 1ang pamilys nys nagm asak it wang nagligad nys tuig kay negakashanglan sang stensiyon wang
manugbulong? )

ILLNESSLS PERSONIS) ATTENDING MANAGIMENT (ANO ANG
NAME (NGALAN} EXFEIIENCED {BALATI  (SIN Q ANG NAGTATAF) GINHIMO NGA PAGTATAP/  OUTCOME EXPENSES
AN NGA NAAGY AN} PAGTAPNA {RESULTA)  IGASTOS|

3. Ware thers persons who died in the huusehald n the pay yasr?
{May mismbra bala tsng pemilys ngs napatay wany naghgad nga tuig? |

AGE AT DEATH CAUSE OF DEATH NATURE OF HEALTH ATTENDANCE
NAME INGALAN) (Fdad sang napatayl  [Ginhstinar sang kamstayon} {Prior) (Klase ssng pagtatap bag o mapatay)




o

. Who dasxies 00 who and whars to mek conmtation fo.

Yhat are the mors cornmon hesith problems in the barsngay? (List according to priosity )
{Ano ang masemi ngs prublema ea ksayong lewss ngs yars m barangey? fimlet suno sa kabug stan sang amo nga problemsl

How can thems problems be wived?
{84 810 nge pasgi nge ini nga moe problema masclver? }

ick member afyour famity? e,
8in-0 sng gahatsg desisyon kon don kag kay 1N o wak 1ta ang Nage "t ngs bru sang pamifysd |

. Befors seeking conmultation, do you firel o sorna home remedies?

iBaga ks magpshomutita, g mo bate sang g-bulong s eyt

Yes (Huo! ___No tingy

iF You. Type ot lliness Home Remedy Given {Pamulong bulong ngs gin
{Kon huo, kisse sang balstiani hatag ta su'od mang balay)

. lathe cost of getting medical mrvices

{Ang imo bala ginbaysd s mrbisyo sang pagiahulong)
e __  High {Mahat}

Low (Basto)

Just Enough (Hustuhen langl

- PEACEPTION, AWARENESS ANO UTILIZATION OF HEALTH FACILITIES IN THE COMMUNITY

{Paghangop, Pagtalupangod, keg Paggamit seng moe galarmiton sa ikssyong lawss . barengay}

. WWhat health s ore lable in your v! Havs you used them in the past year? For what prohlems? Were you satislled

with the services provided? What problemsdid you encounter in their utilizsuon? How accessible are thay?
(Ano ngs mge begey subong b sang dok Tor, nurses, BHYY, midwife, bulong hag iban ps nahanungod 5s ikasyong lewss ol yAra 38
barangsy? Nekagamit ke bala sang is mrbiryo? Ss snc nga problema? Kontento ks s pagtatep/mrbisyo nga ginhatag? Ano nps

mga ang mo sa 48187 Serang mo bala madalidah, matewsg, 0 makadtuan kon kinahanglanon? )
Mentioned Used/Not Used Specilic Problems Satisfaction  Problams Encountsred Accesubility
ICheck ) M nut, why not? for w/c mtvices wers  with Usage in the Utilization
NAME 1 yes, when we  utihized of Services

the tast 1ime

Bgy. Heatih Canter

Midwite

Nureey

Tradit.onat H,

NTHERR Soecify

In the past year, what medicine did you huy for yourm!! snd your family ! Whare did you obisin this, snd how much did you pey?
(Sang naglicad ngs tuig, #na ngs mga bulong 8ng imo ginbekal pers te tmo kag 18 1mo pamiys? Sa dim mo ginkuha inl Keg pils ang
Imo ginbaysg?

MEDICINE SOUNCE (GINHALINAN)

AMOUNT OF PAYMENT




w

. In the past year
do vou spend sl in sit?
{Sang nagligad ngs tuly, nuk sek sperinsiys ka ba

? 1 yes. where did you go? What i the usual mansgement and spproximately how much

mng mge masunod ngs mga problema? Kon huo, s dimn iks v nagkadio?

Ano ang ginhimo sa pegtetep/pagbulond keg pils ang gingasto mo @ kabilugan?

AMOUNT SPENT

Ed

Pre Nstat Consultation
Delivary

f anmuly Plannwig Service/
“Hetarral

hintnuruzation Tefarral

Nuttitional Probtemy/
Rehabititation

Enviranmentsl Senrtatson

Ocal Haohydeation Therspy

(o you have 10 go 1ar to wek medical care?

NGk adto k2 gxd hals sa malsyo pars magpabulong? |
- Yes [ - No

Hun sdequate are the health rosourtes i the cummunity to mest the people’'s nesds?

