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Abstract 

The study examined the health workforce capacity and health services delivery outcomes in Rural Health Units (RHUs) in the 

Calamianes Group of Islands. It employed a quantitative research design using descriptive and inferential statistical methods to 

determine the potential relationship among variables. A total of 200 clients/patients who utilized the RHU’s services in the 

Calamianes Group of Islands, such as Busuanga, Coron, Culion, and Linapacan, served as respondents. Their demographic 

profiles were analyzed in relation to their assessments of health workforce capacity and perceptions of health services delivery 

outcomes. Data were collected through a structured survey questionnaire. Findings show that the majority of respondents were 

aged 26 to 30 years, predominantly female, married, high school graduates, and unemployed. Respondents were equally 

distributed across the four municipalities. In terms of health workforce capacity, respondents reported a mean rating of 3.11 for 

staffing and availability of health workers, 3.28 for staff performance and workload, 3.30 for perceived competence, and 3.10 for 

availability and adequacy of health resources. Regarding health service delivery outcomes, the results showed a mean of 3.3 for 

expanded immunization, 3.35 for maternal care services, 3.23 for child health services, 3.54 for family planning services, and 3.19 

for dengue prevention and control. Inferential analysis revealed that sex, civil status, highest level of educational attainment, and 

employment status had a significant relationship with both health workforce capacity and health services delivery outcomes in 

RHUs. In contrast, there were no significant relationships found between sex and place of residency. Based on the findings, the 

study recommends strengthening health workforce capacity through the hiring of additional personnel, optimizing staff scheduling, 

ensuring equitable workload distribution, and sustaining continuous training and professional development. 

Keywords: Health workforce capacity, health service delivery, Rural Health Units, Calamianes Group of Islands. 
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INTRODUCTION 
The health workforce plays an important role in our country's 

healthcare system, and its significance has gained global 

recognition. The World Health Organization (WHO) in 2016 said 

that an effective and equitable health workforce is necessary for 

achieving Universal Health Coverage (UHC) and the health-related 

objectives of the Sustainable Development Goals (SDGs). 

However, many countries, especially those with low and middle 

income levels, still struggles with shortages of health workers, poor 

distribution, and inefficiencies. According to the WHO Global 

Strategy on Human Resources for Health Workforce in 2030, 

countries need to urgently strengthen their health workforce to 

meet the growing demands of populations, as a global shortage of 

health workers is expected by 2030, with the majority working in 

underserved areas. This shortage creates gaps and inequalities in 

the health of vulnerable sectors of society, undermines the quality 

of healthcare for citizens, and becomes a barrier to the provision of 

proper and essential health services (WHO, 2016). 

Based from the Department of Health (2022), the country had 

enhanced primary care and increased health insurance coverage 

through the UHC Act of 2019 and other initiatives, such as the 

Medical Scholarship and Return Service Program, the Health 

Facilities Enhancement Program (HFEP), and the "Konsultasyong 

Sulit at Tama" (Konsulta) Package. In rural and island provinces, 

implementation of these programs is particularly difficult due to 

the substantial human resource gaps. The DOH and the Philippine 

Health Insurance Corporation (PhilHealth) still experience 

difficulties in hiring, retaining, and supporting healthcare workers 

in rural areas. According to estimates by the World Health 

Organization (WHO), the Philippines should have 3.9 doctors and 

9.5 nurses per 10,000 people; however, these numbers are even 

lower in rural areas (DOH,2016). 

The Calamianes Group of Islands in Northern Palawan comprised 

four isolated islands: Busuanga, Coron, Culion, and Linapacan. 

These islands served as an illustration of the challenges associated 

with accessing remote locations. The Calamianes region faced 

many obstacles in obtaining healthcare services, including 

geographical isolation, inadequate transportation and 

infrastructure, and a high likelihood of climate-related 

complications. The impact of these challenges on the local 

community was significant, with a few overworked healthcare 

workers forced to care for entire island communities due to the 

understaffed rural health units. There was a shortage of physicians, 

nurses, midwives, and other allied health workers, resulting in a 

prolonged waiting for care and reduced quality of services. The 

consistent implementation of public health programs was difficult 

due to the staff shortages and logistical issues. Poor health 

outcomes resulted from these factors, as well as high poverty rates 

and a lack of community health awareness (DOH, 2022). 

The Rural Health Units (RHUs) were a sector that provided 

essential public health services; however, they often lacked the 

personnel and facilities needed. Among the challenges were the 

limited opportunities for training and continuing education of 

health workers to continuously strengthen the level of the 

healthcare system. These challenges continued to pose obstacles to 

the implementation of health programs, including dengue 

prevention and control, maternal and child health services, family 

planning, and immunization campaigns. The significant influence 

of these factors on the health outcomes of individuals residing in 

both urban and rural areas, particularly in regions that were 

difficult to access and had low incomes, was a cause for concern 

and a motivation to address these issues (DOH, 2022). 

Consequently, it iss essential to understand the interdependence of 

the health workforce capacity and health service delivery outcomes 

in the Calamianes Group of Islands. Efforts to enhance the health 

system in these islands might  be unsuccessful without a 

comprehensive understanding of the impact of workforce shortages 

on the quality and availability of care. This study aimed to address 

a significant knowledge gap having the potential to provide critical 

evidence for local governments, the DOH, and other stakeholders. 

It examined the relationship between the effectiveness of public 

health programs and outcomes such as patient satisfaction, service 

availability, workforce composition, training, and distribution. The 

study's findings could be used to develop context-specific 

interventions that address workforce shortages, improve service 

delivery, and ensure that even the most remote communities 

receive high-quality care. 

Statement of the Problem 

This study aimed to determine the health workforce capacity and 

health service delivery outcomes in Rural Health Units (RHU) in 

the Calamianes Group of Islands.  

Specifically, the study sought to answer the following 

questions: 

1. What is the demographic profile of the respondents in 

terms of: 

a. age; 

b. sex;  

c. civil status;  

d. highest educational attainment;  

e. employment status; and 

f. places of residency? 

2. What is the current health workforce capacity in the 

Rural Health Units (RHUs) of the Calamianes Group of 

Islands in terms of: 

a. staffing and availability of health workers; 

b. staff performance and workload; 

c. perceived competence; and 

d. availability and adequacy of health resources? 

3. What is the perception of respondents on health service 

delivery outcomes in the RHUs in terms of:  

a. expanded immunization;  

b. maternal care services;  

c. child health services; 

d. family planning; and 

e. dengue prevention and control? 

4. Is there a significant relationship between the 

respondent’s demographic profiles and the current health 

workforce capacity in the Rural Health Units (RHUs) of 

the Calamianes Group of Islands? 

5. Is there a significant relationship between the 

respondent’s demographic profiles and the respondent’s 

perceptions of health service delivery outcomes in the 

RHUs? 

METHODOLOGY 
This chapter discussed the methodology employed in the study, 

which includes the research design, research population, research 

locale, research instrument, research procedure, data analysis, and 

ethical considerations. 



Copyright © ISRG Publishers. All rights Reserved. 

 DOI: 10.5281/zenodo.20502542    
243 

 

Research Design 

This study employed a quantitative research design, specifically a 

descriptive-correlational approach, to systematically examine the 

health workforce capacity and health service delivery outcomes in 

the Rural Health Units (RHUs) of the Calamianes Group of 

Islands. This design was appropriate as it allowed for both the 

description of key variables and the determination of relationships 

among them. 

The descriptive component of the study focused on the 

presentation and analysis of baseline characteristics and conditions. 

This included statement of the problem (SOP) 1, which described 

the demographic profile of the respondents in terms of age, sex, 

civil status, highest educational attainment, employment status, and 

place of residence. It also covered SOP 2, which assessed the 

current health workforce capacity in RHUs in terms of staffing and 

availability of health workers, staff performance and workload, 

perceived competence, and availability and adequacy of health 

resources. Furthermore, SOP 3 examined respondents’ perceptions 

of health service delivery outcomes, particularly in expanded 

immunization, maternal health services, child health services, 

family planning, and dengue prevention and control. These 

variables were analyzed using descriptive statistics to provide an 

objective profile of the respondents and the existing conditions 

within RHUs. 

On the other hand, the correlational component of the study 

addressed the inferential aspect of the research. This included SOP 

4, which determined whether there is a significant relationship 

between respondents’ demographic profiles and the current health 

workforce capacity in RHUs. It also included SOP 5, which 

examined the significant relationship between respondents’ 

demographic profiles and their perceptions of health service 

delivery outcomes. These relationships were analyzed using 

appropriate inferential statistical tools to identify possible 

associations between variables and to generate evidence-based 

interpretations relevant to rural health system strengthening. 

