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Roberto R. Romulo
An eminent career in business,
diplomacy, nation-building and
health advocacy

R

oberto R. Romulo was born in Manila on December 9, 1938 to Carlos
P. Romulo and Virginia Llamas-Romulo. He completed his primary,
secondary, and college education in the United States. After graduating

with a Bachelor of Arts degree from Georgetown University, he pursued his
studies at the Ateneo de Manila College of Law, which granted him a Bachelor
of Laws degree in 1964.
He started his professional life as marketing trainee at IBM in New York. During
his career, he held various marketing and management positions in New York,
before being appointed managing director for Thailand, Burma and Bangladesh,
and subsequently president and general manager of IBM Philippines.

1

roberto r . romulo

F ests C H rift for roberto r . romulo

He joined government service in June 1989 when he was appointed ambassador

Today, he sits as chairman of AIG Philippines Insurance, MediLink Network, and

to Belgium, Luxembourg and the Commission of the European Communities.

Nationwide Development Corporation. He also holds board memberships in

In 1992, he was appointed Minister of Foreign Affairs in the cabinet of President

PLDT, Equicom Savings Bank, Robinsons Retail Holdings, Maxicare Healthcare

Fidel V. Ramos.

Corporation and McLarty Associates (formerly Kissinger McLarty Associates).

In 1995, he rejoined the private sector and was elected chairman of PLDT, and

As a diplomat, Ambassador Romulo was decorated by the governments of

vice chairman of San Miguel International. He was chairman of Interpharma

Belgium, Thailand, Spain, Chile, France and the Philippines. He was the fourth

Investments Ltd. (Zuellig Pharma) from 1997 to 2007. He was a board member

recipient of the Arangkada Lifetime Achievement Award presented by the Joint

of MIH (a subsidiary of Naspers) from 2002 to 2013. He was also an independent

Foreign Chambers of the Philippines in 2016.

director of A. Soriano Corporation, Aboitiz Equity Ventures, Singapore Land and
UIC. In 1996, he became the founding chairman of the APEC Business Advisory
Council and continued as the chairman of the Philippine Representation until
2010. From 1999 to 2001, he was chairman of the e-ASEAN Task Force. He also
served as pro bono senior advisor on international competitiveness to President
Gloria Macapagal-Arroyo from January 2001 to January 2007.
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We chose the title “Equity in Health” for this tribute, as it pulls together four

Foreword

dimensions of Bobby’s vision for ZFF’s engagement in the country’s public
health system. First, under Bobby’s direction the foundation set out on a mission
to address systemic inequities by strengthening leadership and governance
in primary healthcare, especially in rural communities. Equity implies giving
consideration and paying attention to disadvantaged sectors of the population.
Along with economy, effectiveness and efficiency, equity is essential to ensure
that benefits, funds and services are fairly deployed in the interest of the nation’s

By Daniel Zuellig and David Zuellig
Trustees of the Zuellig Family Foundation

sustained development. Second, equity can be understood as the co-ownership
of all health leaders in the common stock on the nation’s balance sheet of health.
Third, equity represents ZFF’s net worth to society and the net return on investment
resulting from its endeavors, accounted for in measurable improvements of
health outcomes. Finally, in parallel with the concept of equity in English law, the
foundation’s programs aim to temper the harshness of pervasive poverty and

P

ersonality,

personal

competence,

personal

commitment

and

interpersonal relationships—these essential elements of successful
leadership are personified par excellence by Roberto R. Romulo. As

our friend, as our mentor and advisor, as our champion, and as spiritus rector
and chairman (now emeritus) of our family foundation, Bobby has never shied
away from tackling and solving all manner of problems–from the minutiae of our
everyday concerns and workaday tasks to the immense obstacles to economic
and social progress in the Philippines, and the harsh realities and inequities in
the lives of disadvantaged Filipinos.

counteract the indifference of entrenched routines and behavioral patterns in the
delivery of primary healthcare.
We wish to thank the contributors to this Festschrift for their articles and their
shared advocacy for more equity in health, especially among disadvantaged and
risk-prone sectors in Philippine society. Likewise, we extend our thanks to Ernie
and Tonyboy, for their editorial work.
At this milestone for our foundation, and on Bobby’s 81st birthday, we gratefully
salute our chairman emeritus and celebrant. We blend the expression of our

Earlier this year, Bobby handed over the chairmanship of the Zuellig Family
Foundation (ZFF) to Ernesto (Ernie) D. Garilao, who has managed the operations

admiration for his extraordinary resilience and his manifold accomplishments with
our warmest warmest wishes for good health and long life.

of the foundation as president since 2008. On this occasion, the trustees requested
Ernie and Dr. Anthony (Tonyboy) R. G. Faraon, ZFF deputy executive director, to
compile a Festschrift for Bobby, both as an act of reverence and as a reference
book on pressing concerns regarding the healthcare system of the Philippines.
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Introduction:
A champion
of public health leadership
By Ernesto D. Garilao
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In 1992, we both became cabinet members of then President Fidel V. Ramos; he
was Foreign Affairs Secretary, while I was Agrarian Reform Secretary.
In all my dealings with Bobby, I have always been impressed by his generosity,
commitment to duty, and concern for the common good.
II.
While on sabbatical from the Asian Institute of Management (AIM) in 2008, I got
a pleasantly unexpected call from him.
“I am the incoming chairman of the Zuellig Family Foundation. Can we meet
and discuss possibilities?” he asked.

I.

He told me that the Foundation was in transition and that its mission, as defined

O

n July 26, 2019, Roberto “Bobby” R. Romulo publicly announced in his
regular column in The Philippine Star that he was stepping down as
chairman of the Zuellig Family Foundation (ZFF). He ended the article

by saying his main contribution to ZFF was hiring its president.
Such self-deprecation is typical of Bobby. In truth, it was his vision, his
persistence, and his relentlessness that made ZFF a game changer in public
health leadership and governance.

by Dr. Stephen Zuellig, was to promote “better health for the poor.” I returned
to him saying that if the Foundation wanted to help the poor, it would have to
help improve the facilities and services of barangay health stations and rural
health units of municipalities. Since primary healthcare had been devolved from
the national (central) government to the local government units (LGUs), the
Foundation would have to work with the local chief executives (LCEs).
“Ay naku!” was his initial reaction. His shock was understandable as this was
2008, when it was not yet the norm to partner with LGUs. Despite his misgivings

I have known Bobby for decades. Our paths first crossed when he, as president
of International Business Machines (IBM) Philippines, joined the board of
Philippine Business for Social Progress (PBSP), where I was then executive
director. He introduced many IBM innovations to PBSP and, since he was also
treasurer, looked for co-financing and grant partnerships for the organization.
After joining the late President Corazon Aquino’s government in 1989 as the
ambassador to Belgium, Luxembourg, and the Commission of European
Communities, he continued introducing PBSP to European donor organizations
for partnerships.

6

about local politicians, Bobby had a natural predisposition for assisting the
government, in line with a long tradition of the Romulo family.
Bobby listened to justifications. He knew we were entering new ground that had
potential, but the risks had to be managed. He asked me to bring him and the ZFF
trustees to a municipality where the proposed approach had shown encouraging
results. In San Isidro, Nueva Ecija, we met with then Mayor Sonia Lorenzo, who
was knowledgeable, committed to the development of her constituents, and
practiced good governance. The visit showed that the proposed approach was
realistic.
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III.
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We were able to engage with the United Nations Population Fund (UNFPA) and
MSD for Mothers as our initial partners. Later, we entered into cooperation with

Bobby always made sure we delivered. Before we could start, he reminded us

the United Nations Children’s Fund (UNICEF) and the United States Agency for

about accountability. “ZFF will not be a ‘feel good’ foundation,” he said.

International Development (USAID). In all, our partners provided us with more
than half a billion pesos to introduce our strategy to hundreds of municipalities.

He wanted the Foundation to be accountable for results and metrics. We aligned
with the United Nations Millennium Development Goals (MDGs), and later, with

Bobby upped the ante again: “Can the DOH use this?” What he meant was

the Sustainable Development Goals (SDGs). The question on his mind was:

getting the Department of Health to use the approach.

“Given the resources at hand, how could ZFF add value to the public good?”
Our answer was to focus on the primary health care system to achieve better

Indeed, in 2013, we received Health Secretary Enrique T. Ona’s invitation to

health outcomes, specifically lower maternal mortality.

mainstream the ZFF-HCM to the DOH. We identified the risks, mitigated them,
and thought of ways to keep leveraging what we had done.

We piloted the ZFF Health Change Model (ZFF-HCM), which seeks to achieve
better health outcomes through a system that provides equitable access to

Thanks to the investments and cooperation of the DOH and other partners, our

health services and facilities, especially for vulnerable sectors of the populations.

program has been introduced to 774 municipalities, 25 cities, and 27 provinces

And we recognized that it was important for the political leaders of the devolved

as of 2019. We also engaged with academic partners whose faculty ran some of

health system to be able to transform their health system to make it responsive

our health leadership and governance programs.

to the needs of their communities.
Without Bobby’s aggressiveness, confidence, and scrutiny, ZFF could not have
IV.

been as bold.

Bobby never thinks local; he thinks national.

V.

I believe he was satisfied with the pilot results of the ZFF-HCM, seeing mayors

“How is Bong?”

do good for the Filipino poor, with improved health outcomes as proof. Bobby
often invited participating LCEs to discussions with ZFF’s board of trustees to

Juan “Bong” Villamor was the director of the Foundation’s institute, a unit

give them a sense of what was happening on the ground. His next question was:

responsible for the design and quality of our training programs. Bobby’s question

“How can this approach be shared with other LGUs and organizations?”

meant to check on both the welfare of ZFF’s people and their capacities.

As a young, small foundation, we initially doubted our attractiveness to other

Since ZFF works with leaders across different levels of the health system, Bobby

organizations. But Bobby had confidence both in the concept of partnership

knew that management and staff must be held to a high standard of competency

and in what the Foundation was doing. He was keen to see our learnings move

and character. He exerted a strong influence on the staff, especially among

to a larger space.

directors and managers who worked closely with him. He was demanding and
resolute, but always fair and compassionate.
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Bobby has instituted in the entire organization of ZFF the discipline of making

I knew the article interested him not only because it was about IBM, but more

sure our interventions lead to the desired outcomes.

important, because it compared IBM with the Carnegie Foundation, a giant
among philanthropies in terms of endowment at the time of its organization.

So how is Bong? Well, Bong has this to say of Bobby: “His brilliance, work ethic,

A hundred years later, IBM was standing tall, whereas Carnegie was merely a

and leadership are an inspiration. He consistently shows us that we can do

shadow of its old self.

better, always trusting our collective talent and energy, and he is gracious in his
appreciation of our work.”

Bobby’s message was, “Don’t lose your relevance!”

Bobby’s “How is Bong?” eventually became “How is Ramon?,” “How is

While Bobby sits on many boards and chairs his family’s Carlos P. Romulo

Tonyboy?,” and now “How is Austere?”

Foundation, he was always deeply involved with and concerned about ZFF. He
said ZFF is the Zuelligs’ legacy to the land of their birth. He cautioned me that,

VI.

this being a family foundation, it should do what the family thinks is right and
that it should reflect the specific values of the Zuellig family.

“I’ll be there.”
When we were beginning to operationalize the Foundation’s programs, Bobby
That’s Bobby’s simple reply when invited to a Foundation event. And you can

handed me a biography of Stephen Zuellig to underscore his point about

be sure he will come. Just as his presence loomed large in our office, he was

what ZFF should be. That Stephen and his brother Gilbert chose to stay in the

also visible in all our activities. We knew we needed to take great care in proper

Philippines to rebuild their business after World War II, then successfully expand

planning and execution of our events. Bobby made sure every event had real

it throughout Asia Pacific and make it a leading player in its field, was, to me, a

substance and was marked by punctuality. He made time for all our major

manifestation of the family’s values of duty, integrity, focus, and care for people.

events, never using his own health issues to skip them. He gave speeches during
colloquiums and forums. He met and interacted with mayors, governors, doctors

So we always make sure that ZFF excels in its chosen field. We have focused on

and other health officials, and he was genuinely interested in what they had to

health leadership and governance, major components in creating local health

say. He listened carefully and would interject what he had heard in subsequent

systems that produce better health outcomes. Moreover, our trained mayors are

conversations and meetings. And he insisted that the photo opportunities were

applying their learnings in sectors other than health. We have placed our focus

properly choreographed.

where the returns of our limited resources could be maximized. There is now a
growing call for improved public leadership and governance. Soon, we hope to

Always, we were glad he came, because his presence mattered.

see improvements in human development outcomes because the Foundation,
in its own way, helped transform the LCEs.

VII.
Just like its chairman emeritus, ZFF has emerged as a prime mover in its chosen
In 2013, Bobby emailed me an article from The Economist celebrating the 100th

field of actions.

anniversary of IBM and the Carnegie Foundation.
“What do you think of this?” he asked me.
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Thus, these two laws stand at the pinnacle of the 23 health laws passed since
1969—a remarkable record of one law passed every two years. Reading these

The Philippine
public health system
By Dr. Manuel M. Dayrit

different laws reveals the oft-repeated theme of “provision of care for all
Filipinos, particularly for the poor.” For example, there is a law on medicines
that legislates that generic medicines should be available to all and be given free
at government health centers. A complementary law mandates the provision
of low-cost medicines to the public, authorizing regulatory mechanisms to
put downward pressure on prices. There is a law on reproductive health (RH),
which mandates that such services be given free to citizens, striking the familiar
refrain of providing for the needs of those who cannot afford them; addressing
“unmet needs” for RH services is the perennial indicator to monitor this law’s
implementation. And there are laws that target specific vulnerable groups like
senior citizens and persons with disabilities (PWDs), providing benefits and
concessions for them, including automatic social insurance coverage.

P

robably the two most significant charters for Philippine healthcare in the
second decade of the 21st century are the Sin Tax Law (2012) and the

Indeed, if we were to go by what is written in our health laws, we should be one

Universal Health Care (UHC) Law (2019). These two laws are arguably

of the healthiest countries on Earth, and the health of our citizens one of our

the game changers that put the Philippines at the threshold of universal health

highest aspirations.

coverage. Now it can be categorically said that every Filipino is entitled to the
benefits of social insurance.

However, while aspirations are high, realities on the ground show that it is not
so straightforward to realize legislated intentions. Looking back at the last three

Social insurance coverage for all Filipino citizens has been a long-standing

years, we see health controversies and scandals that have rocked the Philippine

aspiration, dating as far back as 1969 when the first Medicare Law was passed.

health sector to its core, raising doubts about the health system’s capacity to

But it was never a reality until the UHC Law came to be 50 years later. Before

govern its many moving parts, including the public and private sectors. These

February 2019, Filipinos who had not paid their Philippine Health Insurance

scandals and controversies feed on themselves, devour many public officials

Corporation (PhilHealth) premiums were not eligible for social insurance

and private stakeholders in their wake, and leave the Filipino citizen perplexed

coverage. Particularly for the poor, premiums were dependent on subsidies of

about what is going on.

their local governments, which often could not sustain them due to meager
resources or other priorities.

For example, recent public revelations of fraud by a private dialysis center in
reimbursement claims for dead patients caused a sensation. Complaints of

Fortuitously, the Sin Tax Law served as the catapult for the passage of the UHC

long-standing unpaid PhilHealth reimbursements to private hospitals make us

Law. Because 80% of the revenues generated from tobacco taxes are earmarked

wonder about the efficiency and integrity of PhilHealth’s current administrative

for PhilHealth premiums, billions of pesos have become available to support

procedures and governance mechanisms.

the national health insurance program and cover the funding gap needed to
include the poor in this social safety net.
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The controversy around the anti-dengue vaccine Dengvaxia revealed how the

pa r t I : c o m m e n ta r Y

Bad outcomes!

various players within the system could be sucked into a mess of good intentions
and bad outcomes. The controversy produced a public spectacle leading

The stress of indictment took its toll on a DOH official, who suddenly died after

to the indictments of public officials for reckless imprudence, the revocation

attending a court arraignment. His attending doctors concluded that his heart

by the Food and Drug Administration (FDA) of Dengvaxia’s certificate of

caved in to the severe emotional burden he had carried. Bad outcome!

product registration (CPR), and a drop in public confidence in the government
immunization program.

And what about the falling trend in the immunization coverage of infants and
children, which had begun several years earlier? Frequent stock-outs of vaccines,

According to the Department of Health (DOH), mothers refused immunization

along with human resource issues in the field, have been blamed for this. The

for their children, causing national immunization coverage of infants and children

Dengvaxia scare dragged vaccine coverage further downwards.

to fall to 40%, an alarmingly low point in a downward trend which actually began
eight years earlier.

The drop in immunization rates has resulted in alarming consequences: Cases
of acute flaccid paralysis in children due to vaccine-derived polio have emerged

What caused the Dengvaxia controversy?

in some parts of the country. This sadly reverses the country’s polio-free status
and makes children vulnerable to a horrible disease that will either kill them or

It was a perfect storm that started when the government immunized thousands

cripple them for the rest of their lives. More bad outcomes!

of schoolchildren with the new vaccine to address the uncontrolled rise of
dengue cases in the country and prevent dengue deaths. Good intentions!

But enough about bad outcomes. I look forward to getting past these setbacks.
We should learn from them and derive new inspiration to work together to

Opponents of the government’s decision raised doubts about the vaccine’s

pursue our aspirations for health and fix what is broken in our health system.

safety and efficacy as well as its adverse effects. Then, doubts were raised as
to the integrity of the procurement process, fueled by speculation that the

As an optimist who celebrates the promise of universal health care, I believe

launch of Dengvaxia was rushed to gain political mileage for an upcoming

that its eventual realization must begin with the mindset of every citizen to be

election. When the vaccine manufacturer announced that Dengvaxia should

personally responsible for his or her health. And in a complex world of risks

be given only to children with previous dengue infection, all hell broke loose.

and hazards, building a person-centered health system that enables individuals,

Mothers of children who received the vaccine protested the potential harm

families, and communities to sustain their wellbeing is the supreme undertaking

to their children. Consequently, suspected dengue deaths were tenuously

of public health authorities and all health care providers in both public and

attributed to the vaccine, and public fear and anger engulfed conventional

private sectors.

and social media. Who was to blame? Finger-pointing ensued. Investigations
in the Senate led to criminal indictments of public officials thought to be

We have a chance to achieve this objective through the UHC Law. With increasing

culpable. Cases were filed in courts located in places where alleged dengue

government investment in health, all stakeholders must play their part and

deaths occurred, forcing the indicted to present themselves before each

ensure that the system performs effectively and efficiently. I am convinced that

court to post bail in order to avoid imprisonment. Despite the eventual

the weakest link in our health system is at the primary level, particularly in the

accreditation of Dengvaxia by the World Health Organization (WHO), its

public sector. Neglected and poorly capacitated, rural health units and district

Certificate of Product Registration (CPR) remained canceled in the Philippines.

hospitals have hardly changed since the time I qualified as a medical doctor over

16
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40 years ago. Throughout the country, their physical facilities remain antiquated
and run-down; staff are poorly paid, trained, and supervised; diagnostic
capacities are primitive; supplies and medicines are inadequate.

Reproductive health and
adolescent sexuality

But I dare to envision a vibrant primary health system that will take care of the
greater portion of the needs of all Filipino citizens, whether as individuals,
families, or communities. The primary system will be linked to more specialized
services in a responsive and cost-effective system.
This idea is not new. Many others have been saying it for years. The UHC Law
now tells us to do it!

By Dr. Esperanza I. Cabral

Primary health care should be the primary investment area for public resources,
in order to transform public health into a person-centered health system. I am
confident that our health system will be able to reinvent itself, as other countries
that have effectively invested in primary care have shown.

I

nquirer columnist Peter Wallace recently said, “Manila has become an
unlivable city.” If that is the case for members of the privileged 1% of the

Mabuhay ang UHC! Mabuhay ang Pilipinas!

population, as far as socioeconomic status is concerned, consider how it is for

the vast majority.
It is a fact that population, health, and environment are interconnected, and
nowhere is that connection more evident than in the matters of family planning
and adolescent health.
Though the Philippine population growth rate has started to go down, there
were an estimated 108 million Filipinos as of July 2019, and by the end of the
year, another million is expected to be added, that is based on the growth rate
of 1 million every six months or 2 million every year. Thankfully, our population
pyramid at the end of 2018 showed a base that has started to narrow, which
means there is now relatively slower growth in the younger age groups.
In the estimated current population of 109 million, we have 28 million women
of reproductive age—women between the ages of 15 and 49. By 2020, that
number is expected to grow by another 500,000 or so. This highlights the
importance of discussing fertility in our present context. The current total fertility

18
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rate (TFR) is 2.7, which means every Filipino woman at the end of her life would

That is why discussing the demand for family planning and the use of

have had an average of three children. The TFR is going down, resulting in the

contraception among Filipino women has never been more urgent.

aforementioned decrease in our population growth rate (by comparison, the TFR
in 1993 was 4.1). However, compared to neighboring Southeast Asian countries,

The latest NDHS says that the total demand for family planning is 71%, meaning

our TFR is still high. Only Timor Leste has a higher TFR than the Philippines. Still,

71% of all Filipino women of reproductive age want some method to be able

we are hoping—and this is a big aspiration—that by the end of 2040, our TFR

to plan their families. Forty-nine percent of this 71% want such methods for

will have gone down to just 2.02 births per woman.

limiting—they don’t want to have any more children—while the remaining 22%
want such methods to be able to space the births of their future children.

The fertility rate differs across the country. According to the 2017 National
Demographic and Health Survey (NDHS), the National Capital Region has the

It is good that the unmet need for modern family planning is decreasing across

lowest TFR at 1.9 children per woman, while the Zamboanga Peninsula has the

all socioeconomic quintiles, reflecting increased access among women to

highest, at 3.6 children per woman.

contraceptives, but the unmet need is still highest among the poorest women.

The 2017 NDHS shows the fertility rate differs according to whether a person

It is curious that although the least educated women have the greatest unmet

lives in a rural or an urban area. Up to now, more children are being born to women

need for family planning, they actually use more modern methods as compared

who reside in rural areas than to their counterparts in the urban areas.

to their more financially well-off counterparts. The reason remains a matter of
speculation among experts in the field. One suspicion is that women in the

Wealth also affects fertility rate, such that those in the lowest economic quintile

richest quintile are able to use contraceptive methods properly and effectively,

have a fertility rate of 4.3, while those in the wealthiest households have a rate

such that even if not many of them use contraception, they are still, on average,

of only 1.7.

able to have fewer children. However, at this point, it’s all a matter of speculation.

There is also a difference between wanted and actual fertility rates. In general,

There is an overall increase in contraceptive use largely because of increased

women—whether in the rural or urban areas—have one more child than they

use of modern methods. Compared with other Southeast Asian countries,

would have wanted.

the Philippines ranks somewhere in the middle in terms of contraceptive use,
outranked by Indonesia but ahead of Timor Leste.

But these averages do not tell us much; in fact, they hide a lot of things. It
is like comparing an executive’s salary with that of his personal driver, then

Among married women in the country, 40% use modern contraceptive methods,

averaging the two, ignoring, for instance, that the driver only receives a tenth of

while only 17% of unmarried but sexually active women use such methods.

his employer’s salary. What does the average tell us, exactly? Nothing.
The use of modern contraceptives differs by region. The Cagayan Valley registers
This brings us to the issue of family planning. The fertility rate is eventually

the highest use of such contraceptives among married women of reproductive

affected when women have access to methods by which they can control the

age, while the lowest rates of use in that population are in the Bangsamoro

number of children they have and so be able to raise their children properly.

Autonomous Region in Muslim Mindanao.

20

21

FestsCHrift for roberto r. romulo

pa r t I : c o m m e n ta r Y

What do our women use and where do they get these contraceptives from?

A study led by Dr. Alejandro N. Herrin showed that PhP34 billion a year in earnings

It is notable that according to recent data, among the various methods used,

are lost due to early childbearing. At 22 years old, the average daily wage of a

the longer-acting and permanent methods are accessed by women through the

woman who completed high school is PhP361, while that of a woman of the

government, while the shorter-acting methods are procured from the private

same age who failed to finish school and has already given birth is only PhP46

sector. This is accurately reflected, for example, by the fact that the government

(a measly 1/8th of the daily salary of her more educated, childless counterpart).

does not subsidize oral contraceptive pills, which are relatively cheap and

These financial differences persist throughout the lives of women, such that by

accessible via out-of-pocket expenditure.

the age of 62, the average daily wage of the woman who finished high school
and did not experience early childbearing would already be PhP642, whereas

Another major issue affecting population growth in the country is adolescent

a woman of the same age who began childbearing early and did not complete

reproductive health. Adolescent reproductive health not only affects the growth

high school would be earning only PhP317.

rate, but also results in lower overall educational attainment among women
and increased poverty incidence, including intergenerational poverty among

It is imperative that we get our women out of poverty; that we get them to finish

Filipino families.

high school if they are to have a future at all and make a positive contribution
toward the nation’s society, health and the environment. We must implement

The latest NDHS said that 21 is the median age of the first sexual intercourse.

a family planning program because it is the right of every person; because it is

That means that in a group of 100 21-year-old women, 50 would have already

economically sound; and because it will ultimately help save the planet. We are

had sex. And the median age of marriage is at 1.5 years after first sex, debunking

already far beyond the carrying capacity of the planet, and it will be the future

the notion that Filipino women only have sex within the sanctity of marriage.

generations who will suffer the consequences. We must prevent this already

Meanwhile, the median age of the first birth is exactly one year after marriage.

unlivable Manila to become even more unlivable.

In that same NDHS, it was shown that 9% of women in the age group of 15

A sensible stepping stone toward salvaging the future is the proper and efficient

to 19 years are either mothers already or pregnant with their first child. That

implementation of our laws. The basis of everything that we do should be

percentage is expectedly higher when considering women between 15 and

Republic Act 10354, or the Responsible Parenthood and Reproductive Health Act

24 years old. What is alarming, however, is that these women aged 15 to 19

of 2012 also known as the RH Law, passed in December 2012, the implementing

years contribute 200,000 births annually out of the less than 2 million births, i. e.

rules and regulations of which were signed within the allotted 90-day period. As

roughly 10% of the total births in the country. That tells us that the unmet need

widely expected, the Supreme Court promptly issued a status quo ante order

for family planning is highest in this age group.

against the RH Law, a mere five days after the signing. Over a year later, the
Supreme Court changed its position and deemed the RH Law constitutional

The previously mentioned 9% is already a 1% decrease from the 2013 statistic.

and implementable, but only after striking down several controversial clauses

I would like to think this is because we have been implementing—effectively,

and mandating all minors—except those who already have children or who have

to some extent—the Reproductive Health (RH) Law. But that decrease and the

had a miscarriage—to seek consent from their parents to access modern family

averages, when taking into account the last 20 years, remain insignificant. This

planning methods.

tells us that we need to do more, particularly for adolescents, and especially for
adolescents who have received less education.
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The year 2040 is still a generation away. Achieving the replacement fertility rate
of 2.02 will cost a lot and require much work from everyone. It involves taking care
of and providing modern family planning methods to some 11 million women of

Nutrition and stunting:
Status, prospects and what
needs to be done

reproductive age. The estimated cost for such an endeavor over the next three
to four years alone is close to PhP11 billion. That translates to around PhP1,000
to provide each woman of reproductive age with the needed contraceptives for
three to four years. Paying for deliveries is considerably costlier. And that is just
the beginning—we still haven’t talked about the cost of immunizations and all
the other future needs of unborn children, among others.
We do not have to go to such extreme measures as passing a law that restricts
the number of children a woman can have. To begin with, women already know
how many children they want to have. What we must do is help them achieve
that desire.

By Dr. Corazon Barba

I

f I had it my way, I would have chosen a career in teaching, as my mother did
for more than 40 years. But while preparing for university, my father told me,
“teachers put in long hours for a small pay.” “You should take up nutrition,”
he decided.
That was the era of a well-defined gender gap, where women were deemed
suitable for only certain careers. So in 1957, I enrolled in BS Nutrition at the
Philippine Women’s University. At that time, the university was exclusively for
women and offered courses that were tailored specifically for women, such as
home economics, nutrition, and education. I graduated magna cum laude in
1961, and soon after, joined a three-month volunteer training program at the
Food and Nutrition Research Center (FNRC).
At the time, the FNRC, which was created in 1947 as the Philippine Institute of
Nutrition, was undergoing transformation to strengthen the country’s nutrition
research and education. In 1975, the FNRC was renamed Food and Nutrition
Research Institute (FNRI). This was where I eventually served as director, from
1998 to 2004.
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Nutrition seemed to be the right career path for me while I was studying for

University of the Philippines Los Baños (UPLB), where I was a faculty member

my master’s degree in Food Science with an East West Center Fellowship at

and director until my retirement in 2006. Up to now, when I attend conferences,

the University of Hawaii in the mid-1960s, since nutrition was well positioned

it is always gratifying to hear my former ASEAN graduate students present

within the political setting of the Philippines at the time. Early in the decade,

malnutrition problems in their countries and acknowledge their successes based

then President Diosdado Macapagal’s government had set up the National

on what they learned at UPLB.

Coordinating Council on Food and Nutrition (NCCFN), whose main purpose
was to coordinate and direct all nutrition-related activities of the country. The

In 1975, nutrition was considered a national priority by the government; thus, the

NCCFN later evolved into the National Food and Agriculture Council (NFAC)

prevalence of underweight among children ages 0 to 60 months declined from

under the Department of Agriculture (DA), headed by then Minister Arturo

39% to 33% in 1980. This trend continued to a low of 23.6% in 1996 (World Bank

Tanco, Jr., who was a staunch supporter of nutrition. Under the NFAC, nutrition

and FNRI, 2015).

was integrated into the Philippine Food and Nutrition Program, which was
implemented from 1971 to 1974.

While the nutrition programs and innovations of the NNC and the NCP were well
recognized globally, with courses in nutrition planning under the United Nations

The Philippines continued to have strong policies and agencies for nutrition

University World Hunger Program being conducted at the NCP, martial law

through the 1970s, as then President Ferdinand Marcos declared nutrition

took its toll on the country. The transition to the Aquino administration brought

a national priority in Presidential Decree 491, known as the Nutrition Act. It

reforms in the field of nutrition. In 1987, then President Corazon Aquino issued

established the National Nutrition Council (NNC) as the highest policymaking

Executive Order 234, or Reorganization Act of the National Nutrition Council,

and coordinating body in nutrition, mandated to formulate, monitor, coordinate,

which included the Department of Labor and Employment, the Department

and evaluate the national program. Alongside the NNC, the Nutrition Center of

of Trade and Industry, and the National Economic and Development Authority

the Philippines (NCP) was initiated by then first lady Imelda Marcos as a non-

(NEDA) as members of the NNC, with the Department of Social Welfare and

stock, non-profit organization for resource mobilization among the private

Development as chair.

sector. The NCP combined efforts with the DA in implementing direct nutrition
interventions, mixing agriculture and health, social welfare, and education in

The 1990s saw further efforts from the government to enact and establish

addressing malnutrition problems.

nutrition-specific interventions, especially to address micronutrient deficiencies
or hidden hunger. These interventions included the ASIN Law of 1995, alongside

With strong political and budgetary support, hands-on leadership, and top-to-

the formation of the Salt Iodization Advisory Board; the adoption of the first

bottom engagement of local governments, the Philippines set the standard in

Philippine Plan of Action on Nutrition (PPAN) in 1993, designed to be the country’s

eliminating malnutrition, especially marasmus-kwashiorkor, with the significant

blueprint for achieving nutritional adequacy for all Filipinos; enforcement of

reduction of underweight Filipinos. Even though we did not track micronutrient

food fortification; and distribution of micronutrient supplementation as the

deficiencies until the 1990s, when the global community on nutrition began

government’s commitment to eradicating hunger and malnutrition under then

talking about the concept of hidden hunger, we already identified cases

President Fidel Ramos. The Nutritional Guidelines for Filipinos, formulated in

of vitamin B deficiency, such as beri-beri, during the FNRI’s national surveys.

the 1970s, was updated to include messages on diet diversity, especially higher

The Philippines became a model to other Association of Southeast Asian

consumption of vitamin A and iron-rich foods, fish and meats. Furthermore,

Nations (ASEAN) countries struggling with high prevalence of protein-energy

the government also enacted Republic Act (RA) 7160 or the Local Government

malnutrition. Graduates of nutrition and allied fields from South and Southeast

Code of 1991, which included nutrition as one of the basic services.

Asian countries were enrolling at the Institute of Human Nutrition and Food in
26
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However, nutrition was assumed to be part of health, agriculture, or social welfare

Compared with those of neighboring middle-income countries, the Philippines’

programs, oftentimes misplaced and misdirected, with no assurance of funding.

stunting rate remained high, and regrettably, similar to low-income countries

When minimal funding became extremely necessary, the usual source tapped

such as Lao PDR, Bangladesh, and some African countries.1 Notable, too, was

by local officials was the gender and development budget under the internal

that in middle-income ASEAN countries, agriculture greatly contributed to

revenue allotment (IRA). The IRA, which comes from the national government,

household food security, while the Philippines focused on manufacturing and

is a discretionary fund that mayors often use to support projects for the year;

services, and agriculture accounted for a relatively small fraction of the gross

often, this is the source of funding for nutrition plans and programs.

domestic product. According to the last three national nutrition surveys, our
farming households remain the most food-insecure.

Despite our government’s efforts in policy and legislation on nutrition, the
prevalence of underweight children ages 0 to 6 months increased from 23.6%
insignificant decrease toward 2015.

High income: OECD
High income: non=OECD
Low income
Philippines
Lower middle income
Upper middle income

Figure1. Prevalence of Underweight
40%
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The Philippnes is projected to become upper middle income
country by 2020, but the country’s stunting rates are comparable
to low income countries in Asia and Africa.
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As the prevalence of underweight in the Philippines remained at 20% in the early
2000s, our neighboring countries, particularly Vietnam, managed to improve

2008
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their nutrition situation. Presumably, the impact of the Asian financial crisis of

2013

2 to 5 yrs

2015
6 to 10 yrs

2018
10 to 19 yrs

Source: FNRI, 2018

1997, alongside the effect of natural calamities such as El Niño and La Niña, had
a huge impact on our nutrition situation. In fact, when we began monitoring
stunting in 2008, its prevalence still stayed above 20% for all age groups.

Presentation of Valerie Gilbert Ulep during the MAPS (Multisectoral Actions to Prevent Stunting) on
October 2, 2019.
2
Presentation by Dr. Alejandro Herrin during the MAPS (Multisectoral Actions to Prevent Stunting) on
October 2, 2019.
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Figure 3. Stunting Rates of Philippines and Comparator Countries

To lower the global ranking of the Philippines in the prevalence of stunting
its own investment plan on a variety of nutrition interventions. The UNICEF

40

Business Case for Nutrition Investment in the Philippines estimates cost for
15 nutrition-specific interventions, the NIS (National Nutrition Investment

30

Scenario)3: 1) Five-component antenatal package, which includes iron folic acid

20

supplementation, deworming treatment, anti-malarial treatment, protein energy
supplement, education and promotion; 2) Seven-component child package,
which includes breastfeeding promotion, young child feeding, zinc-enhanced

0

Under-5 stunting rates

50

and improve its overall nutrition situation, our government will have to start

Pakistan

Lao PDR

India

Indonesia

Bangladesh

Philippines

Cambodia

Myanmar

Vietnam

Malaysia

Thailand

China

Singapore

01

treatment for diarrhea, severe acute malnutrition management, moderate

Source: Little Children: The stunting crisis in the Philippines (Benchmarking exercise), Valerie Gilbert
T. Ulep. Presented at MAPS (Multisectoral Actions to PreventStunting), October 2 to 4, 2019.

acute malnutrition management, vitamin A capsules, deworming, zinc and iron,
micronutrient powder supplementation; and 3) Three-component, populationwide intergenerational food fortification package, which includes flour
fortification, salt iodization and mass media to encourage positive nutrition
behavior. Total cost of the proposed NIS is $1 billion or $60 million to
$114 million annually for 10 years.

Now, the role of government in addressing nutrition problems is becoming
well recognized at all levels of nutrition policy in the Philippines. Efforts are
being made to mobilize local government units (LGUs) by campaigning among
mayors and governors for proper nutrition in the first 1,000 days of life. In
November 2018, President Rodrigo Duterte signed RA 11148, or the Kalusugan
at Nutrisyon ng Mag-Nanay Act, to provide “comprehensive, sustainable, multisectoral strategies and approaches to address health and nutrition problems
of newborn, infants and young children, pregnant and lactating women, and
adolescent females.” This law recognizes the significance of nutrition-related
consequences on the developing fetus up to the time a child is two years old,
by ensuring that a mother’s nutritional needs are met during pregnancy. Under
this law, the Department of Health (DOH) and the NNC shall lead other agencies
in formulating plans and implementing programs that focus on providing
nutrition-oriented services to safeguard the health of pregnant and lactating

National Nutrition
Investment Scenario
(NIS)

Target

Estimated Cost (US$)

Five-component
antenatal package

90% of pregnant
women

18.2 M

Seven-component
child package

90% of children less
than 5 years of age

58.8 M

Three-component,
population-wide
intergenerational
food fortification
package

General public

22.6 M

Source: A. Herrin, 2019

women, such as nutrition counselling, maternal supplements for protein–energy
balance, micronutrient supplementation, and treatment of infections including
deworming2 that will be accessible at the barangay level.

3

Presentation by Dr. Alejandro Herrin during the MAPS (Multisectoral Actions to Prevent Stunting) forum on
October 2, 2019.
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Government support for health and nutrition, or the lack of it, can impact its

have significant impact on the health of women and children. In consequence,

citizens. In 2014 the government share of total health expenditure was only

it may not be clear to healthcare providers and clients if nutrition-related

13.3%, while social health insurance (PhilHealth) and private insurance or health

illnesses are covered under the UHC, and thus the risk of missing out on its

maintenance organizations had a share of about 9%. On the other hand, more

benefits. This is a potential loophole that can be taken advantage of to pass on

than 50% of the nation’s total health expenditure was covered by household out-

the cost of medical care to OOP expenses. And although the law also requires

of-pocket (OOP) payments that could have been used for other services such

the formation of a Health Technology Assessment Committee (HTAC), its core

as quality education, or utilized to invest in dietary diversity, which can be quite

committee does not include a nutrition expert.

costly given the high price of vegetables, meat and other high-quality foods
that provide better nutrition. Instead of capitalizing on preventive measures, our

However, the law is clear about governance and accountability, requiring LGUs to

citizens are spending on curative and rehabilitative procedures, which can be

enact stricter ordinances to “strengthen and broaden” existing health policies,

prevented if the individual is well nourished.

and implement effective programs that promote health literacy and healthy
lifestyles. I can only surmise that the campaign for health literacy will also include

Under the new Universal Health Care (UHC) Law, household OOP expenditure

nutrition education. The law also requires the LGUs to submit annual reports

for health services will be significantly reduced without compromising the quality

and an assessment of impacts of implemented programs to the Department of

of service and care.

the Interior and Local Government. In the same manner, the DOH will submit
similar reports to the President, Senate President, and the Speaker of the House

According to the World Health Organization (WHO), “reforms [will] consolidate

of Representatives.

existing yet fragmented financial flows, increase the fiscal space for benefit
delivery, improve the governance and performance of devolved local health

In my more than 50 years in this profession, I have witnessed the evolution

systems and institutionalize support mechanisms such as health technology

of our nutrition landscape in the efforts exerted to enact laws and develop

assessment and health promotion.”4

policies on both nutrition-specific and nutrition-sensitive interventions. We
have yet to reclaim the glory days of nutrition in the 1970s to early 1980s. We

While the concept of free good-quality medical care for all Filipinos sounds

must strive to achieve the nutrition targets set by the WHO for 2025, and the

ideal and promising, it does not clearly single out nutrition and how this will

United Nations Sustainable Development Goals (SDGs) to end hunger by 2030

be included in the services under the UHC. For nutrition, it is business as usual:

(SDG 2). Economic growth brings with it the double burden of malnutrition, with

it is assumed that nutrition will be covered by health interventions; or that

increasing prevalence in stunting, underweight and overweight, and additionally,

once health is addressed, nutrition goes along with it, as if hitting two birds

obesity. While several interventions on micronutrient deficiencies, similar to our

with one stone. While the UHC Law explicitly identifies agencies such as the

neighboring countries, are already in place, we continue to face the challenge

Department of Education, the DOH, and NEDA with specific implementation

of reaching out to vulnerable and nutritionally at-risk populations, especially

tasks, it does not name existing policymaking bodies and research institutions

in geographically isolated and disadvantaged areas (GIDAs) and among

for nutrition such as the NNC or the FNRI under the Department of Science

indigenous peoples (IPs). Location and access to services, as well as cultural

and Technology—both producers of national data on health and nutrition such

beliefs and distrust toward health workers, remain hindrances to better nutrition.

as the OPT Plus and the national nutrition surveys. There is some emphasis

Thus, we need to consider a different approach in monitoring nutrition among

on addressing non-communicable diseases, but it does not stipulate anything

IPs by possibly separating data for this group when conducting OPT Plus, as well

about undernutrition, in particular underweight and stunting, and anemia, which

as designating a barangay health worker from within their group—one who can
gain the community’s trust and cooperation, and who can coordinate with non-

4

Derived from https://www.who.int/philippines/news/feature-stories/detail/uhc-act-in-the-philippinesa-new-dawn-for-health-care
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IP counterparts in the barangay.
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Micronutrient supplements, though available, have not reached full coverage
of target groups because of storage and distribution problems at the LGUs.
Distribution must happen soon since most of the supply will be expiring in 2020.
The national government should also ensure that LGUs have storage capacity,
while other medical and nutrition supplies are provided to the community
on a regular basis. Availability and accessibility are crucial to the success of
supplementation coverage, and this can only be achieved with a well-structured
supply chain.
Despite the challenges, I remain optimistic about our prospects of solving
malnutrition in the country, given the political will, substantial finances (the UHC
Law should explicitly include nutrition), and existing policies and programs in
the PPAN. When the First 1,000 Days program was launched in 2016 by the
DOH, it was received more as a concept than as an intervention, and the lack of
deeper understanding of this critical period created some missed opportunities
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cognitive development and growth are irreversible; (3) There is a small window

The challenge of mobilizing LGUs
for the prevention of stunting

of opportunity—specifically the first 1,000 days from conception up to two years
old—to prevent stunting; and (4) There is international and universal agreement
on the definition and measurement of, and a standard that defines, normal
human growth (World Bank, 2016; de Onis et al., 2013; UNICEF, 2018).
Those reasons are recognized in the Philippine Plan of Action for Nutrition (PPAN)
2017-2022, where stunting prevention is a strategic focus and the first 1,000 days
are the window of opportunity. This is supported by a fresh mandate, Republic
Act (RA) 11148 of 2018 or the Kalusugan at Nutrisyon ng Mag-Nanay Act, which

By Dr. Alejandro N. Herrin

aims to scale up the national and local health and nutrition programs through
a strengthened integrated strategy for maternal, neonatal, child health and
nutrition in the first 1,000 days of life. Furthermore, the Philippines is committed

T

here has been little progress in reducing child malnutrition, in particular
stunting, over the past 25 years as shown in the national survey data of
the Food and Nutrition Research Institute (FNRI) in Figure 1. Furthermore,

among the poorest households, about half of the children are stunted. Stunting
refers to the impaired growth and development that children suffer due to

to achieving the Sustainable Development Goals (SDGs), i.e. “By 2030, end all
forms of malnutrition, including achieving, by 2025, the internationally agreed
targets on stunting and wasting in children under 5 years of age, and address
the nutritional needs of adolescent girls, pregnant and lactating women, and
older persons.”

poor nutrition, repeated infection, and inadequate psychosocial stimulation. In
Figure 1: Prevalence of Child Malnutrition among Children
Ages 0-59 Months, 1993-2018

contrast, wasting reflects acute undernutrition, describing a recent or current
process, usually a consequence of acute starvation or severe illness, that leads
to significant weight loss. Underweight is a composite form of undernutrition
that includes elements of stunting and wasting (UNICEF, 2013). It is possible for
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stunting and overweight. In addition, stunted children are likely to be deficient
in micronutrients.
The importance of stunting prevention, and why it should be at the forefront of

Percent

stunting and wasting to coexist within the same child,1 as is the coexistence of

30

24

26

20
10

87

the national nutrition agenda, is based on the following considerations: (1) The
consequences of child stunting have serious implications for survival, educational
performance, and economic productivity; (2) The effects of child stunting on
1

Anthropometric measures of child malnutrition are as follows: Using the median of the World
Health Organization (WHO) Child Growth Standards, stunting is measured as the percentage
of children age -59 months whose height for age is below -2 standard deviations (SD) from the
median; wasting is measured as the percentage of children age -59 months whose weight for
height is below -2 SDs from the median; underweight is measured as the percentage of children
age -59 months whose weight for age is below -2 SDs from the median; and overweight is
measured as the percentage of children age -59 months whose weight for height is above -2 from
the median.
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Figure 3: Nutrition and Health Outcomes:
Mothers and Children, 2013 and 2015

The scientific basis for nutrition and health interventions to prevent child stunting
is well known from the accumulation of international studies synthesized in the
Lancet Series on Nutrition (2008 and 2013) and constantly updated by the World
Health Organization (WHO) in the e-Library of Evidence for Nutrition Actions
(eLENA). Figure 2 summarizes the interventions during the first 1,000 days that
are also contained in RA 11148 and its recently approved implementing rules
and regulations (IRR). The key interventions are in the blue boxes, while the
various national programs implementing such interventions are shown outside
the boxes. These national programs are supported by national legislation and
policies (administrative orders) of the Department of Health (DOH) (see Herrin et
al. 2018 for description).
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(iron, folic
acid, multiple
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calcium; iodine
through salt
iodization)
• Treatment of
infection including
deworming

Despite the various programs, progress toward reducing child stunting and
related nutrition outcomes among mothers and children has been slow (or in the
case of child stunting, stagnant). Intermediate outcomes such as prevalence of
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Neonate
(LBW, SGA
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• Continued breastfeeding
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cord clamping
Pregnancy

• Essential Intrapartum
Newborn Care
(EINC)

Adolescent birth rate:
57/1000
(15-19 years old)
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Under two years old:
(2018 ENNS)
Stunting: 26%
Wasting: 10 %

• Dietary diversity and
complementary feeding
(behavior change
communication and additional
food supplements for
moderate acute malnutrition in
food-insecure populations)
• Micronutrient supplementation
including iron, vitamin A, zinc,
or multiple micronutrients
• Hand washing with soap and
improved water and sanitation
practices

Wasted and CED
lactating mothers: 14%
Micronutrient deficiencies
- lactating mothers:
Anemia 17%
VAD: 5%
IDD: 34%
Micronutrient
deficiencies Anemia:
Infants 6-11 months: 40%
Children 1-5 years old: 11%
Infants -11 month: 28%
Children 1-5 year old: 20%

• Zinc for management of
diarrhea
• Treatment of infection

Sources for interventions: Bhutta et al. (2013; Das et al. (2016); RA 11148
Sources for outcomes: FNRI (2014-2016) and PSA and ICF International (2014) as reported as baseline indicators in NNC, PPAN 2017-2022
Note: Baseline intermediate outcomes include exclusive breastfeeding up to 5 mos. (25%); minimum acceptable diet 6-23 mos. (19%) from PPAN
2017-22; EPI 12-23 mos. (61%); and measles vaccination 12-23 mos. (80%) from NDHS 2017. Stunting and wasting for under-two year old in 2015 from 2018 ENNS.

exclusive breastfeeding up to five months and quality of complementary feeding
have not fared well either; and coverage of child immunization has recently
declined, leading to a measles outbreak, reemergence of polio, and increased
incidence of diphtheria. Figure 3 shows progress as of 2015, which corresponds
to the baseline of the PPAN 2017-2022.

National Dietary
Supplementation

Micronutrient
Supplementation

Mandatory Food
Fortification

Infection Control

Maternal nutrition
during pregnancy

Maternal and
Neonatal Care

• Counselling on
health and nutrition

• Micronutrient
supplementation
(Iron, folic
acid, multiple
micronutrients;
Calcium; Iodine
through salt
iodization
• Treatment of
infection including
deworming

0-5 months
• Exclusive breastfeed
6-23 months

• Maternal
supplements of
balanced energy
• Micronutrient
supplements of
balanced energy
and protein

Postpartum and
Family Planning

Neonate
(LBW, SGA
Preterm)

• Continued breastfeeding
• Optimal timing of
cord clamping
Pregnancy

• Essential Intrapartum
Newborn care (EINC)

Family Planning
Female adolescents
and women of
bearing ages

services were devolved to the local government units (LGUs). Thus, the various
interventions shown in Figure 2 have been implemented on the ground by
the LGUs. The slow progress in health and nutrition outcomes shown by the
indicators in Figure 3 calls for an examination of LGU performance in health and

Figure 2: Nutrition and Health Interventions during the
First 1,000 Days and National Implementation Program
Nutrition
Promotion and
Behavior Change

With the passage of the Local Government Code of 1991, health and nutrition

2 years

• Prevent
pregnancy during
adolescence
• Prevent
unwanted or
unplanned
pregnancy
(inter-pregnancy
intervals)

• Dietary diversity and
complementary feeding
(behavior change
communication and additional
food supplements for
moderate acute malnutrition in
food-insecure populations)
• Micronutrient supplementation
including iron, vitamin A, zinc,
or multiple micronutrients
• Hand washing with soap and
improved water and sanitation
practices

nutrition in the context of broader development efforts.

