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ABSTRACT

The Philippines, as the largest exporter of nurses, faces challenges in its own maternal
health needs. The Philippines has enormous capacity to train nurses, yet few ever care for
maternal health needs domestic communities where they are critically reeedThis
thesisaskkow can the ARight to Devel opment o be
retention of Filipino nurses? Could this approach morally justify the reorientation of

health sector prioties to improve maternal health outcomes in theifliles? Export

oriented nurse training leaves pressing maternal health needs unattended and weakens
capacity. By applying the framework of the
demonstrates how exprg nurses negatively impacts the quality of heeadtre in the

Philippines. This thesis argues that the political choice to export nurses without ensuring
safe conditions for compatriots is structural violence against poor women in the

Philippines by &voring economic development over the right to dgwelent.
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CHAPTER 1: INTRODUCTION

1.1 The Context of Maternal Deathin the Philippines

Worldwide,the birth of a child is a celebratecatndcommemorateévent.The
United Nationsdeclareghateverychild is bornwith thefundamentafreedomsandthe
inalienablerights of life, liberty, anddignity without distinctionor discrimination(United
NationsGeneralAssembly,1948).While we areall fi b ofreeandequalin dignity and
r i g hhersigng dignity in the deathof amotherduringpregnaicy or childbirth asa
resultof discriminationor negligencgUnited NationsGeneralAssembly, 1948 art. 1).
Sotoois maternaldeathabhorredvhenit comesat the handsof a negligentgovernment

or theunavailabilityof accesdo healthcarepractitiones (HCPSs).

Althoughthe experiencef pregnancyandchildbirthis universal the opportunity
to survivepregnancyandchildbirthis not. Safe childbirth for bothmotherandchild is
determinedy accessibilityto quality healthcarefor women. Suchquality depend®n
appropriatesocialpoliciesfor accesto neededealthcarethatallowsfor healthy and
safepregnancieandchildbirth. Maternaldeathshouldnot be an expectedeatureof
specificmarginalizedoopulationsof womenbasedon their economicpolitical, or social
status.Consideringhe currentgloballevelsof wealth,knowledge andhumanresources
for health,continuouslyhigh ratesof maternalmortality is seriousdevelopment
challengeln the Phlippinesanaverageof 7- 11 maternaldeathsoccurevery24 hours
(Huntington,Banzon & Recidoro,2012).The countryloses3,000womenperyeardueto
preventablgregnancyandchildbirth relatedcomplicationgHuntingtonetal., 2012).

Despitethe high priority of maternahealthon the globalhedth agendathe Filipino



maternaimortality ratio (MMR) hasremainedconsistentlyandunacceptablyhigherthan
theglobally projectedtargets Evenwith thelaunchof i 1 60% 2 anjnter-sectoral
programto drasticallyreducematernaimortality in the Philippines the nationalMMR
remainsshockinglyhigh for a countryof its economicstandingandwith its capacityto
train healthworkers(Dayrit, 2015) In asmuchasthe Philippineshascapacityto train
health workersto meetdomestichealthneedssud asmaternahealth, this areaof health

careremainsseeminglyneglectedWorld HealthOrganization2012g. Why?

The Philippinesis identifiedasa significantproviderof internationally
competentEnglishspeakinghurseghatarereadyto practicein countriesseeking
foreigntrainednursesfo meetthe globaldemandor humanresourcegor health(HRH)
(GardinerBarber,2013 Lorenzoetal.,2012. Simply put,governmenpoliciesin the
Philippinesfavourthe exportationof nurseso meetforeigndemandyatherthan
prioritizing resource$o meetthe needsof compatriots. The migrationof Filipino nurses,
eithertemporaryor permanentoffersimportantsupportfor internationalnursing
workforces,doesgenerateevenudor the Philippinesandevenfulfills cosmopolitan
valuesof R a w i & @ wfioppygrtunityp r i n cwhiphlarguedor skilled workers to
work where theywish to (Rawls,1985).However,outmigrationof nurseshindersthe
right to developmentor womenof reproductiveagein the Philippines in thatthe exodus
of skilled workerswithin the countryhasstrainedthe healthsystemto alevel where
heath promotionanddiseasgreventionn maternahealthcannotbe guaranteedor all
(Clark, Stewart,& Clark, 2006).Whatis more,thesestrainsworsenthe quality of

advancegmergencyarefor womenin the Philippines.



Consideringhatthe Philippineshassuchimpressivecapacityto produceHHR, it
begsthe questionasto why it is sodifficult for the Philippinesto retainnursedor their
own needgCommissioron Higher Education 2018)?Many nations,suchasCuba,
Thailand,SouthKoreaandevenlreland, do seeout migrationof humanresourcesor
health,but oftenmeasuresretakenin orderto ensurghatdomestichealthservicesare
maintainedHuish,2013).Thedesirefor the Filipino governmento encourag®ut-
migrationof nursedeadsto strenuouffectson the nationalhealthcaresystemin two
ways. First, outmigrationputsanincreasealemandon midwifery servicesasthe
frontline of maternahealthcareprovisionin the Philippines. Indeed midwifery serves
animportantrole in quality maternahealthcare,butthedisciplineis notafully
functioninghealthsystemwithin itself. Thisto saythatmidwivesshouldbevalued
within healthsystemsbut theyshouldnot be expectedo takeon responsibilitief
advancedbstetricspecidists. Secondthelack of nursedn ruralandmarginalized
communitiesdeprivesvomenin thesecommunitieof choiceandquality of carein their
accesso maternahealthservices.Thisinequityandrisk canbe understoodisstructural
violenceagainsthe marginalizedasit is theresultof political decisionsat the national

levelto pursueeconomicdevelopmenbverthecollectivefi r itgchev el ofRTX® nt o

(Farmer,2003 Icamina,& Javier,2007 Lorenzo,GalvezTan;Lorenzoetal.,2012;).

PaulFarmer(2003) argueghatstructuralviolenceoccurswhensufferingis intendedfor a
groupof people. He suggestshateventhoughresourcesknowledge andtechnologyare
physicallyavailable the decisionto systemicly denytheseresourceso a populaton is

morally problematiqFarmer,2003,p. 9). Often,structuralviolenceis withessedagainst

minority communitiesandagainsthe marginalized.



Thisthesisbuildson literaturesuggesng thatthe out migrationof nursescreates
dangeroustrainswithin the Filipino public healthsystem Thethesisasksthe following
researclguestion Canthevaluesof the Rightto Developmenbe appliedto capacity
building, andretentionstrategie®f Filipino nursessoasto improvegapsin the national
healthsystem?To answerthis questionthis thesisexploreshow nursingeducation,
training,andmigrationhavecreatedarriersto improving healthsystemsupportfor the
needsof marginalizedvomenin the Philippines. Theresarchquestionis approachedh
two ways. First, to assessapacitybuilding strategieshroughanalysisof national
policieswithin the Philippinesaswell asananalysisof thec o u n tommitimgntgo
internationalkedictson the Rightto Development Secondthroughfirst-person
interviewswith healthworkers,patientsandpolicy-makersin the Philippinesto identify
theexistingtensions|ived experiencesandpersonahccountof maternahealthissues
in the Philippines. Takentogetherthis thess offersanimportantcontributionto the
discussion®n domesticcapacitybuilding andstrategiedo ensuramprovedhealth

outcomeghataresoughtin the Philippines.

In usingthe RTD, this thesiscansituatematernaldeathwithin ahuman
developmentrameworkto idertify the subjectsduty holdersandstakeholdersandthe
obligationsof duty holders in regarddo maternahealthcareprovisionin the country,
andthefeasibility to protect,respectindfulfill theseobligations. This canbeter
understoodusingthe methodsemployedinterviewsandfocusgroupdiscussions
(FGDswith all disciplinesin theinterdisciplinaryhealthcareteamthatprovidematerna
healthservices, questionnairewith usersof maternahealthservicesn the country(Birth

Mothers)andsecondaryglataanalysishroughnationalandinternationalpolicy



assessmensuchanapproackcanhelpto identify the gapsin healthsystemcapadiy,
throughfirst persomarrativesandthe poorhealthoutcomesn the Philippinesindicated
in existingdata Further,investigatinghow out-migrationasa nationaldevelopment
strategyis creatingconditionsnon-conduciveto the proces®f humandevelgpment
articulatedn the RTD, thatfurtherdeterminestructuralviolencethatresultsdueto a
failure to adhereo the RTD andnationalandinternationalpolicies,canbe better

understoodo identify capacitybuilding measuresit a nationalandinternatonal level.

1.1.1ThesisStatement

Basedon datacollected this thesisargueghatthe Filipino nursingmigration
pipelineservesa purposeasaneconomiadevelopmenstrategy but compromiseshe
strength functioning andevensafetyof the nationalhealthsystemfor maternahealth
needsThelack of HRH in key areagesultsin a persstentpublic healthcrisisthatleaves
rural areagnadequatelgerved healthworkersoverstretchedn their duties,andthe
systemitself full of i dngerousl e | doy maternahealth(Godal& Quam,2012) The
strainandrisks posedirom this healthsystemaretheresultof alacking,albeitnegligent,
commitmentto the collectiveRight to Developmentwhich translatesasaform of
structuralviolence to marginalizedandvulnerablewomenwho rely on nationalhealth
servicesn the Philippines.Currently the moralandpolitical valueof outmigration
createsa normativeexpectatiorthatii g orowdr swvél se@vethePhilippines. As the
findings of this thesisdemonstrateyaluing healthworkersthroughscholarshipsand
retentionprogramschallengeshis normativeexpectatiorandcould serveasanimportant

meansf building capacityto improvecarefor compatriots.As this thesisdemonstrates,



theRightto Developmennot only challengeshe merit of thesevaluesbutinvites

discussion®n capacitybuilding thatmeetcollectiveneedswithin the country.

A systenmthatdenescomprehensiveguality obstetricalcarethatis accessibleand
technicallyavailable is structuralviolenceagainstvomenneedingnedicalassistance,
basedn genderandof childbearingage Thisinhibits therightsto dignity, to life, andto
enjoythehighestattainablestandardf health(United NationsGeneralAssembly,1979).
In as muchasthe Filipino governmenhastakenstepsto addresandimprovematernal
healthcareneedghroughthe162to 52 initiative, the Philippinesfails to guarantee
essentiabervicedy supportinghe domestichealthsystemamida surplusof human
reourcesfor health(Dayrit, 2015) Currentinitiativesin the Philippinesremain
reactionarydisconneatd,andunableto preventdangerouslelays. Failing to provide
incentivesfor nursesanddesigningstrategie®obtuseto the Rightto Developmenteflects
thelack of prioritizationof w 0 me ngbts As thisthesissuggeststheP hi | i ppi nes o
educationabndhumanresourcepotentialcould serveto improvehealthequityand
sustainthe protecton, respectandfulfillment of the Right to Developmentvithin the

country.

By usingthe Rightto Developmen{1986)asananalyticalframeworkfor this
study, it allows for animportantdiscussiorof how the political choiceto fulfil imagined
economiadevelopmengoalswithout meetingrealhumandevelopmenheeddactorin to
capacitybuilding strategiesAs aresolutionadoptedoy the GeneralAssemblyin 1986,
the Declarationon the Rightto Developments botha humanright itself anda an
analyticalframeworkfor developmentcreatedby a synthesif internationalaw,

chartersandconventionswith the universalobjectiveto ensureghatfi e v leuman



personandall peoplescanparticipatein economicsocialculturalandpolitical

d ev el onitedNationsGeneralAssembly,1986,art.1). The Declaration(1986)
links individual humanrightsto the procesof developmenaindseekgo build uponthe
capacitief existingstatesstructuresandof individual andcollectiveagencyto provide
conditionsconduciveto therealizationof duty andrightsfulfilment andto the sharingof
the benefitsof scientificandtechnologicabdvancemenilThe declaratiorninsistssignatory
states, includingthe Philippines,i h atlweeght andduty for formulateappiopriate
nationaldevelopmenpoliciesthataim at the constanimprovemenbf the well-beingof
theentirepopulationandofalli n d i v i(UshitedNatorsGeneralAssembly,1986,art
2.3).

Thisthesisanalyzeghe currentcapacitybuilding policiesin the Philippinesin
orderto answeltthe questionof whetherRTD couldimprovehealthsystemperformance.
Thedatacollectedfor thisthesis bothin the analysisof policy documentsandthrough
first personinterviewsareinformedby cosmopolitartheorythatimpliesthat
developmentould beimprovedwith bettercommitmentgo existingcivic obligations,
includingRTD (Pogge2008;Rawls,2001).Not only doesthis approachallow for better
understanithg how the currentcapacitybuilding andmigrationpoliciesfit into collective
rightsframeworks putalsoto elicit how actorsthemselveseel aboutthesevalues. This
is to saywhetheror not nursedn the Philippinesthemselvegeel obligationsto their
compatriotghatsupersedaormativevaluesof out migration.Granted thatthe
Governmenbf the Philippineshastakeninitiativesto improvetensiondn their health
caredeliverysystemssuchasthe 162to 152initiative,a needremainsto improvequality

of careandchoicein accesdo cae for womenin marginalizedareasof the country. It



raisesgquestionsasto whethervaluesof serviceto compatriotscanalign with real
economicandmoral careerchoices of nursesthemselvesandif this cangive accesgo
all for economiccultural,and socialdevelopment

1.1.2Rationale

A particularknowledgegapexistsin understandingpow the moralandpolitical
emphasi®n out-migrationstrainsthe quality of healthcareservicedn therural areasof
thePhilippines Cooke(1993)suggestshatasa disciplinenursinglacksthe ability to
A a d d[strecsurl]issuessuchasinequalitywhich havea damagingeffectonthe
deliveryof nursingc a r(@ooke, 1993 p. 1995).In responséo Cooke PorterandRyan
(1996)stat thatit is possiblefor nursingresearcho give dueattentionto social
structureghroughcritical ethnographiethatrecognizeboth structuresandindividual
actors. Building on PorterandR y a afl, & is possible andworthwhile, for practicing
nursesto haveconcernwith socialstructureghatimpactpracticeandcare. Wh a imoérs,
by recognizinghatquality of careandthe achievemenof arightsbasedapproacho
healthultimately comesfrom understandhg the capabilitiesandlimitations of both
structuresandindividuals.Althoughtheissueof out migrationof nurseds centralto the
challenge®f domestichealthcaredeliveryin the Philippines it is importantfor this
researcho alsobringin thevoicesof otherhealthworkerssuchasphysiciansmidwives,
andhilots. In exploringhow the structureof the systemandagencyof healthworkersand
patientswho engagehe systenresultin notionsof care,the questionthenbecomes
whetheror not a deepemoralcommitmento RTD could createthe spacefor better

healthsystemimprovementsn the Philippines. Also, it is importantto recognizef the



statedgoak of out-migrationof nursesn fact bolstes economicgrowth,andwithin it the

well-beingof all Filipinos.

1.1.3System Stresseson M aternal Health

TheWorld HealthOrganization(1946)understandé h e aasft dtabeof
completephysical,mentalandsocialwell-beingandnot merelythe absencef diseaser
i nf i rWithib thi®broaddefinition, somespecifichealthcalamitiescanhelpto
understandhe quality andfunctionality of a healthsystem. Maternalmortality, for
examplejs oneof severaimeasuresf w 0 me heélth,butalsoa calculationof therisk
of dying from pregnaiy andchildbirth basedn the capabilitiesof a healthsystem. The

World HealthOrganizatiofWHO) definesmaternalmortality as:

thedeathof awomanwhile pregnanor within 42 daysof terminationof pregnancy,
irrespectiveof thedurationandsite of the pregnancyfrom anycauserelatedto or
aggravatedby the pregnancyor its managemerthut not from accidentabr incidental
causegWorld HealthOrganization,2004)

Measuringonly maternaldeathdoesnot assessverallmaternahealthof a
systempor doesit factorin maternaimorbidity, a measurehataccountdor disabilities
relatedto maternahealth The UN HumanRightsCouncil (2010)assumeshat20

womenwill sufferfrom maternalmorbiditiesfor eachaccountednaternaldeath.

Notably, pregnawy, labour andbirth requirethe prioritizationof w 0 me neéds
is essentiafor survival of bothmotherandchild. High maternaldeathratesdepictthe
failure of accesgo scientificandtechnologicaadvancemerin medicine While
scientificandtechndogical advancemenstin medicineimprovedmaternahealthservices
andreducedmaternaldeathson a globalscale theunequallobaldistributionof thee

benefitsof 6 d e v e | comtmueeto hindlerthe ability of certainpopulationsof women



to enjoythe highestattainablestandardf health.This inequitychallengeshe Rightto
Developmentaswell astheright to enjoythe highestattainablestandardf health,that
consequentlyifferentiateghe healthandwell-beingof specificpopulationgUnited

NationsHigh Commissionefor HumanRights,1966).

Althoughsomematernahealthemergenciesaybeunpredictable88%- 98% of

maternaldeathscanbe preventedby thefollowing measures:

- appropriateantenatatare;skilled birth attendance

- accesdo informationandservicego makeinformeddecisiongegardingSRH

- basic,comprehensivandemergencybstetricandnewborncare

- appropriataeferralsystemfor comprehensivebstetricakcare

(FreedmarandMaine, 1993;Physiciandor HumanRights,2007; The Sphere

Project,2011,p.325).

Theseareall elementghatarerequiredfor high quality maternahealthcare
Knowing how theseelementdactorinto rural healthin the Philippineswill be of

importanceduringthediscussiorsectionof this thesis.

Themajorcause®f directmaternaimortality in the Philippinesarerelatedto:
hemorrhagepreeclampsiasepsispbstructedabor,andunsafeabortion(Lucas,2008;
United NationsGeneralAssembly,2010;World HealthOrganization2013).The
pharmaceuticalasedto manageomplicationof childbirth andpregnancyuterotonics,
tocolytics,antibiotics,antrhypertensivesandthoseto managendirectcausessuchas
antiretroviralsantimalarialsandtuberculosigreatmentsareall includedontheWH O 6 s
essatial medicinedist andshouldbe attainableby all countriegThe SphereProject,
2011;World HealthOrganization2017). Also, minimumstandards$or basicand
comprehensiveeproductivehealthplanning,interventionsandcoordinationbetween

sectords alsoexpectedor theintegrationof comprehensiveeproductivehealthservices

10



into primaryhealthcareprovision(Inter-agencyWorking Groupon ReproductiveHealth

in Crises,2010. Thisraiseshequestionto howwell RTD fits into planningmodels.

1.2 Geographies of Maternal Death

Despitetheincreasedjlobalattentionto theissueof maternahealththroughthe
Millennium DevelopmentGoals,maternaimortality persistsasa consequencef poor
healthsystemplanning,andasa socialinjustice.lt remainsthe nunberonecauseof
deathamongwomenandgirls of reproductiveage,asaccesgo, and the availability of,
acceptableguality sexualandreproductivehealthservicess shockinglyinequitableon a
globalscale(United NationsHumanRightsCouncil, 2009).The globaltargetfor an
acceptabldMR is 70 per100,000live births(Cabral,2016;World HealthOrganization
2015).In 2017, recordsof Filipino MMR wereashigh as204 per100,000live births. A
closerlook atthetrendsof Filipino materral mortality demonstrateshatthe countryhas
beenunableto reducethe numberof maternaldeathsn the past30 years averagingl14
[87-175] maternaldeathgper100,000live birthssincethe 90s(MaternalMortality
Estimationinter-AgencyGroup,2015a) This standsout particularlywithin theregionof
Southeashsia astheregionitself hada 63 percentdeclineof maternaldeathratesin the
past20 yearswith Filipino neighboursyietnam,Laos,andCambodiapoastingr0
percentdeclinesof their national MMR (Rufino, 2012;World HealthOrganization
2015).Vietnamhasdecreaseds MMR from 139in 1990,to 54 in 2015 Cambodia
decreaseds MMR from 1020downto 161, Laos,from 905downto 197 (Maternal
Mortality Estimationinter-AgencyGroup,2015a;MaternalMortality Estimationinter-

AgencyGroup,2015b;MaternalMortality Estimationinter-AgencyGroup,2015c).

11



In contrasttheWorld Bank Group(2015)estimateshatthe MMR in Canadédor
2011-2015is 7 per100,000ive births; United Kingdom (UK): 9 per100,000;andthe
United StateqUS): 14 per100,000iive births.All of thesecountriesexperience
comparativelygoodmaternahealthservicesandyettheyhavealsobenefitedirom the
in-migrationof Filipino nurseqGardinerBarber,2013) It is morally troublingthenfor
theoutmigrationpipelineto benefitthe needwf affluentcountrieswith nursefrom a
sourcesuchasthe Philippinesthatstruggleswith pressinghealthneedsjncluding
maternaimortality. Wh a tmérs,it is alsoproblematicdo maintainthis migrationtrend
without offering somelevel of compensatiomr restitutionto communitiedeft
marginalizedandto a systemleft strainedHuish,2015) Thesedisparitiesn maternal

mortality ratiosarejust oneindicatorthatdemonstrgesthis grossinequity.

1.3The Commodification of Nursing in the Philippines

As thelargestexporterof HRH, the Philippineshasseizedthe opportunityto
capitalizeontheglobaldemandor nursegCastles2013) This exportorientedmodel
commodifiesnursingasa professiorin the Philippines.This dcommaodificationis enabled
by the expansiorof the numberof nursingschoolsjncreasedatesof nursingenroliment
andtheintegrationof internationahursingcurriculuminto existingcurriculumsof highe
educationinstitutions(Lorenzo, etal., 2007;0rtiga,2014).Collectively, this hasfostered
anidentity of the overseas-ilipino nursethatPittman Aiken, & Buchan(2007)portray
asalegitimateexportationof humancapitalfor continuougparticipaton of the

Philippinesin this globalmarket.

12



Theout-migrationof Filipino HCPsinitially presenteapportunitiedo relieve
high ratesof unemploymenandpovertywithin the country,andto seektrainingand
experiencabroadwith the hopesof returring to the Philippineswith the heightened
knowledgeof clinical practiceandtechnologyfrom advancedealthcaresystems
(Castles2014;Huish2015;Lorenzo,GalvezTan,lcamina,& Javier,2007;) This
expectatiorhasfallen short. The continuougparticipatian in the nursingpipelinehasled
to the exportationof roughly 70 percenif its Filipino nursinggraduatesbroad)eaving
anestimated0 percentcontributionof HRH for domestichealthserviceprovision
(Bach,2003;GardinerBarber, 2008;0rtiga,2014) This smallcontributionto the
domestiovorkforceleadsto a limited numberof experiencegbut overstretchedchurses
within the country, whosedutiesarealsoexpectedo betransferredo otherhealth
workers(Ortiga,2014). Themajority of theremainng 30 percentareemployedn the
privatesector leavinga smalldomestiovorkforceto oversegublic healthservice
provisionfor theentirecountryin governmentetainedhospitalsor Local Government
Units (Asia Pacific Observatoryn HealthSystemsand Policies 2011).This resultedn
anunevendistributionof healthfacilities andhumanresourcesor healthin ruraland
isolatedcommunitiesof the Philippines(Lorenzoetal., 2007;Paterno2013).Literature
furtherhighlightshow the small proportian of theremainingnursesaswell asmany
HCPsdomestically areconcentrateih the urbanareagLorenzo,GalvezTan,lcamina,
& Javier,2007;Huish2015;Castles2014).Theurbanareasgspeciallythe nation's
capitalregion,maintaina largerproporton of bothHCPsandhealthfacilities in the
country,while remoteareadack theseessentiaklementof healthcare,showingthe

inequitableaccesairbanandrural populationsof womenhaveto healthcare(Lorenzo,
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GalvezTan,Icamina,& Javier,2007 Y et, betweenurbanandrural areasthe public

systemremainsunderfundedandoftenoverwhelmedCastles2014).