The integration of both descriptive and correlational analyses 

provided a comprehensive understanding of the current situation of 

rural health workforce capacity and service delivery outcomes, as 

well as the influencing role of demographic factors. This method 

strengthened the study’s capacity to produce findings that are both 

contextually descriptive and analytically inferential, thereby 

supporting more informed planning and policy formulation for 

Rural Health Units in geographically isolated and disadvantaged 

areas. 

Research Participants 

The participants of this study were clients/patients who had utilized 

the services of the government-run Rural Health Units in the 

Calamianes Group of Islands. The target population comprised a 

purposive sample of 50 clients/patients from the RHUs in 

Busuanga, 50 from Coron, 50 from Culion, and 50 from 

Linapacan, for a total of 200 participants. 

The researcher purposely selected 50 respondents from each 

municipality to ensure equal representation across the four areas 

included in the Calamianes Group of Islands. 

Research Instruments 

The research instrument used in this study is a self-made, 

structured survey questionnaire developed by the researcher to 

assess the perceived health workforce capacity and health service 

delivery outcomes in the Rural Health Units (RHUs) of the 

Calamianes Group of Islands. The questionnaire was carefully 

constructed based on an extensive review of related literature, 

existing studies, and standardized health indicators from 

recognized agencies such as the Department of Health (DOH) and 

the World Health Organization (WHO). It is composed of three 

parts: Part A covered the demographic profile of the respondents, 

including variables such as age, sex, civil status, highest 

educational attainment, employment status, and place of residency, 

which are used to describe the respondents and identify possible 

differences in perceptions when grouped according to demographic 

characteristics. Part B focused on the current health workforce 

capacity in RHUs, and Part C examined the perceptions of 

respondents regarding health service delivery outcomes. Part A 

Parts B and C consisted of statements measured using a four-point 

Likert scale designed to quantify respondents’ level of agreement 

regarding various indicators of health workforce capacity and 

health service delivery outcomes. 

Prior to pilot testing, the researcher-made questionnaire underwent 

a series of rigorous preparations to ensure its validity, clarity, and 

appropriateness. The initial draft was developed from relevant 

literature and established health service frameworks to ensure that 

the items accurately reflected key indicators of rural health service 

delivery and workforce capacity. After drafting, the instrument was 

subjected to content validation by experts in public health, nursing, 

and research methodology, who evaluated the questionnaire in 

terms of relevance, clarity, grammar, and alignment with the study 

objectives. Their recommendations were carefully incorporated, 

leading to revisions that improved item clarity, eliminated 

redundancies, and strengthened the overall structure of the 

instrument. The revised questionnaire was then properly formatted, 

and a final version was prepared for pilot testing. 

The pilot testing phase was conducted to determine the clarity, 

reliability, and internal consistency of the self-made questionnaire 

before its actual administration to the target respondents. A small 

group of respondents with similar characteristics to the actual study 

population but not included in the final sample was selected. The 

questionnaire was administered in a manner similar to the actual 

data collection process to simulate real survey conditions. During 

this phase, respondents were encouraged to answer honestly and to 

identify any items that were unclear or difficult to understand. The 

researcher also observed the time required for completion and 

noted any difficulties encountered in answering the instrument. 

After pilot data collection, responses were encoded and subjected 

to reliability analysis using Cronbach’s alpha to determine the 

internal consistency of the questionnaire. 

The results of the reliability test using Cronbach’s alpha showed 

that the researcher-made questionnaire demonstrated good to 

excellent internal consistency across its constructs. The computed 

Cronbach’s alpha values ranged from 0.82 to 0.91, indicating that 

the items within each domain consistently measured the same 

underlying constructs. Based on standard interpretation, a 

Cronbach’s alpha value of 0.70 or higher is considered acceptable, 

0.80 or higher is considered good, and 0.90 or higher is considered 

excellent. These findings confirmed that the instrument crafted by 

the researcher is reliable and suitable for full-scale data collection. 

The said questionnaire utilized a four-point Likert scale to measure 

the respondents’ level of agreement with each statement. The scale 

consists of 4 – Strongly Agree (SA), 3 – Agree (A), 2 – Disagree 

(D), and 1 – Strongly Disagree (SD). This scale was used without a 

neutral option to encourage respondents to take a definite position 
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and to minimize central tendency bias. The mean score 

interpretation follows a range system, wherein 3.25 to 4.00 is 

interpreted as Strongly Agree, 2.50 to 3.24 as Agree, 1.25 to 2.49 

as Disagree, and 1.00 to 1.24 as Strongly Disagree. This scaling 

system allowed for the quantitative interpretation of perceptions 

and facilitated statistical analysis of the respondents’ assessments 

of health workforce capacity and health service delivery outcomes 

in RHUs. 

Data Collection Procedure 

The data collection process began upon securing approval from the 

Dean of the PSU Graduate School and the University Research and 

Ethics Review Committee (URERC) of Don Mariano Marcos 

Memorial State University. Once ethical clearance was obtained, 

the researchers conducted pilot testing to ensure the reliability of 

the research instrument. After confirming reliability, the 

researchers identified the selected Rural Health Units (RHUs) in 

the municipalities Busuanga, Coron, Culion, and Linapacan and 

coordinated directly with their health administrators to facilitate the 

research activities. 

Before participation, the study's purpose, scope, and procedures 

were clearly explained to ensure informed and voluntary 

involvement, and all respondents were provided with a copy of an 

informed consent form which they duly signed. Once informed 

consent was secured, survey questionnaires were distributed either 

in printed form or electronically. Printed forms were physical, 

manual, and static, whereas electronic forms are digital, dynamic, 

and easily integrated with data systems, depending on the 

accessibility and convenience of the RHUs. 

Follow-up reminders were issued during data collection to 

maximize response rates. The collection phase was carried out 

within a predetermined, approved timeline. Throughout the 

process, strict measures were implemented to ensure the 

confidentiality and anonymity of all respondents, using secure, 

properly managed private files accessible only to the respondents 

and the statistician. After the survey questionnaires were 

distributed, all collected data were systematically compiled, 

organized, and encoded in preparation for statistical analysis. 

Data Analysis Procedure 

All survey responses were encoded and processed after data 

collection using Microsoft Excel and SPSS statistical software. 

Descriptive and inferential statistical methods were employed to 

analyze the data systematically. Descriptive statistics summarized 

the respondents' demographic characteristics, perceptions of 

workforce capacity, and views on health service delivery 

indicators. This analysis included the computation of frequencies, 

means, percentages, and standard deviations, providing a 

comprehensive overview of the operational status of the Rural 

Health Units (RHUs) in Busuanga, Coron, Culion, and Linapacan 

from the clients/patients perspectives.  

Inferential statistical techniques were applied to determine 

potential relationships between variables. The chi- square test was 

used to examine the relationship between respondents’ 

demographic profiles, the current health workforce capacity and 

their perceptions of health service delivery outcomes. Pearson 

correlation analysis was used to examine the degree of association 

between workforce capacity variables (such as staffing and 

availability of health workers, staff performance and workload, 

perceived competence, and availability and adequacy of health 

resources) and health service delivery outcomes (including 

immunization coverage, maternal and child health services, family 

planning, and dengue prevention and control). Additionally, 

regression analysis was conducted to assess the predictive 

influence of workforce capacity factors on service delivery 

performance. 

The results of this analysis were interpreted to draw evidence-

based conclusions and generate actionable insights that could 

inform policy development, resource allocation, and staffing 

strategies aimed at improving healthcare delivery in rural and 

geographically isolated settings. 

Ethical Consideration  

All participants who took part in the study provided their full 

consent. A consent form confirmed each respondent’s voluntary 

agreement to participate in the study and to complete the 

questionnaire. Respondents were assured that the information they 

shared would only be used for academic and research purposes. 

The collection and use of written and online data were governed by 

the 2012 Data Privacy Act (Republic Act No. 10173), which 

requires that all personal information be handled with strict 

confidentiality and integrity. The researcher ensured that all data 

were stored securely and that participants' identities were kept 

private throughout the study. 

RESULTS AND DISCUSSION 
Respondents’ Demographic Profiles 

The following tables show the demographic profiles of the 

purposely selected clients of the Rural Health Units (RHUs) in the 

Calamianes Group of Islands. This includes their age, sex, civil 

status, highest educational attainment, employment status, and 

place of residency.  