Nutrition
Promotion and
Behavior Change
Infant and Young
Child Feeding

Early Child Care
and Development

Micronutrient
Supplementation

Water, Sanitation
and Hygiene

• Zinc for management
of diarrhea
• Treatment of infection

Infection Control

An approach to this examination is to look at the effect of poverty (representing
broad development efforts) and LGU spending on stunting prevalence. Basic
data on LGU expenditures are available from the Department of Finance-Bureau
of Local Government Finance (DOF-BLGF). Data spending related to health
and nutrition that are reported to the BLGF are lumped into a single category
called “health, nutrition and population” (HNP). Data on poverty are from the
Philippine Statistics Authority’s Reports on Poverty Incidence, which are based
on the Family Income and Expenditure Survey. Data on stunting come from the
FNRI’s 2015 National Nutrition Survey. The analysis is for 2015 where we have
available data by province on all the variables. The unit of analysis, therefore, is
the province.

Sources for interventions: Bhutta et al. (2013; Das et al. (2016); RA 11148
Sources for description of programs: See Herrin et al. (2018)
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Figure 4: The Effect of Poverty and LGU Expenditure on Stunting
All LGUs in 2015

There are two ways to specify LGU spending by province. Since there are
three categories of LGUs—province, city and municipality–each with its own

60

expenditure report, the total LGU spending is the sum of spending of the local

created to reflect only the expenditures of municipal LGUs, again aggregated
by province.
The results of the analysis show that, while poverty incidence has a significant
effect on stunting, LGU expenditure on HNP do not, as shown in Figures 4

50
20

and 5. The effect of poverty is expected. A separate analysis using subsistence

40

at the municipal and community levels, another LGU expenditure variable was

30

4. However, since many of the interventions related to nutrition services occur

Prevalence of stunting (%)

governments aggregated by province. This is the “All LGUs” analysis in Figure

poverty incidence, i.e. the proportion of families whose income is below the
0

food threshold, show a larger effect of poverty on stunting. Subsistence poverty
incidence, more than the general poverty incidence, is more closely related to

20
46
60
Poverty incidence: population (%)

80

60

food security issues. What is interesting is that LGU expenditure on HNP has
no significant effect on stunting, which suggests that LGU spending is either

50
20

and their variations across LGUs.

40

governments’ HNP expenditure on stunting, we examine per capita spending

30

addressing stunting issues. To further understand the lack of effect of local

Prevalence of stunting (%)

inadequate to address nutrition issues or that spending has not focused on
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0.361

0.042
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Per capita HNP
expenditures (PhP)

0.002

0.002
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-0.003
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14.40
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21.586

28.51

Source of basic data: DOF, BLGF 2015 and FNRI, 2015 NNS
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Figure 5: The Effect of Poverty and LGU Expenditure on Stunting
Municipal Governments, 2015

Data show large variations in per capita municipal LGU spending on HNP
by province, and municipalities within a province, with Northern Samar and

60

Romblon as examples, as shown in Figures 6, 7 and 8. (The municipalities of
Gamay, Northern Samar and Looc, Romblon were participants in the Zuellig

50

reduction for the first 1,000 days.)

40

With a high overall prevalence of stunting, LGUs with relatively low per capita
spending on HNP, shown in Figure 6, are unlikely to contribute significantly to

30

overall stunting reduction adequate to meet national targets. Thus, they tend
to pull down overall LGU average performance, making it difficult for all LGUs
combined to meet national targets. A similar observation can be made with

20

Prevalence of stunting (%)

Family Foundation’s Nutrition and Health Leadership Program for stunting

respect to municipalities within a province, as shown in Figure 7 for Northern
0

20

46
Poverty incidence (%)

60

Samar and Figure 8 for Romblon.

80

What exactly have LGUs done with their HNP expenditure? A compendium
60

of best practices of LGUs in nutrition provides a historical description of

50

(Nutrition International, 2018). Many of the programs of these 11 LGUs
have involved food production and gardening (8 of 11); school feeding

40

(8 of 11); implementation of some components of the “Seven Impact Programs”
(7 of 11); nutrition information, education, and communication (6 of 11);

30

livelihood programs (5 of 11); and water, sanitation, and hygiene programs (3
of 11). But these programs, while laudable, have little direct impact on stunting
prevention during the first 1,000 days of life. Moreover, many of these so-called
“nutrition-sensitive” programs have had only indirect impact on income and food

20

Prevalence of stunting (%)

nutrition interventions in two provinces, three cities, and six municipalities
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400
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Per capita HNP expenditures

availability and access. The data also show that while LGUs have implemented
a number of nutrition-related interventions, each LGU failed to implement the
entire continuum of interventions, especially those specific to the first 1,000 days
needed to address stunting.
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Figure 6: Per Capita HNP Expenditure and Percent Share of HNP
Expenditure to Total Operating Expenditures,
Municipal Aggregates by Province, 2015
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Armed with a fresh mandate from RA 11148—the strategic focus on stunting

Fourth, we must invest in upgrading the technical competence and operational

prevention during the first 1,000 days and the commitment to the SDG to

capacity of service providers. RA 11148 and its IRR specifically call for

eliminate all forms of malnutrition including stunting—the national and local

implementation at the barangay level through the health centers, RHUs and/or

governments can move forward on stronger footing. Here are several steps that

barangay health stations, under direct supervision of the city and/or municipal

must be taken.

government (Rule 7, Section 1 of the IRR). We must invest in capacity building
of frontline workers through updated training courses for frontline barangay

First, the concept of stunting must be clarified with LGUs and frontline service

personnel to upgrade their skills and competence consistent with new and

providers, and the economic and social impact of child stunting, and the political

evolving tasks. Another consideration is to add key personnel in the health

benefits of championing the cause, must be communicated.

centers, such as a nutritionist-dietitian, who will be specifically tasked to provide
technical guidance on nutrition matters.

Second, a common observation is that the data coming out of the Operation
Timbang, which LGUs collect and use in making their nutrition plans, are much

Finally, local integration and national–local coordination must be strengthened.

lower than those obtained by the FNRI’s National Nutrition Surveys. Thus, local

At the LGU level, this can be done through strengthening the integration and

data collection should be reviewed, with the aim of improving accuracy in order

delivery of the continuum of interventions across service delivery platforms,

to approximately guide local policy, planning, monitoring and evaluation.

cutting across LGU jurisdictions and through inter-LGU cooperation, as provided
for in the Local Government Code of 1991; or through the implementation of

Third, the interventions shown in Figure 2, if they are to be effective in

the Universal Health Care Law, providing for integrated local health systems

preventing stunting during the first 1,000 days of life, should be implemented

at the province or highly urbanized city level. At the national level, that will be

as a continuum of interventions. Data from the FNRI’s National Nutrition Survey

through improved coordination among national agencies, particularly the DOH,

and from the National Demographic and Health Surveys show gaps or “weak”

the National Nutrition Council, and the Department of the Interior and Local

links in the delivery of the continuum. These weak links must be strengthened,

Government by assisting LGUs in improving monitoring and evaluation.

with greater attention to (1) maternal nutrition during pregnancy and lactation;
(2) care for low birth weight/small-for-gestational-age neonates through the
upscaling of “Kangaroo Care;” (3) continuous monitoring of children’s growth
and development in rural health units (RHUs), together with provision of other
health interventions; (4) strengthening community support groups for the
promotion of exclusive breastfeeding; (5) complementary feeding of infants,
encouraging routine RHU visits for guidance on complementary feeding, and
establishing community complementary feeding activities that reinforce health
feeding practices; (6) early child care and development (in addition to assessing
developmental delays or disability, taking advantage of the opportunity to
assess growth, promoting breastfeeding and proper nutrition, and promoting
a safe home environment); and (7) development of strategic guidelines by the
DOH for LGUs to implement RA 11148 and its IRR.
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ealth and resilience first came together when I was executive director
of the Manila Observatory, where, from 2011 to 2016, we worked on the
first phase of the International Development Research Centre (IDRC) of

Coastal Cities at Risk (CCaR) program, a multi-country initiative covering four
cities: Metro Manila, Lagos, Vancouver, and Bangkok. For Metro Manila, we
worked with Dr. John Wong and Dr. Sio Marquez of the Ateneo School of Public
Health to apply a systems lens in understanding the risk that coastal megacities
face from the impact of flooding in communities.
Our focus was on trying out model exposure and vulnerability to the effects of
climate change and extreme events, such as enhancing the southwest monsoon
season and its social and health impacts. We combined a quantitative systems
dynamics analysis with a susceptible-infected-recovered population model to
examine how knowledge of leptospirosis and prophylaxis thereof would influence
the morbidity, permanent conditions, and mortality of the affected population.
This analysis then used geographic information systems to visualize potential

UNICEF. (2018). Economic Consequences of Undernutrition in the Philippines: A
Damage Assessment Report (DAR). UNICEF Philippines.

exposure to flooding given the climate analysis, thus providing initial insight

World Bank. (2016). Reducing Vulnerabilities, East Asia and Pacific Economic
Update (October), Washington, DC: World Bank.

resilience by intersecting physical and social geographies to provide input for
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It was during CCaR 1, in 2014, when I was first personally introduced to

and technology is also being used in the province of Bataan, and the cities of

Ambassador Roberto Romulo and the work of the Zuellig Family Foundation

Cagayan de Oro, Zamboanga, Naga, Iriga, and Ormoc.

(ZFF). This introduction then led to a collaboration with the Manila Observatory
on several conferences addressing the challenges our country faces in relation

All these bring us back to the definition of resilience: a long-term investment

to climate change and disaster resilience.

in transforming exposure and vulnerability, achieved only by negotiation
and agreement to decrease inequities and commitment to evidence-based

One offshoot of this collaboration was the conceptualization of “Mapping

decision-making. Resilience requires breaking down traditional bureaucratic

Vulnerabilities Affecting Resilience of Local Health Systems,” ZFF’s post-Typhoon

silos and promoting joint efforts among government, private sector, academe,

Yolanda project in partnership with the Ateneo de Manila University. The project

civil society, and communities.

aimed to deepen the understanding of disaster risk in the 13 municipalities
hardest hit by Yolanda. It provided a spatial and visual map of the risk to local

The first step to resilience-building is understanding disaster risk as being

health systems from climate-related and geological hazards in order to explore

driven by patterns of development, and owning the inequities these patterns

how to make these places more resilient; it was also unique in that the analysis

have directly or indirectly caused. While natural hazards are part of planetary

interrogated the local social capital and trust network to serve as a guide in

changes, exposure and vulnerability are the result of human decisions. Natural-

communicating risk in support of decision-making.

technological disasters, like the impact of the earthquake and tsunami on
the Fukushima nuclear plant in Japan, or cascading disasters caused by

The collaboration enhanced an emerging framework of a Resilient Local Health

interdependent technological systems are, in reality, socioeconomic constructs.

System. This featured a timeline and a set of indicators for a transformative

The humanitarian dimensions of disasters, therefore, correspond to the

change of a local government unit from the baseline climate and disaster risk

weaknesses or failures on the part of the public and private sector to avoid the

assessment (CDRA) across the pre-disaster, relief, recovery, reconstruction, and

hazard and reduce exposure and vulnerability before it occurs.

adaptation phases. An impact chain visualizing the elements generating risk
to local health systems and a set of maps showing these were produced. The

But disaster resilience goes beyond disaster risk reduction and demands more

results of the project provided input to local officials on where best to locate

than just the capacity to respond to emergencies. It is the ability and capacity

health units, guiding construction methods and ensuring effective operations

of individuals, communities or societies to absorb and recover from a disruption

services given future hazards and risks.

largely through self-organization, and in ways that render them more resistant
to future risk. A culture of prevention is at its core, and when prevention fails,

Since 2014, considerable advances have been made in the field of resilience.

preparedness, response, recovery and reconstruction are the only recourse. In

Ambassador Romulo convened the National Resilience Council (NRC) in

order to focus on and facilitate an orderly response, recovery, and reconstruction,

2017. The NRC owes a great intellectual debt to ZFF and Ernie Garilao for the

it is critical to prepare pre-disaster recovery plans.

development of the Resilience Scorecard, a set of metrics (namely, leadership
and governance, human development systems, sustainable local economy,

This is where the Philippines enters the picture. We have some of the most

infrastructure, environment, and human security) utilized by the Resilient Local

advanced legislation on disaster risk reduction and management, climate

Government Systems Program to evaluate local communities. The second

change, sustainable development, environmental protection and conservation,

phase of CCaR is ongoing, with risk assessments being carried out in the cities

and renewable energy. Implementation is key as the institutional infrastructure

of Iloilo, Naga, and Muntinlupa. Moreover, the Resilience Scorecard measuring

to achieve this is just emerging and still needs to be focused to better address

leadership and governance and training and capacity building on science

exposure and vulnerability.
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Internationally, the Philippines is recognized by the United Nations (UN) Office

ZFF has pioneered an approach and a set of methods to address public health

for Disaster Risk Reduction for involving the private sector in disaster risk

inequities in a holistic manner. Learning from their involvement with ZFF’s

reduction for resilience.

programs, LGUs have begun to realize that public health begins with reducing
exposure and vulnerability to the impacts of natural hazards by providing access

We have committed to implement the Sendai Framework for Disaster Risk

to quality health services to individuals, households, and entire communities.

Reduction, the Paris Climate Agreement, the Sustainable Development

Moreover, successful LGUs have realized that some investments in resilient

Goals, and the United Nations agreements on New Urban Agenda—all key

critical infrastructure, facilities, and logistics are within their reach and for some,

agreements that would shift our focus as a country from just disaster response

already in their hands.

to risk reduction for resilience.
Supporting this kind of work requires commitment to co-generation of transWe have excellent scientists and innovators whose potential to influence

disciplinary knowledge, thus breaking down disciplinal silos and creating

legislation is growing, albeit too slowly. We have two climate physicists in the

an openness to learning from different sectors and communities. This is now

Intergovernmental Panel on Climate Change Working Group 1 and several

starting to happen in the academe, but still needs investment and champions.

others working on impacts in Working Group 2.

The private sector, for its part, has realized that DRR is good for business. It
is slowly reallocating resources in an attempt to include the interests of the

Locally, disaster resilience appears prominently in both the National Security

communities it serves.

Strategy and National Economic and Development Authority’s “Ambisyon
Natin,” opening the door for further “risk-proofing” of our development

LGUs should be enabled and required to perform periodic risk assessments

planning. The Department of Science and Technology has launched several

and incorporate the findings into their investment programs. National and

knowledge platforms on hazards, which need to be linked with exposure and

local governments should develop a climate and disaster risk screening tool

vulnerability data from other national government agencies, including the

for all programs, policies, and projects. Essentially, we should try to risk-proof

Department of Health.

development. While values, output, and outcomes from national policies
and programs may take time to percolate, many LGUs have advanced DRR

There is even proposed legislation for the creation of a Department of Resilience.

for resilience as part of their accountability to their constituents and their

The number of draft bills shows an increased awareness of the need to decrease

competitiveness to attract more investment into their LGUs.

the impact of natural hazards in order to achieve sustainable development.
Congress recently passed their version, which is now going to the Senate.

Ultimately, climate change will alter our risk profiles. Among its impacts are
rapid and slow onset hazards, such as extreme weather events or increases in

Because of those proposed bills, a number of critical conversations and

temperature and decreases of rainfall over time. There needs to be localized

consultations among legislators, heads of non-government organizations, the

and continuous investment in understanding its physics and potential impacts

private sector, academe, civil society organizations, local government units

of climate change. What we must all realize is that health, food, water, and

(LGUs), and communities are ongoing to advance disaster risk reduction (DRR)

energy security are among the greatest concerns of our country—and that these

for resilience. Some of these appear to be changing the discourse of DRR from

concerns are deeply interrelated.

emergency response to prevention and resilience. The challenge is in reshaping
and agreeing to the new institutional arrangements that will ensure that no one
is left behind.
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and pro-poor. Two critical areas for intervention were identified: governance
and health service delivery. A development strategy was crafted for practical
implementation: the ZFF Health Change Model (HCM), derived from the
Bridging Leadership (BL) framework of the Asian Institute of Management
Center for Bridging Leadership.
The model posits that in order to have better health outcomes, the community
must have access to health services made possible by a responsive health

By Dr. Anthony R. G. Faraon

system, which in turn, is transformed and managed by a committed leadership.
The BL framework developed an approach for leaders to acknowledge their

T

he decentralized health system of the Philippines is a result of the Local

roles and participation in the social divide, then to build their responses and to

Government Code of 1991. This decentralization, or devolution, which

own the issue. The next step is the engagement with key stakeholders in creating

entrusted to the local chief executives (LCEs) the power to shape the

a common understanding and formulating responses through trust-building

health care delivery system, was based on the intervention that local government

dialogue in order to “co-own” the issue. The third step, the “co-creation” stage,

units (LGUs) would become more accountable for the health of their constituents.

sees the formation of innovative responses and new institutional arrangements
to address the identified issues, as enabled by the leaders, and to systematically

The initial challenge was that LCEs, who suddenly had extensive authority over

cooperate in the reduction of inequities.

primary and secondary care delivery, disease prevention, health promotion,
and policy development and implementation, had limited knowledge and

Piloting at the Municipal Level

experience legalizing the health system. Roles were not clearly delineated,
which led to problems in coordination among the different levels of the system.

In testing the HCM, ZFF’s initial intervention was to improve the facilities in the
rural health units of LGUs. This included working with municipal mayors and

Consequently, many rural and geographically isolated and disadvantaged areas

local health leadership teams.

(GIDAs) experienced underfinancing of health, poor health worker morale,
deterioration of infrastructure, and decline in service delivery—all of which only

The Foundation trained mayors and their teams through the Health Leaders for

furthered the apparent inequities between the urban rich and the rural poor.

the Poor (HLP) program. Through training, practicum, and coaching, they were

As the late Health Secretary Dr. Alberto Romualdez highlighted in his 2008

able to understand the gaps and inequities in their respective health systems,

University of the Philippines Centennial Lecture, life expectancy among the rich

and to identify the actions needed to address those issues. They carried out

was above 80; among the poor, it was below 60.

reforms and programs that made health services available and accessible to
their constituents, especially the poor.

ZFF Health Change Model
The partner municipalities were identified using two criteria: the commitment
In response to these challenges, the Zuellig Family Foundation (ZFF) shifted

of local leaders to reform the health system and the gravity of the community’s

its focus to health for the rural poor and participated in the government’s

specific health burdens. After the selection process, the municipal LCEs were

Health Sector Reform Agenda by helping make health access more equitable

trained on health leadership and governance through the BL model. From a
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pioneering cohort of nine LGUs in 2009, ZFF had implemented the HCM in 72

PLGP is now on its third cycle (PLGP 3). The first cycle focused on fixing

municipalities in nine cohorts by 2013.

provincial hospitals after maternal deaths were noted to be more prevalent in
these facilities. The second cycle, with which I was involved, actively engaged

Scaling Up

provincial governors in exercising leadership in the integration of curative and
preventive care. This yielded faster overall reforms in the provincial health

The HCM showed that mayors can become champions for health and drivers

system as the governors not only addressed hospital services, but also supported

of change, as evidenced by the municipalities’ improved health scorecard and

LGUs in improving municipal health systems.

health indicators. Because of these positive outcomes, the Department of Health
(DOH) and other development agencies started partnering with ZFF. In late

Launched in early 2019, PLGP 3 builds on the achievements of the preceding

2012, then Health Secretary Dr. Enrique Ona invited ZFF to share its approach

programs. Aside from ensuring that reforms and improvements are sustained,

for implementation to cover the 609 priority municipalities of the National Anti-

it aims to further strengthen the provincial health system and produce better

Poverty Commission.

health outcomes, while assisting provincial governments in operationalizing
Republic Act 11223, now the Universal Health Care (UHC) Law.

The prospect of scaling up paved the way for ZFF to develop a partnership
program with the DOH for the nationwide replication of the HCM—the Health

Toward UHC

Leadership and Governance Program (HLGP), which included transfer of
technology, capacity building of regional academic partners, and provision of

The UHC Law was enacted in February 2019. The drafting of its Implementing

resources, funding, and other necessities to make local health systems more

Rules and Regulations (IRR) was a protracted process; the IRR was finally signed

responsive to the needs of the poor. Through training conducted by 11 partner

and implemented on October 10, 2019. The law has two general objectives:

academic institutions, the program reached close to 800 municipalities by the end

to progressively realize UHC through a systemic approach and clear role

of 2018.

delineations among stakeholders; and to ensure equitable access to affordable
quality health care and protection against financial risk for all Filipinos.

Expanding the Reach
To meet these objectives, the law calls for the integration of local health systems
Taking off from the results of the municipal interventions, ZFF engaged other

into province-wide health systems, in which provincial health boards, chaired by

partners to expand the reach of the HCM. It started working with DOH regional

the governor, shall oversee and coordinate the integration of services, manage

directors through the Bridging Leadership Fellowship Program (BLFP), and

the Special Health Fund, and exercise administrative and technical supervision

provincial health leaders through the Provincial Leadership and Governance

over their facilities and human resources.

Program (PLGP).
Considering the newly expanded role of the governors and the provincial health
The BLFP provided the DOH regional directors with capacity building

boards, the PLGP experience, with the HCM as the theory of change, will be a

interventions to become effective coaches and mentors to provincial governors,

useful implementation framework. With coaching, mentoring, and an easy-to-

as well as their own staff. These directors supported and guided the governors

understand, measurable scorecard, governors can more rapidly and efficiently

to effectively navigate their health systems and achieve desired results. By the

transform their health systems to deliver better services and achieve more

end of 2018, the program has trained 13 directors.

sustainable health outcomes.
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It is asserted that the resurgence of populist politics is a manifestation of

Community empowerment for
health and development:
Transforming leaders and
communities together

popular discontent and protest against the impact of globalizing forces that
leave many communities and peoples behind in the midst of rapid economic
growth (Luiz, 2014). The need to reconceptualize development that puts people
and planet at the forefront has shifted efforts to human health and wellbeing as
key in achieving real development (Cabeza-García et al., 2018; Eckermann, 2018;
Kickbusch, 2014; Schuchter & Jutte, 2014). Sen (1999) argues that development
is a process of expanding the real freedoms that people enjoy and that this
process of expansion is both the primary end and the principal means of
development. People’s health and wellbeing ground this process (Ruger, 2004)
and highlight the importance of bringing forth an equitable and responsive
health system to ensure health for everyone.
1.1 Building Blocks of an Equitable Health System

By Dr. Meredith D. Labarda

What makes up an equitable health system that is reponsive to the needs of the
people? The World Health Organization (WHO) defined the health system as a

W

hat is the role of leadership in health care, and how can this
leadership be translated into outcomes that are beneficial for the
community? In the following article*, Dr. del Pilar-Labarda offers

answers by using the Zuellig Family Foundation’s Municipal Health Leadership
and Governance Program (MLGP) as a case study, using a combination of
quantitative and qualitative methods. By showing that leadership itself can

complex system formed by all organizations, people and actions whose primary
intent is to promote, restore and maintain health. This system, composed
of interconnected parts, is characterized by complex relationships, power
structures and social determinants affecting health outcomes of populations.
Transforming health systems can be an intractable endeavor, since they are
comparable to “living organisms” in which the relationship between the parts
generates behaviors and outcomes that are messy, unpredictable, and always

be the subject of research, her findings and insights serve as a resonant link

evolving (Auspos, Cabaj, 2014). In the Philippines, the decentralization of the

between the commentaries and research papers in this volume.

country’s health system was meant to strengthen it; instead, it resulted in system
failure after devolution (Atienza, 2012; Cuevas et al., 2017). This highlighted

1. Introduction

leadership and governance within the health system as crucial in making sure
that people’s health is promoted, restored and maintained. The Health Systems

Advancing the rights and welfare of the marginalized in a rapidly changing society

Framework of the WHO (2007) identifies six building blocks of an equitable

is a complex endeavor. While human wellbeing has been linked to economic

health system: leadership and governance, health financing, access to essential

growth, there is increasing evidence that economic expansion has not led to

medical products, vaccines and technologies, health information system, health

equitable development and the global disparity between the socioeconomic
classes has widened (Herrmann, 2014; Walby, 2018).

workforce and service delivery. Among the six building blocks of health, it is
leadership and governance that drives all the other parts of the system. Good
leadership and governance can propel all the other building blocks so that the
system becomes responsive to the needs of the people and the community

*This article is based on Dr. Labarda’s dissertation submitted to the University of the Philippines

and health outcomes are improved (J. Mfutso-Bengo, Kalanga, Mfutso-Bengo,
2018).

60

61

FestsCHrift for roberto r. romulo

1.2 Decentralization and Impact on Governance of Local Health Systems

pa r t i I : r e s e a r ch

From the governance perspective on decentralization one generally argues that
decentralizing the health sector is the right thing to do as long as conditions

In the Philippines, local leadership and governance became an essential

of good governance exist. From the health performance perspective, on the

component of the local health system in providing health resources and service

other hand, it is not clear if decentralization is indeed the “right thing” to do

delivery to the communities after the devolution, as mandated by Republic

when applied to many functions of service delivery regardless of whether or not

Act (RA) 7160, otherwise known as the Local Government Code of 1991. Health

it is “done right” (Mitchell and Bossert, 2010). In the context of the Philippines,

service delivery was managed by a Local Health Board (LHB) at the municipal

evidence presented in their study showed that after decentralization, health

level. Under Section 102 of the said republic act:

governance scored medium to high on the exercise of local discretion across
key health functions. However, decentralization did not translate to better

“Every municipality shall establish a Local Health Board headed by the

health outcomes. Key indicators such as the increasing maternal and infant

municipal mayor as chairman, the municipal health officer as vice-chairman,

mortality rate, increasing incidence of malnutrition and infectious diseases (such

and the chairman of the committee on health of the Sangguniang Bayan, a

as tuberculosis and HIV) prevailed in many communities (Mitchell and Bossert,

representative from the private sector or non-governmental organizations

2010), against the backdrop of health workers’ diaspora overseas, triggered

involved in health services, and a representative of the Department of Health in

by job dissatisfication due to overwork, undercompensation, and “political

the municipality, as members” (RA 7160, 1991).

helplessness” in a devolved health setting (Labarda, 2011).

This new arrangement made the local chief executive (LCE) responsible for

1.3 The Challenge of Leadership and Health Governance

the devolved health system in the municipality and paved the way for health
providers and the health system to come under the management of non-health

The central issue of health governance is capacitation of local stakeholders to

managers. In other words, in a devolved health setting like what we have in

take over the responsibility for the health of their population. How are LCEs

the Philippines, leadership and governance in health does not only mean

being capacitated and coached such that they understand the intricacies of

the municipal health officers (MHOs) at its helm but also include the LCEs

the health system and the complex health challenges that their communities

and the local administrative system. This has big implications when it comes

face, in light of devolution? How do they empower the communities to

to prioritization, planning, allocation of resources and implementation of

participate in the planning, decision-making and implementation of relevant

action plans.

health programs that would improve their health status and wellbeing? It was
in this context that the Department of Health (DOH), in partnership with a non-

Over the years, the implementation of devolution has long been debated if it

profit organization, i.e. the Zuellig Family Foundation (ZFF), partnered with 12

was indeed the right thing to do. Almost 30 years later, it is still being critiqued by

academic institutions all over the country to advance the leadership capacity

many, especially those who are frontline actors in the public health arena. Mitchell

of local health stakeholders. In 2013, the MLGP started to train mayors, MHO

and Bossert (2010) present two seemingly opposing perspectives and differing

and LHB in identified communities with poor health system indices. With the

viewpoints regarding the use of decentralization—the governance perspective

objective to build a more equitable health system, especially for the poor, the

and the health-systems performance perspective. Their study showed how

program seeks to improve maternal and infant health outcomes at the municipal

decentralization affects the achievement of the country’s health systems goals,

level by training and coaching stakeholders using the Bridging Leadership (BL)

as taken from experiences of six countries namely Bolivia, Chile, India, Pakistan,

framework. Conceptualized as a development framework in the context of

the Philippines and Uganda. Two thought-provoking questions were asked in

glaring social inequities, the BL framework provides opportunities and spaces

their paper: Are you doing the right thing? Are you doing the right thing right?

for individuals to undergo a transformative process of self-realization, own and
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2. Identify ways in which local leadership create spaces for community in the
health system;

(Institute of Medicine, 2015). The program promotes collective action in
addressing complex health issues together with other stakeholders. Initially

3. Interrogate how institutional arrangements and collaborative mechanisms

guided by a technical roadmap that is consistent with the WHO’s six building

like dialogue provide opportunities for increasing community participation in

blocks of an equitable and functioning health system, the multi-stakeholder

the local health system.

approach and collective action co-create new realities that transform and build
a more equitable health system. This health system approach aims to effectively

1.5 Methodology

harness and mobilize health leadership towards creating policies, service delivery
mechanisms, competent health human resource and financing environment that

The study used a mixed methods approach with primary data collected from

are all responsive to the health needs of the communities.

workshop participants and local organizations in the enrolled communities
in a 12-month period between 2017 and 2018. Key informant interviews (KIIs)

The first iteration of the leadership program focused on maternal and child

and focus group discussions (FGDs) were conducted with mayors, MHOs,

health and engaged 640 cities and municipalities throughout the country (ZFF,

and barangay leaders. FGDs were also conducted with members of selected

2015). The second iteration of the program was anchored on primary health care

people’s organizations. Most of the FGD data were collected during the actual

(PHC) as the health development approach, with emphasis on health equity,

conduct of the MLGP workshops participated in by municipal mayors and MHOs

universal access to care, community participation and inter-sectoral approaches

from 19 MLGP municipalities from the Eastern Visayas region. The FGDs among

to health (ZFF, 2017).

mayors and MHOs were in the form of conversations between and among the
participants during the training, facilitated by the researcher and other MLGP

1.4 Research Problem

faculty. Further, to include the voices of other stakeholders in the community,
FGDs among barangay health workers (BHWs) and selected organized people

It is important to understand how health leadership and community participation

groups in the three selected municipalities were conducted. Leadership and

impact health system performance, especially in low-resource settings. This

people participation constructs and processes were gleaned primarily from the

paper sought to describe and analyze the personal journey of transformation

stories and narratives of both the health leaders and community people taken

among stakeholders of the BL program among selected municipalities, and the

from the FGDs and KIIs.

emergent leadership processes that work to improve health systems through
genuine community participation and empowerment.

A quantitative research approach was used to analyze the local health system
performance using the six building blocks of health in the municipality’s Primary

1.4.1 Research Objectives

Health Care Roadmap/Scorecard. Key health indicators data of the 19 MLGP
municipalities came from the DOH Region 8 Office’s Field Health Service

1. Describe the state of the local health systems in participating municipalities

Information System (FHSIS).

in the Eastern Visayas region in terms of key health indicators vis-à-vis the
Primary Health Care Roadmap/Scorecard;
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2. Results and Discussions

2.1.2 Organized Groups in Selected MLGP Municipalities

2.1 Profile of Respondents

Some organized groups from three chosen MLGP municipalities were also invited
to participate in the FGDs. Among these were two groups of organized BHWs

2.1.1 Region 8 MLGP Cycle 2 Participants

from two municipalities, farmers and their spouses in a farmers’ organization,
public tricycle drivers from a tricycle drivers’ association and a group of fishermen

In Eastern Visayas (Region 8), 21 municipalities from the different provinces

from an organized fishermen’s group.

initially enrolled in the program, but only 19 continued up to the third and
last module. Seven of these municipalities were from Eastern Samar, five from

Table 1: Profile of MLGP Mayors in Eastern Visayas Region

Samar (formerly Western Samar), five from Leyte, one from Northern Samar and

Mean

Frequency

another one from Biliran. A total of 38 mayors and municipal health officers from

Age (in years)

48.0		

these 19 municipalities participated and completed the module workshops.

Length of service (years)

3.0		

Percentage

Female

9

47%

More than half (63%) of the participants were female. It can be noted that

Married

16

90%

among the participating mayors, the majority were male (71%), but among

At least high school education

18

95%

the MHO participants, the majority were female (63%). The average age of the

With relatives in politics

15

79%

participants was 47 years, and about the same mean age for mayors (48 years
old) and MHOs (46 years old). The majority of the mayors (84%) and MHOs (90%)

Table 2: Profile of MLGP Municipal Health Officers in Eastern Visayas Region

were married. More than half of the mayors (58%) were college graduates, 37%

Mean

Frequency

Percentage

had post-graduate education and one (5%) was an elementary graduate. All

Age (in years)

46.0		

(100%) MHOs on the other hand, as required by professional regulations, were

Length of service (years)

12.0		

Doctors of Medicine and licensed physicians (Tables 1 and 2).

Female

15

79%

Married

17

90%

At least high school education

19

100%

In terms of length of service, most MHOs had already served an average of 12
years, while most mayors (74%) were on their first term as LCEs. The majority of
the mayors (79%) had family members who were also engaged in local politics
or had served in the past as elected officials. Most of their family members were
either former mayors, vice mayors, Sangguniang Bayan members or barangay
captain. Further, among the nine female mayors, six were wives and two were

2.2 The State of Local Health Systems of MLGP Municipalities
2.2.1 Municipal Primary Health Care Roadmap/Scorecard

daughters of the immediate past mayors of their respective municipalities

All the municipal PHC roadmaps or scorecards of these 19 municipalities from

(Tables 1 and 2).

the region were monitored by the DOH through its development management
officers (DMOs) deployed in the different municipalities. These municipal
scorecards were collected in a span of 12 months at three time points: (1) before
the start of Module 1 (Time 1); (2) before the start of Module 2 (Time 2); and
(3) before the start of Module 3 (Time 3).
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2.2.2 Trends in the Six Building Blocks during the Program Period

The findings provided evidence that among the participating municipalities, the
mean scores of each health system block showed significant difference before

After undergoing two modules, the state of the six building blocks of the local

and after the leadership program, as measured by the health scorecards. But

health system used in the municipal roadmap showed significant improvements

can we attribute these changes to the MLGP training itself? It would have been

from their baseline levels. Figure 1 below shows the upward trend of the scores

ideal to set up a control group (with similar characteristics as the MLGP cohort)

for the various blocks from Time 1 (Pre-Module 1) to Time 2 (Pre-Module 2) and

that did not undergo the training to serve as a control group (Morgan, Winship,

Time 3 (Pre-Module 3).

2015). Given the limitation of the study design, we cannot infer causality in
the relationship between the training that the mayors and municipal health

Figure 1. Trends in the Six Building Blocks for Health Scores of MLGP Cycle

physicians underwent and the outcomes in terms of the health system indicators

40

in the PHC scorecards. However, the improvements among the various health

Health Human Resource

system indicators before and after the MLGP training are sufficiently robust.

35
30

Service Delivery

25

Health Information System
Health Financing

20
15

Leadership and Governance

10
5

Access to Medicine and Technology

0
Pre-Module 1P

BRL

BRF

Pre-Module 2P

BRHRB

RMT

Pre-Module 3

BRHI

BRSD

Table 3. Summary for Analysis of Variance of Health Building Blocks
Building Blocks for Health System 		

Df

η

F

Leadership 			

1

419.20

.52

.000

Finance				

1

31.65

.48

.000

Human Resource			

1

17.86

.34

.000

Medicines and Technology		

1

16.37

.33

.000

Health Information		

1

27.79

.45

.000

Service Delivery			

1

20.15

.37

.000

p***

***Significant at p < .001. Df = degrees of freedom. F = F statistic. η = eta.
2.2.3 Comparison of Primary Health Care Scorecards Before and
After the Modules
Table 4: Correlation Matrix of Various Building Blocks for Health System
To assess if the mean scores of each building block at Time 3 is significantly
different from the baseline data at Time 1, a statistical test using analysis of
variance (ANOVA) was done. Results were found to be in the expected direction
as shown in Table 3. Leadership and Governance scores at Time 3 were found to
be significantly different from Time 1 at p < .001. All the other five building blocks
(Health Financing, Human Resources, Access to Medicines and Technology,
Health information System and Health Service Delivery) at Time 3 were also
significantly different from those in Time 1 at p < .001.

Variables

1. Leadership_T1
2. Finance_T1
3. Human Resource_T1
4. Medicines and Technology_T1
5. Health Information_T1
6. Service Delivery_T1
7. Leadership_T3
8. Finance_T3
9. Human Resource_T3
10. Medicines and Technology_T3
11. Health Information_T3
12. Service Delivery_T3

Mean

SD

12.5

2.04

12
-

34

5

678

91

01

14.56

2.12

.38

-

30.06

3.64

.46

.46

-

5.39

1.14

.29

.20

.45

-

16.39

2.00

.22

.25

.29

.24

-

22.39

2.38

.55*

.37

.47

.33

.08

-

17.22

3.04

-.11

-.07

-.28

-.22

.14

.27

-

18.11

1.64

-.11

-.04

-.35

-.18

-.17

.24

.41

-

35.00

3.38

-.02

-.23

-.03

0

-.18

.34

.70**

.44

-

6.94

1.16

-.34

-.13

-.39

.11

-.14

.28

.66**

.50*

.57*

-

19.28

1.18

-.04

.19

-.15

-.22

.30

.09

.50*

.20

.13

.36

-

26.17

2.66

-.20

-.16

-.04

-.20

-.33

.39

.43

.09

.31

.48*

.21

Note: Subscripts T1 and T3 refer to Time 1 and Time 3 respectively . * p < 0.5). **p < 0.01. ***p < .001.
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(WHO, 2007; ZFF, 2015; Mikkelsen-Lopez et al., 2011; Kohler, J. C., Martinez, M.
G.; Anwari, Z., et al., 2015). One may draw the conclusion that leadership is not

Among the six building blocks for health, it was the Leadership and Governance

simply one ingredient among many, and that it appears to be a key driver in the

block that showed much improvement in the scorecard when the baseline was

process.

compared with the data after the MLGP training was done (see Table 4). To
test if there is an association between the Leadership and Governance block

Figure 2: Path Analysis Using Linear Regression Modeling

after the training, and all the other five building blocks, a path analysis using
linear regression modeling was done (see Figure 2). Results showed that the

.40±

Leadership and Governance building block at T3, controlling for the Leadership
and Governance block at T1, is significantly associated with all of the different
building blocks— Health Financing at p <.10, Human Resource at p < .001, Access
to Medicines and Technology at p < .001, Health Information System at p < .01

Leadership at Time 1

Leadership at Time 3

Health Financing at Time 3

.71***

Human Resources at Time 3

.63***

Medicines and Technology
at Time 3

.50***

and Health Service Delivery at p < 0.5 at T3. This means that better Leadership
and Governance scores at T3 were associated with better scores/outcomes for

.41***

all the other five building blocks, controlling for baseline leadership scores at T1.
It is also noteworthy that among the six building blocks, Leadership and

Health Information System
at Time 3
Health Service Delivery at
Time 3

Note: ± p < 0.10 is considered significant based on social science standards

Governance appeared to have the largest rate of change during the period of
reckoning. Although this might be due to differences in the baseline scores and
the scale of these scores, a cursory examination of the rate of change (see Table

2.3 Key Health Indicators

4) from the different time points showed that this is hardly the case. Leadership,
Health Financing, Health Information System, and Health Service Delivery

To assess the health status of the community vis-a-vis the changes in local health

appeared to be similar in terms of baseline score and scale. Only Health Human

leadership and health system performance, this study monitored two key health

Resource and Access to Medicines and Technology appeared to be at the

indicators of all the participating municipalities that are important markers of

extreme ends of the scores.

the overall health of a society, namely the infant mortality rate (IMR) and the
maternal mortality ratio (MMR). Data for both key health indicators were taken at

Modeling the relationship between these six building blocks is an important issue

two points during the program—first as baseline data before the start of Module

to address. They were originally conceptualized as contributing to the overall

1 training and second after the Module 2 training and practicum. The use of

goals of improving levels of health equity, responsiveness, social and financial

the IMR and MMR acknowledges the fact the women and children are often

risk protection, and improved efficiency of the health system. The means by

the most vulnerable groups in a community. The IMR and MMR appear to be

which they would achieve these goals is by improving access, coverage, quality

sensitive indicators of how a health system performs for the weakest members

and safety of health care. There is increasing recognition however that these

of the community. Previous studies have shown that inequality is a powerful

blocks are not static, and some components drive the other blocks. And there

predictor of infant mortality and maternal mortality. The more unequal a society

is mounting evidence that the leadership block is a key driver of an equitable

is, the higher the IMR and MMR are (Ruiz et al., 2015).

health system (Mikkelsen-Lopez et al., 2011). This is consistent with literature
on the role of leadership and governance in building equitable health systems
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system. The other five blocks are directly associated with changes in leadership
and governance. No other building blocks have the same level of influence on

From 2015 to 2018, five municipalities were able to maintain zero IMR while 11

the other components of the WHO health system.

municipalities were able to lower their IMR or reduce it to zero. However, there
were five municipalities that recorded infant deaths from 2015 to 2018. There

There is support in the literature regarding the essential role of health leadership

was anecdotal evidence that these infant death records were brought to light

and governance in health system transformation (Bradley, Taylor, Cuellar, 2015;

due to the stricter monitoring of birth outcomes by the DOH and ZFF as part

Manyazewal, 2017; J. Mfutso-Bengo et al., 2018; J. M. Mfutso-Bengo, 2016;

of the training program accountability. They attributed the spike in IMR among

WHO, 2010). Our data add evidence to the importance of looking at leadership

some municipalities as being due to accurate record keeping from increased

as critical in driving health system changes. A reconceptualized WHO health

surveillance.

systems framework with leadership as the key driver of health system changes
will be congruent with the experiences at the local health system level.

2.3.2 Maternal Mortality Ratio
2.5 The Practice of Bridging Leadership: Changes in Perspectives on Health
The same scenario was seen in terms of the MMR among the MLGP cohort
municipalities. Sixteen towns either maintained zero maternal deaths or reduced

Political leaders and health professionals in the training program initially viewed

MMR to zero, while two municipalities had increased MMR during the period

health issues and health challenges as the domain of the heath sector alone.

of assessment. These two municipalities were both found in Leyte Province.

The health sector operated in some sort of a silo, separate from the rest of the

Again, anecdotal evidence pointed to stricter record keeping and accuracy in

functions of local institutions except for the occasional meetings to seek financial

reporting as a driver in the spike of maternal death figures in the participating

and other resources. Results of the study showed that these assumptions prevail

municipalities. Given the above data, IMR and MMR as outcome indicators lag

despite the implementation in 1991 of the Local Government Code.

behind the other changes in the health system. They are sensitive measures of
inequality in general, and of social determinants of health in particular, but they

In addition, health was traditionally perceived in an instrumental way, as a means

could not be expected to change quickly without addressing other drivers of

to an end, and not valued by itself (e.g. as means to higher income, education

health (e.g. poverty, education, gender relations).

opportunity). Why does this perspective create problems on the ground?
If health is seen just as a means to an end, it is traditionally not given much

2.4 Revisiting the Building Blocks of a Functioning Health System

importance, unless the individual or the person is already experiencing pain or
suffering as a consequence of ill health. This may explain why health is not given

The WHO health system building blocks appeared to be useful in tracking the

the required attention in the day-to-day lives of the community, and why health

changes of the local health system at the level of the participating municipalities.

preventation and promotion measures fail. In the same way, local leaders do

Initially conceptualized to measure health performance at the country or

not give much priority to health issues, and would rather build infrastructure in

macro-level, the six building blocks as operationalized in MLGP to measure

the community. However, this is in contrast to Sen’s health capability approach

the status of health system functioning of local government units generated

where health is perceived to be valuable in itself. An individual’s health expands

robust evidence of their relationships to each other. However, in line with the

the ability to exercise freedom and increase his/her capacity for desired

discussion above, there is a need to reconfigure the six building blocks with

functioning to pursue wellbeing and approach the world with courage and

the leadership and governance component as the driver of a functioning health

freedom (Sen, 1999). Thus, health is not just a means to an end, but also an end
in itself.
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Further, it was a jarring experience for many of the participants to realize
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2.6 Leading by Creating Spaces for People Participation in the Health System

that the health problems of the community have a lot of putative causative
mechanisms (i.e. health inequity is a complex systemic problem), necessitating

Making people participate in the conduct and implementation of health

multi-stakeholder approaches to tackle such a complex problem effectively.

programs has always been a challenge for health leaders, even if services are

After undergoing experiential and structured learning exercises and health data

geared towards the improvement of health status. Yet despite these setbacks,

analysis of their respective municipalities, some participants expressed that they

mayors and MHOs in the MLGP program continue to create spaces and

were part of the complex system that created the problem. From not being

opportunities for people participation, acknowledging the fact that health

accountable for health issues because “I am not a doctor,” participants were

programs will be difficult to implement, and health improvements will be difficult

able to probe deeper into the system, tracing how their roles affect the bigger

to reach without the community’s help and participation. Local leadership is thus

whole and how other sectors and stakeholders affect the health system. This is

crucial in making sure that there are spaces for people participation in the local

what Senge described in learning organizations as systems thinking—“the shift

health system.

of mind” from seeing ourselves as separate from the world, and seeing problems
as “caused by someone or something ‘out there’ to seeing how our own actions

2.6.1 Involvement of Organized Groups in the Community

create the problems we experience” (Senge, 2006). This systems perspective also
led to the realization that he or she is only one part of the system, and that there

There are many ways for local leadership to provide such spaces. In Region 8,

are other parts of the system that need to be engaged. However, engaging other

for instance, maternal and infant deaths have remained a challenge, especially

stakeholders can be a socially complex problem, which means that the people

in 20 far-flung barangays where access to birthing facilities is difficult. Even

involved see things very differently leading to a more polarized problem and

if pregnant women and their family members would like to give birth at the

getting stuck (Kahane, 2004). Health like other complex systems is characterized

health facility, they cannot afford the fare and transportation cost or cannot find

by self-organization, constant changes, feedback loops, nonlinearity, time gaps

available transportation especially in emergency cases. In Municipality A, the

between inputs and outputs, historically grounded and even well-intentioned

LCE together with her MHO and health team spearheaded the organization

interventions produce unintended consequences (Savigny, Adam, 2009).

of a group of volunteer public transport drivers who provide transportation
to pregnant mothers from geographically isolated and disadvantaged

It was in this context that engagement in multi-stakeholder processes and

areas (GIDAs) about to give birth going to the health facilities. The group

dialogues was appreciated. It allowed the participants to get real-time

was later named Habal-habal and Motorcycle Emergency Drivers (HAMED)

information from the field, increasing their scope of awareness, challenging

and was mainly composed of tricycle and single motorcycle or habal-habal

long-held class and gender-based biases against the poor and marginalized

drivers in the municipality. When the partnership started, they encountered

sectors. In the practicum phase of the health leadership program, mayors

challenges such as setting the tariff at a reasonable level and making them

joined the MHOs and the rural health unit team in going to the barangays for

understand that the program was not only owned by the LGU, but that they

health service delivery to understand the complexities of health problems and

also had a big role in making the lives of other barangay people better.

find solutions by witnessing and experiencing at least part of it for themselves.

This awareness drive and the attempt to make the drivers an important

The challenge in solving problems with high social complexity does not yield

part of an innovative solution for health issues was initiated by the local

easy solutions generated by authorities alone, but rather, the people involved

health leadership.

must participate in creating and implementing solutions (Kahane, 2004). This
meant talking and listening to community people to deliberately involve them
in understanding their health predicament and in creating and implementing
solutions to their own problems.
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2.6.2 Involvement of Community Leaders

2.7 Creating Spaces for Dialogue

One strategy that they also employed to implement programs for sanitation,

For some program participants, the dissonance between their prejudice and

specifically for the construction of sanitary toilets, was the involvement of

biases and their experiences on the ground shifted their focus of attention and

barangay leaders. The mayor made sure that even if the program was budgeted

allowed them to identify with some of the struggles faced by the community

by the municipality, the different barangays would also give a counterpart, as

people, increasing the space for empathetic listening. This process of deep

a sign of their support and participation. In one municipality, this project was

listening when practiced in dialogue allows the leader to shift the origin

allocated a budget of PhP1.5 million pesos. They wanted to ensure that the

from where his or her listening originates—from the boundaries of his or her

toilet bowls would not go to waste. They coordinated with the Department of

own mental cognitive organization to seeing how the world unfolds through

Social Welfare and Development in identifying the poorest members of every

someone else’s eyes (Scharmer, 2007). Participants had the opportunity to

barangay. And in the spirit of partnership between the municipality and

practice this during their interactions with the community during their practicum.

the barangay, for every 10 households that were given sanitary toilets and

Many leaders who took the program seriously transitioned from the practice

construction materials by the municipality, the barangay committed to identify

of mere information dissemination to creating spaces for real dialogue where

five additional poor households to whom it would provide construction

people were encouraged to participate in discussions. Some even took it to the

materials.

next level and institutionalized these arrangements in the form of a People’s
Assembly, the expansion of the LHB and Barangay Health Board to include

The partnership agreement also stipulated that barangay officials took

other non-health stakeholders in the discussions for health. While these

responsibility for the proper and timely construction of these sanitary toilets.

arrangements have indeed changed how participation processes are practiced

After a dialogue, it was agreed that every barangay was to appoint a sanitary

on the ground, it is important to interrogate the nature of the power relations that

inspector who would monitor the construction of sanitary toilets. To clarify

surround and imbue these potentially democratic spaces—the levels, spaces

roles and responsibilities, the barangays held orientation meetings for sanitary

and forms of power (Gaventa, 2006). In his “power cube” framework, Gaventa

inspectors. At the household level, families started to make structures for their

argues that the different levels (i.e. global, national, local), spaces (i.e. closed,

sanitary toilets, sometimes using their own money when necessary.

invited, claimed/created) and forms (i.e. visible, hidden, invisible) of power must
align horizontally and vertically simultaneously to bring about successful change.