Thetotal healthspendingof the GrossDomesticProduct(GDP)for the
Philippinesis four percentof which athird goesto the public sector(The World Bank,
2015).In contrastthetotal healthspendingpf GrossDomesticProduct(GDP)for
Canadas 10.9percenttheUS: 17 percentthe UK: ninepercent{TheWorld Bank
Group 2015).0f thistotal healthspendingit is estimatedCanadaspend$8 perentof
healthcarefundingon the public sectorwhile the UK andthe US public healthfunding
is 83.5and47 percentrespectivelyThe World Bank Group 2015). While thesefigures
aretakenfrom affluentnations,severaimiddleincomeandevenlower-incomecountries
contributethe samepercentagasthe Philippinesbut havebettermaternaimortality rates
(seeAppendicesA & B). Thegraphsalsoshowa strongrelationbetweenncomeper
capitaandbettermaternaimortality rates but not alwayswith the percentagspendon
health.Thesestatisticscoulddemonstrat¢hatthe Philippinesspendsa proportionately
low amountof domesticevenueon nationalhealthcarespendingwhile atthe sametime
gaininggreatetGDP throughoutmigration. The Philippineshasexperience@nnual
growthratesbetweerl.1%and6.7%in GDP, to whatManila claimsto bein partdueto
out-migrationof nurseqCigaral,2018 Ortiga,2018. Failingto strategicallyincreasean
spendingon nationalhealth careservicescreatesa moralconundrumin diverting
resourcesawayfrom the needsof compatriotgo thatof globaldemandandwithout
seeinganyrealbenefitto the nationalsystem(Pogge 2008) It is to saythatthe health

needsf othersis prioritized overthe healthneeds of marginalizedcompatriotswhichis
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ultimatelyaform of structuralviolencethatcreatesieedlessufferinguponthe

vulnerable.

TheP hi | i pagkdf humandinancial,andstructuralresourceso sustaina
domestichealthworkforcecontinuedo fosterpushfactorsthatdrive Filipino nursesout
of thecountry Literaturesuggestshata poorly-fundedhealthcaresector difficult
working conditions limited professionabpportunitiesandhigh patientto nurseratiosat
50:1, areall factorscontibutingto thistrend(Brush,2010. Combinedthis leadsto high
levelsof job dissatisfactionlow moraleanddangerousvorking conditions with little
remuneration(GardinerBarber,2013;Lorenzoetal., 2007;Pang, Lansang& Haines,
2002;World Health Organization2010b). Countriesseekinghealthcareworkerssuchas
Canadathe United Statesthe United Kingdom,andSaudiArabiaareableto remunerate
migrantswith wagesthatvastlyexceedvagesearnedn the Philippines andcanprovide
stimulatirg environmentgor professionagjrowth,andjob andlivelihood securitythat
contributeto the pull factorsof hostcountriesof migratingHCP workers(Brush,2010;
PanglLansang& Haines,2002. However,in the caseof SaudiArabia, multiple
accountf physicalabuseagainstrilipino nurseshaveresultedn callsto ceasesending
nursego theKingdom(Lee-Brago,2018). Not only arenursesmigrating,but docors
andotherhealthsectorworkershaveretrainedasnursegiventhe economicand

developmentieopportunitypresenteédbroad(GardinerBarber,2008 Huish,2015.

1.4International Dimensionsof Nurse Commodification

Seekingnternationahursesalreadytrainedandreadyto work is a quick fix to

currentinternationaHCP shortagesAs theinvestnentin the educatiorof healthcare
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practitionersandhospitalbedsdeclinein higherincomecountriesthe numberof foreign
trainedhealthcareprofessionalsoughtfrom migratorysourcecountries increases
(Robinson& Clark,2008). Sourcecountries like the Philippines thatmassprodue
nursesmustinvestpublic moniesinto the establishmenof high-quality nursing
educationThis createsa doubledrainon the sourcecountryby investingin capacity
building, but without gaininganydirectbenefitfromit. In contrastmanycountries
seekingFilipino HCPshavesignificantlyhigherinvestmentsn public health,lower
MMR, andprovidelittle bilateralreciprocatiorto HCP donorcouwntriessuchasthe

Philippines(Labonté Packer & Klassen2006.

The Phlippinesrelieson out migrationin manyeconomicsectordor Gross
DomesticProductthroughthe enormougjuantitiesof remittancesentbackto the
country Remittancesontribue asmuchas12-13 percentof the GDP annuallyunderthe
assumptiorthatremittanceswvould contributeto local economy(Castles2013;Gardiner
Barber,2013;GardinerBarber,2008;Lorenzo,etal., 2007; TheWorld BankGroup
2015).Remittancancomemaywell improvethe GDP, butthe promiseof increased
nationalwealthbeingusel to bolsternationalprogramss notfulfilled by Manila (Brush,
2010) However,countriessendingHCPsabroadoftenfail to receivecollectivebenefits
of HCP migration,asHuish (2015)notesthatmuchof remittancesrom HCPsabroad
mayinfluencefamilial lifestylesandspendingput minimally affectnational
developmentPang Lansang& Haines(2002)suggesthatpolicy makersshift from
ethicalmigrationmanagemerip bilateralrelationsthatreturnbenefitsto the educational

institutionsandhospitls providingthetrainedglobal HCP workforce. Thisis an
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importantcall in thatbilateralrelationsmaybe a strongersupportingnechanisnfor

RTD, ratherthana developmenplanthatrelieson theintakeof individual remittances.

1.5Health Care in the Philippines

The PhilippineNursingAct (1991)decentralizedhe healthcaresystemasa
managemergtrategywith theintentto bring controlof resourcesindacces®f health
careto local levelsof influenceto betterincreasehe quality andspecifiaty of services
delivered Healthservicesveredevolvedto provincial,city, andmunicipalgovernment
units, with the nationalDepartmenbf Health(DOH) asdistalthe governingbody. The
DOH providesnationalpolicy developmentstandardseindguidelinesto beimplemented
by governmentnits,andalsoprivate serviceproviders. Theyalsoprovidesuch
guidanceandgovernanceéhroughCentredor HealthandDevelopmen{CHDs),under
which the governmentnitsimplementnationalhealthprogramsywith tertiarylevel and

retainedhospitalsmanagedy the DOH (WHO, 2011).

While the DOH licenseshealthfacilities, professionategulatorybodieslicensehealth
carepractitionersandPhilHealthaccreditdoth practitionersandhealthfacilities in order
to claim reimbursementom PhilHealth.PhilHealthis a governmenbwnedand
controlledcorporation It remainsthesoleNationalHealthinsuranceProgramin the
Philippinescreatedo instill universalhealthcoveragainderthe NationalHealth
InsurancéAct (1995. As partof the 162to 52 initiative, the NHIP hasexpandedo cover
over80% of the population(PhilippineCouncilfor HealthResearclandDevelopment,
2018) Themandateof PhilHealthis in line with the visionsof the Aima-Ata Declaration

thathdlistically seekto reducehealthinequitiesandensurehealthcarefor all (World
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HealthOrganization 1978).However,PhilHealthhasstruggledo provideuniversal
nationalcoverageThe programcoversinpatientbenefits Jow financial protectionfor
memlers,anda persistentlyjow sharein nationaltotal healthexpenditurgPaterno,
2013).PhilHealthdoesnot coveroutpatientservicesandspecialbenefits which are
integralto ensuringcoverageof public andprimaryhealthcareinterventionsand
educatim, includingmaternahealth.PhilHealthinpatientbenefitsoffer little financial
protection providingfinancial protectionof only 30-50 percentof hospitalizatiorcosts,
leavinga 50-70 percentgapof feesto bepaidby out-of-pocket(OOP)paymentdor those
enrolledin PhilHealth(Paterno2013).0f thetotal nationalhealthexpenditure,
PhilHealthaverages contributionof 8-9 percentwhile in contrasthealthcareusers
contributeanaverageof 53 percenthroughOOP paymentgiuelow ratesof universal
healthcarecoveraggPaterno2013).An estimatedB8 percentof theFilipino population
hasPhilHealthcoverageprimarily thoseemployedformally or by the privatesector,
neglectingthe destitutepoor,the unemployedandtheinformally employedpopulations
who arenot payinginto PhilHealththroughemploymentaxation,andmustpay 100
percenthroughOOPpaymentgPaterno2013).Sincethe nationalhealthinsurance
providerfunctionsonly throughindividual contributionsratherthanthroughcolledive
financialsupport,t challengeshevaluesof RTD in bothuniversalaccessandquality of

insurance.

1.6 Education of Nursesand Midwives

Thescopesf practicefor of nursingandmidwifery areimportantto explore
Eachdisciplineof careworksbestwith propersupportandadequat&apacitybuilding,

andbothareasanbeessentiafor ensuringsafematernahealthcarewithin asystem.
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Ontheotherhand,if the scopeof practiceis strainedby lackingresourcespr challenges
in thesystemharnful consequencesanoccurrangingfrom poor patientsupportto

A d e adell ydFyiedman& Maine,1993) Nurses do havecapacityto intervenen
healthemergencieandpolicy planning thando midwives.N u r s isaoped [gractice
facilitatesthe capacityto interveneto the highestlevel of acuityin serioushealth
complicationswhile midwivesaregrantechis capacityonly with extracurricular

trainingandsupervision

The PhilippineNursingAct (1991) andthe PhilippineMidwifery Act (1992)
definethe scopesf practice educationgxamination(s)standardizatiomndregulationof
thetwo professionsn thecountry(ThePhilippineNursingactof 1991 1991;The
PhilippineMidwifery Act of 1992 1992).Theseactstaskduty holderswith subsequent
duties andfunctionsto performandfurtheridentifieskey stakeholderselevantto both

the midwifery andnursingprofessions

Accordingto ThePhilippineNursingAct (1991),andthe PhilippineMidwifery

Act (1992) the Stateassumeshe

responsibilityfor the protectionandimprovemenbf the nursingprofessionoy instituting
measureshatwill resultin relevantursingeducationhumaneworking conditions,
bettercareerprospectanda dignified existenceor our nurseg The PhilippineNursing
actof 1991, 1991 ,art. 2, sec.2).

and

theresponsibility for the protectionandimprovemenof the midwifery professiorby
institutingmeasureshatwill resultin relevantmidwifery educationhumaneworking
conditions bettercareemprospectanddignified exisenceof midwives,while
guaranteeingithe delivery of quality basichealthservicegshroughanadequateursing
personnekystemthroughouthe countryo andfithe prioritizationfor the needsof women
andthedeliveryof quality healthserviceghroughanadequatemidwifery personneéll
overthecountryo (ThePhilippineMidwifery Act of 1992,1992 art. 2, sec.2).
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TheProfessionaRegulatoryBoardsof NursingandMidwifery regulateregistration,
conductlicensureexaminationsissuepracticelicensesanddeterminehe Codeof
Ethics,while monitoringandensuringguality standardef educatiorfor both
professionsThe CHED prescribeshe educatiorcurriculumandtraining standardsind
policiesfor both professiongndaccreditanstitutionsof midwifery andnursing
educationPhilippineNursingactof 1991, 1991 ThePhilippineMidwifery Act of 1992

1992,

The scopeof nursingis definedas:

A personshallbedeesmedto be practicingnursingwithin the meaningof this act
whenhe/shesingly or in collabomationwith anotherjnitiatesandperforms
nursingservicedo individuals,familiesandcommunitiesn anyhealthcare
setting.lt includes but notlimited to, nursingcareduringconceptionjabor,
delivery,infancy, childhood,toddler,preschoolschod age,adolescence,
adulthoodandold age.As independenpractitionersnursesareprimarily
responsibldor the promotionof healthandpreventionof illness.[As] members
of thehealthteam,nursesshall collaboratewith otherhealthcareprovidersfor the
curative preventive andrehabilitativeaspect®f care restoratiorof health,
alleviatingof suffering,andwhenrecoveryis not possible towardsa peacéul
death(PhilippineNursingactof 1991, 1991, art6, sec,28).

This scopeof practiceallows nurseghe ability to provide:

...essentigprimaryhealthcare,comfortmeasuredhealthteachingsand
administratiorof prescriptionfor treatmenttherapiespral, topicalandparenteral
medicationsinternalexaminatiorduringlaborin theabsencef antenatal
bleedinganddelivery (PhilippineNursingactof 1991,1991 art. 6, sec.28).

Thenursingdegredn the Philippinesis four years,andasdescribedabove hasawide
scopeof practiceandmatchingcurriculum.The scopeof the Midwifery Practcein the

Philippinesis definedin Section23 of The PhilippineMidwifery Act (1992)as:
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f...Performiry or rendering or offering to performor render for afee,salary,or
otherrewardor compensatiorservicegequiringanunderstandingf the
principlesandapplicationof proceduresindtechniquesn the supervisiorand
careof womenduring pregnancylaborandpuerperiummanagemendf normal
deliveries,includingthe performancef internalexaminatiorduringlaborexcept
whenpatientis with antengal bleeding;healtheducatiorof the patient,family
andcommunity...preventionf complicationspreasfeeding,nutrition,
exercise...preparatidor delivery,postpartuncheckup, preventionof iliness,
immunization relevanceof newbornscreening...pmaryhealthcareservicesn
the communityincluding nutrition, reproductivehealtheducationpreventia and
controlof communicablendnon-communicablaliseasespjewborncareandcare
of thefamily andcommunity,basiclife savingskills, obstetricsandbasic
gynecologyandfamily planning;....antenatahtra-natalandpostnatalcareof
thenormalpreghantmother..includingoral andparenteratlispensingf oxytocic
drugafterdeliveryof placentasuturingparietallacerationgo controlbleedingto
give intravenousdluid duringobstetricalkemergenciesadministedife-saving
drugssuchasMagnesiunSulphate pxytocin, steroidsandoral antibioticswhen
no physicianis available providedthey[havebeen]areappropriatelytrainedfor
thatpurposd:] andcertified proficientto performthe necessargareandservices
to preventmaternaldeathg 0 (ThePhilippineMidwifery Act of 1992 art. 6, sec.
2).

Thereexiststwo levelsof midwifery educationthefirst is a Diplomain Midwifery (a

two-yearprogramme)andthe seconds a Bachelorof Sciencen Midwifery (afour-year

programme)Thedifferene betweerthetwo levelsof educationis the heavyfocusof

obstetricaasthefoundationof midwifery in the Bachelorsof Midwifery program,

includingpharmacologythatis notincludedin thetwo-yeardiploma.It will beimportant

to notethat The Philippine Midwifery Act (1992)expandghe original scopeof practice

integratingthe following key amendments 2002:

A a | midwiwesto administedife-savung drugswhenno physicianis available,
providedthattheyareappropriatelytrainedfor suchpurpose

requiremidwivesto be certified proficientto performthe necessargareand
servicedo preventmaternaldeathsandallow themto administeressentiaborn
care

requirepracticingmidwiveswho intendto performEmergencyObstetricand

NeonatalCare(EmONC)to applyfor andacquireaccreditatiorfrom the
Departmenbf Health(DoH).
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- requireregisterednidwivesto maintaincompetencéy continuallearring
throughContinuingProfessionaDevelopmen{CPD)to be providedby the
accreditedgporofessionabrganizatioror anyrecognizedgrofessionamidwifery
organization

- providefor amandateacomprehensivenidwifery programwhichincludesavalid

assessmermf careemperformancendpotentialof mi d wi \WTéhePhilippirge
Midwifery Act, 199).

This demonstrategjuite clearlythatthe actis meantto copewith strainon nursessothat

additionaldutiesfall to midwives.

In 2008,theFilipino governmentreatedhe DOH scholarshigndretention
programmed@Midwifery ScholarshigProgramof the Philippines(MSPP¥to produce
figraduatemidwivesto be deployedasRuralHealthMidwives (RHMSs) in priority areas

identified by the Departmentf Health(DOH) in the country.

In supportto the achievemenof the Millenium Developmentoalsto decrease
maternalaindneonatamorbidity andmortality rateby producingandensuringa
constansupplyof consistentompetenmidwivesfit to servetheidentified
priority areasof thecountryo (DOH, 2008).

This educationatontractprovidesfree educatiorfor qualifying studentgo
expandmaternahealthserviceprovisionin the country.Uponcompletionof the

Bachelorof Sciencan Midwifery and

uponreceivingthe Professiomal RegulationCommissionPRC)Midwives
License midwivesshallrenderserviceto the governmenbn theratio of two (2)
yearsof servicefor everyyearof studyor scholarshipReturnserviceshallbein a
form of anareaassignmento the choseridentified priority areasn the countryo
(DOH, 2008).

This programis oneof severakffortsby Manilato help offsetthe strainson the system,
howevemo suchscholarshigrogramexistsfor nursingprogrammesn the Philippines

andit is unclearasto whethe or not this programleadsto better outcomes
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In sum,this chaptermasoutlinedthe mainresearchguestionof howthe Rightto
Developmentouldbeappliedto theFilipino healthsystem especiallyto alleviatestrains
causedy anoverwhelmingout migraion of healthprofessionals.The contextual
informationaboutthe natureof healthservicesandhealthworkertrainingin the
Philippinesalreadydemonstrateslearstrainsandtensionsn achievinguniversalaccess
to care,whichis afoundationof the Rightto Development.In orderto addresghe
researclguestionthisthesiswill discussiorwhatthe Rightto Developments in Chapter
2. Themethodausedto collectandanalye dataaredescribedn Chapter3. Chapterd
reviews the datacollectedfrom fieldwork conductedn the Philippines Chapters
discussesheresultsin eliciting voicesof healthworkersandpatientsto understanding
how andRTD approacho capacitybuilding would bereceived. Chapter6 offers

conclusiongdrawnfrom this research
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CHAPTER 2: ANALYTICAL FRAMEWORK
THE RIGHT TO DEVELO PMENT: DEVELOPMENT AS A HUMAN RIGHT

2.1.1Introduction

This thesisappliesthe analyticalframeworkof the Rightto Developmen{RTD)
to understandhow healthsystemstrengtheninghroughcapacitybuilding andretertion
couldbeimprovedin the Philippines.TheRightto Developments acomprehensively
inclusivecollectiveright: it focusesot ontherealizationof an(y)individual human
right, but ontherealizationof collectiverights,suchthatall humanrightsarefindivisible
andinterdependeiit andaresynergisticandsymbioticin therealizationof all other
rightswhilst notviolating or diminishinganyotherright (United NationsGeneral
Assembly, 1986, art41,res128). It is importantto understandhow objectivesof current
economicandsocialdevelopmenpoliciesareshapedn orderto achieveparticular
outcome®f developmenis exploredin this thesis alongwith whatthe objectivesand
outcome®f developmentoughbto be. A collecive humanrights lensidentifieshow the
subjectspeneficiariesparticipantsandobligatedduty holdersfit into intended
developmenprocessesUnderstandingheseelementf humanrightsanddevelopment
is pertinentto answeringheresearchguestio: Canthevaluesof the Rightto
Developmenbe appliedto capacitybuilding, andretentionstrategie®f Filipino nurses

soasto improvegapsin the nationalhealthsystem?

With the applicationof this framework,how the specificrights of healthand
developmentbecomaentrinsic, or instrumentalto the procesof developmentan

becomeapparentintrinsic rights arevaluedasinalienablefrom the humanexperience,
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andto denythemis seenasa seriousoffence(Pogge 2008). Instrumentatightscanbe
compartmentalizedneasuredanddistributedthroughservicesor arrangementéPogge,
2008). Oftenhealthis quietly valuedasanintrinsic right, but rarelyguaranteedor all,
whichin practicemakest aninstrumentakight. The RTD frameworkvalueshealth as
partof thecollectiveright to developmentmakingit anintrinsic value(United Nations
GeneralAssembly,1986). Consideringhis, healthsystemsanbe scrutinizedn their
ability to guaranteaccessandto ensureguality, to healthcaresewicesthatleadto good
health. It viewshealthasa productof the obligationsof identified duty holders rather
thananaccidentaproductof economicdevelopmentAs suchiit is possibleto examine
the currentcapacityof the Filipino healthsystemin protecing, respedng andfulfill ing
articulateddutiesin regardto maternahealth.Finally, applyingRTD to the capacityand
retentionof nursesn the Philippinescanprovidesuggestionen how to integratehuman

rightsinto policy frameworksat national andinternationalkcapacities.

2.1.2What is Developmentasa Right?

TheUN GeneralAssembly(1986),in the Annexof the Declarationon the Right

to Developmentrecognizeghatdevelopment:

fis acomprehensiveconomicsocial,culturalandpolitical processwhich aims
atthe constanimprovemenbf thewell-beingof the entirepopulationandof all
individualson the basisof their active,free,andmeaningfulparticipationin
developmenandin thefair distributionof benefitsresultingtherefromo.

As such,developmenis definedasa processilt is onethatincludeseconomicsocial,
cultural,andpolitical dimensionghatcannotbeisolatedfrom eachother.The right to
developments aninalienablecollectivehumanright basedon fundamentafreedomsof

of participationin the enjoymentof the ecoromic, social,culturalandpolitical
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developmenprocess(United NationsGeneralAssembly,1985; United NationsHigh
Commissionefor HumanRights,1966; United NationsGeneralAssembly,1948;

United NationsGeneralAssembly,1966).As a collectiveright, it is principally
concernedvith inequitiesin thisexperience.lt is concernedvithfi i mp r o of¢hene n t
well-beingof theentirepopulationandof alli n d i v i(UhitedNaterisGeneral
Assembly,1986,art. 14, res.128). This ficonceptof the Rightto Developmentouldand
shouldserveasa basisfor the adoptionof lawsandproceduresntendedo eliminate
conditionsof underdevelopmertr, atthevery least,to help overcomehe obstacle of

devdopmenb (United NationsHigh Commissionefor HumanRights,2013,p. 56).

This articulatediprocesof developmeriplacesall individualsasthe subjects,
participantsandbeneficiarieof thedevelopmenprocessandthewell-beingof all
individualsasthe objectiveof (the proces®f) development.As the objectiveof theright
to developmenis the constanimprovanentof thewell-beingof all, development
processeshouldaimto produceegislatureandprovideserviceghatdo not further
inequality,discrimination,or socialinjustice (United NationsGeneralAssembly,1985).
Theseobligationsareto respectprotectandfulfill claimsof rightsbearersby meansof
socialor economigpoliciesfor the purposeof fAeradicatingall socialinjustice®, but done
in away in which therealizationthatoneright will notinhibit, deter,or reducethe

enjoymentbf anyother right (Sengupta2013 p. 70).

Forsome thisis alofty claim, asthe economicsocial,andevenhumansecurity
capabilitiesn manylower to middleincomecountriesarelackingtoo much. Jha(2012)
argueghatRTD is controversialn thatseveralwealthiernationsobjectto it onthevery

institutionalizationof thetermii d e v e | 0 @theesarguabhateconomidiberties,and
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commercevould beseverelylimited if RTD wereuniversallyrespectedJha,2012). As
Jha(2012) notes theideathatpolicy makerscouldcraft legislaturefree of confusionas
to theconceptuatinderpinningof i e ¢ o n soaml,andculturalr i g Is tinsted, if not
laughablgJha,2012, p. 17). In asmuchasRTD itself canberightly critiquedfor its
practicality,andperhapsts moral positioningto freemarketvalues RTD itself canbe
usedasa powerful critique againstdevelopmenpolicy, including healthsystem
strengthening Beingthatcollectivevaluesof developmentareconcernedvith
inequities,a RTD critique exposedwo importantfactors. First,who maybeexcluded
from processesf developmentandsecondf developmenstakeholdershemselveseel

asensef inequitywithin processesf development

Thecollectiveimprovemenbf thewell-beingof all individualsasthe central
objectiveof thedevelopmenprocessnakeseachindividual the beneficiary(UN General
Assembly,1986). Thiswell-being enablegshe meando exercisdundamentafreedoms
to enjoyhealth,educationandparticipationin the workforce.To this extentthe
Philippineshasmadeeffortsto expandcollectiverights of health,notablymaternal
health throughthe expansiorof universalhealthcoveragetheincreasen facility-based
deliveiies,andin expandingemergencyesponseaystemdor maternahealth(Dayrit,
2015).Theseprogramscanbe consideredmportantmovestowardscollectiverights,
however theyall sufferfrom structuralshortcomings.The healthinsurancerogram
only covess 80 percentof the population althoughthis is animprovementwvhatwasonly
60 percentcoveragen 2012(Dayrit, 2015). Maternalhealthfacilities andemergency
carebothlack materialandhumanresourceswhich canincreaseisk for patientswho

rely on them. In this sensetheintentionof Manilafalls shortin achievingRTD. ForJha
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(2013 p. 21), thisis not surprising asheargueghata lack of resourcess oftenwhat
inhibits colledive rightsfrom achievingsuccess.Hence callsfor economicdevelopment
first tendto gainfavourin low- andmiddle-incomecountriesvhencollectiverights

approachedo not meettheirtargets.

