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CAPACITY NEEDS ASSESSMENT 
OF PRIMARY HEALTH CARE PROVIDERS 

IN SELECTED MUNICIPALITIES 
IN CAVITE

Abstract

Purpose. Primary Health Care (PHC) refers to essential health care that is made accessible, acceptable and affordable to individuals 
and families in the community. As such, it is imperative for PHC providers to possess the necessary competencies responsive to the 
current health care demands. This study aims to determine the current capacity of PHC providers and their need for capability building.

Methods. The study employed a quantitative descriptive design with 87 purposively-selected PHC providers and five administrators 
from selected rural municipalities in Cavite. It is adapted from the study, “Capacity-building of primary healthcare providers in 10+3 
Southeast and East Asian Nursing Education and Research Network (SEANERN) countries”.

Results and Discussions. The perceived level of knowledge of the PHC providers on the elements of PHC were all rated to be 
proficient. Maternal and child care received the highest score, while health education received the lowest score. The perceived level of 
skills of the PHC providers was also rated to be proficient. Sanitation and water received the highest score, while treatment of common 
diseases and injuries received the lowest score. Similar to the perceived levels of knowledge and skills, the perceived level of attitudes 
of the PHC providers were also proficient, with environmental sanitation having the highest score but treatment of common diseases 
and injuries having the lowest score. However, from the perspective of health administrators, they rated the PHC providers one level 
lower or needs minimal support. Training and capacity building in all elements of PHC was identified as the most needed by the PHC 
providers. Their most preferred method of training is workshop.

Conclusions. There are high perceived levels of knowledge, skills, and attitudes of the PHC providers in the elements of PHC. Despite 
the high scores, objective outcomes such as the MMR and immunization coverage do not reflect the proficient scores of the PHC 
providers. There are also other health conditions and issues such as noncommunicable diseases and injuries that need to be 
addressed using PHC approach.  Given this, it is vital that appropriate training and adequate hiring of PHC providers be reinforced 
nationwide in order to meet the health goals and needs of the country.
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Primary Health Care (PHC) is defined by the World Health 
Organization as “an essential health care made universally 

acceptable to individuals and families in the community by means 
acceptable to them through their full participation and at a cost 
that the community and country can afford at every stage of 
development.” With the Declaration of AlmaAta adopted at the 
International Conference on Primary Health Care in September 
1978, the Philippines also ratified PHC through the Letter of 
Instruction 949 signed by then President Marcos on October 19, 

1979. Since then, PHC has been an approach to the delivery of 
health care services (Cuevas et al., 2007). 

The Alma Ata declaration put forward eight essential components 
of PHC, which include: (1) health education, (2) food supply and 
proper nutrition, (3) safe water and basic sanitation, (4) maternal 
and child health and family planning, (5) immunization against 
infectious diseases, (6) prevention and control of endemic 
diseases, (7) treatment of common infections, and (8) essential 
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Yet, you do your work. You do patient education 
regardless of the circumstance.

Ÿ Nurses are hand holders. Your care does not end with 
paperwork.

Ÿ Nurses are advocates. By demanding for the passage of 
equitable access to health care, whose rights are nurses 
fighting for? It is the right of every single Filipino to health 
care. Nurses are the best advocates for the 
development of the health care system.

Ÿ Nurses are heroes. You save lives every day, yet the 
media tends to magnify more the efforts of the bystander 
who called for help for a hit-and-run victim, than the 
struggles you face in your workplace.

Ÿ Nurses are very versatile people. Imagine caring for 
people you met for the first time? People who are 
strangers, yes; these people are treated with care, even 
when you've had a long, toxic day. How many shifts in a 
row can you pull off anyway? I cannot even function well 
with less than 6 hours of sleep. 

As I have told you earlier, I am a lawyer by profession, and an 
advocate by passion. I believe nursing is both. It is your passion 
and your profession.

What, then, is your role in achieving universal health care? You 
are agents of empowerment.

Take it from what the PNA does now:

1. It challenges the status quo. It petitions and lobbies for 
increase of compensation for all nurses, those in the 
government or not.

2. It files cases against hospitals that do not pay nurses 
properly, fails give them proper salary, overtime pay, and 
other benefits.

3. It talks and coordinates with DOLE regarding visitorial 
powers and inspections on erring hospitals.

These are just some of what the PNA does with regards to your 
struggle.

Succinctly, the healthcare needs of this country can be 
addressed only when the plight of nurses is addressed. 

Nurses make up a large part of the health care force. You work in 
proximity with patients on a daily basis. You know what 
management system works and what doesn't. You can evaluate 
which policies are effective and efficient and which are not. You 
have a say. You must have a say.

A staunch advocate, my mother-in-law, Cheryl Daytec-Yangot, 
said – 

“The nursing profession is a potent force in the 
promotion and fulfilment of universal health care. 
Nurses must educate, organize, and mobilize our poor 
health service consumers for them to be active 
participants in the realization of universal health care. 
But […] it is only when the nursing profession is 
empowered that it can empower others because it 
cannot give the poor and marginalized that strength it 
does not possess.”