2.6.3 Involvement of Leaders at the Family and Household Level

The challenge is how to determine which alignment of strategies is best for
a particular issue, given that many combinations and alignments are possible,

In another municipality (Municipality C), where the focus was on child

and their interaction with each other makes the task even more complex. In

malnutrition, it was observed that community people, particularly mothers, were

essence, Gaventa pointed out that issues must not be addressed by a single

more receptive to health programs, especially when it involved their children.

strategy, but rather, several strategies should be explored and understood in

The local mayor made nutrition one of her personal advocacies and made sure

the light of the different dimensions of power for real transformative change

that she knew the malnutrition records and status of her municipality and did

to occur (Gaventa, 2006). On the ground, leaders should continue to explore

something to address the issue together with the community people. One

and test these strategies to make the spaces for participation work in their own

window of opportunity to actively involve family members, especially mothers,

context, to produce sustainable innovations that will improve people’s health

in giving proper nutrition to their children was through health education during

and wellbeing. Similarly, in the Theory U framework, this process is known as

the Nutrition Month.

prototyping—the process of exploring the future by doing, rather than by
thinking and reflecting (Scharmer, 2007).
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Acknowledging that health issues are complex and evolving, mayors together
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ZFF’s Reflect-Analyze-Partner-Involve-Deliver (RAPID) change framework

with their MHOs tried to explore new ways of doing things by going to the
people, asking, listening and trying to make sense of what was happening

The practicum period provided participants with the opportunity to implement

around them. Most of these aspects were experienced during the actual Deep

their action plans based on RAPID using the principles of iterative learning

Dive activity of mayors and MHOs where they had experiential learning activities

and inter-sectoral collaboration. The mid-program checkpoint during Module

with some selected groups/households in their community. Many of the

2 celebrated quick wins and provided space for reflection on the challenges

participants were motivated by the insights they gained to commit to changes

they faced as bridging leaders. Their insights were deepened by the practice of

in the health system and forge cross-sectoral collaboration to address the social

adaptive leadership in the context of the cultural understanding of “loob”. They

determinants of health inequity.

also crafted their personal response as bridging leaders into a public narrative
that shifted their personal story into a story of “us” and called for collective

3. Learning Insights

action into forging a story of “now” to co-create new institutional arrangements.

3.1 Towards Community-Engaged Leadership for Health Equity

The final lookback in the last module focused on addressing the social
determinants of health, the broader social conditions that generate health

The MLGP sought to capacitate local leaders as “bridging leaders” to address

inequalities beyond the health sector. Gearing for the long haul in the struggle

health inequities in their communities in the context of prevailing social and

for substantive changes beyond the health system, participants are called to

economic divides. Their challenge as leaders amid this inequality in their

resilient leadership, to building resilient organizations and to partnering for

community was to “bridge” the gap created by these social divides. The

resilient communities. The challenge is to co-create community-centered actions

process of conscientization in their journey to become bridging leaders that

through the exercise of community-engaged leadership where communities

seek to address these social inequalities started with self-awareness of their

participate meaningfully at all levels of decision-making.

principles and values. The process allowed them to ground their personal
response to these divides and understand how they are part of the complex

3.2 Limitations

system that perpetuates the inequities. Understanding that health inequities are
rooted in the lived social conditions of the people is integral to understanding

To ascertain the sustainability of these community empowerment processes,

the health care predicament of the poor. Several of the tools used to address

a longitudinal study to follow up the participating communities and track

health disparities included the PHC approach to achieve “Health for All,” the

changes through time should be done in the future. It would also be important

BL process of ownership, co-ownership and co-creation, building leadership

to disaggregate data in the scorecards of the local government primary care

and social capital, systems thinking and complexity approach, multi-stakeholder

health to reflect gender, class and other social inequalities relevant to health

processes, dialogue, and rapid prototyping.

outcomes in the community. Further studies looking at the critical factors that
differentiate successful bridging leaders from those who were not successful,
could shed light on the contextual elements that contribute to the process.
Finally, expanding the concept of leadership to include participants from various
levels of organizations, institutions and communities, would allow the exercise
of transformative leadership to permeate deeper layers of social relations and
other sub-structures that drive sociocultural changes.
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4. Conclusion
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I

n this article, Dr. Ofelia Saniel and Dr. Amiel Nazer Bermudez dive deep into
one of the enduring public health crises in the country: maternal mortality.
They engage in this exercise by looking at the local health system in Camarines

Norte, with particular focus on the capacity of healthcare providers, the
availability of physical resources, as well as the social determinants of maternal
care. Amid the complexity of the issue, they identify provider-related factors as
issues to be addressed: an imperative not just for Camarines Norte but for the
rest of the country. We have taken the liberty of omitting some graphs and tables
to give a concise presentation of Dr. Saniel and Dr. Bermudez’s investigation.
1.1 Context Description, Statement of the Problem and Significance
In the Philippines, 13 mothers die every day from pregnancy-related
complications. An estimated 5,000 maternal deaths occur annually, and may be
on the rise (1). The maternal mortality ratio (MMR) was 209 per 100,000 live births
in 1990, and it had steadily gone down to 162 in 2006. However, the 2011 Family
Health Survey indicated that the MMR had increased to 221, higher than the
initial figure in 1990 (2). In addition, the United Nations (UN) estimates showed
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Figure 1. Trends in the Maternal Mortality Ratio of Camarines Norte and
Region 5, 2008-20141

a slow decline in the country’s MMR. In 2005, the estimated MMR was 127 per
100,000 live births, 129 in 2010 to 114 in 2015 (3). Based on the survey and UN
estimates, it is unlikely that the Philippines would attain the goal of reducing the
MMR by three fourths (MDG 5) in 2015.
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of an effective and efficient health system. One of the major health outcomes
observed as part of the evaluation process of the Foundation is reduced
maternal mortality. The number of maternal deaths in partner municipalities

The increase in the MMR of the province may be attributed, in part, to the

and provinces is routinely reported to and consolidated by ZFF, including the

improvement in the recording and reporting system, because in the same

reported cause and the place of death.

year the province was the site of ZFF’s initiative to enhance local governance.
Nevertheless, the recent statistics reflected a high “obstetric risk” in the province.

According to the 2013 ZFF Annual Report, 60% of all the reported maternal

Through a combination of facility- and community-based maternal death

deaths occurred in hospitals, and almost all of these deaths were observed in

reviews (MDR), the present study identified and contextualized the immediate

provincial or Department of Health (DOH)-retained hospitals. Out of the 167

and underlying factors which health care workers, friends, and family/relatives

hospital maternal deaths, 21 occurred at the Camarines Norte Provincial Hospital

of the deceased perceived to be the cause/s of the 21 maternal deaths that

(CNPH), the highest among the ZFF-engaged hospitals in different provinces (4).

were reported by the CNPH. Both MDR models (i.e., facility and the community

In the same year, an additional eight maternal deaths that occurred at home

reviews) were used to assess the maternal deaths retrospectively. The facility-

or in other health facilities were reported by the Provincial Health Office (PHO)

based review focused on what happened in the health facility, while community-

of Camarines Norte. Based on the data from Field Health Services Information

based review attempted to determine the sequence of events that occurred in

System (FHSIS) for 2008-2014 and from the National Safe Motherhood Program

the community before the mother was brought to the hospital. Beyond counting

(NSMP) of DOH, the MMR of the province in 2013 increased almost six-fold

deaths, this qualitative study attempted to document the complete picture of

compared with the previous year (shown in Figure 1). Compared with Region

the circumstances and events surrounding the deaths of the mothers. Based on

5, the MMR of Camarines Norte was about three times higher during the

these reviews, various recommendations were made to the officials of the CNPH,

same year.

local government units (LGUs), and the DOH so the gaps in the health care
system, perceived to be associated with maternal deaths, could be addressed.

1
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The figures represent the ratio and the absolute number (in parentheses) of maternal deaths for the
given year. For the 2008-2012 period, the figures were based on the annual FHSIS reports. The NSMP
was the source of data for the succeeding years.
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as part of the integrated Maternal, Newborn and Child Health and Nutrition
(MNCHN) services to rapidly reduce maternal and neonatal mortality.

The purpose of the study was to provide an in-depth analysis of the high number
of maternal deaths that occurred in Camarines Norte in 2013 by identifying the

Maternal Deaths: Definition, Causes and Contributory Factors

factors that contributed to the high risk of maternal deaths in the province.
Specifically, the study aimed to:

The WHO defines maternal death as “the death of a woman while pregnant
or within 42 days of the end of the pregnancy, irrespective of the duration

1. Describe the maternal deaths at CNPH during the period 2010-2014 in

and the site of the pregnancy, from any cause related to or aggravated by

terms of causes of death, and selected demographic characteristics of the

the pregnancy or its management, but not from accidental or incidental

deceased.

causes.“ Maternal deaths can further be subdivided into: [1] direct
maternal deaths, [2] indirect maternal deaths, and [3] late maternal deaths.

2. Describe the resources and capacity of the CNPH relative to Comprehensive
Emergency Obstetrics and Newborn Care (CEmONC) standards like blood

Direct maternal deaths result from obstetric complications of the pregnant state

supply, health human resource capacity, and other relevant resources.

(pregnancy, labor and puerperium), from interventions, omissions, incorrect
treatment, or from a chain of events resulting from any of the former. The eight

3. Identify characteristics of the health system of Camarines Norte that may

major direct causes of maternal deaths are hemorrhage, hypertensive diseases,

affect the access and utilization of health services by pregnant women,

sepsis or infections, obstructed labor, ectopic pregnancy, abortion, embolism,

including availability of transportation for emergencies, availability and

and anesthesia-related death (5).

accessibility of health centers and birthing facilities, health human resource
capacity, functional referral system between the various health facilities, and

Indirect maternal deaths, on the other hand, are deaths resulting from previous

other community-based factors that may have contributed to the high risk of

existing disease, or disease that developed during pregnancy and which was

maternal deaths in the province.

not due to direct obstetric causes, but was aggravated by the physiologic
effects of pregnancy. Examples of indirect deaths include epilepsy, diabetes,

4. Provide practical recommendations to address the gaps in health services

cardiac disease, and hormone-dependent malignancies. Deaths from violence

supply/delivery in the health facilities and/or birthing facilities to decrease the

and suicide are also considered as indirect deaths, as they are usually due to

number of maternal deaths in the ZFF-engaged municipalities.

puerperal mental illness, although this is not recognized in the International
Classification of Diseases coding of such deaths (5).

1.3 Review of Related Literature
In some countries, HIV infection may be one of the leading causes of death
This section is organized into three parts. The first part defines maternal death

among pregnant or women who recently delivered. The relationship between

and discusses its causes and contributory factors based on available literature

HIV and pregnancy is complex, but in general, these deaths, particularly in

on this topic. The second part details the approaches and tools used in this

developing countries, should be regarded as indirect (6).

study to review maternal deaths. The last part covers the standards, guidelines,
and protocols in a Basic Emergency Obstetrics and Newborn Care (BEmONC)-

Lastly, late maternal deaths are deaths that occur between 43 days and one

Comprehensive Emergency Obstetrics and Newborn Care (CEmONC) network

year after abortion, miscarriage or delivery. They can be due to direct or indirect
causes (6).
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Thaddeus and Maine attribute maternal mortality in resource-poor nations to

Actual quality of care or the capacity of the health facility to provide medical

the “three delays”: 1) delay in deciding to seek care, 2) delay in reaching care

care greatly contributes to the last phase of the delays, i.e. delay in receiving

in time, and 3) delay in receiving adequate treatment (7). The first type of delay

adequate treatment. Barriers under this major factor are the following: 1) poorly

is usually attributed to the mother, her family, or her community’s failure to

equipped facilities (i.e., lack of adequate blood supply, life saving drugs, and

recognize these early life-threatening conditions.

other medical equipment), 2) shortage of trained and qualified medical and
nursing personnel, and 3) inadequate management (i.e., incorrect diagnosis and

The factors that affect the decision to seek medical care (i.e., Delay 1) are the

action). Resource-poor nations with fragile healthcare facilities may not have the

barriers that prevent the mothers from utilizing health services (7). Thaddeus

capacity or the technology to provide critical care to hemorrhaging, infected, or

and Maine identified three major factors, namely 1) Socioeconomic or cultural

seizing patients (8).

factors, 2) Perceived accessibility of facilities, and 3) Perceived quality of care.
Classified under the first major factor are the following barriers: 1) failure of the

In 2007, the DOH adopted the Maternal Death Reporting and Review System

mother to recognize that she has a condition that requires specialized medical

(MDRRS) to assist the LGUs in responding to the problem of high maternal

attention, 2) failure of the mother to assess that the severity of her symptoms are

deaths. The MDRRS was later modified to a Maternal Death Surveillance and

serious enough to justify medical care, 3) mother’s belief about the cause of her

Response (MDSR) to better reflect the intimate relationship between surveillance

illness, which is a key factor in determining the type of care that she will seek

of and response to the said health problem. More recently, there are plans to

(i.e., self, traditional, modern or a combination of the three), 4) low status of the

integrate neonatal death reviews with maternal death reviews (9). Classification

mother in the family that limits her own decision to seek care, 5) low economic

of causes into community, family or personal, and health service factors can

status of the mother’s family, and 6) low educational status of the mother. In

assist in identifying the appropriate interventions to address the three delays.

addition, the following barriers are classified under perceived accessibility of
facilities: 1) distance from the health facility as a disincentive in seeking care,
and 2) perceived high transportation cost, physician and facility fees, and cost
of medications and other supplies. Lastly, under perceived quality of care: the
mother’s previous negative experience in a health facility like dissatisfaction with
treatment outcomes and hospital services (i.e., poor attitude of health staff,
long waiting time, etc.).

Maternal Death Review: Definition, Approaches and Processes
A maternal death review (MDR) is an in-depth systematic review of maternal
deaths in order to identify their underlying health, social, and other contributory
factors, as well as the lessons learned from such audits. This information is
used in making recommendations to prevent similar deaths in the future. It is

Actual accessibility of facilities contributes to the second phase of the three
delays, that is, delay in reaching the health facility on time. Under this major
factor, Thaddeus and Maine identified the following barriers: 1) shortage or

important to emphasize that MDR is not a process for apportioning blame or
shame, but it is a process used to identify and learn lessons, by searching for
the remediable factors that might save the lives of more mothers in future (6,11).

uneven distribution of accessible medical care institutions, 2) long travel time
due to poor road conditions, and long travel distance to the health facility, 3)
unavailability of public transportation, and 4) cost of transportation exceeds
expectations or the ability of the mother/her family to pay. These barriers are
not considered in deciding to seek care but are actual obstacles that prevent
the mother from reaching the health facility (7). Women with life-threatening
conditions often do not make it to the facility on time (8).
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Table 1. Classification of the Causes of Maternal Deaths
Community, family, and
personal factors
•

Healthcare system
factors

Lack of awareness of danger signs of

•

illness
•

No staff available when care was
sought

Delay in seeking care due to lack of

•

Medicines not available at the

family agreement

hospital; patients’ family are

•

Geographic isolation

expected to provide medicine

•

Lack of transportation or money to

•

pay for it
•

Guidance

Other family or household

•

responsibilities
•

Lack of Compliance Program
Mother not treated immediately
after arriving at the facility

Cultural barriers (prohibitions on

•

mothers leaving the house)

Lack of necessary supplies or
equipment at the facility

•

Lack of money to pay for care

•

Belief in use of traditional remedies

skills to diagnose and treat the

•

Belief in fate controlling outcome

mother

•

Dislike of or bad experiences with

•

•

healthcare system

Lack of staff with knowledge/

Long waiting time before
qualified staff could attend to
the mother

•

No transport available to reach
referral hospital

•

Bad attitudes of healthcare staff

pa r t i I : r e s e a r ch

A facility-based MDR is a qualitative, in-depth investigation of the causes of, and
circumstances surrounding maternal deaths, which occur in health care facilities,
especially those designated as BEmONC or CEmONC facilities (12). It is
particularly concerned with tracing the path (through the healthcare system and
within the particular health facility) the deceased women took so as to identify any
avoidable or remediable factors which could be modified to improve maternal
care and eventually avoid maternal deaths. The method, therefore, is an attempt
to trace, retrospectively, the “causal” chain of events that led to the death of
the mother. The information should preferably be supplemented by data from
the community. Conducting a facility-based MDR is primarily an educational
process for health professionals who provide care to pregnant or recently
delivered women. It is also a powerful means of maintaining accountability. No
facility-based MDR is complete unless it is linked with an attempt to respond to
the findings with appropriate action (6).
The conduct of a facility-based MDR involves a 10-step process: 1) Set up the
facility-based MDR process, 2) Decide on the scope of the facility-based MDR,
3) Develop data collection forms and carry out a small pilot-study, 4) Select
collaborators and train data collectors, 5) Identify cases of maternal death,
6) Identify sources of data, 7) Collect data at the health facility or facilities, and in
the community if appropriate, 8) Synthesize the data, interpret the results, and
draw conclusions, 9) Utilize the findings, and 10) Decide whether to repeat the
facility-based MDR at a later date or make it a continuous process (6).
The process of setting up the MDR requires forming a review team that may
consist of two to four individuals with a balanced mix of professions and skills.

There are five approaches for reviewing maternal deaths: 1) Facility-based

The team could, for example, consist of a nurse-midwife, an obstetrician, a

MDR, 2) Community-based MDR or verbal autopsy, 3) Local or national clinical

public health doctor, and someone with experience in community work. If only

audit, 4) Confidential enquiries into maternal deaths, and 5) Survey of severe

one facility is to be reviewed, said review team is enough, but if the review

morbidity or near misses. Each of these approaches has its own advantages and

extends up to the community level, additional data collectors are needed and

disadvantages (6). However, when the first two approaches are combined and

should be trained on the procedure (6).

utilized in a single study, a more complete picture of the magnitude and nature
of the causes of maternal deaths in a given community can be obtained (11).

The DOH developed a protocol on how MDR should be conducted. The MDRRS
Manual recommends that only the provincial review team (PRT) should conduct
MDRs. More importantly, MDRs should only be conducted at the provincial level
to maintain confidentiality of the review process. The PRT should be composed of
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the following: the provincial health officer as the team leader, the PHO Technical

A number of methods can be used to identify deaths among women of

Division chief, chief of clinics, chief of Obstetrics and Gynecology Department as

reproductive age in the community, including vital statistics and ongoing

members of the technical secretariat. It can also include one CEmONC doctor,

surveillance systems, if these exist. Routine vital registration systems in

one BEmONC doctor, and one representative from each Inter-Local Health

developing countries often underreport deaths, particularly maternal deaths

Zone (ILHZ) as team members. The size of the PRT should not be greater than

(15). In settings where no data on deaths in the community exist, information may

10 so it can strictly maintain confidentiality. In addition, Section 8 of the Republic

be obtained from key informants such as community health workers, community

Act 10354, or the Reproductive Health Law, states that the PRT should review at

leaders, traditional birth attendants, and other people who may know (6).

least one case of maternal death annually. The results of the review should be
transformed into an evidence-based programming and budgeting process that

The duration of the recall period used in verbal autopsies varied across studies.

would contribute to the development of more responsive reproductive health

In Guinea-Bissau verbal autopsies are conducted up to eight years after

services to promote women’s health and safe motherhood (13,14).

death. Some studies show that the length of the recall periods did not affect
the quality of the medical information reported (16). In general, however, it is

During the MDR, the usual sources of information can be classified into two: from

advisable not to extend the recall period beyond five years. The verbal autopsy

patient records and from interviews with key informants in the health facilities

will mainly consist of an interview with people who are knowledgeable about

and communities (6). The written sources include the wards and operating

the circumstances leading to the mother’s death. For deceased women who

theater registers, facility antenatal notes, inpatient case notes, and discharge

had been in contact with health services prior to death (because they attended

letters and medical records kept by the women, while other sources of data can

antenatal care, or because they were admitted to a hospital but were later

be obtained from interviews with doctors, midwives and other hospital staff who

discharged, or because they died in a health facility), additional information

attended the deceased.

from medical or home-based women’s records may be sought. However, since
there is no assurance that these records can be retrieved, this method solely

To augment the information gathered from the patient’s medical records and

relies on the information provided by the family (6).

from the facility staff interviews, a community-based MDR, also known as a
verbal autopsy, may be conducted to review the circumstances of death that

In selecting the respondents, it is useful to interview those people who were

began at home (12). It is a method of identifying the medical causes of death

present at the time of death. To obtain the non-medical factors associated with

and ascertaining some personal, family, or community factors. These factors are

death, it may also be beneficial to interview people who were not necessarily

not related to the health facility but they may have nevertheless contributed to

present at the time of death, but who knew the woman well enough to report on

the death of the women (6).

her general health status and health care-seeking behaviors. In many settings,
it may not be appropriate to restrict the interview to a single respondent.

There are a number of prerequisites before a verbal autopsy can begin.

Interviewing more than one person may provide useful insights into the

Someone with experience and authority is needed to take overall responsibility

nature of relationships that may have affected decisions to seek care. Multiple

for its coordination. Since verbal autopsies take place in the community,

respondents often discuss the facts among themselves, and this may help to

the cooperation of community members will have to be sought and a brief

obtain a more complete picture of the circumstances preceding the death.

description of the process should be explained to the community leaders. Since

Some respondents might withhold information when interviewed in a group,

information may also be sought from peripheral health facilities, the authorities

however, and it might be necessary to return later and interview them alone (6).

in these facilities need to be informed beforehand.
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In 2009, the DOH published a Manual of Operations (MOP) entitled

e. Uterine abnormality (e.g., myoma uteri);

Implementing Health Reforms towards Rapid Reduction in Maternal and

f.

Neonatal Mortality to assist the national and local health program implementers

g. Abnormal fetal presentation (e.g., breech);

to achieve the goal of rapid reduction in maternal and neonatal mortality

h. History of three or more miscarriages/abortion;

(Millennium Development Goals 4 and 5) and consequently, to improve women

i.

History of one stillbirth;

and children’s health. Within the health system of a province and a (chartered)

j.

History of major obstetric and/or gynecologic operation

city, there should be an established Maternal, Neonatal and Child Health
and Nutrition (MNCHN) Service Delivery Network, i.e., a network of facilities

(e.g., cesarean section, uterine myomectomy);
k. History of medical conditions (e.g., hypertension, pre-eclampsia,

and providers offering integrated MNCHN services in a coordinated manner,

eclampsia, heart disease, diabetes, thyroid disorder, morbid obesity,

including the supporting financing, communication and transportation systems.
Such a network includes the BEmONC-CEmONC and matches the ILHZ
arrangement (17).

Placental abnormality (e.g., placenta previa);

moderate to severe asthma, epilepsy, renal disease, bleeding disorder);
l.

Other risk factors that may arise during present pregnancy
(e.g., premature contractions, vaginal bleeding) that warrants
referral for further management.

A BEmONC provider is a capable private health facility or an appropriately
upgraded public health facility that is either a rural health unit (RHU) and/or its

3. Complete childbirth package—parenteral administration of oxytocin in

satellite barangay health station (BHS) or a hospital. It can be a single or stand-

the third stage of labor, parenteral administration of loading dose of

alone facility or part of a network of facilities in an ILHZ capable of performing

anti-convulsants, parenteral administration of initial dose of antibiotics,

the following services (17,18):

performance of assisted deliveries in imminent breech, removal of retained
placental products, and manual removal of retained placenta. The facility

1. Pre-pregnancy package of services—vitamin supplementation, health education,
counselling on the use of family planning methods, etc.
2. Antenatal care services—monitoring of weight, blood pressure, blood
testing, birth planning, promotion of exclusive breastfeeding, newborn

is also capable of providing neonatal emergency interventions, which
include at the minimum, newborn resuscitation, provision of warmth, and
referral. The hospital BEmONC shall also be capable of providing blood
transfusion services.

screening, BCG and Hepatitis B birth dose immunization, etc. According

4. Complete post-partum and post-natal package—check-ups for the mother

to Philippine Health Insurance Corporation Circular No. 022-2014, if the

and the baby, counselling on proper nutrition and breastfeeding, and etc.

following conditions were initially diagnosed in non-hospital BEmONC

5. Provision of other support services—birth registration, safe blood,

facilities, the pregnant woman must be referred to a CEmONC hospital for

transportation and communication.

appropriate pre-natal care and management during delivery (18):
The standard travel time from home to a BEmONC facility should not be more
a. Maternal age below 19 years old at the date of delivery;

than 30 minutes. In addition, clients referred from BEmONC to CEmONC facilities

b. First pregnancy of patients aged 35 years and older at the date

should only travel for one hour at most. A tertiary level regional hospital or

of delivery;

medical center, a provincial hospital, an appropriately upgraded district hospital,

c. Multiple pregnancy such as twins and triplets;

or a capable privately operated medical center can be a CEmONC provider.

d. Ovarian abnormality (e.g., ovarian cyst);

The facility must be capable of performing emergency obstetric functions as in
BEmONC provider facilities. Additionally, it must provide the following services:
surgical delivery (caesarean section) and blood bank transfusion services, other
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highly specialized obstetric interventions, newborn resuscitation, treatment

e. Infection prevention for HIV/AIDS (universal precautions)

of neonatal sepsis/infection, oxygen support, and antenatal administration

f. Post-abortion care

of (maternal) steroids for threatened premature delivery. It can also serve as

g. Family planning

a high volume provider for intra-uterine device (IUD) and voluntary surgical

h. Two-way referral policy

contraception (VSC) services (17).

i. Adolescent and youth reproductive health
j. Violence against women and children

To evaluate CEmONC facilities, the University of the Philippines College of
Public Health and the DOH jointly developed a tool called the “Philippine Tool

2. Methodology

for Health, Safety, Security and Environment (HSSE) through EmONC”. It consists
of seven modules that assess the following: Overall capacity and infrastructure,

The research design that was employed in this study, including the framework,

referral system, cost of services, provider availability, knowledge, and competency

are presented in this section. In addition, the study population is defined. Finally,

for maternal and newborn care services, registers and data sources, and the

the data collection strategies and instruments, the plan for analysis, and the

availability of essential drugs, equipment and supplies. Additionally, the

ethical considerations are discussed in detail.

following are some of the standards that have to be met by a CEmONC-capable
health facility according to the MNCHN MOP (19) and the DOH Administrative

2.1 Research Design, Study Population, Data Collection Methods and

Order No. 2009-0016 (20).

Instruments

1. Appropriately equipped and furnished blood station;

MDRs utilize a qualitative/descriptive study design. Following the protocol of the

2. Available communication radio or telephone, and an emergency transport

National Safe Motherhood Program of the DOH in reviewing cases of maternal

system;

deaths, the research team engaged the PRT of Camarines Norte to conduct a

3. Adequate human resources composed of three CEmONC Teams (one team

pilot MDR for the 21 cases of maternal deaths at the Camarines Norte Provincial

per 8-hour shift) composed of one doctor, preferably obstetrics-gynecology

Hospital CNPH in 2013. In April 2015, the PRT, together with the research team,

specialist or surgeon or GP trained in CEmONC, one anesthesiologist or GP

were oriented and trained by the chief health program officer of the National

trained in anesthesiology (on call), one pediatrician (on call), three operating

Safe Motherhood Program of DOH on the protocol of the MDSR being used by

room nurses (one per shift), maternity ward nurses (two per shift), three

DOH throughout the country.

medical technologists (one per shift); and an itinerant team composed of
one doctor (surgeon), two nurses (or one nurse and one midwife);

Of the 30 PRT members, 21 participated in the data collection. They were divided

4. Available drugs such as oxytocins and anticonvulsants;

into 11 pairs or sub-teams. Some teams were assigned to review more than two

5. Presence of the following guidelines and protocols in strategic areas of the

cases of maternal deaths. Each pair initially conducted a facility-based MDR. They

maternity ward:

abstracted relevant data from the medical records of the 21 deceased mothers
(e.g., patient charts, ward and operating theatre registers, facility antenatal

a. BEmONC guidelines

notes, inpatient case notes) using the Medical Records Review Abstraction Tool

b. CEmONC guidelines

of the MDRRS Manual. Due to incomplete and illegible entries in the records,

c. Antenatal care

the PRT had to re-trace the sequence of events inside and outside the health

d. Prevention of mother-to-child transmission (PMTCT) of HIV and maternal

facility that may have contributed to the outcome by conducting community-

and newborn dosing

based MDRs or verbal autopsies to augment the incomplete data collected
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Table 2. Data Collection Instrument and Method and Data Source

not always necessary. However, as part of the ZFF-sponsored study, the conduct
of verbal autopsies was an integral part of the entire MDR process.
The 11 PRT sub-teams traced the relatives of the deceased mothers in
different municipalities of Camarines Norte. The Verbal Autopsy Questionnaire
also adapted from the MDRRS Manual, was used to collect information that
ascertains the personal, family, or community factors that may have contributed
to the death of the mother.
The capacity of the CNPH as a CEmONC facility was assessed by the research
team using the Philippine Tool for HSSE through EmONC. The tool was used
in the past to map and evaluate the capacity of CEmONC-capable facilities
throughout the country; thus, it was essentially a guide in doing an audit of
the facility. The assessment tool consists of items distributed in seven modules,
namely: 1) overall capacity and infrastructure; 2) referral system; 3) cost of
services; 4) provider availability, knowledge, and competency for maternal and
newborn care services; 5) registers and data sources; and 6) essential drugs,
equipment and supplies. This same tool also prescribes who, how many, and
how the respondents in the audit should be selected. In this study, the HSSE was
carried out by a physician who was also a member of the research team.

Data Collection
Instrument

Objective

Data Collection
Method

1. To describe
the maternal
deaths at CNPH
during the
period 20102014 in terms of
causes of death,
and selected
demographic
characteristics of
the deceased

• Abstraction Form • Review of Records

2. To describe
the resources
and capacity
of the CNPH
relative to
CEmONC
standards like
blood supply,
health human
resource
capacity, and
other relevant
resources

• Philippine Tool
for HSSE through
EmONC (DOH,
2009)
o
o
o
o
o
o
o

Module
Module
Module
Module
Module
Module
Module

1
2
3
4
5
6
7

KII
KII
KII
Review of Records
KII
KII
Review of Records

Respondent/
Data Source
• CNPH/
Provincial DOH
Maternal Deaths
Database

Chief of Hospital
Administrative
Officer, Medical
Officer, Nurse
Pharmacist,
Medical
Technologist,
Nurse Delivery
and Operating
Room Records,
OB- ward Records
OB-GYN
OB-GYN and
Nurse
Patient Charts

Table 2 summarizes the methods of data collection, the data collection
instrument, and the study population according to the objectives of the MDR
research project.
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Figure 3. Causes of Maternal Deaths—A Conceptual Framework

2.2 Framework of the Study





Figure 2 presents the review processes, including the sources of data, that were
utilized in the study. Data were gathered from the records of the 21 mothers who
died at the health facility and from the transcripts of the interviews conducted
in connection with the community verbal autopsies. In essence, the researchers
identified the factors that affected the mother’s access and utilization of health
services. Thus, the outcome of interest is the mother’s access and utilization of
health services, the absence (or lack) of which may have led to death. Access
to and utilization of health services become an intermediate variables between
non-medical factors and maternal deaths. Some of the factors affecting access
and utilization were already identified by the three-delay model while some
were observed from the maternal deaths in Camarines Norte.
Figure 2. Sources of Data for the Maternal Death Review

21 Maternal Deaths at CPNH

CEmONC Evaluation

Records Review
(Charts)

Medical Factors

Community Review

Non-Medical Factors

Output: Findings and Recommendations

Figure 3 presents the conceptual framework of the study, which was adopted
from the three-delays model of Thaddeus and Maine. The factors that affect the
decision to seek medical care (Delay 1): 1) Socioeconomic or cultural factors,
2) Perceived accessibility of facilities, and 3) Perceived quality of care—are the
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“barriers” that prevent the mothers from utilizing health services (7). In addition,
the factors under actual accessibility of facilities are the actual obstacles that
prevent the mother from reaching the health facility (Delay 2). Actual quality
of care or the capacity of the health facility to provide medical care greatly
contributes to the last phase of the delays, i.e., delay in receiving adequate
treatment (Delay 3). All three delays eventually lead to maternal mortality.
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2.3 Analysis of Data
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or problem to be immediately addressed included the feasibility of the potential
solutions in the short term. The other factors identified can be addressed in

The data gathered using the Philippine Tool for HSSE through EmONC to assess

the succeeding MDRs or after reviewing the response to the specifically-chosen

the capacity of CNPH on CEmONC were compared with standards indicated in

problem. Corresponding recommendations were developed in consultation with

the MNCHN MOP. In addition, each of the 21 cases was assessed for factors that

other stakeholders, which consisted of local chief executives (LCEs), municipal

led to the woman’s death. Two types of analyses were conducted: [1] delays-

health officers (MHO), heads of other health facilities and birthing centers in the

based analysis using NVivo (QSR International, Melbourne, Australia), a software

province, as well as other provincial and regional health offices’ representatives.

for qualitative data analysis, and [2] factor-based analysis using the method

These steps guided the PRT members and the research team in analyzing the

prescribed by the NSMP. The research team utilized the first method while the

data obtained from the different sources.

Camarines Norte PRT utilized the second method.
2.4 Ethical Considerations
Transcripts of the verbal autopsy interviews, as well as the abstraction forms
for the medical records, were exported to NVivo software. The research team

A technical review of the study proposal was first conducted by the Research

identified delays using a priori or the theoretically-derived nodes from the three-

Advisory Board (RAB) of ZFF. Relevant revisions were made on the research

delays model and indigenous nodes which were derived from the data collected

proposal based on the ZFF’s comments. The proposal was later submitted for

in this particular study. Under the supervision of the principal investigator, four

review and approval by the Ethics Committee of the Bicol Medical Center. The

research assistants analyzed the interview transcripts using NVivo. Analysis

members of the committee conducted another technical review as well as an

entailed the identification of segments of interview transcripts (vignettes) and

ethics review.

their classification (coding) into nodes. The co-investigator reviewed the Forms
A accomplished by the PRT and identified contributory factors arising in the

An informed consent statement was read by the PRT members to the respondents

hospital. The principal investigator did the reanalysis of the initial coding made

of the community interview, after which a verbal informed consent statement

by the research assistants.

was obtained from the respondent before the start of the interview. A letter of
request for the conduct of the CEmONC Evaluation at the Camarines Norte

According to the NSMP, there are four steps in data aggregation and analysis

Provincial Hospital was sent to and approved by Dr. Myrna Rojas, as the Chief

of facility and community-based MDRs in the factor-based method of analysis.

of Hospital of CNPH. In her capacity as Acting CN Provincial Health Officer, Dr.

First, using data from patient records, the socio-demographic profile (including

Rojas is also the head of the CN Provincial Review Team.

the number of ante-natal care visits made) of the deceased woman was
determined. Second, gaps and causes of delays were identified and classified

3. Results and Discussion

into 1) community, family and personal factors, and 2) healthcare system
factors. Third, the gaps were classified according to whether or not they were

3.1 Results

preventable. The third step was meant to facilitate prioritization of interventions
for implementation. Fourth and last, one gap or problem was chosen from

This section presents the results that were obtained by the study. The first part

each group of factors. The selection of the gap or problem to be addressed

describes the number, the causes and demographic characteristics of maternal

depended on which factor the PRT members felt was a major contributor to the

deaths reported at the CNPH during the period 2010-2014 in response to the

women’s death. In addition, other factors considered in the selection of the gap

first objective of the study. The second part of the section describes the resources
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Figure 6. Distribution of Maternal Deaths According to
Municipality of Residence (n=72)

and capacity of the CNPH with respect to CEmONC standards in response to
the second objective of the study. Lastly, the third part of the section describes
the characteristics of the health system of Camarines Norte which may affect the
access and utilization of health service by the pregnant women in response to
the third objective of the study.
3.1.1 Distribution of maternal deaths at CNPH for the period 2010-2014
according to selected demographic characteristics and cause of death

Figure 5. Number of Maternal Deaths at the Camarines Norte Provincial
Hospital, 2012-2015 (n=72)
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Figure 7. Distribution of Maternal Deaths According to Age and
Gravidity at the Time of Death (n=72)
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Figure 6 presents the distribution of maternal deaths according to the
municipality of residence. Most of the cases came from the municipalities of
Labo, Daet, Paracale, and Jose Panganiban.
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Figure 8. Distribution of Maternal Deaths According to Place of Delivery (n=72)
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The distribution of maternal deaths according to cause of death is presented in
Figure 10. According to the WHO, the eight direct causes of maternal deaths are

1%
3%

hemorrhage, hypertensive diseases, sepsis or infections, embolism, obstructed

1% 7%

labor, ectopic pregnancy, abortion, and anesthesia-related death. The first three
are classified as major causes. Indirect maternal deaths, on the other hand, are

15%
56%

CNPH

deaths resulting from previously existing disease, or disease that developed

Died while Pregnant

during pregnancy and which was not due to direct obstetric causes, but was

Home

aggravated by the physiologic effects of pregnancy. Examples of indirect deaths

Hospitals in Quezon

include epilepsy, diabetes, cardiac diseases, etc.

Leon Hernandes Hospital
On the way to CNPH

Figure 10. Distribution of Maternal Deaths According to

No Data

Cause of Death (n=72)

17%

Number of Maternal Deaths
05
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Figure 9. Most of the mothers died after delivery. Some died while they were

Infection

pregnant. The rest died during delivery and after dilation and curettage (D&C)
procedure. No data on this variable is available for the cases of maternal deaths
in 2014.

Cause of Death

Hypertensive disorders

Embolism

20 (27.8%)
8 (11.1%)
1(1/4%)
1(1/4%)

Indirect

6(8.3%)

Connot be determined

Figure 9. Distribution of Maternal Deaths According to
When the Death Occurred (n=72)
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The distribution of deaths according to status of pregnancy is presented in
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No data

5(6.9%)
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The research team reviewed the maternal deaths database of the CNPH. The
entries on the causes of deaths were converted to major diagnostic groups
based on the WHO classification. Most of the cases were direct maternal
deaths, with hemorrhage, hypertensive disorders, and infection as major causes.

35%

49%

Post-partum

In addition, some cases were found to be indirect maternal deaths. Available

While Pregnant

information was insufficient to identify the direct cause of death. On the other

Post-D&C

hand, some cases could not be classified as either direct or indirect maternal

Intrapartum

death. Lastly, a lone case was reported as a maternal death but the cause of

No Data (2014
deaths)

1%
1%

death was not specified. Table 3 presents the causes of the 2012-2015 maternal
deaths in detail.

14%
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Table 3. Maternal Deaths for the Period 2012-2015 by Cause of Death
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*HVWDWLRQDOWURSKREODVWLFGLVHDVH

&DQQRWEHGHWHUPLQHGZKHWKHUSDWLHQWGLHGRIVHSVLVKHPRUUKDJHRUERWK
3.1.2 Resources and capacity of the CNPH with respect to CEmONC
3.1.2 Resources and capacity of the CNPH with respect to CEmONC
standards
standards

7KH UHVXOWV RI WKH FDSDFLW\ DVVHVVPHQW RI WKH &13+ RQ &(P21& ZLOO EH
SUHVHQWHGEURDGO\IROORZLQJWKHPRGXOHVLQWKH3KLOLSSLQH7RROIRU+66(7KH
The results of the capacity assessment of the CNPH on CEmONC will be
WRRO
DSSUDLVHV WKH &(P21& FDSDELOLWLHV RI D KRVSLWDO LQ WHUPV RI IDFLOLW\ DQG
presented broadly following the modules in the Philippine Tool for HSSE. The
LQIUDVWUXFWXUHPDWHUQDODQGQHZERUQKHDOWKVHUYLFHV&(P21&VLJQDOIXQFWLRQV
SD\PHQWIRUVHUYLFHVKXPDQUHVRXUFHVSURYLGHUNQRZOHGJHDQGFRPSHWHQF\IRU
tool appraises the CEmONC capabilities of a hospital in terms of facility and
PDWHUQDO
DQG QHZERUQ
FDUHnewborn
DQG HVVHQWLDO
HTXLSPHQW
VXSSOLHV
7KLV
infrastructure,
maternal and
healthGUXJV
services,
CEmONCDQG
signal
functions,
DSSUDLVDO ZDV FDUULHG RXW WKURXJK D PL[ RI UHFRUGV UHYLHZ DQG NH\LQIRUPDQW
payment for services, human resources, provider knowledge and competency
LQWHUYLHZV
for maternal and newborn care, and essential drugs, equipment and supplies.

This appraisal
was carried out through a mix of records review and key-informant
Facility
and infrastructure
interviews.

Basic facilities
Facility and infrastructure


&DPDULQHV1RUWH3URYLQFLDO+RVSLWDOLVDEHGQRQ'2+UH
WDLQHG KRVSLWDO VLWXDWHG LQ WKH XUEDQ PXQLFLSDOLW\ RI 'DHW LQ WKH 3URYLQFH RI
Basic facilities
&DPDULQHV
1RUWH 7KH KRVSLWDO LV D GHVLJQDWHG SURYLGHU RI FRPSUHKHQVLYH
HPHUJHQF\REVWHWULFDQGQHZERUQFDUH &(P21& DQGLVOLNHZLVHDFFUHGLWHGE\
WKH
,QVXUDQFH
3URJUDP 1+,3
 WR SURYLGH
WKHinPDWHUQDO
FDUH
The1DWLRQDO
CNPH is+HDOWK
a 92-bed
non-DOH-retained
hospital
situated
the urban
SDFNDJH 0&3 DQGRXWSDWLHQWEHQHILWVSDFNDJH 23% RIVHUYLFHV
municipality of Daet in the province of Camarines Norte. The hospital is a
designated provider of CEmONC, and is, likewise, accredited by the National

7KHKRVSLWDOKDVVHSDUDWHURRPVRUDUHDVGHVLJQDWHGIRUPDWHU
Health Insurance Program (NHIP) to provide the maternal care package (MCP)
QDODQGQHZERUQFDUHH[FHSWIRUDEORRGEDQNDQGDODERUDWRU\GHGLFDWHGIRUWKH
EORRGEDQN$WWKHWLPHRIDVVHVVPHQWDSSOLFDWLRQIRUDSHUPLWWRRSHUDWHDEORRG
and out-patient benefits package (OPB) of services.
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The hospital has separate rooms or areas designated for maternal and newborn
care, except for a blood bank and a laboratory dedicated to the blood bank. At
the time of assessment, the application for a permit to operate a blood bank
and laboratory for the blood bank was currently underway. However, standards
for CEmONC-capable facilities include, at a minimum, a blood station, which
the hospital currently operates (MNCHN Operations Manual, 2011). Although
the hospital is licensed to operate 92 beds, at any given time, bed occupancy
exceeds 100%. There are reportedly 63 beds dedicated for obstetric patients,
and four delivery tables in the delivery room.
Electricity in the facility is supplied through a power grid, with electrical
interruption occurring at an average of three times a month. It usually takes
two hours for electrical supply to be restored following interruption, during
which time electricity is supplied by a functional back-up generator set. Hence,
despite sporadic electrical interruption, electricity is available in the facility for
24 hours a day.
Water for drinking and for purposes other than drinking is obtained from a Level

pa r t i I : r e s e a r ch

Table 4. Maternal Health Services Provided in Camarines Norte Provicial Hospital
Maternal health services
provided

• Pre-pregnancy care

Maternal health services not
provided

• Prevention of mother-to-child

• Adolescent reproductive health

transmission of HIV

• Antenatal care
• Postnatal care
• Prevention and management of
abortion and its complications
• Obstetric surgery
• General anesthesia
• Repair of obstetric fistula
• Diagnosis and treatment of
sexually-transmitted infections
• Family planning

Transportation and communication for referral

II water supply. Likewise, in the year preceding the assessment, the facility did
not have any water supply interruption. In addition, the facility has functional

The facility has available and functional communication equipment for referral,

water systems in the labor room, delivery room, post-natal/recovery room,

except a radio. Cellular network signal is available within the facility. However,

operating room, and toilets.

the facility does not have a policy on the reimbursement of work-related calls
made by the hospital staff.

Maternal health services
The facility owns, maintains, and operates motor vehicle ambulances and motor
As shown in Table 4, the facility provides a wide range of maternal health services,

vehicles to facilitate the transport of patients needing specialized emergent

except for services aimed at preventing mother-to-child transmission (PMTCT)

care to referral facilities. At the time of assessment, funds were reportedly

of HIV. This is in contrast with DOH Administrative Order No. 2009 - 0016, which

available for the maintenance and/or repair of vehicles, which usually falls

stipulates that services aimed at the prevention of mother-to-child transmission

under the responsibility of a facility maintenance engineer. An ambulance/

of HIV should be present at all levels of care. Obstetric services are rendered

vehicle driver is available 24 hours a day, while fuel is reportedly sufficient to

in the facility 24 hours a day, seven days a week. Patients needing emergent

transport pregnant women (or women in the post-partum period) to other

care, which cannot be provided in the facility, are usually referred to the Bicol

referral facilities. In addition, the facility reportedly has a written policy on the

Medical Center, the nearest government referral hospital with surgical capacity

resupply of fuel and the maintenance of vehicles. Table 5 shows available and

(120 minutes away by land transportation). For referrals, the facility reportedly

functional communication and transportation equipment in the facility at the

utilizes a two-way referral system (form).

time of assessment.
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Table 5. Available and Functional Communication and Transportation
Equipment at Camarines Norte Provincial Hospital

Equipment type
Communication

Transportation

At least one available
and functional
• Landline telephone in
the maternity area
• Landline telephone
elsewhere in facility
• Cellphone, owned by
the facility
• Cellphone, owned by
individual staff
• Public telephone in
the vicinity
• Computer with
internet
• Motor vehicle
ambulance
• Motor vehicle
• Boat ambulance
• Stretcher/hammock

At least one not
available and/or
functional
• Radio

pa r t i I : r e s e a r ch

Following hospital admission, costs for certain items or services are borne by the
facility, or by the patient (or her family/caregivers) should hospital stocks run out.
The current approximate costs of these items or services are shown in Table 6.
Table 6. Approximate Cost (in Philippine Pesos) of Items and Services
Related to Maternal Health in Camarines Norte Provincial Hospital, July 2015

Item/Particulars

• Motorcycle
ambulance
• Bicycle ambulance
• Animal-drawn cart

Cost

Professional fee

2,000.00

Normal delivery

2,000.00

Gloves

15.00

Intravenous fluids

75.00

Instrumental delivery with forceps

2,000.00

Cesarean delivery

8,400.00

Prevention & management of abortion complications

2,100.00

Cost per prescription of oxytocin (inj)
Cost per prescription of ergometrine (inj)

75.00
100.00

Cost per prescription of magnesium sulfate (inj)

35.00

Cost per prescription of penicillin (Benzyl) (inj)

60.00

As a government hospital, the facility does not require formal payment before

Cost per prescription of gentamicin (inj)

15.00

consultation is commenced or before treatment is provided (in general), or

Cost per prescription of chloramphenicol (inj)

70.00

Payment for services

before a pregnant woman or a woman in the post-partum period can receive
treatment (in particular). According to an interview respondent, there is no
expectation from a woman or her family to pay a fee or buy supplies for normal
delivery. Similarly, the patient’s family is not asked to buy medicines or supplies
prior to treatment in obstetric cases.
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Human Resources
According to CEmONC facility standards, a typical CEmONC-capable facility
should have the following human resource complement: 1) three CEmONC
teams (one team per eight-hour shift) composed of one physician preferably
obstetrics-gynecology specialist or surgeon or general physician trained in
CEmONC; one anesthesiologist or general physician trained in anesthesiology
(on call); one pediatrician (on call); three operating room nurses (one per shift);
maternity ward nurses (two per shift); three medical technologists (one per shift);
and 2) itinerant team composed of one physician (surgeon), two nurses (or one
nurse and one midwife) (19).
As shown in Table 7, while the absolute number of health providers in the
facility is greater than the standard composition of one CEmONC team, work
shift norms in the facility are often not in accordance with said standards. For
instance, an obstetrician-gynecologist usually goes on duty for 48 to 72 hours
straight (i.e. no off-call shifts in between), instead of the recommended eighthour shift. During the tour of duty of the obstetrician-gynecologist, he/she is
usually expected to cover all service areas of the obstetrics and gynecology
department such as the labor room, delivery room, operating theater, and
sometimes, the out-patient department.
In addition, the number of service areas covered and the number of patients to
be attended to or cared for by health providers in the facility offsets the initial
impression that the human resource complement is way above set standards. In
any given shift, a separate complement of physicians, nurses, and midwives on
top of the designated CEmONC team for said shift may be needed to care for
other patients in the same or other service areas.