Wheneconomiadevelopments placedasthe objectiveof naional development
policies,the meansof achievingtheseeconanic objectivesmayalterhow the outcomes
of humandevelopmenarerealized.This is to saythatpoliciesaimedonly atincreasing
GDP,or othereconomidndicators,maysucceedn achievinga numericalgoal,butthey
may alsoexacerbat@equity. In pladng nationaleconomiogrowthasthe primary
objectivein placeof collectivedevelopmenpolicies thefundamentafreedomsand
ability of peopleto exercisetheireconomicsocial,cultural,and political is not
guaranteedlt thenleavesatensedebaten play asto whetherRTD requireseconomic
growthfirst, or if economiagrowthultimatelythwartsRTD by increasingnequities

within thedevelopmenprocess.

As theright to developments anintegratedorocesseconomiogrowthcouldbea
developmenbbjectivethatmaybeinstrumentato thefulfilment of otherdevelopment
objectivesandhumanrights (Sengupta2013).Developmenpolicieswith objectives
regardng economicgrowth areoftenshapedasa responsé¢o nationalandinternational
marketforces. While marketforcescanbe usedfor economicdevelopmenpoliciesto
fimprovethewell-being of the population theyshouldnot be constructedn away that
ficreatescondition® thatfhavean adverseeffecd on vulnerablepopulationgSengupta,
2013 p. 85). Appropriatenationaldevelopmenpoliciescanbedevisedhroughthe

harnessin@f flopportunitiegrovidedby the globaleconomy but shouldsuggest
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fisustinableeconomiogrowth,appropiate resourceallocatiord (Sengupta2013 p. 80).
Nationaldevelopmenpoliciesthatarededicatedo the Rightto Developmenshould
seekto sharethe benefitsof developmentbut mayactuallyhinderrespecfor human
rights,andfurtherhindertheredization of the Rightto Developmenthroughconditions
thatmayhaveanadverseeffect. A RTD approachwould not devaluendividualsasmere
humancapitalto be exploitedin the pursuitof nationaleconomicdevelopmenbbjedives
within policiesthatplace economiogrowthasthe subjectof developmenpoliciesthat
createsadverseeffectson vulnerablepopulationslUnderstandinghis procesof
developments importantin approachinghe commaodificationof Filipino nurse
migrationasareflectionof natioral andinternationalpolicy priorities abovethatasa
commitmentto the Rightto Development.Thisis to saythatwith sucha strongpush
towardssendingnursesout of countrywith the expectatiorof sendingremittancedack
convertsnursingcapacitybuilding into aneconomiadriver, ratherthana broader

developmenexperience.

2.1.3The Conceptof The Human Right

Senguptg2013 p. 67) exploresthe concepiof collectivehumanrights: iiTo have
aright meango havea claim to somethingof valueon othe people,nstitutions,stateor
internationalcommunity,whichin turn havethe obligationto provideor helpto provide
thatsomethingof valued. However thefeasibility of therealizationof right(s) requires
identifying theagentsvho havetheduty fito fulfill or enablethe fulfilment of the righto,
who furtherbeartheresponsibilityto provideconditionsthatleadto the realizationof
saidright (Sengupta2013 p. 67). Identified duty holdersshouldthenhaveidentified

meango carryouttheir obligations to provideandenablethefulfillment of theright
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eitherwithin existinginstitutions or evenchangingnstitutionsif necessary(Sengupta,
2013).1t requiresutilizing programme®f actionor proceduresanda bindingagreement
amongsduty holders,whetherit be boundamongspartiesfiegally, morally, or by social
conventionon all the partie®, creatinganobligation,norm of behaviourandaction,and
thereforea humanright in andamongspeoplesjnstitutions, statesandthe international

community(Sengupta2013 p. 68).

While manystatesincludingthe Philippines supportRTD, it hasnotdonewell,
accordingo Marks (2004),to enterthe practicalrealmof developmenplanningand
implementationMany statesexpresshetoricalsupportfor this right but neglectits basic
preceptsn developmenpractice. VariousU.N. working groupshavepoliticized RTD in
four broadgroups. The United Statesopposedandcontinuego opposeamendment
supportof RTD. A secondyroupof middle-income countriesaswell asthe European
Union favoursomeimplementation®f RTD in orderto improvedialoguebetweerthe
globalNorth andthe global South(Marks,2004). A third groupof countriesin the global
SouthfeelthatRTD shouldbe embracedbut nat to the point of offendingthe interestsof
currentdevelopmentonors. Meanwhilea third groupof nations referredto asthefiLike
MindedNation includingthe Philippineshold the belief thatRTD shouldfireduce
inequitiesof internationakrade,the negativempactsof globalization differentialaccess
to technologythe crushingdebtburderm andotherfactorsincluding fihealthd to improve
thehumancondition(Marks,2004 p. 141). ThePhilippineshasbeena strongsupporter
of RTD, butthenewpopulist governmenbf RodrigoDutertehasshownlittle

commitmentto the RTD workinggroup InsteadMr. D u t e goweenénenhasbeen
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accuseaf thwartinghumanrightsaltogethemith extrajudiciarykillings (Thompson,
2016).

ThefiLike Minded Nation® appgoachthe RTD asa meando reduceinequalities
againsthetide of globalizationandunfair tradeagreementslt is anoutwardcritique
againsthe globaleconomicorderandspeals lessto internalpoliciesandpracticeghat
alsopromotesufferingandhardship. For Sengupt42002,p. 838) fit is importantto
appreciatehefull significanceof the pointthattheright to developmenimpliesa
processwith equityandjusticed. In this sensea humanrightsapproacho development
mustbe basedon a sygemof justicethatcreateslignity from a fisocialcontraco
(Sengupta2002). This approachdoesnot excusenationsfrom dismissingnternal
challengedo the globaleconomyandinsteadnvite critique againstdomestigolicies
thatdo not provideequalopportunities. Empowermentowardsequityalsoencompasses
betterconditionsof bothsocialservicesandof work.

Fox & Meier (2009)suggesthatdrasticimbalancesn powerwithin the global
economicorderpreventmanycountriesn the global Southfrom realizingpublic goods
for health. For countriedike the Philippines theseinequitiesareso profoundthatthe
countryhastakento feedingthe globalimbalanceof powerby sendingoutits own
trainedhealthworkerswithout ensuringcomprehensiverimary careservicedor its own
citizens(Brush,2010). It challengeswhatPogge(2008) calls,atendencyfor nationsto
ensureghewell-beingof fellow compatriotdbeforethatof foreignersFox andMeier
(2009 p. 113)suggesthatii t hght to devebpmentworking throughavectorof rights,
canaddresshesocialdeterminant®f healthd includinghealthcarecapacitybuilding.

RTD canserveasaframeworkto insistthatstatedo guarantegublic health
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commitmentsalongsidereducinginequitiesstemmingfrom poverty.RTD, takenin this
way, is morethanananalyticalframeworkfor asgssingthe quality of development
initiativesthroughidentifying inequities collectiverights,andresponsibilityto
compatriots It is arally call to reformdevebpmentprocessethemselvesandin doing
soaddressheunderlyingdeterminant®f healh.

Whenstates|ike the Philippines placegreaterfinancial responsibilityof healthto
thatof theindividual, it leadsto a spiralingdeteriorationin the public goodfor health
This occursin two ways. First, personatesourcesreoftenspent,at greaterexpensein
privatehealthsystemswhich encourageaninternalmigrationof workerstowardsthose
placesof practice. Secondpolitical supportfor bolseringanoverstretchedgublic
systemwanesasindividualsareencouragedo seektreatnentoptionsprivately. Taken
togetherthe strainedsystemis pushedevenfurtherasresourcegail to appeamandhuman
resourcedeginto flee (Kingma,2018) Forthe Philippines Manilaencouragethisis
sortof individualismin boththereceiptof health,andin the practiceof healthcare
(Kingman,2018. Healthworkersarepressedo secureheirown financialinterestover
thatof the public good,while patiens will seekopportunitiesandshortcutsto navigate
aroundtheblockagego goodcarein the public healthsystem(Kingma,2018.

To build healthsystemcapacity,is to ultimatelyalleviatepressingsocial
determinant®f health,by assuringhe provisionof public goods(Fox & Meier, 2009).
Sincethe practiceof maternahealthcarein the Philippinesis notapproachednanaged,
or consumedhsa collectivegood,therearefew sharedbutcomedrom this experience.
Insteadtherearenumerouscompetingnharativesof individualizedexperiences

navigatinghealthandhealthcare(Asia Pacific Observatoryon HealthSystemsand
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Policies 2011). Thedatacollectedfrom my interviewswith healthcareworkers,which
is presentedn chapterd, reflectsthisaswell. With eachone,comesstoriesof
disconnecte@ndfracturedexperienceshatonly reinforcethe fracturednatureof health
servicesandultimatelyreinforcingthe valuesof individualism.

Ultimately the challenge®f bolsteringthe public goodfor heath in the
Philippinesextendedfrom the harmdoneby severeausteritymeasureshathavenow led
into amix of populismandauthoritarianisn{Thompson2016) Theconnectiorbetween
healthandhumanrightsthroughthe RTD is still underexploredin bothhealthcareand
internatonaldevelopmenstudiediterature. Meier & Fox (2008)arguethatthe RTD asa
collectiveright, shouldsupersedéhatof individual rightsfor the designof policies,such
ashealthcarecapacitybuilding. As mentionecearlier,collectiverights strivetowards
universalismof anexperienceandhelpto identify how inequitiesemergewithin
societieCollectiverightsareaboutsharedexperiencesf a systenthatcouldrespondo
p e o preadgraherthancontinuingin afractured systemwith radicallydifferent
outcomesamongindividuals. Collectiverightscanwork to ensurebestpracticeswithin a
systemasthe systemdesignwould requirecollectiveaccountabilityandhencemprove
outcomeswithin the system. However collective rightsareonly successfuif valuedby
thepeoplein which theyaremeantto protect. Thisis to saythatif healthworkersand
patientswould notvalueanRTD approacho capacitybuilding or retention,it could not
bedeemedasasuccess.

A collectiverightsapproactcouldaddressationalconcerngelatedto deep
inequityandtheunderlyingdeterminant®f health(Meier & Fox,2008). Many nations

havestruggledwith issuesf retentionandcapacitybuilding (Labonté Packer &
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Klassen2006. Someapproachebavebeento restrictthe movemenbf healthworkers,
othershavetried to offer incentivestructureghroughscholarship®r by forgivenesof
tuition costsassociatedavith training. In this senseRTD would not applyto a policy that
acively restrictedthe movementof individuals,asit would conflict with principles
relatedto the equalityof opportunity(Rawls,2001). While somehold the beliefthat
RTD canbealegally bindingagreemento ensuresuchvaluesit is, in themeantimean
importantanalyticalframeworkto assesshe efficacyof healthsystemspotjustin terms
of function,but alsoin termsof moralcommitment.

2.1.4International and National Duty

As all individualsareactivesubjectsparticipantsandbeneficiarief the
developmenprocesseveryonenastheindividual andcollectiveresponsibilityto respect
all humanrightsandfundamentafreedomgo which all individualsareentitledandto
fulfill dutiesto thecommunityby promotingandprotectinganenvironnmentconducive
for economicsocial,culturalandpolitical developmen{United NationsGeneral
Assembly, 1985, art.2, subcls. 1-2). Individualsareultimatelyresponsibldor their own
welfarebut canonly do sounderthe structuralconditionsthatallow for it. Stategollow
up this responsibilityby providingfreedomandprotectionof individualsto taketheir
own actionby providing fiassistancéor individualsandgroupsto ensureheequal
opportunityandprovisionof resourcesiequiredto takeindividual actionfor his/herown

welfared (Sengupta2013 p. 55; United NationsGeneralAssembly,1985).

Theinternationalcommunity,in efforts of solidarity, shouldfosterthe ability of
statesattemptingio harnessuchopportunitiesof the globaleconomyby providing

cooperatiorthroughaid to promote:nationalandinternationaldevelopmenvia the
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through humanrights, anda finewinternationaleconomicorderbasedn sovereign
equality,interdependencenutualinterestandcooperation (UN GeneralAssemilty,
1986, art. 3, subcl. 3). This fimplementatiorof theright to developmenhasto be global
in its reacke to provideanenvironmenthatis transparenandnon-discriminatoryand
promoteauniversalacces@ndequityin thedistributionof the benefitsfrom the
developmenprocess (Sengupta2013 p. 82). Thisincludesimmediateaction,suchas
nationalpolicy anddevelopmenplans,fistrengtheninglemocracg by enabling
participationof individuals,peoplesstatesandinternationakcommunity,aswell as
nationalcorporationsandlegal aid thatwork to enhancetatherthanhinder,the
flourishingof regpectfor humanrights (Sengupta2013 p. 63). Theinternational
communityhasthe ethical,moralandlegal obligationto assistdevelopingcountriesn
therealizationof socialandeconomicdevelopmentpertainingto theinternational

participationin the realizationof the RTD.

Theethicalaspect®f the RTD acknowledgehe globalinterdependencef
countrieswithin the developmenprocess.Theintermationalmovemenbf humancapital,
technologyjnformation,andfurthertheinternationaimigrationof humancapital,thatis
responsiveo the globalmarketandeconomyhasestablishedontinuedipatternsof
dominationanddependencyynequakraderelationsandrestrictionsfrom external
sourcen theright of everynationto exercisdull sovereigntyover its nationalwealtod
(UnitedNationsGeneralAssembly,2013 p. 9). The United Nationsfurthernotesthe
fimoralduty of reparation, statingthat:i...industrializedcountriesformercolonial

powersandsomeothershavea moralduty of reparatiorto makeup for past
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exploitatiord (United NationsGeneralAssembly,2013 p. 10). Thisis animportantedict

in thatmanycountrieshavegreatlybenefitedfrom the outmigrationof Filipino nurses.

This duty to respondjn theform of internationalsolidarity,is articulatedn
severahumanrightsinstrumentdistedabove Farmerdiscussegpragmaticsolidaritybas
akeyrecommendationn integratinghumanrightsinto the globalagendagescribedas
f...therapiddeploymenbf our toolsandresourceso improvethe healthandwell-being
of thosewho sufferthis violenced (Farmer,2003,p. 220). Contextually this means
supportshouldbeimplementedy memberof theinternationakcommunitythroughjust
andequitablesharingof the benefitsof developmentincludinghumanresourcegor
health,public healthinfrastructureandup-to-dateinformationandtechnology. The
requiremenbf nationsto fulfill theirdutiesof internationalsolidarity,including
establishingandmaintainingan environmentonduciveto therealizationof all human
rights, is backedby the bindinglegal obligationsputforth in severahumanrights

instrumentseviewedaboveandclearlyarticulatedin the Rightto Development.

Theability to providea conduciveenvironmenfor thefulfillment of human
rightsis non-existentif the stateis unableto provideaccesdo andserviceghatfulfill
basicneedsjs without resourcespr holdsan insufficientlegal systemitself. Therole of
theinternationakcommunity,then,is notto interferewith the self-determinatiorof states
andpeoplesunlessthe stateor peoplesareunableto do soindependentlyfUnited
NationsHigh Commissionefor HumanRights,2013,p. 51). Whena statedoesnot have
theability to provideresourcesthe internationalcommunityhasthe responsibilityto

provideappropriataneango fosterdevelopmentasstatedn the RTD:
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funiversalrespecfor andobservancef all humanrightsandfundamental
freedomawithout distinction...andimplementationpromotionandprotectionof
civil, political, economicsocialandculturalrightsé to eliminateobstacleso
developmentesultingfrom failure to observecivil, political, economic,social
andculturalrightso (United NationsGeneralAssembly, 1985, art. 4, sub-cl. 2; art.
6, subcls. 1-3).

Further,individual countrieshavetheright to engagewith theinternational
communityto seekassistancandcooperationn meetingdevelopmentgoalsand
universalrealizationof humanrights. Statesshouldtheninstill developmenprogrammes
andpolicies,andconditionsconduciveto minimizing inequalitiesandthe breachof rights
domesticallyandinternationallyfor thoseunableto do soindependently{Sengupta,
2013). Thereforeall stateswill needto participatein the developmenprocesgo create
theenvironmentandfeasiblemeansonduciveto the equalrealizationof all rightsfor all
individualsin eachstate.Theduty of statesto cooperatéwith eachothe) to
progressivelyealizetheright to developmentincludinginternationalpeaceandsecurity,
andinternationaleconomicstability thatis freefrom discrimination,is articulatedn
internationalaw in boththe Charterof the United Nationsandthe InternationaBill of
HumanRight (United Nations 1945;United NationsGeneralAssembly,1948).Within
the RTD framework,this &@utydfurtherextendgo fitransnationatorporationsproduceés
associationgradeunions...finacial institutions,public andprivateinstitutions...inall
developmentelatedactivitie®® 0 (UnitedNations 2013,p.12-15).As such,RTD
contributes to athoroughanalysisregardingtheresearclguestionby identifying rights
anddutiesto befulfilled by currenthealthcareservicesan thePhilippines. To understand
the natiorts moralcommitmento protect,respectandfulfill dutiesregardingmatenal
healthcarein the Philippines RTD providesafitting lensto questionhow well collective

rightsare protectedoy the currentsystem
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2.2 Situating Maternal Health within Human Rights.

TheWHO indicatesthatsexualandreproductivenealthis anes®ntialhealth
serviceto be providedin anyhealthsystemjncludingaccesgo informationandservices
to makeinformeddecisiongegardingSRH (The SphereProject,2011,p. 325). Theright
to havesuchessentiakerviceshavebeenlaid outin internatioral law, covenants,
conventionsandtreaties Underthesehumanrightsinstrumentsstateshathaveratified
areobligatedto respectprotectandfulfill humanrightsin regardto sexualand
reproductivenealthfor the meansof surviving pregnancyandchildbirth. Theserights
includetheright to life, theright to be equalin dignity, theright to enjoythe benefitsof
scientificprogressright to freedomfrom discriminationandto enjoythe highest
attainablestandardf physicalandmentalhealth including sexualandreproductive
health(United Nations 2012). In this light, thedenialof suchrights, either by force or

by accidents afailure of a collectiveduty.

Healthis oftenunderstoodia stateof completephysical,mentalandsocialwell-
beingandnot merelythe absencef diseaser infirmity 0 (World HealthOrganization
1946).As such,SRH, defined asficompletewell-beingrelatedto sexualactivity and
reproduction, becomesntegralto the fienjoymentof the highestattainablestandardf
physicalandmentalhealthd (World HealthOrganization 1946; United NationsGeneral
Assembly,1966).SRHis comprehensivelinclusiveof men,womenandchildren,
however womendisproportionatelyacethe majority of thebiological,socialandlegal
consequences ill sexualandreproductivehealthandbiologicalreproductiorandfacea
significantamountof risk to their physical,mental,andsocialhealth,in additionto their

economicstatus.Indicatorsusedto measure&SRHaredisproportiomtely applicableto
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only womenandreiterategshe needfor maternahealthcarethatbenefitsfamily and
communitydevebpment(World HealthOrganization2006). As such,maternahealth
becomesvital elementof SRH.Violating theright to health,including SRH,impedes
thefulfillment of otherhumanrights,astheability to live a productivelife with equal
opportunityto participatein socialandeconomiadevelopmenthroughhealth,education
andemploymenis compromisedTherefore sexualandreprodictive healthis aright in
andof itself, but alsoconsistf its own humanrights,including fitheright to exercise
control overandmakedecisionsaboutone&s sexuality,including sexualandreproductive
health,free of coerciondiscriminationandviolenced (UN Women,1995). Theserights
arenot uniqueto sexualandreproductivehealth,but arepartof collectiverights,
regardles®f thegenderdivision.
2.2.1linternational Duties

Theprotectionof theserightsis well documentedvithin humanrights
instrumentsAtrticle 10 of the InternationalCovenanbn Economic Socialand Cultural
Rights(ICECSR)stateghatfispecial protectionshouldbe accordedo mothersduringa
reasonabl@eriodbeforeandafterchildbirtho (United NationsHigh Commissionefor
HumanRights,1966). Accordingto the Conventioron the Elimination of All Formsof
DiscriminationAgainstWomenCEDAW): fiStategartiesshallensureo women
appropriateservicesn connectiorwith pregnancygonfinementpostnataperiod,
grantingfree servicesvherenecessaryaswell asadequateutrition during pregnancy
andlactatiord (United NationsGeneralAssembly,1979 art. 12, para.2). Ensuring
womerts accesdo healthcareservicegequiredto survivepregnancyandchildbirth are

enforcedby a natiorts commitmentto protect,respectindfulfill theseduties,regardless

39



of geographicalocation,age,sex,educatioror financial status.This is accomplishedy
takingall measuresequiredto preventmaternaldeathsduring pregnancyandchildbirth
andprovokingpolitical will in formsof fAlegislative,administrativeandjudicialo action,
includingtheinvesmentof full resourceso addresgreventablenaternaldeath(UN,
2012,p. 7). Theseobligationsareof immediateandongoingeffectandshouldbe
prioritized. ThelCESCRblocksanynegationdy Stategegardinghesehumanrights,as
countriesicannotustify noncomplianceof obligation® (United NationsHigh
Commissionefor HumanRights,1966,p.8). Denyingcomprehesive, quality obstetrical
carethatis accessibleavailable andacceptablés a form of discriminationagainst
womenneedingmedicalassstance pasedn genderandof childbearingage,andinhibits
therightsof dignity, to life, andto enjoythe highes attainablestandardf health(United
NationsGeneralAssembly,1979).

2.2.3National Duties

TheResponsibléarenthood@ndReproductie HealthAct (2012)wasestablished

by the Filipino governmenbnly six yearsagoandacknowledgeshat:
fiit is the duty of the Stateto protectandstrengtherihefamily asabasic
autonomousocialinstitutionandequallyprotectthelife of the motherandthe
life of theunbornfrom conceptionThe stateshall protectandpromotetheright
to healthof womenespeially mothers...anguaranteethe promotionandequal

protectionof thewelfareandrightsof children,theyouth,andtheunborrd (The
RespamsibleParenthoo&indReproductiveHealthAct of 2012,2012 sec.2).

TheAct furthersummarizeslefinitions,dutiesandresponsibilitief thegovernmenand

HCPs,while identifying the elementf reproductivehealthto be provided.

As perthe RespasibleParenthoo@ndReproductiveHealthAct (2012, both

basicandcomprehensivemergencybstetricandnewborncare(CEmONC)areto be
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provided.Basicemergencybstetricandnewborncare(BEmONC)consistof, at
minimum: fiadministratiorof parenterabxytocic drugs,administratiorof doseof
parenteralnticonvulsantsadministratiorof parenterabntibioics, administratiorof
maternalsteroidsfor pretermlabor, performancef assistedraginaldeliveries removal
of retainedplacentabroducts andmanualremovalof retainedplacenta..newborn
resuscitationprovisionof warmth,andreferral,bloodtrangusionwherepossibl® (The
ResponsibléarenthoodndReproductiveHealthAct of 2012,2012. In theact,
ComprehensivEmergencyObstetricandNewborn Care(CEmONC),arelisted as
lifesavingservicesaswell asplusthe provisionof surgicaldelivery, blood bankservices
andotherhighly specializedbstetricinterventiong The Responsibléarenthoond

ReproductiveHealthAct of 2012,2012).