I add to that – it is indubitable that nurses put the care in health 
care! Be empowered nurses to achieve UHC. Be empowered so 
you can empower others.

Pagpupugay sa inyong mga magigiting na nars!

Iyaman! Thank you.
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drugs.  All eight elements of PHC are provided for in the rural 
health units in the Philippines as it is the first point of contact for 
government- provided healthcare (Dayrit et al., 2018). 

The rural health unit is mostly composed of doctors, nurses, 
midwives, and medical technologists despite the need for also 
other professionals such as physical therapists, pharmacists and 
many others. This is a reflection of the human resources for health 
situation wherein the top four categories of health professionals 
working in health institutions in the Philippines are nurses, 
doctors, midwives and medical technologists (World Health 
Organization, 2018). But aside from these professionals, the 
communities are served by the by nurse auxiliaries, locally trained 
community health workers, traditional birth attendants, and 
healers (Cuevas, et al., 2007).

To boost PHC, the Department of Health Fourmula 1 Plus was 
launched, a program that envisions Filipinos to be among the 
healthiest people in South East Asia by 2022 and Asia by 2040, by 
leading the country in the development of a people-centered, 
resilient, and equitable health system. The program's strategic 
focus is on institutionalizing a people-centered Service Delivery 
Network and leading a whole-of-society collaboration at all levels 
to help people live healthy. The program's strategic pillars include: 
1) financing, 2) service delivery, 3) delivery, 4) governance, and 5) 
performance and accountability (DOH, 2018).

On 8 April 2019 during the event that corresponds with this year's 
global celebration for World Health Day that centers on the theme 
of universal health coverage with a focus on primary health care, 
the Department of Health (DOH), World Health Organization 
(WHO), and key stakeholders come together to highlight the need 
to strengthen primary health care as the foundation for the 
Universal Health Care (UHC) Act. According to Dr. Gundo Weiler, 
WHO representative in the Philippines, “Primary health care 
means multiple sectors working together to bring care closer to 
home, with the involvement of the community. The UHC Act is just 
the beginning of our journey to health for all Filipinos.” (Joint DOH 
and WHO News Release). The UHC Act was signed into law by 
President Rodrigo Duterte on 20 February 2019 with the 
effectivity of the Implementing Rules and Regulations on 10 
October 2019.

PHC, together with the implementation of the Universal Health 
Care Act, provide the means of improving the health and well-
being of Filipinos.  It is imperative that health care workers in the 
community who are the PHC providers possess the necessary 
competencies responsive to the current health care demands. 
This study aims to determine the current capacity of primary 
health care providers and the need for capability building in order 
to ensure that health care workers are ready to deliver PHC.

                          Methodology

Descriptive research design was used in this study.  A structured 
questionnaire was administered to assess the knowledge, skill, 

and abilities of PHC providers by the PHC administrators and 
PHC providers themselves.

The study setting was situated at Region IV-A (Cavite, Laguna, 
Batangas, Quezon) region of Luzon Island.  Situated 21 
kilometers southwest of Metro Manila, it is one of the most 
industrialized and fastest growing provinces in the Philippines.  In 
this study, the University of the Philippines Manila College of 
Nursing (UPCN) is in collaboration with the UP Manila 
Community Health and Development Program (UP-CHDP) in 
assisting communities in attaining enhanced capacities in their 
own health care and development through the PHC approach. 
The current community partner of UP-CHDP is the Province of 
Cavite through the A.M.I.G.A. Inter-LGU Health Collaboration 
Council, consisting the municipalities of Alfonso, Mendez, 
Indang, General Emilio Aguinaldo, and Amadeo (UP Manila, 
2017).

According to the recent Philippine Health Statistics (2015), 
among the top five (5) leading causes of morbidity in the region 
are acute respiratory infection, pneumonia and acute lower 
respiratory tract infection, hypertension, urinary tract infection, 
and influenza. These are treatable conditions that can be 
addressed through primary health care in the region. In terms of 
mortality, Region 4A-CALABARZON, holds the third highest 
mortality rate of 5.6 deaths per 1000 population across all regions 
and highest percent share of total deaths amounting to 14.4% 
(Philippine Health Statistics, 2015). 

The main point of collection in the study is the rural health unit of 
each municipalities. A rural health unit is at the primary level of the 
national health system. Each rural health unit is led by a municipal 
health officer. The municipal health officer, a medical doctor, 
together with the team composed of nurses, midwives, medical 
technologists and sanitary inspectors, bring primary health care 
to its constituents. Each rural health unit offers outpatient 
consultation on medical and pediatric cases, maternal care, 
family planning, dental services, laboratory examinations, minor 
surgical operations such as excision and suturing, and 
counseling. At the barangay level, a satellite of the rural health 
unit is present, which is called the Barangay Health Station 
(BHS). This BHS is supervised by a midwife or a nurse with 
auxiliary personnel such as barangay health workers who 
delivers certain primary health care program at the grassroots 
level. 