J\QHFRORJLVWKHVKHLVXVXDOO\H[SHFWHGWRFRYHUDOOVHUYLFHDUHDVRIWKHREVWHWULFV
DQG J\QHFRORJ\ GHSDUWPHQW VXFK DV WKH ODERU URRP GHOLYHU\ URRP RSHUDWLQJ
WKHDWHUDQGVRPHWLPHVWKHRXWSDWLHQWGHSDUWPHQW
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,QDGGLWLRQWKHQXPEHURIVHUYLFHDUHDVFRYHUHGDQGWKHQXPEHURISDWLHQWVWREH
DWWHQGHGRUFDUHGIRUE\KHDOWKSURYLGHUVLQWKHIDFLOLW\RIIVHWVWKHLQLWLDOLPSUHVVLRQ
WKDWKXPDQUHVRXUFHFRPSOHPHQWLVZD\DERYHVHWVWDQGDUGV,QDQ\JLYHQVKLIWD
Table 7. Human Resource Complement for Maternal Health in
VHSDUDWHFRPSOHPHQWRISK\VLFLDQVQXUVHVDQGPLGZLYHVRQWRSRIWKHGHVLJQDWHG
Camarines Norte Provincial Hospital, July 2015
&(P21&WHDPIRUVDLGVKLIWPD\EHQHHGHGWRFDUHIRURWKHUSDWLHQWVLQWKHVDPH
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7DEOH+XPDQ5HVRXUFH&RPSOHPHQWIRU0DWHUQDO+HDOWKLQ&DPDULQHV1RUWH3URYLQFLDO+RVSLWDO 
Legend: OB = obstetrician-gynecologist; Ped = pediatrician; GP = general physician; RN
-XO\ /HJHQG2% REVWHWULFLDQJ\QHFRORJLVW3HG SHGLDWULFLDQ*3 JHQHUDOSK\VLFLDQ51
(OB) = registered nurse in the obstetric or maternity ward; RN (RR) = registered nurse in
2%  UHJLVWHUHGQXUVHLQWKHREVWHWULFRUPDWHUQLW\ZDUG51 55  UHJLVWHUHGQXUVHLQWKHUHFRYHU\
the recovery room; RN (OR) = registered nurse in the operating room/theater; RN (DR)
URRP51 25  UHJLVWHUHGQXUVHLQWKHRSHUDWLQJURRPWKHDWHU51 '5  UHJLVWHUHGQXUVHLQWKH
=
registered nurse in
the delivery room;
MW = midwife;PHGLFDOWHFKQRORJLVW
Anes = anesthesiologist;
MT =
GHOLYHU\URRP0:
PLGZLIH$QHV
DQHVWKHVLRORJLVW07

medical technologist

Essential drugs, equipment, and supplies

Pharmacy

Essential drugs, equipment, and supplies

7KH&13+PDLQWDLQVDQGRSHUDWHVLWVRZQSKDUPDF\ZLWKLWVRZQVXSSO\RIGUXJV
DQGPHGLFDOVXSSOLHVZKLFKDUHUHSRUWHGO\DYDLODEOHIRUKRXUVDGD\7KHIDFLOLW\
Pharmacy
PDLQWDLQVDQGUHJXODUO\XSGDWHVDGUXJLQYHQWRU\UHJLVWHUXVHVDILUVWH[SLU\ILUVW
RXW V\VWHP LQ VXSSO\ PDQDJHPHQW DQG LPSOHPHQWV PHFKDQLVPV WR HQVXUH WKDW
The CNPH maintains and operates its own pharmacy with its own supply of

drugs and medical supplies, which are reportedly available for 24 hours a day.
The facility maintains and regularly updates a drug inventory register, uses a
first-expiry first-out system in supply management, and implements mechanisms
to ensure that expired drugs are not distributed. Drugs are protected from
moisture, heat, or infestation, while refrigeration-requiring drugs are stored in
a functional refrigerator.
Drugs are sourced through government procurement, and typically ordered
at the same time each week, month, or quarter. Similarly, gloves, syringes,
infection prevention supplies, and other medical supplies are obtained through
government procurement. However, the delivery of said supplies is commonly
delayed by procedures at the provincial capitol.
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The facility has had stock-outs of some drugs essential for labor, delivery,
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Laboratory and blood bank

and puerperium in the preceding 12 months to the assessment, namely
methylergometrine, magnesium sulfate (injection), and oxytocin (injection).

The CNPH maintains and operates a laboratory within the facility, with its own

Specifically, the facility had stock outs of methylergometrine within the last

set of laboratory guidelines. The facility also manages its own voluntary blood

month prior to the assessment, of magnesium sulfate (injection) within the

donation program, and at the time of assessment, 43 bags of blood were in

last three prior to the assessment, and of oxytocin (injection) at the time of

stock for possible transfusion.

assessment. The facility, reportedly, has not had any stock out of ketamine,
atropine, intravenous fluids, and plasma expanders in the preceding 12 months

Facility case summary

to the assessment.
The CNPH maintains and utilizes several registries and data sources related to
Labor, delivery, and maternity

maternal and newborn care, with the exception of the 1) PMTCT of HIV labor
and delivery register, and 2) the target client list.

Drugs and supplies needed in labor and delivery are ordered whenever stocks
reach the “re-order level,” while drugs and supplies needed in the post-natal

Deliveries attended

period (or while the woman is in the maternity ward) are ordered on a patientby-patient basis (i.e. whenever needed drugs and supplies from the hospital,

From January to June 2015, a total of 2,049 pregnancies were attended to at the

or those drugs whose costs were personally borne by the woman need to be

CNPH, the majority of which were delivered spontaneously (1,680 or 81.99%) or

replenished).

via cesarean section (334 or 16.30%).

In the labor and delivery room and in the maternity ward, most basic items

On the other hand, the most common indirect obstetric complications seen

needed for infection prevention are available, except the following: 1) mayo

in women who delivered at the facility include cardiac disease (2.93 / 1,000

stand or equivalent to establish a sterile field, and 2) some disinfectants and

deliveries) and hepatitis (1.46 / 1,000 deliveries).

antiseptics (chlorehexidine and ethanol). In addition, some essential equipment
and supplies needed in the labor and delivery room and in the maternity ward

EmONC signal functions and other important services

for general purposes were reportedly not available at the time of assessment.
CEmONC facility standards stipulate that CEmONC-capable facilities should
Operating theater

be able to perform all six signal obstetric functions, plus 1) cesarean delivery
services, 2) blood banking and transfusion services, and 3) other highly

The CNPH has operating theaters, with separate operating theaters dedicated

specialized obstetric interventions (19). As a CEmONC-capable facility, the

to obstetric patients. Drugs and supplies needed in the operating theater are

CNPH performs all signal functions related to emergency obstetric and newborn

usually provided for by the patient or her family. While functional basic items

care during the preceding three-month period to the time of the assessment.

and items for cesarean section are available in the facility, some items in other

These signal functions include: 1) administration of parenteral antibiotics;

classes are not available and/or functional.

2) administration of uterotonic drugs, more commonly oxytocin and ergometrine;
3) administration of anticonvulsants, more commonly magnesium sulfate; 4)
manual removal of placenta; 5) removal of retained products of conception,
more commonly through dilatation and curettage; 6) instrument-assisted
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vaginal delivery, more commonly through the use of forceps; 7) blood

month to the assessment. The nurse-midwife has received training on a range of

transfusion, with blood more commonly supplied by the facility blood station

maternal and newborn services and has consequently provided these services

and blood from patient’s family and friends, when needed; 8) obstetric surgery/

to patients seeking care in CNPH.

delivery through cesarean section, with spinal/epidural anesthesia more
Specific knowledge areas where the nurse-midwife spontaneously cited less

commonly used.

than 50% of the preferred responses include: 1) services provided as part of
Other maternal and newborn health services rendered in the preceding three

quality antenatal care; 2) types of women requiring a special care plan; 3) signs

months to the assessment include: 1) use of a partograph in the management of

and symptoms of true labor; 4) observations made to monitor the progress of

labor; 2) delivery of breech and other abnormal presentations, more commonly

a woman in labor; 5) actions taken when a woman who just gave birth has a

through cesarean section or assisted vaginal delivery; 3) episiotomy to prevent

retained placenta; 6) information provided to patients treated for an incomplete

lacerations during childbirth; 4) active management of the third stage of labor;

or unsafe abortion; and 7) actions taken when a woman presents as a victim

5) temporary contraceptive methods such as implants, oral contraceptive pills,

of rape.

injectables, intrauterine device (IUD), male condoms, including post-abortion
contraception; and 6) surgical contraceptive methods, more commonly bilateral

Physician

contraceptive methods (however, it was reported that no one in the facility is
trained and is able to perform vasectomy).

The physician who was included in the assessment for the purpose of the study
has been working in the facility for the preceding 14 years, and has attended

However, certain maternal and newborn services are not provided by the facility,

to 20 to 30 deliveries in the preceding month to the assessment. The physician

including: 1) rapid voluntary HIV testing for mother with unknown HIV status,

has received training on a range of maternal and newborn services and has

mainly because of human resource issues; 2) provision of anti-retroviral drugs

consequently provided these services to patients seeking care in CNPH.

to HIV seropositive mothers; 3) repair of obstetric fistula; and 4) manual vacuum
aspiration, and vacuum extraction for assisted vaginal delivery.

Specific knowledge areas where the physician spontaneously cited less than
50% of the preferred responses include: 1) information provided to patients

Provider knowledge and competency for maternal and newborn care

treated for an incomplete or unsafe abortion; and 2) actions taken when a
woman presents as a victim of rape.

Provider knowledge and competency in maternal and newborn care was
assessed in one nurse-midwife, and one physician from the facility. The

Cesarean review

assessment entailed asking the providers a series of questions on maternal and
newborn care. Each question has a set of preferred responses, which are based

A review of the last three cesarean section performed in the facility prior to the

on standards of care. The researcher asks the questions and ticks off in the data

assessment was done by abstracting relevant information from medical records.

collection form the preferred responses mentioned by the provider.

The time elapsed from the decision for a cesarean section to the start of surgery
ranged from 3 hours, 50 minutes to as long as 6 hours, 15 minutes. In one case,

Nurse/midwife

the reason for the delay in the initiation of surgery was the lack of equipment
and infrastructure. In two cases, the indication for cesarean section was dystocia,

The nurse-midwife assessed in the study has been working in the facility for

while in the remaining case, the indication for the procedure was maternal

the past 22 years, and has attended to a total of 90 deliveries in the preceding

distress from eclampsia/pre-eclampsia. In none of the three cases, a partograph
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was used to monitor the progress of labor, while in two of the cases, there was

unknown HIV status; 2) provision of anti-retroviral drugs to HIV seropositive

no indication in the medical records if the fetal heart rate was measured during

mothers; and 3) repair of obstetric fistula.

the course of labor. For the three cases, the duration of hospitalization ranged
from approximately five days to approximately 10 days.

Payment for services. Payment is not a pre-requisite for hospital admission or
for the initiation of treatment. However, there are instances during the course

Summary of Salient Findings

of admission to discharge when the patient and/or her family must bear the
costs of some drugs, supplies, or services. Despite this, a fee schedule for these
items or services is not posted in visible and public places. More importantly,

Facilities. The CNPH has basic facilities required for the delivery of

the facility does not have formal or even informal systems to waive health care-

comprehensive emergency obstetric and newborn care (CEmONC). However,

related costs when a patient or her family cannot pay for items or services

bed occupancy rate exceeds 100% at any given time. On the other hand, while a

attendant to maternal care.

blood bank and a laboratory for a blood bank were not yet present in CNPH at
the time of assessment, CEmONC standards require—at a minimum—a blood

Human resources. While the absolute number of health professionals in the

station, which the facility operates. The CNPH was in the process of applying for

CNPH is greater than the standard composition of one CEmONC team, work

a license to operate a blood bank and a laboratory for the blood bank at the

shift norms in the facility are often not in accordance with said standards.

time of assessment.

Specifically, an obstetrician-gynecologist usually goes on duty for 48 to 72
hours straight, and is expected to cover all services areas of the obstetrics and

Maternal and newborn health services. The CNPH delivers a wide range

gynecology department. In addition, the usual patient load in the facility may

of maternal and newborn health services except services aimed at PMTCT of

call for an additional complement of health personnel on top of the assigned/

HIV. Obstetric services are provided in the facility round the clock but, when

designated CEmONC team.

necessary, patients requiring specialized care are commonly referred to the Bicol
Medical Center, which is approximately 120 minutes away by land transportation.

Provider knowledge and competency for maternal and newborn care.

Vehicles and communication equipment for referral are reportedly sufficient

Provider knowledge and competency for maternal and newborn care was

and functional at the time of assessment. However, the CNPH does not have

assessed in one nurse-midwife and one physician from the facility by comparing

a policy on the reimbursement of work-related calls made by personnel in the

spontaneous answers to specific questions with preferred responses based on

performance of their duties.

standards of care. Specific knowledge areas where both the nurse-midwife and
the physician spontaneously gave less than 50% of the preferred responses

CEmONC signal functions. All CEmONC signal functions are performed in the

include: 1) information provided to patients treated for an incomplete or unsafe

CNPH by at least one health personnel at any given time, and these include:

abortion, and 2) actions taken when a woman presents as a victim of rape.

1) administration of parenteral antibiotics, 2) administration of uterotonic drugs,

On the other hand, specific knowledge areas where only the nurse-midwife

3) administration of anticonvulsants, 4) manual removal of placenta, 5) removal

cited less than 50% of the preferred responses include: 1) services provided

of retained products of conception, 6) instrument-assisted vaginal delivery,

as part of quality antenatal care, 2) types of women requiring a special care

7) blood transfusion, and 8) obstetric surgery. In addition, other maternal health

plan, 3) signs and symptoms of true labor, 4) observations made to monitor the

services—though not necessarily indicated as EmONC signal functions—are

progress of labor, and 5) actions taken when a woman who just gave birth has a

provided in the facility, except 1) rapid voluntary HIV testing for mothers with

retained placenta.
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Essential drugs, equipment, and supplies. In the preceding 12 months to the

Socioeconomic or Cultural Factors

assessment, the CNPH has had stock-outs of some drugs essential for labor,

These factors manifest at the societal, familial, cultural and economic level by

delivery, and puerperium namely, methylergometrine, magnesium sulfate

delaying the mother’s personal decision to seek care and/or the delay in receiving

(injection), and oxytocin (injection). In addition, at the time of assessment, some

adequate care. These factors include poverty/low socioeconomic status, social

essential drugs, supplies, and equipment for CEmONC are not available in the

stigma, low social status of women, negative influence of family members, target

facility’s pharmacy, labor and delivery room, maternity ward, operating theater,

population unaware of health services and benefits, unplanned or unwanted

laboratory, and blood station.

pregnancy, noncompliance with medical advice, poor health-seeking behavior of
pregnant mothers, medical misconceptions of mother, medical misconceptions

3.1.3 Characteristics of the health system of Camarines Norte that may

of family members, high regard for traditional birth attendants (TBA), negative

affect the access and utilization of health service by the pregnant women

influence of the TBA, harmful practices of the TBA, negative attitudes of the

and may eventually lead to maternal deaths

TBA, expensive transportation fare and lack of communication facilities. Apart
from the lack of communication facilities which contributed to delay in receiving

This study identified factors that could affect access and utilization of health

adequate care, socioeconomic or cultural factors contributed to the delay in the

services by pregnant women. It is assumed that absence or lack of essential

decision to seek care. All these factors will be discussed at length individually.

health care are major contributing factors for maternal deaths. This paper utilized
two approaches in analyzing the data: 1) A delays-based approach as adapted

Poverty/Low Socioeconomic Status

from Thaddeus and Maine’s framework (7), and 2) A actors-based analysis as
The costs of quality medical care are often beyond the reach of many, especially

used by the NSMP of the DOH (10).

of the poor segment of society, such as the mothers included in this study. Thus,
A. Delays-based Analysis

the lack of financial resources may adversely affect pregnancy outcomes directly
or indirectly.

Thaddeus and Maine categorized factors that are known to affect access and
utilization of health services by pregnant women according to whether they

Some of the ways by which poverty can directly contribute to maternal mortality

are: 1) socioeconomic or cultural factors, 2) accessibility of care factors, and 3)

were observed when the deceased family did not have the money to purchase

quality of care of factors. These factors may contribute to delays in the decision

the necessary drugs and medical supplies, pay for the appropriate means

to seek care, delays in identifying and reaching the medical facility and delays in

of transportation, and pay for the services of the health facility (e.g. hospital

receiving adequate and appropriate treatment (7). This approach of identifying

bills). Poverty was mentioned in many of the maternal deaths included in this

and categorizing delays has lent itself to the formulation of the three-delay

review. For instance, this vignette tells why the pregnant mother did not receive

framework, which has been used in a number of maternal death reviews.

treatment in a timely manner:

Factors contributing to the delays are discussed in the succeeding paragraphs.

Walang pera. Hindi [namin] mabibili ‘ yung mga reseta. Kulang

A few vignettes from the verbal autopsies (community interviews), which capture

pa nga iyong 7,000 pesos. (Lack of money. [We] could not buy

beliefs and sentiments of the relatives of the deceased mothers, are likewise

the prescribed medications. 7,000 pesos was not enough.)

presented.
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In addition to the direct influence of poverty, there are also indirect ways in

The physical absence of her husband, the influence of her husband, and her own

which it may adversely affect pregnancy outcomes. These include the following:

family may have further eroded the mother’s confidence and capacity to make

1) mother’s refusal to receive monetary help for reasons known (e.g. pride) or

decisions for her own wellbeing. This shows that severe limitations of a mother’s

unknown; 2) low priority accorded to the mother’s health by her husband, the

ability to make decisions and act with regard to her health can have adverse

relatives (or worse, by herself); and 3) perception of mothers regarding the high

effects on her life.

costs of health services. All these factors may negatively affect her decision to
One maternal death, the case of LCM, can be partly attributed to the mother’s

seek care immediately.

indecision as to where she would give birth. The husband’s absence was one
Social Stigma

major reason for the pregnant mother’s hesitancy. On the other hand, the case
of RAG was a stark contrast as she expressed early on her desire to give birth in

Unfortunate circumstances may surround some pregnancies and result in adverse

a health facility:

outcomes when necessary medical attention is not sought immediately. In this
study, there were two maternal deaths that were thought to be cases of rape and

Ang

gusto

ng

pasyente

ay

dito

na

sa

ospital

adultery. Because of the sensitive nature of these two cases, community verbal

manganganak. Eh sinabi ng hilot na siya nalang daw po

autopsies were not conducted because the relatives refused to be interviewed.

ang magpapa-anak. Bakit daw ba ipapadala sa ospital...
(The patient wants to give birth in the hospital, but the TBA said

Social stigma causes delay in the decision to seek care in two ways: 1) the

she will attend to the mother. She doesn’t see the need for the

mother may be afraid of what other people (including the attending healthcare

mother to be sent to the hospital…)

providers) will say when she speaks about the predisposing situation of her

- Neighbor of RAG

pregnancy, and 2) the father of the child will begin to exert negative influence to
prevent the mother from being examined by health providers. Regardless of the

When asked who called the TBA, RAG’s neighbor said:

means in which social stigma causes delays in the pregnant woman’s decision to
seek care, the risk of maternal mortality will be high if the mother hesitates to act

Tinawagan nga po ng asawa ng namatay. Ang sabi ay, “‘Wag

when obstetric complications occur.

ninyong dadalhin kahit kanino kasi may magpapa-anak na
diyan.” (The TBA was called by the husband of the deceased. He

Low Social Status of Women

said, “Do not bring her anywhere [to the hospital] as somebody
will help her give birth.”)

Results of the community verbal autopsies showed that even today women are

-Neighbor of RAG

in many cases not empowered enough to decide and act on matters that pertain
to their own health. They still rely on their parents and/or their husband to make

Negative Influence of Family Members

these decisions for them. In one particular case, a mother, whose house was
located near a health facility, still opted to travel to her mother’s house several

Family members exert a considerable amount of influence on the health

kilometers away, instead of going directly to the nearby health facility. To make

choices and decisions of a woman. The ways in which their influence

matters worse, she travelled when she was already experiencing labor pains.

could indirectly affect pregnancy outcome are: 1) giving medically unsound
advice, and 2) not exercising their influence enough or neglecting the
health needs of the mother due to various reasons, mostly economic.
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TOR was edematous; this vignette tells how long it took for TOR’s husband to

Of course she will check the condition of the [pregnant] mother.

bring her to a health facility for checkup:

If she says, “Ah, this is normal,” the mother will opt not to have
prenatal check-ups anymore.)

Mga dalawang linggo. (Around two weeks.)

-BHW who attended to ETM
- Husband of TOR
Negative influence of family members can also manifest as giving incorrect advice

They did not see any health professional in those two weeks.

or making detrimental health choices for the pregnant mother despite their best
intentions. Because of their unsound judgment and medical misconceptions,

The next vignette shows how family members can be indifferent to the health of

their advice led to delays that resulted in the death of the woman. The vignette

the pregnant woman. As they were unaware of her potentially serious condition,

below shows how LCM’s mother called a TBA instead of bringing her daughter

they could not advise the mother about making positive health choices. KGP

to the hospital. This was according to the TBA who assisted in LCM in giving birth:

was suffering from pregnancy-related hypertension and edema. Her family only
came to know about her condition when she was already in labor:

Sinundo po ako sa bahay. Sabi niya, “Ate tignan mo man ‘yung
anak ko.” Sabi ko, “Teka muna’t kararating ko lang.” Eh syempre

Opo doon nalang namin nalaman. Malihim po ‘yun eh. Nalaman
lang namin na may [hypertension] siya, nung nagpacheck-up siya
sa Labo. Nakita namin sa papel niya. (Yes. She was secretive. We
came to know about her condition when she had her checkup in
Labo. We saw her records.)
- Mother of KGP

alam mong manganganak o ano e sabi ko, “edi titignan natin pero
kung hindi kaya dadalhin natin sa doktor.” (I was fetched at home.
She said, “Please check my child.” I said, “Wait for a while. I just
came home.” Of course I knew she was about to give birth so I
said, “We’ll see but if we can’t do it, I’ll have to bring her to the
doctor.”)
-TBA who assisted LCM

The mother-in-law of ETM was actively practicing as a TBA. Whether the
mother-in-law actually pressured the pregnant mother to deliver at home was
not exactly known. It was, however, assumed that this was the reason why the
pregnant mother decided against having prenatal check-ups and giving birth in
the hospital:

Target Population Unaware of Health Services and Benefits
There are health services and benefits largely intended for pregnant women;
most notable of which is the Maternity Care Package (MCP) by PhilHealth. MCP

Sa palagay ko po, kaya medyo matigas ang ulo nung [nanay]
kasi ang biyenan nun ay hilot. Hilot ang biyenan nun, pero may
warning na ‘yun [hilot] na hindi niya dapat paanakin. Nangako
naman siya, pero may katigasan lang ang ulo. Syempre titignan

includes incentives to pregnant mothers who give birth in health facilities and
are assisted by professional health workers. However, the poor accessibility
of health facilities and strong presence of TBAs, coupled with inadequate
information on available health services and benefits imply that the utilization of
the MCP and other related maternal health services remains low. Consequently,

naman ng biyenan ‘yung tiyan. Eh pag sinabing “Ay, okay ito

many mothers, including those who may be at high risk, still deliver at home

normal ito,” eh siguro kaya hindi na pupunta. (I think the reason

attended by non-health professionals.

the mother was quite stubborn was because her mother-inlaw
was a TBA. But I warned her [the TBA] not to meddle with the
mother’s pregnancy. She promised not to interfere; however,
she was also stubborn.
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The following vignette shows the importance of promoting the services and to

mothers do not comply with the advice and this can contribute to undesirable

convincing pregnant mothers by citing examples/proofs of how other pregnant

pregnancy outcomes.

mothers have already benefited from the incentive package:
TOR, aged 42 years, who had ascites, was pregnant with her seventh child.
However, according to one of the respondents, TOR did not know that she
Kulang lang po ng information [ang mga nanay tungkol sa mga

was pregnant. As a consequence, she did not have prenatal checkups. She

programang ito]. Gusto yata nilang may makita silang pruweba

was advised by the midwife to have a pregnancy test and to go for pre-natal

na totoo nga at gumagana. (They [the mothers] just need more

checkups. TOR, however, did not comply with the advice. The sentiments of the

information. They want to see proof that these programs are

midwife who examined her is shown below:

functional.)
- Neighbor of ZHN

Sabi ko, “Ate buntis ka.” “Hindi” daw, sabi niya. Sabi ko, “Ate
buntis ka talaga. Mas maganda pa magpacheckup ka.” (I told her,

Unwanted/Unplanned Pregnancy

“You are pregnant.” She only said, “No.” I replied, “You really are
pregnant. It would be best if you have yourself checked.”)

In one of the cases reviewed, the mother simply refused to acknowledge the

- Midwife who attended to TOR during checkup

possibility that she was pregnant, despite an obviously enlarged abdomen.
When it was suggested that she take a pregnancy test to determine whether

The following vignette shows an example of non-compliance with medical

or not she was really pregnant, she brushed aside the suggestion. Later, she

advice on taking supplements. RAG did not take the ferrous sulfate tablets that

proved pregnant.

were given to her during her pre-natal check-ups. When asked what became of
the tablets given to RAG:

The fact that TOR, aged 42, refused to acknowledge the possibility that she
could be pregnant despite an enlarged abdomen suggests that her pregnancy

Nakuha noong nanay sa ilalim ng kama yung ferrous sulfate na

was unwanted or unplanned. This was substantiated by her refusals to undergo

pinapainom namin sa kanya. (Her mother found the ferrous sulfate

a pregnancy test. Her case was also cited later under “noncompliance with

tablets that we gave her to take under her bed.)

medical advice.”

-Neighbor of RAG

Unwanted or unplanned pregnancies can often mean that the mother does not

RAG also had an enlarged abdomen (she was actually carrying twins) and was

seek antenatal examination and care. This undesirable practice may contribute

advised to have an ultrasound. The following vignette shows the reason why she

to adverse pregnancy outcomes as some high-risk conditions could have been

declined to be examined:

diagnosed and managed during antenatal care.
Tuwing kumokonsulta yan sa akin sinasabihan ko yan na magpaNoncompliance with Medical Advice

ultrasound eh ayaw ang gusto raw ay surprise (sa kasarian ng anak
niya). (Every time she consults with us, I advise her to undergo

Medical advice refers to opinions and/or suggestions given by health pro-

ultrasound but she declined saying that she likes to be surprised

fessionals (i.e. doctors, nurses, midwives) that include regular visits to a health

[with the gender of her child].)

facility and taking nutritional supplements, among others. However, some
130
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On the other hand, some mothers were very discreet, not wanting others to
know about their condition. Aside from being classified under “negative

Dapat naman talaga sa mga nagbubuntis kahit malayo, mahirap,

influence of family members” and “misconceptions of mothers,” these cases

magpapaprenatal. May advice naman na sila na gawin nila ang

were also considered under “poor health seeking behavior.”

dapat. Kasi may mga katigasan din naman ang ulo ng mga nanay.
(Pregnant mothers should have prenatal checkups in spite of the

An example of this was 19-year-old MPR who had her first and only visit to the

distance or the inconvenience. They are given advice as to what

center when she was already six months pregnant. She was advised by her

they should do. But mothers are just stubborn.)

mother to go to the hospital but she refused, saying that this was not necessary.

- Neighbor of ZHN

She was brought to the health facility only when she had seizures. She was
already nine months pregnant. She died of eclampsia some four hours after she

Poor Health-Seeking Behavior of Pregnant Mothers

was admitted to the hospital.

Poor health-seeking behavior is a crucial issue that needs to be addressed by

It may be difficult to determine the root cause of the problem. Was it because

the health sector since a mother’s hesitation and/or refusal to seek medical care

the pregnant mother was not forthcoming about her condition? Was it because

contributes to delays that may end up in maternal death.

the family members did not care enough to pressure the pregnant mother to
seek medical care?

One of the manifestations of poor health-seeking behavior is when lay-people
consult other lay-people for medical advice. ZHN, a 28-year-old patient,
supposedly had a urinary tract infection and relied on her mother regarding
its management. More often, “prescriptions” given by persons who are not
doctors are ineffective at the least or harmful at worst. Warning signs such as
spotting, bleeding episodes, and severe abdominal pain were overlooked and
the pregnant mother was rushed to the health facility only after three days of
experiencing extreme pain. Unfortunately, it was too late in this case and the
mother died a few hours after admission.

KGP’s mother relates the difficulty when she was trying to convince her daughter
to have herself checked:
Sinabihan ko nga po yun na sumama sakin magpacheck up
dun sa provincial (hospital), Ang sabi naman sa akin nagpapacheckup naman daw siya sa center. [I told her that I will
accompany her to the provincial hospital. She said that she was
having checkups at the health center.]
-Mother of KGP

A closely-related manifestation of poor health-seeking behavior is selfmedication. This practice can be directly or indirectly harmful to the woman

But when she asked her daughter to show her prenatal records to validate if she
really had prenatal check-ups, the mother responded:

and/or to the fetus.
Wala man po. Nagpapa-checkup man daw siya diyan sa center.
When asked what ELM was taking for her hypertension, the following was the

Malihim ‘yun eh. Ang sabi nagpa-checkup, pero hindi naman.

response:

Ako ngang magulang nililihiman. Nalaman nalang po namin yan
na may sakit siya sa puso pagkaadmit namin sa kanya sa ospital.

Hindi ma-control ang pagka-high blood niya. Kung anu-ano na

(None. She says she undergoes checkups in the center. She is

nga iniinom niya. (Her hypertension was uncontrolled. She took

very secretive. She says she undergoes checkups but that is a lie.

many different drugs.)
- Mother of ELM
132
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She keeps secrets from me even if I am her parent. I just learned

It was only when she was admitted and had seizures that her family realized the

about it [her heart condition] when we were in the hospital.)

seriousness of her condition:

-Mother of KGP
Doon [sa ospital] na lang namin nalaman [ang pagtaas ng
The interview with the mother of MPR highlighted the low priority some

presyon niya]. Doon [sa ospital] na nga rin namin nalaman na

pregnant mothers give to their own health. When asked whether her daughter

lumalaki ang puso niya. (We were already in the hospital when

had herself checked while pregnant, MPR said:

we learned that she had hypertension. It was also there where
we learned about her heart enlargement.)

Nagpa-checkup isang beses. Nagpa-checkup dito sapilitan

-Mother of KGP

nga. (She had her checkup once. She was forced to undergo a
checkup.)

Later on, KGP signed the waiver to be discharged from the hospital. She was
-Mother of MPR

quoted by her mother saying:
‘Pag hindi mo ako nilabas mamatay ako dito [sa ospital]. (I will

Medical Misconceptions of Mothers

die here [in the hospital] if you let me stay any longer.)
-KGP, as quoted by her mother

Some pregnant women have serious misconceptions concerning pregnancy.
These misconceptions lead to actions (or non-actions) that may adversely

Pregnancy-related hypertension is one of the main complications of pregnancy

influence health outcomes. This factor is often evident in cases also classified

and one of the leading causes of maternal deaths.

under poor health-seeking behavior. An example of this problem is presented
in the next few paragraphs.

Ultimately, ELM’s ignorance of the relationship between these two conditions,
as well as her disregard for her relative’s advice, proved to be fatal, as

KGP, 27 years old, was advised against becoming pregnant because of her heart

documented in this vignette:

ailment. Disregarding the possible complications, as well as contributing factors
such as poverty and poor health-seeking behavior, she got pregnant. She also

Opo highblood na din po siya. Kaya nga po sabi ng lola niya na

refused to go to a health facility for pre-natal care. Her mother recalled KGP’s

kung pwede kapag nanganak na, ‘wag na [siyang magbuntis]

response when the latter was asked to go for antenatal care:

ulit. Kaya po nang magbuntis po ulit siya [deceased mother]
natakot ‘yung lola niya. Kasi naalala niya ‘yung sinabi sa kanya

Sinagot pa ako na, “Bakit man Mama ako magpapa-checkup

[ng lola] na, “Kung maaari, nene, ‘wag ka na magbuntis ulit.”

wala man akong sakit?” (She told me, “Why should I have myself

(Yes, she was also hypertensive. That is why her grandmother

checked at a health facility? I am not sick.”)

advised her not to get pregnant anymore after she gives birth.
-Mother of KGP

When she got pregnant again, the grandmother got scared as
she remembered what she advised the deceased mother, “If
possible, child, please do not get pregnant again.”)
-Mother of ELM
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Medical Misconceptions of Family Members

High Regard for Traditional Birth Attendants

Family members also have misconceptions in relation to pregnancy. Since they

A special form of misconception is the perception of family members that TBAs

exert significant influence over the health choices of the pregnant woman, the

and midwives have the same capacity to attend to deliveries. This perception is

health sector should consider the important role the family members could play

dangerous because in the event that adverse outcomes happen to the mother

in preventing maternal deaths.

or the child, people may lose trust in the midwives. Consequently, mothers and
their families are prone to seeking the services provided by faith healers and/

For example, AAM’s parents sought the services of a faith healer instead of a

or TBAs, which is now discouraged/prohibited under the provisions of the safe

health professional as reported by AAM’s sister-in-law:

motherhood program of the DOH.

Pinauwi po ng mga magulang doon (sa Paracale). Baka daw po

This misconception may have partly stemmed from Department Circular No. 69-

nabinat. Hindi daw po nila kailangan ng doktor … Pinagamot

A, in which the DOH trained TBAs in an attempt to address the shortage of OB-

nila sa parang albularyo. (The parents let her [pregnant woman]

GYNs and midwives at the time (21). This practice was eventually superseded

go home to Paracale. They thought that she had a relapse. They

by House Resolution No. 1531, which requires all pregnant women to deliver in

said there was no need to see a doctor … They sought a faith

health facilities in order to prevent delivery complications and possible maternal

healer for her treatment.)

deaths (22). Some TBAs claiming to be midwives, however, continue to assist
- Sister-in-law of AAM

pregnant mothers during deliveries.

KGP’s husband thought that swelling of the entire body was a normal occurrence

Both the mothers of LCM and JBB referred to the TBAs as midwives like in the

during pregnancy. This misconception contributed to the delay in the decision

case below where the mother of LCM referred to the TBA as midwife:

to seek care. The following vignette shows that some people still think of
pregnancy as a disease. Moreover, they attribute conditions before and/or after

Pagkadating niya dito sabi ko, “Ano, nene?” [Sabi niya],

pregnancy to relapse (binat):

“Nasakit-sakit pa ngayon, Ma.” Nagpunta ako doon sa
midwife pinatingin ko nga. (When she arrived here, I said,

Kahit nga dati, talagang may sakit siya. Binat nga. [Baka dahil]

“What, child?” [She replied], “I still feel the pain, Mother.”

parating may trabaho. (Even before, she really was sick. She

I went to the midwife and had her checked.)
- Mother of LCM

suffered from a relapse. [Probably because] she was always
working.)
-TOR’s Husband

A licensed midwife, who was also present during the interview, corrected LCM’s
mother.

It has never been mentioned in any medical literature that pregnancy-related
conditions are due to relapse; hence, it is a misconception that needs to be

[Tumawag] sa hilot. ([She called] the TBA.)
- Midwife who had seen LCM

corrected.
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Sa palagay ko po, kaya medyo matigas ang ulo nung [nanay] kasi
ang biyenan nun ay hilot. Hilot ang biyenan nun, pero may warning

Pregnant women and/or their families oftentimes consult TBAs for their health

na ‘yun [hilot] na hindi nya dapat paanakin. Nangako naman sya,

needs and concerns. Stemming from long-held cultural practices and traditions,

pero may katigasan lang ang ulo. Syempre titignan naman ng

TBAs still wield a significant influence on a mother’s health care options. One of

biyenan ‘yung tiyan. Eh pag sinabing, “Ay, okay ito normal ito,” eh

the problematic ways in which their influence and actions may adversely affect
health outcomes is when they prevent the pregnant woman from receiving
urgent and adequate medical care.

siguro kaya hindi na pupunta. (I think the reason why the mother
was quite stubborn was because her mother-in-law is a TBA. But I
warned her [the TBA] not to meddle with the mother’s pregnancy.
She promised not to interfere; however, she was also stubborn. Of

Such was the case of RAG, who was to give birth to twins at age 41. The TBA’s
influence significantly contributed to the delay in the mother’s receipt of timely

course she will check the condition of the [pregnant] mother. If she
says, “Ah, this is normal,” the mother will opt not to have prenatal
checkups anymore.)

medical care as shown in the vignette below. When asked who gave the idea of

-BHW who attended to ETM

bringing the delivering mother to the hospital, the respondent replied:
Kaya ang sabi ko po, “Dalhin niyo na ‘yan sa ospital.” Ang
sabi pa ng hilot, “Bakit dadalhin niyo agad sa ospital?” Eh
nagdadahilan pa. Ayaw pong ipadala. (I said, “Bring her to the
hospital.” The TBA said, “Why do you want to bring her to the
hospital?” The TBA did not want to have the pregnant woman
brought to the hospital by giving excuses.)
-Neighbor of RAG
When asked about what RAG’s husband said when complications started to
show, the respondent said:

Harmful Practices of Traditional Birth Attendants
TBAs are no longer allowed to attend to deliveries. In the community
verbal autopsies, some of the TBAs were still found to perform harmful
practices. These ranged from simply attending to a delivery to timehonored practice of suob, to life-threatening maneuvers such as continuing
with the delivery even if the mother had already lost massive amounts of blood.
All these actions of the TBA prevented the mother from receiving timely medical
care, and hence contributed, in whole or in part, to maternal death.
Demonstrating the amount of time wasted due to the attendance of TBA during

Ay aantayin lang daw po ‘yung hilot at ‘yun daw ang sabi sa
kanila. (They said that they will wait for the TBA, as instructed to
them by the TBA.)
-Neighbor of RAG

labor is shown in the following vignette. When asked about how much time it
took from the onset of problems until the mother was brought to the hospital,
RAG’s neighbor said:
Mga dalawang araw lamang po. (Only around two days.)
-Neighbor of RAG

RAG eventually died. Her death could have been avoided had she been brought
to the hospital immediately.

RAG had been bleeding for more than a day before she was finally brought to

Another way in which the negative influence of the TBA can manifest directly is
when the TBA is a relative of the pregnant mother. This might lead the pregnant
mother to avoid seeking the help of a medical professional for fear of offending
the TBA who is a close relative.

the hospital. So much precious time was wasted.
For one of the deceased, the TBA performed suob and massaged the pregnant
woman’s abdomen. This was according to the TBA herself who attended to
LCM’s delivery:
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Pagdating namin dito, sabi, “suobin ko” eh ‘di sinuob ko2…

herself requested to be brought to the hospital two hours after the child was

tapos po sabi ko ginanyan-ganyan ko yung tiyan. Sabi ko, “Ate

delivered. Hospital records showed that JBB died due to hypovolemic shock

kapag hindi kaya, dadalhin natin sa ospital.” ‘Nung na-ano ko

secondary to massive blood loss. Had the mother given birth in a facility, she

po sya ay parang iba ang masid ko. Siyempre iba ang tingin;

could have survived the pregnancy.

alam baga natin ang kuwan... [at pinadala ko na sa ospital].
(When we arrived I said, “I will expose you to smoke.” So I did…
Then I tried to massage her abdomen lightly. I assured her that
if problems will arise, we will bring her to the hospital. When I
realized that there was a problem… of course we will know if
there is a problem… [and so I sent her to the hospital].)
-TBA who attended delivery of LCM
It was possible that the TBA was not completely forthright in recounting
what had happened to LCM. Hospital records show that LCM died of anemia
secondary to a ruptured uterus. During the interview, the TBA demonstrated
the supposedly “light pressure” massage that she applied to LCM; however,
this may not necessarily be true. It is very likely that instead of the light pressure
massage, she might have performed fundal pressure, resulting in the rupture
of LCM’s uterus. This maneuver is usually performed by TBAs during labor (23).
The hazards of this practice are one of the reasons why TBAs are prohibited from
assisting deliveries.

Negative Attitudes of Traditional Birth Attendants
Some TBAs manifest negative attitudes that prevent them from acknowledging
their role in the woman’s death. The documentation of actual examples of the
negative attitudes of TBAs is essential in demonstrating the context of this very
important problem.
RAG was bearing twins at 41 years old. The TBA attending to RAG’s delivery
introduced herself as a midwife but according to the respondent, she did not
finish the midwifery program. In the following vignette, the TBA’s arrogance was
manifested when she refused to accept assistance or to listen to suggestions
from others even as the pregnant woman’s condition had turned for the worse:
‘Yun pong hilot, sabi niya, “Ay, wala ka pong pakialam sa akin.
Ako’y midwife.” (The TBA, she said, “You should mind your own
business. I am a midwife.”)
-Neighbor of RAG

In another case, a TBA refused to stop attending the delivery although the
pregnant woman was already bleeding profusely. JBB’s mother recounted:
Dinudugo na siya. Noong bumaba ako, puno na ng dugo iyong
timba! Nagulat ako! Nang lumabas na ako ng bahay natulala na
ako. (She was bleeding. When I went downstairs, the pail was
already full of blood! I was surprised! I was really shocked.)
-Mother of JBB
This particular vignette was also classified under poor health-seeking behavior
since the pregnant woman herself chose a TBA to attend to her delivery. The
vignette was also placed under medical misconceptions of mother as she

As expected, the TBA denied her role in the death of the woman, as related by
the respondent:
Ang sabi sa akin noong hilot, “Bakit ako ang sinisisi nila eh
kasalanan na iyan ng provincial hospital. Dinala ko naman sa
kanila ‘yung pasyente.” Sabi pa niya [TBA], “Eh kasalanan na
nila iyan. Wala silang [provincial hospital] dugo.” Galit pa sa
akin. (She [TBA] even told me, “Why are they blaming me? It
is the provincial hospital’s fault. I brought the patient to them
anyway.” She even said, “That is their [provincial hospital] fault.
They don’t have blood.” She even got mad at me.)
-Neighbor of RAG

2

Suob is a local practice of exposing a sick person to the smoke from burnt herbs to ward off evil spirits
which are believed to be the cause of the person’s illness.
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High Transportation Cost

Perceived and Actual Accessibility of Facilities

High transportation costs are a deterrent for mothers from receiving timely

The accessibility of facilities is premised on the assumption that the pregnant

and adequate medical care. This could be reflective of the prohibitive cost of

woman should be able to reach a BEmONC facility within 30 minutes and the

transportation in the area, relative to the pregnant woman’s socioeconomic status.

travel time between a BEmONC and CEmONC facility should be less than an
hour (17). Thus, a travel time of more than one and a half hours from the mother’s

RAG’s neighbor, a former TBA, told the PRT interviewer that she gave the

home to a CEmONC facility constitutes a delay in the arrival at a health facility.

pregnant mother a small amount of money for her fare to the hospital. When

Poor road conditions, lack of appropriate transportation facilities, and long

asked how much she gave to RAG to pay the fare:

travel time to a health facility will contribute to delay in the arrival at a health
facility.

Mga isang daan din. (Around 100 pesos.)
-Neighbor of RAG

Poor Road Conditions

The interviewer asked why RAG was given money to pay for her fare. When

Poor conditions of the road from a pregnant woman’s house to a health facility

asked what was the job of RAG’s husband:

can contribute to delays in three ways: 1) as a disincentive for the woman to
seek care (e.g., to have prenatal exam) in a health facility or to give birth in a

Kung saan-saan lang po. (He does not have a stable job.)
-Neighbor of RAG

health facility; 2) it may extend travel time to health facilities, preventing the
mother from receiving life-saving care in case of emergencies; and 3) it could
aggravate the woman’s condition who needs to be brought to a health facility in

The aforementioned vignette was also classified under poverty, as the husband

the shortest time possible.

did not have a stable and permanent job. The same vignette also reflects RAG’s
poor health-seeking behavior as she did not consult with a health facility.

In 2013, slightly more than half of the 234 km of roads in Camarines Norte were
categorized as “poor” or “bad”. Around 10% were categorized as “good” while

Lack of Communication Facilities

the rest were “unassessed” (24).

Lack of communication facilities may prevent the mother from getting timely and

The case of ZHN shows how bad the roads were that had to be traversed when

adequate care. This problem can be considered as a manifestation of poverty

she was brought to the hospital. At that time, the pregnant woman was already

in a particular community. As such, it is considered under socioeconomic or

suffering from severe abdominal pain (which was eventually found to be an

cultural factors.

ectopic pregnancy). The following vignette shows a classic example of how poor
road conditions can prolong travel time to the health facility and worsen the

In one of the cases included in the review, the pregnant woman’s condition

condition of the pregnant woman:

required immediate blood transfusion but she did not receive adequate care
in time. Since mobile telephone service in the barangay was poor, urgent calls
could not be made or received. This situation may have contributed to the
woman’s death.
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Ganyan po ang sasakyan, habal-habal3. Aminin ko po sa inyo.

Other interviews revealed that family members of the pregnant mother may

Noong dumating ako dito baklas po ‘yung aking sandal.

have been looking for a ride to the health facility and this prevented the mother

Mahina lang [ang takbo namin] kasi takot din kami lahat.

from getting the life-saving measures she urgently needed.

Batuhan. Mahirap na. Pwede kang maaksidente. (We rode on
a motorcycle when we went to the hospital. I have to admit

Moreover, there were some cases in which the vehicle that was used was

that when I arrived, my sandal was already broken. Despite the

inappropriate given the pregnant woman’s delicate condition. This factor,

urgency, we could travel only very slowly.

coupled with poor road conditions, aggravated the condition of the pregnant
woman and contributed to delay before she could be given the care she urgently

Everyone was afraid. It is scary if you travel fast, because the

needed. The following vignette is an example of how difficult transportation is in

road is too rough, very risky.)

this remote community:
- Husband of ZHN
Wala na pong masakyan noong ganoong oras kundi habalhabal. ‘Yun pa po ang problema dito sa amin, ‘yung masasakyan
pa po. Grabe na nga po ang sakit ng tiyan niya. (We no longer

Lack of Appropriate Transportation Facilities

had any other ride at that time except for the motorcycle. That
The lack of appropriate transportation facilities may delay provision of
adequate medical care especially during emergencies. The lack of appropriate

was another problem, the ride. She [the pregnant woman] must
have felt extreme back pain then.)
-Husband of ZHN

transportation facilities may manifest as the absence of transportation facilities
to bring the pregnant woman to a health facility. It is also possible that the
transportation facilities available to bring her to the hospital may not be
appropriate given her condition.
Some people perceive inappropriate transportation facilities to cause delays as
the mother may not go to a health facility for checkup. The vignette documents
why MMC was not brought to the hospital right away after she was referred by
the local health personnel:

The vignette that follows sums up the difficulty of getting appropriate transport
to bring the mother to the hospital.
Ang sa akin po ay dapat po dinala sa provincial [hospital]
agad upang mabigyan ng karampatang lunas sa kanyang
panganganak. Ang sabi pa naman sa akin nung sila ay naghanap
ng sasakyan, “Ay, wala pong sasakyan.” Sabi ko, “Eh kung tayo
ay maghihintay lang ng sasakyan, kung hindi ka maghahanap,

Pinalipas po muna namin ang gabi dahil wala na pong biyahe
papuntang ospital. (We had to let the night pass as there were
no vehicles that would take us to the hospital.)
- Mother of MMC

hindi ka talaga makakakuha.” (For me, they should have
brought her to the provincial [hospital] right away. They told me
they could not find a ride, so I told them we really won’t find one
if we only waited for a passing vehicle rather than actively look
for one.”)
-Neighbor of RAG

3

A habal-habal is an ordinary two wheeled motorcycle fitted with contraptions so that it can carry as
many as eight passengers instead of the usual two. Thus, accidents are common among habal-habal
passengers.
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Previous Negative Experience in a Health Facility

Mahirap po ang sasakysan sa amin. Mga alas-onse, alas-diyes

A possible reason why mothers do not seek antenatal care visits and/or deliver

[ng umaga] pa dumarami ang mga unang tricycle. (It is really

in health facilities is their previous negative experience in a health facility.

difficult to get a ride going to the hospital. The first batch of

Understandably, these women would seek the services of other caregivers like

tricycles arrive at around 10 or 11 [in the morning].)

TBAs the next time they need health care. As previously mentioned, under

-Neighbor of RAG

existing laws, TBAs are not allowed to assist in deliveries (22) and their attempts
to do so in the cases of maternal deaths included in the review contributed to

Long Travel Time to a Health Facility

delays in mothers receiving timely medical care.

Long travel time can be due to the lack of transportation facilities and/or bad

Previous negative experiences in health facilities may or may not be pregnancy-

road conditions.

related. AAM’s case shows the former. AAM was seven months pregnant when
she went to the hospital to have herself checked because she constantly felt

In addition to availability of transport and road conditions, distance to the

nauseated and had vomited a few times. However, she eventually left the health

health facility is a known factor that affects travel time. Previous studies on safe

facility after she was told by the doctor that she did not need to be admitted in

motherhood have shown that travel time to the nearest BEmONC facility should

the health facility given that she vomited only a few times. The doctor also did

not be more than 30 minutes from the mother’s house, while travel time should

not give her any medication for her complaint and her blood pressure was not

not be more than one hour from a BEmONC to a CEmONC facility. Therefore,

checked. These negative experiences may have affected AAM’s decision not to

a travel period of more than one hour and a half from the mother’s house to a

seek care or deliver in a health facility.