Secton 5 exploregtherfhiring of skilled healthprofessional$or maternahealth
careandskilled birth attendancestatingthatfipeoplein geographicallysolatedor high
populatecanddepressedreasshallbe providedthe sameevel of accesgo healthcareo
(TheResponsibléarenthoo@ndReproductiveHealthAct of 2012,2012). Section6
addresseblealthcarefacilities, statingthatthoseliving in ruralandpoorly accessible
communitiesi s hnatlbbdneglectedy providingothermeansuchashomevisits or
mobile healthcareclinics asneeded (The Responsibléarenthoo@ndReproductive
HealthAct of 2012,2012. This actalsostates thatthesehealthcarefacilities areto have
fadequateandqualified personnelequipmentindsuppliesto be ableto provide
emergencybstetricandnewborncared (The ResponsibléarenthoodndReproductive
HealthAct of 2012,2012. TheAct alsoincludessexualhealtheducationwhich canbe

takenasa commitmentto the collectiverights mentionabove andasanelementof SRH
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In summarythe provisionof maternahealthservicesandthe measuresakento
reducematernaimortality arecanbe madepossiblewith strongnationalcommitments,
andwithin aninternationakystemthatrespectdshosecommitmentsTheactslisted above
identify anddescribemethodof preventionjnterventionandprotectionof maternal
healthasa humanright. The scopef practiceof frontline serviceprovidersexploredin
Chapterl, andthe definition of servicedo be provided,asexploredin this chater,
throughFilipino policieshelpedto situatematernahealthin a collectiverights
frameworkwhile identifying key stakeholdersaswell their obligationsto fulfill in
regard€o SRH,atanationalandinternationalevel. This summaryin additionto the
datacollectedasdiscussedn Chapter4, givesa senseof howacommitmento RTD
couldassisthe Philippinesin achievingtheserights,andif stakeholdersaluesuchan

approach
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CHAPTER 3: METHODOLOGY

3.1Introduction

This chapterdiscusseshe methodsusedfor this thesis includingthe rationaleof
thestudydesignogisticsof datacollection,aswell asthe scopeandlimitations of this
study.The chaptejustifieshow the datacollectedin the Philippinesrelatesto the
analyical frameworkused aswell asthe positionalityof thewriter astheleadresearcher
within this study.In orderto understandf anRTD approactcouldlesserstrainonthe
healthcaresystemin the Philippinesfrom out migrationof nursesfwo subset®f data
mustbe used. First, discussiorof policiesgoverningnurseeducatiorandpracticemust
bediscussedhn orderto understandhow currentpoliciesfare againsthe RTD approach.
Secondjf RTD wereproposedsa meansof policy for increasingheretentionof
nursesthevoicesof healthcareworkersthemselvesnustbe heardto understandgf such
anapproachwould be accepted.This studytook placefrom Januaryto April, 2017in six
areaf the Philippinesandwasdonewith the helpof my researclassistantSherwin
Magsombolandtranslatingservicesof both SherwinandAna Marie Dizon. Upon
completion datacollectedconsistedf atotal of 30 HCPinterviewsincluding5 nursing
students9 midwifery students2 nurseeducatorsl midwife educator4 nurses4
midwives,2 physiciansand3 hilots (traditionalbirth attendants) questionnairesere

receivedfromo b inmotthh.er s 6

Thisresearchusesqualitativemethodsof in-depthsemistructurednterviewsand
FocusGroupDiscussiongFGDs)with healthcareprofessional§HCPs) Questionnaires

with previousobstetricalpatients( 6 bma tt h eandse@ondargourcedataanalysis
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arealsoincluded Thedatacollectedfor this studywasanalyzediusingqualitative

thematiccontentanalysis gxplorediaterin this chapterandmorein-depthin Chapter4.

| pursuedhis datawith theintentionof connectingout migrationto beadirect
driverin high maternamortality. Seeingthatthis argumenis notachievabléasedn
thefindingsathand,| retumedto reviewthe datato focusmorecloselyon how health
workersandpatientsengagedvith the Filipino healthsystemfor maternahealthneeds.
In this processit becameclearthatthe questionsasked(seeAppendices, H, |, J,K, &
L) elicitedimportantnarrativesasto how healthworkersvaluedtheir currentwork and
whethertheyalsovaluedout migration. Theresponsefrom healthworkers,asdiscussed
in Chapterd, combinedwith ananalysisof currentFilipino policiesgoverningmaternal
healthcareandeducatiorprovideimportantinsightinto how RTD couldbevaluedasa
developmenpolicy for improvedretentionof humanresourcesor healthin the

Philippines

3.1.1Areas of Research

ThePhilippineswasselectedor this studybecaus®f its impressivecapacityto
train healthcareworkers,notablynursesbut to still strugglewith gapsin healthcare
serviceprovision ThePhilippinesis animportantcountryto investigatebecausét is a
low-incomecountryfacingsignificantenvironmentabndpolitical challengesbothfrom
internalandexternalfactors.The majority of the population(81.04%)identifiesas
RomanCatholc, with severaminority groupsidentifying asMuslim or indigenous
(World HealthOrganization2011).lts locationin the WesternPacificsubjectghe
countryto naturaldisastersncludingtyphoons garthquakeandvolcaniceruptions

(World HealthOrganzation 2011,p. 2). It facesarmedconflict in the southermregions,
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all of which predisposdt to subparhealthindicatas (CaseyChynowethCornier,
Gallagher& Wheeler,2015).This geographi@andpolitical predispositiorieadsto the
constanneedto replenishphysical financial,andhumanresource$or manypublic
sectorsOver50 percentof the populationlives in urbanareaswhile therestare
dispersedn hardto accesandisolatedrural areas.

Thecommunitiesandregionsselectedor this researctwerebasedon datafrom
the Philippine StatisticAuthority (2015) report fiMaternalDeathsBy Placeof
OccurrenceandBy UsualResidenceBy RegionandProvince:2013, aswell asthe
PhilippinesStatisticsAuthority (2016)report:fiRegisteredMaternalDeathsBy Type of
AttendanceRegion,ProvinceandCity/Mun: 2 0 1 (BlolippinesStatisticsAuthority,
2016). Thesedatademonstratéhe unproportionatdurdensof maternaldeathin specific
areaf the Philippines,aswell aswhich discipline,if any,of HCPwasin attendancef
thesematernaldeaths Underfurtherinvestigationthis datacould bereflectiveof the
gapsin the healthcaresystenmthathinderadequée HCP coverage.

Datafor this studywascollectedfrom six communitiesusingfirst-person
interviews,questionnairesandfocusgroups. The choiceto usemultiple methodsvas
undertakerasalearningopportunityin engagingvariousmethodologies. Dueto safety
reasonsthe AutonomouskRegionof Muslim Mindanao(ARMM) wasexcludedrom this
research{PhilippinesStatisticsAuthority, 2015).

Thefirst areafor datacollectionwasin Manila, in the NationalCapitalRegion
(NCR).TheNCRis ontheislandof Luzon,andhasthelargestnumberof maternaldeath
casesthemajority of which werein the SecondDistrict (PhilippinesStatisticsAuthority,

2015).Thiswasanimportantstartinglocationto connectwith healthworkerswho would
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likely havefirst-handexperiencevith challenge®of maternahealthprovision. The
secondareaof researclwasin RegionlV-A- Calabarzonalsoontheisland of Luzon
Thisis anothemregion thataccordingo the PhilippinesStatisticsAuthority (2015) has
the secondargestproportionof nationalmaternaldeath.In this region,interviewstook
placein threerural communitiegSantaRosa,SantoDomingo,and Calanba).Thethird
areaof researclwasRegionVIl: CentralVisayas,n Cebu,asis it hadthethird largest
proportionof maternaldeathqPhilippinesStatisticsAuthority, 2015). Datawas
collectedfrom oneurbanandonerural community(CebuCity, Dumaguée). Although
otherregionshadcloseproportionsof nationalmaternaldeath,eachindicatedregion
abovehadthe mostprevalencef maternaldeath(excludingARMM). Further
investigationof the high prevalencef maternaldeathin theseregionsdenonstraedthat
minimal to noneof the maternaldeathsn thesecommunitiesvereattendedy a health
careprofessiona(PhilippinesStatisticsAuthority, 2015).
3.1.2Rationale of Methodological Design

Basedon the multiple-methodapproacH employedn the Philippines,this study
seekgo understandhiow the Filipino HCP migrationpipelinestrainsthe nationalhealth
systemfor maternahealthissuesandwhetheror not RTD aimedat capacitybuilding
andretentioncouldimproveconditions The natureof this qualitativedataelicits
commonthemeson keyissuegelatedto theresearchyuestion. In particular,how
maternahealthcareeducations valued the placeof serviceprovisionin national
economiadevelopmenstrategiesandhow serviceacquisitionis valuedin light of
massiveout-migrationof HCPsandinsufficientpublic healthinfrastructuran the

Philippines.
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3.2Logistics of Data Collection

Intervieweesvererecruitedusingvoluntaryrecruitmentandthe useof chain
referral(snowball)samplirg. Lettersrequestingnformationweregiven,eitherin person
or via email,to arangeof contactsat nursinginstitutions,governmenbffices, non
governmentabrganizationsandhealthfacilities. Interviewswerearrangedvith
respondingparticipantsand healthcarepractitionersQuestionnairewith dirth mother$
weredroppedoff andpickedup in personParticipantsandhealthfacilities havebeen
assignegseudonymso assureanonymityandprivacybut areidentified by their
respectivadisciplineof respondentsor this research{for example midwifery students
will be:MWS #1, MWS #2, etc.).

3.2.1In-Depth SemiStructured Expert Interviews

Dueto theinterdisciplinaryapproactof maternahealthcareprovisionin the
Philippines semistructurednterviews weredonewith midwifery studentsmidwifery
educatorstegisterednidwives,nursingstudentsnursingeducatorstegisterechurses,
physiciansandtraditionalbirth attendant§TBAs), knownlocally ashilots. Theinitial
researclguestionof comectingmaternaimortality to nursingtrends haddifficulty
incorporatingthis datainto theresearchiramework. However the storiesand
experiencesf this wider rangeof HCPspresenimportantinformationon boththe
tensiondan theFilipino healthsystem,andalsoopportunitiedor waysto encourage
retentionandcapacitybuilding. Written consen{seeAppendixD) wasobtainedand
interviewswererecordedusingadigital voicerecorder Interviewswereguidedby open
guestiongo fosterdialoguearound thetopic. A generainterviewguide(seeAppendix

H) wasdesignedisingguidingquestionsandseparaténterview guidesweredeveloped
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for eachdesignatiorlisted aboveto capturemorespecificinformationbasedn the
designatiorof theintervieweeg(seeAppendiced, J,K, & L). Theseinterviewstook place
primarily in unusedfficesandclassroomsat universitiesandhealthclinics andattimes
atthediscretionof theinterviewee Thesenterviewswereapproximatey 30 minutes
long, howeversomedid carryonfor 2 hours(at thediscretionof theinterviewee).
Admittedly, this approacho datacollectionwasexploratory,andnot well structuredoy a
rigid analyticalframework. Fromcontinuedanalysisanddiscussios of thefindingsafter
thefact, it is clearthatthethemesof valuingwork, service,compatriotismandout
migrationarepresenin ther e s p o rfedback.|dedtifyingthesevaluesgivesa
strongunderstandin@f how currenteconomicdevelopmenstrategiesareviewed,andif

anRTD approachwould beaccepted.

In interviewingstudentsandeducatorsl explorethe curriculumof nursingand
midwifery educationjncludingwhatthe curriculumconsistof andhow it shapeduture
practice Theinterviewssoughta betterunderstandingf the scholarshigndlicensing
processeghe motivationsof studentgo enrol in healthcareeducationandhowthey
planto usetheir degree My intentionwasto understandheir perception®f valueof
practicewithin their respectivedisciplines andtherolestheywereexpectedo playin

bothhospitalandcommunitysettingswithin eachdisciplings scopeof practice.

Similarly, interviewingpracticingnursesmidwives,hilots, andphysicians
allowedmeto collectandanalye the subjective practicalexperience®f maternahealth
careprovisionin varyingdisciplines Theinterestsandmotivationsof thesepractitiones
takenagainstsystemichelpto identify thetensionsandcopingmechanismsf health

workersin theirjobs Midwives, nurseshilots and physiciangrovidedinformationon
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their scopesf practiceandinformationof thereality andchallenge®f their practice,and
of themultidisciplinaryinteractionandreferralwithin, andamongsttheir respective
disciplines. This alsodemonstratesasesvhenhealthworkerswereexpectedo perform
dutiesoutsideof their disciplinarylens,which canbeunderstoodsa copingmechanism

againststructuraldeficiencieswithin the system.

3.2.2FocusGroup Discussions

Theuseof FGDsasa qualitativemethodis advocatedn nursingandinternational
Developmenttudiesrelatedresearchandcanbe catalyticin eliciting ideasandfostering
conversatioramongsiea homogenougroup(Kingrey, Tiedje,& Freedman1990).This
wasa goodlearningopportunityto explorethis method. FGDsweredonewith HCPsin
settingswheredoingseveraindividual interviewswasnot a feasibleoption,soasnotto
wastethetime andproductivityof HCPsbeinginterviewed.The useof FGDsstimulated
groupdiscussionandsimultaneouslyprovidedmultiple answerdrom various
practitionerqpresentat thetime of theinterview, while accanmodatingto the
availability of intervieweesTheseFGDsusedthe sameinterview guidefor discussioras
usedfor individual interviews(seeAppendixH & K). Individual consentasobtained
(seeAppendixD). TheseFGDstook approximately30-50 minutesandwererecorded
usinganaudiorecorder A total of two FGDsweredonein thisresearchthefirst FGD
wasdonewith multidisciplinaryHCPsataclinic in arural community andthesecond

FGDinvolved5 nursingstudentsat the sameuniversityin Manila, (JoseRizal).

3.2.3Questionnaireswith Birth Mothers

49



Questionnairsurveysweredonewith birth mothersan the Philippines,aspatient
experienesprovideimportantinsightinto therelationshipbetweerthe structuresof the
healthcaresystemandthe agerty of healthcarepractitionersandcandescribevhat
resourcepatientshaveaccesso. Thepopulationfor thesesurveysconsistedf 4 women
whoidentifiedashavingneededor used obstetricalkervicesat facilities within theareas
of researclwithin the pastfive to tenyears.Questionnairesverecompletedoy these
womento understandheir interactionsexperiencesandrelationshipswith thevarying
levelsof HCPswho offer maternahealthprovisionin varying capacitiesAlthough
interviewswith birth motherswould havebeenideal,dueto thelack of interestin setting
up aformalinterview, birth motherschoseto respondo questionnairge(seeAppendix
G). Thesebirth motherswererecruitedby the useof chainreferral(snowball)sampling,
asHCPintervieweegeferredfriendsandcolleaguesn the community.Thesemothers
respondedo theinvitation to participatein thisresearctandquestionnairesvere
distributedto andcollectedfrom respondingparticipantsn personlin doingso,the
opportunty for informedconsentasobtained(seeAppendixF), andquestiongrom
respondentansweredy theleadresearcheandresearclassistant.| analyzed
guestionnairemdividually, with eachparticipantgivenanaliasto maintain
confidentiality(i.e., Birth Mother#1), andthenanalyzedcollectivelyto depictthe
subjectiveunderstandin@f obstetricalkcarefrom patientsin bothruralandurban
communitiesConsenformswerestoredseparatelyrom collecteddatato ensure

confidentiality.

Questionnairewith birth mothersallowedfor the collectionof dataregarding

how, where,andwhenFilipino womenseekandaccessnaternahealthcare It aso
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soughttheir knowledye of availablematernahealthcareservicesandthelevel of
satisfactiortheyhadwith maternahealthcareserviceslt concludedwith asking
participantgo identify anychallengesn regardto accessingnaternahealthcare
services.Thisinformation wascollectedto contributeto the understandingf how
maternahealthcareis perceivedandaccessetdy its primaryusers.Thesequestionnaires
alsosoughtdataregardingpotentialbarriersthatmay existwhenseekingmaternahealth
care,suchasfinancing,transportationandknowledgeof availablematernahealth
servicesQuestionnairesveretranslatednto Tagalogby local Filipino Ana Marie Dizon,
verified by Sherwin,andwereanalyzedndependenof otherinterviews,usingthematic

contentanalyss.

3.3Limitations and Challenges

Therewerefew majorlimitationsto this study. The mostsignificantof the
limitationsthatarosewasthe heavilymisperceivedinderstandingf my visitationsto
healthcarefacilities, particularly whenseekingpermissiorto accessnformationfor
potental intervieweesl wasperceivedassomeonavho wassentto investigate
performancedocumentatioror skills of practitionersandhealthfacilities. These
misunderstandingdid not allow meto pursueresearchn theseareaslespitethorough

explanationsn both EnglishandTagalog.

Otherprimarychallenge®f this studyincludedlong traveltimesand
geographicatlistancedo the healthfacilities soughtfor this study, thefrequentchanges
in schedulegdueto the(in)availabilityof HCPswith whom| soughtinterviewsandlong

waiting timesfor responseto interviewrequests
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Thefinal challengdn this studywasthe languagebarrier. The Tagalogtranslating
servicenf Sherwinwereusedfrequenly. The majority of healthcareprofessionals
demonstrated higherability to participateusingEnglish,while local dirth mother$
requiredtranslatedjuestionnaireandlanguageassistancérom my translatorasenglish
wasoftentheirthird andleastusedlanguage.Also, thetotal samplesizeof interviewees
of studentsandHCPsis relativelysmall. However,synthesif themesmerged
throughoutheirresponseandassuch,thefindings canbetakenasusefulin satisfying

theresearchyuestion.

3.4 Positionality

As theleadresearched, havemanyqualificaionsthatallow meto facilitate
researclof this nature.l amalicensedandpracticingobstetricakegisterechurse,and
thus,havedonethe nursingeducationandhavehadmuchtrainingandexperiencen
obstetricandnewborncare.My clinical experenceshaveprovidedmewith the
knowledgeandunderstandingf normalandatypicalprocessesf childbirthand
transitionto motherhoodadversebstetricalbutcomesandanunderstandingf whatis
neededo providebasicandemergencybstetricalandnewborncarein avariety of
settings Further,theyhaveprovidedme with anunderstandingf boththe limitations
andchallenge®f providingobstetricahealthcareasa nurse My clinical expaienceand
educationn avarietyof local andinternationalcapacitiehasenabledneto facilitate this

researchn aculturally andethicallyappropriatenanner.

3.5Ethics

52



This research project has been reviewed by the Office of Research Ethics
Administration at Dalhousie University, Nova Scotia, Canétthical approval for this
research was granted from Dal housie Univer
Research Ethics Board. This research follows University an@duncil policiesThis
is studyis independent of all health facilities, authoritéesl government, and is not in
affiliation with any Filipino university or organizatioRersonal details of each
participant weraot shared with other participants. Participants will not be personally
identified by geographical location or professionahds. Instead, each participant has
been given an alias (For example: Nurse #1). Only aliases are used in final research

findings. Personal information is stored separately from collectedatatanfidentiality.

To maintainconfidentiality,datawasnaot be sharedwith foreignserversor third
parties.Datafrom interviewswill be savedon the passwordrotectecharddrive andwill
only beavailableto theleadresearchemDatawill notbesharedwvith anyoneotherthan
researclassistantandtheresearh supervisor! will continueto takeall reasonable

precautiongo protectdataandmaintainconfidentiality.

3.6 PostResearchAnalysis

Theanalysisof this researchiook placein two very distinctperiods. Thefirst,
leadingup to thethesisdefenceattemptedto stronglyconnectheresearctiindingswith
maternahealthoutcomes.The dataandanalysisdid not makethis connection.
However thedatawhenreviewedthroughthe RTD frameworkelicits a strongsenseof
moralsandvaluesof the healthworkersandpatients. In this sensehefocuson mortality
asthekeyissuein Filipino maternahealthpolicy is lessened.Insteadthefocusthen

turnsto the connectiorof how exportorientedmigrationcreatesstrainsin the current
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systemandif RTD would bewelcomedasa potentialapproactby increasingcapacity

building andretentionof nurseswithin the system.
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CHAPTER 4: DATA AND DISCUSSION
4.1 Introduction

This chaptereviewsdatacollectedfrom boththeliteratureandfrom my
fieldwork in the Philippines The chapterexplores how the experiencef healthworkers
caninform theresearctguestionof whetherthe Rightto Developmentouldhelpto
improvethe healthsystemperformancdor matern&healthin the Philippines. Thedata
exploresthe challengesealthworkersfacein theirjobs,exposeshedisconnectsn the
systemandalsoexploreshealthworker®commitmento serviceto their compatriots,
rather thanto serviceabroad. If anRTD approachto healthsystemimprovementllowed
for moreopportunitiesandchoicesfor healthworkersto stayandpracticein the
Philippines would theydo so? Or arethevaluesof the currentnormativeapproacho
en®uragingout migrationfavored,andby whom?

Interviewsalsotook placewith birth mothersto exposethe quality of carethey
receive aswell asthelimits andpotentialsof the nationalhealthinsuranceprogram. |
useda multiple datacollectionmethoddor this researchncluding interviews, surveys
andFGDs | discusghefindingsfrom the datacollectedwithin the RTD frameworkand
broaderimplicationsof this researchinterviewsandFGDswereinitially segregatetyy
disciplineto elicit pertinentthemesandinformationprovidedby each.Interviewsand
FGDswerethencollectivelyanalyedto assesfiow theseexperienceselateto the goals
of RTD. Questionnairesrereanalyedseparatelyandintegratednto the overall
discusson.

4.2 Interviewees
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All students interviewed, botih midwifery andin nursing, were studying in a
Baccalaureate program at their respective universities.dotips of studentsere
interviewed using similar interview guides focused onsihecific practice of eaqsee
Appendix K & L). All interviewees wereedected by the university contacts who both
granted permission to interview students for this research and facilitated meeting times
and places to do so at their faciliti€&udents wee interviewed individually after
informed consent was obtained (segApdix D). Five nursing students collectively
participated in a FGD using the same interview guide to foster discussion, after individual
informed consent was obtained. Student pasditip were chosen by professors at
respective universities after the @t was formally explained to program directors and
Deans within respective disciplines. Students were selected based on the availability of
student s6 ac aadck mitigantdhas been givenes alias B-or example:
Midwifery Student#1). Only diases are used in final research findings. Personal

information is stored separately from collected data.

4.2.1Midwifery Students

A total of 9 midwifery studentsvereinterviewedusingAppendixL. All of these
studentsstatedthatthe BScMW theywereparticipatingin wasnottheir first degree.
Everymidwifery studentinterviewedstatedthatshehadpreviouslytakenthe Diplomaof
Midwifery courseandhadpracticedasa midwife prior to enteringthe BScMW
programmeSomeof thesestudentdurtheridentified havingtakenstudiesoutsideof
midwifery, includingnursing,pre-dentistry,andeducationMidwifery Student#3 stated
A Wantedto becomeadentist...Fortunatelyqualifiedfor the DOH scholarshigo

becomeaBachelormi d wi fImtedestinglythesestudentexpresse@agerness
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pursuethe educationalndprofessionabpportunityof secondargducationwithin
midwifery for specificmotivationsnot relatedto ther initial careerchoice
When asked why they chose to take the BScCMW course, sewadahts
identified the following themes: educational opportufityancial opportunitya desire
to increase personal skillsend the opportunity to fulfill a duty to their communities
Midwifery Student# 5 i ndi cat ed t hat s hiet hiomotu | sdc hnoolta rbs
while Midwifery Student7 specifically indicated that she pursued the BSCMW course
fito expandher] knowledye in order to helpherjc o mmu n i t yThesemiowpférye o .
students were also asked why they previously chose to take tloenRipf Mdwifery
course, and why they further chose to participate in the BSCMW course after already
working as midwives Moststudents chose to take the tywar diploma programme
initially, rather than a 4/ear Bachelor programme in midwifery, nursimgother
professions, because of the shorter time of programme compketidthe reduced
financial expense to pursue a viabdgaer within a Z/ear timeline Exemplifying this,
Midwifery Student#6 shared:
AMy first course wat hhesi hggof opr égwoamy:
to go back to school. | told my mom that...I need to...get another course because
the nursingp a ¢ h edegoee i6 al curriculum and there is new curriculum. When
| go back to nursing school, | will go back to first yedo, my two years will
become a waste of my time. ...other subjects that | already finished during first
and second year[ofraii ng] wer e credited. That's wh
Important to note is the fact that all of seénterviewees were recignts of the
DOH retention scholarshigvhich is a prestigious award aimed at encouraging students
to work in marginalized areag hesestudents were offered the retention scholarship to

upgrade their Diploma to the Bachelor of midwifery by providing saitsblips of two

years, that would transition Diploma midwives to Bachelor educated midwives (instead
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of completing the 4 programnamew) Thegoalis to allocate these midwives to
communities in need of these fitsie maternal health care providers. Tdstudents
seized th@pportunity,and many descrilogt as a privilege anéla blessingnd i s gui s e o0
(Midwifery Student2). Midwifery Student#9 stated:
Al studied nursing at University X. Unf
second year becauséfinances...l really want to pursue my education, since it is
very hard for me to finance my studies...when | renewed miyamirjas rural
health midwife under the DOH], they offered me this scholarship. | gladly
grabbed it becauge | dondt have money.
Midwifery Student# 8 st at ed: fiémy first course i S nul
mother told me to switch to midwifer§he diploma is only two years, nursing is more
extensive...|l want to finish nurisbhothg but c
cases the students demonstrated how pressing financial challenges would have deprived
them of the opportunity to contiewstudying. In this case, the scholarship mattered

enormously in allowing students to persue capacity building aimed at the akric

compatriots, even though it was not their primary career goal.