The study used a purposive sampling design to recruit 
participants in different health facilities/institutions. To recruit the 
participants – the PHC administrator and PHC provider the 
following inclusion criteria was met. For the PHC provider: 1) 
currently working on a PHC position in his/her respective health 
institution; and 2) have worked in the two weeks prior to the 
questionnaire administration. For the PHC administrator: 
currently working as administrator, trainer, or other related 
position of the PHC institution; and 2) have worked in the two 

weeks prior to the questionnaire administration. The exclusion 
criterion for the respondents is that they should not have any 
condition that causes physical or mental disabilities that would 
prevent the participant from participating and completing the 
procedure of the study. The target sample size was 80 PHC 
providers and 5 PHC administrators.

The research survey tool was adopted from the collaborative 
study on capacity of providing primary healthcare service and 
training needs in countries in Southeast and East Asian Nursing 
Education and Research Network (SEANERN). This mainly 
consisted of versions for the two groups of respondents: PHC 
administrators,' and providers' version. Each of them included a 
demographic part (e.g., items regarding respondent's age, 
gender, working years, etc.) and capacity part (i.e., items 
assessing the capacity of PHC providers and strategies 
suggested to strengthen it). The PHC administrators were given 
an extra form to gather information about the PHC services of the 
institution. The item pool was derived from relevant literatures and 
existing similar scales. Items will use questions and a variety of 
response options, such as multiple choice, single choice, Likert-
scale and open-ended and follow the structure of the conceptual 
framework that includes three dimensions (knowledge, skill & 
ability) and eight aspects (health education, nutritional promotion, 
sanitation, maternal & child health care, immunization, disease 
prevention and essential drugs).  

The researchers sought referrals from the PHC institutions/ 
facilities in recruiting participants for the research. Upon retrieval of 
consent, the researchers administered the questionnaire to 
participants during the provided time for the PHC providers and 
administrators. 

This study was given ethical clearance by the UP Manila 
Research Ethics Board upon compliance of the ethics 
requirements ensuring protection of privacy and confidentiality 
of research information, minimal risk in the participation, 
benefits of the study, proper recruitment and informed consent.

Quantitative data collected from the questionnaire survey were 
imported into SPSS version 22 after coding for analysis. 
Descriptive statistics, such as frequency, percentage, mean, 
standard deviation, etc. were used. 

                   Results and Discussion

The results of this study were divided into two parts: 
administrator level and PHC provider level. 

Part 1. Administrator Level 

There were five administrators who participated.  The five 
administrators came from the following municipalities with its 
accompanying number of populations:  Alfonso with around 
59,016 population; Mendez with around 39, 891; Bailen with 
around 24, 475; Indang with around 72, 248; and Amadeo with 
around 40,000 population.

Table 1 shows that the number of personnel per rural health unit 
varies from a minimum of eight to a maximum of 41 personnel. 
The personnel is composed of at least one medical doctor, who 
is usually the municipal health officer, registered nurses (2-4 
per RHU), midwives (4-5 per RHU), and a sanitary inspector. 
None of the rural health units have a registered pharmacist.

On Table 2, most of the municipal health officers were female 
and their ages fell within the range of 50-65 years old. In terms of 

Table 1. Characteristics of the rural health units

Table 2. Distribution of respondents according to age, sex, and work experience
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drugs.  All eight elements of PHC are provided for in the rural 
health units in the Philippines as it is the first point of contact for 
government- provided healthcare (Dayrit et al., 2018). 

The rural health unit is mostly composed of doctors, nurses, 
midwives, and medical technologists despite the need for also 
other professionals such as physical therapists, pharmacists and 
many others. This is a reflection of the human resources for health 
situation wherein the top four categories of health professionals 
working in health institutions in the Philippines are nurses, 
doctors, midwives and medical technologists (World Health 
Organization, 2018). But aside from these professionals, the 
communities are served by the by nurse auxiliaries, locally trained 
community health workers, traditional birth attendants, and 
healers (Cuevas, et al., 2007).

To boost PHC, the Department of Health Fourmula 1 Plus was 
launched, a program that envisions Filipinos to be among the 
healthiest people in South East Asia by 2022 and Asia by 2040, by 
leading the country in the development of a people-centered, 
resilient, and equitable health system. The program's strategic 
focus is on institutionalizing a people-centered Service Delivery 
Network and leading a whole-of-society collaboration at all levels 
to help people live healthy. The program's strategic pillars include: 
1) financing, 2) service delivery, 3) delivery, 4) governance, and 5) 
performance and accountability (DOH, 2018).