CEmONC facility may already contribute to delay (17).
ZHN’s case was, different. She previously underwent a procedure in a hospital
This vignette details the travel from the house of LCM to the provincial hospital:

because of a leg wound which got infected. Her negative experience during
that particular consultation strongly influenced her health-seeking behavior so

Mga alas-sais [ng gabi] kami umalis…dumating kami mga alas-

she did not go for antenatal care during her pregnancy. Her decision, however,

otso [ng gabi]. San Lorenzo man ito. Malayo. (We left at around

proved fatal since her ectopic pregnancy could not be managed.

six [in the evening] and arrived at around eight [in the evening].
Satisfaction with Previous Services of Traditional Birth Attendants

This is San Lorenzo. This place is far.)
- Mother of LCM

TBAs often provide care during pregnancy, delivery and even postpartum. They
Perceived Quality of Care

also do some household chores and take care of the other children for the
pregnant woman. The fact that many pregnant women still prefer the services of

The mother’s perceptions on the quality of care she received from TBAs and from

TBAs over those of health professionals is proof that TBAs are still in demand,

healthcare professionals in the past may affect her decision to seek subsequent

especially in areas where health facilities are not easily accessible.

care. Two factors can cause delays in her decision to seek care: previous negative
experience in a health facility, and satisfaction with previous services of a TBA.
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Consider GCP, 25 years old, who presented with abdominal pain that was later
associated with vaginal bleeding. She was initially managed under the general

Pare-pareho silang [mga anak] normal noong ipanganak…

surgery service, while possible obstetric or gynecologic causes of the pain

Kampante ang loob niya [JBB] sa hilot... Ikaapat na niyang

were not explored early on. Crucial cues during history taking, as well as during

panganganak ‘yun. (All of the children were normal… She [JBB]

physical examination, were not immediately noted. If this were a ruptured

trusts the TBA. It was her fourth pregnancy already.)

ectopic pregnancy, one such complication is hypovolemic shock because of

- Mother of JBB

persistent internal bleeding. Indeed, the patient showed these signs but only
conservative measures, such as putting the patient in a Trendelenburg position,

Presented with this situation, the Women’s Health and Safe Motherhood Project

were instituted instead of fluid resuscitation. An emergency pelvic laparotomy

(WHSMP) of the DOH was established to monitor the activities of the TBAs. The

was done late in the course. There was no mention of sufficient blood transfusion

TBAs were made part of the Women’s Health Teams (WHTs) which are tasked to

in spite of the apparent need for it.

assist the pregnant woman to prepare for her delivery. Incentives were given to
them each time they referred a pregnant woman to a BEmONC or CEmONC

A similar course was experienced by ZHN, 28 years old, who was initially

facility. The objective of this strategy is to increase the number of mothers who

managed as a case of acute abdominal pain, which required immediate

seek care and who deliver in health facilities.

exploratory laparotomy. However, instead of bringing the patient straight to the
operating room, she was brought to the medical ward. In addition, health care
providers apparently failed to perform a pregnancy test—a simple and rapid

Actual Quality of Care

test which is routinely performed for all in reproductive age female patients
Unlike perceived quality of care factors which affect the mother’s decision to seek

presenting with abdominal pain. Both GCP and ZHN suffered from hypovolemic

care, actual quality of care factors prevent the mothers from receiving adequate

shock, which could have been prevented if timely diagnoses have been made

care from healthcare providers. The documentation of these factors is essential

and appropriate measures instituted swiftly.

as most maternal deaths result from obstetric complications during labor up to
puerperium. In addition, these complication are supposed to be addressed by

The case of TOR, 42 years old, also illustrated the apparently weak diagnostic

skilled healthcare providers in adequately-staffed and well-equipped facilities.

acumen on the part of the health care providers. TOR presented with abdominal

Barring any delays in the decision to seek care and arrival at a health facility,

enlargement and bipedal edema, and was diagnosed with, and consequently

hospital staff are supposed to provide the highest quality of care possible to

managed as a case of kidney disease, with liver disease as a differential diagnosis.

their patients and manage complications that may arise to ensure the safety of

It appeared from the review that health care providers did not consider pregnancy

both the mother and the baby.

in the diagnosis, which explains why routine antenatal examinations were not
done. She was given medication to address signs of systemic congestion, and

Improper Management of Cases at the Hospital

was in fact managed under the medical service. Only when a preterm baby girl
was born in the medical ward did they address extant obstetric needs of the

One of the most critical functions of emergency obstetric care is early recognition

mother. Her placenta was delivered late, resulting in post-partum hemorrhage.

of complications. Prompt recognition of complications by health care providers

She succumbed to complications of anemia from massive blood loss.

requires experience, which is typically gained in clinical settings where historytaking and physical examination skills are continuously honed so that salient
clinical cues are not missed, especially those that alert the clinician to lifethreatening conditions.
148

149

FestsCHrift for roberto r. romulo

pa r t i I : r e s e a r ch

Another example of improper case management due to problems with

hypovolemic shock The next case is even worse. RAG, 42 years old, received

diagnosis is the case of RPV, 35 years old. She was seen seven days post-partum,

even less care compared with the other patients presented above. When

and presented with vomiting and headache. Given this clinical presentation, a

RAG’s vital signs dropped to zero, she was declared “dead” and received no

diagnostic workup for pre-eclampsia should have been pursued. Despite the

cardiopulmonary resuscitation.

emergent nature of the patient’s clinical course, a test that should have been
done in this case is stat (i.e. urgent) urinary albumin which, unfortunately, was

Massive blood loss is another clinical situation that requires speedy action.

not requested. Complications of pre-eclampsia can be fatal. Indeed, as the

JOP, 27 years old, presented with vaginal bleeding. Despite her low hematocrit

patient’s sensorium deteriorated, no assisted ventilation was instituted; she

count, tachycardia, pallor and recurrence of bleeding, blood transfusion was not

convulsed, yet no anticonvulsants were given; her BP shot up, yet no titratable

expedited. She was transferred to the ward despite her unstable condition and

anti-hypertensives were started. If pre-eclampsia was initially considered as

high risk of bleeding. Fluid resuscitation with crystalloids in addition to blood

diagnosis, this patient could have been managed properly so as to avoid the

transfusion should have been initiated. JOP was a case of placenta previa, which

complications.

is an antepartal cause of obstetric hemorrhage; however, obstetric hemorrhage
can also occur postpartum.

Once the health care provider recognizes obstetric complications, life-saving
measures should be done immediately. Since every minute counts, health

An example of a postpartal cause of obstetric hemorrhage is prolonged third

care providers are expected to be both knowledgeable about and skilled in

stage of labor, as in the case of JBC, 33 years old, whose delivery was attended

these procedures, and they must be ready to apply these measures when the

by a nurse. The nurse did not refer the difficulty of placental delivery to the

need arises.

obstetrician on duty. The mother’s placenta took an hour and 24 minutes to
be delivered, during which she was already showing signs of impending shock,

LYM, 29 years old, presented at 27 weeks AOG with labor pains. In the hospital,

which later caused her demise.

she was noted to be severely dyspneic and, later, hypotensive with cold, clammy
extremities. It was obvious that she needed assisted ventilation. She was also very

The issue of the need to terminate a pregnancy is one of the clinical

pale, yet there was no mention of a CBC test request or result or even measures

dilemmas unique to obstetric care. It has both ethical and medical

to address possible severe anemia. She succumbed to hypovolemic shock.

implications since two lives—the mother’s and the baby’s—are often
dependent on the decision to do it or not. There are situations in which

A similar failure to institute assisted ventilation was seen in the case of AAM,

terminating the pregnancy may be the only way to save the mother’s life.

24 years old, and KGP, 27 years old. AAM was seen four weeks post-partum
and presented with unusually prolonged sleeping time. In the hospital, AAM

HRP, 24 years old and a known case of mild pre-eclampsia, presented with

eventually presented with status epilepticus, yet no anticonvulsants were given.

labor pains. She was noted to have full cervical dilatation and a ruptured bag

She became unconscious and needed airway protection, yet assisted ventilation

of water, but with no data on fetal station, when she suddenly experienced

was not performed, even up to the time she went into cardiorespiratory arrest.

difficulty of breathing and cyanosis. At this point in her pregnancy, she may

KGP, on the other hand, was seen three days post-partum and presented with

have developed severe pre-eclampsia with a possible pulmonary complication.

difficulty of breathing. She showed signs of pulmonary as well as systemic

These inadequacies in patient care are evident from the following excerpts

congestion and had worsening respiratory distress. Her BP plummeted and

of the interview with her mother, assuming that the information given by the

cyanosis ensued. She received no form of assisted ventilation and went into

relative was accurate:
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Napagod po yata manganak [kaya namatay] kasi nag-labor siya ng

It can be deduced from the exchanges that had the hospital staff considered

Sabado ng alas-sais, dinala ko ng Sabado… Normal po ang delivery.

severe pre-eclampsia early on, seizures prophylaxis and magnesium sulfate

Bukas na ang pwerta niya pero hindi siya marunong umiri. Noong

should have been given immediately. In this scenario and since there were no

Lunes, alas-diyes ng umaga may nagsabing i-cesarean kaso [parang

signs of fetal descent making vaginal delivery unlikely, cesarean delivery should

may pag-aalinlangan]. Hindi na nga daw po pwede i-cesarean at

have been contemplated and performed earlier before complications like

highblood na… Manas na po siyang masyado. ([She died because]

pulmonary congestion set in.

probably she got tired giving birth. She started her labor at six
o’clock. I brought her [to the hospital] on Saturday… It was still a

Another situation that requires prompt termination of pregnancy is seen in the

normal delivery. Her cervix was already open but she did not know

case of MPR, 19 years old, who presented with active seizures at 41 weeks age

how to push. On Monday, ten in the morning, somebody said that

of gestation. Her sensorium started to deteriorate and her BP was persistently

she would undergo cesarean section [but there seemed to be

elevated. Given the seizures, deteriorating sensorium, and elevated BP,

uncertainties]. She was not allowed to undergo cesarean section as

expeditious delivery was indicated, most likely through an emergency CS.

her blood pressure was very high… She was already very edematous.)

However, the patient was admitted to the ward where she became stuporous

-Mother of HRP

and went into cardiac arrest.

The mother notes that it was the hesitation to perform some procedures, as well as

Similarly, the case of JME, 23 years old, is an example of when a swift delivery

misconceptions on the part of the medical staff, that ultimately cost HRP her life:

should have been initiated early. She presented with labor pains, nonappreciable fetal heart tones, fever, and seizures. Given these events, delivery

Kung minsan po, nasa isip ko rin kung alam mo lang na mamamatay

should have been initiated immediately. The following excerpt from JME’s

ka sana pag-labor pa lang, diniretso na cesarean. Dahil kasi panganay

verbal autopsy corroborates the events in her course. Note that indications of

kaya akala nila okay ‘yung medyo matagal pinaghintay-hintay.

inefficiency among ward personnel in handling emergent problems of patients

(Sometimes, I think that if [they] knew she will die during labor, then,

were apparent:

they should have considered performing cesarean section instead.
Because it is the first child, they have thought that it is alright to just

Sobrang nilagnat po siya. Naoperahan na po siya ‘nung

wait.)

nilagnat siya. Bago po siya manganak, malakas po siya. Malakas
-Mother of HRP

po ang loob niya na mailalabas niya [‘yung bata] na safe siya.
Kinumbolsyon po siya dalawang beses, tumakbo po kami doon

HRP was hypertensive and edematous, but this vignette shows that magnesium

[sa nurse station] para sabihin. Matagal po bago sila pumunta,

sulfate was given too late:

nagtutulakan, nagtuturuan kung sino ang lalapit. (She had a
high fever. She underwent surgery when she was having fever.

Nilagyan na po ng swero… Swero lang po. ‘Yung [magnesium

Before she gave birth, she was still lively. She was confident that

sulfate] naibigay two days after na, [noong] Linggo. (Only the IV line

she’ll give birth safely. She had convulsions twice. We ran [to the

was given [on the first day]. They gave her [magnesium sulfate] two

nurse station] to tell them what happened. But it took awhile

days after, on Sunday.)

before they checked on my sister. It seemed no one wanted to
-Mother of HRP

do the task.)
-Sister of JME
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Furthermore, the patient was hypotensive and responded poorly to fluids and

When asked whether the doctor at the RHU performed examinations in making

dopamine. Based on her records, septic shock was considered at this time.

his diagnosis:

Therefore, a dose of IV antibiotics should have been given immediately but the
patient’s chart did not reflect that this was done. No additional inotropes were

Wala po. Hindi sya in-examine. (None. She was not examined.)
-Mother of MMC

given. In cases where persistent hypotension, dyspnea and cyanosis are present,
symptoms which the patient had, assisted ventilation should be done. Her
pregnancy was terminated more than 20 hours from the time the seizures were

Lack of Hospital Equipment and Medical Supplies

noted. This delay could have led to septic complications to which the patient
Technological advancements in diagnostic testing have enabled clinicians to

succumbed.

refine their differential diagnosis and arrive at the right diagnosis much faster.
Other than seizures and fetal distress, profuse vaginal bleeding secondary to

Although there are situations in which diagnostic testing is crucial in clinching

placenta previa can also be an indication for expeditious delivery just like what

the diagnosis, the results of history taking and physical examination as well as

was needed in the case of DSG, 20 years old. Despite signs of heavy blood loss,

the urgency of the patient’s needs supersede any laboratory examination.

there was no mention of the decision to perform emergency cesarean section.
The patient suffered hypovolemic shock secondary to placenta previa totalis.

In the case of ZHN, who was later diagnosed with ectopic pregnancy, a
transvaginal ultrasound could have easily confirmed her pregnancy. However,

Improper Management of Cases at the Rural Health Unit

the absence of an ultrasound machine in the facility resulted in a delay in the
management of her case. Furthermore, in such cases, there would be a need

The first two levels of the service delivery network are the community level

to transport the patient to an imaging facility outside the hospital. This decision

service providers such as the barangay health station and the rural health unit

can be complicated by the patient’s status, such as tolerance of travel and the

(RHU). Mothers receive prenatal care in the RHUs often from midwives or public

potentially prolonged travel time. Transporting the patient entails logistical

health nurses. It is at this level where potentially complicated pregnancies are

requirements, such as a stretcher, portable oxygen equipment, a person who

identified so that an appropriate plan for safe delivery can be prepared. It is

will push the stretcher, and a trained health worker who will accompany the

of paramount importance to refer complicated cases to higher level health

patient in the vehicle.

facilities for diagnostic tests and appropriate management. The case of MMC,
30 years old, who suffered from complications of congestive heart failure, is an

Two other instances that underscore that the lack of diagnostic equipment can

example of improper management at the RHU. When MMC presented with

affect the patient’s chance of receiving adequate care are seen in the cases of

blood-streaked sputum, she was not even examined nor given medication:

AAM and ELM. AAM had congestive heart failure and so the availability of an
electrocardiogram in the facility premises was of paramount importance. The

Pag-uubo lang daw po. Wala pong binigay sa kanya…kahit

electrocardiogram was not performed because the machine did not have any

‘yung mga banig-banig. Sakit sa puso daw; ‘yun po ang sabi ng

paper to print the test results. ELM, on the other hand, was suffering from

doctor. ([They said] it was just normal cough. No medications

the complications of severe pre-eclampsia. Her level of consciousness was

were given to her… not even the blister packs. According to the

plummeting—her brain was taking the brunt of her very high blood pressure.

doctor, it was heart disease.)

An immediate cranial computerized tomography scan at this point could have
-Mother of MMC
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When asked as to what could have been done to save MMC’s life:

the procedure was performed. Besides a CT scan, electrolyte levels should
have been measured as well, as they may also cause sensorial impairment when
deranged. Blood tests such as this can guide the practitioner in addressing
problems that need immediate correction.

Ang dapat po, para sa akin, dapat inasikaso. Hindi na inantay…
hindi na ‘yung pinahintay pa kami sa bangko ng isang oras. (For
me, they should have attended to her right away. They should
not have waited… They should not have left us to wait in the
benches for an hour.)

In obstetrics, hemorrhage is one of the major causes of maternal death, which is

- Mother of MMC

why immediate measurement of, at the very least, hemoglobin and hematocrit
is often done in a patient who presents with hypotension, tachycardia, pallor,

Aside from inadequate diagnostic facilities and hospital beds, supply of

and a history of bleeding. The cases of KGP, HRP, TOR and LYM are examples

medications may also be inadequate. For this reason, hospital staff requires a

of situations where crucial diagnostic exams were ordered by the clinician but

family member, usually the patient’s companion, to buy them. It is difficult to

there were no indications in the patient charts whether these tests were done

predict how soon these medicines could be obtained by the family member. It

at all. During emergencies, it is not uncommon for many patients to come to

is not uncommon that medicines or other medical supplies are needed urgently.

the hospital physically and financially unprepared. Family members are often

For critical cases, precious time is lost in the process. This probably was the case

nowhere to be found because they are elsewhere looking for ways to raise

with AAA, 35 years old, who died due to abruptio placenta, as detailed in the

money for hospitalization. Therefore, when the patient’s life is on the line, the

vignette shared by her husband:

health care facility should ideally be ready to meet the immediate needs of the
patient. Sadly, this was not the case. Practitioners were left much on their own.

Sabi nung nurse, “Kuya bumili ka ng mga ganitong reseta.”

Their clinical acumen, bolstered by their experience, may have been sufficient

Nagpunta po ako sa loob ng ospital wala daw gamot doon.

for simple cases but patients with complicated pregnancies suffered because
the health facility was poorly equipped preventing health care providers from
properly managing complications of pregnancy/delivery.
In the case of MMC, there was no available bed in the ward. She was made
to wait on a bench in spite of the fact that she was already having difficulty
breathing. When asked to describe the scenario in the emergency room when
they arrived:
Maraming [pasyente]. Wala po silang kama na pag-lalagyan at
puno kahit nga po sa ganito [bangko] may nakalagay… (They

Eh di nakabili ako sa labas. May pang-turok, may pang-swero.
Kinabit po ‘yun dun [patient]; tapos lumabas ulit ‘yung nurse.
Sabi niya, “Kuya, ‘yung asawa po ninyo dinudugo; bumili po
kayo ng ganitong pangturok. Bumili ka po sa labas.” Tapos
hinabol ako nung isang nurse, [ang sabi], “Kuya, meron daw si
doktora ng ganitong gamot. Bayaran mo na lang daw po.” Eh
‘di binayaran ko ganitong presyo, binigyan ko ng pera.
Lumabas ulit ‘yung nurse, ‘Kuya, kailangan daw pong operahan
si misis. Hindi po tumitigil ang pagdurugo. Kailangan daw pong

had so many patients. They did not have any beds. Even the

tanggalan ng matres. Iaakyat daw po doon sa operating room.”

benches were occupied by patients.)

Sabi ko, “Dok, kung ano pong makakabuti sa asawa ko gawin
-Mother of MMC

nyo. Andito lang ako.” Pagpasok po sa operating room pinabili
ako ng panibagong gamot. Dalawang plastic bag naman
binigay ko doon sa doktora. Eh di pagpasok po dun mga 10
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a.m.; 3 p.m. hindi pa lumalabas. Saktong 3:30 p.m., nilabas na.

Hindi po ‘yan na-examine. Ang sabi po ay natyempo po ng araw

Hindi ko na po nakausap ‘yun [the patient]. “Tulog sya,” sabi ng

ng Sabado; wala daw po silang doctor na mag e-examine. (No,

mga katabing na-operahan dun. “Magigising din ‘yan.” Tapos

she was not examined. They said that because it was a Saturday,

dumating ‘yung doctor, tinawag ako. Sabi, “Kuya, maghanap

there was no doctor who could examine her.)

ka ng garapon para paglagyan ng matres ng asawa mo.” Eh di

-Mother of MMC

bumili po ako. (The nurse said, “Sir, you have to buy this drug.”
I went to the hospital pharmacy but the drug was not available

When asked what could have been done to save MMC’s life:

there. So I bought it outside. I also bought a syringe and an IV
line and they attached it to her. The nurse said, “Sir, your wife is

E sana inasikaso na lang muna nila [si MMC] bago ‘yung ibang

bleeding. You have to buy these drugs outside.” She also told

pasyente. Hindi ko rin naman po alam kung parehas [silang]

me, “Sir, the doctor said that she has the drug. You just need to

nag-aagaw buhay…Anuhin [asikasuhin] na lang po muna nila…

pay her. So I gave her the money. The nurse came out again and

Hindi naman sila available lahat…Sabi walang doctor daw. Iisa

said, “Sir, your wife needs to be operated. Her bleeding has not

lang kaya heto… (I wish they checked on her first before seeing

stopped. Her uterus needs to be removed. We will bring her

the other patients. I honestly didn’t know if others had worse

to the operating room.” I replied, “Please do what you think

conditions, too…They should have just checked on her first…I

is best for my wife.” When they went to the operating room, I

was told there was no doctor. There was only one…)
- Mother of MMC

was asked to buy another drug. I gave two plastic bags to the
doctor. They went inside the room [OR] at 10 a.m. but at 3 p.m.
they were still inside. At 3:30 p.m. they came out. I was not able
to talk to my wife. “She’s asleep,” I was told by others [in the

Unavailability of Blood

recovery room]. “She will be awake soon.” The doctor called out
again and said, “Sir, please look for a jar where I can place the

Because hemorrhage is one of the major causes of maternal death, practitioners

uterus of your wife.” So I bought one.)

should be adept at managing patients who show signs of impending
-Husband of AAA

hypovolemic shock. They should be vigilant to subtle and early signs of fluid
deficit so they can immediately resuscitate the patient. With massive blood loss,

Hospital Understaffing

immediate blood transfusion can be life-saving. CEmONC-capable facilities and
a number of BEmONC-capable facilities should have available supply of blood,

Aside from the lack of equipment and medical supplies, an inadequate number

which can be replenished later through blood donors sought by the patient’s family.

of hospital staff may also contribute to the delay in the provision of care such
as when no obstetrician-gynecologist is in the hospital at the time a patient

Of the 21 cases reviewed, 12 patients died from complications of massive

who needs immediate surgery arrives. The few doctors in the hospital divide

blood loss. These patients were already being managed in the hospital and

their workload, and usually end up working longer than the standard number of

a number of them received volumes of crystalloids, some were even given

work hours. Worse, there are days when no doctor is immediately available for

colloids, yet fluid resuscitation was ineffective owing to possible ongoing

checkup as in the case of MMC below:

hemorrhage. Orders for blood transfusion had been made, yet some of
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these procedures were apparently not carried out. In some cases, blood

As if they had not been through enough, patients were again asked to wait long

transfusion was started although available blood supply was insufficient.

hours to be seen in the hospital. Once they were seen, they were forced to wait
further to be seen again, this time, by a more senior member of the health care

The following excerpt is from the verbal autopsy of LCM, who died of hypovolemic

team. If the case was complex, a consultant was called. Once the need for more

shock secondary to ruptured uterus at the age of 22. Her case illustrates how

specialized care became evident, patients waited yet again before the specialist

lack of blood units for emergency use made it difficult and ultimately impossible

finally saw them. For every minute spent waiting, critical time necessary for life-

to save her life:

saving measures was lost. Consider the case of MMC, as shown in the interview
with her mother below. She related that she needed to “make a scene” before

Naghahanap nga ng dugo at sasalinan; wala daw nakuha. Walang

her daughter would be attended to by medical staff:

nagpunta dun na kamag-anak. Kung meron maski ‘yung kamaganak ‘nung lalaki pwede daw… Donor, wala. Nag-punta man ata

Opo, kundi pa ako nag iskandalo, hindi pa aasikasuhin ‘yung

‘yung mga kapatid [ng asawa] umaga na. Patay na ‘yung anak

anak ko. Kundi pa ako nagmura, hindi iintindihin ‘yung anak ko.

ko. Saka ‘yung asawa umaga na din [dumating]… Hindi pa nga

(Yes. I had to make a scene before they checked on my daughter.

naniniwala ‘yung asawa. (They are looking for blood to transfuse.

I had to shout at them before they took notice.)

Not even a single relative was there. If there was, only a relative

-Mother of MMC

from the husband’s side [he/she could be a possible blood
donor]… However, there was no donor. [The husband’s] brothers

She was dyspneic yet she had to wait for an hour before she was seen in the

arrived in the morning. By then, my daughter was already dead.

emergency room:

Even the husband [who] arrived [in the morning]…he could not
believe what happened.)

Yun nga po, ‘yung naghihirap na siyang maghinga, tapos sinabi
- Mother of LCM

ko, nagmura na ako sa ospital, sabi ko, “Anong klaseng ospital
‘to at hindi niyo iniintindi ang pasyente niyo?” Mamamatay na

In 2013, there was a problem in the blood supply for the province. According

kako itong pasyente niyo hindi niyo inaasikaso. Tapos sinabihan

to the provincial MNCHN coordinator, blood units acquired during blood

pa ako na, “Misis, wag na po kayo anya magingay, aasikasuhin

collection drives in some municipalities were donated to a hospital in Naga City

na po.” (She was having difficulty breathing. I really made a

instead of the CNPH. In addition, until now, the CNPH only operates a blood

scene, asking them what kind of hospital lets patients get worse

station instead of a full blood bank. The hospital was unable to provide the

before they are attended to? My daughter is dying. Then, they

required blood; hence, family members were asked to “secure blood”, yet they

told me to calm down, that they will check on her.)

were often unsuccessful.

-Mother of MMC

Long Waiting Time

In five cases reviewed (JME, CBM, HRP, DSG, and RAG), the patients were
made to wait hours before a cesarean section was finally done. In such cases,

The decision-making process to seek care is often tortuous—patients juggle

it is imperative that from the moment the need for surgery becomes apparent,

resources and balance their own and their family’s needs before finally making

the patient should be brought to the operating room in the swiftest manner

that decision. Once made, the next hurdle is travelling to the health care facility.

possible because she may already be bleeding internally, or there could be
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fetal distress, or worsening pregnancy complications. Often, the delay is due to

To ensure continuity of care, health care providers are expected to refer a case

the unavailability of specialists. One patient had to wait for six hours—with her

up or down the health care delivery network. Referring a case when necessary is

blood pressure dropping to dangerous levels—before her obstetrician arrived

a competency required of a health care practitioner. In today’s highly specialized

and performed operative delivery. In one case of uterine rupture (LCM), the

health care delivery system, it is inevitable for a clinician to encounter a difficult

patient suffered massive blood loss before uterine repair was done. In these

case that requires more advanced training to manage. The three-tiered service

cases that the patient was already in the hospital, but delivery of urgent medical

delivery network for maternal and child care is highly dependent on an efficient

care could still be delayed.

referral system. Key players should be ready to seek help and direct a patient
up or down the ladder as necessary. Recognition of the necessity to refer is,

Gaps in Continuity of Care

therefore, very important. Once the need is identified, no time should be wasted
to send the patient for advanced care to prevent complications.

Continuity of care is the bedrock of holistic obstetric care spanning antenatal,
intrapartal and postpartal care. Once a pregnancy is known, antenatal care

Mothers often consult the lowest levels of the healthcare hierarchy (BEmONC

is a must. Recognition of complications is important during this time so that

facilities) for their complaints. Occasionally, these complaints may be too

necessary measures can be taken in preparation for the delivery. This is why

complicated for BEmONC facilities to handle, and may need to be referred

the mother is expected to follow-up regularly with her doctor or midwife. It is

to CEmONC centers which have more competent human resources and the

easier to manage complications when one is ready for them. In the event that

necessary facilities to appropriately manage these cases. However, some

the patient is unable to continue prenatal care with her health care provider,

BEmONC facilities fail to refer these patients appropriately to CEmONC

measures must be taken to facilitate the transfer to another health care provider,

facilities. Sometimes, they refer these complicated cases to another BEmONC

such as preparing copies of her obstetric records. Pregnant women should be

facility, which likewise cannot manage the case resulting in a delay in the arrival

aware of the importance of these measures. The interview with the mother of

at an appropriate health facility.

KGP below shows a gap in continuity of care:
In addition, PhilHealth Circular No. 22 s. 2014 requires midwives to refer pregnant
Dayo lang po ‘yan dito sa Daet. Nasa Batobalani, Paracale po

mothers with specific conditions to hospitals for management and subsequent

ang records niya at doon siya nagpapa-prenatal. Doon siya

delivery (18). CBM had an ultrasound reading of placenta previa. Despite this,

nakatira. (She is only a transient here in Daet. Her records are in

she was not referred to a CEmONC facility. According to the review of her

Batobalani, Paracale where she was going for a prenatal checkup.

patient records, she died of cardiorespiratory arrest and congestive heart failure

She lived there.)

secondary to severe anemia and placenta previa. Had she been referred upon
- Mother of KGP

the diagnosis of placenta previa during ultrasound, preparations for delivery
could have been made, such as for blood transfusion.

KGP succumbed to complications of congestive heart failure three days after
delivery. Had her antenatal history been immediately known to the health care

Non-compliance of health workers with guidelines (e.g. patient referral

providers who handled her during her delivery, prudent steps could have been

guidelines, clinical practice guidelines, etc.) can be due to poor knowledge

taken to reduce her risk for complications after delivery.

about these guidelines. However, some midwives may be hesitant to refer their
patient for fear of losing her (and the fees that will be collected for the services
rendered) to another health care provider. This may necessitate a review of
policies which could incentivize referral of complicated cases among midwives.
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The last vignette below is narrated by the husband of AAA, who died from

In summary, factors under Delay 3 span problems in terms of the quantity, quality,

massive blood loss secondary to placental abruption. She was referred from a

and the timing of the provision of care after the patient comes into contact with

BEmONC facility to another BEmONC facility before finally being sent to the

the service delivery network. These delays deserve the most attention because

provincial hospital, a CEmONC facility. This case shows a gap in continuity of

this phase offers the last window of opportunity to prevent loss of life.

care in that there was a long interval between the recognition of complications
of her pregnancy and her receipt of adequate care because of inefficiency in the

B. Factor-based Analysis

referral system.
The following section presents the results of the analysis based on the method
Bale saktong araw po ng labor, ng panganganak niya noong

used by the DOH in all its MDRs. According to the method prescribed by

umaga po, sumakit po ang tiyan nya. Ang sabi nya, “Pa para

the NSMP of DOH, there are five steps in data aggregation and analysis of

na akong manganganak.” Sumasakit na ang tiyan niya parang

facility-based and community-based MDRs: 1) case profiling, 2) classifying

kumikibo-kibo na. Sabi ko, “Oh sige. Punta na tayo sa ospital.”

causes into community-based factors and health service factorfs, 3) deciding

Dala na namin lahat ng mga gamit nya. Tapos po tinawag ko ‘yung
kapitbahay namin na may tricycle nagpa-service kami sa center
sa bayan. Eh ‘di dinala po dun sa center. Ang sabi po sa center
kailangan daw sa Labo District Hospital (Talubatib). Eh ‘di dinala
po sa Labo District Hospital (Talubatib). Nag-rent po kami ng
ambulansya. Pagdating po doon, humihilab po masyado ang tiyan
niya. Eh ‘di dinala ko po sa mga nurse. Binuhat ko. Pinahiga po sya,

on preventability (avoidability) of identified factors, 4) making conclusions, and
5) formulating recommendations. This method was utilized and synthesizing
results of the 21 reported cases of maternal deaths which occurred at the CNPH.
This section presents the results of the first four steps.
Step 1: Case profiling/Knowing your case

tinignan. [Sabi nila], “Ay. kailangan po nitong dalhin sa provincial

Demographic characteristics, information on antenatal care (ANC), delivery,

[hospital].” Eh ‘di dinala ko po doon. (In the morning when she

and cause of death were recorded in Forms A (Medical Records Abstraction

began her labor, she felt pain in her abdomen. She said, “I think

Form) and C (Community Verbal Autopsy Interview Form). Figure 12 presents

I’m about to give birth.” She was really in pain. I said, “Alright. We

the distribution of cases by age-group (median = 28 years old; range = 19 – 41

will go to the hospital.” We brought all her things. Then I called

years) and gravidity (median = G3; range = G1 - G7). Most of the cases were

our neighbor who operates a tricycle to bring us to the health
center. And so we went to the center. The center personnel told
us that she should be brought to Labo District Hospital, so we

multi-gravid mothers belonging to the 20-34 age group.
Figure 12. Distribution of Maternal Deaths by Age-Group and Gravidity (n=21)

brought her to the Labo District Hospital.
We rented an ambulance. When we arrived at the health facility,
her abdomen was still very painful, so I accompanied her to the
nurse. I carried her. She was asked to lie down and she was seen.
[They said], “She needs to be brought to the provincial [hospital],”
so I brought her there.)
-Husband of AAA
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The deceased mothers were from eight municipalities of Camarines Norte.
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Figure 14. Distribution of Maternal Deaths by Pregnancy Outcome (n=21)

Many of them were from Daet, Jose Panganiban and Paracale. The travel time
from their place of residence to the CNPH, a CEmONC facility, ranged from
15 minutes to 5 hours. The estimated median travel time was two hours. This

3(14.3%)

implies that in more than half of the cases, the prescribed (i.e., standard) travel
Alive

time to a CEmONC facility, which is 1.5 hours, was not met. In addition, most
of the cases had their first ANC visit during the second trimester of pregnancy.
Only five cases had at least four ANC visits, the minimum number required

9(42.9%)

4(19%)

Abortion
Alive/Stillbirth
Ectopic Pregnancy

based on DOH standards.

Stillbirth
Undelivered

Figure 13 presents the distribution of cases according to age of gestation at the

2(9.5%)

time of death. Most of the mothers died after giving birth.

2(9.5%)

1(4.8%)

Figure 13. Distribution of Maternal Deaths by Age of Gestation (AOG)
at the Time of Death (n=21)
Figure 15 presents the distribution of cases according to type of delivery.
Most mothers had normal spontaneous delivery (NSD) while some underwent

2(10%)

cesarian section (CS). There were a few cases of abortion, undelivered (n=3), and

1(5%)

ectopic pregnancies (n=2). A multiparous case from Talisay delivered the first of
her twins via NSD at home and the second via CS at CNPH.
1st Trimester

4(20%)

2nd Trimester
3rd Trimester

Figure 15. Distribution of Maternal Deaths According to Type of Delivery (n=21)

Post Partum

13 (65%)

6(28.6%)
9(42.9%)

The distribution of cases according to pregnancy outcome is presented in
Figure 14. Most of the mothers delivered their babies alive. However, some
pregnancies were not terminated and a few resulted in stillbirth. Few cases were

CS
NSD/CS
Undelivered/Abortion/EP

1(4.8%)

ectopic pregnancies. There were two multiparous cases in which the first of the
twins was born alive but the second twin was not.
5(23.8%)
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Majority of the mothers were attended by skilled health professionals (e.g.
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Figure 17. Distribution of Maternal Deaths According to Place of Delivery (n=21)

doctor, nurse, or midwife) at delivery. However, two of them were initially
attended by a TBA. On the other hand, some cases were attended by a nonskilled health professional (i.e. TBAs) alone. A mother from Paracale delivered

3(14.3%)

in transit to the hospital. A multiparous mother from Talisay was attended by a
TBA for the first of the twins and an MD for the second. A few cases had no birth
attendant because the mothers died without terminating their pregnancies. The
findings are shown in Figure 16:

1(4.8%)

Hospital

1(4.8%)

Home Delivery
Home Delivery/Hospital

Figure 16. Distribution of Maternal Deaths According to Attendant

In Transit

2(9.6%)
14(66.7%)

at Birth (n=21)

Not Delivered

3(14.3%)
1(4.8%)

Skilled Health Professional
Non-skilled Health Professional

3(14.3%)
14(66.7%)

Figure 18. Distribution of Maternal Deaths by Cause of Death (n=21)

Combination

2(9.5%)

N/A (Undelivered)

2(9.5%)

Septicemia
Hemorrhage

6(28.6%)

Pre-eclampsia/Eclampsia

Figure 17 shows that majority of the mothers delivered at the hospital. Of the

Indirect COD

14 mothers, two attempted to deliver at home with the help of a TBA. They
were brought to the hospital only after the labor became complicated. On the
other hand, two delivered at home attended by non-skilled health professionals

11(52.4%)

and were brought to the hospital when their condition got worse days after the
delivery. In addition, a few cases (n=3) were undelivered pregnancies. A case
from Paracale delivered in transit to the hospital.
Figure 18 presents the distribution of maternal deaths by cause of death based
on the women’s death certificates. Most of the mothers died due to hemorrhage.
For two women, data were not available to identify the direct cause of death.
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Steps 2 and 3: Classifying causes into community-based factors or health

41-year-old mother from Daet who was not aware of or who tried to conceal the

service factors and determining whether or not the identified gaps are

fact that she was again pregnant. This could be the reason why she did not go

avoidable

for any pre-natal checkup.

The 21 cases were first grouped according to the three major direct causes of

Allegedly, there were also cases of incest and infidelity. The stigmatizing

death – hemorrhage, pre-eclampsia/eclampsia, and septicemia. Delays were

circumstances of these pregnancies may have prevented the mothers from

identified from Forms A (Medical Records Review) and C (Verbal Autopsy

immediately seeking medical care. Another identified factor was the popular

Interview) and were later classified into community-based factors or health

belief of mothers that traditional remedies are effective. There were three

service factors. Findings were synthesized and patterns in the situations and

mothers who gave birth at home, attended by TBAs. The mother and her family

causes of deaths were identified. In addition, avoidable factors were highlighted.

were probably convinced that TBAs could adequately assist the mother during
childbirth. Their confidence in the TBAs may have prevented them from seeking

Five major community, family and personal factors were identified: 1) poor

the help of health professionals. The availability and willingness of the TBAs to

knowledge and/or health seeking behavior of pregnant women, 2) lack of

assist them during delivery also contributed to the hesitance of the pregnant

financial resources for healthcare, 3) long travel time from residence to a health

women and the family members to seek professional help.

facility, 4) lack of communication facilities, and 5) strong influence of family
members that may jeopardize crucial life-saving measures. The succeeding

It is possible that in some of the cases cited above, the women were not

paragraphs detail the specific causes of delays under the aforementioned

empowered enough (due to lack of resources and low educational attainment)

major factors.

to decide on their own to seek care from medical personnel. For instance, a
41-year-old mother from Talisay explicitly wanted to give birth in a health facility

Several delays or causes of delays were identified under the category poor

because she was having twins; however, her husband insisted that she have a

knowledge and/or health-seeking behavior. A mother from Paracale who gave

TBA-assisted home delivery.

birth at home experienced severe headaches after delivery but it took the family
two weeks before she was brought to the hospital. The mother and her family

The PRT noted that some mothers did not immediately comply with medical

members were not aware of the danger signs of the illness, which probably

advice. A case from Labo was referred from the Labo District Hospital to the

played a major role in the pregnant woman’s eventual death. The PRT also

CNPH. Instead of going to the hospital, she went home to San Lorenzo Ruiz

noted that most of the mothers had their first ANC visit only during the second

(some 40 kilometers from Labo) to seek the help of her mother. When she got

trimester of pregnancy. In addition, most of them had less than four ANC visits.

there, her mother called a TBA to assist the pregnant woman during delivery.

The PRT concluded that poverty and long travel time from residence to an ANC

The case was eventually brought to the CNPH when the TBA said that she could

provider may have been contributing causes to why the pregnant women did

no longer handle the complicated case.

not meet the prescribed minimum number of ANC visits. However, it is also
possible that the number ANC visits may not have been accurately recorded in

The PRT members noted that many of the pregnant women lacked money

the client records at the health facility.

for pre-natal checkups, diagnostic and laboratory fees as well as medicines.
In addition, the women were financially unprepared for their delivery. These

Some cases were found to be unplanned/unwanted pregnancies. Among the

findings may reflect the fact that women do not prioritize their health needs

21 mothers, three were grand multipara cases (G5 and up). One of them was a

even if they know that they are pregnant.
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The third major community factor identified was long travel time from residence
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During the review of the patient charts of the 21 cases, several delays and causes

to the health facility. More than half of the mothers travelled for more than 1.5

of delays were identified under the category “delayed/poor management.”

hours. In fact, a mother from Capalonga took five hours before she arrived

The PRT found that some patients were not given adequate and timely care

at the CNPH. The PRT concluded that poor road conditions, unavailability of

due to lack of equipment and supplies. Emergency medicines, such as

appropriate emergency transport vehicle, and lack of support from the barangay

magnesium sulfate and oxytocin, respirators, ECG papers, BP apparatus,

authorities to transport pregnant women to a health facility were reasons why it

cardiac monitors and stretchers, were not available at that time, causing a delay

took too long for these women to reach the hospital.

in patient treatment and diagnosis. The PRT concluded that the problems in
the procurement process and the unavailability of emergency medicines and

There was a case of ectopic pregnancy from Paracale. Blood transfusion was

carts at the wards and in the nurse’s stations caused shortage in equipment and

needed but blood was not available. Based on the results of the community

supplies at the time when they are needed.

interview, the PRT found that potential blood donors in the community were not
able to travel to the CNPH because they could not be contacted in the first place.

In addition, the team found out that there was a possible case of misdiagnosis. A

Due to the lack of communication facilities in the community, the family members/

woman was confined due to ascites but she gave birth at the ward prematurely.

relatives of the pregnant woman could not contact potential blood donors. The

There were also delays in the introduction of anesthesia and in the performance

woman ended up not receiving the blood transfusion she needed and died.

of CS because there was a lack of health personnel to perform the procedure.
There were many complicated cases but there was only one OB-GYN present at

The last major community factor identified is the strong influence of family

that time. The OB-GYNs in the CNPH follow a 48-hour shift, and this arrangement

members that may jeopardize crucial life-saving measures. This problem is best

does not comply with the CEmONC standard, which is one OB-GYN per eight-

exemplified in the case of a pregnant woman from Paracale who did not have

hour shift. Lastly, the PRT observed that most of the mothers died post-partum

prenatal visits at the RHU because her mother-in-law was a TBA. For unknown

and had prolonged stays in the hospital. This observation further reflects a

reasons, the pregnant woman did not see the need to consult with health

problem on the management of cases.

professionals. In addition, some mothers were advised by their family members
to give birth at home, instead of at the health facility.

Some PRT members noted that the CNPH was ineffectively managed. The
cause of this problem was perceived as a result of a “power struggle” between

All community, family and personal factors identified above were classified by

key hospital administrators and some senior hospital staff. The conflict was

the PRT as avoidable, except for the lack of financial resources for healthcare,

perceived to be political in nature. Such management problems can significantly

which was instead classified as potentially avoidable.

affect service delivery.

Based on the medical abstraction forms and interviews in the community, 10

In the review, it was found that some triage staff were not properly oriented,

major healthcare system factors were identified: 1) delayed/poor management

causing confusion and delays in the prioritization of emergency cases to be

of patients, 2) ineffective management, 3) inadequate training of hospital staff,

handled and treated. It was also noted that some nurses were being assigned

4) inadequate staffing in high-risk pregnancy units, 5) no functional hospital

to join the “caravans” (could be seen as a health advocacy activity but may

recovery room at that time, 6) lack of documentation that nurses complied with

be seen by others as a political campaign activity) sponsored by the provincial

doctor’s orders, 7) indifference or negative attitudes of health workers, 8) lack of

LGU, causing the lack of personnel in high-risk pregnancy units, such as the

safe blood supply at CNPH, 9) non-compliance of personnel to existing health
facility protocols, and 10) poor quality of ANC provided to women.
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delivery, operating and recovery rooms. In 2013, the CNPH did not have a

Protocols on inter-facility referral and inter-department referral within the

functional recovery room, and the mothers were brought directly to the ward

hospitals were apparently not followed. Some RHUs did not administer (or gave

where they were not closely monitored. At present, the hospital has a functional

inadequate) magnesium sulfate loading dose before transporting the convulsing

recovery room.

woman to a hospital facility. Some local health personnel also resorted to
informal “verbal referrals” without providing the pregnant woman with the

In some charts reviewed, it was identified that there was no documentation

necessary documents to facilitate the care they needed at a higher level health

that nurses complied with doctors’ orders. Doctors ordered laboratory tests be

facility. In addition, some RHUs did not assign health workers to accompany

done but the results were not documented in the patient chart. A PRT member

the mothers while they were being transported to the CNPH via ambulance

explained that there may have been many patients at the OB ward at that time

or similar transport mode. When problems were encountered during delivery,

and this explained why the nurses assigned were not able to completely record

some RHUs (BEmONC facilities) referred the woman to another BEmONC

the information on the patient charts.

facility instead of a CEmONC facility. Some midwives in the RHUs did not refer
primi and grand multi-gravid mothers to the CNPH for continued antenatal

In an interview, a relative of the mother reported that nurses did not immediately

care and delivery. At the CNPH, cases were apparently being referred back and

respond to their calls for help when they reported that the pregnant woman

forth among departments. Protocols on patient admission were not followed. In

was experiencing convulsions. The relative perceived that the nurses showed an

one case, a pregnant mother was admitted at the medical ward instead of the

indifferent attitude. A PRT member explained that this observation was possible

OB ward.

because the nurses-on-duty at that time lacked the knowledge and experience
in providing the necessary care.

Finally, causes of poor ANC quality were identified by the PRT. Peer counselors
did not do enough to motivate the women to subscribe to modern family

According to the 2013 case profiles, most of the mothers died due to hemorrhage.

planning methods after their delivery. Women were also not encouraged

The PRT members explained that at the time, safe blood supply at the CNPH was

strongly enough by the health workers to return to the RHU/BHS for a follow-

insufficient and this was the cause of the delays in blood transfusion. Blood units

up ANC visit. Some midwives failed to explain the importance of having a

collected during blood collection drives were still being brought to the regional

birth plan.

blood center for screening, located in Naga City. Manpower, equipment and
supplies at the CNPH blood station were also lacking.

All health service factors identified were classified as avoidable. Figure 20
presents the summary of the factor-based delays identified by the PRT.

In the review, several delays were apparently caused by the health care
providers’ noncompliance with protocols on pregnancy tracking, referral, and
hospital admission. For instance, some of the community health teams (CHT)
in the barangays failed to conduct pregnancy tracking properly. Not enough
follow-up visits to pregnant mothers were done by the CHT, so some mothers
ended up having inadequate and/or late ANC visits. Some pregnant women
eventually delivered at home.
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Figure 20. Community, Family and Personal Factors and Health Service
Factors which Contributed to Delays as Causes of Maternal Deaths as
Determined by the Camarines Norte Provincial Review Team

3.2 DISCUSSION
This section is divided into four discussion points that tackle the issues on the
following topics: 1) Accuracy and completeness of maternal mortality data,

COMMUNITY, FAMILY
AND PERSONAL FACTORS

HEALTHCARE SYSTEM
FACTORS

2) Determinants of maternal deaths, 3) PRT and the MDR process, and 4) Health
care financing and incentives.

Poor knowledge and/or
health-seeking
behavior of mother

Delayed/poor
management of
patients

Lack of documentation
that nurses complied with
doctor’s orders

Lack of financial resources
for healthcare

Ineffective
management

Indifference or negative
attitudes of health workers

Long travel time from
residence to health facility

Inadequate training of
hospital staff

Lack of safe
blood supply

MMR were observed (25). Issues on how to track and measure MMR were also

Lack of communication
facilities

Lack of staff in highrisk pregnancy units

Non-compliance of
personnel with existing
health facility protocols

to some degree; expectedly, countries with unreliable data sources will have

Strong influence of
family members that may
jeopardize crucial life-saving
measures

No functional hospital
recovery room

Accuracy and completeness of maternal mortality data
All the countries which subscribed to the the Millennium Development Goals
were supposed to reduce maternal deaths by 75% in 2015. The Philippines was
among the countries which failed to reach this goal even if some reductions in
raised. Even countries with good reporting systems still experience this problem
more serious problems about the accuracy of their data on maternal deaths
making it difficult for them to monitor their progress towards reducing maternal

Poor qualtiy of antenatal
care provided to mothers

mortality.
In the Philippines, there are few sources of data on maternal deaths. These
include: 1) death certificates compiled by the Local Civil Registrar’s Office,

Step 4: Conclusions

2) reports coming from the peripheral health facilities like BHS and the RHUs, and

Due to the large number of maternal deaths reviewed, many gaps were identified.
Since it is impossible to immediately intervene on all the problems identified,
the PRT selected only one problem (or several closely-related problems) at the
community level and another one in the healthcare system level. At the time of
the conduct of the study, only the absence of a functional recovery room was
addressed. The PRT decided to address, from among community, family and
personal factors, the problems contributing to the mother’s poor knowledge
and health seeking behavior; and from among healthcare system factors, the
problem of the health personnel’s non-compliance with protocols on proper

3) health statistics coming from secondary and tertiary level health facilities like
hospitals, both public and private. Data from the local civil registrars are collated
and reported by the Philippine Statistics Authority (PSA). Official annual mortality
data are released by the PSA.
The Field Health Service Information System (FHSIS)4 of the DOH or health
facilities where the pregnant mother sought care and died, or some other adhoc reporting systems maintained by barangay officials, may also provide data
on maternal deaths. These data sources may not be independent, however. It is

patient management and other closely-related protocols. The PRT will monitor
the implementation of the interventions that they will put in place as a result of
this MDR. Other problems that remain could be addressed in the subsequent
MDR to be done and in the future.
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FHSIS or the Field Health Information System captures data on the utilization of services of the public
health sector – mainly the barangay health workers, rural health units, district, and provincial hospitals,
and probably some DOH-retained hospitals.
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Provincial Review Team and the MDR process

or from DOH-retained hospitals. Deaths (including maternal deaths) which
occurred in health facilities like hospitals are directly reported to the office of the

The importance of good records diligently collected by the Technical Secretariat

local civil registrar. For maternal deaths which occurred outside a health facility, the

of the PRT cannot be overemphasized. Equally important is that the PRT should

relatives of the deceased are primarily responsible for reporting the death to the

be able to plan the MDR processes well and that resources (manpower, travel

Local Civil Registrar’s office. Since some deaths happen outside a health facility, it

and food allowance for community interviews) needed for the review are

is possible that some of them may not be reported at all or some deaths which are

available to the PRT members.

not maternal deaths may be erroneously reported as such. The usual confusion is
distinguishing pregnancy-related deaths from actual maternal deaths.