This provision of educational and occupational opportufatythese studenis
reflective of the process abllective rights anthuman development articulated in the
RTD. This procesenables participants of this strategy (midwifery students) to pursue
both a feasible and viable education and occupation within their own codfiira t 6 s
more, there is no actual restriction of movetnen government edict demanding service
of the studers. It is a program based on positive affirmation, in enabling opportunity,
and not restricting t heThdsevalies of huildmg capacityp er s o
for collective benefit speaks the RTD approacWwh at 6 s mor e, capacity

through the scholarship programs enhandgevidual rights and collective rights through
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increased education capacity and decreased unemployment in the country. Ultimately,
value of the scholarshiprogram encourages moral obligations to compatriotdewh
furthering access to health services in the pursuit of the Right to Development

When it comes to valuing out migratigdhgse students noted that the BScMW
programmesipgrade domestic midwiferyeducation to match international education
and practicestandards Midwifery Student# 2 s ttleats evlay thByéchanged the
Diploma program to a BScMw because in the rest of the world, some countries-bffer 3
year pr blayvevertne students wermot particularly interested in the opportunity
of out migration. Most stated that they wanted to workhieir communities where the
dutyisneededi my heart belongs to the communityéeé
are looking for support. Ifthe DOHgv es me a chance to choose,
town tos e r v @wifery Mdent#6). Midwifery Student# 3 f ur t her st at ed:
render my service here wlhdsdstuBentsexgessnos i n o
interest in continuing to expand their education by returning to university to continue
their secondary education in programs such as nursiegdjcine, and education
Midwifery Student# 6 i n d i @God wilepermit nieil ill pursue my dream to
become a physician someday...if mome di ci n e, I owi || go get uni
They also gpressed interest in expanding the professiandlfinancial goal of operating
a private lyingin (a typical name for a birth clinic in the Philippingd)idwifery Student
#9told me Amy plan was to continue myebutudies
not sure | can right now. My goalwas®s up my own birthing cl i

Taken together, the experience of midwifery students shows a strong commitment

to community and country. Even if their lotgym career advancement goals are not
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achieved, maynindicate that they want to pursue some soheaflth service for their

compatriots.

4.2.2Nursing Students.

A total of five nursingstudentgarticipatedn a FGD (seeAppendixK) and
signingindividually informedconsen{AppendixD). Of thesenursirg studentspnly one
hadchoserto participatein the nursingprogrammeasseconddegree The remainingfour
studentsvereparticipatingin theirfirst degreeasnursingstudentsFourout of five
nursingstudentsstatedthattheyhadpursuedthe opportunty of nursingspecifically
becausef fithe opportunityto work abroa@. Thesestudentsiotedthathighersalaries
andthe opportunitieghatexistabroadarethe mainfactorsfor consideringmigratingasa
nurse.Somehadpreviouslyworked abroadandhadplansof goingabroadafter
graduationspecificallyto Canadaandthe United States Interestingly thesestudents
who plannedo go abroadsharedhatvalueandduty to the economiowell-beingof their
familieswasakey determinantn decidingto pursuenursingasanoccupationNursing
Student#4 indicatedthatsheoriginally hadwantedto studyophthalmologybut admitted
thatherfamily hadinfluencedherto go abroadfor i detterl i famdthatthefi b evayt
to goabroads totaken u r s ilnrthis éenseput migrationis the goal of thesestudents.
Thisvalueis alsoreinforcedby thefamily, if not communityinvestmentjn tuition and
costsfor the studentto attenda nursingprogram.Thesestudentsall statedthatfinances
for educatiorcameprimarily throughfamily funding. The expectations thatthe upfront
investmenin thenursewill bereturnedthroughremittancepvertime andbring abouta
betterlife to herselfandto thoseat home This processpeakdessto the goalsof RTD,

andmoreto individualisticvaluesof neoliberaleconomicdevelopment.
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Further,all five nursng studentsstatedthattheyintendedo write the National
CouncilLicensingeExam(NCLEX), thelicensingexamin for CanadiarandAmerican
nursesafter graduatiorto improvetheir chanceto go abroad.The four nursingstudents
who statedintentionsof migratingasa nurseabroadagreedhattheywantedto work in
anadvancegrivatehealthfacility to developthe capacityof their scopeof practice
domesticallyfor a shortperiod,with furtherintentionsto go abroad Onefactorin
choosinga privatefacility for employmentvasthe notablelack of availableresourcesn
public healthfacilities. Nursingstudentsall expressedhow importantfinancial
bettermentvasasthedriving forcein pursuingtheir careempaths. Thisis adrastic
departurdrom the morecommunitybasedvaluesthatwereexpressedby the midwifery
students.A key differenceis thatthesenursingstudentsvereall i s € lufn dwehitho |,

placescommitmentto personafinancial mattersasa primarygoal.

4.2 .3l nstructors

Interviewswith nursingandmidwifery instructors usingappendice$ andJ,
exploredthe curriculumandcompetenciesxpectedn their respectivedisciplines.Two
nursinginstructorsandonemidwifery instructorwereinterviewedfor atotal of 3
instructorinterviews.Theseinstructorsprovidedinformationon why theypursued
educatiorrolesin their disciplines, includingthemesof betterfinancialopportunity,
enjoymenibf theteachng role by continuingnursingcompetenceandtrainingwithin the

country.

Testedcorecompetencies the nursingcurriculumof maternalandchild health

nursing,includeprenataljntrapartumandpostpartuntheoreticafoundations Also, it
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includedpracticalskills, andin-depthpharmacologybioethicsimplementedn the
deliveryroom andobstetricalardclinical rotationsin bothurbanandrural health
centregNI #1 andNI #2). Competenciesf midwifery included,similarly,
pharmacologyhealthethics,family planningandobstetricafoundationsmethodsof
delivery, risksof prenatalandobstetricalbutcomesandemergencyroceduresThe
midwifery instructorinterviewed however hotedthatmaternaldeathis not yet discussed
in-depthin theclassroom(MI #1). The majordifferencein maternahealtheducation
within thetwo disciplinesis thatthe foundationsof midwifery extendbeyonda semester
of maternahealthserviceprovisionin nursingschoolandform in-depthknowledgeon
theunderstandig of prenatadevelopmenandobstetricalemergenciesThesebecome
specialtiesin nursingpractice Yet, the physiologicalandpharmaceuticaloundationsof
nursing,in additionto practicalskills, enablenursego performmaternahealthcarein
various settings While instructorsof bothdisciplinesacknowledgedheintegrationof
ethicsaswell asfoundationsof maternahealthserviceprovision,theydeniedneeding
amendmentto existingcurriculumto addressheissueof high maternaimortality in the
country, andfurtherdeniedany curriculumencouragemerdf nursinggraduate$o go

abroad

In contrastMidwifery Student#2 state that theh é mi dwi f ery curri cul
as wide as nursingé | really want the gove

more specific and | want to make it wide or broad like nursing becaziseenat a

bachelorlevell t hi nk we are at the same | evel 0 to
Aour midwifery | aw does not iferylgwpsgett t he | a
focused on administering oxytocin after deliverytedp | acent a, vi tamin K
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(Midwifery Student#2). This student articulates thgual quality in knowledge
acquisition to provide maternal health care but the inalafitpidwivesto perform
despite equal credentials, the skills needed to prevatgrnal mortalitydue to the
policies and legislation that both shape and hinder their scope of practice
Onenursinginstructorsharedhe detailsof herrole, thatincluded:the
implementatiorof curriculumdevelopmenprogram collaborationwith differenthealth
careservicesandinstitutionsfor clinical affiliations, andthe evaluationof the
performanceesultof the nursingprogram bothfor studentsandclinical instructors.This
is importantdata,asnursingeducatorsandeducationainstitutiors, becomestakeholders
in building nationalnursingcapacityby instilling moralvaluesof nursingcarewithin the
curriculum,thatcredes anormof maternahealthcare Theyfurtherbecomea means of
valuingsocialjustice aswell asdevelopmenprocesesarticulatedn the RTD
frameworkinto the curriculum.The educationaénvironmentindleadershipf nursing
educatorganbecomea meansof articulatingnationalandinternationalbopulationhealth
needsanda meansof advocatingor thereflectionof theseidentifiedneedsn policy,
curriculumandpractice.Further theassumptiorthaté d uextgndigdo meetingthe needs
of foreignersjn exchangdor betterearningsjs incongruento valuesarticulatedn the

RTD framework(United Nations,2013,p.1215).

Theinformationprovidedby thesenstructorsjn additionto studeninterviews,
shaps anunderstandingf how the educatiorof maternahealthcareproviders,as
nursesandmidwives,is obtained It alsoilluminatestherolesof educatorsvithin the
educatiorsystem.Theseinstructorscanprovideinput andevaluateclinical educatiorand

settings put alsopartnerwith the universitiesandotherkey duty holdersthatare
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involvedwith the structuringof HCP educatiorandregulation to adherego moralvalues

of development

4.2 .4Midwives

Fourpracticingmidwiveswereinterviewedduringthe datacollectionprocess
usingAppendixH. Thesemidwivesworkedin public healthcentresfwo in arural
communityandtwo in anurbancommunity.Thesemidwivesstartedworking aftertheir
completionof the Diplomaof Midwifery andthenupgradedo the BScCMW. These
midwivesindicatedthatmuchfinancialsupportwasgivenby family (aunts,uncles,
brothes) to fund their educationMidwife #1 saidthatherparentsencouragedherto
pursueschoolandhelpedto fund hereducatiorin midwifery. Therewasanassumed
overabundancef nursingstudentsn the countryandthe diplomacourseoffereda
shorterstudycommitment Interestingly thesemidwiveswerenot encouragedby their
familiesto go abroad putinsteadwereencouragedo pursueaviable ard neededccareer
within a shortstudyperiod.Unlike the nursingstudentsyho suggestethatthe expense
of nursng schoolwasijustified by the hopeof repaymenthroughremittancethe

midwivescontinuedio expresserviceto compatrios asbeingthe primary moraldriver.

These midwives all stated that the scope of practice within their health clinics
included: pefiorming anly normal deliveries, prenatal care, reproductive and family
planning services and information, and well baby programiifes.scope of practice
within health clinics, and multidisciplinary teams, is not unique, as some duties of
midwives overlapvith theduties of nurses. While both scopes inclagemilar provision

of care it neither fosters a scope of practice for midwives as the primary maternal health
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service providers, nor does it allow for adequate allocation of nurses to address the

pressing shotages in rural areas

Patients requiring care outside oéthractices indicated abovare referred to
either a private or public facility within these communities depending on the finances of
the patient.Midwife# 4 st at ed: publiwad privaté faciliteg ut t o
depending on finances of the patient. If they can afford it, we send them to a tertiary level
private hospital, but i f nldgerestinglygheseend t hem
midwives deniedhefrequent occurrence ofaternaimortality within theirown
facilities, as they indicated most maternal deaths occurred during transportation or at a
referral facilites. Taken together, the midwives demonstrate a commitment to national

service, while recognizing serious defioges in the services provided.

4.2.5Nurses

Six nurseswereinterviewedduringthe collectionof this datausingAppendixH.
Five out of 6 nursednterviewedwereemployedn arural healthcommunityby the
DOH. Theremainingnursewasemployedasa public healthnursein anurban
communityhealthcentre Thesenursesall indicatedthattheir nursingeducationvaspaid
for by their parentsall volunteeredasnurseswithin thefirst yearof becominga nurse
beforeobtainingpaid positionsandall weredeniedthe availability of nursing
scholarshipaindretentionprogrammesThesenursesndicatedthatdespitethe needfor
nursesin thecountry,theeisafi | aotakailablejobs,especiallyin thepublics e ct or 0,
andthatmostnursinggraduatesolunteerin unpaidpositionstoi g aeixnp e r whélen c e 0

seekingbetterpaidemploymen{Nurse#3).
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Thescopeof practiceasnursesn maternahealthincludedthe provisionof
primarycareserviceswhich includedimmunizationsprenatakcare drugadministration
healthteachingfamily planning aswell ashealthsurveillanceandotherhealth
programmes.Themainchallengdn providing careat theseclinics, asindicatedby these
nursesijs theaffordability of healthcarefor its lowerincomepatientpopulation.Nurse
#2 statedthatii p a t thatcannadalwayspayfor serviceshavedifficulty accessing
car e é b epuldicheatthservicesarec h e a p eareddtaswelle qui ppedo.
However the nursesareawareof this andtry to facilitate patientreferralsto certresthat
canii é a ¢ ¢ o mnttee finantesof a patiend (Nurse #3). Thelack of, or inconsigent
replenishingof, supplieswasfurthernotedasa challengeby nursesOnenursestaedthat
sometimegitherearenot enoughvaccinesor medicinesPatientsneedto buy theirown at

the pharmacyfor nursedo providetheservice® (Nurse#l).

Thesenursesnotedthatno immediatemanagemendf obstetricalcomplications
canbedoneattheseprimarycarehealthclinics, includingthe administratiorof
MagnesiunSuphate,asthesecasesarereferredto anobstetriciarfor furtherassessment
andmanagementt wasfurthernotedthatthe clinics wereoperatingon a 24/7 basis with
its own ambulancebut not alwayswith adequatédCP coverageThesenurses
acknowledgedhelack of HCP coveragebut wereunphasedasit wasindicatedthatthe
normof workingin settingswithout adequatelrug suppliesandHCP runsthroughouthe

public healthsystem(Nurse#1).

TheseDOH nursedid not openlyadmitto enteringtheir nursirg careerdor the
opportunityof migration. The nursesndicatedthe desireto work in public hospitals,

psychiatryunits andin public healthbutinitially pursuedhursingbecaus®f the
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overwhelmingneedfor HCPsin thesesettings with the hopeof assumedlong-term

remuneratiometurns.

4.2 6Hilots

Threehilots wereinterviewedat onerural health clinic usingguidingquestions
from AppendixH. Therole of thesehilots changedn 2005undera government
ordinancerom therole of managemendf naturallaboursin the communityto a support
rolein primaryhealthcareprovision.Within thisrole, thesehilots arecompensatetly
the healthcentrefor emergencyleliveriesif needed Theywerealsotaskedwith
postpartummotherandbabycare,educatiorandbreastéedingsupport traditional
massagesommunicationgndtransportatiorbetweerbirth centresandreferralcentres,
andeducatingpregnanivomenon whenandwhereto receivematernahealthservices.
Onehilot statedthati...sincetheystoppedieliveringbabiesin thehouse therehavebeen
zerofetaldeathsathomed the systemin (CommunityX) is nowworkingé o (Hilot #2).
Adjustingto theshiftin theirrole in maternahealthcareprovision,thesehilots have
becomepartof the multidisciplinaryteam,anda hugelink to the community.As put by
onehilot, theyfaretrustedby their community. Theyareknownasvery goodat
deliveringbabies ésometimestill deliverbabiesthere,eventhoughthereis alittle bit of
dangertheydoit because¢heyaresofar awayo (Hilot #3). While trainedin the
communityfrom previousgeneration®f hilots, theintegrationof hilots into the
multidisciplinaryhealthcareteamprovides trainingon emergencyleliveriesand
communityeducatiorandsupportfrom the DOH. As the hilots haveacceptedhe
ordonnancéo refrainfrom practicinghomedeliveriesin thecommunity,theyhave

sustainedh goodworking relationshipwithin healthclinics. Programscontinueto
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integratehilots into the multidisciplinaryteamsettings While all hilots indicatedthat
theymisseddoingdeliveries theystatedthattheyenjoyedtheir newrole, asHilot #3

indicated:i w arepartof theteamatthisc | i ni c 0.

4.2.7Physicians

Two physiciansvereinterviewedusingAppendixH. Physician#1 practiced
pediatricmedicineprivatelyfor fifteen years. At thetime of theinterview, shewasnewly
employedasa medicalofficer atat public healthcentrein an urbancommunity.
Physiciar#2 wasa generalpractitionenn a private25 bedrural hospital1l00kmfrom the
nearestity centrewith anestheti@ndsurgicalcapabilities Both of thesephysicians
workedpreviouslyoverseadutreturnedo the Philippinesto practicemedicinefor
personaleasons ashothfelt theycould havea greaterimpactin theirhomecountry.

Both of thesephysiciansnotedthedifficulty of practicingwithin awide scopeof
generaimedicineat both of thesefacilities, particularlyin providing specialtyobstetrical
casemanagemenwithout obstetricaspecialzation.Both statedthattheycanonly
performnormaldeliveriesandareunableto providecesareasectionif needed.
Interestingly,Physician#2 notedthatwhile anestheti@andsurgicalcapacitiesat his
facility of employmentxist,thelack of consistatly employedphysicianswho are
trainedeitherin anesthesiar obstetricsaswell asthe unavailabilityandinconsistencyf
nursesandequipmenthindersthe ability to provide24 houraccessibilityto emergency
obstetricahealthcareprovision.Phystian#1 alsorevealedchallengest their health
centre statingthatthefacility hadrecentlybeenapprovedo operate24/7, however there
wereinsufficientstaff to provide24/7 coverageof eithernursingor midwifery services.

Communityhealthworkers, knownlocaly asbarangayhealthworkers,who disseminate
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informationin the community(houseto-house)arenot availableon aregularbasisand
arenotalwayspaidfor their services.

Theprocessesf referralwereexploredwith both physiciansPhyscian#1 stated
thatpatientsarereferredto the city hospitallocatednearbythatalsois responsiveo all
economicclassesPhysician#2, onthe otherhand,describedhe challenge®f an
ineffectivechainof referralthatexistsin rural communitiesThesechallengegpresented
in theform of logisticsandaccessibility He notedthelack of efficientandreliablemodes
of transportatiorior emergencyontextsasambulancearenot necessarilyegulatedand
arepaidfor out-of-pocketby patients androadsareinaccesibledueto traffic, damage,
or areof long distancego tertiaryfacilities. He further statedthathospitalsalongthe way
arenotwell equippedo manageomplicatedcasesandfurtherlack skilled HCPsto
providenecessargmergencyenices.Finally, herevealedhatevenwhenatertiary
facility is reacheda pregnanivomanrequiringa cesareassectionmaystill haveto face
long wait timesdueto the preexistingine of patientsrequiringmedicalemergency
services.

Whenguestionean the coreissuesof unavailabilityandinaccessibilityof both
HCPsandfacilities to accommodat&zomen$®healthneedshoth physiciansnotedthe
challenge®f providinghealthcarein thedecentralizedhealthsystem suchas:difficulty
in retainingstaf, poorurbanplanning andthelack of paid positionsin rural andpublic
healthsettings Thesechallengesiltimatelydeterminethe carepatientsareableto receive
in bothruralandurbansettings.

4.3 Questionnaireswith Birth Mothers
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Questionnairesverefocusedon exploringthe perception®f respondents
regardingthe promotionof, existenceof, andaccesgo healthservicedor their
pregnanciedabaurs anddeliveries.Questionsveretranslatedy alocal researcherAna
Marie Dizon, for birth motherswho preferedto participatewith the questionsn
Tagalog.Thefindingsfrom the questionnairesvith dirth mother®arecategorizedy
urbanor rural communitiesn which theylive. In doingso,how accesgo, andwhat
servicesexist,for laborandpregnancyn differing settingss betterunderstoodrom the

guestionnaires.

4.3.1Urban Mother Respondents

Therespondentrom urbancommunitiesall indicatedthatthe servicesavailable
to themarewithin 1-4 kilometersfrom wheretheylive: approximatelyi30 minutes,or 1
ride of ajeepneyandoneride of atricycleo (BM #1), or within walking distance
(BM#2). All respondentstatedtheyhadno difficulty in accessing HCP (RN, RM, or
physician) Respondentstatedooth privateandpublic servicesvereavailableto them,
includinga privatehospitalandhealthcenter.Servicesavailableto thesewomenincluded
thedeliverypackageprenatakcheckups,ultrasoundandprenatalitamins.All
respondentagreedhatmaternahealthservicesvereadvertisedn their communitiesbut
hadmixedthoughtson whetherwomerts healthwaspromotedenoughwith only one
respondenout of 4 feelingit was.100 percentof urbanbirth mothersdeliveredtheir
babiesgn ahospital,with2 out of 3 of thesewomendeliveringin a private hospital
becaus®f the ensuredsafetyandcleanlinessTheremainingurbanrespondentlelivered

in adying-indbirth centrebecaus®f financialconcernsdespitehavinga preferenceo
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accesservicesn aprivatehospital(BM #1). All respondents this categoryreceived

servicedrom anobstetrician.

Only half of all of thewomenwho respondedhadeverbeenofferedfamily
planningservicegegardingpregnancyOnerespondensharedhatwhile affordability of
andaccesgo all equipments neededor pregnancysafedelivery,it is notalways
guaranteedfiPrivatelying-ins arecheapethanprivatehospitalshere,butin aprivate
hospitaltheyhavecompleteequipmenneeded (BM #1). The paymentoptionsof
maternahealthservicedor Filipino mothersareexemplifiedby the examplegrovided

by threemothersbelow:

BM#1: Wasnota PhilHealthmemberputreceivedthe deliverypackagadiscount
asshewasa beneficiaryof herhusbands PhilhealthmembershipDespitethis
packageshestill hadto payout of pocketfor bothmedicationsandservicesand
wasnot reimbursed.

BM#2: Wasa PhilHealthmemberdid not haveto payout of pocketfor services,
did payfor prenatakupplementsyut wasnot reimbursed.

BM#3 : Wasa PhilHealthmemberdid haveto payout of pocketfor medications
andservicesandwasnotreimbursedor services.

Theseresponsemdicatevarioustensionswithin the healthsystemnotablytransportation
andout-of-pocketcosts. EventhoughPhilhealthis meantto providecoveragdor such
servicesthelack of HCPs,particularlynursesredirectscaretowardsthe privatesector,

andwith it increasedravel, costsandrisksto mothers.

4.3.2Rural Mother Respondents

Onerural respondenagreedhatmaternahealthservicesvereadvertisedn her

community However,asBM#4 noted, fitheypronote enoughto controltheir programin
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thegovernmeni. Thisrural respondentienieddifficulty accessindpealthcare.Shewas
caredfor by ateamof HCPs(a physician,nurseandmidwives)at a facility within
walking distancefrom homeandvia fisomehealthofficer doinghouseto houseroutines
andsayingto me healthclinics arealwaysavailable (BM #4). This motherchoseto
deliveratalaying-in becausef financialconcernsbut only public healthcarefacilities
areavailablein this community(BM#4). BM # 4 wasnot a PhilHealthmemberut did
not haveto payout of pocketfor medicationor servicesin hercase Servicesvere
coveredby the BarangayHealthoffice, andincludedfiprenatakcheckup, well-booklet,
andbeingcheckedoy a healthofficer such[as] nursesandmidwives free medicines,
freeambulancef a possiblechildbirth occurs,andfreevaccinatio@BM#4). This
indicatesa sortanobviouslevel of copingagainsta strainedsystem.What siore,these
birth motherswereall referredto by healthworkerswho hadcaredfor them. This
sampledoesnotincludethe experienceof motherswho failed to getaccesdo quality

care.