Table 4.1 

Respondents’ Demographic Profiles in terms of Age 

Respondents’ Age 
Frequency 

(f) 

Percentage 

(%) 
Rank 

 

21 – 25 years old 47 23.5 2nd 

26 – 30 years old 54 27.0 1st 

31 – 35 years old 30 15.0 4th 

36 – 40 years old 31 15.5 3rd 

41 – 45 years old 10 5.0 6th 

46 – 50 years old 16 8.0 5th 

51 – 55 years old 5 2.0 7th 

56 – 60 years old 4 1.5 8th 

61 years old and above 3 1.5 9th 

TOTAL 200 100.0  

The analysis presented in Table 4.1 reveals the age distribution of 

the respondents, showing that the majority belong to the younger 

adult population. Specifically, respondents aged 26–30 years old 

comprised the largest proportion at 27.0% (f = 54), followed by 

those aged 21–25 years old at 23.5% (f = 47). Combined, these two 

groups accountedfor more than half of the total respondents 

(50.5%), indicating that most of the clients of the Rural Health 
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Units (RHUs) in the Calamianes Group of Islands were within the 

early adulthood stage. Meanwhile, respondents aged 31–40 years 

old represented a moderate proportion, while those aged 41 years 

and above comprised a relatively smaller segment of the 

population. The least represented groups were those aged 51 years 

and above, collectively accounting for only 5.0% of the 

respondents. 

This distribution suggests that RHU services were predominantly 

utilized by younger adults, who are typically in their reproductive 

and economically active years. Individuals within this age group 

are more likely to seek health services related to maternal and child 

health, family planning, preventive care, and minor illnesses. 

Likewise, the lower representation of older adults may indicate 

potential barriers to access, such as mobility limitations, 

geographic isolation, or possible underutilization of health services 

among the elderly population. It may also reflect demographic 

trends in rural areas, where younger populations are more visible in 

community-based health programs. 

These findings are supported by previous studies emphasizing that 

younger adults are more frequent users of primary healthcare 

services, particularly for preventive and reproductive health needs. 

According to the World Health Organization (2021), individuals in 

early adulthood are among the most active users of primary care 

services due to their engagement in reproductive health and 

preventive care programs. Similarly, a study by Gulliford Martin et 

al. (2019) found that healthcare utilization tends to vary across age 

groups, with younger adults more likely to access outpatient and 

community-based services. Furthermore, the United Nations 

(2020) reported that older adults in rural areas often face structural 

and accessibility barriers, leading to lower utilization of healthcare 

services despite having greater health needs. 

Table 4.2 

Respondents’ Demographic Profiles in terms of Sex 

Respondents’ Sex 
Frequency 

(f) 

Percentage 

(%) 

Ran

k 

 

Male 21 10.5 2nd 

Female 179 89.5 1st 

TOTAL 200 100.0  

Table 4.2 shows the distribution of respondents according to sex, 

indicating a markedly uneven composition of participants. Based 

on the analysis, female respondents constituted an overwhelming 

majority at 89.5% (f = 179), while male respondents accounted for 

only 10.5% (f = 21). This pattern clearly demonstrates that the 

clientele of the Rural Health Units (RHUs) in the Calamianes 

Group of Islands was predominantly female, suggesting that 

women were the primary users of available primary healthcare 

services in these communities. 

Furthermore, this imbalance may reflect gendered patterns in 

health-seeking behaviour within rural settings. Women are 

generally more engaged in utilizing health services due to their 

reproductive roles, including maternal care, family planning, and 

child health services, which are core programs of RHUs. 

Moreover, women tend to exhibit higher health awareness and are 

more likely to seek preventive care and early consultation. In 

contrast, the relatively low proportion of male respondents may 

indicate limited engagement of men in routine healthcare services, 

possibly due to work-related priorities, sociocultural expectations, 

or a tendency to seek care only during severe illness. This variation 

highlighted how gender roles and responsibilities influence 

patterns of healthcare utilization in rural communities. 

The results of this study are consistent with the study of Kawi et al. 

(2024), who found that in medically underserved Filipino 

communities, females comprised a larger proportion of healthcare 

users, highlighting gender differences in accessing health services. 

Similarly, this study also coincides with the findings of De 

Guzman et al. (2023), who emphasized that healthcare-seeking 

behavior among Filipino men remains a concern, as men are 

generally less likely to actively seek medical consultation, 

particularly for preventive care.  

Table 4.3 

Respondents’ Demographic Profiles in terms of Civil Status 

Respondents’ Civil 

Status 

Frequency 

(f) 

Percentage 

(%) 
Rank 

 

Single 65 32.5 2nd 

Married 132 66.0 1st 

Widowed 3 1.5 3rd 

TOTAL 200 100.0  

The data in Table 4.3 depict the distribution of respondents 

according to civil status, indicating that the majority were married. 

Specifically, 66.0% (f = 132) of the respondents were married, 

while 32.5% (f = 65) were single, and only 1.5% (f = 3) were 

widowed. This shows that approximately two-thirds of the 

respondents were in marital unions, making married individuals the 

dominant group among clients of the Rural Health Units (RHUs) in 

the Calamianes Group of Islands. 

This pattern suggests that married individuals are more likely to 

utilize RHU services compared to their single or widowed 

counterparts. One possible explanation is that married individuals 

often have greater health responsibilities not only for themselves 

but also for their spouses and children, which increases their 

interaction with healthcare services. In particular, married women 

frequently access maternal and child health services, immunization 

programs, and family planning services, which are among the 

primary functions of RHUs. On the other hand, single individuals 

may have fewer immediate health-related responsibilities, while 

widowed individuals, though potentially having greater health 

needs due to age, may face barriers such as limited mobility or lack 

of social support, resulting in lower utilization rates. 

The findings of this study are parallel with Dela Cruz et al. (2021), 

who underscored that marital status significantly influences 

healthcare utilization, with married individuals more likely to seek 

health services due to increased family responsibilities and support 

systems. In addition, the results also validated the findings of 

Reyes and Santos (2020), who echoed that married Filipinos 

demonstrate higher engagement in preventive health services, 

particularly in maternal and child health programs delivered 

through community health facilities. Furthermore, the Philippine 

Statistics Authority (2022) reported that household structure and 

marital status are key determinants of health-seeking behavior in 

the Philippines, as family-oriented individuals are more inclined to 

access healthcare services regularly.  
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Table 4.4 

Respondents’ Demographic Profiles in terms of Highest 

Educational Attainment 

Respondents’ 

Educational Attainment 

Frequency 

(f) 

Percentage 

(%) 

Ran

k 

 

Elementary Graduate 60 30.0 2nd 

High School Graduate 111 55.5 1st 

College Graduate 26 13.0 3rd 

Master’s Degree 1 0.5 5th 

Others 2 1.0 4th 

TOTAL 200 100.0  

Table 4.4 reflects the educational background of the respondents, 

showing that most of them have attained only basic levels of 

formal education. The data depicts that the largest proportion 

consisted of high school graduates at 55.5% (f = 111), followed by 

elementary graduates at 30.0% (f = 60). In contrast, only 13.0% (f 

= 26) were college graduates, while a very small number have 

pursued postgraduate education (0.5%).  A minimal proportion fell 

under other categories (1.0%). This indicates that the biggest chunk 

of the respondents had educational attainment limited to the 

elementary and secondary levels. 

Notably, the data suggest that the clientele of Rural Health Units 

(RHUs) in the Calamianes Group of Islands was largely composed 

of individuals with modest educational backgrounds. This 

educational profile may have shaped how these respondents 

accessed, understood, and utilized health information and services. 

This may imply that individuals with lower educational attainment 

may have limited health literacy, which can affect their ability to 

comprehend medical instructions, preventive care guidelines, and 

health promotion messages.  

Local studies in the Philippines reinforce the observed relationship 

between educational attainment and health service utilization. 

According to the Philippine Statistics Authority (2022), individuals 

with lower educational levels tend to have reduced access to health 

information and are more dependent on public health facilities for 

care. Similarly, a study by Cabral et al. (2021) found that health 

literacy among Filipinos is strongly associated with educational 

attainment, with those having lower education demonstrating 

difficulties in understanding health information and navigating 

healthcare services. Furthermore, this study coincides with Soriano 

et al. (2020), who emphasized that effective health communication 

strategies in rural Philippine settings must consider the educational 

profile of the population to ensure that health programs are 

properly understood and utilized. These findings support the 

present results, highlighting the critical role of education in shaping 

health behaviors and access to care. 

Table 4.5 

Respondents’ Demographic Profiles in terms of Employment Status 

Respondents’ 

Employment Status 

Frequency 

(f) 

Percentage 

(%) 
Rank 

 
Employed (Full-time) 23 11.5  

Employed (Part-time) 14 7.0  

Self-employed 13 6.5  

Unemployed 89 44.5  

Student 4 2.0  

Homemaker 57 28.5  

TOTAL 200 100.0  

A different pattern emerged when respondents were grouped 

according to employment status, as shown in Table 4.5. The largest 

share of the sample wass composed of unemployed individuals, 

accounting for 44.5% (f = 89), followed by homemakers at 28.5% 

(f = 57). In contrast, those who were formally employed on a full-

time basis represented only 11.5% (f = 23), while part-time 

workers (7.0%) and self-employed individuals (6.5%) comprised 

relatively smaller proportions. Students made up the least 

represented group at 2.0% (f = 4). Taken together, these figures 

indicate that a substantial majority of respondents were not 

engaged in formal employment. 