SN0 W bastante ang mes bejay subong sl tany duktor, nures mudwife kag then pa nga mgs parte 1a ikaayong lawas 38 inyo barsngay

PO ateIAe matetap Ang kinshang) 1ang inga tuya dan? )
ANy vl

Vrty Adrquste (Tama ks bastaote) fremiequete Hodi bastants}

Adequate THastaniel - Very Inadequate (Tama gud ks kulang)

@ vhet are the noeds that have 10 be et aedd huw can thesw needs bu met?
tFun butang a0a ang kinshanglenon nie deuet

1t instequ

atap kag w ann nga Hasg 0 matuman?

Newds that have 16 be met How can tham needs be mat?

RV

PARTICIPATION IN HEALTH SCHEME S

tave yuu heard uf the PRICOR Project? .
tHave you heard of the PRICOR Project?
(tiakabiat na man bala sang PHICORA Frogmet” )

Yo o

VIt yes what do yiu know of 1) - e

For bun ang sng umo natubal an pacte s )

&l your FHICOR Project, the barangay 11 urplementing the wotika ss barengay /f margency Losn Fund snd the Lesd Mothars Projact. Ara
YOu participatiog in say of thase?
ISe inya PRICOH Project. and harengay naytukod sang otk e s Harangsy/f mergency Losn Fund tonly Maribuyong) kag and t aad Moths
Projert Nagapesshop ke man bals 1a 1sa uni vaita? |

Yor

Na

2 1t yey, which ane? - - - Lemt Mothera

{Kun huo s dun?

- ==~ - Notivs 1a Rarangay/Emergency Losn Fund

.21 yas_ what 1t the nature of your particpstion? - - . ..
{Kon huo, psanc ikaw nekapakigh

n? )

wm-=--~HNa

221 Have you contributmt sny amount to yout omer? -
(Nakaamot ke man basle sa 0t nga proyektn?

L EE

1t yas, how much? -
(Kon huo, pitat )
Hno, why aot? . -~ ..
(Kon waia ngaa wals? )

H yuu did not givs for the
(Kon wale ikbw makahstay s kshilugen ngs b antusd ®1bong tang ginkaweTten nges wala? ¢

n1ire months o3 pleanad, why not”
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~

w

»~

o

&

. What i your suggestion 10 improve the performance oy R T, L T T

22.2 Did you donate any service 10 the barangay for the purpase of primary health cars?
{Nakshatag ka man bals 1ang imo sscbisyo 1 barangsy para 1a PHC o kon . ikasyong lawes sang ko nunided?

Wyes, whatand how leng! ——— L L -
{Kon huo, ana ngs klam sang mrbisyo kag sno sng kedugayon?

M no, why not?
(Kon wals, ngs wala? )

223 Have you donated sny materials to ssust any primary health care sctivity ?
{Nakahateg ha man hala tang matsryalas para ibulig sa mgs sktividades sang pritnary heatth cace?

e mm e m e Yy smm-- - - --~~No

16 you, what arxt in whet quantity ! — e oo oL -
{Kon huo, sno kag sno kadsmo? |

t no, why not?
{Kon wale ngas wala? |

. LEAD MOTHERAS

. Do you know that s lead mother has been aisgnad in your purok 10 assst you in your haalth needs?

{Nakatibalo ka hela nge may Lead Mother ngs natuun 1 inye purok pars msbuligan kemo sa inyo nga mga kinshangisnon w
kasyong lawas? )

- - Yey . ~-- -~ No

111 yos, who (5 your lemd inotter?
{Kon buo, una ang inyo tead mother? }

1 2¥What 3o you percarve het work to ba? - -

An0 sa panratysgon mo ang tys trabaho? 1

Mt your lesd mother buen at sy service to you?
N

aterhisys mar hala ang iny o lead muther s ino? )
Y . .. < --No

2 4if yus, whet? e e

(Kon huo, ana? )

2 21 no, why not? - - -

‘Kon wala, ngre wals? )

Heve you sncountared dithiculties with yout lead motbars?
{MNaksaksperyenmys ks bals sang problema s inyo lemd mother? |

31 M oyer, whet? — - mee et o e e
{Kon huo, sna? )

i you are 10 ra

the partarmince ul lead mathars, how woukd you rate tham?
{Ano 1 paghants mo sy kaixisd sty mehisyo nga gnahetsg sany inyo lasd mnihers? |

mes e = - - Vety Adaquate {Tamaka ba;tante) S es o e s Inmdequete (Ind| bastantel

— o -+~ hataquate {hastanta) - - Vary insdequate {Tams gud ke kulang)

- S0 sa (Hustehmn lang)

{Ano ang 33rang o matugis para mapassnyog sng serbir. ., e Mathee? )

BOTIKA SA BAHANGAY

. Have you bought medw ties from the PRICON Dotiks sa Darangay?