4.4 Policieson Maternal Health

This discussiorwill summarizehe importantcontributionsof the datacollected
for thisresearchTo start,it is importantto notethatthe Philippineshasundertaken
effortsto reducematernaimortality. It hasratified manyconventiongpromotingthe
healthof womenandwomen'sights, andthoseof reproductivenealthincluding:

The InternationalCovenanbn Economic,SocialandCultural Rightsin 1976
The Conventionon the Eliminationof All Formsof DiscriminationAgainst
Women(CEDAW) in 1979

The Conventionon the Rightsof the Child (CRC)in 1989;
TheInternationalConferencen PopulationandDevelopmen{ICPD) in 1994
TheBeijing DeclarationandPlatformof Action duringthe FourthWorld
Conferenceon Women(WCW) in 1995

TheMillennium DevelopmentGoalsin 2000(UNFPA, n.d.).
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In 2012,the Philippinessignedthe iil62to 52 Coalitiono, which aimsto accelerate
fimaternahealthdevelopmenthroughlocal healthsystemdevelopmeri (UNFPA, n.d.).
Further,it hascreatedheiThe Responsiblé’arenthoo@ndReproductiveHealthAct of
2 0 1(2042.

4.4.1 Scopesof Practice

It is importantto discusghe scopesf practiceof the midwifery andnursing
professionandhow thesescopesffectthe provisionof maternahealthservicein the
country.Both Bachelorprogramdake4 yeais to complete.Yet, the nursingprofession
allowsfor awider scopeof practicein avarietyof clinical settingsjncludingtertiary
level facilities thatprovideemergencyndoperatingcoomservicesjn bothruraland
urbanandpublic andprivatefacilities. This degreeof autonomyandmobility of the
nursingprofessions not sharedwith the midwifery professionWhile the midwifery
programis also4 yearsandmidwivescanestablisrandrun their own privatebirth
clinics, theyonly havethe ability to managenormaldeliverie®(World Health
Organization% Unicef, 2015).Thekey amendmentput forth by the Congressn the
PhilippineMidwifery Act (1992)in 2002expandedhe scopeof midwivesto reduce
fimaternalandpre-natalmorbidity andmortalityo to include:

-allow midwivesto administedife-savingdrugswhenno physicianis available,
providedthattheyareappropriatelytrainedfor suchpurpose;
-requiremidwivesto be certified proficientto performthe necessargareand
servicedo preventmatenal deathsandallow themto administeressentiaborn
care;

-requirepracticingmidwiveswho intendto performEmergencyObstetricand
NeonatalCare(EmONC)to applyfor andacquireaccreditatiorfrom the
Departmenbf Health(DoH)
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It couldbeassumedhatanaccreditedour-yearprogram specializedn women
andinfanthealth,would enableits graduate$o managecomplexmaternahealthneedsn
the Philippinesasmidwivesarethefrontline careprovidersfor womenandchildrerts
healthin the country. The scopeof practicedictatesthatmidwivesusethe fiapplicaton of
proceduresndtechniquesn the supervisiorandcareof womenduring pregnancylabor
andpuerperiund for the imanagementf normaldeliverie® (The PhilippineMidwifery
Act of 1992 199Q). As obstetricacomplicationsandemergenciearise,basic,
comprehensivandemergencybstetricandnewborncare(BEmMONC; CEmONC)or an
appropriateeferralsystemfor comprehensivebstetricalkcareis neededo managehe
acuityof complicationsandemergencies.

While midwivesareallowedto administedife-savng drugsunderemergency
conditionsandwhenthereareno physiciansavailable the provisionindicateshatthey
mustbe fiappropriatelytrainedfor thatpurposeandcertified proficientto performthe
necessargareandservicego preventmaternaldeahso (The PhilippineMidwifery Act
of 1992 1992 art. 3, sec.23). Yet, thesamedocumentamendghat midwiveswho intend
to performEmergencyObstetricandNeonatalCare(EmONC)arerequiredto fiapplyfor,
andacquire accreditatiorfrom the Departmentf Healtho. This fails to integratethe
highestlevel of careto be providedin obstetricalemergencieby thoseprimarily
responsibldor the careof womenduringlabouranddelivery. It alsofostersmore
resourceconstraintgo continueto expanda competenceéhatshouldbe assumeadvithin
the existingscopeof practice.ThePhilippineMidwifery Act (1992)doesnot distinguish
to whatlevelregisterednidwivescanapplyeitherBEmMONCor CEmONCiIn practice.

Datacollectedin thefield indicatedthatfacilities hadnot, or areonly beginningto
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integrateCEmMONCinto the educatiorandpracticeof midwivesattheir respective
facilities. The practiceof midwivestherefores shapedy the policiesenactedby the
governmenbut areadditionallyshapedy thelack of healthinfrastructuren the
Philippines.Thesepoliciesshapehekind of carewomenandfamilieshaveaccesgo in
the country andit alsoinfluenceshow midwives,or otherHCPs,areexpectedto practice
beyondthe scopeof their training

4 4.2 Health Service Provision

TheResponsiblé?arenthood@ndReproductiveHealthAct (2012 outlinesthe
serviceghatwomenandfamilies havetherightsto, aswell asthedutiesof the Stateand
of HCPsto provideservicedor womenandfamilies. Of importancearekey dGuiding
Principlesfor Implementatiobof the Act:

(c) ASincehumanresourcas amongthe principal asset®f the country,effective
andquality reproductivenealthcareservicesnustbe givenprimacyto ensure
maternakindchild health the healthof the unborn,safedelivery andbirth of
healthychildren,andsoundreplacementate,in line with the Statés duty to
promotetheright to health,responsiblgarenthoodsocialjusticeard full human
development

(d) Theprovisionof ethicalandmedicallysafe,legal,acessible affordable non
abortifacienteffectiveandquality reproductivehealthcareservicesandsupplies
is essentialn the promotionof peoplés right to health,eeciallythoseof
women,the poor,andthe marginalizedandshallbeincorporatedasa component
of basichealthcare

(e) The Stateshallpromoteandprovideinformationandaccesswithout bias,to
all methodsof family planning,including effectivenaural andmodernmethods
which havebeenprovenmedicallysafe,legal,non-abortifacient, andeffectivein
accordancevith scientificandevidencebasednedicalresearctstandardo (The
NationalHealthinsuranceAct of 1995 2012 sec.23).
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As describedearlier, BEmMONCandCEmMONCarecrucial elementf practice
thatensuresafedelivery of newbornsandthe survivalof womenduringpregnancyand
childbirth. In additionto thelack of comprehensivemergencybstetricandnewborn
carein the educationtraining, andpracticeof midwives,manypractitionersdeniedthe
reality of existingor consistenaiccesso blood banksandeffectivereferralsystemsMost
of thereferralfacilities capableof providing CEmONCweregreaterthananhouraway.
In conjunctian with thelack of efficient transportatioroptionsandjammedcity traffic in
the Philippines rapidandacutelylife threateningpbstetricalemergenciesannotbe
feasiblymanagedn suchconditions

While includingreproductivehealtheducationin the RepublicAct No, 10354
TheResponsibléarenthoo@ndReprodutive HealthAct (2012, the provisions
associateavith SRHeducationnclude:

AThatflexibility in theformulationandadoptionof appropriatecoursecontent,

scopeandmethodologyin eachedua@tionallevel...allowedonly after

consultationsvith parentsteacherscommunityassociationsschoolofficials, and
otherinterestgroup®; andfithatminorswill notbeallowedaccesso modern
methodsof family planningwithout written consenfrom their parentsor

guardianexceptwhenthe minoris alreadya parentor hashada miscarriagé
(TheNationalHealthinsuranceAct of 1995 2012 sec.7, para2).

It is importantto notethatthe ageof legalsexualconsenis twelve Theageof minority
only expiresat eighteenandthe ageto consento contractuamarriageis twenty-one
(TheAnti-RapeLaw of 1997, 1997). Theprovisionsof this actbecomerestrictionsby
requiringthird party consenfor accesgo vital informationandserviceghatarefurther
shapedandinfluencedby parentsandcommunityassociationgparticularlythe Catholic
church,unlessthe minor haspreviouslyhada child or miscarriage.Theseprovisions

hindertheability to exercisegheindividualds rightsiito be equalin dignity, to education
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to enjoythe benefitsof scientific progressandto enjoythe highestattainablestandardf
physicalandmentalhealth,including sexualandreproductivehealtho (UN, 2009).1t falls
shortin the ability of adolescentso activelyparticipat in healthseekingoehaviorby
withholdinginformationthatis particularlyessentiafor womenof reproductiveage(15-
45). Whats more,in acountrythathashigh ratesof child sextrafficking, abuseand
exploitation,the questiorremainswhy andhow cana 12 yearold girl beableto legally
consento sexualinteractionsout cannotobtainthevital informationto inform and
protectherhedth until she reacheshe ageof majority (18), or with parentakconsentand
only if thecommunityagreedo provide areproductivenealthcurriculumfor youth? In
this way, adeepercommitmenton behalfof Manilato communitybasedchealth
educationpf which nursesarewell qualifiedto administerjs needed.

4.5.3The Three Delays

In additionto understandinghe cause®f, andservicegequiredto reduce
maternaimortality, it canbe furtherpreventedy understandingndaddressingthethree
delay$€ Theyarethedelayin thedecisionto seekcare thedelayin arriving at care and
thedelayin receivingappopriatecare(BarnesJosiahMyntti, & Augustin,1998).These
delaysquite oftenstemfrom alack of information,restrictedmovementandaccessand
challengedor patientspothreachingandreceivinglife-savingserviceghatareshaped
by broadersocidal factors Thethreedelaysappliedto the contextof maternahealth
carein the Philippinesrevealsthe constrairts of the systenthatis impactedby the out-

flow of nurses
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Thefirst delay,whendecidingto seekcare,beginswith the patients first stepin
reachinghealthcareservicesduringpregnancyandlabor. Thelevel of education
providedto pregnanivomenregardingvhento seekthe help of a healthworker, or to
seekemergencyare,depend®n the quality andquartity of healthcareprofessionks and
barangayworkerswho candisseminateénformation This is animportantstartingpoint
for communityhealthworkersto provideprimarylevel public healtheducationAs it can
saveseverahoursandpreventabléntrapatum andpostpartunctomplicatiors thatcould
befatal. Reducinghis delayfurtherdepend®nif theseworkersareavailableand
accessibleastherearenot always24/7 servicedor obstetricgn rural communitieswhile
secondanandtertiaryfacilities capableof comprehensivemergacy servicesareusually

hoursaway.

Thesecondlelay,thedelayin arriving at care,stemsfrom the distancea patient
mayberequiredto commutein orderto accessappropriateserviceghatprovide SBA.
Womenwho maylive in rural areasprovincesmourtains,andfar flung villagesmay
needtransportationshortor long- to arrive at a healthfacility. Ruralcommunitiesmay
haveroadsthatarerun down,overcrowdedandheavilytrafficked,or unableto beused
dueto constriction, weatherdestructionpr maynot havecontinuousaccesso
transportatiorat all times.Little maintenancés doneon ambulanceprovidedby long

termdevelopmenandhumanitariarpartnersWhena patientis givenambulatorycareto
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reacha healthfacility, theymustchoosethe public or privatefacility from whichto seek
medicalassistanceThis decisionis basechot only on physicalaccessibilitybut quite

oftenontheability to payout-of-pocket.

Many womenin rural communitiesdo not havePhilHealthmembershipanddo
not haveupfrontcashfor surgeryanestheticuserfeesor medicationspr evenunits of
blood. Thesearelife-savingessentialsandonewould notarrivein anobstetrical
emergencyndnotrequiresome,if notall, of theservices.Roadsaswell asa
transprtationsystemmustbe maintainedoy local governmentunits (LGUs in the
decentralizedhealthsystem)sothatconsistenaiccesgo availablefacilities canbe
insured,androutesto public andprivatefacilities known. It is importantto furthernote
thatmeanwhileduringtransportationthe patientmay continueto worsen if emergenies
arise With very few resourceswvailableduringtransportherisk increasesvhich makes

essentiainterventiongime sensitive.

Thefinal delayis in receivingappropride care.The nearestacility maybe
privateandthereforethe patientmayhaveto payout of pocket This canbe quite costly
for low incomefamilies. The nextclosestfacility maybe public, however,if the patient
doesnot havePhilHealth,shemayalsohaveto faceout-of-pocketpaymentsandlong
wait times.Thesefacilities tendto be overcrowdedof poorquality dueto decreased

public healthfunding andunderstaffediueto competitiveand unsatisfactoryvork
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environments Wh a tmére,the public fadlities arefraughtwith questionablyunctional
equipmentandinconsistentdrugsstocksthatrequirea skilled professionato administer.
Dependingon where,when andin whatconditionthe patientmayarrivein, thefacility
reachednaynotbeableto provideemergencybstetriccare,consideringvhatlevelsof

servicesareprovidedat suchafacility andif HCPsarepresenttrained,or available.

In sum,theremustbe enoughavailableacessible acceptableandquality health
careservicedan orderto facilitate maternahealthservicesasa procesof RTD. This
includesthe availability of essentiatirugsto providecomprehensivebstetricalcare
trainedHCPs functioninghealthcarefacilities, andinformationregardingSRH. Not only
shouldtheseservicesbe available theyshouldalsobe accessibleThis accessibility
includesadequatghysicalaccesgo servicesjncludingtransportatiorwithin a
reasonablelistanceo afacility thatcanaccommodatéhe acuityof careneededput also,
mostimportantly, befinancialy accessile. Finally, caremustalsobe scientificallysound
andmedicallyappropriatéo matchinternationalktandardsf care

Takentogetherthe policiestowardsmaternalhealthin the Philippinesdo attempt
to securebothindividualandcollectiverightsto health. Theinterviewswith health
workersalsotendto confirm this value. However,asdemonstratethroughthe structural
deficienciesn the systemguestiomaireswith birth mothersandinterviewswith

physiciansit is clearthata disconnecexistsbetweerthe desireto achievecollective

80



rightsto health,andthe actualstateof servicein the country. Challengingthe health
systemevenfurtheris the out migrationof nurses.lt is praisedasa developmentriver,
ard, asdemonstratethroughmy interviews,alsovaluedby nursegshemselves.The
threedelaysareimportantin the caseof the Philippines,astheyclearlyshowthreeareas
wheretherisk to maternalhealthis increased.All of theseareascouldbeimproved
throughbettercapacitybuilding andretentionof nurses.Chapters discusseshese

thoughtsfurther.
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CHAPTER 5: ANALYSIS

5.1 Analysis & Discussion
Basedon thefindingsfrom the previouschapternursingeducationtraining,and
migrationhavecreatedoarriersto achievinggoodmaternahealthinitiativesin the
Philippinesby favoring nationaleconomiadevelopmenthatreduce healthequityand
negkectsRTD becomespparent.

As aresponséo globalmarketforces,the Filipino nursingmigration pipelinehas
becomea nationaldevelopmenstrategyto createconditionsthatfhaveanadverseeffeco
on specificpopulationsof womenin the Philippines This exportorientedapproach
inhibits fisustainableconomicgrowthd, fiappropriateesourceallocationd, andthe
equitablesharingof the benefitsresultingfrom (national)developmen{Sengupta2013,
p. 80). Nursingstudentaadmittedthatpersonafinancial gain,achievedhroughout
migration,wasadriving forcefor themto enternursingprograms.This too shapesheir
moralvaluesof care. Urbanbirth mothersfaredwell in gainingaccesto maternahealth
servicesputtheirrural counterpartssuffered. Both paidfor servicesout of pocket.
With suchdedicatedattentionto nursetrainingfor outmigration, thelack of quality care
in therural areasof the Philippinesis apparentn thatsomeof thetensionsgn maternal
healthprovisioncould be remediedhroughbettercapacitybuilding andretentionof
nurses

Thenursingstudentsludedto theinstitutionalizationof nursemigration It has
becomea developmenstrategythatultimately breachesollectivehumanrights of access
to quality careby intentionallyfailing to meetthe needsof compatriotsUItimately, it

systematicallyputsvulnerablewomenat needlessisk. This structuralviolenceultimately
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limits universalaccesg-ilipino womenhaveto maternahealthservicesoy compromising
the presencandfunctioningof sustainableervicedelivery,lackingawell-trainedhealth
workforce, andfaltering healthfinancingandpolitical leadershigWorld Health
Organization2007;UN, 2013,p. 55). Not only doesthis hinderthe fiequalopportunity
andprovisionof resourcegindividualsarerequiredto manageheir own health,whichis
easer donefor womenwith betteraccesdo resourcesMoretelling is thatpatients,
nursesandevenphysiciandelt enormousstrainfrom the fracturedsystem. The
responsefrom bothurbanandrural womenindicatedthatlittle wasdonefor effective
materral healthpromotion eventhoughthis surveysampledid receiveaccesdo care
Physiciansalsoindicatehow overwhelmedheywerein their duties,andthatno capacity
existedfor the systemto dealwith upstreandeterminants.Thefocusis on emergency
ard reactivecare.

Thefeasibility, protection,andobligationto fulfill rightsanddutiesof SRHto
encompasmaternahealthcarein healthserviceprovisionexists,but the ability to
transformrightsinto functioningreality is determinedy the strudure of stateand
internationalpoliciesthatoverlooksuchhumanneedsThis is not merelyhigh-level
mattersof globalpolitical economy It impactsthe moralvaluesof the nursingprofession
in the Philippinesitself. Thisis to saythatwith sucha strongemphasi®f nursesusing
the professiorfor out-ward mobility, it is unlikely thatpolitical changewill comefrom

within the professiornitself to transformpracticemoretowardsensuringcollectiverights.

Thesepolicieshowever shapebothhealthanddevelopmentanddeterminethe
accessvomenhaveto receiveessentiahealthcarefor healthyandsafepregnancieand

childbirth with the attendancef a skilled birth attendan{HCP, nurse midwife).
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Internaional standardsindhumanrightsinstrumerts in the Philippinesaremeantto
protectthe collectiverights of womenin maternahealth but the structuralinequitiesof
the healthsystemleadto afailure of RTD. Thesechallengestemfrom broademoral
valuesof favoringeconomiogrowththroughmigrationasopposedo public health

strengthenin@ndthe promotionandencouragemerdf RTD.

Thequestiorthenis whetheror notanRTD approacho improvecollectiverights
to healththroughcapacitybuilding and retentioncould benefitthe Philippine® Manila
activelyencouragesandpraisesputmigrationof nursesandthis valueseemso be
stronglyfelt amongnursesn the Philippines. Nursingstudentsstronglyvaluedthe
opportunityfor out migration,andpracticingnursesadmittedto theimportanceof
financialsecurityandremuneratiorasbeingaleadingmoralvalue. Takentogetherthe
valueof out migrationrunshighin boththe professionandthe governmentA
prohibitionon out migrationwould likely notbe acceptedisa solutionto improving the

quality of carein the Philippines.

Nonethelessa strongstructuralfactorremainsamongthe nursingprofessiorthat
directly contributego the emphasi®n financialremuneratiorabovecommunityservice.
In the Philippinesnursedinancetheir own educationwhich cancosttensof thousandef
dollars(U.S.). Communitiesandfamiliesalsocontributeto this financing. It thenleaves
nursedn apositionto resettledebtsevenbeforetheybegintheir studies. This has
enormousmpactin driving themoralincentiveto practicenursing. It alsocontributeso
aninstitutionalethic,althoughnot overtly admittedin theinterviews,of encouraging
nursedo meetinternationalstandardsoasto pursuemigration. If the cost,anddebt,of

nursetrainingis suchapressingactorin valuing personaremuneratiorasatop moral
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goalin nursing,thenit shouldbe consideredfactorin approachingnealthsystem

design.

Basedon theinterviewswith patientsandcaregiversit is clearthatthe
Philippineshasnotembracedollectiverightsin creatinguniversalacces®f its health
system nor hasManila fully exploredoptionsto improvecapacitybuilding or retention
of nursesThecollectivethemefrom all intervieweesvasthateventhoughservies
officially existedtheydid notalwaysfunctionwell, andasaresulta greatdealof
improvisationandcopingwasrequired.As perICESCR ,the Philippinescannotby any
mears justify thelack of commitmento protect,respecbr fulfill theseduties(ICESCR,
1966,p.8). Thislack of commitmentresultsin negligencen the preventionof
unnecessargndiireasonablyoreseeabl@harm.This furthersstructuralviolenceof
discrimnationagainstvomen- poorwomen- by denyingcomprehensivguality

obstetrcal careof childbearingagethatneedmedicalassistancéFarmer,2003).

Theobjectivesof RTD areto ensurethe constanimprovemenbf thewell-being
of al throughthe developnentprocessAs the Philippinesrespondgo the globalmarket
demanddor nurses the objectiveof anoutmigrationdevelopmenstrategyis to
contributeto the GDP throughthe remittancesentbackto the country.In this view, the
Statebecomeghe cental subjectandbeneficiaryof the developmenpolicy. With
remittancancome theFilipino governments ableto financially benefitin two ways.
First, OFW incomeabroads taxedfrom 5% - 32%,dependingn theincomelevel.
Secondremittancesreoftenspentat the householdevel, andfundsareoftenusedto
payfor communiy-level developmenbf housing,andevenroadimprovements The

Filipino governmenproposedanadditionall2%  remittanceax on moneysenthometo
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family, butthis wasnot caried through.OFWs aregivenduty-free shoppingprivilegesin
thePhilippinesas well. However the benefitsgainedfrom the nursemigrationpipeline,
the contributionof asmuchas12-13 percento the GNI arenot sharedequallywith its
citizens Measuringhevalueof a massivedrain of domestichealthworkersin simply
economiadevelopmat termslike GDP leavesmuchto bedesiredfor therealhuman
developmenheedsandlackinghealthservicedn ruralandmarginalizeccommunities
While the Philippineshasoutstandingcapacityto educatenursesmidwives,and
physiciangn the country,its motivationsin usingthis strengthin nurseeducatiorare
allottedto expandingGNI throughcommodificationfor export. This contributionto the
GNI is notdirectly returnedn investmenin public healthcareinfrastructureor job
creationfor HCPsin the country.Nor is it usedto bolsternationalhealthexpenditureor
puttowardsmaternahealthinitiatives. This ultimatelycompromise thewell-beingof
populationsof womenandto participatein developmentlt fails to eradicatesocial

injustices,and it createbstacleto broaderprocessesf development.

Therole of nursemigrationasa nationaleconomicstrategyis embeddedn power
structuref political institutions.An inherentmoral problemexistswhena stateinvests
in aneconome project notablyonebasedn rathernarroweconomiaeturnsto the
public good,with the promiseof societalbettermentput fails to deliverthereturns. The
Philippinespromiseghatthe heavyinvestmenin exportorientedhealthworkertraining
will leadto nationalbettermentbutit fails to ensureghatremittancego towardsthe
publicgood. This canbetakenasaletdownto ensureRTD for compatriotsasthelack
of capacitybuilding for domesticservicesacrificesbestpracticesn maternahedth for

vulnerablewomen.The maternahealthexperiencef rural Filipino womenspeakto this.
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This economiadevelopmenstrategycatersto the demandof globalmarketsbeforethe
needsof compatriotslt is morally problematicfor a countryto usenational resoucesfor
training healthworkersfor a moreaffluentmarket,while failing to protectthe health

insecuritiesof its own people.

Poorhealthinfrastructureandhealthindicators suchasthe consistentlyand
unacceptablyigh maternamortality rate,matenal morbidity, neonatatleathandunder
five deathrates haveresultedfrom wideningsocialinequityandanoveralllack of public
healthinvestmenin the Philippines Theinternationacommunitycanalsobeheld

accountabldor encouraginghe Philippinesto exporttheir HRH to a global market

As Farmer(2003) argueghatstructuralviolenceoccurswhensufferingis
intendedfor a groupof peoplewithin asociety In thecaseof the Philippines the
decisionto enhancdoreignhealthneedsat the costof basicdomesticcareis a structural
violenceaimedat rural,andpoorwomanin the country.This lack of moralcommitment
of thegovernmento provideessentiakerviceds structuralviolencein thatit is basedn
thepillars of negligenceand discrimination.lt is bolsteredoy governmentandthe
internationalcommunity,andit leadsto the systematiaiscriminationof Filipino women.
Thereforethe objectiveand subjectof the commodificationof nursingasa development
strategyhasbecomea political tool thatultimately prioritizesforeignneedsat the costof

RTD.