On 8 April 2019 during the event that corresponds with this year's 
global celebration for World Health Day that centers on the theme 
of universal health coverage with a focus on primary health care, 
the Department of Health (DOH), World Health Organization 
(WHO), and key stakeholders come together to highlight the need 
to strengthen primary health care as the foundation for the 
Universal Health Care (UHC) Act. According to Dr. Gundo Weiler, 
WHO representative in the Philippines, “Primary health care 
means multiple sectors working together to bring care closer to 
home, with the involvement of the community. The UHC Act is just 
the beginning of our journey to health for all Filipinos.” (Joint DOH 
and WHO News Release). The UHC Act was signed into law by 
President Rodrigo Duterte on 20 February 2019 with the 
effectivity of the Implementing Rules and Regulations on 10 
October 2019.

PHC, together with the implementation of the Universal Health 
Care Act, provide the means of improving the health and well-
being of Filipinos.  It is imperative that health care workers in the 
community who are the PHC providers possess the necessary 
competencies responsive to the current health care demands. 
This study aims to determine the current capacity of primary 
health care providers and the need for capability building in order 
to ensure that health care workers are ready to deliver PHC.

                          Methodology

Descriptive research design was used in this study.  A structured 
questionnaire was administered to assess the knowledge, skill, 

and abilities of PHC providers by the PHC administrators and 
PHC providers themselves.

The study setting was situated at Region IV-A (Cavite, Laguna, 
Batangas, Quezon) region of Luzon Island.  Situated 21 
kilometers southwest of Metro Manila, it is one of the most 
industrialized and fastest growing provinces in the Philippines.  In 
this study, the University of the Philippines Manila College of 
Nursing (UPCN) is in collaboration with the UP Manila 
Community Health and Development Program (UP-CHDP) in 
assisting communities in attaining enhanced capacities in their 
own health care and development through the PHC approach. 
The current community partner of UP-CHDP is the Province of 
Cavite through the A.M.I.G.A. Inter-LGU Health Collaboration 
Council, consisting the municipalities of Alfonso, Mendez, 
Indang, General Emilio Aguinaldo, and Amadeo (UP Manila, 
2017).

According to the recent Philippine Health Statistics (2015), 
among the top five (5) leading causes of morbidity in the region 
are acute respiratory infection, pneumonia and acute lower 
respiratory tract infection, hypertension, urinary tract infection, 
and influenza. These are treatable conditions that can be 
addressed through primary health care in the region. In terms of 
mortality, Region 4A-CALABARZON, holds the third highest 
mortality rate of 5.6 deaths per 1000 population across all regions 
and highest percent share of total deaths amounting to 14.4% 
(Philippine Health Statistics, 2015). 

The main point of collection in the study is the rural health unit of 
each municipalities. A rural health unit is at the primary level of the 
national health system. Each rural health unit is led by a municipal 
health officer. The municipal health officer, a medical doctor, 
together with the team composed of nurses, midwives, medical 
technologists and sanitary inspectors, bring primary health care 
to its constituents. Each rural health unit offers outpatient 
consultation on medical and pediatric cases, maternal care, 
family planning, dental services, laboratory examinations, minor 
surgical operations such as excision and suturing, and 
counseling. At the barangay level, a satellite of the rural health 
unit is present, which is called the Barangay Health Station 
(BHS). This BHS is supervised by a midwife or a nurse with 
auxiliary personnel such as barangay health workers who 
delivers certain primary health care program at the grassroots 
level. 

The study used a purposive sampling design to recruit 
participants in different health facilities/institutions. To recruit the 
participants – the PHC administrator and PHC provider the 
following inclusion criteria was met. For the PHC provider: 1) 
currently working on a PHC position in his/her respective health 
institution; and 2) have worked in the two weeks prior to the 
questionnaire administration. For the PHC administrator: 
currently working as administrator, trainer, or other related 
position of the PHC institution; and 2) have worked in the two 

weeks prior to the questionnaire administration. The exclusion 
criterion for the respondents is that they should not have any 
condition that causes physical or mental disabilities that would 
prevent the participant from participating and completing the 
procedure of the study. The target sample size was 80 PHC 
providers and 5 PHC administrators.

The research survey tool was adopted from the collaborative 
study on capacity of providing primary healthcare service and 
training needs in countries in Southeast and East Asian Nursing 
Education and Research Network (SEANERN). This mainly 
consisted of versions for the two groups of respondents: PHC 
administrators,' and providers' version. Each of them included a 
demographic part (e.g., items regarding respondent's age, 
gender, working years, etc.) and capacity part (i.e., items 
assessing the capacity of PHC providers and strategies 
suggested to strengthen it). The PHC administrators were given 
an extra form to gather information about the PHC services of the 
institution. The item pool was derived from relevant literatures and 
existing similar scales. Items will use questions and a variety of 
response options, such as multiple choice, single choice, Likert-
scale and open-ended and follow the structure of the conceptual 
framework that includes three dimensions (knowledge, skill & 
ability) and eight aspects (health education, nutritional promotion, 
sanitation, maternal & child health care, immunization, disease 
prevention and essential drugs).  

The researchers sought referrals from the PHC institutions/ 
facilities in recruiting participants for the research. Upon retrieval of 
consent, the researchers administered the questionnaire to 
participants during the provided time for the PHC providers and 
administrators. 