This distribution provides insight into the socioeconomic context 

of the respondents, suggesting that many RHU clients may have 

limited and unstable sources of income. The high proportion of 

unemployed individuals and homemakers implies that a significant 

segment of the population may depend on publicly funded health 

services due to financial constraints. In rural settings such as the 

Calamianes Group of Islands, employment opportunities may be 

limited, which can directly influence healthcare access and 

utilization patterns. Individuals without stable income are more 

likely to rely on free or subsidized services offered by RHUs, while 

also potentially delaying healthcare-seeking due to competing 

financial priorities. 

The results of this study are consistent with the findings of 

Bredenkamp and Buisman (2020), who found that economically 

disadvantaged Filipinos tend to rely heavily on public primary 

healthcare services, as private healthcare remains less accessible to 

them.  

This was validated by the report of the Philippine Statistics 

Authority (2022), who highlighted that individuals who are 

unemployed or engaged in informal work are more likely to 

depend on government health facilities due to financial limitations. 

Moreover, Dayrit et al. (2018) emphasized that socioeconomic 

inequalities, including employment status, significantly influence 

access to and utilization of healthcare services in the country.  

Table 4.6 

Respondents’ Demographic Profiles in terms of Place of Residency 

Respondents’ Place of 

Residency 

Frequency 

(f) 

Percentage 

(%) 

 

Busuanga 50 50.0 

Coron 50 50.0 

Culion 50 50.0 

Linapacan 50 50.0 

TOTAL 200 100.0 

Table 4.6 presents the distribution of respondents according to their 

place of residency, showing that all four municipalities—
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Busuanga, Coron, Culion, and Linapacan—have an equal number 

of respondents, each with a frequency of 50. Although the table 

indicates 50.0% for each category, this should be interpreted in the 

context of the total sample, where each municipality actually 

represents 25% of the 200 respondents. The absence of ranking 

further reflects that no single area dominated the sample, as all 

locations were equally represented. 

This uniform distribution is not coincidental but is a direct result of 

the study’s sampling design. The researcher purposely selected 50 

respondents from each municipality to ensure equal representation 

across the four areas included in the Calamianes Group of Islands. 

By doing so, the study avoided overrepresentation of any single 

locality and allowed for a more balanced comparison of responses, 

particularly in examining health workforce capacity and service 

delivery outcomes across different rural settings. 

This approach strengthened the internal validity of the study when 

making comparisons between municipalities. Since each area 

contributed an equal number of respondents, any observed 

differences in perceptions or outcomes can be more confidently 

attributed to contextual or systemic factors rather than unequal 

sample sizes. This is validated by the findings of Ballesteros et al. 

(2021), who emphasized that equal allocation of respondents 

across study areas is a practical strategy in rural and island settings 

to facilitate meaningful cross-site comparisons. Furthermore, 

Dayrit et al. (2018) highlighted that in geographically dispersed 

regions, deliberate sampling designs are often necessary to capture 

diverse local contexts within the health system. 

Respondents’ Assessments on the Current Health Workforce 

Capacity in the RHUs of the Calamianes Group of Islands 

The following tables illustrate the current health workforce 

capacity in the Rural Health Units (RHUs) of the Calamianes 

Group of Islands as evaluated by the respondents. This includes the 

following parameters, namely:  staffing and availability of health 

workers; staff performance and workload; perceived competence; 

and availability and adequacy of health resources. To ensure a 

systematic and objective interpretation of the data, descriptive 

statistical measures—particularly mean ratings—were utilized to 

quantify and summarize the respondents’ assessments.  

Table 4.7.  

Respondents’ Assessments on the Current Health Workforce 

Capacity in the RHU in terms of staffing and availability of Health 

Workers 

Statement Mean  Descriptor 

1. There are enough doctors, 

nurses and other health 

workers available at our 

RHU 

2.56 Agree 

2. Healthcare workers in RHU 

are available when needed. 

3.30 Strongly 

Agree 

3. Health workers are present 

during RHU operating 

hours. 

3.27 Strongly 

Agree 

4. I do not experience long 

waiting times when visiting 

the RHU. 

3.06 Agree 

5. The RHU staff 

accommodates all clients 

equally and fairly. 

3.32 Strongly 

Agree 

Overall Mean Rating 3.11 Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50; Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 

1.76 – 2.50; Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 

4.00 

Table 4.7 presents the respondents’ assessments of the current 

health workforce capacity in the Rural Health Units (RHUs) in 

terms of staffing and availability of health workers. Overall, the 

composite mean of 3.11, interpreted as satisfactory, indicates that 

respondents generally perceived the availability of health personnel 

to be adequate, although there remains room for improvement in 

certain aspects of staffing. 

A closer examination of the individual indicators revealed varying 

perceptions across specific dimensions. The statement “The RHU 

staff accommodates all clients equally and fairly” obtained the 

highest mean score of 3.32, interpreted as strongly agree, 

suggesting that respondents perceived a high level of fairness and 

inclusivity in the delivery of services. Similarly, the statements 

“Healthcare workers in RHU are available when needed” (M = 

3.30) and “Health workers are present during RHU operating 

hours” (M = 3.27) were also rated as strongly agree. These 

findings indicate that RHUs were generally reliable in ensuring the 

presence and accessibility of health personnel during service hours, 

which is a critical component of effective primary healthcare 

delivery. 

On the other hand, relatively lower mean scores were observed in 

the statements “I do not experience long waiting times when 

visiting the RHU” (M = 3.06) and “There are enough doctors, 

nurses, and other health workers available at our RHU” (M = 

2.56), both interpreted as agree. While these ratings remain 

positive, they suggest some concerns regarding staffing sufficiency 

and service efficiency. In particular, the lower mean for the 

adequacy of health workers implies that although personnel were 

present and accessible, their number may not be fully sufficient to 

meet client demands, which may, in turn, contributed to waiting 

times experienced by some respondents. 

Taken together, the findings suggest that RHUs in the Calamianes 

Group of Islands were performing well in terms of staff presence, 

responsiveness, and equitable service delivery. However, 

challenges related to the adequacy of staffing levels persisted, 

potentially affecting the efficiency of service provision. This 

indicates that workforce availability was not solely about physical 

presence but also about having a sufficient number of personnel to 

handle the volume of clients effectively. 

These results highlighted the need to strengthen human resource 

allocation in RHUs, particularly in rural and geographically 

isolated areas. While maintaining consistent staff presence is 

commendable, increasing the number of healthcare workers may 

further reduce waiting times and improve overall service 

efficiency.  

These findings are supported by Dayrit et al. (2018), who 

emphasized that inequitable distribution and insufficient numbers 

of healthcare workers contribute to service delays and increased 



Copyright © ISRG Publishers. All rights Reserved. 

 DOI: 10.5281/zenodo.20502542    
248 

 

workload in public health facilities. This also validates the study of 

the Department of Health (2018), which reported that while 

primary healthcare facilities often ensure staff presence, shortages 

in the number of health workers remain a persistent issue, 

particularly in rural areas. Furthermore, this also supports the study 

by Caballes et al. (2020), who found that patient satisfaction in 

rural health units is strongly associated with the availability and 

responsiveness of health workers, but is negatively affected by 

long waiting times and understaffing.  

Table 4.8. 

Respondents’ Assessments on the Current Health Workforce 

Capacity in the RHU in terms of Staff Performance and Workload 

Statement Mean  Descriptor 

1. Health workers at the RHU 

attend to my needs 

properly. 

3.33 Strongly Agree 

2. Staff provides enough time 

and attention during 

consultations.  

3.30 Strongly Agree 

3. Our RHU staff workload is 

spread out among the 

personnel.  

3.31 Strongly Agree 

4. The RHU is not too 

crowded, and staff handles 

the client load well. 

3.20 Agree 

5. I feel comfortable 

communicating with RHU 

staff. 

3.30 Strongly Agree 

6. The RHU staff appears 

well-trained and 

professional. 

3.31 Strongly Agree 

Overall Mean Rating 3.28 
Very 

Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50; Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 

1.76 – 2.50; Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

Table 4.8 illustrates how respondents evaluated the current health 

workforce capacity in the Rural Health Units (RHUs) regarding 

staff performance and management of workload. The overall mean 

of 3.28, interpreted as very satisfactory, indicates that clients 

generally perceived RHU staff as skilled, attentive, and capable of 

handling their responsibilities efficiently. This reflects a high level 

of approval for both the quality of care provided and the 

professionalism demonstrated by health personnel. 