In consideringhis, it is why theinterviewswith the midwiveswerevaluablefor
theresearclguestionof thisthesis. Clearlytherearepoliciesin placein the Philippines

thatvaluecapacitybuilding, retention,quality care,andaccessibilityof services.Even
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thoughthe currentemphasigor outmigrationexists,it canbe arguedhatofficial
governmenpoliciesdo aim to improvequality of healthcareservices.Retentionand
capacitybuilding for nurseds a principle challenge.As mentionearlier,a moratoriumon
out migrationwould notbe awise approach.However if positiveencouragentd were
to exist,throughtherelief of tuition for nursingschoo] or prestigiousscholarshipsywould
thisincreasevaluesof servicetowardscompatriots?The midwifery studentsnterviewed
in this thesis,alongwith somemidwives,receivedscholarshipgrom the DOH. They
acknowledgedheimportanceof thesescholarshipsandwith it thevalueof serviceto
communityandto country. Thedifferencein valuesof servicetowardscompatriotsvas
clearamongmidwives,andalmostmuteamongnurses.Granted thatmidwivesarenot
recruitedfor outmigrationto the extentthatnursesare,but evenwhenmidwives
discussedipgradingtheir educationtheydid notemphasiz@ut migrationasagoal.
Evenmoreinterestings thatthe systenrelied on midwivesto perform somenursing

duties,andoftenin challengingconditions to which midwivesdid not seemoddswith.

Could prestigiousscholarshipgor nursetraining helpto build capacityin the
Philippinesby improvingretention?If themoralvaluesof the midwives areany
indicator,it would. Wh a tmore,eventhe hilots, who the governmentedirectedvork
duties,expresse@nthusiasnto participatein amoreintegratedsetting. Takentogether,
thevalueof serviceto communityandto compatriotsshouldnot be undervalued.If
HCPsareableto befree of pressinginancial obligations,or pre-determinedexpectations
of out migration,thenthesevaluesmaybeableto havea greaterole atthe community
level andwithin healthsystemplanningitself. Many of thetensiongn maternahealth

carein the Philippinesarecausedy inefficienciesthatcould be overcomebetternursing
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retentionmethods.Is it likely thatglobal pressuresvould continueto demandskilled
nursedrom the Philippinesto go abroad?lt is quitelikely. Butwould prestigious
scholarship$elpto offer nurseghechoiceto stayin countryto furtherRTD? Thisis
quitelikely aswell. As such,it would beworth exploringhow suchscholarshipgould

play arolein improving capacitybuilding andretentionof nursesn the Philippines.

89



CHAPTER 6: CONCLUSION AND RECOMMENDATIONS
6.1 Conclusions

Using the data collected and assembled in the discussion, this chapter will
conclude this research by answering the research quéstamthevalues of the Right
to Development be applied to capacity building, and retentiotegies of Filipino
nurses so as to improve gaps in the national health sydBa®éd on interviews of HCPs,
analysis of Filipino health policy, and exploration of RThRistthesis argues that the
Right to Development can be an important framework in lmgldapacity, and
improving retention, of HCPs through positive measures such as offering prestigious
scholarships for service to compatriofdthough such measures Wikely raise new
challenges, it would be an important step to consider in imprdwatih system
strengthening in the Philippines.

Theinstitutionalizationof nursemigrationis a developmenstrategythat
challengeRTD, by encouragingtrenuougffectson the nationalhealthcaresystem.
Ma n i abiitpteprovide,andF i | i pbiity  eedeive maternahealthcareservices
hasbeenshapedy policiesthatfacilitate the easymovemenbf nursesacross
internationaborders While nationstateshavetheright to determinehow to useand
developtheir nationalresourcestheinternationalcommunityalsohastheresponsibility
to intervenewhenthereexistsa threatto developmentincluding fithe absencef access
to healthservicesandeducatiol (United NationsGeneralAssembly,1986: art. 5; United
Nations 2013,p. 51). Typically, this occursthroughthereceiptof foreignandaid and
assistanceBut asOrbinski(2008)arguescharity cannotpossiblythereplacethevalue,

quality, andbenefitof resplendentiniversalhealthcaresystems.As theinternational
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communitybenefitsfrom the massiveout-migrationof Filipino nursesseekinga better
life, it shouldbe notedthatit hastheresponsibilityto providefi t h aowngieswith
appropriateaneansandfacilities to fostertheir comprehensiveevelopmert (United
NationsGeneralAssembly,1986:art. 4, sub-cl. 2).

The InternationalCouncilof Nursescanalsobecomean activebodyin anRTD approach
to building capacity.The ICN canfurtherexploretheright to developmento
demonstratow humanrights canbeintegratednto the Filipino maternahealthagenda
(andits motivations)via the strengthenedapacityof the (international)nursing
workforce Representinghe flargesthealthprofessionwvorldwided, theICN is an
internationafederationthatconsistsf 130nationalnursing association$NNA) andis
operatedy nursesto representadvanceandinfluencenationalandinternationalnursing
andhealthpolicy (ICN, 2001) ThelCN providesa mediumof internationaleducation,
advocacyandwhistleblowingof internationahursing matterssuchasthe globalshortage
of HRH, particularlynursesThe ICN promoteghe sameprinciplesof RTD, notably
equty, nondiscrimination socialjustice,andsolidarity. As such,the ICN couldbean
idealmediumto supportprestigiousscholarstpsfor capacityandretentionof Filipino

nursego addresandreducematernaldeathsn the Philippines.

ThelCN, firstly, canbe usedasa platformfor advocacyin raisingawarenessf
how out migrationis detrimentako the Philippinehealthsystem As the Philippinesis
thelargestexporterof humanresourcegor health,andhasinstitutionalizednurse
commodificationtheresearchregardingherelationshipbetweerthe participationof
foreignnursesn the pipelineandresultingeffectson sourcecountryhealthinfrastructure

demonstratea precedento which thosesourcecountriesshouldconsidemhow their gain
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from Filipino nursedactorsinto the RTD. Hostcountriesof Filipino migrantnurses
shouldalsoconsiderthe ethicalresponsibilityof acively seekinghousand®f migratory

nursesandtheresultingeffectson sourcecountries.

Secondlythe ICN canbeusedasa platformfor solidarityto advocatdor not
only ethicalrecruitmentandretentionof nursesn internationalkcontextsputto also
advocatdor thosewhoserightshavebeenbreachedThedefinition of solidarity,asper
thelCN, is congruento thatof theRTD, in workingto placenursesaskey contributors
andessentiapartnerdn formulatingandimplementingpublic policyo (ICN, 2001).
Countriesseekinghousand®f internationallyrecruitednursego supplytheir national
shortfallsfor nurseshavecreatedandsustainedheinternationaimarketfor HCPs,andit
furtherleadsto theinstitutionalizationof nursingcommodificationin the Philippinesand
othercountriesThis dnstitutionalizatiodemonstrategovernmentapacity to expand
thenumberof nursingschoolsjncreasedatesof nursingenrollmentandtheintegration
of internationahursingcurriculuminto existingcurriculumsof highereducation
institutions(Lorenzo,etal., 2007;0rtiga,2014).Yet, asthe Philippinesis alow-income
courtry, the fideveloped countriesseekingrilipino nurseshavenot beenableto establish
this sameconcepiof domestidnstitutionalizationto fostertheir own responseo their
own nationalnursingshortages.Theycontinueto rely on the easiercheapermethodof

importingFilipino nurses.

If countriesseekingmigratorynursesareto taketheinstitutionalapproachthey
will needto rapidly expandtheir own educationatapacityof the nursingandallied
healthcargrofessiongo supplementhe demandwithoutexpropriatingHCPsfrom

countrieswho participatein the globalmigrationpipeline.In responsethe Philippines
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will needto adaptto the shifting supplyanddemandf theinternationaimigrationof
nurseshy providingequalopportunityfor the educaibn andpracticeof nursesandother
HCPs.Thiswill requireimmediateaction,suchasnationalpolicy anddevelopment
plans,through scholarshipsindfundingthatenablegarticipationof individualsthe
fichoiceto stayo in country(Sengupta2013,p. 63). fiTheadoptionof lawsand
proceduresntendedo eliminateconditionsof underdevelopmerdr, attheveryleast,to
help overcomehe obstacle$o developmeri oughtto accountfor structuralviolencethat
resultsfrom theinstitutionalizationof export-orientednursing(Sengupta2013 p. 63).
Also, the specificeconomicsocial,political andculturalrightsat risk andthe barrigs to
rightsthatarepresenwithin the country,in additionto not only ethical,but practical
recruitmentandretention mustbeincorporatednto policy development.

Within the Preambleof the ICN Codeof Ethicsfor Nurses(2001),theICN
dictatesthatnurseshavefour fundamentatesponsibilitiesfito promotehealth,prevent
illness,to restorehealthandto alleviatesuferingo. Within this samedocumentthe

elementf the codestateshatthe nurse:

... promotesanenvironmenin which the humanrights,values,customsand
spiritualbeliefsof theindividual, family andcommunityarerespected;...shares
with societytheresponsibilityfor initiating andsupportingactionto meetthe
healthandsocialneedsof the public, in particularthoseof vulnerable
populations;...assum#se majorrole in determiningandimplementingacceptable
standard®f clinical andnursingpractice managementesearctandeducationé
actingthroughthe professionabrgankation, participatesn creatingand
maintainingequitablesocialandeconomiovorking conditionsin nursing;...takes
appropriateactionto safeguardndividualswhentheir careis endangeretdy aco-
workeror anyotherperson(ICN, 2001,p. 377).

ThelCN furtherprovidesexampleson howto integratethes elementsby practitioners
andmanagerseducatorandresearchergndNNAs into educatiorandadvocacyto

build capacitywithin theworkforce.
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6.2 Recommendations

ThelCN makesthefollowing recommendationfor practitionersandmanagerst is

essentihto:

- N p r oocanetdagrespecthumanrightsandis sensitiveto the values,customs
andbeliefsofpeop | e 0

- A s gandardgor nursingpractice researcheducatiorandma n a g e.me nt 0

- A p r o pastitigationin nationalnursesassociationsoasto createfavorable
sociceconomicconditionsforn u r gIENs 2001)

EducatorandResearchemnust:

- A icarriculumincludereference$o humanrights, equity, justice,solidarityasthe
basisfor accestoc ar e 0

- A p r olearnmhgopportunitiedn settingstandadsfor nursingpractice research,
educatiormandma n a g e (hC&N,2G0D)

NationalNurse®Associdgions should

1
=1}

| o to bngurecontinuingeducatioropportunitiesandqualitycares t andar d s 0

1
=1

| o fortfayr socialandeconomioworking conditionsin nursirng. Develop
positionstatementandguidelinesn workplacei s s (I@\s2001).

Building nursingcapacitywithin RTD frameworkidentifies how by returningto
thesevaluesthroughthe adoptionof scholarshipsndretentionstrategiexould have
positiveimpactson the functioningof the healthsystem Within theserecommendations
shouldbe attentiontowardscapacitybuilding throughscholarshigandthroughtherelief
of debt.Thesearethe causakffectsof socialstructureghatinhibit nursingin the
Philippines notablyin theability for the systemto haveadequatdiumanresources$o

provide appropriatecareandequitableaccesgor vulnerablepopulations.
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As this thesisdemonstratedyursegshemselvesharethe valuesof out migration
from the Philippines. Indeed thisis a productof the currentpolitical andeconomic
climate,butthroughthe ICN, nursescanparticipatein exercisingsolidarity by:

- invoking political will to addressv 0 m e seRusalandreproductivenealth

- advocatingor the provisionof essentiakervicesandtheimplementatiorof
internationalbbligationsof the globalhealthagendan regardso maternahealth

- advocatingor theprioritizationof w o m e nghts,theright to healthandthe
Rightto Development

- advocatdor educatimal andhumanresourcepotentialof nursesdomesticallyand
internationally

- advocatindor, andcontributingto, researchhatsupportssocial,political and
environmentapoliciesthatareconducivenot only to the protection respectind
fulfillment of humanrights, butto the conditionsthatenablethe feasibiity of
thesepoliciesto beimplementednto practice.

- advocatingor notonly ethicalmigrationmanagementyut alsobilateral
partnershipshatreturnbenefits(financial, human technological}o the
educationainstitutionsandhospitalsprovidingthe trainedglobal HCP workforce.

6.3Summary

Thisresearcttontributedo literatures concernedvith humanresourcesor health
planning,andto work on theright to developmento suggesthatRTD canplay an
importantrole in capacitybuilding andretentionthroughscholarshiganddebtrelief in
the Philippines. The nursemigrationpipelineleadsto poorhealthinfrastructureand
healthoutcomesn the Philippines basedn thedesireto fulfi| foreigndemandor health
workers,beforethatof the needof compatriots. This policy createsa structuralviolence

thatleavesrural andmarginalizedvomenin a positionto be systematicallyat risk of high

maternalmorbidity andmortality (Lorenzo,Galvez Tan,lcamina,& Javier,2007;Huish,

2015;Castles2014).
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Datacollectedprovidedevidenceof how out migrationandRTD policiesare
receivedandperceivedy Filipino legislature andby healthworkersthemselves The
Philippinesformulatedout migration policiesthatrespondo globaldemand®verthatof
local needseventhoughseveralactsencouragen RTD approacho healthsystem
strengtheningln placeof massiveoutmigrationof nursesManila attemptgo upscale
maternahealthservicesvia edu@tionandretentionof midwives.While thesehealth
workersvaluetheirrole, theyareaskedo performbeyondtheir capabilities andattimes
with minimal support.The commodificationof nursingschoolss reflectiveof the
Filipino governments political motivationto seekeconomiogrowth by feedingthe
migrationpipelinebut failing to carefor compatriotsThis pipelineis furtherinfluenced
by lacking physicalresourcesprivateeducationalnstitutions,poorjob security,and
quality of life in the Philippines.

Applying the RTD to boththe practicalandresearctproblemof this thesis
identified unfulfilled obligationsof identified duty holders Further,it hasprovided
examplesfrom therecommendationsf the RTD andtheICN, atthe nationd and
internationalevel, on how to harnesghe capacityof the nursingprofessiorto reduce
healthinequities.

In summarythe RTD canbe usedasa frameworkat aninternationalandnational
level, to assessheimpactof developmenpolicieson healthsystemsand outcomesand
to identify structuralinhibitorsto thefull realizationof developmenandthefair sharing
of thebenefitsresultingtherefrom(United Nations 2013).Finally, it canhelpto enable
andbuild uponthe capacitieof statesstrudures,and of individual andcollectiveagency

to provideconditionsconduciveto sharingof the benefitsof scientificandtechnological
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advancementhilst not denyinganyonetheright to care,andthe needto be caredfor

(UnitedNationsGeneralAssembly 1986:art. 9, sub-cl.1-2).
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Appendix A

Maternal Mortality vs. Total Health Spending(Gampminder.org).
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Appendix B

Maternal Mortality vs.Income per Capita (Gapminder.org).
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Appendix C: Interview Information Sheet

Project Title: The Pains of Labour: How the Export of Nurses Increases Risk to
Maternal Health inthe Philippines.

Lead ResearcherKrisanne Thibodeau (Gdau at e St udent ), Masterso

International Development Studies at Dalhousie University

Local Phone number: (#####) (to be obtained in the Philippines)

Email: kr871108@dal.ca

Other researchers

Research Assistant [Name to be inserted], affiliations

Emal: to be obtained from research assistant

Research Supervisor

Dr. Robert Huish

Dept. of International Development Studies, Dalhousie University

6135 University Avenue, Halifax, Nova &@, Canada, B3H 4R2

Email: huish@dal.ca

This Research is Not Funded

Introduction

| invite you to voluntarily participate in this research project that has intentions of

advocating for women who face challenges in accessing appropriate and qualibamater

and reproductive health that is essential in reducing and preyexioess maternal

deaths, and in protecting access to sexual and reproductive health that is a fundamental

human right (UNDHR, 1948).
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This research study will be led by me, Krisannebbldeau, a graduate student at
Dalhousie University as part of my MA brhational Development Studiebly research
assistant will be [insert name of research assistant], whose background is [to be
determined]. The role of [name of research assistantpeitb assist in recording and
transcribing interviews. Research assi$s will be also responsible for signing a
confidentiality agreement for the research process. The research assistant will not have
access to saved data.

To ensure the voluntary fuae of this invitation is understood, you have the choice to
partake m this research or noAny participant has the right to withdraw from this

project, in any form of participation, at any time, without any repercussion.

The following information willindicate what is involved in the research, what you will
be asked to@and about any benefits, risks, inconvenience or discomforts that you might

experience.

You can discuss any questions you have about this study with me now or can contact

other reseattteam members with attached contact information sheet.

Purpose and Odline of the Research Study

The primary research question is: Can the values of the Right to Development be applied
to capacity building, and retention strategies of Filipino nurses so as to improve gaps in
the national health system? The purpose of #gsarch is to determine &nd how,

nurse migration patternander an economic and political rubric for domestic benefit

from remuneration and remittancase circuitously accountable for the stagnantly high

and unacceptable Filipino MMR.
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The purpose odnalyzing this researchts then understand the barriers to the prevention

of excess maternal death and in reducing complications of pregnancy by looking at the
challenges or the modifiable factors that hinder access and quality care for pregnant
women.Having used thesservicesor can provide information or insight on health care

|l ayout, you can articulate the current sna

youbve experienced it.

Who Can Partake in this Research Study

This study seeks tioterview healtlcare practitioers with varying levels of education

and experience with maternal health services, both practicing geraoticing, but who

are or have practiced or studied in the Philippines and can attest to experience in said
discipline wthin the last two years. Thincludes: physicians, nurses, midwives, nursing
and midwifery students, traditional birth attendants, community health wopksrisc

health workers; nursing and midwifeegucatorsandlocal birth mothers.

What Will You Be Asked to Do

You will be asled to give consent to participate in this research project. In signing this
consent, you will be asked to answer questions regarding your health care background,
education, aspirations and employment; perceptions or factutibpesin nurse training,
edwcation, regulation, job security and acquirement; and perception of challenges that
hinder health service delivery. Interviews will be recorded using a digital voice recorder.
This is indicated on the consent form. The interwaWbe comprised of 8.0 minutes to
ascertain informed consent, and a5&8bminute interview, for a total of 60 minutes. You

can provide oral or written consent. You will not be compensated for your participation,
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but you will be reimbursed (for exampteavel expenses), when sigg consent.
Participation in this study is absolutely voluntary, and you may withdraw without
repercussions. You may decline to answer any question if you wish. You may leave the
interview at any time if uncomfortable, unintsted or if other priority cmmitments

arise.

Possible Benefits, Risks, and Discomforts

There are no direct benefits of participation to you. The hopes of this resest@add

to the knowledge surrounding maternadrtality andidentify modifiable barers to
preventing excess maternal death and in reducing complications of pregnancy in the
Philippines. An indirect benefit of the study is to provide results that may encourage the
strengthening of the capacity of human healtbueses, for the overarchgrgoal of
decreasing maternal mortality in the Philippines.

The level of risk associated with this research is minimal, the harms or discomforts are no
greater than those that are related to common experiences of everydayidiie.stindy

is independendf all health facilities, authorities and government, and is not in affiliation

with any Filipino university or organization.

Details of each interview will not be shared with other interviewees. Interviewees will not
be persondy identified by geograpisal location or professional details unless wishing to
do so, as will be reviewed on the consent Form. Instead, each interviewee will be given
an alias (For example: Nurse A; Student X). This research will not individuallyfigenti
you. If you do not cosent to use quotations, quotations from you will not be used. If

given consent to use quotes, only an alias will be used in final research findings. This
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study is not an audit or an evaluation of clinical or educational competernggoyers
willnotbenda i fi ed of an individual s participatdi
known risks for participating in this research beyond being bored or fatigued; however,

you will be offered breaks between activities to reduce these risks.

How your information will be protected

Privacy: This research project has been reviewed by the Office of Research Ethics
Administration at Dalhousie University, Nova Scotia, Canada. This is study is
independent of all health facilities, authorities andegoment, and is not inféfation
with any Filipino university or organization. Employers will not be notified of an

individual 6s participation in this researc

The lead researcher will be the only individual with saved data pertaining to this research.
Data will not be shareditih anyone other than research assistants and the research
supervisor. Research assistants will not have access to saved data. Data will not be shared
with foreign servers or third parties. The aliases of participants will bel ssvthe

encrypted USB kegnly accessible to the lead researcher. Data from interviews will be
saved on the password protected kdnide and will only be available to the lead

researcher. Details of interviews will not be shared with sectors of theachse

Anonymity: You will not be personally identified by personal details unless wishing to
do so, as will be reviewed on the consent form. Instead, you will be given an alias as per
above, unless you wish to choose one for yourself. This alias will bérnuaay research

findings No personal details will be attached this alias. Only the lead research will know
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the corresponding names and aliases. The document with saved aliases will be stored

separately from analysed data.

Confidentiality: Data will notbe shared with anyone ottidan research assistants and

the research supervisor. Once in Canada, all information will remain in the country and

will be shared only with the research supervisor (Dr. Robert Huish). This data will be

stored for five years &dr this project and willhen be permanently deleted. | will take all
reasonable precautions to protect data and maintain confidentiality and will act in
accordance with the Philippines Republic Act No. 10173fi Dat a Br i SaAowl Act
the disclosure gbersonal information by #orities or organizations, said bodies will be

referred to the University Legal Counsel Office, as per the Dalhousie Univiecsity

for the Protection of Personal Information from Access Outside Canada

Limits to Confidentiality

It is not anticipatedhat this research will unintentionally present limits on

confidentiality.

| will be responsible for acting in accordance witik duty to disclose information should
any abuse or breach of human rights of adults or children be disclosed during your

participation in this study.

This will be done with the appropriate legal and protective authorities; and will be done

S0 in good fah and in the utmost confidential manner possible.

If You Decide to Stop Participating
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You will be given contact information, ihaling local phone number and email of the

lead researcher, the research Supervisor, research assistants and the contatibimfor

of Dal housi e Universityds Research Ethics
The participant can withdraw paiipation or retract statements at any point during the
research collection process by contacting any aforementioned membessarth team.

You are free to leave the study at any time. If you decide to stop participating at any point
in the study, you caalso decide whether you want any of the information that you have
contributed up to that point to be removed or if you witha us to use that information.

The only limitation on your opportunity to withdraw from participation or the retraction

of datawill be the need to withdraw or retract statements before the articulated end date
of June 30, 2017, after which the abilioywithdraw will no longer be possible. After that
time, it will become impossible to remove it because it will already be anadyrkd
anonymized. It is essential that you know that no repercussions will occur should you
choose to withdraw or retract statents or information pertaining to this research

project.

How To Obtain Results

You will be asked if you wish to receive a copytlod research results and a copy of

thesis. No field notes from research findings and or individual information will be

included in shared research findings. If you wish to be quoted, you can consent to the use
of a quotation. You may also request thefraztion of the use of your quotation, to

assure your consent on the use of such quotation in research findings. Thesendlptions

be on the signature consent form. You can share your desired contact rediaim

mail, or other preferred contact methmathe consent fornshould you wish to obtain
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an audio recording of summarized research findings instead, a copy will e geatby

offered contact information.

Questions

| and the research team are happy to answer any questions you may have py&sently
will be given contact information of the research team: lead researcher, research

assistants, research supervisor.

Dalhausi e Uni versityds Researadnytmedt{©@s4948 0 ar d
1462, or email: ethics@dal.ca (and referenc8 REe # 20164003), should they have
guestions about the research process and result sharing, or have questions or concerns

th at should be articulated to Dal housie Uni
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Appendix D: Interview Consent Form

Signature Form

I, , have been read to, or have read myself, the information sheet

explaining the research, and about raytigipation as an interviewee for this project. |

have been given the opportunity to discuss my questions and haxenogrns clarified.

| understand that this interview will be audio recorded unless | state otherwise. |
understand that my identitywll ot be di sclosed in this rese
informed of the opportunity to withdraw from any researchigipation, at any time,

through any contact media, before June 30, 2017. | consent to participate in this project,
with the full undersinding of my right to participate and withdraw from this project at

any time. | have also been informed that no resions will occur should | choose to

withdraw or retract statements or information pertaining to this research project. |
understandthe ead researcherds responsibility to
information should abuse or breach of lmmights of adults or children be disclosed

during my participation.