This study was given ethical clearance by the UP Manila 
Research Ethics Board upon compliance of the ethics 
requirements ensuring protection of privacy and confidentiality 
of research information, minimal risk in the participation, 
benefits of the study, proper recruitment and informed consent.

Quantitative data collected from the questionnaire survey were 
imported into SPSS version 22 after coding for analysis. 
Descriptive statistics, such as frequency, percentage, mean, 
standard deviation, etc. were used. 

                   Results and Discussion

The results of this study were divided into two parts: 
administrator level and PHC provider level. 

Part 1. Administrator Level 

There were five administrators who participated.  The five 
administrators came from the following municipalities with its 
accompanying number of populations:  Alfonso with around 
59,016 population; Mendez with around 39, 891; Bailen with 
around 24, 475; Indang with around 72, 248; and Amadeo with 
around 40,000 population.

Table 1 shows that the number of personnel per rural health unit 
varies from a minimum of eight to a maximum of 41 personnel. 
The personnel is composed of at least one medical doctor, who 
is usually the municipal health officer, registered nurses (2-4 
per RHU), midwives (4-5 per RHU), and a sanitary inspector. 
None of the rural health units have a registered pharmacist.

On Table 2, most of the municipal health officers were female 
and their ages fell within the range of 50-65 years old. In terms of 

Table 1. Characteristics of the rural health units

Table 2. Distribution of respondents according to age, sex, and work experience
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clinical experience, most of the municipal health officers have at 
least 15 years of relevant clinical experience. Among the 
municipal health officers, the MHO at Alfonso Rural Health Unit 
has the highest number of years spent in the primary level while 
the MHO at Mendez Rural Health Unit has the lowest number of 
years. 

In terms of current work and frequency, all of the municipal health 
officers deliver primary health care services as part of the basic 
services of the rural health unit. As municipal health officers, they 
primary focus on health education, maternal and child care, 
prevention and health care, and medication. However, elements 
such as nutrition, immunization, family planning, and 
environmental sanitation are co-delivered with nurses, midwives, 
barangay nutrition scholars, and sanitary inspectors, respectively. 

Table 3 shows that the educational background of personnel for 
each rural health unit is mostly composed of bachelor's degree 
holder or high school graduates.  

In terms of training (Table 4), some rural health units like Bailen 
receive trainings for its personnel as frequent as at least once a 
month and in Alfonso, quarterly, and no response from the others. 
The most commonly used method is through a workshop or 
through visual aids. 

Table 5 shows the knowledge scores of the personnel in terms of 
the elements of primary health care as perceived by the 
administrators. In terms of health education and maternal and child 
care, four out of five (4/5) municipalities rated the knowledge of their 
personnel as needing minimal support. 

On nutritional promotion and essential drugs, most of the 
municipalities rated their knowledge on it as needing minimal support 
to proficient. However, one (1) municipality rated the knowledge of its 
personnel as needing whole process guidance. In addition to this, the 
same municipality rated itself to be needing assistance in 
immunization and prevention and control of locally endemic diseases; 
components which were rated to be highest in other rural health units. 

In terms of the most required knowledge in their current setting, two 
out of five (2/5) administrators identified maternal and child care. In 
terms of the least required knowledge, most of the administrators 
identified environmental sanitation. This function could have been 
rated as the least required as the local government unit is mostly 
responsible for the clean-ups and ordinances for sanitation. 

In the perspective of administrators, their personnel need the most 
training in maternal and child care, health education, and nutritional 
promotion. This is in congruence with the current statistics on 
maternal mortality ratio and nutritional status in the country. 
However, despite being cited as needing most training in other 
municipalities, nutrition promotion and maternal and childcare was 
deemed by other municipalities as knowledge requiring the least 
training along with environmental sanitation. Workshop was the 
preferred method of training by most of the administrators.  An 
administrator suggested the use of videos to address age 
variations.

Table 6 shows the skill scores of the personnel in terms of the 
elements of primary health care as perceived by the 
administrators. The skill scores of personnel mirrors the knowledge 
scores except in some areas to be discussed in succeeding 
sentences. In terms of health education and maternal and child 
care, four out of five administrators rated their personnel as 
needing minimal support.

Despite having two municipalities rate its skill in environmental 
sanitation as expert, one (1) municipality rated its skill in this 
component as needing whole process guidance; the same 
municipality who rated the same on knowledge on essential drugs 
and nutritional promotion.

In terms of the most required skill in their current setting, two out of 
five (2/5) administrators identified maternal and child care. Other 
administrators identified appropriate treatment of common 
diseases and injuries and nutritional promotion. In terms of the least 
required skill, most of the administrators identified environmental 
sanitation because it is usually delegated to the rural sanitary 
inspectors. In the perspective of administrators, their personnel 
need the most training in maternal and child care, health education, 
and nutritional promotion. However, despite being cited as needing 
most training in other municipalities, nutrition promotion and 
maternal and childcare was deemed by other municipalities as 
knowledge requiring the least training along with environmental 
sanitation. Workshop was the preferred method of training by all of 
the administrators.