(Nakshahat ks mm1 wang bulong 14 myo PRICOR Botk s w Barsngay ?
____________ Yoy mcoe oo o No

1.1 i yee, how many times wt whr ¢ medicmnes? - - -
{Kon hua, pila ks bews kg 8no ngs mga huolong? |

1.2 Oud you sver buy medicies on credit?
{Nstasgl ke bala utang s Hotika sa Harsngay? !

-------- Yes -~ -~ .- = No

121 il yes, how much and how long dud A1 tehe you 1O pay? -~ -~ wm ———
{Kon huo. pits kag eno kedugey kay nabayaan mo ini? }
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1t has bean observed the; buying on eradit It common in your barangay . What suggtstion do you have to minimize thia?
{Neodsarbshan nga n:naandsn ss inyo bwrangay ang pagutang sng bulong m botiks. Ano ang (mo mrang matugds s paghagen.
hagen sinl? )

What 16 your suggestion 10 imprave the opstations of your batike?
(Ano sng imo L st pore yog ang lshat sng inyo Batiks m Bassngey? )

FOR MARIBYONG EMERGENCY LOAN FUND

. Do you hnoww what the Emargency Loan Fund (ELF) ls for?
(Nokahibelo ka buis kon pars s ano sng Emergeney Loan Fund? )

1.4 i yes, whot? e,
(Kon huu, ana? )

12, Hno, why NOt? memc e -
{Kon wals, ngas wals? |

. Have you supatisnced batrowing from the smergency loan fund?
(Noksegi ka bela hulam 1a Emergancy Losn Fund? |

2.1 no, why no1?
{Kon wats, nges wal

2210 ues, bow mueh? ~ o oL ———
{Kon huo, pila sng imo ginhutam? |

2.3 ¥What did you use the mnmey for? (Probe Breskdown)
{82 ana mo gungemit any 1~ 0 ginhulam ngs kusrts?

2.4 Do you snticipats borrowing fre m the fund within the yoar?
(Nsgapasbot ke bale ngs makahutam ikaw sa pundo s wsbong nge tuig? |

———————— Yoy —eeeeeiio = No

243 ifyes, for what?

[Xon huo, psre se ano? )
. DTHERS

1. What other schemes do you recammend to be incarporsted In the pressnt one? And how can this be Implemented?
[Ano pa ang ibsn nga proyek 1o ang pusde mo marekomendsr 04re idupgang sa subong ngs mge proyskta? Pasno mo inl igedmplementar? }

2. Mow often do you get in touch with the fallowing? (3 monthsl
{K8 pila ikgw makapekigangut sa mga masunod? Kads tatlo ke bulan}

1. Bersngay Hesith Worker

2. Bsrangay Cantein - -

3 Lost Mother — - . .o
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641

Date {Initital Survey)

PUSH PROJECT
Monthly Hous=hold Health Record
Calendar Year 198_ _

Barangay:
Purok/Sitio

APPENDIX D

Direct Pr -entive Activity

Baveline (Inytial)

Age

Status

Janusry February March Aprit May June July

August September October

November Decomber

A. ENVIRDNMENTAL
SANITATION
1) Sewerage — Solid Waste
Liquid Waste
2) Water Source (for
drnking purposes)
3} Toiler Facility

B. IMMUNIZATION (0-6 and
pregnant woman)
{indicate type, date of
immunization and expected
date of next immunization)

Ealil o

[2]

. FAMILY PLANNING (MCRA}
{(MCRA!
{See nsructions)

w

D. NUTRITION
1. Weighing {106}
{Wewght and level of
nutrition)

-

2. Feeding Program (0-6)
tindicate if participant
or not)

N~

3. Food Production {garden/
lLivestock)

I

. Infant Lactation and
Weaning Pattern

-

[

. Amenorrhea
{See instructions!{

-




i, Vitat Information

08l

Individuals Age January February Mach April May June duty August September October  Nowvember Decamber
A.MORBIDITY 1
{Detcribe iliness, manage- 2.
ment, attending perwon, 3.
outcome) 4.
5.
6.
7.
B. MORTALITY 1
{Ind«cate cause of death) 2
3.
C. BIRTHS 1.
{Date of birth, sex, 2
outcome} 2
D. MIGRATION {Expected 1.
Duration} 2
al IN 1.
b} OuT 2.

m

. FOUSEHOLD HEALTH

EXPENDITURES

Rl

. REMARKS
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