This consent clarifies that | have been provided with sufficidatimation on this project

to make an informed decision.

Name Signatre Date
| give permission to use direct quotations
Iwould likeanot i fi cation i f my quote wil/ be usect

|l wish to use my real identity in this res
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I would I i ke to NOT be recorded:

Participant Contact Information (optiohal

Phone Number:

Email Address:

Mailing address:

Other:
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Appendix E: Focus Group Discussion Information Sheet

Project Title: The Pains of Labour: How the Export of Nurses Increases Risk to

Maternal Health in the Philippines.

Lead ResearcherKrisanre Thi bodeau ( Graduate Student),
Internatonal Development Studies at Dalhousie University

Email: kr871108@dal.ca

Other researchers

Research Assistant [Name to be inserted], affiliations

Local Phone Number: (#####)(to be obtained in thiégpines)
Email: to be obtained from research assistant

Research Supervisor

Dr. Robert Huish

Dept. of International Development Studies, Dalhousie University
6135 University Avenue, Halifax,Nova Scotia, Canada, B3H 4R2

Email: huish@dal.ca

Problems ad Concerns:

Dalhousie Research Ethics Board

Catherine Connors Dalhousie Research Services,
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Dalhousie University Henry Hicks Building, Suite 231 Dalhousie University PO Box
15000 Halifax, NS B3H 4R2 Canada
Dal housi e Universityo0 scoRaetedatany tinfe atE#202)#49d s Bo a

1462, o email: ethics@dal.ca (and reference REB file # 20063)

This Research is Not Funded

Introduction

| invite you to voluntarily participate in this research project that has intentions of
advocating for women o face challenges in accessing appropaatkquality maternal

and reproductive health that is essential in reducing and preventing excess maternal
deaths, and in protecting access to sexual and reproductive health that is a fundamental

human righ{UNDHR, 1948).

This research study will be led bye, Krisanne Thibodeau, a graduate student at
Dalhousie University as part of my MA International Development Studisresearch
assistant will be [insert name of research assistant], whose backgrounies [to
determined]. The role of [name of resdaassistant] will be to assist in collecting,
recording, and transcribing data. Research assistants will be also responsible for signing
an obligatory confidentiality agreement for the research process. Thecheassistant

will not have access to savddta.

To ensure the voluntary nature of this invitation is understood, you have the choice to
partake in this research or ndiny participant has the right to withdraw from this

project, in any form of partipation, at any time, without any repercussio
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The following information will indicate what is involved in the research, what you will
be asked to do and about any benefits, risks, inconvenience or discomforts that you might

experience.

You can discuss armuestions you have about this study withmoev or can contact
other research team members with attached contact information sheet.

Purpose and Outline of the Research Study

The primary research question is: Can the values of the Right to Developmeptieé a
to capacity building, and retentiotrategies of Filipino nurses so as to improve gaps in
the national health system? The purpose of this research is to determine if, and how,
nurse migration patternander an economic and political rubric for destic benefit

from remuneration and remittess,are circuitously accountable for the stagnantly high

and unacceptable Filipino MMR.

The purpose of analyzing this research is to then understand the barriers to the prevention

of excess maternal death andeducing complications of pregnancy by loukat the

challenges or the modifiable factors that hinder access and quality care for pregnant

women. Having used these services, or can provide information or insight on health care
layout, you can articulate he cur rent snap sheBhilippmds,asvo men 6 s

youbdbve experienced it.

Who Can Partake in the Research Study

This study seeks to intervieWwealth care practitioners with varying levels of education
and experience with maternal health segsjdoth practicing or ngpracticing, but o

are or have practiced or studied in the Philippines and can attest to experience in said
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discipline within the last two years. This includes: physicians, nurses, midwives, nursing
and midwifery students, tradnal birth attendants, community healthnkers public

health workers; nursing and midwifery educatasd local birth mothers.

What Will You Be Asked To Do

You will be asked to give consent to participateH@D with other health care

practitionerdor this research project. In signing this consent, you will be asked to
participate in a discussion regarding your health care background, education, aspirations
and employment; perceptions or factual positions osentraining, education, regulation,

job security and acquirement; and perception of challenges that hinder health service
delivery. Questions and discussion will be fostered by me, the lead researcher. | will ask
the group various questions to foster d&sion, on which you can comment oah

your narratives. FGDs will be recorded using a digital voice recorder. This is indicated on
the consent form. The FGD will be comprised df(bminutes to ascertain informed

consent, and a 350 minute group discg®n, for a total of 60 minutes. Yoar provide

oral or written consent. You will not be compensated for your participation, but you will
be reimbursed (for example: travel expenses), when signing consent. Participation in this
study is absolutely voluntg, and you may withdraw without repeissions. You may

decline to answer any question if you wish. You may leave the FGD at any time if

uncomfortable, uninterested or if other priority commitments arise.

Possible Benefits, Risks, and Discomforts
There ae no direct benefits of participatioo you. The hopes of this research is to add to

the knowledge surrounding maternal mortality, and identify modifiable barriers to
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preventing excess maternal death and in reducing complications of pregnancy in the
Philippines. An indirect benefit of the slylis to provide results that may encourage the
strengthening of the capacity of human health resources, for the overarching goal of
decreasing maternal mortality in the Philippines.

The level of risk associated withi$ research is minimal, the harmsdescomforts are no
greater than those that are related to common experiences of everyday life. This is study
is independent of all health facilities, authorities and government, and is not in affiliation
with any Filipno university or organization. You vbe given a pseudonym to assure
confidentiality. Information from this FGD will not be shared with participants in other
elements of this research.

This research will not individually identify youf you do notconsent to use quotations,
guotations fran you will not used. If given consent to use quotes, only pseudonyms will
be used in final research findings. There are no other known risks for participating in this
research beyond being bored or fatigued; howexar will be offered breaks between
actiities to reduce these risks.

Compensation& Reimbursement

You will not receive compensation to participate; however, the expenses you need in
order to participate (e.g., travel, phone calls) will be covered tawizaithe costs to you.
You will be reimbused in the local currency for the cost of transportation needed to meet
in order to participate in the research project (e.g., cost of public transport). Phone calls
used to contact the lead researcher will beecbltalls charged to the lead researcher.

You will be given reimbursement during the informed consent process, and can therefore

can participate or withdraw from the study at any point should you feel inclined to do so.
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How your information will be protected:

Privacy: This research project hasdn reviewed by the Office of Research Ethics
Administration at Dalhousie University, Nova Scotia, Canada. This is study is
independent of all health facilities, authorities and government, and is not in affiliation
with any Filipino university or organizian. Employers will not be notified of an

individual 6s participation in this researc

The lead researcher will be the only individual with saved data pertaining to this research.
Data will not be shared with anyemther than research assistants andebearch

supervisor. Research assistants will not have access to saved data. Data will not be shared
with foreign servers or third parties. The pseudonyms of participants will be saved on the
encrypted USB key onlgiccessible to the lead researcher. Datan fFGDs will be saved

on the password protected hahdve and will only be available to the lead researcher.

Details of FGDs will not be shared with sectors of this research

Anonymity: Participants will not be psonally identified by personal detailsless

wishing to do so, as will be reviewed on the consent form. Instead, participants will be
given a pseudonym (FGD# 1:Particpant 1), unless wish to choose one themselves. This
pseudonym will be used in any resdafindings. No personal details will beéached

this pseudonym,. Only the lead research will know the corresponding names and
pseudonyms. The document with saved pseudonyms will be stored on a separate device

than contact information, should you wish toyde contact information.
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Confidentiality: Data will not be shared with anyone other than research assistants and

the research supervisor. Once in Canada, all information will remain in the country and

will be shared only with the research supervisor. @obert Huish). This data will be

storedfor five years after this project and will then be permanently deleted. | will take all
reasonable precautions to protect data and maintain confidentiality and will act in
accordance with the Philippines RepublictANo. 10173 fA Dat a Bri oyl Act
the disclosure of personal information by authorities or organizations, said bodies will be
referred to the University Legal Counsel Office, as per the Dalhousie Univieosity

for the Protection of Personal Information from Access Outside Canada

Limits to Confidentiality

It is not anticipated that this research witlintentionally present limits on

confidentiality.

| will be responsible for acting in accordance with the duty to disclose information should

any abuse or breach of human rights of adults or children be disclosed during your
participation in this study.will also be responsible for acting in accordance with the
Republic of the Phil i pAptivivlerse AQanstWorhenand Act N

their Children Act of 2004

This will be done with the appropriate legal and protective authorities; andevdibie

so in good faith and in the utmost confidential merpossible.

If You Decide to Stop Participating
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You will be given contact information, including local phone number and email of the
lead researcher the research Supervisor, research assistanke eontact information

of Dal housi e UmEkthceBoard, shyull sany Ruestiomsaor concerns arise.
The participant can withdraw participation or retract statements at any point during the
research collection process by contacting any afergioned members of research team.
You are free to leavéné study at any time. If you decide to stop participating at any point
in the study, you can also decide whether you want any of the information that you have
contributed up to that point to be rewed or if you will allow us to use that information.
The anly limitation on your opportunity to withdraw from participation or the retraction

of data will be the need to withdraw or retract statements before the articulated end date
of June 30, 2017, aftevhich the ability to withdraw will no longer be possibidter that

time, it will become impossible for us to remove it because it will already be analyzed
and anonymized. It is essential that you know that no repercussions will occur should you
chooseo withdraw or retract statements or information pertaiminipis research

project.

How To Obtain Results

You will be asked if you wish to receive a copy of the research results and a copy of
thesis. No field notes from research findings and or indiviehdi@rmation from FDGs

will be included in shared resear@hdings. If you wish to be quoted, you can consent to
the use of a quotation. You may also request the notification of the use of your quotation,
to assure your consent on the use of such qoatatiresearch findings. These options

will be on the signtire consent form. You can share your desired contact medium

email, mail, or other preferred contact method on the consent &ould you wish to
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obtain an audio recording of summarized resefinclings instead, a copy will be sent to

you if you offercontact information.

Questions

| and the research team are happy to answer any questions you may have presently.
Participants will be given contact information of the research team: lead resgarcher

research assistants, research supervisor. DalhousierUsivet y 6 s Resear ch Et |
can be contacteat any time at (902) 492462, or email: ethics@dal.ca (and reference

REB file # 20164003), should they have questions about the research prodessalh

sharing, or have questions or concerns that sHmultticulated to Dalhousie

Universitybés Research Ethics Board.
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Appendix F: Consent Form for Interviews with Mothers

Signature Form

I, , have been read to, or havemgadlf, the information sheet

explaining the research, and abmy participation in this project. | have been given the
opportunity to discuss my questions and have my concerns clarified. | understand that my
identity will not be disclosed inthisresearé6 s f i ndi ngs. |l have been
opportunity to withdrawirom any research participation, at any time, through any contact
media, before July 31, 2017. | consent to participate in this project, with the full
understanding of my right to particigaand withdraw from this project at any time. |

have been inforntethat no repercussions will occur should | choose to withdraw or

retract statements or information pertaining to this research project. | understand the lead
resear cher 6s ctrineascpraance to the duty tb gisclbse infarmation should
abuseor breach of human rights of adults or children be disclosed during my

participation. In signing this consent form | understand that | consent to be confidentially

interviewed.

This consentlarifies that | have been provided with sufficient informatiarthis project

to make an informed decision.

Name Signature Date
I give permission to use direct quotations

|l would Ii ke a notification I f my quote wi
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Ilwishtousemyrealdentity in this research: Yes I

| wish to receive afinalcopydfi ndi ngs or thesis: Yes | N o

Participant Contact Information (optional)
Phone Number:

Email Address:

Mailing address:

Other:
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Appendix G: Health Care Practitioner Interview Guide

Date:

Interview #:

Community/Barangay:

Pseudonym:

Demographics:

Age:

Profession:

Religion:

Marital status:

Semistructured Questions

What is your profession®ow long have you been in this profession?

How did you choose this profession?

Would you saythe opportunity of migration led you into this profession?

Have you workedh the field you trained in? Why or why not?

Is it difficult to secure a job in this professioW¥erehave you been recruited?

If yes, what barriers existed?

Where are some of ttegeas you have worked? Have some been more difficult than
others?

How did you fund your education?

Were scholarships available? Family support?
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What are the different criteria for selection and acceptance of students into the institution
of your disciplin@
Can you tell me about the licensing process?

Would you say the curriculuims based primarily for the purpose of nurse migration

What would you suggest to change when it comes to the planning of the nursing

curriculum or recruitment?

How would you descrid working in your health sector environment?

Can you tell me about your wang environment in the Philippines?

What are the nurse to patient ratios?

Can you tell me about how your work environment is staffed? Do you think this is
sufficient?

Can youtell me about patiertbhealth care ratios? Do you think this is sufficient?

Do you think there is an overflow of patient cases in government hospitals that burden
the access for poorer families?

Is there a referral system between RHUs, BHUs and prireecgndarytertiary,private

or public hospitals? Any suggestions?

What are somef the challenges you have faced in this line of work?

How do these challenges impact your work, or ability to work?

How would you mitigate these challenges?

Do you find lack 6 health staff, supplies, financing or management to be the most
influential barier to doing your job? Are these encouraging factors for working abroad?
Have areas youbve worked received much gui

What are your thoughts on thdipino nurse migration patterns?
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Are you aware of places abroad to work? Have gonsidered migrating to do your
work?

Are you aware of funding or payment for your job in other countries? Are you familiar of
the process of going abroad?

Would you say thatursing migration has directly or indirectly affected your line of
work?

Have you ever had a job threatened due to a shortage of health care workers, mainly
nurses?

Do you think nurse migration, or HCP migration, is a serious issue here?

What do you thinks the biggest challenge facing the global, and Filipino nursing
shortage?

Whatdo you think can be done?

What suggestions do you have to create a safe and productive work place?

Have you, or anyone you have known lost a job in this field due to fadiisyre?

Can you list any RHUs or BHUs in your community or barangay? Hospitals?
What about facilities that have closed?

Do you, or have you, worked directly with pregnant women or in labour and delivery?
What is, or would be, your role in maternal heakiine service provision?

Approximately how many babies are delivered (in youtlitgxdaily, monthly, or
annually?

Are you aware of sexual and reproductive health services in your community?

Can you tell me about family planning or prenatal ¢acdities or clinics in your area?

Are maternal health services advertised in your comtyi2i
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Do you think patients are aware of the special maternal care packages available through
Phil health? maternal health care facilities and senaeagable to them?

Can you tell me about drugsost commonly used for maternal health services?
Can youtell me about special packages for pregnancy and delivery offered by Phil
Health?

Should pregnant women be enrolled in Phil Health when pregnant egmallability to
pay?

Would you consider the effects of nurse migration, or HCP migration to be &aotinty
factor to the MMR in the Philippines?

What kind of health facility would you prefer to work in?

If you yourself were seeking care, what kindarfility would you seek for your

treatment?

132



Appendix H: Questionnaire with Birth Mothers

Date:

Interview #:

Community/Barangay:

Pseudonym:

Demographics:

Age:

Religion:

Marital status:

As young female, how would you describe the current statwswfen in your country,

or from the region you come from?

Do you think womends health is promoted en
Are maernal health services advertised in your community?

Where did you go to for maternal health egneegnancy, labor and birth, apdstpartum
(after birth) needs? Who provided you with care during these times?

Were you able to see a nurse, physician, nfelai hilot? Who would you prefer to see?
Where would you prefer to deliver: at home, midwifery clinic, public hospital or private
hospital? Can you explain why?

What are some your experiences with maternal health care like?

What kinds of services in yoeommunity are available to you during pregnancy and
childbirth?

Can you tell me where these services are available?
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Are there pubb or private health care facilities?

How far are these services from where you live?

Do you receive better care at differ@tdces? Can you tell me why you think this?

Are you easily able to find important information regarding pregnancy in your
community?

How many facilities in your community are accessible to you? How far?

Do you feel these health facilities provide apprdgrizare?

How do you get to your health clinics or hospitals?

How do you feel about the quality of the care you received?

Isitdiffi cult to find a doctor, midwife, nurse
birth? How do you find one?

Have you ever &en offered family planning services or services available to you during
your pregnancy?

Were you provided iron, or prenatal suppénts? Did you have to pay?

Are you a Phil Health member?

What services do you have access to?

Did you have to pay out of pket payments for your care?

Were you reimbursed for services used at health facilities?

Has anything ever prevented you from hauimg services and health interventions that

you needed? If so, what?

What would you, as users of the health care servicggestichanging when it comes to

planning programs or access to health facilities for your maternal health needs?
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Appendix I : Inter view Guide with Midwife Instructors

Date:

Interview #:

Community/Barangay:

Pseudonym:

Demographics:

Age:

Profession:

Religiorn

Marital status:

How long have you been a midwife?

Did you enjoy your role as a midwife?

Can you tell me about your scopepoactice?

Where did you practice before becoming a midwife instructor? Are you still practicing?

Did you have any challenges inygprofession as a midwife? If yes, can you describe?

What made you pursue the opportunity of becoming a midwifery instructor?

Why did you chose a line of midwifery education?

Do you enjoy this role?
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What are the duties of a midwifery educator?

Can you tdlme about the curriculum or major topics involved in midwifery education?

Is pharmacology included in this curriculum? Whyadry not?

Do you think this curriculum should includ
Can you tell me about how ethissintegrated in the curriculum?

What are the priorities that are emphasized in midwifery clinical rotations?

What is the rolef the student midwife in clinical practice?

Where do students normally perform their clinical or practical education?

Are studerg usually comfortable with the clinical guidelines used in midwifery care?

Are briefings or debriefings included in midwifeegucation, or during clinical

experiences?
Is there competition or conflict between midwives or nurses in the delivery roong3ettin

Can you tell me about the interdisciplinary interactions between midwives, nurses and

physicians in practice?
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Appendix J: Interviews with Nursing Instructors

What is your background (nursing/medicine)?

Did you enjoy your role?

Can you tell me aboutoyr scope of practice?

Where did you practice before becoming a nursing instructor? Are yopratticing?

Did you have any challenges in your profession? If yes, can you describe?

What made you pursue the opportunity of becoming a nursing instructor?

Why did you chose a line of nursing education, as opposed to medicine or midwifery?
Do you enjoy his role?

What are the duties of a maternity nursing educator?

Can you tell me about the curriculum or major topics involved in maternal nursing

education?

Is an indepth pharmacology course included in this curriculum? Why or why not?

Do you thinkthiscur i cul um should include anything t
Can you tell me about how ethics is integrated in the curriculum?

What are the priorities #t are emphasized in maternal clinical rotations?

To what extent do student nurses perform clityaduring these rotations?

What is the role of the student nurse in delivery room/maternal nursing clinical practice?

Where do students normally perform theinical or practical education?
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Are students usually comfortable with the clinigaidelines used in maternal health or

delivery care?

Are briefings or debriefings included in maternal nursing education, or during clinical

experiences?
Is there competion or conflict between midwives or nurses in the delivery room setting?

Can you telime about the interdisciplinary interactions between midwives, nurses and

physicians in practice?

138



Appendix K: Interviews with Nursing Students

Where are you from?

Whatyear are you in?

Is this your first degree?

Why did you enter this program?

Haveyou enjoyed nursing school so far?

What are your favourite placements?

Do you have a job outside of nursing school? If yes, doing what?

Did you have any challenges in thiofassional degree? If yes, can you describe?
What made you pursue the opporturafypecoming a nurse?

Why did you chose a line of nursing education, as opposed to medicine or midwifery?**
Do you enjoy this role?

What were your thoughts when you first sadimaternal healtbr delivery room

nursing?

Can you tell me about the curricullon major topics involved in maternal nursing

education?
Is an indepth pharmacology course included in this curriculum? Why or why not?
Do you think this curriculum shouldic | ude anyt hing that it doe

Can you tell me about hoethics is integrated in the curriculum?
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Can you tell me about the curriculum or major topics involved in maternal nursing

education?

Is an indepth pharmacology course includedhistcurriculum? Why or why not?

Do you think this curriculum should includgen yt hi ng t hat it doesnot

Can you tell me about how ethics is integrated in the curriculum?

What are the duties of a maternity nursing student?

Are you interestechi maternity nursing? Why or why not?

Have you consideredr do you want tdecome an delivery room nurse? Why or why

not?

Can you tell me about your scope of practice as a maternal bed&hvery room nurse?

What are the priorities that are emphasirechaternal clinical rotations?

What is the role of the student nurse @tixkery roomor maternal nursing clinical

practice?

What skills do you get to perform clinically during these rotations?

Where do students normally perform their clinical or pratgcucation?

Are you comfortable with the clinical guidelines used in mtehealth or delivery care?

Do you feel prepared when doing rotations in these settings?

Are briefings or debriefings included in maternal nursing education, or during clinical

experiences?
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Have you ever worried about your own safety or safety of mothensg these clinical

experiences?
Is there competition or conflict between midwives or nurses in the delivery room setting?

Can you tell me about the interdisciplinary interactibetween midwives, nurses and

physicians in practice?

Would you say the ggortunity of migrating as a nurse led you into this profession?

Are you aware of places abroad where you can work as a nurse?

Would you say the curriculum is based on the goal cdenmigration? Are you

encouraged to migrate or work in country?

How are ya funding your education? Are scholarships available to you?
Are you planning on taking the NCLEX exam?

Where would you like to work when you graduate? What kind of facility?

Is theae anything else you want to share with me about maternal leealétivery room

nursing experiences?
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Appendix L: Interviews with Midwifery Students

Where are you from?

What year are you in?

Is this your first degree?

Why did you enter this program?

Hawe you enjoyed midwifery school so far?

What are your favouritplacements?

Do you have a job outside of university? If yes, doing what?

Did you have any challenges in this professional degree? If yes, can you describe?

What made you pursue the opportunity of becoming a midwife?

Why did you chose a line of midwiferys @pposed to medicine or nursing?**

Do you enjoy this role?

What were your thoughts when you first studied maternal health/ delivery room skills?

Can you té me about the curriculum or major topics involved in midwifery education?

Is an indepth pharmacoly course included in this curriculum? Why or why not?

Do you think this curriculum should includ

Can you tell ne about how ethics is integrated in the curriculum?

Can you tell me about your scope of practica asdwife (student midwife)?

What are the priorities that are emphasized in maternal clinical rotations?
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What is the role of the student midwife in deliveopmor maternal nursing clinical

practice?

What do your duties include as a midwifetydent?

What skills do you get to perform clinically during these rotations?

Where do students normally perform their clinical or practical education?

Are you comfortale with the clinical guidelines used in maternal health or delivery care?
Do you feel pepared when doing rotations in these settings?

Are briefings or debriefings included during clinical experiences?

Have you ever worried about your own safety or safétypothers during these clinical

experiences?
Is there competition or conflittetween midwives or nurses in the delivery room setting?

Can you tell me about the interdisciplinary interactions between midwives, nurses and

physicians in practice?

Would yousay the opportunity of migrating led you into this profession?
Are you aware oplaces abroad where you can work?

Are you encouraged to migrate or work in country?

How are you funding your education? Are scholarships available to you?
Where would you likeo work when you graduate? What kind of facility?

Is there anything else you wiato share with me about your midwifery experiences?
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Appendix M: Confidentiality Agreement for Research Assistants

In signing this document, | understand that my role inrgsgarch project is to help
compile and transcribe data pertaining to the sensitive nature of maternal death and
subjective experiences and opinions expressed by participants. | understand tfat it
the utmost importance to protect the privacy opalticipants involved. | have been
given the opportunity to ask questions, and to have these questions answered
adequately.In signing this consent form, | agree that | will not disclose anyrfgior
personal or identifying information collected, oatlis related to this study, to anyone

other than the lead researcher, Krisanne Thibodeau.

l, , agree to maintain confidentiality regarding this

research projediy all reasonable measures possible.

Signed:

Date:
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