Examining the individual statements, the highest-rated items 

included “Health workers at the RHU attend to my needs 

properly” (M = 3.33), “Our RHU staff workload is spread out 

among the personnel” (M = 3.31), and “The RHU staff appears 

well-trained and professional” (M = 3.31), all of which were rated 

as strongly agree. These responses reflect that the respondents 

recognized both the technical competence and organizational 

efficiency of the RHU staff. Similarly, statements related to 

patient-centered care—“Staff provides enough time and attention 

during consultations” (M = 3.30) and “I feel comfortable 

communicating with RHU staff” (M = 3.30)—also received 

strongly agree ratings, highlighting effective communication and 

supportive interaction between health workers and clients. 

Meanwhile, the slightly lower-rated item, “The RHU is not too 

crowded, and staff handles the client load well” (M = 3.20, agree), 

indicates that while the RHU generally manages patient flow 

effectively, there were occasional challenges in handling high 

client volumes. This suggests that during peak periods, staff may 

experience temporary stress or workload pressure, which can affect 

service efficiency and client satisfaction. This highlighted the need 

for management to monitor patient volume trends and implement 

strategies to prevent overcrowding, such as optimizing scheduling, 

deploying additional staff during peak hours, or streamlining 

service procedures. 

The results of the analyses suggest that the RHU workforce in the 

Calamianes Group of Islands wass not only present but also 

skilled, professional, and responsive to client needs. Staff 

performance appeared to be positively associated with workload 

management and client satisfaction, which was critical for 

delivering quality primary healthcare services in rural settings. 

Likewise, effective distribution of workload and professional 

competence help maintain high service standards even in resource-

constrained environments, contributing to the positive perceptions 

reported by respondents. 

The aforementioned findings validated the study of Mendoza et al. 

(2022), who found that client satisfaction was strongly linked to 

staff professionalism, attentiveness, and effective workload 

management. Similarly, Galvez et al. (2021) reported that well-

trained and communicative health workers significantly improve 

patient confidence and engagement in primary care services in 

rural Philippine communities. Additionally, this also corroborated 

the findings of Cruz et al. (2023), who emphasized that equitable 

distribution of tasks and proper staff organization enhances service 

delivery efficiency and client satisfaction, particularly in 

geographically isolated health facilities.  

Table 4.9.  

Respondents’ Assessments on the Current Health Workforce 

Capacity in the RHU in terms of Perceived Competence 

Statement Mean  Descriptor 

1. Health workers in our RHU 

are knowledgeable and 

competent. 

3.29 Strongly Agree 

2. I trust the skills and judgment 

of the RHU doctors, nurses, 

and midwives. 

3.30 Strongly Agree 

3. Healthcare providers at the 

RHU explain medical 

information clearly. 

3.32 Strongly Agree 

4. I am confident in the ability of 

RHU staff to handle my health 

concerns.  

3.27 Strongly Agree 

5. The health workers provide 

respectful and culturally 

sensitive care 

3.34 Strongly Agree 
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Overall Mean Rating 3.30 
Very 

Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50; Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 1.76 

– 2.50; Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

The results in Table 4.9 demonstrate the respondents’ consistently 

high evaluation of health workers’ competence across all 

statements. With an overall mean of 3.30, interpreted as very 

satisfactory, respondents collectively expressed strong confidence 

in the knowledge, skills, and professional capabilities of RHU 

personnel.  

In particular, the statement “The health workers provide respectful 

and culturally sensitive care” received the highest mean (M = 

3.34), suggesting that respondents highly valued not only technical 

competence but also the interpersonal and cultural aspects of care. 

This was followed closely by “Healthcare providers at the RHU 

explain medical information clearly” (M = 3.32) and “I trust the 

skills and judgment of the RHU doctors, nurses, and midwives” (M 

= 3.30), statements rated as strongly agree  reflected a strong trust 

and effective communication between clients and providers. 

Meanwhile, the strongly agree rating for “Health workers in our 

RHU are knowledgeable and competent” (M = 3.29) and “I am 

confident in the ability of RHU staff to handle my health concerns” 

(M = 3.27) further reinforced the perception that RHU personnel 

were capable of delivering reliable and quality care. 

Taken together, these findings suggest that competence in the 

RHUs was not limited to clinical knowledge alone but extended to 

communication skills, cultural sensitivity, and the ability to build 

patient trust. This holistic competence is essential in rural 

healthcare settings, where strong provider-client relationships often 

compensate for limitations in resources and infrastructure. Further, 

the uniformly high ratings imply that respondents felt assured and 

secure in the care they received, which is a critical factor in 

sustaining healthcare utilization and patient satisfaction. 

This result highlights the importance of continuous professional 

development and training for healthcare workers. Maintaining high 

levels of competence requires ongoing capacity-building efforts, 

particularly in communication skills and culturally responsive care. 

Moreover, fostering trust and confidence among clients can 

enhance adherence to treatment and encourage regular use of 

health services, ultimately improving health outcomes in rural 

communities. 

These findings are supported by Salazar et al. (2021), who found 

that clear communication and respectful care significantly improve 

patient confidence and engagement in rural health facilities. 

Similarly, this also corroborates the findings of Ramos et al. 

(2023), who posited that culturally sensitive and patient-centered 

care is a key determinant of satisfaction and continued healthcare 

utilization among Filipino patients.  

Table 4.10. 

Respondents’ Assessments on the Current Health Workforce 

Capacity in the RHU in terms of Availability and Adequacy of 

Health Resources 

Statement Mean  Descriptor 

1. The RHU has enough 

medicines and medical 

supplies when I need them. 

3.03  Agree 

2. Medical equipment at the 

RHU is working and well-

maintained.  

3.13  Agree 

3. The RHU has the necessary 

resources to meet patients' 

health needs. 

3.05  Agree 

4. The RHU’s facilities (e.g., 

waiting areas, restrooms, 

consultation rooms) are 

clean and adequate. 

3.23  Agree 

5. There are no frequent 

delays in receiving health 

services due to lack of 

resources. 

3.11  Agree 

Overall Mean Rating 3.10 Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50; Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 1.76 

– 2.50; Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

Table 4.10 presents the respondents’ assessments of the current 

health workforce capacity in the Rural Health Units (RHUs) with 

regard to the availability and adequacy of health resources. The 

overall mean rating of 3.10, interpreted as satisfactory, indicates 

that while respondents generally perceived the RHU resources as 

sufficient, there remained potential for improvement in terms of 

ensuring full adequacy and timely availability of medical supplies, 

equipment, and facilities. 

It can be gleaned in the analysis that the highest-rated statement is 

“The RHU’s facilities (e.g., waiting areas, restrooms, consultation 

rooms) are clean and adequate” (M = 3.23), followed closely by 

“Medical equipment at the RHU is working and well-maintained” 

(M = 3.13) and “There are no frequent delays in receiving health 

services due to lack of resources” (M = 3.11), all interpreted as 

agree. These results suggest that respondents recognized efforts 

made by RHUs to maintain functional infrastructure and service 

delivery despite the challenges of a resource-limited setting.  

Conversely, the relatively lower rating for “The RHU has enough 

medicines and medical supplies when I need them” (M = 3.03) 

signaled a minor gap in the consistent availability of essential 

medical resources, which could affect the efficiency and 

responsiveness of healthcare services. This suggests that while the 

health unit generally maintained a functional supply of medications 

and medical supplies, there were occasional shortages or delays 

that may have hindered the timely delivery of care. Such gaps, 

even if small, had the potential to affect the overall efficiency and 

responsiveness of healthcare services, possibly leading to delays in 

treatment, increased workload for staff as they manage stock 

issues, and reduced patient satisfaction.  

Although RHUs appeared to manage existing resources effectively, 

the slightly lower scores in supply adequacy and service continuity 

reflected the persistent challenge of resource constraints commonly 

observed in rural and geographically isolated areas. Limited access 

to medicines and functional equipment can impede timely care and 
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compromise the quality of health services, underscoring the 

importance of strategic resource allocation and logistics 

management within rural healthcare systems. 

These findings are consistent with Mendoza et al. (2022), who 

reported that while rural health units in the Philippines strive to 

maintain adequate medical supplies and functional facilities, stock-

outs and equipment shortages are still common, particularly in 

remote island communities. Similarly, Dayrit et al. (2020) 

emphasized that limited healthcare resources, including medical 

supplies, equipment, and facilities, remain a key barrier to 

achieving equitable health service delivery in rural areas. 

Furthermore, a study by Garcia et al. (2021) noted that patients’ 

satisfaction in rural primary care is positively correlated with the 

availability of essential medicines and well-maintained equipment, 

suggesting that resource adequacy directly influences both 

perceived and actual quality of care.  

Respondents’ Perceptions on Health Service Delivery 

Outcomes in the Rural Health Units in the Calamianes Group 

of Islands 

The succeeding tables present the respondents’ perceptions of 

health service delivery outcomes in the Rural Health Units (RHUs) 

in terms of the following program areas: expanded immunization, 

maternal care services, child health services, family planning, and 

dengue prevention and control. 