Table 7 shows the attitude scores of the personnel in delivering 
primary health care as perceived by the administrators.  In terms 
of immunization and control of locally endemic diseases, most of 
the administrators rated themselves as proficient. Compared to 

Table 3. Educational background of personnel to include training and learning activities

Table 4. Training and learning activities of administrators

Table 5. Knowledge on primary health care of personnel according to administrators

Table 6. Skills of personnel on primary health care according to administrators

Table 7. Attitudes of personnel on primary health care according to administrators
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clinical experience, most of the municipal health officers have at 
least 15 years of relevant clinical experience. Among the 
municipal health officers, the MHO at Alfonso Rural Health Unit 
has the highest number of years spent in the primary level while 
the MHO at Mendez Rural Health Unit has the lowest number of 
years. 

In terms of current work and frequency, all of the municipal health 
officers deliver primary health care services as part of the basic 
services of the rural health unit. As municipal health officers, they 
primary focus on health education, maternal and child care, 
prevention and health care, and medication. However, elements 
such as nutrition, immunization, family planning, and 
environmental sanitation are co-delivered with nurses, midwives, 
barangay nutrition scholars, and sanitary inspectors, respectively. 

Table 3 shows that the educational background of personnel for 
each rural health unit is mostly composed of bachelor's degree 
holder or high school graduates.  

In terms of training (Table 4), some rural health units like Bailen 
receive trainings for its personnel as frequent as at least once a 
month and in Alfonso, quarterly, and no response from the others. 
The most commonly used method is through a workshop or 
through visual aids. 

Table 5 shows the knowledge scores of the personnel in terms of 
the elements of primary health care as perceived by the 
administrators. In terms of health education and maternal and child 
care, four out of five (4/5) municipalities rated the knowledge of their 
personnel as needing minimal support. 

On nutritional promotion and essential drugs, most of the 
municipalities rated their knowledge on it as needing minimal support 
to proficient. However, one (1) municipality rated the knowledge of its 
personnel as needing whole process guidance. In addition to this, the 
same municipality rated itself to be needing assistance in 
immunization and prevention and control of locally endemic diseases; 
components which were rated to be highest in other rural health units. 

In terms of the most required knowledge in their current setting, two 
out of five (2/5) administrators identified maternal and child care. In 
terms of the least required knowledge, most of the administrators 
identified environmental sanitation. This function could have been 
rated as the least required as the local government unit is mostly 
responsible for the clean-ups and ordinances for sanitation. 

In the perspective of administrators, their personnel need the most 
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inspectors. In the perspective of administrators, their personnel 
need the most training in maternal and child care, health education, 
and nutritional promotion. However, despite being cited as needing 
most training in other municipalities, nutrition promotion and 
maternal and childcare was deemed by other municipalities as 
knowledge requiring the least training along with environmental 
sanitation. Workshop was the preferred method of training by all of 
the administrators.

Table 7 shows the attitude scores of the personnel in delivering 
primary health care as perceived by the administrators.  In terms 
of immunization and control of locally endemic diseases, most of 
the administrators rated themselves as proficient. Compared to 

Table 3. Educational background of personnel to include training and learning activities

Table 4. Training and learning activities of administrators

Table 5. Knowledge on primary health care of personnel according to administrators

Table 6. Skills of personnel on primary health care according to administrators

Table 7. Attitudes of personnel on primary health care according to administrators
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knowledge and skill scores, most of the municipalities (4 out of 5) 
have higher rating on attitudes except for one (1) municipality 
whose attitude scores decreased  from being rated itself as 
expert in knowledge and skills part. 

 In terms of the most required attitude in their current setting, two 
out of five (2/5) administrators identified all components, 
nutritional promotion, health education and maternal and child 
care. One municipality shared that attitudes specifically on 
intrapartum care needs training. In terms of the least required 
attitude on the elements, most of the administrators identified 
environmental sanitation. In the perspective of administrators, 
their personnel need the most training in maternal and child care, 
health education, and nutritional promotion. Attitudes on 
environmental sanitation need the least training according to 
most of the administrators because they see it as adequate (3/5). 
Workshop was the preferred method of training by all of the 
administrators.

Part 2. PHC Provider

A total of 87 PHC providers composed of doctors, nurses, 
midwives, and barangay health workers (BHWs) were 
interviewed for this study. 

Table 8 shows the demographic characteristics of the 87 primary 
health care providers who agreed to participate in this study. In 
terms of age, the mean age of the providers falls at 49.78 ± 11.61 
years old indicating that the workforce is already at middle 
adulthood. Majority of the health care providers in the area are 
female. A large fraction of the providers are barangay health 
workers who are auxiliary health workers in the grassroots level 
and are usually elementary or high school graduates. Second to 
barangay health workers in frequency are midwives (n=15) 
followed by nurses (n=10). The average number of years working 
in the field shows long-term retention of human resources in their 
respective departments. 