The other important issue which needs to be addressed is the process of MDRs
itself. While the 2007 MDRRS Manual suggests as few as four members plus

In an attempt to examine the patterns in MMR in Camarines Norte, MMR data

the members of the Technical Secretariat (14), the province of Camarines Norte

from the FHSIS and from the NSMP of the DOH are plotted over time (see Figure

has some 30 members. This large number of PRT members makes it difficult

1). Since the data do not come from the same source, it is difficult to explain

for the team to find common time to meet and plan, and conduct the review

the marked increase of MMR after 2012. (MMR figures for Camarines Norte and

(especially the community verbal autopsy if needed), and present the results

for Region 5 for the period 2008-2012 were obtained from FHSIS of DOH, while

and the recommendations of the PRT to the various stakeholders. A more

the MMR for 2012 and 2013 were obtained by the NSMP/DOH.) Although both

important problem in involving too many people in the review is the risk that

sources are from DOH offices, the numbers vary.

the confidentiality of the MDR process and its results may be compromised.
When this happens, the utility of the MDR as a management tool and the

Compared with Camarines Norte, the MMRs for the entire Region 5 are more

opportunities to improve the health system to avert preventable maternal

stable, probably because the population sizes (in the denominators) are much

deaths from occurring will be lost.

bigger than in Camarines Norte and are subject to the less random fluctuations
which happen when one or two cases of maternal deaths occur. Thus, the

Verbal autopsies supplement information missing from hospital records and in

problem remains—where and how will relatively accurate and reasonably timely

identifying community-based delays which contributed to the woman’s demise.

data be collected so that they can be used for MDRs?

The conduct of community verbal autopsies is often emotionally charged as
respondents may still be dealing with the psychological and socioeconomic

The problem is not unique to the Philippines. In a comparison of verbal autopsy

consequences of the woman’s death. Thus, while the research was conducted

methods in Bangladesh, Mozambique and Zambia to estimate maternal

in 2015, the verbal autopsies were conducted for maternal deaths that occurred

mortality, it was found that data quality from verbal autopsies is usually not good

in 2013.

enough to obtain accurate estimates of maternal mortality (26).
However, the issue on the best time to conduct the verbal autopsies
(as part of MDR) remains. In deciding this, the following are important
considerations: 1) the accuracy of recall of events by informants before the
woman’s death, and 2) the willingness of the family members and other informants
to recall the death and the chain of events that led to it. There are also practical
issues that need to be considered. These are the availability and the willingness
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of the PRT members to do the interviews soon after the maternal death as well

despite appearing as “baby steps” relative to the gravity of the maternal death

as the availability of the resources (transportation and meal allowance) that the

problem, could have significant system-wide impact in preventing many more

PRT will need to do the review.

similar maternal deaths.

On the other hand, one may also argue that there is a theoretical advantage of

For deaths that occurred in health facilities, one of the major sources of data for

doing the MDR relatively close to the time of death since the intervention/s that

the facility-based MDR are patient records. During the actual reviews, however,

will be implemented as a result of the review can avert future maternal deaths in

the PRT members found that many critical data such as obstetric history, prenatal

the community. However, in terms of absolute numbers, the number of maternal

care, and other information were missing from the patient records. Thus, analysis

deaths in a year that could be averted in a particular community may actually

of medical causes of maternal death is hampered. For instance, it was not clear

be very small (i.e., we measure maternal deaths based on 100,000 pregnancies

whether a critical medical test or procedure was done but not recorded in the

or livebirths). In most cases, the primary consideration in conducting verbal

patient charts, or whether the test or procedure, despite being necessary, was

autopsies is that the death of a loved one is a traumatizing event for the family

not done at all. If critical information is not reflected in the health facility records,

of the deceased. If we insist on conducting a verbal autopsy too close to the

the PRT, to be able to do a good MDR, may be forced to do a community verbal

event, then the deceased’s family might perceive it to be too insensitive on the

autopsy to get the missing data. This finding underscores the importance of

part of the PRT and refuse to participate or provide information which will defeat

accurate recording of information on patient charts and other hospital records.

the goal of MDRs.

Indeed, the adage, “if it is not written, it did not happen,” could not be more
true.

In providing some insights for the resolution of the dilemma of when it is best
to conduct a MDR relative to the time and date of a maternal death, a paper

The tools used in the CEmONC evaluation have limitations. For example, in

revealed that even if there was a three-year recall period, the quality of death

the assessment of provider knowledge, the tool itself stipulates that only the

information and basic demographic data from verbal autopsies is still good (26).

providers who have attended to most deliveries in the previous month and
who were present at the time of the assessment shall be interviewed. In the

Although the 2007 MDRRS recommends that LGUs should conduct a quarterly

assessment of provider knowledge, interviewing only the hospital staff who

review of maternal deaths, the NSMP/DOH national coordinator involved in

attended the greatest number of deliveries will only yield the knowledge and

this study suggests doing a review of at least one maternal death every year

practices of that particular individual, but even then, they are only attending to

(27). Compared to the MDR process suggested in the 2007 MDRRS guide, the

a fraction of deliveries at any point in time. Information from them will not tell

recommendation of the NSMP coordinator is more realistic given that the PRT

us about the knowledge or practices of other staff, and as such, will not give a

members have other responsibilities. The conduct of MDRs is additional work

complete picture of the quality of care the hospital’s staff can provide.

for the PRT members, but this work comes without additional compensation.
The justification given for this “one-a-year, once-a-year” MDR is the importance

Despite this weakness of the data collection tools utilized in the study, the findings

of the subsequent action/s that logically follow every MDR activity. It is expected

of the study are still telling us that the hospital staff that had attended to most

that the recommendations emanate from the results of the review will be of

deliveries had inadequacies that lead to poor management. Nevertheless, these

strategic importance and that they will be implemented system-wide, at least

weaknesses in the data collection instruments merit a review and improvement

in the province. The intervention will hopefully prevent maternal deaths in

of the CEmONC evaluation tools, particularly their method of determining who

similar circumstances from occurring in the province in the future. This strategy,

the respondents of the survey would be.
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The access of many pregnant women to skilled labor and emergency care is
minimal in many developing countries (8,30). While neither pregnancy-related

This study focused only on maternal deaths which occurred at the provincial

nor indirect maternal mortality is associated with distance to hospitals, far

hospital as specified in the ZFF Terms of Reference. However, there are also

distance to a health care facility still contributes to high levels of direct obstetric

maternal deaths which occurred at home, unattended by health workers, or in

mortality. Some localities are so remote that travel time is much longer than what

transit (28). Thus, the factors that contributed to these maternal deaths were not

is prescribed as optimal DOH guidelines (17). The poor quality of care is closely

explored in the study.

linked with inadequate planning and management of the hospital workforce.
The findings of the current study support this assumption wherein inadequate

Based on the framework of Thaddeus and Maine, the various factors that

planning and management of the hospital workforce is manifested as hospital

contributed to maternal death can be classified into socioeconomic or cultural

understaffing. The effect on maternal mortality is further compounded by lack of

factors, perceived and actual accessibility of facilities, and perceived and actual

essential medicines, facilities, and blood for transfusion (33).

quality of care.
To describe the context of the various factors that contributed to maternal
Several studies in the past have documented that economic, social and cultural

mortality, selected vignettes from transcripts of interviews with the families/

barriers and scarce knowledge all contribute to maternal mortality (31). In

communities of the deceased women are included in the report. These vignettes

another paper, lack of education, sanitation, accessible health care, as well

highlight how these factors figured in the chain of events that led to the deaths

as poor nutrition and poverty were identified as contributing causes maternal

of the pregnant mothers. On the other hand, analysis of hospital data actual

mortality (32). Findings from literature mirror the socioeconomic or cultural

quality of care factors, showed how inadequate hospital resources—manpower,

factors observed in the study, i.e. poverty and low socioeconomic status, social

and equipment and supplies—and perceived weak hospital management have

stigma, low social status of women, negative influence of family members, target

contributed directly or indirectly, to maternal deaths. These findings were arrived

population unaware of health services and benefits, unplanned/unwanted

at despite the seemingly incomplete data reflected on the patient records. The

pregnancy, noncompliance with medical advice, poor health-seeking behavior

work of the PRT will be greatly facilitated if doctors and nurses are more careful

of pregnant mothers, medical misconceptions of pregnant mothers, medical

and thorough with history taking and with what they write in the doctors’ and

misconceptions of family members, high regard for TBAs, negative influence of

nurses’ notes.

TBAs, harmful practices of TBAs, negative attitudes of TBAs, high transportation
cost, and lack of communication facilities.

Despite the popularity of the three-delay framework of Thaddeus and Maine
to analyze factors that contributed to maternal death, as evidenced by the

Maternal mortality is a negative, albeit telling indicator of a country’s

many studies that have used it (34,35,36,37), there is no standard method to

development, and thus, socioeconomic and cultural factors contribute to

analyze factors that contribute to maternal death (6). Both the WHO and DOH

maternal deaths (29). Socioeconomic status is associated with maternal

guidelines for assessing maternal mortality state that while the three-delays

mortality, and the disparities are large: there is a six-fold difference between the

framework is the most widely-used framework in analyzing maternal mortality,

maternal mortality ratios of the richest and poorest quintiles in Peru (30).

it is not immediately helpful in formulating specific recommendations. As such,
the three-delays framework should only be used as a guide for discussions and
for the purposes of research (6,14).
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Because of the limitations of the three-delays framework, the DOH uses another

The MCP is an example of a package of health services offered to pregnant

framework to categorize factors that contribute to maternal death: 1) community,

mothers. It includes complete essential health care services for women about

family and personal-based factors; and 2) health service factors. This approach

to give birth throughout their pregnancy and normal delivery (during antenatal,

aims to simplify the process of formulating and implementing interventions to

intrapartum and immediate postpartum periods) regardless of the type of

improve maternal health by assigning the factor to the particular system (public

health care institution where the services are rendered. This package may be

health or clinical system) that should implement them. By providing a stepwise

availed in hospitals, infirmaries/dispensaries, birthing homes or maternity clinics.

method—identifying cases, identifying and classifying factors, and selecting

PhilHealth maternity benefits for women who give birth via normal delivery in a

one factor to be acted upon—interventions can be made to address the specific

small birthing facility such as a lying-in clinic or maternity clinic, have a total

problem which the PRT chose to focus on. This focused approach is more

coverage that amounts to PhP8,000. This will cover fees for the medical facility

efficient, i.e. has the advantage of streamlining the use of limited resources it

and professional handling the case, as well as prenatal care5 (18). Although the

also prevents “paralysis by analysis” (14). In the MDRs for subsequent years, the

spirit of offering MCP to pregnant mothers is to ensure that they can access

PRT may focus on the rest of the factors that remain as problems.

the services that they need in connection with her pregnancy, unfortunately,
some health providers abuse package. Some health providers attempt to

It will be seen from the results of the review that overall, preventing maternal

deliver pregnant women even if it is clear that the case could become difficult

deaths cannot be adequately addressed by the health sector alone. Responsive

and beyond their capacity. These health workers refuse to refer difficult cases

leadership and governance, through strategic policy instruments, is needed to

because the health workers are interested in getting the payment that will be

effectively and efficiently address the multiple causes of the problem.

derived from the MCP. This malpractice can put the lives of pregnant mothers on
the line. Thus, an instrument which was originally conceived to improve access

An evaluation of the CEmONC capabilities of the CNPH was carried out as

to and utilization of needed health care instead became an instrument that

part of the study. It identified inadequacies in the facilities, obstetric services

contributed to death of the pregnant mother.

rendered, work shift norms of CEmONC staff, and essential drugs, equipment
and supplies. These inadequacies may contribute to the death of the mother,

Classified according to the Six Building Blocks of Health of the WHO, the

which supports the findings presented under Delay 3 of the Thaddeus and

following are the recommendations to prevent maternal morbidity and mortality

Maine framework. It should be noted, however, that the MDR and the CEmONC

generated from various sources, such as the members of the PRT, administrators

evaluation covered different periods of time. The MDR reviewed maternal deaths

and doctors of the CNPH, MHOs, doctors of selected private hospitals,

from 2013 while the CEmONC evaluation appraised the CEmONC capacities of

midwives of lying-in clinics, and other stakeholders who provide maternal care

the hospital for 2015.

services in the province. The first recommendation addresses the mother’s
poor knowledge and health-seeking behaviors, while recommendations 3, 8,

Health Care Financing and Incentives: A boon or a bane?

and 19 address the non-compliance of health personnel with existing patient
management protocols.

One of the six building blocks of an effective, efficient, and equitable health
system is ensuring that people who need the services can avail of them without
getting impoverished due to the cost (38).
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The amount is broken down as follows – PhP6,500 of the total amount shall be used to cover:
1) professional fees for accredited doctors, and fees for facilities used for delivery and postpartum
care, and reproductive health, breastfeeding and newborn screening counselling, 2) room and
board at the hospital or medical facility, 3) necessary medicines, 4) laboratory fees, supplies, and
other additional procedures, and 5) labor, delivery and recovery room fees. Forty percent of this
amount is for the professional fee, while 60% is for the facility. The rest of the total coverage (P1,500)
is the maximum amount of pre-natal care services (lab tests and additional procedures) that can be
reimbursed by the facility to the mother (18).
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3.3 RECOMMENDATIONS

Strengthen capacity of workforce in providing necessary maternal health services

Improve the delivery of maternal care services

5. Urgently address health worker shortages and improve scheduling of ER and
OPD hours in line with established CEmONC standards.

1. Expand the coverage of maternal care services in terms of a wider coverage
of the eligible target population and provision of essential services

6. Although based on a very small sample of hospital staff, this study

through various strategies—the WHT/CHT tracking all pregnant women

recommends “re-tooling” of general practitioners regarding services such

in their communities and motivating them to seek care in the early stage

as obstetric fistula, manual vacuum aspiration, vacuum extraction for assisted

of their pregnancy. The importance of preparing the birth plan cannot be

vaginal deliveries, and management of incomplete or unsafe abortions. They

overemphasized. The availability and benefits of PhilHealth and the MCP

should also be trained on advanced cardiac life support and management

should be more widely disseminated to pregnant women and to the primary

of common obstetric complications. Similarly, continuing education should

decision-makers of the households.

be given to nurses and midwives on early recognition of common obstetric
complications, such as hypertension in pregnancy, and obstetric hemorrhage

2. Expand the range of services for pregnant women such as having ultrasound
examination at least once for pregnant women nearing their expected date

and on the assistance they are to provide the physicians in the delivery of the
obstetric procedures described above.

of delivery; screening, counselling and management of sexually transmitted
infections including HIV; upgrade current blood station at the provincial

7. All health workers should be oriented on when and how to use the three-

hospital to a fully functional blood bank. A blood bank offers a wider

tiered referral system, including the filling-up of prescribed referral forms

range of tests and has greater capabilities than an ordinary blood station.

and other necessary documents to ensure continuity of patient care.

Furthermore, once the CNPH has a blood bank, it will no longer experience
shortages that are associated with being a blood station as it can process

Better quality information in the health facilities for better patient management

blood from donors within the locality right away.
8. Improve patient charting and documentation (i.e. record-keeping and
3. Improve the referral system between the BEmONC and CEmONC facilities

history-taking) in all health facilities, public or private, through stricter

by reviewing/revising and ensuing strict implementation of referral protocols.

implementation of existing policies on proper documentation that meets

Referral protocols should be widely disseminated to all health workers in all

standards of care. This can be part of updates given to health workers

health facilities providing maternity care.

(midwives, nurses, and doctors) in the form of seminars, conferences, or
newsletters sponsored by the hospital, or by professional organizations/

4. Healthcare providers seeing mothers regularly should be more aggressive

societies or by the Provincial Health Office.

in educating mothers about their pregnancy, letting them know about their
health choices, how to recognize obstetric complications early and what to

Medical products, vaccines, and technologies

do when these events occur.
9. Determine the reason why there is a stock out of essential drugs and institute
policies to prevent it.
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10. Ensure adequate supply of essential drugs, medical supplies and equipment

18. To improve blood supply, the LGU and the DOH should support the

through improved inventory management and procurement process.

provincial hospital in establishing a blood bank and provide assistance in

This will prevent stock-outs of essential drugs (e.g., methylergomethrine,

the recruitment of blood donors throughout the province.

magnesium sulphate and oxytocin) and supplies.
19. The hospital authorities should review/revise, disseminate and implement
11. Make e-carts and emergency medications available in the wards/nurse
station, subject to strict inventory procedures.

policies on patient admission, management, interdepartmental referral
system, maintenance of equipment, inventory and purchase of equipment,
drugs/supplies, among others.

12. Improve availability of drugs and other medical supplies so that patients no
longer need to buy them outside the hospital. This is especially important in

20. A leadership training/advocacy for local government officials should be

line with the ”no balance billing” policy for qualified PhilHealth members/

given so that they will be more receptive and discerning about the health

dependents.

situation of their constituency.

Health Financing

Recommendations to the Camarines Norte Provincial Review Team

13. Expand enrolment of eligible beneficiaries and widely disseminate

The following are specific recommendations to the Camarines Norte PRT

information on health services (e.g., maternity care package) to target

regarding MDR.

beneficiaries.
1. Reduce the number of PRT members to a minimum (e.g. five members plus
14. Cover projected expenditures and source of funds in the birth plan so that
the pregnant mother and her family could prepare for them.

selected members of the Technical Secretariat). This will not only facilitate
the review process but can also safeguard the confidentiality of the cases
being reviewed.

15. Assess the level of utilization and determine reasons for low utilization of
available PhilHealth benefits. Implement measures to address the low
utilization of services.

2. The Provincial Health Office should allocate resources (e.g., transportation
and food allowance) for the PRT members who will do the review.

16. Determine the extent to which the “no-balance billing” policy is successfully
implemented among those who are eligible to avail of this benefit and

3. Maternal deaths also happen outside the health facilities; at home or in
transit. The PRT should be able to include some of these cases for review.

implement corresponding reforms to address problems determined.
4. Many doctors and health workers still have the wrong idea on what the MDR
Leadership and Governance

is all about. The PRT should continue to explain the objectives, the process
and the structure of MDRs to health workers, especially doctors and nurses

17. The LGU should urgently address health worker shortages by creating
plantilla positions for critical positions in the provincial hospitals and in the

and emphasize that the goal of MDRs is to prevent avoidable maternal
morbidity and mortality by instituting systemic changes

RHUs.
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5. The process of MDRs can be improved if the PRT prepares well for the
review. It is important that all information relevant to the case is compiled
by the Technical Secretariat and made available to the PRT. Over time, the
PRT members will develop their skills in interviewing techniques for the
verbal autopsies. Missing but important information, such as the mother’s
and the husband’s education and occupation, may be included in the verbal
autopsy tool.
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W

hile the City Health Leadership and Governance Program (CLGP)
covers a broader health agenda, there are specific issues that
necessitate urgent action and evaluation of existing programs.

One such issue is Adolescent Sexuality and Reproductive Health (ASRH). In the
following paper, Elma Laguna presents an assessment of ASRH programs in
two cities, Puerto Princesa and Cagayan de Oro, whose mayors took part in the
CLGP. Her analysis underscores the legal, political, and institutional challenges
to providing access to ASRH services and the need for stronger leadership to
address this urgent health gap.
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The 1991 Local Government Code provides more autonomy to local government
executives in the planning, resource allocation and service delivery, particularly

Every year, an estimated 210,000 babies are born to teenage mothers (Philippine

in the health sector. Despite challenges in the early phase of the implementation

Statistics Authority, 2016). This translates to 12% of all births annually. Both the

of the devolved governance setup, there have been notable improvements on

2013 National Demographic and Health Survey (NDHS) and the 2013 Young

how decentralization and increased LGU autonomy have benefited the delivery

Adult Fertility and Sexuality Study (YAFSS) found a substantial percentage of

of services. Since the devolution, there has been a general improvement in the

births coming from teenage girls (10% and 14%, respectively). Moreover, the

health situation of the population, especially in terms of longer life expectancy

prevalence of teenage childbearing dramatically increased from 7% in the 2002

and lower mortality rates, although problems on malnutrition remain

YAFSS to 14% in 2013 (Natividad and Marquez, 2016). The most recent NDHS

(Atienza, 2004).

(2017) however, found a slight decline in the percentage (from 10% to 8.6%) of
teenage girls (15-19 years old) who had already begun childbearing.

II. The ZFF Health Leadership and Governance Program (HLGP)

The prevalence of teenage pregnancy in the country, coupled with the increasing

The Zuellig Family Foundation (ZFF) believes that a leadership and governance

level of sexual risk behaviors among adolescents as found in the recent national

program helps local leaders address health concerns and allows them to

youth survey (i.e., 2013 YAFSS) had raised concerns among government officials,

innovate programs and policies that cater to the needs of their constituents.

parents, educators, scholars, program managers and implementers regarding

Thus, from 2008, ZFF has been implementing leadership and governance

the welfare and wellbeing of contemporary Filipino adolescents and youth.

training for local government executives. It uses the Health Change Model as
a primary development strategy. Based on the Health Change Model, local

Results of studies on teenage pregnancy across different societies and settings

leadership is seen as “the key to an equitable and effective local health system,”

point to several factors that either hinder or influence the pattern and trend in

which leads to better health outcomes (USAID, n.d.). In its core is the concept

early childbearing. In the Philippines, analyses based on the 2013 YAFSS have

of Bridging Leadership, where individuals undergo transformative processes

found varying levels of early childbearing across regions, place of residence

of self-realization, owning and embracing issues, engaging other stakeholders

and the socioeconomic status of the household where the adolescent girl

and directing them towards collective response. The Health Change Model

belongs (Natividad and Marquez, 2016). Across regions of the country, young

has three main components: training, practicum and coaching. Participants

women aged 15-24 from the Cordillera Administrative Region (CAR) registered

are provided with a “roadmap” that helps them identify gaps and inequities

the highest percentage of women who have begun childbearing (40.4%).

in the health system within their locality. The roadmap contains the six building

In contrast, CALABARZON had the lowest prevalence of pregnancy among

blocks of health systems according to the World Health Organization (WHO),

women aged 15-24. A slightly different regional variation of childbearing is

which include leadership and governance, financing, access to medicine and

found in the 2013 NDHS where higher incidence of pregnancy among 15-24

technology, workforce, health information system and service delivery. Each

women is found in CARAGA (37.6%) and Cagayan Valley (36.5%). Regardless

block identifies specific targets towards the improvement of the health system.

of the different patterns found in both the NDHS and YAFSS surveys, the fact
remains that levels, patterns, and maybe even determinants of early pregnancy

The incorporation of the Health Change Model started with ZFF’s two-year

vary within and across regions and geographical units. Thus, while a national

Health Leadership Program (HLP) offered to mayors, municipal health officers

policy on teenage pregnancy (and other public health concerns) may provide

and community leaders of nine selected rural municipalities in 2009. In 2011, a

direction, it is how local government units (LGUs) translate such national policies

one-year Municipal Leadership and Governance Program was offered to nine

into programs and actions that will make a difference in ensuring that young

Makati sister municipalities in cooperation with the University of Makati. Around

people’s reproductive and sexual health needs are addressed.
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this time, HLP was also implemented in eight municipalities in the Autonomous

than the national average based on recent NDHS and the YAFSS. In Puerto

Region of Muslim Mindanao (ARMM). A year thereafter, ZFF partnered with the

Princesa for example, a report cited by Roots of Health, a local non-government

United Nations Population Fund for a Provincial Leadership and Governance

organization (NGO) based in the city, revealed that 29% of pregnancies involved

Program (PLGP) in its nine priority provinces. Department of Health (DOH)

teenagers (Lamo, 2017).

regional officials also participated in the health leadership program (ZFF, 2016).
What accounts for the higher number of teenage births and sexually transmitted
Recognizing the gains of the initial leadership and governance training program,
the DOH, partnered with ZFF in 2013 to implement the Health Leadership and
Governance Program (HLGP) in 609 of the 1,233 poorest municipalities and
cities identified by the National Anti-Poverty Commission (NAPC). The HLGP
is composed of several capability training programs for local chief executives,
such as provincial governors, city and municipal mayors, and local health
leaders. It also includes participation from academic partners, regional offices of

infections among young people in CLGP partner cities? And what can be done
to address the problem?
III. Objectives
This paper addresses the issue by conducting a rapid assessment of selected
CLGP cities (incumbent mayors have participated in the program), particularly
on their current ASRH programs.

PhilHealth and other government agencies at the regional level such as DSWD
and the Department of Education (DepEd).1

Specifically, the paper looks at the current programs and plans of the city
government to increase access to reproductive health (RH) services that include

Under the HLGP is a leadership program known as the City Health Leadership

information, facilities, and commodities, strengthening of service delivery

and Governance Program (CLGP) which was developed for city level local

networks (SDN) and referral systems in terms of RH and STI/HIV services that are

executives. This was created in partnership with United States Agency for

specific to adolescents.

International Development and United Nations Children’s Fund. Multi-sectoral
key stakeholder health leadership teams in cities were formed and trained to
identify and address inequities in health service access as well as the social
determinants that affect demand and access. Since its implementation, there
has been initial success as manifested in marked improvements in maternal and
child health outcomes, as well as in health financing for maternal and health
programs. With city mayors having a better understanding of significant health
issues, the working relationship between and among different city departments
involved in the CLGP also improved.
Data from partner cities noted a significant increase in the number and
percentage of births by adolescents. Similarly, there are increasing cases of
sexually transmitted infections and HIV among the younger age groups. The
data on teenage births from partner cities show a higher number of births

1

This section is taken from the Program Description of the Health Leadership and Governance
Program (AID-492-A-13-00014). Final Revised application dated 16 September 2013.
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The KIIs focused on the informant’s assessment of the problems faced by
adolescents in the city, their awareness, and to some extent, involvement in

Two partner cities were identified as study areas for the rapid assessment. These

specific programs for adolescents. The interview also explored the informant’s

are Puerto Princesa in Palawan and Cagayan de Oro City in Misamis Oriental.

own opinion on how to improve adolescents’ access to ASRH programs and

The choice of these cities was based mainly on the fact that the incumbent

services.

2

mayors were CLGP participants, and as such committed to ensure the continuity
 1) review
of programs. Specific methodologies for the rapid assessment include

The group interviews conducted with the barangay health workers (BHWs)

of pertinent project documents both from ZFF and the two cities, 2) key informant
Methodology
interviews (KIIs) with local leaders particularly the city health office, city planning

explored the experiences and challenges that field workers faced in reaching
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out and providing health services to adolescents in the barangay.
The FGDs with teenage mothers and young males in the area, as well as the
interview with an adolescent couple, provided an opportunity to explore young
people’s views and opinion on various aspects of their lives as teenagers, and later
on as teenage mothers/fathers. In the FGD for teenage mothers, participants
were asked to share and discuss how their pregnancy affected relationships with
their families, friends, schoolmates and teachers, and even with their partners.
Participants also discussed the challenges they met as teenage mothers, the

Manila (Nov.
23, 2017)


support they get from government, family and friends, as well as their plans for
the future.
Among young males, the FGD explored their views on relationship, sexuality,
issues affecting young people and their sources of support and information on



different aspects of young adulthood.
Puerto Princesa and Cagayan de Oro will be presented as separate case



studies but commonalities as well as differences found between the two will be
discussed in the concluding section of the paper.



V. Puerto Princesa City, Palawan


Puerto Princesa City is positioning itself as a “tropical paradise with a bustling



The key informant interviews focused on the informant’s assessment of3DJH167RI263
the problems faced by adolescents in the city,
UponWKHLUDZDUHQHVVDQGWRVRPHH[WHQWLQYROYHPHQWLQVSHFLILFSURJUDPVIRUDGROHVFHQWV7KHLQWHUYLHZDOVRH[SORUHGWKH
recommendation of ZFF.
informant’s own opinion on how to improve adolescents’ access to ASRH programs and services.
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urban center.” It is a relatively young settlement, having been established as
a city in 1970. The city is composed of 66 barangays, the majority of which
are categorized as rural barangays. Agriculture and fishing remain the main
industries in the city. As a gateway to favorite beach destinations particularly El
Nido, Puerto Princesa also benefits from the province’s booming tourism industry.
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Puerto Princesa was identified as one of the partner cities for the CLGP program

This information allowed the city to allocate its limited funds to these priority

in 2013. This was also the first term of office of Mayor Lucilo Bayron. The team

barangays.

that participated in the CLGP was composed of the officials from the City Health
Office (CHO), City Social Welfare and Development Office (CSWDO), City

During the presentation of the assessment of Puerto Princesa’s health situation,

Planning Office and Budget Office.

the team admitted some discomfort at highlighting the low score on maternal
health when in fact, maternal death is preventable. Since then, health has

Mayor Bayron was reelected for a second term in 2016, although during his first

become a priority program of the city government.

term (2013-2016), he faced a serious political crisis, following his dismissal from
office by the Ombudsman. The dismissal was later withdrawn, reinstating him as

Programs for Adolescents and Young Adults

City Mayor of Puerto Princesa in July 2017.

Of all the initiatives of the city government, however, manpower development
was considered a major breakthrough. Following the CLGP training, the city

Despite the uncertain political situation, the city government continues to

government pushed for the creation of more plantilla positions for health

function and programs particularly on health are still being implemented.

professionals. Previously, there were only six medical officer positions, and
this was increased to 12, although at present only eight are occupied. The

“Considering that Mayor Bayron was not able to fully function

city health officer admitted difficulty in the recruitment and hiring of medical

as a mayor because of these cases, we have to give him credit

doctors for city health positions. In addition, more nurses, midwives and

that he was still able to accomplish a lot during his first term.”

barangay health workers were hired. Each barangay was provided with a service

(NGO partner)

vehicle for use in emergency, particularly medical emergencies. There was also
close collaboration with the CHO and other agencies to address social and

“Si Mayor ay masyadong hands-on, kung may delegation man,

health concerns.

very few (He is very hands-on and hardly delegates.)”.
(City Administrator)

All informants interviewed agree that teenage pregnancy has reached an
alarming level in recent years. Dr. Ricardo Panganiban, city health officer,

He served as planning officer of Puerto Princesa before he was elected mayor in

said that it reached the level where almost a third of all pregnancies were by

2013. According to one city official, the mayor envisioned Puerto Princesa as a

teenagers. While youth programs were already in existence before CLGP, the

“city where no one will get sick.”

focus on reproductive and sexual health was intensified only in recent years
following reports of increasing incidence of teen pregnancy and HIV/STI.

The participation of the city to the CLGP involved a long process of consultations.
With the guidance of ZFF, the team was able to make an assessment of the health

The CSWDO reported working closely with the CHO in addressing youth

situation in the city. A critical element in the process was the establishment of

concerns. However, they are more concerned with prevention and rehabilitation,

baseline data. ZFF provided the technical assistance in identifying possible data

with a special focus on children at risk.

sources. Thus, roadmaps and equity monitors were provided, which enabled
the analysis of disaggregated health outcomes to ensure that both rich and
poor barangays have equal access to health services. Records gathered by
the CHO, for example, reveal that for consecutive years, there were barangays
that had consistently registered the highest number of teenage pregnancies.
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“Pinupuntahan namin ang bata, as well as parents, tapos

Among the participants, three admitted that they had their first pregnancy when

nagbibigay na kami ng social support services, but the medical

they were between 14 and 16 years old. Two of the participants were already on

aspect, sa City Health Office. (We visit the child/ teenage mother,

their second and third pregnancies.

as well as the parents, then we give them social support services,
but the medical aspect, we leave to CHO.)”

A notable pattern observed from the experience of these teenage mothers

(CSWDO)

was that their first pregnancy was something they did not plan at all, with one
mother mentioning that she only had sex with her partner once. They did not

There is a clear delineation of roles between the CSWDO and CHO, where

use any contraceptive method or talk to their partner about contraceptives. One

the CSWDO is more concerned with social support services and the CHO with

respondent captures the kind of thinking that leads to early pregnancy:

medical services. For instance, CSWDO personnel do not discuss contraceptives
and sexuality education on young people. They leave this task to the CHO.

“Parang youth rebel, parang gusto ko lang sa buhay dati,
magtambay. Naisipan ko na lang na mag-asawa na lang ako,

In prevention campaigns conducted both at the barangay level and in school-

baka pag magkaanak ako, mabago ang buhay ko. (It was like

based fora, such specific task assignments are being followed. Thus, the CSWDO

youth rebellion, what I want to do with my life before is just to

and the CHO always work together for the city’s advocacy and information

bum around. I thought if I get married, hopefully having a child

dissemination programs.

will change my life.)” (Riza, 19 yrs. old, first pregnancy)

The city also has institutional rehabilitation programs for children and youth

When they found out that they were pregnant, all of them availed of prenatal

being managed by the CSWDO. The Bahay Pag-asa serve as halfway homes

services in the barangay health center. Majority were already in their first

for children at risk, such as rape victims, children in conflict with the law, abused

trimester when they had their first prenatal checkups.

children and street children. There is also a Center for Girls (for teenage mothers)
“Nahihiya po ako... dahil bata. Pero nalaman ko later, marami

and a Center for Boys.

din pala kami (I was embarrassed…because I was young. But I
On service provision, the city offers family planning commodities in barangay

learned later, there are a number of us).” (Ana, 16 years old, first

health units, but because of the Responsible Parenthood and Reproductive

pregnancy).

Health (RPRH) Law provision that requires parental consent for clients below
18 years old, adolescents are still restricted from accessing family planning

At the health centers, pregnant teenagers are provided with the full pre- and

services in public health facilities. However, adolescent clients in general are

postpartum care package. There are also orientation seminars on breastfeeding

not automatically turned down, they are encouraged to come back with their

and family planning. BHWs are usually assigned in sitios to conduct house-to-

parents or guardian.

house visits to track mothers and remind them of their schedule for vaccination,
deworming, and postpartum care.

Teenage Mothers’ Health Utilization Experience
The FGDs among teenage mothers were able to gather nine girls aged 16-21.

Birth delivery options are also provided to teenage mothers, most of whom know

Three participants were below 18 years old, but the project team was able to

that they can either go to the provincial hospital or private lying-in clinics. Those

get in touch with their guardians (mothers, partner) to ask for verbal consent to

who are under 18 said that they were still covered by their parents’ Philippine

participate in the FGD.

Health Insurance Corporation (PhilHealth) insurance, while three participants
said that they had their own PhilHealth coverage.
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Interestingly, most participants did not see a future with the father of their child.

The CHO, on the other hand, confines HIV/AIDS cases to mostly men having

Two admitted that they had broken up with their partners and would raise their

sex with men (MSMs). This can be traced to the influx of migrants to the city,

children on their own. Most of them planned to continue and finish their studies,

although there is the fear that new cases are now coming from the local residents

and hopeful to get employed in the future.

themselves. There is a social hygiene clinic, funded by the city government, and
in partnership with the Save the Children Foundation.

HIV/STI Program for the Youth
In general, the city enjoys support coming from various organizations in the
There is already an existing program by the DOH on HIV/STI that is being

implementation of different health programs. These include Pilipinas Shell

implemented at the local level. Under the DOH program, advocacy efforts

(malaria, HIV), Save the Children (HIV), Tulay sa Kalusugan (diabetes), Korean

are conducted among high school students. This includes lectures on HIV/STI

Organization for International Health (TB) and Roots of Life (RH). There is

given by invited speakers, from the CSWDO and the CHO. Private organizations

some vocal opposition from the Catholic Church, particularly on reproductive

such as Roots of Life conduct lectures in schools on reproductive health, while

health programs, but efforts are being made by the city government to forge a

Pilipinas Shell Foundation helped build a community center for adolescents to

partnership with the Church.

access different types of services including reproductive health.
Based on Puerto Princesa’s scorecard or the roadmap indicators since it
Aside from the school-based approach implemented for the advocacy program

started with CLGP in 2014 up to 2016, substantial gains were found in almost

on HIV/STI, there are also community level programs or lectures on sexual and

all areas of the health system, particularly, in health and social financing and

reproductive health. At the city level, the government initiated the formation of

human resource. In health human resource, there have been efforts to increase

a multi-sectoral council chaired by the mayor, the Local AIDS Council. The city

the number of plantilla positions for all medical personnel. On health service

also formed the Barangay HIV Team to serve as frontliners for advocacy efforts

delivery, though there are gains, there remain challenges as well. Reproductive

at the barangay level.

health indicators such as the contraceptive prevalence rate improved slightly,
but teenage pregnancy/births remain at the same level as in 2014.

The latest estimate of HIV cases in Puerto Princesa is 114, three to four of which
are adolescents. Reactive cases are being referred to the treatment hub, the

In February 2018, the city, with the help of Roots of Health, approved the Puerto

Ospital ng Palawan.

Princesa City Reproductive Health Code, as well as the creation of the City
Implementation Team. It aims, among other objectives, to address the health

While HIV incidence among teens is relatively low, the HIV coordinator of the

needs of young people.

city cautions that the bigger problem is actually the low level of knowledge
about HIV/STI among young people. Thus, they are pushing for the inclusion of

VI.Cagayan de Oro City

HIV/STI education in the curriculum.
Cagayan de Oro City (CDO) is regarded as the gateway to Northern Mindanao.
“Among youth, ang problema ay hindi STI/HIV, ‘yung knowledge

It is a highly urbanized center and serves as the capital of the province of Misamis

mismo. (Among youth, the problem is not STI/HIV, but the

Oriental. It is composed of 80 barangays.

knowledge itself.)” (STI/HIV coordinator)
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In 2013, CDO was one of the cities identified to be part of the CLGP. Under

Before the youth program in Barangay Puntod started, teachers were complaining

the CLGP, the main health challenges that were identified by the team were

that students would disappear once they heard that a ship was arriving. When the

high maternal mortality, specifically, poor service delivery network and

youth program started in the barangay, the CHO was given the MAPEH (Music,

increasing teenage pregnancy. In addition, the team also recognized existing

Arts, PE and Health) slot for the fertility and sexuality awareness program. There

health inequities, particularly a low TB cure rate and low government spending

were some difficulties in the beginning especially since they were also new to

on health.

the program. They coordinated with the Commission on Population (POPCOM)
and used the advocacy and training materials on youth from them. With their

At the time of CDO’s inclusion in the CLGP, Mayor Oscar Moreno had started his

success in Barangay Puntod, the CHO made similar efforts to reach students

first term in office, following a two-term incumbency as provincial governor of

from other public schools in the city.

Misamis Oriental (from 2007 to 2012).
In order to address the maternal mortality rate and increasing incidence of teenage

Programs for Adolescents and Young Adults

pregnancies, one strategy adopted by the city health team was to improve health
services, particularly the establishment of more maternal health care centers. At

Mayor Moreno’s term of office centers on an eight-point agenda: 1) poverty

some point, this affected private clinics as they started losing patients.

alleviation and public order and safety; 2) revenue generation; 3) infrastructure
and investments; 4) metropolization; 5) education and environmental protection;

However, the general framework undertaken by the team was to link education

6) health and hospital services; 7) agricultural productivity; and 8) teamwork,

and health as a strategy in the implementation of health governance programs.

traffic and tourism.
“Sabi ni mayor, dapat ang mga estudyante, pumunta sa school
Although all of these are considered priority areas, the mayor sees education

na araw at lalabas siya araw din kasi may epekto ‘yun eh…

and health as important in the development of the young people of CDO.

Ngayon, ang ginawa ni Mayor, nagpagawa siya ng maraming
classroom para di na sila aabot ng gabi. Mayroong study na sa

“… he [he mayor] is focused on education. Lahat ng mga

teenage pregnancy, gabi na sila umuuwi… Dati may panggabing

barangay sa CDO, may national high school na… ‘karon, na ng

shifting, ngayon wala na. (The mayor said that students go to

choice ang mga bata, hindi na marriage lang (…he is focused

school during the day and should also leave during daytime. It

on education. All barangays in CDO have a national high

has an effect. Now, what he did, he ordered construction of more

school… now, young people have a choice, not just marriage.)”

classrooms so students would not have to stay in school until late

(City Health Official)

in the evening. There is a study that teenage pregnancy is more
common among those who go home late in the evening. Before,

While there have been programs on youth development before, the focus on

there was a night shift, now, there is none.)”

health and wellbeing in recent years was prompted by several factors, such as
the phenomenon of “akyat barko,” where young girls are being pimped into

The city government believes that health governance should not only focus on

prostitution to cater to the needs of people who are working on the ships

health, but should be incorporated in other equally important priority area such

that dock regularly at the port of CDO and the increasing number of teenage

as education. More importantly, this holistic approach to health governance

pregnancies.

was mainstreamed to the barangays so that they could also improve the way
they handle their finances, and learn how to collaborate with other groups on
projects related to health.
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“…i-da-down namin sa barangay… Mayroon team sa city, tapos,

students (the module given by POPCOM was identified to be appropriate for

sa barangay, nagkaroon na din ng team para maintindihan

the proposed age group).

nila what is the importance of health, particularly sa kanilang
budgeting, collaboration with other groups. (...we will bring this

Other school-based activities for ASRH promotion include contests such as

down to the barangay. We have a team in the city, then, in the

poster-making, slogan-making, jingles, FGDs, and quiz bees. Such activities

barangay, there will also be a team so they will understand the

produced great results and promotional materials, entail costs for which funds

importance of health, particularly in budgeting and collaboration

need to be allocated.

with other groups.)” (City Planning Officer)
ASRH lectures are conducted for young people from households that are
Moreover, there are also activities for HIV awareness, for which a separate

beneficiaries of the Pantawid Pamilyang Pilipino Program (4Ps) and those who

budget is being allocated by the City Budget Office.

are out of school.

Aside from the CHO and the CSWDO, other youth activities and programs

With students suggesting that their parents must also be informed, the CID

in CDO are being handled by the Community Improvement Division (CID),

launched the Learning Package for Parent Education (LPPED) program together

which is a special unit under the Office of the Mayor. The primary purpose of

POPCOM. This activity is designed to inform parents on how to handle their

the CID is for advocacy and the provision of information; it caters to the youth,

adolescent children, particularly on ASRH related issues.

couples, families, and the community in general, providing better options
for development such as the knowledge on informed choices and livelihood

Other city initiatives include involving “Texter Clans” in spreading information

possibilities.

on ASRH. Members of these groups were invited to ASRH classes, and were
instructed to teach their peers what they had learned. They were all encouraged

With regard to ASRH programs, related activities by the CID include the

to participate in youth activities. According to some key informants, some of

U4U program program, which is done in barangays and public schools. U4U

those who were trained under the program eventually ended up working at the

is a program handed over by POPCOM, where the youth are taught by peer

city hall.

educators on ASRH, through interactive activities in a caravan. This activity is
usually conducted for two days in every school. On the first day, the CID staff will

To further improve the city’s youth development program, the establishment

train 20-25 students of the caravan’s mechanics and the topics to be discussed,

of the Information Services Delivery Network (ISDN) is now being proposed to

as they will serve as peer educators on the next day. On the second day, each

the city council. The ISDN is a network of partners, involving different agencies

peer educator shall facilitate the caravan and teach another 20 students. Due

and organizations that have youth-related programs and services. Partners

to limited funding, they have covered only four schools in 2017 (this program

include the CSWDO, the CHO, the City Hospital, the Personnel Employment

usually costs around PhP 32,000 per activity). The program started in 2015 and

Services Office (PESO), and the Philippine National Police (PNP). NGOs that

is conducted yearly.

were mentioned as partners include Mindanao Health, RotarAct, Y-Peer, and
Misamis Oriental-Cagayan De Oro AIDS Network. The network is still in the

The CID also conducts ASRH lectures for Grade 9 students every year. The

process of finalizing the referral system. This network’s primary purpose is to

lectures include fertility awareness, responsible parenthood, and family planning

identify every youth’s specific needs, and the agency/institution that can provide

methods. There is a plan to lower the target age group, starting from Grade 6

specific services.
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Teenage mothers in Puerto Princesa and Cagayan de Oro shared a similiar
narrative: their pregnancy was something they did not plan or expect.

Health care utilization by adolescents and the youth, especially regarding
ASRH services, is still limited. Interviews with city officials, as well as FGDs with

“Kasagaraan man gud, layagunon ko. Unya late naman kaayo, wala

teenage mothers and young males from the communities reveal the utilization

gihapon. (I have irregular menstruation. But it was already late, and

of health care services. The biggest factor is the provision of the RPRH Law that

there is still nothing.)” (Jane, 15 years old, first pregnancy)

limits access to contraceptives for young people who are below 18 years old
without the parents’ consent. Further, there is the strong notion of “shame” and

“Ga-buros ko, wa man nako nabal-an. Mga three months na,

a negative view of young people who approach health centers and personnel

nagpregnancy test ko. (I was already pregnant, I did not know. I was

for sexual health needs.

already three months on the way when I did the pregnancy test.)”
(Lily, 16 years old, first pregnancy)

“Actually, ang among adolescents, ang naga-adto sa amoha,
kanang buros. Maulaw man gud sila. Nahadlok man sila kay basi

No one among the teenage mothers who participated in the FGD reported using

daw tsismisan sila. (Actually, our adolescents [here], they would

any form of modern contraceptives. At best, one mentioned using withdrawal.

come to us when they are already pregnant. They feel embarrassed.

There seems to be a lot of misconception about modern contraceptives such as

They are also afraid that they will be the subjects of gossip.)” (BHW)

the pill, as one participant mentioned:

While teenage pregnancy is a reality in most communities, adult members still

“Ingon man nila, di ka dapat maggamit sa pills kung wala ka pa

refuse to discuss the issue with health personnel. Young people do not usually

kaagi magbata. (They told us that you should not use pills if you

approach the BHWs for sexual health advice because of fear that they will

have not given birth yet.)” (Angel, 19 yrs. old, first pregnancy)

divulge the information to their parents. Most BHWs are also residents of the
barangay and are likely to know everyone in the area. Some BHWs, however,

While adolescents cannot access contraceptive commodities because of

share that there are also parents who are more “progressive” in terms of their

provisions in the RH Law, BHWs do not turn them down whenever they are

views on sex and health.

approached for information regarding contraceptive options. They would also
advise adolescents to come back with their parents in case they need services.

“Naa ko isa ka mama nga na-encounter nga naa 17 years old nga

Both city health officials and BHWs agree that this aspect of service provision to

anak, siya mismo nagpadepo sa anak. Pero sa private. (I know of

adolescents is still not maximized. However, full pre- and post-natal care services

a mother who has a 17-year-old daughter. She herself brought her

are provided by public health facilities to teenage mothers. As mentioned by

daughter to a private clinic to get depo shot.)” (BHW)

the Dr. Dilla of the CHO:

However, there are still cases as BHWs find that most do not seem to care about

“Kung dili man namo sila nabuligan to avoid teenage pregnancy,

their children. This observation found resonance among teenage mothers.

we make sure that we provide them with sufficient maternal care.

When asked how their parents react to their pregnancy, almost every one said

(We may not have helped them avoid teenage pregnancy, but we

“it was okay with their parents.”

make sure that we provide them with sufficient maternal care.)”
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Teenage mothers who participated in the FGD are quite satisfied with the

officials credited CLGP with the increase in hazard pay of health employees

services they get from the center. They are already thinking of their options for

following the Magna Carta. They were also able to hire four additional doctors

delivery, either at the city hospital or in private lying-in clinics. They also have

and address the shortage of BHWs by training at least 100 BHWs every year.

a separate schedule for pre-natal services, and they receive assessment and

The City Health Board was expanded, and they hold regular meetings. The

counselling from the nurse of the health center.

budget for health rose from 33% of Internal Revenue Allotment in 2015 to 88%
at present. The city now conducts regular maternal death review to assess the

Aside from the prenatal care for young mothers at the barangay health centers,

status of maternal health in the city.

teenage mothers are also provided with counselling services. Health providers,
especially the BHWs were provided Adolescent Job Aid (AJA) training to handle

VIII. Lessons and challenges from health governance initiatives on the

adolescent patient more effectively and there is an intensified effort to track and

provision of ASRH services

monitor pregnant adolescents in the barangays.
The experiences of Puerto Princesa and Cagayan de Oro in health governance

HIV/STI programs

highlight interesting insights on scaling up provision of ASRH services to
adolescents.

As mentioned earlier, the city has a separate budget for HIV awareness activities.
There are also DOH-led programs on HIV/STI that include advocacy and
information campaign, as well as voluntary testing.

1) Political leadership is a major factor. The terms of office of both local chief
executives were hampered by accusations of graft and corruption and
dismissal from office. However, by having a strong health team, these crises

FGDs with young males, however, show very low level of utilization of ASRH

did not affect the implementation of programs. Both also benefit from

services in the health center, despite rising awareness of young people

reelection, thus, ensuring continuity of programs. A single term of office

having “sira,” the local term used for sexually transmitted diseases and risky

(three years) may not be enough to measure the effect of health programs.

behavior of young people in the barangay. This includes “mamayot” or having
sexual relationships with gay men, and having SDs (sugar daddies) among
adolescent girls.

2) Strengthening health systems, particularly addressing human resource gaps,
is a good start for health governance.

Health centers are accessed only by young males for common medicines or for
wounds, otherwise, most would rather go directly to hospitals.

3) Coordination with different agencies within the city government can lead to
better results. In both cities, different agencies were clear about their roles
and responsibilities. Between the two cities, however, CDO seems to have a

VII. Gains and Challenges after CLGP

better setup, especially with the special unit under the Office of the Mayor,
the CID. This unit handles most of the special projects related to ASRH.