Table 4.11. 

Respondents’ Perceptions on Health Service Delivery Outcomes in 

the RHU in terms of Expanded Immunization 

Statement Mean  Descriptor 

1. Vaccination services at the 

RHU are accessible and 

convenient.  

3.38  Strongly 

Agree 

2. Parents and significant others 

are informed about vaccine 

schedules. 

3.36 Strongly 

Agree 

3. Vaccines are administered on 

time and without delays. 

3.35 Strongly 

Agree 

4. Immunization procedures at the 

RHU are organized and 

efficient. 

3.27 Strongly 

Agree 

5. Children are given proper 

follow-up to ensure they 

complete their vaccination 

schedules. 

3.31 Strongly 

Agree 

Overall Mean Rating 3.33 
Very 

Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50;  

Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 1.76 

– 2.50;  

Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

Table 4.11 examines the respondents’ perceptions of health service 

delivery outcomes in the Rural Health Unit (RHU) with respect to 

the Expanded Immunization Program (EPI). The overall mean 

rating of 3.33, interpreted as very satisfactory, indicates that 

immunization services were generally perceived to be effective, 

accessible, and well-managed, although there remained room for 

further strengthening to achieve optimal performance. 

A closer examination of the indicators reveals that all items were 

strongly agreed by the respondents, reflecting a consistently 

positive assessment of the immunization services. The highest-

rated indicator, “Vaccination services at the RHU are accessible 

and convenient” (M = 3.38), suggests that RHUs were effectively 

reaching their target populations, a critical component of 

successful immunization programs. This was followed closely by 

“Parents and significant others are informed about vaccine 

schedules” (M = 3.36) and “Vaccines are administered on time 

and without delays” (M = 3.35), indicating strong performance in 

the health education and service efficiency.  

Meanwhile, slightly lower ratings for “Immunization procedures at 

the RHU are organized and efficient” (M = 3.27) and “Children 

are given proper follow-up to ensure they complete their 

vaccination schedules” (M = 3.31) imply that while systems were 

functional, there may still be gaps in continuity of care and service 

organization.  

These findings suggest that RHUs were generally successful in 

delivering essential immunization services, particularly in terms of 

accessibility and timely administration. However, ensuring 

consistent follow-up and further improving service organization 

were areas that may require enhancement to achieve higher levels 

of program effectiveness. 

The results align with study of Ulep and Uy (2022), which 

underscored that the immunization program has significantly 

contributed to reducing morbidity and mortality from vaccine-

preventable diseases, demonstrating the effectiveness of sustained 

immunization efforts in the country. However, despite these 

achievements, immunization coverage has remained below the 

national target of 95%, largely due to systemic challenges such as 

gaps in service delivery, logistics, and follow-up mechanisms. This 

supports the present findings, where accessibility and initial service 

delivery were rated positively, but aspects such as follow-up and 

continuity still required improvement. 

Furthermore, studies on immunization practices in local settings 

emphasize the importance of community-based health education 

and active monitoring to ensure full vaccination coverage. Ridad 

(2019) noted that despite the presence of immunization programs, 

some children remain under-immunized due to issues related to 

awareness, compliance, and follow-up.  

Table 4.12. 

Respondents’ Perceptions on Health Service Delivery Outcomes in 

the RHU in terms of Maternal Care Services 

Statement Mean  Descriptor 

1. Pregnant women receive 

complete prenatal care at 

the RHU. 

3.41  Strongly 

Agree 

2. The RHU provides safe 

delivery services or proper 

referrals. 

3.35 Strongly 

Agree 

3. Maternal checkups and 3.33 Strongly 
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health education are 

available. 

Agree 

4. Expectant mothers are 

regularly monitored by 

RHU staff. 

3.34 Strongly 

Agree 

5. I am satisfied with the 

maternal services offered at 

the RHU. 

3.35 Strongly 

Agree 

Overall Mean Rating 3.35 
Very 

Satisfactory 

Table 4.12 portrays the respondents’ perceptions of health service 

delivery outcomes in the Rural Health Units (RHUs) in terms of 

maternal care services. The overall mean rating of 3.35, interpreted 

as very satisfactory, indicates that maternal health services 

provided by the RHUs were highly regarded by the respondents, 

reflecting effective service delivery and strong maternal care 

practices in these facilities. 

Examining the individual indicators, the analysis revealed that all 

statements received ratings within the strongly agree range, 

suggesting a consistently high level of satisfaction among 

respondents. The highest-rated item, “Pregnant women receive 

complete prenatal care at the RHU” (M = 3.41), highlights the 

effectiveness of RHUs in delivering comprehensive antenatal 

services, which are essential for ensuring positive maternal and 

neonatal outcomes. This is followed by “The RHU provides safe 

delivery services or proper referrals” (M = 3.35) and “I am 

satisfied with the maternal services offered at the RHU” (M = 

3.35), indicating that respondents perceived both direct care and 

referral systems as reliable and efficient. Additionally, “Expectant 

mothers are regularly monitored by RHU staff” (M = 3.34) and 

“Maternal checkups and health education are available” (M = 

3.33) further affirmed that the RHUs were consistent in providing 

continuous monitoring and essential health education for pregnant 

women. 

Overall, the findings imply that maternal care services in the RHUs 

were highly satisfactory and effectively delivered, demonstrating 

strong adherence to maternal health standards. These findings 

suggest that RHUs in the Calamianes Group of Islands were 

performing well in delivering key maternal health services, 

particularly in prenatal care, monitoring, and referral systems. The 

consistently high ratings reflected the ability of RHU personnel to 

provide accessible, timely, and quality maternal healthcare, which 

is critical in reducing maternal and infant morbidity and mortality. 

The results are supported by local and national studies emphasizing 

the importance of primary healthcare facilities in improving 

maternal health outcomes in the Philippines. According to Dayrit et 

al. (2020), the Philippine health system relies heavily on primary 

care providers such as RHUs to deliver essential maternal services, 

including prenatal care, safe delivery, and postnatal monitoring, 

particularly in geographically isolated and disadvantaged areas. 

Similarly, a study by Dela Cruz and Torres (2021) found that 

effective prenatal care services and regular maternal monitoring in 

rural health settings significantly contribute to improved maternal 

satisfaction and better pregnancy outcomes. 

Moreover, research by Mendoza et al. (2022) highlighted that the 

availability of trained healthcare workers and structured maternal 

health programs in rural health units enhances service utilization 

and patient trust. The high level of agreement observed in this 

study, particularly in terms of prenatal care completeness and 

regular monitoring, reflects the successful implementation of these 

programs.  

Table 4.13. 

Respondents’ Perceptions on Health Service Delivery Outcomes in 

the RHU in terms of Child Health Services 

Statement Mean  Descriptor 

1. Growth monitoring 

(weight/height check) for 

children is provided. 

3.32  Strongly 

Agree 

2. The RHU offers nutritional 

advice and supplementation 

for children. 

3.30 Strongly 

Agree 

3. Common childhood illnesses 

are appropriately addressed.

  

3.15 Agree 

4. The RHU keeps track of my 

child’s health progress. 

3.14 Agree 

5. Child health services are 

easily accessible and effective 

3.25 Strongly 

Agree 

Overall Mean Rating 3.23 Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50;  

Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 1.76 

– 2.50;  

Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

Table 4.13 presents the respondents’ perceptions of health service 

delivery outcomes in the Rural Health Units (RHUs) in terms of 

child health services. The overall mean rating of 3.23, interpreted 

as satisfactory, indicates that child health services were generally 

perceived to be adequate and effective, although certain aspects 

may still require enhancement to achieve a higher level of service 

quality. 

A closer analysis of the individual indicators shows that most items 

fell within the agree to strongly agree range, reflecting a generally 

positive assessment of RHU child health services. The highest-

rated indicator, “Growth monitoring (weight/height check) for 

children is provided” (M = 3.32), suggests that RHUs were 

consistent in implementing essential child health interventions such 

as regular monitoring, which is crucial for early detection of 

growth and developmental issues. Similarly, “The RHU offers 

nutritional advice and supplementation for children” (M = 3.30) 

and “Child health services are easily accessible and effective” (M 

= 3.25) indicate that preventive and promote services were readily 

available and accessible to the community. 

On the other hand, relatively lower mean ratings were observed in 

“Common childhood illnesses are appropriately addressed” (M = 

3.15) and “The RHU keeps track of my child’s health progress” 

(M = 3.14), both interpreted as agree. These findings imply that 

while basic services were in place, there may be limitations in case 
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management and continuity of care, particularly in monitoring 

children’s long-term health outcomes. 