Table 9 shows the current work and frequency expressed in 
number of hours per week of providers. The highest mean 
number of hours per week is allotted to functions outside primary 
health care such as administrative work although only three out 
of five municipalities indicated this. Vaccination and health 
education are among the components by which providers allot 
the most number of hours per week. Rehabilitation, in all 
municipalities, were not being allotted time for by the providers. 

Table 10 shows the training and learning activities of primary 
health care providers. Workshop is the most commonly used 

method of teaching for the providers averaging for about twice a 
year. The training and learning activities conducted to RHU 
personnel are mostly through workshops. It was found out in a 
study that although doctors and nurses have sufficient education, 
continuing education and training were still helpful (Zuellig Family 
Foundation, 2011).

Table 11 shows the perceived level of knowledge of providers on 
the elements of primary health care. The highest score given was 
in terms of maternal and child care followed by immunization and 
environmental sanitation. These results are somehow congruent 

Table 8. Distribution of PHC providers according to demographic characteristics

Table 9. Current work and frequency of PHC Providers

Table 10. Training and Learning Activities of PHC Providers

Table 11. Knowledge on Primary Health Care of PHC Providers
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study that although doctors and nurses have sufficient education, 
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with the ratings given by administrators wherein maternal and 
child care was among the highest. Health education however 
was the lowest among the components.  Ratings by providers 
were higher than ratings provided by administrators on the 
different components. Most of the ratings were proficient 
compared to the administrators' wherein ratings dwelled on 
needing minimal support. 

In the perspective of the providers, the most required knowledge 
for them include almost all the elements of primary health care 
(32 out of 87), appropriate treatment of common diseases and 
injuries (20 out of 87), and maternal and child care ( 17 out of 87) 
in contrary to the ones identified by administrators such as health 
education and nutritional promotion. Only maternal and child 
care were the common components identified by most 
municipalities. Environmental sanitation was identified as the 
least required knowledge. Providers identified maternal and 
child care (28 out of 87) and all of the components (27 out of 87) 
to be needing the most training. Environmental sanitation (7 out 
of 87) was identified to be needing the least training. Workshop 
was the preferred method by most of the providers (65 out of 87). 

Table 12 shows the perceived level of skills of providers on 
primary health care. The skill ratings almost mirrored the 

knowledge ratings but with higher ratings.  In terms of skills, the 
components with the highest ratings include sanitation and 
water, immunization, and maternal and child care. Treatment of 
common diseases and injuries had the lowest rating although it is 
already at the proficient level. Ratings for skills by providers are 
higher than ratings provided by administrators. 

Providers identified skill on appropriate treatment of common 
diseases and injuries (30 out of 87) and all components (30 out of 
87) to be the most required and needing the most training. As 
identified in the knowledge part, environmental sanitation was 
deemed to be the least required skill. Workshop (68 out of 87) is 
the preferred method of training.

In a publication released by the Zuellig Family Foundation (2011) 
on the adequacy and competency of selected rural health 
workers, results revealed that health care providers such as 
doctors, midwives, and nurses all identified comprehensive 
maternal care and basic emergency obstetrical skills as one of 
their training needs. The admission by the providers coincides 
with the country's MMR that is still high. In terms of skills, both 
administrators and providers identified the treatment of common 
diseases and injuries as the most required (aside from 
identifying all components). But on the skills needing the most 

training, the administrators identified that skills on maternal 
and child care, nutritional promotion, and health education 
as needing the most training although providers identified 
skills on treatment of common diseases and injuries (aside 
from identifying all components).  It can be said that the 
perspective of the administrators is largely on the health-
promotive side while the providers were mainly on the 
curative aspects.

Table 13 shows the attitudes of providers in delivering 
primary health care. Environmental sanitation and 
immunization both occupy the highest ratings, which was 
also identified as proficient by administrators. Treatment of 
common diseases and injuries had the lowest rating 
although it is already at the proficient level. All municipalities, 
on average, rated themselves on the components to be at 
least proficient. 

Providers identified that good attitudes on all components, 
health education, and appropriate treatment of common 
diseases and injuries were the most required. Likewise, 
attitudes on environmental sanitation and provision of 
essential drugs were the least required. Workshop is the 
most preferred method of training. 

                            Conclusion

In comparison with the ratings given by the administrators 
and the providers in all the components, the providers rated 
themselves higher (mostly proficient) than the 
administrators (mostly needing minimal support). In terms of 
knowledge on the elements of primary health care, most 
administrators rated the knowledge on health education and 
maternal and child care of their personnel as needing 
minimal support. However, in the providers' perspective, 
they believe that they were proficient in terms of maternal 
and child care followed by immunization and environmental 
sanitation but lowest on health education.  For both 
administrators and providers, knowledge on maternal and 
child health care was deemed as the most required and 
needing training in their setting. 