There are several gains worth noting, particularly in the area of health
governance. Efforts are underway now to cascade the idea of health governance
to the level of the barangay. However, this would also demand human resource
development which the city still has to address. At the city level, city health
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4) In the case of CDO, the integration of health concerns with other aspects of
development, such as education, provides a more holistic approach to the
achievement of development goals. The city also has a clear vision of trickledown health governance with the strengthening of barangay health teams
and the ISDN.
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Introduction

Measuring health impact:
Piloting social return on investment
to enhance the evaluation
of community health interventions

The Zuellig Family Foundation (ZFF) is committed to improving the health
conditions of Filipinos in rural communities across the Philippines. Integral
to ZFF’s vision are its efforts to engage, empower, and equip community
leaders, primarily local executives and healthcare providers. A testament to
ZFF’s commitment is its recognition that improving health conditions requires
an evidence-based approach to measuring the impact of its interventions. To
help explore a new methodology, ZFF engaged with the Institute for Social
Entrepreneurship in Asia (ISEA) to test the effectiveness of the Social Return on
Investment (SROI) approach in measuring and communicating impact.
Capturing Health Impacts through Monitoring and Evaluation with SROI
(CHIMES) is the initiative led by ISEA to pilot the process of integrating SROI in
enhancing ZFF’s program planning, monitoring, and evaluation system (PMES).
CHIMES was a one-year action research project, which employed the SROI

By Dr. Marie Lisa M. Dacanay and Meldy Pelejo

approach in studying the impact of the ZFF’s Community Health Partnership
Program (CHPP) in selected municipalities that are poor or geographically
disadvantaged and isolated areas (GIDA).

W

The project was guided by an overall research question:

ith the health care system being the recipient of countless
interventions from government and non-government actors,

•

Expressed in SROI language, how may CHPP’s net social impact be
characterized across different types of stakeholder groups?

one important question is the actual, measurable impact of

these interventions on their intended beneficiaries. The following article
seeks to answer this concern by using Zuellig Family Foundation’s (ZFF)

Supplementary research questions are as follows:

Community Health Partnership Program as a case study, and using the Social
Return on Investment (SROI) model as methodological framework. This article

•

What were the significant social impacts of ZFF’s CHPP—positive and

was written by Marie Lisa Dacanay, PhD, and Meldy Pelejo of the Institute for

negative, intended and unintended, on the aggregate and among the most

Social Entrepreneurship in Asia (ISEA) based on the findings of a research

important stakeholder groups?

project called Capturing Health Impacts through Monitoring and Evaluation
with SROI, commissioned to ISEA by ZFF in 2018.

•

What were the possible factors and conditions that contributed to the
creation of positive and/or negative levels of social impact (good, better,
best) on the aggregate and among the most important CHPP stakeholder
groups?
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Figure 1. ZFF’s Health Change Model

How may the social costs and benefits that the CHPP had generated be
monetized in ways that are relevant and socially acceptable among CHPP

Conceptual Framework

stakeholder groups?

Health Change Model

I. ZFF’s Health Change Model
Around 10 years ago, the Zuellig Foundation underwent organizational change,
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family and consequently it was renamed the Zuellig Family Foundation. The
change also entailed an evolution of focus, shifting from providing capacity-
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building and technical assistance to the Department of Health (DOH) to primarily
working to improve the health conditions of poor Filipinos in rural areas. This
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Arrangements
Improved Health
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Delivery Systems

shift is attributed to a realization that working to improve the health of rural

Better Access to
Inexpensive, Quality
Generics

communities is where ZFF could make the biggest impact.
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PhilHealth Insurance

ZFF’s Board of Trustees (BOT) developed the foundation’s Health Change Model

Research, CHPP
and Partnerships

Innovative Programs

Good Local Health Service
Delivery of Child and
Maternal Care, Infectious
Diseases, and Nutrition
Health Infrastructure and
Water and Sanitation
Quality and
Inexpensive Drugs

Public Advocacy

Leadership Better
Health Outcomes
for the Poor
Longer Life
Expectancy
Lower Child and
Maternal Mortality
Lower Malnutrition
Rate

Access to Health Insurance
Others: Livelihood, Education

(HCM) based on Amartya Sen’s framework on inequities. Sen posits that poverty
is about “not having the capability to realize one’s full potential as a human

ZFF acknowledges the critical role local leaders play in creating responsive

being.” This approach to health interventions focuses primarily on addressing

health systems that address the needs of the poor. This is why the HCM was

what Sen calls “capability deprivation.”

anchored on the Bridging Leadership (BL) framework, a management approach
to leading collaborative action in addressing social inequities. This framework

The HCM, as shown in Figure 1, explains a process of change in the health

was developed by the Asian Institute of Management–TeaM Energy Center

sector toward achieving local health outcomes, including two key components:

for Bridging Leadership, which was headed by ZFF President Ernesto Garilao.1
Based on the BL framework, ZFF developed two major program interventions,

•

First, the health conditions of poor Filipinos could improve if they gain access

namely:

to innovative health services. However, access is contingent upon responsive

• Health Leaders for the Poor (HLP); and

institutional arrangements which, in turn, are directly influenced by the local

• Community Health Partnership Program (CHPP)

health leaders themselves. This means mayors, public health leaders, and
frontline health staff are critical to operationalizing responsive institutional

II. The Community Health Partnership Program

arrangements.
The core intervention of CHPP was a two-year training on health leadership and
•

Second, the HCM also illustrates various programs ZFF would pursue. The

governance that involves a face-to-face program, consisting of four modules.

main goal of these programs is to improve local healthcare systems and

Municipal health leaders from selected municipalities were trained on BL to give

delivery especially for poor Filipinos in rural areas.

them a deeper understanding of health issues, introduce new health programs,
1
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strengthen their local institutions, and mobilize community involvement.2 After

The CHPP initially started with three cohorts of municipalities. These cohorts

each module, the health leaders were given field-based exercises as part of their

served as the modelling phase for the program before it was replicated by

training. This practicum phase invited the trainees to work on the “inequities”

other institutions. For the first cohort, ZFF selected the five poorest provinces

they had previously identified. With the assistance of ZFF staff, trainees were

in the Philippines. In 2009, the CHPP’s Cohort 1 consisted of nine partner

coached and mentored to apply the BL framework in creating a technical

municipalities.3 In 2010, an additional 13 municipalities comprised Cohort 2.

and leadership roadmap towards addressing the health challenges in their

And, for Cohort 3, another eight municipalities from the Autonomous Region

municipalities.

in Muslim Mindanao (ARMM) were covered. By 2015, the ZFF had 72 partner
municipalities for the CHPP, which were grouped into three prototype model
municipalities, namely: poor, ARMM, and GIDA.4

The Municipal Roadmap (see Figure 2) used the Basic Health System’s six
building blocks, namely:

Figure 2: CHPP’s Municipal Roadmap Using the
Basic Health System’s Six Building Blocks
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•
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3

Values-based Vision and Mission. Zuellig Family Foundation Annual and Sustainability
Report 2016, pp. 2-5.

222

4

Health
Data
Health
Data
Health
Data
Board
Board
Board

LGU
Scorecard
LGU
Scorecard
LGU
Scorecard

Magna
Carta
Magna
Carta
Magna
Carta
Implementation
for
Implementation
Implementation
for for
PublicHealth
Health
Public
Public Health
Workers
Workers
Workers
Rationof
of
Ration
Ration of
Community-based
Community-based
Community-based
Pharmacy
Pharmacy
Pharmacy

BHWHonorarium
Honorarium
BHW
BHW Honorarium

•

Maternal/Infant
Maternal/Infant
Maternal/Infant
Death
Review
Death
Review
Death
Review

Citizen’sCharter
Charter
Citizen’s
Citizen’s
Charter
onHealth
Health
on
on Health

Barangay Health
Barangay
Health
Barangay
Health
Infrastructure
Infrastructure
Infrastructure
Maternal and Child Care
Maternal
Maternal and
and Child
Child Care
Care

Data
Gathering
Data
Gathering
Data
Gathering
and
Recording
and
Recording
and
Recording

RGU
HHR
RGU
HHR
RGU
HHR
Competency
Competency
Competency

BLGU
Health
BLGU
Health
BLGU
Health
Budget
Budget
Budget

Enrollment
of
Enrollment
Enrollment
of of
Indigents
Indigents
Indigents

Presence
of of
RHU
Presence
ofRHU
RHU
Presence
Essential
Medicine
Essential
Medicine
Essential
Medicine

Data Collection Utilization and Information Dissemination
Data
Data Collection
Collection Utilization
Utilization and
and Information
Information Dissemination
Dissemination

Local
Local PhilHealth
PhilHealth Administration
Administration

Local PhilHealth Administration

Approval by the ZFF BOT at the final selection workshop

Barangay Health Governance

budget”

Barangay
Barangay Health
Health Governance
Governance

Barangay
Health
Barangay
Health
Barangay
Health
Governance
Body
Governance
Governance
BodyBody

equity above and beyond those funds already committed in their regular

Baseline Data
BaselineData
Data
Baseline
Collection
Collection
Collection

Health Service Delivery
HealthService
ServiceDelivery
Delivery
Health

Reproductive Health
Reproductive
Reproductive Health
Health

Health
Human
Health
Human
Health
Human
Resource
Adequacy
Resource
Adequacy
Resource
Adequacy
BHS
BHS
BHS

Health Information
Health
Information
Health
Information
System
System
System

Water Sanitation and
Water
Sanitation
Water
Sanitation and
and
Hygiene
Hygiene
Hygiene

Actual
Budget
Actual
Budget
Actual
Budget
Utilization
Utilization
Utilization

Local chief executive (LCE) and local government unit (LGU) staff who are
“committed to participate and provide community health development

•

Health Human
HealthHuman
Human
Health
Resource Adequacy
ResourceAdequacy
Adequacy
Resource
RHU
RHU
RHU

4-in-1
4-in-1
4-in-1
Accreditation
Accreditation
Accreditation

and infant mortality ratios)
•

LGU Health
LGUHealth
Health
LGU
Budget
Budget
Budget

Drug Management System
Drug
Drug Management
Management System
System

“High disease burden” based on poor health indicators (e.g. high maternal

Health Human Resource
Access to Medicine &
HealthHuman
HumanResource
Resource
Access
toMedicine
Medicine&
&
Health
Access
to
Technology
Technology
Technology

RHU and BHS Human Resource Management
RHU
RHU and
and BHS
BHS Human
Human Resource
Resource Management
Management

•

LocalLocal
Health
Local
Health
Health
Board
Board
Board

Health Resource Generation and Management

Poor health systems

Municipal Health Governance

•

Municipal Health
MunicipalHealth
Health
Municipal
Action
Plan Plan
ActionPlan
Action

Municipal
Municipal Health
Health Governance
Governance

The criteria for participating municipalities were as follows:

Health Financing
HealthFinancing
Financing
Health

Health
Health Resource
Resource Generation
Generation and
and Management
Management

Leadership &
Leadership&
&
Leadership
Governance
Governance
Governance

Presence of Barangay Health
Presenceof
ofBarangay
BarangayHealth
Health
Presence
Stations
Stations
Stations
Maintenance and Operations
Maintenanceand
andOperations
Operations
Maintenance
Utilization
Utilization
Utilization
Available
AvailableTransportation
Transportation
Available
Transportation
Pre-natal
Pre-natal
Pre-natal
Services
Services
Services
Post
PostNatal
Natal
Post
Natal
Maternal
Services
Maternal
Maternal
Services
Services
Health
HealthCare
Care
Facility
Health
Care
FacilityBased
Based
Facility
Based
Initiatives
Initiatives
Initiatives
Deliveries
Deliveries
Deliveries
Skilled
SkilledBirth
Birth
Skilled
Birth
Attendance
Attendance
Attendance
Exclusive
Exclusive
Exclusive
Breastfeeding
Breastfeeding Breastfeeding
Breastfeedingfor
for
Breastfeeding
Breastfeeding
for
Initiatives
infants
Initiatives
infants0-6
0-6
Initiatives
infants
0-6
Months
Months
Months
Newborns
borns
New
borns
New
initiated
initiated
initiated
breastfeeding
breastfeeding
breastfeeding
withinone
onehour
hour
within
one
hour
within
afterbirth
birth
after
birth
after
EssentialIntraparture
Intrapartureand
andNewborn
Newborn
Essential
Intraparture
and
Newborn
Essential
CareInitiatives
Initiatives
Care
Initiatives
Care
FullyImmunized
Immunized
Fully
Immunized
Fully
Infant
and
Child
Infant
and
Child
Infant and
Child
ChildCare
Care
Child
Care
Under555
Under
Child
Under
Initiatives
Initiatives
Malnutrition
Malnutrition
Initiatives
Malnutrition
PrevalanceRate
Rate
Prevalance
Rate
Prevalance
AdolescentReproductive
ReproductiveHealth
Health
Adolescent
Reproductive
Health
Adolescent
Initiatives
Initiatives
Initiatives
Provisionof
ofFP
FP
Provision
of
FP
Provision
Commoditiesand
and
Commodities
and
Commodities
Family
Services(RHU)
(RHU)
Family
Services
(RHU)
Family
Services
Planning
Planning
Contraceptive
Contraceptive
Planning
Contraceptive
Initiatives
Initiatives
PrevalanceRate
Rate
Prevalance
Initiatives
Prevalance Rate
UnmetNeeds
Needs
Unmet
Unmet Needs
SanitaryToilets
Toilets
Sanitary
Sanitary Toilets

Accessto
toSafe
SafeWater
Water
Access
Access to Safe Water

Dao, Capiz; Padre Burgos, Quezon; Santa Fe, Nueva Vizcaya; Dingalan, Aurora; Sultan sa Barongis,
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ZFF document on the Community Health Partnership Program.
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III. SROI Methodology

financial investments as denominator, the resulting SROI ratio is one that gives
a blended monetary value representing the financial and social return for every

A common practice among businesses is to compute the financial return on

peso of investment. In cases where no financial returns are realized, e.g. case in

investment (ROI), which essentially answers the question: How much does

many development projects or programs such as CHPP, the SROI ratio represents

an investor stand to gain in return for the amount of money invested? The

the monetary value of social returns on the blended value of investments made.

practice of deriving an ROI that accounts for social, cultural, and environmental
outcomes is not as common. Around the world, there have been efforts to

Computing the monetary value of the stakeholder-based outcomes can be

account for the non-financial and intangible impacts of investments in monetary

achieved using techniques based on:

terms. The Social Return on Investment (SROI) is a methodology that evolved in
• The actual income (e.g. increased income of a stakeholder who was

this context.

underemployed prior to the intervention)
“SROI is a particular language for communicating social economic and
environmental value… More than a single number, SROI analysis is a way of

• Cost savings or opportunity costs (e.g. households’ savings on healthcare

It is focused on the results vis-a-vis processes.

costs attributed to an immunization program for children) or investment costs

As a methodology, SROI has the “capacity to measure broader socioeconomic

(e.g. cost of additional investments of partner institutions mobilized as proxy

outcomes, analyzing and computing views of multiple stakeholders in a singular

measure for increased capacity of stakeholder to build partnerships)

reporting on value creation.

5

monetary ratio” unlike cost-effectiveness, cost-utility, and cost benefit analyses.

6

• Perceived monetary value, sometimes referred to as “shadow price,”

How is SROI derived?

expressed in terms of what people are willing to pay for or the equivalent
monetary value of an intangible outcome by a stakeholder (e.g. amount of a

By understanding stakeholders and what they consider as valuable, the SROI

lottery prize identified by mothers as proxy measure for the feeling of security

examines experienced or perceived changes by stakeholders resulting from an

and wellbeing during and after pregnancy as a direct result of a maternal and

intervention. From these changes, the approach identifies the most significant

child care program yielding zero maternal deaths during child birth)

outcomes on the most relevant stakeholder groups, giving due importance
to intangible outcomes (e.g. improved maternal wellbeing or improved social

• Revealed preference or monetary value derived from the price of a related

protection). Then, efforts are made to quantify and monetize both financial and

market-traded good or service (e.g. cost of tuition, transportation and

non-financial outcomes.

living expenses incurred when completing a graduate program offered by a
prestigious management school as proxy measure for improved leadership

The approach also accounts for financial and non-financial investments by all

and management competencies gained from a customized on-site leadership

the relevant stakeholder groups. Using the financial outcomes combined with

development program)

the monetized intangible outcomes as numerator, and the financial and nonIn order to come up with the social values for the identified outcomes, it is
5

6

Scholten, P., Nicholls J,. Olsen, S,. Galimidi, B., (2006). Social Return on Investment: A
Guide to SROI Analysis. Amsterdam. Lenthe Publishers.
Banke-Thomas, Aduragbemi Oluwabusayo et al. SROI Methodology to account for Value
for Money of public Health Interventions: A Systematic Review. 2015. Center for Maternal
and Newborn Health, Liverpool, UK.
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important to translate into monetary values the quantified impact of program
interventions or operations for each stakeholder benefitting from the changes.
The monetary values of identified social, cultural, and environmental outcomes
are added annually across a defined time horizon or the number of years of
impact to be used for the study.
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The SROI methodology also considers to what extent a social outcome may be

CHIMES is a pioneering study globally because it applies the SROI methodology

attributed to a development intervention. Hence, any SROI research undertakes

in characterizing the impact of an intervention to improve the local health

efforts to generate data to establish relevant “attribution rates” for each

governance competency and capability of an LGU and its leaders.

significant outcome. Based on feedback from relevant stakeholder groups, a
percentage, called “attribution rate,” is applied to social values generated.

In the Philippines, most SROI studies have been conducted to characterize
the impact of social enterprises and development programs, not specifically

When the SROI study is considering a time horizon across many years, as in the

health interventions. While SROI is widely accepted in developed economies,

case of CHPP, the SROI ratio determines and utilizes the net present value (NPV)

as spearheaded by the United Kingdom and the Netherlands, SROI remains a

for both the social outcomes and the investments. The NPV technique entails

novel approach in developing economies like the Philippines.

determining an appropriate discount rate. For development programs that do
not yield a financial return, as in the case of CHPP, an acceptable discount rate

In 2015, Banke-Thomas et al. conducted a systematic review of SROI studies of

is the average inflation rate.

public health interventions from different countries published between January
1996 and December 2014. Forty studies met the inclusion criteria set by the

However, the most important aspect of any SROI study is the story behind the

authors. Of these studies, 83% came from developed countries while 17% were

SROI ratio, especially in terms of insights gleaned from the monetized social

from low-middle income countries. The eight public health areas where SROI

outcomes and investments. What do these monetized social outcomes and

was applied are 1) health promotion, 2) mental health, 3) sexual and reproductive

investments mean to the most important stakeholder groups?

health, 4) child health, 5) nutrition, 6) healthcare management, 7) health education,
and 8) environmental health. The studies used both quantitative and qualitative

Capturing Health Impacts through Monitoring and Evaluation with SROI

methods to gather information. The SROI ratios generated ranged from 1.1:1 to

(CHIMES)

65:1. This means that every currency unit invested generated a range of social
outcomes valued at 1.1 to 65 currency units. Table 1 provides the details of the

The objective of CHIMES was to help ZFF examine the relevance and potential of

40 SROI studies in terms of the range of SROI ratios generated then classified

the SROI methodology in enhancing the way it measures and communicates the

according to the public health areas covered by the interventions.

impact of CHPP and similar programs. Because SROI quantifies and monetizes
impacts across relevant stakeholder groups, the findings would allow ZFF to
reflect on the effectiveness and efficiency of its investments in CHPP.
CHIMES was designed to generate insights to answer the following questions:
•

What were the greatest social values created by CHPP?

•

Which stakeholders benefited the most from the CHPP?

•

What were the most significant investments that made the most impact or
created the most social values?
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HLJKW   SXEOLF KHDOWK DUHDV ZKHUH 652, ZDV DSSOLHG DUH DV IROORZV KHDOWK SURPRWLRQ PHQWDO KHDOWK VH[XDO DQG
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VWXGLHVXVHGERWKTXDQWLWDWLYHDQGTXDOLWDWLYHPHWKRGVWRJDWKHULQIRUPDWLRQ7KH652,UDWLRVJHQHUDWHGUDQJHGIURP
 WR   7KLV PHDQV WKDW HYHU\ FXUUHQF\ XQLW LQYHVWHG JHQHUDWHG D UDQJHRI VRFLDO RXWFRPHV YDOXHG DW  WR 
FXUUHQF\XQLWV7DEOHSURYLGHVWKHGHWDLOVRIWKH652,VWXGLHVLQWHUPVRIWKHUDQJHRI652,UDWLRVJHQHUDWHGWKHQ
FODVVLILHGDFFRUGLQJWRWKHSXEOLFKHDOWKDUHDVFRYHUHGE\WKHLQWHUYHQWLRQV
Table 1. No. of SROI Studies and Range of SROI Ratios by Public Health Area

7DEOH1RRI652,6WXGLHVDQG5DQJHRI652,UDWLRVE\3XEOLF+HDOWK$UHD 

Public health area

Minimum
SROI ratio

Maximum  No of
SROI ratio Studies

&KLOG+HDOWK







(QYLURQPHQWDO+HDOWK







+HDOWK&DUH0DQDJHPHQW







+HDOWK(GXFDWLRQ







+HDOWK3URPRWLRQ







0HQWDO+HDOWK







1XWULWLRQ







6H[XDO5HSURGXFWLYH
+HDOWK







6RXUFH%DQNH7KRPDVHWDO  
Source: Banke-Thomas et al. (2015)
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IV. CHIMES Methodology
This study measured the impact of CHPP on the most important stakeholder
groups engaged from 2009 to 2017, which included the LCE or the mayor, the
municipal health officer (MHO), the Local Health Board (LHB) representative
and other LHB members, other stakeholders at the LGU, and the beneficiaries
in the local communities.
Study was built upon the impact evaluation findings of the team commissioned
by ZFF in 2016, comprised of Rainiers Contract Research Services Inc. (RCRSI),
National Teacher Training Center for the Health Professions, and the University
of the Philippines Manila.
The RCRSI’s impact study found that the CHPP was effective in several areas
including:
•

Strengthening leadership and governance

•

Developing the local health systems

•

Sustaining the changes in the local health systems (LHS)


:KLOHWKH%DQNH7KRPDVVWXG\VKRZHGWKHXVHRI652,LQDYDULHW\RIKHDOWKVHWWLQJV&+,0(6LVWKHILUVWWR
• Encouraging community participation and health-seeking behavior
XVH652,LQHYDOXDWLQJLQWHUYHQWLRQVRQOHDGHUVKLSGHYHORSPHQWDQGPRUHVSHFLILFDOO\RQLPSURYLQJORFDOJRYHUQDQFH
settings, CHIMES is the first to use SROI in evaluating interventions
in leadership
• Achieving the Millennium Development Goals (MDGs)
DQGLWVFRQVHTXHQWLPSDFWRQWKHORFDOKHDOWKFDUHV\VWHP
While the Banke-Thomas study showed the use of SROI in a variety of health
development and, more specifically, on improving local governance and its

*LYHQWKDWWKH&+33LVDQLQWHUYHQWLRQLQKHDOWKOHDGHUVKLSGHYHORSPHQWDQGJRYHUQDQFHWKHSXEOLFKHDOWKDUHDVZKLFK
consequent impact on the local healthcare system.
PD\SURYLGHWKHPRVWUHOHYDQWEHQFKPDUNVWRWKH652,UDWLRVJHQHUDWHGE\&+,0(6DUHWKRVHFRQFHUQLQJ+HDOWK&DUH
The research teams worked with ZFF in identifying and utilizing enhancements
0DQDJHPHQW DQG +HDOWK 3URPRWLRQ 7KHVH VWXGLHV JHQHUDWHG 652, UDWLRV UDQJLQJ IURP  WR  IRU +HDOWK &DUH
Given that CHPP is an intervention in health leadership development and
on indicators and insights from the CHPP Impact Evaluation. In particular, the
0DQDJHPHQWLQWHUYHQWLRQV DQGWR IRU+HDOWK3URPRWLRQLQWHUYHQWLRQV 
governance, the public health areas which may provide the most relevant

research teams did the following:

benchmarks to the SROI ratios generated by CHIMES are those concerning
Health Care Management and Health Promotion. These studies generated

•

Studied the outcomes resulting from building health facilities to improve

SROI ratios ranging from 1.98 to 7 (for Health Care Management interventions)

the capacity of LGUs to deliver health services related or attributable to the

and 1.10 to 11.0 (for Health Promotion interventions).

CHPP, as this was noted by ZFF staff as not being given adequate attention



3DJH181RI263

by the RCRSI evaluation;
•

Explored how primary health care policies, programs and practices, which
are focused on preventive healthcare (includes education, nutrition, water
and sanitation in addition to maternal and child health and prevention of
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endemic disease), were or may have been incorporated or deprioritized
(maybe as an unintended outcome) as part of the indicators under Local
Health Systems Development, and whether or not CHPP was a factor in
terms of their incorporation/deprioritization and if so, determined the level
of attribution.
•

Related to primary health care and under encouraging community
participation as outcome, examined whether CHPP encouraged or
deprioritized the setting up or strengthening of barangay health committees
led by capable barangay health workers that consciously developed
and implemented barangay health plans based on community health
diagnosis: these may be considered as mechanisms for ensuring community
participation in health management, and reflect a more comprehensive
perspective to simply encouraging health-seeking behavior that tends to
focus on availing of diagnostic and treatment services of diseases provided
in health centers of LGUs.

The resulting outcomes, operational definitions and indicators for the CHIMES
SROI Study are detailed in Table 2.7 These became the working guide in terms
of data generation for the research teams in conducting focus group discussions
(FGDs) and key informant interviews (KIIs).
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Table 2. Outcomes, Operational Definitions and Indicators based on Impact
Evaluation Study with Enhancements for the SROI Study

Operational
Indicators
Definitions
At the level of the Local Executive/Mayor
1. Strengthening Improved capacity
- Membership in LHB
of leadership
for local health
- #/% of meetings attended
and
authority
- Diversity of LHB representation
governance
in terms of health concerns
- Changes in VMG (reflecting
importance of health)
- Changes in local policies
regarding health & health service
delivery (e.g. disease prevention,
local health care financing,
PhilHealth accreditation,
targeting), human resources
complement, etc.
- Mainstreaming of health in
new policies & programs (e.g.
inclusion of health in agricultural
programs)
Investment plans in -% of LGU-sponsored PhilHealth
health
members belonging to indigent
population
-% of LGU budget for health
-% of health services expenses
supported by other revenues of
the LGU
Outcomes

At the level of the Local Health Board (LHB)
-Health priorities based on
Comprehensiveness
2. Local health
available & updated data
& appropriateness
systems
-Health action plans based on
of municipal health
development
action plan
identified health priorities
-Participation of stakeholders in
identifying health priorities and
preparing action plans
7

Fajutagana L, et. al. May 2016 Impact Evaluation of the Zuellig Family Foundation’s
Community Health Partnership Program on Leadership, Governance, Health Systems
and Maternal and Child Mortality in Municipalities in Cohorts 1, 2 and 3.
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Local human resource -Regular retooling of health
strengthening
personnel on health service
delivery/continuing professional
education by health staff in last
5 years (Were knowledge & skills
of health staff updated whenever
there are new policies e.g. TB?)
-Effects of continuing
professional education on
practice (Did the confidence
level in managing clinical cases
improved? Was there reduction
in treatment cost; shorter
recovery time?)
-Readiness of health personnel to
handle new & emerging public
health problems
Implementation
of LGU Health
Scorecard
Increased inter-LGU
coordination

Local health
information
development/
utilization
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- Use of the scorecard for
planning, monitoring, &
evaluation
- Presence of a functional interLGU/agency coordinating
committee
- Working LGU referral system
(e.g. BHS/RHU to district
hospital>tertiary hospitals, etc.)
- Sharing of LGU resources
for health service delivery (e.g
personnel such as doctors,
nurses, or resources such as
health facilities & technical
expertise/assistance)
- Presence or absence of a health
management information system
whether manual or electronic
- Skilled & dedicated personnel
manning the MIS
- Updated data & available on
demand for planning & decision
making

Capacity to deliver
health services

3. Sustainability of
LHS Changes

- Newly acquired facilities/
equipment for health services
(includes those donated by ZFFCHPP to the municipality)
- New health services introduced
in past 5 years aside from the
DOH-mandated services (e.g.
immunization, WATSAN, family
planning, etc.)
- Technical assistance (TA)
received by LGU and use of TA
coming from the region/
province or other organizations
or institutions
- Changes in local health system
as a result of TA (increase in
utilization of health services;
expansion/discontinuation of
health services; improvements
in supply chain for health
care; quality service; efficiency
in health service delivery;
availability of updated and
reliable data on health systems)

Crosscutting: Mayors & LHB
- Increased funding for
Sustained BL
municipality’s health services
knowledge, skills/
(i.e. passing of new local
competencies
legislation/ordinances) to
(ZFF’s Self
ensure LGU support to budget
Evaluation of Level
allocation for health services
of Competencies)
-Presence of income-generating
activities/programs designed to
Assured adequacy of
support additional budget for
health financing
health services & reasons for
increase/decrease of budget
- Mayor and MHOs’ assessment of
Ability to sustain
improving trends
their ability to sustain levels of
community health status
or desired levels of
- LHB plans to improve health
health indicators
status or maintain current levels
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4. Encouraging
community
participation/
stakeholdership
in health
program
planning and
development,
including
engagement in
primary health
care and seeking
appropriate
health services

5. Attaining the
MDGs and
Resolution of
Critical Health
Problems in
Municipality

At the level of communities
Client participation
- Presence and use of feedback
(customer feedback
mechanisms including
mechanisms)
satisfaction surveys
- Results of use of feedbacks
given by stakeholders
Collaboration/
- Number of multi-stakeholder
partnerships with
activities implemented (e.g.
stakeholders
principals of schools, etc.)
- Number of meetings & number
of participants
- Participation of community
stakeholders & number of those
who participated in community
health diagnosis, planning and
implementation and/or in
health program development,
implementation & evaluation
- Number and kind of communityCommunity-based
based education (CBEs)
education and
programs implemented - number
primary health
and kind of other primary health
care programs
care (PHC)/ interventions
implemented
implemented - number of
participants that attended the
CBEs, and other community
interventions implemented
- Infant mortality rate
Infant & maternal
- Maternal mortality rate
mortality
- Health services indicators related
to maternal & child health
Health services for
(e.g. utilization)
maternal & child
health & neo-natal
(MNCHN)
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Selected Municipalities for CHIMES
The cases studied comprised a sample of six municipalities from a total of
29 municipalities from CHPP’s Cohorts 1, 2, and 3. The list of municipalities
were categorized based on the following criteria developed by teams from ZFF
and ISEA:
The criteria were as follows:
• Estimated level of impact of CHPP
• Geographic representation
• Feasibility of municipality’s engagement with the SROI study
The criterion of the estimated level of impact of CHPP was aided by the ZFFcommissioned impact evaluation study, which identified the following health
indicators: decrease in maternal deaths, decrease in infant deaths or sustained
zero infant deaths, increasing facility-based delivery and skilled birth attendant
rates. Using these results, the municipalities were grouped according to their
manifestation of “good,” “better,” and “best” impact.
To ensure a balance of cases, two municipalities were chosen per major island
group—Luzon, Visayas, Mindanao—spread among the groupings of “good,”
“better,” and “best” municipalities.
The criterion of feasibility of the municipality’s engagement with the SROI
study was mainly about the willingness and availability of relevant stakeholders
to be involved in the SROI study. This included peace and order and security
considerations which became the main reason for excluding the Cohort 3
municipalities under ARMM.

Improved nutrition
Eradication of TB
Outstanding health
issues/problems of
municipality resolved
that are attributable
to CHPP
234

- Decrease in malnutrition
(stunting & wasting rate or
appropriate height for age, &
weight for height of children)
- TB incidence, TB detection rate,
TB treatment/cure/success rate

For the other municipalities, specific considerations affecting the criterion of
feasibility of the municipality’s engagement with the SROI study were:
• Whether or not the ZFF-trained LCE or mayor was re-elected and if they were
available for an interview;

- Other relevant health indicators
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Table 3. Team Assignments and Date of Field Research

• In cases where the ZFF-trained mayor was not re-elected, if the new mayor
was an ally of the previous mayor, and whether or not the municipality reenrolled in the CHPP.

Municipality

Municipalities whose ZFF-trained mayor did not complete their six-year term
during CHPP implementation were not included.

San Pablo,
Zamboanga
del Sur

Jess Macasaet,
Senior Research
Associate

Lapuyan,
Zamboanga
del Sur

Alfred Lacbayo,
Research Assistant
Meldy Pelejo,
Senior Research
Associate

Pinabacdao,
Samar

Adrienne Alquiros,
Research Associate
Jess Macasaet
Alfred Lacbayo

After taking all these criteria and considerations into account, the six
municipalities chosen for the SROI study were as follows:

cohort
(STart of
CHPP)

good

better

Padre Burgos,
Quezon (Luzon)

Cohort 1
(2009)

Dao, Capiz
(Visayas)
Pinabacdao,
Samar (Visayas)

Cohort 2
(2010)

best

Pilar, Sorsogon
(Luzon)

San Pablo,
Zamboanga
del Sur
(Mindanao)

Lapuyan,
Zamboanga
del Sur
(Mindanao)

CHIMES SROI Study at the Municipal Level

ISEA
Research Team

Dao, Capiz

Meldy Pelejo
Adrienne Alquiros

Pilar,
Sorsogon

Meldy Pelejo
Alfred Lacbayo

ZFF Staff
Joining Fieldwork
Miko Balisi
Research Associate

Date of
Field
Research
February 1824, 2018

Miko Balisi

February 25
to March 3,
2018

Nayco Yap
Manager, Technical
Service Group

April 15-21,
2018

Miko Balisi
Miko Balisi

Miko Balisi

May 19-24,
2018
June 10-16,
2018

Janet Clemente,
HLGP PME Expert

There were two action research teams deployed by ISEA for this study, comprised
of a senior researcher and a research associate or assistant. The teams were

Pamela Mangilin,
ZFF Institute PME

tasked to visit each of the chosen municipalities and, for five to seven days,
gathered primary data and relevant secondary data. This included conducting
FGDs and KIIs with the LGUs and community stakeholders. A representative of
ZFF joined the teams during field research. Table 3 details the research team
assignments and dates of field research inclusive of travel. Table 4 lists the key

Padre Burgos, Jess Macasaet
Quezon
Adrienne Alquiros

Nayco Yap
Miko Balisi

stakeholders engaged in FGDs and KIIs.
The SROI action research teams were supervised by Dr. Marie Lisa M. Dacanay,

Katrina Legaspi,
PLGP PME

President of ISEA, who served as this study’s project director.
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Table 4. Key Stakeholders Engaged in Key Informant
Interviews and Focus Group Discussions

Stakeholders
1. ZFF
CHPP Project Director (during CHPP Cohorts 1-3)
CHPP Project Manager
ZFF Account Officers assigned to the 6 municipalities
2. LGU
ZFF–trained Mayor
New Mayor (if applicable)
ZFF–trained MHO & new MHO or MHO Nurse or
representative (if applicable)
ZFF–trained LHB member
Other LHB Members: President of ABC, private sector
rep, NGO rep
DOH representative in LGU/
Private sector/NGO representative
Development managers/officers under DOH
(provincial level)
Members of Health Leadership Team
(Sangguniang Barangay for Health Committee
Chairperson, President/Head of Municipal Federation
of BHW) – as case applies
Barangay captains/officials
Midwives/Nurses to the Barrio (NDP)
3. Community
Barangay Health Committee (BHC)/ Barangay Health
Workers (BHWs)/DOH staff/nurse deployed by region
Elders in the community
Traditional healers/Traditional birth/Health attendants
CBOs/NGOs/CSOs in area engaged in health
programs
Former recipients/Beneficiaries of health services
during CHPP implementation - mothers
Current recipients/beneficiaries of health services at
RHU or Barangay Health stations (BHS) – mothers &
others
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An effort was made to cover community stakeholders representing barangays
that would manifest various levels of impact clustered into “good,” “better”

Tool

and “best.” What was usually classified as such depended on the distance of the
barangay to the additional health facilities built under CHPP—what tended to

KII
KII
KII

be the “best” barangays were nearer these health facilities. If the research team
could not physically go to the chosen barangays that were more remote, the
relevant stakeholders were gathered together in an accessible area for FGDs
and KIIs.

KII
KII

A total of 93 FGDs were conducted engaging 593 LGU and community

KII

stakeholders. There were eight to 12 FGDs involving 58 to 137 respondents

KII
KII
KII

from each municipality. A total of 75 key informants were interviewed, which
consisted of 52 from LGUs, 14 from communities, three from the DOH at the
regional level, and six from ZFF.
Key informants from the ZFF included:

KII
• Ernesto Garilao, president

KII

• Dr. Anthony Rosendo Faraon, deputy executive director and former CHPP
project director
• Dr. Ellen Medina, former CHPP manager and manager of

KII
KII
FGD/KII
KII
KII
KII

ZFF Institute
• Ms. Johanna Banzon, director of knowledge management team
• Mr. Jescir Crescencio, manager of CHPP
• Ms. Jenny Macaraan, manager and former account officer of CHPP
The total number of stakeholders engaged in the study as key informants and as
participants in FGDs was 668.
Table 5 details the number of FGDs and participants per municipality and Table

FGD
supplemented by
KII
KII

6 details the number of key informants per major stakeholder group.
In addition to the above KII and participation of ZFF staff during the CHIMES
Field Research, a presentation of emerging findings of the research also
took place on June 4, 2018 with the ZFF Learning Management Committee.
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There were 20 management officers, senior staff, and account officers who
were involved with the CHPP project and/or involved in ZFF’s ongoing health
intervention programs who participated and gave their comments and feedback
on the emerging findings of the research.

Municipality/Stakeholder

Table 5: Number of FGDs and Participants Per Municipality Covered

Municipality/
Stakeholder

Padre
Burgos,
Quezon

Dao,
Capiz

Lapuyan,
Zamboanga
del Sur

Pinabacdao,
Samar

Pilar,
Sorsogon

San Pablo,
Zamboanga
del Sur

Total

# of
FGD

#
of
Pax

# of
FGD

#
of
Pax

# of
FGD

# of
Pax

# of
FGD

#
of
Pax

# of
FGD

#
of
Pax

# of
FGD

# of
Pax

# of
FGD

#
of
Pax

LGU
Stakeholder

14

45

8

51

5

23

9

41

5

20

3

29

44

209

Community
Stakeholder

9

81

11

86

11

63

8

63

5

62

5

29

49

384

Subtotal

23

126

19

137

16

86

17

104

10

82

8

58

93

Table 6: Number of Key Informants Per Major Stakeholder
Group Across Municipalities

Municipality/Stakeholder

# of Key Informants
Interviewed

593

# of Key Informants
Interviewed

C.

Lapuyan, Zamboanga del Sur

-

LGU

18

-

Community

3

-

Others

0

D.

Pinabacdao, Samar

-

LGU

9

-

Community

1

-

Others

E.

Pilar Sorsogon

-

LGU

9

-

Community

0

-

Others

2

F.

San Pablo, Zamboanga del Sur

A.

Padre Burgos

-

LGU

3

-

LGU

4

-

Community

3

-

Community

7

-

Others

0

-

Others

0

B.

Others

-

LGU

-

SUBTOTAL

69

9

-

LGU

52

Community

0

-

Community

14

Others (DOH Region)

1

-

Others (Regional DOH)

3
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A listing of documents and information to be gathered was also defined.
Table 7: Documents/Information Required Per Municipality

Information

Sources and Notes

1. From ZFF
List/total number of participants to
CHPP training for each of 6 chosen
municipality & cost to ZFF

Care of ZFF; for SROI ratio
calculations

List & costs of additional training/
activities after CHPP for each of 6
chosen municipalities (as it applies)

Care of ZFF; for SROI
calculations

CHPP monitoring costs

Care of ZFF; for SROI
calculations

Action plans & road maps of 6
chosen municipalities as well as other
outputs by the CHPP participants per
municipality from 2009 to 2015

Care of ZFF; for SROI
calculations

Assistance (technical/material/grants,
etc.) received by municipalities after
CHPP from 2009 to 2015 (as case
applies) – e.g. after Typhoon Haiyan

Care of ZFF; for SROI
calculations

Sources and Notes

Additional income generation after
CHPP from 2009 to 2015

Care of LGU; for
financial value calculations

Profile of the municipality, history/
description, population, economy,
social, health, environment, trends,
prospects, problems

Primary data: through KII or
FGD

LGU Scorecard on Health

2. From LGU
Counterpart costs on part of
municipality in relation to CHPP
training (organizational expenses, etc.)
including additional training/activities

Care of LGU; for
SROI calculations

Organizational chart of LGU

Care of LGU

Municipal Health Budget from 2009 to
2015

Care of LGU; for social
value calculations
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Information

Local health board resolutions from
2009 to 2015

Secondary data: government
policies and programs
affecting health services and
delivery, other reliable
statistics and studies/
maternal & child mortality,
incidence of diseases, etc.
Care of LGU

Health programs for the period (from
2009 to 2015)

Needed to do the social value
calculations

Maternal & Child health services
utilization
Benefits/changes in the community
after the implementation of CHPP

Needed to do the social value
calculations

3. Background materials
Primary Health Care
Background materials related to health,
social determinants of health & local
health systems development
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The field research teams were tasked to gather both positive and negative social
impacts, and to be conscious of estimating the net social impact of CHPP. One

The action research done for the six selected municipalities was intended

potential source of negative social impact noted and explored was the lowered

to illustrate how SROI may enhance ZFF’s understanding of CHPP’s impact

usage or non-usage of ZFF-donated facilities (that were being upgraded or were

and, in doing so, help improve how ZFF communicates impact to relevant

awaiting the renewal of their License to Operate) because of the introduction

stakeholder groups. Moreover, the action research sought to draw insights

of new DOH and PhilHealth standards for health facilities. Upon cross-checking

and recommendations on how ZFF may incorporate SROI to enhance its

with relevant government policies however, these took effect in 2018, which is

planning, monitoring, evaluation system (PMES). As such, CHIMES was not

beyond the period of impact (2009-2017 for Cohort 1 and 2010-2017 for Cohort

intended to serve as an impact evaluation study. Rather, CHIMES utilized the

2 municipalities) considered for the SROI studies.8 It is possible that negative

SROI methodology to build upon ZFF-commissioned impact evaluation study

social impacts were not surfaced by the stakeholders due to the sustained

for CHPP. Furthermore, the recommendations regarding how the ZFF may

presence of ZFF staff and their role in arranging the FGDs and KIIs during the

incorporate SROI in its PMES were based on the gaps identified by the action

field research. Resource and time constraints did not allow an independent

research teams during the study. These recommendations were not made based

second field visit to the municipalities by the ISEA team to determine or further

on a thorough evaluation of the PMES of CHPP and other health intervention

explore possible negative social impacts, if any.

programs of the ZFF, this was beyond the scope of CHIMES.
In the course of this study, there were also changes within the action research
Taking into consideration that the study covered a wide time period of about

teams. Due to personal circumstances, a case study team leader needed to step

eight to nine years, from 2009/2010 to 2017, the relevant data, records, or

back, shifting the writing of the cases to one senior researcher instead of two.

documentation were not available at the level of both the LGUs and ZFF. This

While this helped standardize the presentation of case studies, the shift affected

meant that the action research teams needed to augment gaps by making

timeliness of delivery.

informed assumptions based on available data. The specifics on data availability
as well as assumptions made due to the lack of data can be found per case study.

Taking all these factors into account led to the decision to focus on completing
five case studies instead of the original six. The ZFF and the CHIMES project

Documentation of remarkable changes on the part of the health leadership team

team agreed to draw focus on SROI studies in three “best” municipalities, one

at the LGUs was lacking. The stakeholders’ ability to remember their conditions

“better,” and one “good.” The completion of the sixth case study, that of San

and context before and after CHPP was uneven across the chosen municipalities.

Pablo in Zamboanga del Sur, was shelved in order to complete the study by

This limitation is discussed in greater detail in each of the case studies.

May 2019.

Missing data on CHPP implementation, compounded by ZFF’s staff turnover,

Despite these limitations, the study’s geographical spread and representation

also had an impact on the quality, efficiency, and timeliness of this study. For

between “good,” “better,” and “best” municipalities across the country was

example, data on CHPP expenditure by ZFF per municipality was not available.

not affected. These five completed SROI studies were deemed adequate as

This prompted the action research team to go through an additional process

references for cross-case analysis to achieve the objectives set for this research.

of making informed assumptions starting off with the available aggregate
data. Informed assumptions were aided by observable information in the
municipalities and the institutional memory of ZFF staff, which included: Dr.
Anthony Rosendo Faraon and Mr. Jescir Cresencio, who served as CHPP project
director and project manager, respectively.
244

8

PHILHEALTH Circular 2018-002: Department of Health License to Operate (DOHLTO) as
a Mandatory Requirement for Accreditation of Birthing Homes and Maternity/Lying-In
Clinics Starting CY 2018 downloaded on 15 May 2019 from https://www.philhealth.gov.
ph/circulars/2018/ circ2018-0002.pdf.
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VI. Insights from Cross-Case Analysis

VII. Positive SROI Ratios Generated Across All Municipalities

The five selected municipalities studied representing CHPP’s varying levels

In all chosen municipalities, CHPP generated a positive SROI ratio ranging from

of impact across Luzon, Visayas, and Mindanao included three “best” cases

9.23 to 16.06. This means that for every peso invested in CHPP, an equivalent

namely, Dao in Capiz, Padre Burgos in Quezon, and Lapuyan in Zamboanga

amount ranging from PhP9.23 to PhP16.06 was generated as social benefits. The

del Sur. The “better” and “good” cases were represented by one municipality

“best” municipalities generated higher SROI ratios ranging from PhP11.21 to

each, namely,: Pinabacdao in Samar (better) and Pilar in Sorsogon (good).

PhP16.06. The “better” municipality generated an SROI of PhP10.82. Lastly, the
“good” municipality generated an SROI ratio of PhP9.23.

The important stakeholder groups, who provided varying levels of investments
in CHPP, consisted of the community, LGU, national government (NG), and ZFF.

Tables 8 and 9 present the SROI ratios, other relevant data, corresponding social
benefits generated, and investments made across municipalities.

Noteworthy insights were generated from a cross-case analysis of the SROI
ratios, cutting across five municipalities and the stories behind these ratios,

Table 8: Comparative Table of SROI Ratios and
Other Relevant Data Across Municipalities

such as the total CHPP investments and social benefits generated as well as the
investments made plus social benefits generated per stakeholder group.
The SROI ratios were derived assuming nine years of impact for Cohort 1
municipalities (2009-2017) and eight years of impact for Cohort 2 municipalities
(2010-2017). Attribution rates used varied across stakeholder groups and
outcomes, but the main attribution rate used for key outcomes per municipality,
based on the perception of relevant stakeholders, ranged from 70% to 90%.
The sensitivity analysis done therefore answered the following questions: How
would the SROI ratios be affected if we assumed all five municipalities were in
Cohort 1 with nine years of impact, or in Cohort 2 with eight years of impact?
How would the SROI ratios be affected if we assumed that the main attribution
rate across the five municipalities were all at 70%, 80% or 90%? The discount
rate used to determine the net present value (NPV) of social benefits and
investments across all five municipalities was 3%, which is the average inflation
rate over the period 2009-2017. The next sections present the major findings.
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Municipality

Dao

Padre
Burgos

Lapuyan

Pinabacdao

Pilar

SROI

16.06

11.21

14.64

10.82

9.23

Level of
Impact

Best

Best

Best

Better

Good

Years of
Impact

9

9

8

8

8

CHPP Cohort

1

1

2

2

2

Attribution
Rate

80%

90%

90%

80%

70%

Discount
Rate

0.03

0.03

0.03

0.03

0.03

4th class

4th class

4th class

4th class

3rd class

Municipality
Category
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Table 9: Comparative Table of Total Social Benefits Generated, Total
Investments Made with Corresponding SROI Ratios Across Municipalities
Municipality

Dao

Padre Burgos

Lapuyan

Pinabacdao

Pilar

Net Present
Value
of Total
Benefits
(in PhP)

423,623,415.50

230,968,688.84

292,554,020.37

163,100,579.41

158,853,155.95

Net Present
Value
of Total
Investments
(in PhP)

26,377,381.09

SROI Ratio

16.06

20,598,907.00

19,987,075.00

15,073,192.00

17,204,483.00

Table 10 presents the detailed effects of varying the attribution rate on the SROI
ratio generated by CHPP across the five municipalities.
Table 10: Results of Sensitivity Analysis on the SROI Ratio across CHPP
Municipalities after Varying the Factor of Attribution Rate
Attribution
Rate

Dao

Padre
Burgos

Lapuyan

Pinabacdao

Pilar

90%

17.94

11.21

14.64

12.13

11.87

80%

16.06

9.97

13.02

10.82

10.55

70%

14.38

8.72

11.40

9.51

9.23

Note: The original SROI ratios are in bold font.

11.21

14.64

10.82

9.23

The sensitivity analysis considers the varying number of years of impact, in
particular, if nine years of impact was used on all five municipalities, the
SROI ratios for Cohort 2 municipalities would be at 13.90 (Lapuyan), 10.63
(Pinabacdao), and 9.34 (Pilar). On the other hand, if eight years of impact was

VIII. Sensitivity Analysis

used on all five municipalities, the SROI ratios for Cohort 1 municipalities
studied would increase to 17.66 (Dao) and 13.33 (Padre Burgos).