These results suggest that the RHUs were performing adequately in 

delivering essential child health services, particularly in preventive 

care such as growth monitoring and nutrition support. However, 

strengthening follow-up mechanisms and improving the 

management of childhood illnesses needed further enhancement in 

service effectiveness. 

The findings are supported by the study of Solon et al. (2021), who 

echoed that rural health units in the Philippines play a critical role 

in delivering preventive child health services, including growth 

monitoring and nutrition programs, which significantly contribute 

to improved child health outcomes. Similarly, research by Garcia 

and Lopez (2020) emphasized that accessibility of child health 

services in local health units is generally high; however, challenges 

remain in ensuring continuity of care and comprehensive case 

management, particularly in rural and geographically isolated 

areas. 

Moreover, the study of Reyes et al. (2022) highlighted that while 

routine services such as immunization and nutritional support are 

widely implemented, tracking systems for child health progress 

and follow-up consultations are often limited due to workforce and 

resource constraints. This supports the present findings, where 

slightly lower ratings were observed in indicators related to 

monitoring and illness management. 

Overall, the findings imply that child health services in the RHUs 

were satisfactorily delivered, particularly in terms of accessibility 

and preventive care. Nonetheless, improving systems for 

continuous monitoring, strengthening case management of 

childhood illnesses, and enhancing follow-up services are 

necessary to further improve child health outcomes in rural 

communities. 

Table 4.14. 

Respondents’ Perceptions on Health Service Delivery Outcomes in 

the RHU in terms of Family Planning Services 

Statement Mean  Descriptor 

1. Family planning information is 

available and easy to 

understand. 

 

3.54  Strongly 

Agree 

2. Various family planning 

methods are available in the 

RHU. 

3.53 Strongly 

Agree 

3. I received proper counseling 

about family planning. 

 

3.52 Strongly 

Agree 

4. The RHU respects my choices 

and decisions regarding family 

planning. 

 

3.56 Strongly 

Agree 

5. The family planning services 

are delivered privately and 

respectfully. 

3.54 Strongly 

Agree 

Overall Mean Rating 3.54 Very 

Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50; Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 

1.76 – 2.50;  

Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

Table 4.14 presents the respondents’ perceptions of health service 

delivery outcomes in the Rural Health Units (RHUs) in terms of 

family planning services. The results of the analysis reveals that all 

statements obtained ratings within the strongly agree range, 

reflecting a consistently high level of satisfaction among 

respondents. The highest-rated indicator, “The RHU respects my 

choices and decisions regarding family planning” (M = 3.56), 

underscored the presence of a rights-based and client-centered 

approach in service delivery. This is followed closely by “Family 

planning information is available and easy to understand” (M = 

3.54) and “The family planning services are delivered privately 

and respectfully” (M = 3.54), suggesting that the RHUs effectively 

ensured both accessibility of information and the protection of 

client privacy and dignity. Furthermore, “Various family planning 

methods are available in the RHU” (M = 3.53) and “I received 

proper counseling about family planning” (M = 3.52) indicate that 

the RHUs provided comprehensive options and adequate 

counseling, enabling clients to make informed reproductive health 

decisions. 

These findings imply that the RHUs were highly effective in 

delivering family planning services, particularly in promoting 

informed choice, ensuring method availability, and maintaining 

respectful and confidential care. The consistently high ratings 

reflected the successful implementation of reproductive health 

programs at the primary care level. 

The results are congruent with the findings of Cabral et al. (2021), 

who stressed that the quality of family planning services in public 

health facilities significantly improves when clients are provided 

with comprehensive information, a wide range of contraceptive 

options, and respectful counseling, all of which enhance client 

satisfaction and service utilization. Similarly, the results also 

confirmed the study by Juarez and Paz (2020), who argued that 

privacy, confidentiality, and respect for client autonomy are among 

the most important factors influencing the acceptance and 

continued use of family planning methods in rural communities. 

Notably, the overall mean rating of 3.54, interpreted as very 

satisfactory, indicates that family planning services from the RHUs 

were highly effective, client-centered, and responsive to the needs 

of the community. This statistic indicates that family planning 

services by the RHUs were delivered at a very satisfactory level, 

demonstrating strong adherence to principles of accessibility, 

informed choice, and respectful care. This suggests that sustaining 

these strengths, along with continuous support for health workers 

and resource availability, will be essential in maintaining and 

further enhancing reproductive health service delivery in rural 

areas. 

Table 4.15. 

Respondents’ Perceptions on Health Service Delivery Outcomes in 

the RHU in terms of Dengue Prevention and Control 

Statement Mean  Descriptor 
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1. Our RHU provides regular 

information about dengue 

prevention. 

 

3.23  Agree 

2. Mosquito fogging or control 

efforts are conducted regularly. 

 

3.11 Agree 

3. RHU staff educate households 

on how to prevent dengue. 

 

3.20 Agree 

4. Dengue cases are appropriately 

managed in our community. 

 

3.17 Agree 

5. I am informed and supported in 

preventing dengue at home.

  

3.26 Strongly 

Agree 

Overall Mean Rating 3.19 Satisfactory 

Legend for the Mean: Strongly Disagree: 1.00 – 1.75; Disagree: 

1.76 – 2.50;  

Agree: 2.51 – 3.25; Strongly Agree: 3.26 – 4.00 

Legend for the Overall Mean Rating: Poor: 1.00 – 1.75; Fair: 1.76 

– 2.50;  

Satisfactory: 2.51 – 3.25; Very Satisfactory: 3.26 – 4.00 

Table 4.15 illustrates the respondents’ perceptions regarding health 

service delivery outcomes in the Rural Health Units (RHUs) in 

relation to dengue prevention and control. The computed overall 

mean of 3.19, categorized as satisfactory, suggests that the delivery 

of dengue-related services wass generally acceptable and 

operational. However, the findings also indicate the presence of 

certain areas that may need further enhancement to achieve more 

effective and comprehensive service delivery. 

The results of the analysis shows that most statements were agreed 

to by the respondents, reflecting a moderately positive perception 

of dengue prevention efforts. The highest-rated item, “I am 

informed and supported in preventing dengue at home” (M = 

3.26), interpreted as strongly agree, suggests that RHUs were 

relatively effective in empowering households with knowledge and 

support for dengue prevention. Similarly, “Our RHU provides 

regular information about dengue prevention” (M = 3.23) and 

“RHU staff educate households on how to prevent dengue” (M = 

3.20) indicate that health education initiatives were being 

implemented consistently within the community. 

However, relatively lower mean ratings were observed in “Dengue 

cases are appropriately managed in our community” (M = 3.17) 

and “Mosquito fogging or control efforts are conducted regularly” 

(M = 3.11), both interpreted as agree. These findings suggest that 

while preventive education was present, operational aspects such 

as vector control activities and case management may not be as 

consistently implemented or may have been perceived as less 

effective by the respondents. Moreover, the relatively lower ratings 

could indicate inconsistencies in the scheduling and coverage of 

mosquito control activities, such as fogging, as well as possible 

limitations in resources, manpower, or coordination among health 

personnel. Inadequate or irregular implementation of these 

measures may have reduced their overall effectiveness in 

controlling mosquito populations and preventing the spread of 

dengue. 

The above findings coincide with Bravo et al. (2021), who stated 

that community-based education and household-level interventions 

are among the most effective strategies in reducing dengue 

incidence, particularly when residents are actively engaged in 

preventive practices.  Likewise, this finding corroborates with that 

of Edillo et al. (2020), which noted that while health education 

campaigns are widely conducted, inconsistencies in environmental 

management, such as irregular fogging and inadequate elimination 

of mosquito breeding sites, limit the overall effectiveness of 

dengue control programs. Similarly, a study by Capeding et al. 

(2022) emphasized that timely case management and coordinated 

community efforts are critical in reducing dengue-related 

morbidity, yet these are often constrained by limited resources and 

workforce capacity in local health units. 

Relationship between the Respondent’s Demographic Profiles 

and their Assessment on the Health Workforce Capacity in the 

RHUs  

The following table presents an analysis of the  relationships 

between the respondents’ demographic profiles and the current 

health workforce capacity in the Rural Health Units (RHUs) of the 

Calamianes Group of Islands. To determine whether these 

relationships were statistically significant, the Chi-square test of 

independence was applied, using a 0.05 level of significance as the 

criterion for decision-making. 

Table 4.16 

Relationship between the Respondent’s Demographic Profiles and 

their Assessment on the Health Workforce Capacity of the RHUs 

Demographic Profile p-value  Interpretation 

Age 0.046 Not Significant 

Sex 0.019** Significant 

Civil Status 0.008** Significant 

Highest Educational 

Attainment 0.003** 

Significant 

Employment Status 0.025** Significant 

Place of Residency 0.106 Not Significant 

Legend: **Significant at 0.05 level of significance 

Table 4.16 presents the relationships between the respondents’ 

demographic profiles and their assessments of the health workforce 

capacity of the Rural Health Units (RHUs) in the Calamianes 

Group of Islands. Using the Chi-square test of independence at a 

0.05 level of significance, the analysis revealed that certain 

demographic factors specifically sex, civil status, highest 

educational attainment, and employment status had statistically 

significant associations with how respondents perceived the health 

workforce. On the other hand, age and place of residency did not 

show significant relationships, suggesting a relatively uniform 

perception of workforce capacity across these groups. 