Moreover, current work and frequency for providers 
revealed that in majority of the municipalities (3/5), functions 
outside primary health care, such as administrative work 
demand most of their time. Vaccinations and health 
education came second and third. At the time of data 
collection, the country was facing an epidemic on measles. 
Thus, it is not surprising that the recall of workers are 
affected by this; because in days without epidemics, 
immunizations are done on a scheduled basis (weekly) 
.Another factor is that majority of the providers interviewed 
were barangay health workers. The role of BHW in 
vaccination is to perform house visits to remind mothers to 

Table 12. Skills on Primary Health Care of PHC Providers

Table 13. Attitudes on Primary Health Care of PHC Providers

have their children vaccinated thus, getting more of their time. 
They also accompany midwives in vaccination activities during 
epidemics. 

                        Recommendations

It is highly recommended that further training has to be 
conducted to PHC providers in all elements of PHC, especially 
in maternal and child care and treatment of common diseases 
and injuries, which really need to be reinforced throughout the 
country. Despite the high perceived levels of knowledge, skills, 
and attitudes of the PHC providers and despite the efforts of the 
government in primary health care, health outcomes of the 
country still serves as better indicators in which currently MMR 
in the country is high. 

As community health providers, there is also demand for quality 
and continuous care especially in this time of urbanization and 
lifestyle changes that have brought about notable change in the 
health status of the country. In 2016, hypertension is the second 
top leading cause of morbidity in the country. Deaths related to 
noncommunicable diseases (NCDs) are attributed to: 
cardiovascular diseases (33%), cancer (10%), diabetes (6%), 
and chronic respiratory diseases (5%). Thus, each health care 
provider must be trained and oriented to assume his/her 
redefined functions and roles.

Moreover, PHC providers need to have focus on their job and 
not be diverted to other else like the administrative functions. 
Duties and responsibilities among PHC providers need to be 
well delineated.   Additionally, hiring of more PHC providers 
would be beneficial not only to the primary health care sector 
itself but also to the public being served.

____________________
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FROM TESTING TO COPING: 
THE VOICES OF PEOPLE LIVING 

WITH HIV/AIDS

Abstract

This study aimed to explore the lived experiences of people living with HIV/AIDS in Cebu, Philippines. The study utilized Husserlian 
qualitative phenomenological design. Ethics clearance was acquired from Vicente Sotto Memorial Medical Center – Ethics Review 
Committee. 

There were 7 informants that were recruited through purposive sampling and research referral techniques. The researchers used an 
open ended interview guide where interviews were audio recorded, transcribed and analyzed using Collaizi’s method. Three (3) themes 
have emerged in this study. The first emerging theme is, (1) Why get tested? With the following subthemes of, (a) Presence of Risky 
Behavior; and (b) Knowledge that lead to testing. The second theme is, (2) Challenges after diagnosis with subthemes of, (a) 
Psychosocial challenges; and (b) Physical Challenges. Lastly, the third theme is, (3) Response and Coping with HIV/AIDS with the 
following subthemes, (a) Establishing old and new networks: Support systems; (b) Socio-spiritual changes: lifestyle changes and being 
more religious; and (c) Moving Forward. 

High risk sexual patterns, knowing that a partner is HIV positive and the presence of some signs and symptoms are the factors 
considered for testing. PLWHA’s compliant of their treatment regimen despite the undesirable side effects and opportunistic infections. 
Stigma results to non-disclosure of status and mental health issues are common. The presence of support groups is essential; PLWHA’s 
are willing to adapt a healthy lifestyle; and they become advocates of the disease. 

There is a need to increase the promotion of safe sex practices and health education about HIV/AIDS. Continuous support is needed in 
order to increase visibility of support groups, and the development of self-advocacy skills of PLWHA’s. Mental health should also be 
given attention. 

Keywords:  People Living with HIV/AIDS; PLWHA; HIV; AIDS; Lived Experiences

Mark Gilbert S. Milallos, RN, LPT, MSN  and Jezyl C. Cutamora, RN, MN, PhD1 2

Being infected with HIV does not only constitute physiological 
problems but also psychosocial ones. It should be common 

knowledge that being diagnosed with HIV can in fact, cause 
distress, anxiety and depression (National Health Services–UK 
[NHS], 2017). PLWHA's are also very vulnerable to stigma and 
discrimination as they may be rejected by their communities, 
including family and friends. They may also experience 
unpleasant treatment from their education and work settings. 
Others have even been denied healthcare services (Averting HIV 
and AIDS [AVERT], 2017). 

However, despite the steady rise of affected individuals, there is 
still limited number of qualitative studies in the Philippines tackling 

the lives of PLWHA's. This study aims to expand the research field 
on this subject, and also to address what commonalities and 
differences are present between the Philippine settings versus 
the international settings. Moreover, this study aims to uncover 
other issues that have not yet been addressed, as treatment hubs 
are more focused on the medication distribution and adherence. 

If certain issues are uncovered, this may lead to a reevaluation of 
the programs on HIV/AIDS by the DOH and that other issues can 
already be addressed in new programs. Overall, this aimed to 
explore the lives of PLWHA's from the start of their journey or from 
when they submitted for testing, why they did, and what 
underwent thereafter. 
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