As earlier pointed out, the main attribution rate used by this study of social
benefits generated by CHPP ranged from 70% to 90%. If a sensitivity analysis is

Table 11 presents the detailed effects of varying the number of years of impact

done using an attribution rate of 90% on all five municipalities, the SROI ratios

on the SROI ratio generated by CHPP across the five municipalities.

could have been higher for three of the municipalities (one “best” municipality,
Dao; one “better” municipality, Pinabacdao; and one “good” municipality, Pilar).
This would push the range of the SROI ratios higher to 11.21 to 17.94. If, on the
other hand, the attribution rate of 70% was used on all five municipalities, this
would push the range of the SROI ratios lower to 8.72 to 14.38. If the attribution
rate was 80% on all five municipalities, this would result in a lower range of 9.97
and maintain a higher range of 16.06.

Table 11: Results of Sensitivity Analysis, SROI Ratio Across CHPP Municipalities
Resulting from Varying the Factors of Number of Years of Impact
No. of
Years of
Impact

Dao

Padre
Burgos

Lapuyan

Pinabacdao

Pilar

8 Years

17.66

13.33

14.64

10.82

9.23

9 Years

16.06

11.21

13.90

10.63

9.34

Note: The original SROI ratios are in bold font.
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The overall effect of varying attribution rates and the number of years of impact

The Banke-Thomas study, however, advised against using the SROI ratios as

on the SROI ratio would push down the lower range to 8.72 and push up the

basis for comparing the public health interventions they reviewed. They say,

higher range to 17.94. This means that every peso invested in CHPP could have

“because of the heterogeneity in the manner of conduct of the SROI studies

generated social benefits ranging from PhP8.72 to PhP17.94.

and indeed the economic theory that underpins the SROI methodology itself,
it is not appropriate to compare the ratios to identify the most impactful or the

IX. Benchmarking with other Health-Related SROI Studies
In the research by Banke-Thomas et al. (2015) from 1996 to 2014, covering 40
SROI studies on public health interventions, across eight public health areas, the
SROI ratios generated by that study ranged from 1.10 to 65.9
Five public health areas reviewed by the Banke-Thomas study may be considered
as relevant to CHPP as a public health intervention and these are:
• Health Care Management (with SROI ratios ranging from 1.98 to 7);
• Health Promotion (with SROI ratios ranging from 1.10 to 11);
• Nutrition (with SROI ratios ranging from 2.05 to 5.28);
• Sexual Reproductive Health (with SROI ratios ranging from 1.73 to 21.20); and
• Child Health (with SROI ratios ranging from 1.85 to 65)
Comparing the CHPP SROI ratios ranging from 9.23 to 16.06 and 8.72 to 17.94,
to the aforementioned SROI ratios in the Banke-Thomas study, the CHPP ratios
may be characterized as:

Taking note of this, it is useful to add nuance in which public health areas are
more useful for benchmarking. If the assumption is that the Nutrition, Sexual
Reproductive Health, and Child Health interventions were direct service delivery
interventions, then they would not be relevant benchmarks for CHPP. If the
appreciation of CHPP is that it is an intervention focused on Health Governance
rather than the direct delivery of health services, the ratios for Health Care
Management and Health Promotion are probably more relevant benchmarks.
In this context, the SROI ratios for CHPP are relatively higher. But beyond this,
the CHPP SROI ratios may be considered relevant benchmarks for public health
interventions in the area of Local Health Governance, which none of the SROI
studies reviewed by the Banke-Thomas study covered.
X. Community Stakeholders as Biggest Beneficiaries
In all municipalities, CHPP generated the biggest social benefits among
community stakeholders, consisting of mothers, pregnant women, and children
(including infants). The social benefits generated were valued at PhP112,996,237

• being much higher than those generated under the Health Care Management
(HCM), Health Promotion, and Nutrition;
• having much higher “lower ranges“ across the five categories;
• having a slightly lower “higher range“ relative to those under Sexual
Reproductive Health; and
• having a much lower “higher range“ relative to the SROI studies under Child
Health.

9

intervention with the most value-for-money.”10

to PhP310,798,397 per municipality. These social benefits accruing to the
community made up 49.79% to 67.32% of total.
This means at least half of the social benefits went to the intended community
beneficiaries. The benefits came in the form of improved maternal and child
wellbeing as well as normal child development. This accounted for over 90% of
the social benefits accruing to the community, which is indicative of a successful
community health program focused on maternal and child health.

Banke-Thomas, Aduragbemi Oluwabusayo et al. SROI Methodology to account for
Value for Money of public Health Interventions: A Systematic Review. 2015. Center for
Maternal and Newborn Health, Liverpool, UK.
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10

Banke-Thomas et al., 2015, p. 8.
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Table 12: Social Benefits Generated by CHPP:
Total Value and Breakdown per Stakeholder Group (in PhP)

XI. Improved Health Competencies of Government and ZFF
Other stakeholders also generated benefits. The cases, however, showed that
none of them disproportionately benefitted from CHPP. These social benefits
were as follows: LGU benefits ranged from 8.72% to 21.63%; ZFF benefits ranged
from 3.22% to 25.30%; and the NG benefits ranged from 7.16% to 14.77%.
The main benefits generated by these other stakeholder groups were all related
to improved capacities or competencies to deliver better health programs to
existing or new municipalities.
For LGUs, a range of 82% to 100% of social benefits was derived from having
better health leadership teams (HLT). This consisted of enhanced knowledge,
skills, attitudes, and aspirations of the HLTs as bridging leaders combined
with an increased capacity for: networking, forging partnerships, and resource
mobilization; managing health resources and prioritizing health needs and concerns.

Municipality

Dao

Padre Burgos

Lapuyan

Pinabacdao

Pilar

Community

310,798,397.00

132,929,382.00

199,345,102.27

112,996,237.00

121,871,102.00

Local Gov’t
Unit

83,788,123.00

27,081,408.00

29,077,406.00

22,805,889.00

39,152,854.00

National
Gov’t

35,039,529.00

39,419,470.00

37,439,469.99

20,075,631.00

14,183,994.00

ZFF

60,042,254.00

67,547,536.00

67,547,535.97

30,000,000.00

5,829,225.00

Total
Benefits

489,688,302.59

266,977,796.00

333,409,514.23

185,877,757.00

181,037,175.00

NPV Total
Benefits

423,623,415.50

230,968,689.00

292,554,020.00

163,100,579.41

158,853,155.95

Average
Social
Benefits

54,407,589.18

29,664,200.00

41,676,189.28

23,234,719.63

22,629,646.88

For the NG, 100% of the accrued benefits revolved around the fulfillment of the
health facilities expansion program objectives and the development of a CHPPTable 13. Social Benefits Generated by CHPP per Stakeholder Group
(expressed as % over Total Benefits Generated)

inspired national health program.
For ZFF, 100% of the benefits accruing to them revolved around the increased
influence on the national health program of the government.
Tables 12 and 13 present the total social benefits generated by CHPP across the
five municipalities and the amounts and percentages of these social benefits per
stakeholder group.
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Municipality

Dao

Padre
Burgos

Lapuyan

Pinabacdao

Pilar

Community

63.47%

49.79%

59.79%

60.79%

67.32%

Local Gov’t
Unit

17.11%

10.14%

8.72%

12.27%

21.63%

National
Gov’t

7.16%

14.77%

8.72%

10.80%

7.83%

ZFF

12.26%

25.30%

20.26%

16.14%

3.22%

Total

100.00%

100.00%

100.00%

100.00%

100.00%
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XII. Significant National Government and Community Investments Catalyzed

LGU investment, which was valued at PhP322,155 to PhP1,580,428 per
municipality, consistently stayed below 7% across all municipalities. The ZFF

Across all municipalities, the combined investment of the NG and the community

investment, valued at PhP3,970,548 to PhP4,252,748 per municipality, was

was valued at PhP12,745,637 to PhP26,919,656 per municipality, accounting for

relatively more substantive than the LGU investment. The ZFF investment was

74.19% to 86.00%. In all the “best” municipalities, NG investment was over 50%,

also consistently lower than the NG investment, ranging from 12.89% to 23.32%.

ranging from 55.44% to 68.55%. In the “better” and “good” municipalities, NG
investment was less than 50%, with 32.88% for the “good” municipality and

In the two “best” municipalities, ZFF investment was either at par with

43.27% for the “better” municipality.

the community investment (Lapuyan) or a little higher than the community
investment (Padre Burgos).

Community investment was lower among the “best” municipalities, ranging
from 13.03% to 27.4%. Community investment was 31.41% in the “better”

This may serve as validation that the ZFF investment triggered substantive

municipality and 41.31% in the “good” municipality. These figures show that

investments from the NG and the community for better health outcomes. In

investments of the NG tended to be higher while community investments

addition to building the competencies and capabilities of the health leadership

tended to be lower among the “best” municipalities. A possible explanation

teams, the ZFF investment also augmented what the LGUs from mainly

is that NG investments mainly provided for more health professionals, more

poor municipalities could not otherwise provide. Among the five chosen

accessible health facilities and services, thereby, lessening the burden (as in time

municipalities, four were 4th-class municipalities and one was a 3rd-class

and effort) on community stakeholders to access them.

municipality (Pilar). These poor municipalities have lower revenues and budgets
that could be allocated for health and other needs of their constituencies,

Tables 14 and Table 15 present the total investments made with a breakdown of

relative to 1st- and 2nd-class municipalities.

investments per stakeholder group in terms of peso value and as percentages.
Table 14: Investments by Stakeholder Group (as % over Total Investments)

Table 15: Investments by Stakeholder Group (in PhP)
Municipality

Dao

Padre
Burgos

Lapuyan

Pinabacdao

Pilar

Municipality

Dao

Padre
Burgos

Lapuyan

Pinabacdao

Pilar

Community

8,570,340.00

3,218,400.00

4,331,688.00

5,361,216.00

8,009,448.00

Community

27.38%

13.03%

18.99%

31.41%

41.31%

Local Gov’t
Unit

347,059.00

579,428.00

1,580,428.00

341,428.00

953,428.00

Local Gov’t
Unit

1.11%

2.35%

6.93%

2.00%

4.92%

National
Gov’t

18,349,316.00

16,929,422.00

12,646,632.00

7,384,421.00

6,374,626.00

National
Gov’t

58.62%

68.55%

55.44%

43.27%

32.88%

ZFF

4,034,148.00

3,970,548.00

4,252,748.00

3,979,151.00

4,052,748.00

ZFF

12.89%

16.08%

18.64%

23.32%

20.90%

Total
Investments

31,300,863.29

24,697,797.00

22,811,496.00

17,066,215.00

19,390,250.00

Total

100.00%

100.00%

100.00%

100.00%

100.00%
Net Present
Value
of Total
Investments

26,377,381.00

20,598,907.00

19,987,075.00

15,073,192.00

17,204,483.00
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XIII. Generally Conservative SROI Ratios

Some examples of outcomes which were not monetized due to the lack of data were:

The SROI ratios generated for CHPP by this study may be characterized as,

• Percentage of households with vegetable gardens or access to safe water with

generally, a conservative estimation. This was, primarily, due to the lack of

sanitation

systematic and consistent recording of CHPP’s inputs, outputs, and outcomes

• Decrease in deaths due to stroke, heart attack, and diabetes

per municipality, therefore, making it difficult to quantify and monetize social

• Related outcomes (access to free or cheaper medicines) to having own pharmacy

impacts attributed to CHPP. At the level of the LGU, data recording of inputs,

• Related outcomes to social insurance provided by the LGUs

outputs, and outcomes related to CHPP as well as other health interventions
varied across the five chosen municipalities. Of all the municipalities, Dao’s

Due to the difficulty of monetizing these outcomes, this CHPP SROI study did

data sets and relevant records were more systematically in place whereas this

not monetize some material impacts beyond maternal and child health. This

information was more difficult to obtain or access in the others.

further contributed to the underestimation of social benefits. In addition, there
were other impacts that were not monetized mainly due to time constraints.

Across all municipalities, stakeholder recall proved to be a concern because

A technical review of the SROI worksheets identified increased self-esteem

the SROI study was undertaken about seven years or more after the CHPP

or self-efficacy as a material outcome of personal transformation among LGU

was implemented. This concern was more pronounced in municipalities which

personnel that was not separately quantified and monetized. Improved ZFF

experienced a turnover of their MHO, as was the case in Lapuyan and Padre

reputation among households was also noted as a material outcome that was

Burgos. Due to various reasons, the availability of respondents for the KIIs was

neither quantified nor monetized.

also a concern and was most pronounced in Pilar.
Cognizant of the constraints on time and resources, the research team went
In order to supplement these data gaps, the research team turned to secondary

through a process of discernment during the analysis phase, taking off from an

sources of information available online. The team also made informed

evaluation of both the quantity and quality of actual data gathered. The process

assumptions about available data and used proxy indicators based on relevant

of discernment was done through workshops. This method allowed the team to

studies. The process of making informed assumptions was made with the

focus on what constituted the most significant set of impacts per stakeholder

assistance of key informants from among the ZFF staff who held key positions

group and on how these impacts could be quantified and monetized for a

during the implementation of CHPP.

realistic representation of the overall impact of CHPP. The resulting SROI studies
are deemed to be realistic and credible representations of the overall impact of

During quantification and monetization, the team used conservative estimates.

CHPP. However, they are generally underestimated. The SROI cases could have

In some cases, the team opted not to monetize impact indicators because there

generated relatively higher SROI ratios if the other material outcomes identified

was no credible way to do so based on available data.

at the level of the communities, the LGU, and ZFF were monetized.
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While this study recommends the adoption of SROI as a methodology to help
improve the measurement and communication of the social impact of ZFF’s CHPP

Overall, the CHPP SROI studies substantiated why and how CHPP was a

as well as similar programs, its effective adoption necessitates improvements in

successful program for improving local health governance to achieve better

the ZFF’s monitoring and evaluation system.

health outcomes at the community level. The main findings of the cross-case
analysis of the five cases quantitatively showed that:

Overall, SROI studies for CHPP-type of programs would require a data recording
and retrieval system per municipality and participating LGU. This data must be

(1) CHPP created positive social impact, and generated social benefits valued at
PhP9.23 to PhP16.06 for every peso invested—reflecting an SROI ratio higher

aggregated annually during the program and for all succeeding years deemed
necessary to evaluate program impact.

than those generated by past SROI studies on health care management and
health promotion.

Beyond ZFF, the set of SROI studies resulting from CHIMES may be seen as a
pioneering effort that showed the relevance and potential for applying SROI

(2) CHPP created positive social impact valued at PhP158,853,155 to

to evaluate interventions in local health governance, a public health area that

PhP423,623,416 per municipality, with around 50% or more accruing

had not been explored by previous SROI studies around the world. The range

primarily to the mothers and children, who were the intended beneficiaries

of the SROI ratios generated by this study of 9.23 to 16.06 was relatively higher

of CHPP. The outcomes accrued secondarily to the LGU, in terms of

than the ratios generated by previous studies on health care management

improved competency and capacity to bring about better health outcomes,

(1.98 to 7) and health promotion (1.10 to 11). Beyond comparing them to these

representing a significant percentage, ranging from 8.72% to 21.63%.

previous SROI studies, the CHPP SROI ratios generated by this research may be
useful as an initial benchmark for public health interventions in the area of local

(3) CHPP significantly contributed to improved wellbeing of mothers and children

health governance.

as well as normal child development, which was valued at PhP112,996,237
to PhP310,098,397 per municipality, representing at least 90% of the social
benefits generated at the level of the Community.
(4) ZFF invested 13% to 23% of total CHPP investments, valued at PhP3,970,548
to PhP4,034,148 per municipality. This catalyzed substantive investments
from the NG and the community, valued at PhP12,745,637 to PhP26,919,656,
and with an estimated range of 74% to 86% of total CHPP investments.
(5) The ZFF investments helped improve leadership competencies and
augmented the investments made by LGUs from poor municipalities, with
an estimation of less than 7% of CHPP investments, valued at PhP347,059 to
PhP1,580,428 per municipality, to bring about better health outcomes at the
level of the community.
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I. Background

Zuellig Family Foundation (undated) Document on the Community Health

N

Partnership Program.

utritional challenges are directly related to inadequate dietary intake
and disease. However, these are also indirectly related to household

Zuellig Family Foundation (undated) Document on Health Change Model
(compressed version) and from The Health Change Model (2.29.2012 version).
Zuellig Family Foundation (2011). Annual Report 2011, pp. 22-23.

food security, access to and availability of quality maternal and child

care, health services, and environment (WHO, 2013).
There are evidence-based nutrition actions across one’s life course, but these
are not easily implementable in settings where there are scarce and scattered

Zuellig Family Foundation (2016). Values-based Vision and Mission. Annual and

resources, governance issues, social marketing limitations, and economic

Sustainability Report 2016. Pp. 2-5.

constraints limiting nutrition programs from benefitting communities.
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III. Objectives

pregnant mothers are caused by different factors. The Kristian Gerhard Jebsen
Foundation (KGJF) and the Zuellig Family Foundation (ZFF) implemented a

The purpose of this summative evaluation is to assess the results of the KGJF-

three-year pilot program on nutrition governance in two partner municipalities—

ZFF Leadership and Governance in Nutrition for First 1,000 Days Project

Gamay in Northern Samar and Looc in Romblon—from 2016 to 2019. The pilot

implemented in the municipalities of Gamay, Northern Samar and Looc,

project aimed to contribute to the achievement of the national government’s

Romblon. Specifically, it aims to:

desired nutrition outcomes laid out in the first 1,000 days. The project, providing
proof of concept, brought out lessons learned, functional technologies, and
new approaches that enabled communities to achieve their desired nutritional

1. Determine project accomplishment in relation to the strategy and results
framework;

outcomes. These lessons will be shared with relevant government agencies, local

2. Determine how the project’s leadership and governance interventions (i.e.

government units (LGUs), communities, and other partners whose mandates

modules, roadmap, coaching and mentoring) affected the behavior of the

and interests are to improve nutritional outcomes of Filipinos.

municipal and barangay leaders involved in the program;
3. Determine the specific leadership acts of the trained municipal key persons

II. Statement of the Problem

that were vital to the achievement of the desired project outcomes, including
the ideal range of resources needed to implement the First 1,000 Days law;

There are scant local models and insufficient evidence on nutritional governance

4. Determine how the following technical approaches and tools provided by

that could guide LGUs and other institutions to fast-track the achievement

the project as practicum support helped the LGUs in reaching the First 1,000

of the nutrition outcomes in the First 1,000 Days law. There is also insufficient

Days target population:

solid evidence on nutrition governance that could provide valuable lessons in

a. First 1,000 Days Tracking and Severe Malnutrition Review (SMR) under the

achieving nutrition outcomes in the first 1,000 days.

Local Integrated Nutrition Information System (LINIS);
b. Integrated Service Delivery and Referral in Nutrition Training (also known

The KGJF-ZFF Leadership and Governance in Nutrition for First 1,000 Days
Project, however, has recorded significant improvements in some nutrition
indicators where others did not. It is useful to understand how the project
was able to achieve such improvements and to establish whether these

as the Nexus Module);
c. Municipal and Barangay Nutrition Action Scorecard; and
5. Examine and provide recommendations on the key enabling and constraining
operational factors for project implementation.

were unintended results during the program’s implementation, detected or
undetected, within or outside of the results framework. Part of the monitoring

IV. Significance of the Study

were the Bridging Leadership (BL) competencies of the trained leaders and
managers at the municipal and barangay levels. However, there is no in-depth

This summative evaluation is expected to assess the gains, challenges, and

study yet to trace the results and effects of BL input on the local government

resources necessary for enabling nutrition during the First 1,000 Days (F1KD)

leaders and the nutrition scorecard.

to materialize, and generate recommendations for sustaining, expanding, and
replicating this innovation in other settings.

In this regard, there are several questions that need to be addressed: What
lessons can be extracted? What are the acts of leadership that emanated from

Lessons learned from the project regarding implementation, effectiveness,

the BL inputs or processes? What are the facilitating, mitigating, and limiting

sustainability, and scalability are described and can provide significant input to

factors that enabled others to learn from the program?

similar projects in the future. As such, the results of the summative evaluation
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may be considered by the Department of Health (DOH), nutrition councils,

It was foreseen that coaching and mentoring efforts would guide stakeholders

LGUs, and non-government organizations (NGOs) interested in developing,

in improving BL competencies, translating these competencies into leadership

managing, implementing, replicating, expanding or sustaining their nutrition

acts, and leading and managing multiple processes toward enhanced local

programs.

system for nutrition and health.

The study is also expected to provide local governments the models for

The summative evaluation looks into the monitoring and evaluation (M&E)

determining the nutrition governance approach to be used at the barangay

system that captured project-specific and system-wide data, feedback process,

level. This incudes the process and results of integrating the strategies to

data utilization, and the enabling environment that facilitated the project’s

enhance provision of nutrition-specific and nutrition-related services. The

journey. The enabling environment includes but is not necessarily limited to

mechanism for drilling these policies and strategies down to the barangay level

community participation and LGU and community resources that were leveraged

and, inversely, scaling barangay-led innovation on nutrition governance up to

and mobilized to improve individual and population nutrition.

the municipal or provincial level will also provide important inputs to nutrition
councils, LGUs, civil society organizations including the DOH, Department of

Inspired by the concept of the health systems of dynamic framework

Agriculture (DA), Department of the Interior and Local Government (DILG), and

(Olmen, 2012) and complex adaptive systems (Paina et al., 2011), this approach

other national agencies.

provides a lens on how various resources are integrated, consolidated, and
strategically and efficiently used, with the expectation that the nutrition

V. Conceptual Framework

governance project can contribute to the achievement of better outcomes.

The conceptual framework (Figure 1) of the summative evaluation traces the

Figure 1. Conceptual Framework

project inputs, processes, desired output, and outcomes, guided by the
principles of Theory of Change. Specifically, it tracks the application of ZFF’s
Bridging Leadership (BL) and Health Change Model and their effects on the
competencies of leaders and managers involved in nutrition at the barangay
and municipal levels. It links evidence coming from the Health Change Model
and BL modules, in tandem with other system-related inputs, with improvements
in BL competencies, which then inspire leadership acts. These acts are expected
to trigger improvement in governance, which will further result in sharing and
mobilizing of resources, provision of integrated Maternal, Newborn, and Child
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VI. Evaluation Design

VII. Results

The evaluation study was a cross-sectional design using qualitative

Participants

methodologies with a purposive sampling. Study participants included :

There were 499 respondents for the KIIs and FGDs.

•

Mayor, Municipal Nutrition Action Office (MNAO), Municipal Health

Table 1. Number of Respondents

Office (MHO)
•

Municipal Nutrition Council (MNC) members

•

Barangay Nutrition Committee (BNC) members

•

Regional Nutrition Council representative(s)

•

DOH Nutrition representative(s)

•

Sari-sari store owner or vendor

The evaluation study protocol, the content of the informed consent forms, the
process for administering informed consent, and the mechanism for ensuring
and protecting confidentiality and privacy were reviewed and cleared by the
St. Cabrini Medical Center-Asian Eye Institute Ethics Review Committee

Male

Female

Sari-sari store
owners/vendors

Looc

34

82

32

Gamay

88

205

55

Regional Offices

1

2

123

289

Municipality/
DOH

Sub-total
Overall total

412

87

(SCMC-AEI-ERC).
The participants signed an informed consent form. No vulnerable individuals
participated in the study. There were no associated risks to study participants.

VIII. Key Findings

The following were observed and the study participants were informed before
the interviews or focus group discussions (FGDs):

Specific Objective 1: To determine project accomplishment in relation to the
strategy and results framework.

•

The interview or FGD took about 1.5 – 2 hours;

•

Their personal information would be treated with complete confidentiality

To provide the evidence in response to the first objective of this summative

and would not be written in the data collection tools of key informant

evaluation, this study utilized the project’s revised logical framework, as shown

interview (KII) and FGD;

in Figure 2.

•

Participants were free to withdraw from the interview or FGD at any
given time;

•

The informed consent was administered by the research team.

Field work to conduct the KIIs and FGDs was done on September 22-25, 2019
in Looc, Romblon, and on October 7-11, 2019 in Gamay, Northern Samar.
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IX. Project Output

Figure 2. Project Revised Framework

Based on project reports and validated through FGDs and interviews, the
project managed to accomplish its intended output. These were capacity
Under-2
Undernutrition:
Strengthened and
integrated local nutrition
systems
•
•
•
•

building among leaders and members of the Municipal Nutrition Council (MNC)

• Stunting reduced by 4%
• Underweight reduced by 7%
• Wasting with no increase

and Barangay Nutrition Committee (BNC), and service providers.
2
0
2
9
0
9

Community
participation

Gamay, North Samar. The training enabled them to process their understanding
of their challenges on nutrition, their appropriate response and management of
the nutrition program.
The trained members of the MNC helped the project team in coaching and
monitoring the BNC members.

Figure 2. Project Revised Framework
Based on the indicatorsFigure
shown
in theRevised
revised
logical framework (Table 2),

2. Project
Framework
%DVHGRQWKHLQGLFDWRUVDVVKRZQLQWKHUHYLVHGORJLFDOIUDPHZRUN
7DEOH WKHSURMHFW

the project was able to fulfil its expected output and achieve immediate and
ZDVDEOHWRIXOILOLWVH[SHFWHGRXWSXWVLPPHGLDWHDQGLQWHUPHGLDWHRXWFRPHVEDVHGRQ
%DVHGRQWKHLQGLFDWRUVDVVKRZQLQWKHUHYLVHGORJLFDOIUDPHZRUN 7DEOH WKHSURMHFW
intermediate
outcomes,
validated
by project
reports
and documents
from the
SURMHFW
UHSRUWV
DQG YDOLGDWHG
WKURXJK as
GRFXPHQWV
IURP
WKH /*8V
WKH IRFXV
JURXS
ZDVDEOHWRIXOILOLWVH[SHFWHGRXWSXWVLPPHGLDWHDQGLQWHUPHGLDWHRXWFRPHVEDVHGRQ
GLVFXVVLRQVDQGLQWHUYLHZV
SURMHFW UHSRUWV
DQG
YDOLGDWHG
GRFXPHQWV IURP WKH /*8V WKH IRFXV JURXS
LGUs,
FGDs
and WKURXJK
interviews.
GLVFXVVLRQVDQGLQWHUYLHZV
Table 2. Summary of the Project Logical Framework
Table 2. Summary
of
Project
Framework
Impact
 the
6LJQLILFDQWUHGXFWLRQRIXQGHUVWXQWLQJDQGZDVWLQJ
Table 2. Summary
of the
Project Logical
Logical Framework

Outputs
Outputs

For the BNC members, ZFF’s support was considered to be relevant for the
training of BHWs for their accreditation and improved services.
During the FGD, barangay-level respondents recalled a combination of different
aspects of the training (in no order of frequency):

 5HGXFWLRQRIQXWULWLRQUHODWHGFKLOGPRUELGLWLHV
6LJQLILFDQWUHGXFWLRQRIXQGHUVWXQWLQJDQGZDVWLQJ

 of
5HGXFWLRQRIPDWHUQDOXQGHUQXWULWLRQDQGPRUELGLWLHV
5HGXFWLRQRIQXWULWLRQUHODWHGFKLOGPRUELGLWLHV
1. Significant reduction
under-2 stunting and wasting
 7KHWDUJHWPXQLFLSDOLWLHVZHUHDEOHWRLQWHJUDWHDQGVWUHQJWKHQ
5HGXFWLRQRIPDWHUQDOXQGHUQXWULWLRQDQGPRUELGLWLHV
2. Reduction of nutrition-related
child morbidities
 WKHLUQXWULWLRQV\VWHPVSULRULWL]LQJWKH)LUVW'D\V
7KHWDUJHWPXQLFLSDOLWLHVZHUHDEOHWRLQWHJUDWHDQGVWUHQJWKHQ
3. Reduction of maternal
undernutrition
and morbidities
 ,PSURYHGFRPPXQLW\SDUWLFLSDWLRQLQGHFLVLRQPDNLQJDQG
WKHLUQXWULWLRQV\VWHPVSULRULWL]LQJWKH)LUVW'D\V
 LPSOHPHQWDWLRQ
,PSURYHGFRPPXQLW\SDUWLFLSDWLRQLQGHFLVLRQPDNLQJDQG
1. The target municipalities
were able to integrate and strengthen
 $FWVRI/HDGHUVKLSGHPRQVWUDWHGLQ0XQLFLSDOLWLHVZLWKWUDLQHG
LPSOHPHQWDWLRQ
their nutrition systems,
prioritizing
the first 1,000 days of life
 DQGFRDFKHG+HDOWKDQG1XWULWLRQ/HDGHUV
$FWVRI/HDGHUVKLSGHPRQVWUDWHGLQ0XQLFLSDOLWLHVZLWKWUDLQHG
 ,PSURYHG%ULGJLQJ/HDGHUVKLSFRPSHWHQFLHVIRUQXWULWLRQRI
2. Improved community
participation
in decision-making and
DQGFRDFKHG+HDOWKDQG1XWULWLRQ/HDGHUV
,PSURYHG%ULGJLQJ/HDGHUVKLSFRPSHWHQFLHVIRUQXWULWLRQRI
implementation  PXQLFLSDODQGEDUDQJD\OHDGHUVLQQXWULWLRQ
 ,PSURYHGPDQDJHPHQWFRPSHWHQFLHVRI0XQLFLSDO1XWULWLRQ
PXQLFLSDODQGEDUDQJD\OHDGHUVLQQXWULWLRQ
1. MNCs and BNCs trained
and coached in Nutrition and
 $FWLRQ2IILFH
,PSURYHGPDQDJHPHQWFRPSHWHQFLHVRI0XQLFLSDO1XWULWLRQ
$FWLRQ2IILFH
Health Leadership ,PSURYHGWHFKQLFDOFRPSHWHQF\RIKHDOWKDQGQXWULWLRQVHUYLFH
 SURYLGHUVRQ,QWHJUDWHGPDWHUQDODQGFKLOGQXWULWLRQ
,PSURYHGWHFKQLFDOFRPSHWHQF\RIKHDOWKDQGQXWULWLRQVHUYLFH
2. Frontline service providers
are trained in Integrated Maternal and
 0XQLFLSDODQG%DUDQJD\1XWULWLRQ&RXQFLOWUDLQHGDQGFRDFKHG
SURYLGHUVRQ,QWHJUDWHGPDWHUQDODQGFKLOGQXWULWLRQ
Child Health and Nutrition
 LQ1XWULWLRQDQG+HDOWK/HDGHUVKLS
0XQLFLSDODQG%DUDQJD\1XWULWLRQ&RXQFLOWUDLQHGDQGFRDFKHG
 )URQWOLQHVHUYLFHSURYLGHUVDUHWUDLQHGLQ,QWHJUDWHG0DWHUQDO
LQ1XWULWLRQDQG+HDOWK/HDGHUVKLS
3. Health service providers
are trained in electronic nutrition
DQG&KLOG+HDOWKDQG1XWULWLRQ
 tool
)URQWOLQHVHUYLFHSURYLGHUVDUHWUDLQHGLQ,QWHJUDWHG0DWHUQDO
information systems
and module
 +HDOWKVHUYLFHSURYLGHUVDUHWUDLQHGRQHOHFWURQLFQXWULWLRQ
DQG&KLOG+HDOWKDQG1XWULWLRQ
4. MNCs trained in socio-behavioral
change communication (SBCC)
 LQIRUPDWLRQV\VWHPVWRRODQGPRGXOH
+HDOWKVHUYLFHSURYLGHUVDUHWUDLQHGRQHOHFWURQLFQXWULWLRQ
 0XQLFLSDO01&VDUHWUDLQHGLQ6%&&
LQIRUPDWLRQV\VWHPVWRRODQGPRGXOH
 0XQLFLSDO01&VDUHWUDLQHGLQ6%&&
268
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00

Output

them confident in leading and managing the nutrition program: “The training
was a great help for me as a local leader,” said Mayor Timoteo Capoquian, Jr. of

BL Competencies
Acts of Leadership demonstrated
Management competencies of MNAO
Competency of service providers

1. MNC and BNC trained and coached in nutrition and health leadership
2. Frontline service providers trained on integrated service delivery and
referral in nutrition
3. Service providers trained on integrated information system in nutrition
4. MNCs trained in socio-behavioral change communications (SBCC)

Impact
Impact
Intermediate
Outcome
Intermediate
Outcome
Intermediate
Immediate
Outcome
Outcome
Immediate
Outcome

These programs, based on the study participants’ assessment, inspired and made

• Infant and Young Child and Feeding (IYCF),
• Barangay Leadership, Bridging Leadership for Nutrition and Development
(BL4ND) Modules 1 and 2
• LINIS Good Promotion on Nutrition,
• First 1,000 Days ni Baby mula sa pagbubuntis ng nanay, Paano
Pangangalagaan mula 0 – 6 months, Leadership and Governance in
Nutrition for First 1,000 Days
• Zero Open Defecation (ZOD), Community Lead Total Sanitation Training (CLTS)
• Pabasa sa Barangay, Pabasa sa Nutrisyon
• Nexus Module, Referral System for Pregnant Women
• Basic Course on Nutrition of BNS (LGU- and Province-led)
• Usapang Bida sa Barangay,
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• Training workshop on conduct of Disability Survey

The BNS and BHWs imparted to constituents the importance of taking care

• Leadership Training/ NUTRIHEALTH

of their health. They discussed the science behind the F1KD with parents,

• Nutrition Program

encouraging them to help the barangay by taking care of pregnant women and
children with malnutrition challenges. Helping each other, and camaraderie

B4LND was the most frequently mentioned training by majority of the barangays,

would facilitate improving the community’s health problems.

followed by IYCF and the First 1,000 Days. Respondents regarded the training
as learning opportunities, specifically so for BNS who had not had any prior

The project also helped health workers to connect with and change the

training. They gained knowledge on nutrition, leadership, and ways to apply

minds of people who did not understand them in the past.

their new knowledge in communities. Community participation, first 1,000 days,
bridging leadership, health and nutrition systems, nutrition-sensitive services,

They learned about Nexus, which respondents understood as taking care of

and the cross-cutting learning of counselling were the main takeaways of the

pregnant or lactating mothers.

participants from the project-organized/supported training.
People realized the relevance of bayanihan and saw the seriousness of the
These learnings expanded their knowledge on nutrition. Their realizations came

LGU in implementing health programs, especially for children. The MNAO,

in varied ways.

together with the assigned midwife, would visit all barangays to explain what
needs to be accomplished under the nutrition program.

The BNS and BHWs admitted routinely weighing children, without knowing
the correct way of getting the weight and measuring height. With the

In summary, the MNC members that were coached and trained under the

supervision of different partners such as ZFF, UNICEF, DOH and the LGU,

project co-trained the BNC members who, in turn, talked to mothers about

they became more knowledgeable about nutritional challenges such as

the F1KD whenever mothers visited the barangay. Figure 3 illustrates the

overweight, underweight, and stunting.

diffusion that happened throughout the project as far as training output
was concerned.

They also learned proper nutrition for mothers and newborn. The LGU
nurse and midwife taught them what needed to be done under the nutrition
program, such as proper care and knowledge to prevent stunting.
With their newfound knowledge and responsibility, they taught mothers
correct hand washing techniques; proper care for pregnant women (including
prenatal checks starting in the first trimester, and nutrient and vitamin intake);
proper care for newborn to prevent ill health; and exclusive breastfeeding.
They also taught mothers that child nutrition starts from the moment the
woman gets pregnant, and that proper care and nutrition for the first 1,000
days would prevent stunting, channel opportunity, promote good health,
and maximize potential.
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X. Immediate Outcomes

Immediate
Figure 3. Diffusion of the Training

Outcomes

1. Acts of Leadership demonstrated in municipalities with
trained and coached health and nutrition leaders
2. Improved Bridging Leadership competencies for
nutrition of municipal and barangay leaders
3. Improved management competencies of Municipal
Nutrition Action Office

ZFF

• Training the MNC
• Coaching the MNC members

4. Improved technical competency of health and nutrition
service providers on integrated maternal and child
nutrition

The project monitored the technical, management and BL competencies of the
MNC leaders and members. The project team also coached them to overcome

MNC

• Co-training the BNCs
• Coaching the BNCs

their expressed challenges, validate their innovations, and help them catch
up in the LGU’s nutrition targets. The project tools used to impart knowledge,
competencies and applications were systematically documented.
In fact, those with improved problem-solving and decision-making competencies
on health challenges and change leadership needed more coaching. Some

BNC

• Teaching mothers on First 1,000 Days
(F1KD)
• Measuring weight and height

BNCs had difficulty responding to and acting decisively on nutritional issues.
This was evident among BNCs with barangay captains and/or BNS who have
not been trained. This was exhibited in Barangay Cadac-an, where there was no
decisive action from the BNC despite the increasing number of wasted children.
Some reasons presented by the BNC for this inaction were that their barangay
captain was ill; their BNS was newly hired; and families had a limited ability to
plant their own food because the land they tilled was not theirs.
Specific to the project’s governance indicators, Table 3 describes the output.
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Table 3. Governance Results
Indicator
2 municipalities with at
least 75% of nutrition action
scorecard building blocks
become functional
2 municipalities conducting
annual review of the integrated
strategic plan for nutrition by
the MNC
2 municipalities with increase
in number of annual conduct of
SBCC activities in nutrition led
by MNC

Increased number of
promulgated policies on
integrated nutrition from the
baseline
2 municipalities with nutritionrelated plans formulated using
an integrated database

Results
Both municipalities and their barangays
have their nutrition action scorecard.
The municipal and barangay leaders
recognized the scoreboards as their guide
in identifying problems.
Both municipalities continued to review
their strategic plans for nutrition. However,
there is a need to ensure that evidence
coming from barangays are considered in
their planning.
The SBCC activities went beyond the
recommended Pabasa sa Nutrisyon. The
MNC members termed it as continuous
information provision to convince people
because no barangays would want to be
ranked with malnutrition challenges. They
had multiple SBCC activities in nutrition
that were embedded in many municipal
LGU activities.
6 relevant municipal policies in Gamay
such as ordinances on ZOD, First 1,000
Days, protection of children from junk
foods, incentives, backyard planting of
kamalunggay
The nutrition-related plans were
largely based on their lessons from the
scoreboard, a product of consultation
with stakeholders.

pa r t i I : r e s e a r ch

Previously, there was “very poor community participation in the pilot sites” as
noted in the pre-implementation study and consultations. This changed after the
Barangay Leadership for Nutrition and Development (BL4ND) was conducted in
January 2018. Barangay “leaders started to see malnutrition as a complex issue
that needs to be prioritized.”11.
MNC-barangay consultations went beyond the usual meetings, and community
participation took on different forms.
The practice of educating parents continued throughout the project
implementation. Parents who were encouraged to plant vegetables contributed
to the nutrition program from their garden’s produce.
The study participants noted the development of a community voice. Women
who traditionally valued themselves as mothers and wives began to see
themselves in new roles as well, such as being farmers and fisherfolk. These
women realized their participation through:
• Engagement and participation in health especially for mothers and children;
• Advocacy of proper nutrition for pregnant mothers, newborn (exclusive
breastfeeding), complementary feeding for infants and children, food
diversity, and ZOD;
• Pregnancy tracking, encouraging regular prenatal checkup, healthy
newborn care, and self care.
Study participants in Gamay recognized the lesbian, gay, bisexual and
transgender (LGBT) community as stakeholders in improving maternal and child
health and nutrition. Through its barangay chapters, the LGBT organization in
Gamay helped the LGU achieve its health and nutrition targets.

People’s Participation
The management competencies of MNAO and health service providers also
This development improved the indicators for community participation, but the

improved as evidenced by the better service coverage indicators for maternal

project still needs to guide local leaders in organizing mothers and caregivers

and child health, and the improved indicators of the integrated health and

for the F1KD.

nutrition system.

11
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•

interventions (i.e. modules, roadmap, coaching and mentoring) affected the

Creating employment by organizing the transportation sector, allowing
routes serviced by several subsectors such as pedicabs, motorcycles
(habal-habal), tricycles, long-haul vans and buses;

behavior of the municipal and barangay leaders involved in the program
•

Providing technical and logistics support to organized fisherfolk and

The MNCs demonstrated strong BL competencies and a firm leadership on

farmers, women within the context of supporting the families’ capacity

nutrition. They set strategic directions and facilitated the expansion of the

to provide nutritious foods

BNCs with policy back-up adopted from the LGU. Municipal and barangay
leaders came up with their respective multi-sectoral and multi-faceted plans

The MNCs applied their understanding and learnings from Modules 1 and 2

focused on nutrition.

and translated these to their daily activities, such as encouraging people to

The LGUs moved toward consolidating organizational structures of the

sa kalinisan), breastfeeding, complementary/supplemental feeding, regular

MNCs and BNCs. Collective steps were taken to ensure that the established

prenatal checkup, healthy newborn care, and self-care.

eat nutritious food and maintain cleanliness (wastong pagkain, pananatili

organizations were functional, i.e. backed by policies, had regular meetings,
The BNCs monitored pregnant women, their location and their condition. They

and implemented activities.

also tracked the health status of newborn and infants.
There was open communication among committee members and stakeholders
(“pagkukusa sa pagpapabatid”). They employed various strategies to inform

Other interventions such as the provision of seeds and tubers by the Municipal

and engage communities, such as employing barangay criers and conducting

Agriculture Office contributed to better nutritional outcomes as families were

community assembly regular meetings, and house-to-house visits. This helped

encouraged to plant vegetables in their backyards.

facilitate community participation in organizing communities and integrating
nutrition support through people’s organizations.

Specific Objective 3: To determine the specific leadership acts of the trained
municipal key persons that were vital to the achievement of the desired project

Municipal leadership and governance was felt in the barangays as municipal

outcomes, including the ideal range of resources needed to implement the First

staff, including health professionals and agricultural technical workers, visited

1,000 Days program

even remote barangays to provide services. This outreach from the LGU inspired
barangay leaders to achieve their targets.

Municipal leaders in nutrition, no doubt were able to manifest the expected
competencies.

Guided by their training, the MNCs, led by the mayor, did not only explore
novel strategies in response to nutrition challenges but they implemented

With BL training and evidence provided to them, health and nutrition leaders

innovative solutions to address social determinants. The following are some of

in the barangays and municipalities realized three things: they had nutrition

the innovative solutions developed:

problems, especially among children; they needed to invest in nutrition rather
than in infrastructure; and they had limited resources for health and nutrition.
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They recognized the organizational structures they established in response to

Based on the gathered documents, MNCs and BNCs demonstrated acts of

the problems, and the necessity to budget for such interventions. The MNC and

leadership beyond the expected. These acts of leadership are as follows (see

BNC members were able to verbalize their realizations and own the problems

Figure 4):

in nutrition.
•
However, they could not explicitly express the responsibilities of the members of
the nutrition governance structure.

Consolidating resources from various municipal units to serve nutrition
outcomes;

•

Facilitating the changing of people’s behavior;

•

Improving management competencies of unit heads and program

The FGD with barangay nutrition scholars (BNS) was conducted in early

managers;

May 2018 to ascertain the effects of the training on the leadership of barangay

•

Developing and enacting municipal and barangay policies; and

captains and examine the governance processes at the barangay level. The

•

Building partnerships.

following affirmative effects were highlighted:
• Members of the BNCs became aware of their roles and responsibilities in

Figure 4. Leadership Acts for Improved Nutrition

nutrition development;
• Most barangay captains became active in convening meetings for
nutrition work;
• Some barangay councils passed ordinances for environmental sanitation;
• Community volunteers for nutrition were empowered, and provided with

From:
Municipal Agricultural Office
Municipal Social Welfare and
Development Office
Rural Health Unit
Department of Health
Department of Agriculture

Zero Open Defecation
Converge resources from various
sources for nutrition

Pass municipal policies

Incentives to health workers
Backyard gardening
First 1OOO Days

increased incentives and a working space in the barangay hall; and
• School teachers in the barangays were already collaborating with the BNCs.
These initial results in 2018 were tracked in the summative evaluation. At the
end-of-project evaluation in 2019, community volunteers felt happy because
they could serve the people despite having minimal monthly monetary incentive
from the LGUs. This stemmed from the fact that the community volunteers felt
they were implementing the vision that the MNCs facilitated in establishing
and ensuring a well-nourished next generation. Inspired by the municipal vision

• Leaders identify and co-own problems and
co-create solutions with their constituency
• Program managers coordinate better and
communicate with communities
• Communities utilize the services
such as prenatal, immunization, etc.

Bridging
Leadership

• Parents provide counterpart to the nutrition
program by means of their backyard farm
produce

Among local government
departments
Build partnerships

Focused programming
on nutrition

Backyard gardening
Waste segregation and sanitation
Creation of expanded Barangay
Nutrition Council (BNC) and
appointment of members

Change behaviors

Improve management competencies of
unit heads and program managers

and mission, barangays established their own, which was facilitated by BNCs.
Leaders in both municipalities recognized the need for a multi-stakeholders’
support toward municipal-wide interventions in nutrition and health. They were
able to mobilize such support for nutrition-related activities, which included
mandating all barangays to establish their own BNCs; organizing farmers
and fisherfolk, and facilitating economic support and stimulus through these
organizations; and engaging people’s organizations to be part of the MNC.
278
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Specific Objective 4: To determine how the following technical approaches and

As a result, municipalities were able to achieve higher health service indicators

tools provided by the project as practicum support helped the LGUs in reaching

for prenatal, facility-based deliveries, and improved nutritional status among

the First 1,000 Days target population:

targeted population.

a. First 1,000 Days Tracking and Severe Malnutrition Review (SMR) under the

Specific Objective 5: To examine and provide recommendations on the key enabling

Local Integrated Nutrition Information System (LINIS);

and constraining operational factors for project implementation

b. Integrated Service Delivery and Referral in Nutrition Training (also known as
XI. Enabling factors

the Nexus Module); and
c. Municipal and Barangay Nutrition Action Scorecard.

For nutrition programs to be implemented strategically, there has to be a policyAs expressed by the study participants during KIIs and FGDs, the health and

driven, multi-faceted intervention at different levels of governance.

nutrition providers were able to do the things that they had failed to do before
There must be a policy that mandates resource allocation for nutrition, in

their training.

general, and for the First 1,000 Days, in particular, at every administrative level—
LINIS helped the BNS to determine healthy pregnancy, problems of the pregnant

from the barangay up to the municipality/city and province. In the case of the

mother (such as being underweight), and challenges in giving birth enabling

two LGUs, the allocations from various departments and offices were pooled

them to counsel the mother and family. They explained to the pregnant women

and managed by the nutrition action office to ensure that these resources are

the importance of prenatal, backyard gardening to support their nutritional

used to achieve the desired nutrition outcomes.

needs, safe drinking water, and ZOD.
Similar to LGUs’ mandates on Disaster Risk Reduction and Management
They were able to identify children with nutritional challenges through the

(DRRM) and Gender and Development (GAD), health and nutrition plans require

following:

integration on all administrative levels to be effective. This can be done by the
provincial government, but such integration will require a national policy as a

• Monthly monitoring of the weight and height of children aged 0-23 months;

basis for action.

• Monthly follow-up of children with malnutrition challenges and referring
them to the RHU if their weight did not improve;
• Providing nutrition support and supplements for children in day care, aged 3
to 4 years, until their health improves;

Provincial LGUs have to provide financial and technical support for the
municipalities and barangays. Barangay-level resources are limited to respond
to the multi-faceted challenges in nutrition.

• Close monitoring of children with nutritional challenges until their nutritional
Regulation of junk food marketing, availability, and affordability especially in

status becomes normal

areas that are resource-poor must also be enacted and implemented. Safe and
These actions were also incorporated in their plans including building toilets to

clean preparation of food has to be accompanied with access to healthy and

improve their ZOD indicators and generating more resources for the feeding

nutritious food and supplements. It is equally important to ensure access to

programs.

potable water.
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Barangay councils must be engaged in the different aspects of nutrition
integration at the community and household levels.
For ZFF, there is a need to look at the harvested data sets—both qualitative
and quantitative—from the two municipalities, and to re-examine indicators,
specifically, for community participation. These will provide lessons for
community-wide social marketing campaigns.
XII. Operational Factors
Program management must be improved on all levels. The MNCs should be able
to closely supervise the BNCs during program planning, implementation, and
monitoring and evaluation (M&E). The M&E mechanism should be simplified
and the indicators defined simply to allow community volunteers and barangay
leaders to monitor the progress of the program at their level and to use the M&E
results for future planning, implementation, policy development or policy shift,
and resource mobilization.

authors’
Bio-Notes

The public narrative or notes alone were insufficient to capture the acts of
leadership demonstrated by trained health and nutrition leaders. The MNCs
and BNCs should be closely supervised, coached, and assisted in organizing
themselves between the planning and implementation stages of a program.
Additional budget allocation for nutrition should cover the payment of
incentives for health workers; the provision of supplies needed for monitoring
and reporting; and the availability of equipment, medicines and information
materials in barangay health stations (BHS). A midwife or nurse should have
regular, scheduled visits to the BHS. The LGU has to permanently hire a
nutritionist as MNAO and assign a permanent BNS.
Future training/seminars must include the barangay councilor on health and
agriculture, the barangay secretary, and other barangay officials.
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EBF – Exclusive Breast Feeding
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NCCFN – National Coordinating Council on Food and Nutrition
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