Moreover, the significant associations indicate that the 

respondents’ gender, marital status, educational background, and 

employment situation influenced how they evaluated the adequacy, 

competence, and responsiveness of health workers in the RHUs. 
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For instance, differences in gender could reflect varying healthcare 

expectations or comfort levels in interacting with health staff. In 

addition, female respondents may be more frequent users of 

maternal and child health services and therefore more attuned to 

workforce performance. Likewise, civil status may influence 

service use, particularly in maternal and family planning care, 

which may lead married respondents to perceive workforce 

capacity differently than single or widowed individuals. 

Furthermore, highest educational attainment appeared to affect 

health literacy and the ability to critically assess healthcare 

delivery, while employment status may determine time availability 

and frequency of service utilization, thus shaping perceptions of 

staff responsiveness and efficiency. 

Contrarily, the lack of significant relationships with age and place 

of residency suggests that these factors did not strongly influence 

perceptions of RHU workforce capacity. This may imply that, 

regardless of their age or geographic location within the 

Calamianes Group of Islands, respondents generally had similar 

experiences and expectations regarding RHU services. 

These findings are consistent with Alon et al. (2021), who found 

that education and employment status significantly influence 

patient evaluations of healthcare personnel in rural Philippine 

communities, particularly in terms of service quality, 

professionalism, and accessibility. Bautista and Reyes (2020) 

similarly reported that gender and civil status affect client 

satisfaction in rural primary healthcare settings, as these 

characteristics are linked to healthcare-seeking behaviors, 

frequency of facility visits, and expectations of care.  

Relationship between the Respondent’s Demographic Profiles 

and their Perceptions on Health Service Delivery Outcomes in 

the RHUs  

The table below illustrates the analysis of potential associations 

between the respondents’ demographic characteristics and their 

perceptions of health service delivery outcomes in the Rural Health 

Units (RHUs) of the Calamianes Group of Islands. To assess 

whether these associations were statistically meaningful, the Chi-

square test of independence was conducted, with a 0.05 level of 

significance serving as the threshold for determining significance. 

Table 4.17 

Relationship between the Respondent’s Demographic Profiles and 

their Perceptions on Health Service Delivery Outcomes in the 

RHUs 

Demographic Profile p-value  Interpretation 

Age 0.164 Not Significant 

Sex 0.029** Significant 

Civil Status 0.017** Significant 

Highest Educational 

Attainment 0.026** 

Significant 

Employment Status 0.012** Significant 

Place of Residency 0.179 Not Significant 

Legend: **Significant at 0.05 level of significance 

Table 4.17 shows the relationships between respondents’ 

demographic profiles and their perceptions of health service 

delivery outcomes in the Rural Health Units (RHUs) of the 

Calamianes Group of Islands. Inferential analysis was used to 

determine whether variations in demographic characteristics were 

significantly associated with respondents’ perceptions of service 

delivery outcomes, such as immunization, maternal care, child 

health, family planning, and dengue prevention programs. 

The analysis indicates that sex (p = 0.029), civil status (p = 0.017), 

highest educational attainment (p = 0.026), and employment status 

(p = 0.012) were significantly related to the respondents’ 

perceptions of RHU service delivery outcomes. This suggests that 

differences in these demographic characteristics influenced how 

respondents evaluated the accessibility, quality, and effectiveness 

of services provided by the RHU personnel.  

The data implies that female respondents may have been more 

engaged with maternal and child health services, which could lead 

to a heightened awareness of service quality, while civil status may 

have influenced perceptions on family planning and maternal care 

services. Highest educational attainment likely affected health 

literacy, enabling respondents to critically assess the availability of 

services, clarity of health information, and responsiveness of staff. 

Similarly, employment status may have determined both the 

frequency and timing of facility visits, affecting client experiences 

and evaluations of service delivery. 

On the other hand, age (p = 0.164) and place of residency (p = 

0.179) were found not to have a significant relationship with 

perceptions of service delivery outcomes. This suggests that 

respondents’ views regarding the quality and effectiveness of RHU 

services were relatively consistent across different age groups and 

geographic locations within the study area. In practical terms, it 

implies that the RHUs maintained a generally uniform standard of 

service provision across communities, irrespective of respondents’ 

age or residency. 

These findings are consistent with the views of Bautista and Reyes 

(2020), who argued that gender, marital status, and educational 

attainment significantly affect client satisfaction and perceptions of 

healthcare delivery in rural Philippine health units. Similarly, this 

conforms to Alon, Santos, and Cruz (2021), who reported that 

employment and education levels influence patients’ assessments 

of accessibility, staff competence, and overall service satisfaction 

in rural primary care settings. 

CONCLUSION 
The findings of the study revealed that Rural Health Units (RHUs) 

in the Calamianes Group of Islands were effectively delivering 

essential healthcare services despite existing socioeconomic and 

resource-related challenges. The demographic profile showed that 

RHUs services were predominantly utilized by young, married, and 

female clients with modest educational attainment and limited 

employment, reflecting a population that relied heavily on 

accessible and publicly funded healthcare. This highlighted the 

crucial role of RHUs in addressing the health needs of vulnerable 

and economically constrained groups. 

In terms of health workforce capacity, respondents generally 

perceived RHUs personnel as competent, professional, and 

responsive, with very satisfactory ratings in staff performance and 

perceived competence. Although staffing levels and resource 

availability were rated as satisfactory, concerns regarding 

workforce adequacy, occasional overcrowding, and intermittent 

shortages of medicines and supplies suggested areas that required 

strategic improvements. Strengthening human resources and 
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ensuring the consistent availability of medical supplies were 

necessary to further enhance service efficiency and quality. 

Furthermore, the assessment of health service outcomes indicated 

that RHUs were performing well across major healthcare 

programs. Maternal care, immunization, and family planning 

services received very satisfactory ratings, indicating effective 

implementation, accessibility, and high levels of client trust. Child 

health services and dengue prevention and control were rated as 

satisfactory, indicating that these services are generally effective. 

However, improvements were needed in case management, follow-

up mechanism systems, and community-based interventions to 

achieve more comprehensive and sustainable health outcomes in 

rural areas.  

RECOMMENDATIONS  
Based on the findings and conclusions of the study, the following 

recommendations are presented, beginning with the stakeholders to 

whom each recommendation is addressed to ensure clear 

responsibility and effective implementation. 

1. The Municipal Health Office (MHO), Rural Health Unit 

(RHU) heads, and Barangay Health Workers (BHWs) 

should strengthen health education and community 

outreach programs to improve health literacy and 

increase service utilization, particularly among 

underrepresented groups such as men and older adults.  

2. The Local Government Unit (LGU), Municipal Health 

Office, and Provincial Health Office (PHO) should  hire 

additional personnel, optimize staff scheduling, ensure 

equitable distribution of workload, and sustain 

continuous training and professional development of 

health personnel to enhance health workforce capacity. 

by  

3. The Rural Health Unit (RHU) management, Municipal 

Health Office, Department of Health (DOH), and 

Provincial Health Office (PHO) should  improve supply 

chain and logistics management to ensure the consistent 

availability of medicines, vaccines, and essential medical 

equipment through strengthened inventory monitoring 

and coordination with higher health authorities. 

4. The RHU program coordinators, Municipal Health 

Office, and Department of Health (DOH) program 

implementers should sustain high-performing programs 

such as maternal care, immunization, and family 

planning through regular monitoring, evaluation, and 

continuous quality improvement.  

5. The Rural Health Unit (RHU) health personnel, 

Municipal Health Office, and Department of Health 

(DOH) are recommended to strengthen child health 

services by improving case management protocols, 

establishing effective follow-up systems, and enhancing 

monitoring of child growth and development.  

6. The Rural Health Units (RHUs), Barangay Local 

Government Units (BLGUs), Barangay Health Workers 

(BHWs), and Municipal Health Office (MHO), in 

coordination with the Department of Health (DOH), 

should  intensify dengue prevention and control efforts 

through strengthened vector control measures, increased 

community engagement, health promotion campaigns, 

and improved case management to reduce disease 

incidence. 

7. The future researchers, academic institutions, and health 

policy planners should conduct further studies exploring 

the relationships between demographic profiles, 

workforce capacity, and health service delivery 

outcomes, with broader geographic coverage to support 

stronger evidence-based planning and policy 

development. 
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