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APPENDIX
METHODOLOGY OF THE RESEARCH

The approach in this research was documentary and qualitative. This methodo-
logy is intermediate between posited theory and empirical analysis. Rather
than systematically inferring a range of hypotheses from preconceived theory
specific to classical research and validating them, the process of evolving issue
from the observed phenomena was invoked. Analysis proceeded in a sequential
fashion from the first stage of community organization to the last phase of
programme evolution. The observation approach preceded the formulation
of theories and propositions but, at the same time, was guided by a set of
theories and concepts of participation.

Essentially, the approach utilized was a grassroots, bottom-up one, as
contrasted to the more common elitist top-down approach found in much of
the literature on health delivery. The major aim is to explore the conceptual
frame of the women in the realm of health — an element which permits the
interpretation of health situation in the light of the meanings which these
women attribute to their health-seeking behaviour, which subsequently enables
the researcher to understand the cultural bases of communal action formula-
tion. The women’s cultural milieu, their standing in society, and their con-
ceptual knowledge can pose a major challenge to the formulation of self-reliant
health programmes. To implement the programme for women’s involvement
in health care, the methods employed were largely discussions and observa-
tions, together with the documentary analysis.

The research was conducted at two levels: that of the researcher and the
community with an interface in most aspects. In this participatory action
research, several steps were envisioned with the researcher and the community
being involved in similar and, sometimes, complementary tasks. The major
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tasks of the researcher were the documentation of all aspects of the com-
munity’s activities, extraction of important issues relevant to the assessment
of women's capability to carry out the various steps in setting up a simple
health programme, and evaluating the programme designed and implemented
by the women in terms of processes and their sustainability. The steps taken
were:

1. Initiation of Contacts with the Community — The researcher undertook
the participant observation technique and key informants interview to
gather village data on the population, physical surroundings, and health
resources. With the assistance of selected community members, census
data were collected. Besides, leadership patterns were established. In in-
itiating contacts with the community, the researcher met with political
leaders, government agencies, voluntary organizations mainly run by
women, community leaders, and mothers to discuss health issues and
possible ways of meeting the health needs by the community. A task force
was convened to identify the women who were eventually trained for data
collection. A training period was set aside for data collection, followed
by field-work.

"

Extraction of Problem Issues — This stage involved a number of tech-
niques, such as group processing of data collected in the survey and
focused group discussions, followed by a series of dialogue sessions in
which the women's perceptions of the health problems, the resources
available in the community, and possible strategies for meeting specific
health needs were discussed. The researcher facilitated the discussions,
drew out the important issues, and encouraged the women to posit viable
solutions. The women were made aware of how important their potential
contribution was in bringing about health changes in their own community.

The data collected earlier were presented in culturally relevant forms
in these dialogue sessions for needs assessment as well as prioritization
of issues. The analysis combined survey data results, focused group dis-
cussions, key informants interview, and a historical review ol previous
development programmes.

During these dialogue sessions, an inventory of resources and man-
power capability related to the health needs prioritized by the women was
undertaken to evolve a reasonably feasible strategy. Besides, external
resources that could be tapped were properly identified. Securing com-
mitment to the health programme was done through the discussion of
easily implemented health tasks, e.g., environmental sanitation campaign,
family planning information, and drug management.
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In the course of this process, the researcher took note in the dialogue

sessions of the following:

(a) Decision process — what and how the objectives were set;

(b) Prioritization of health issues — approaches utilized and conclusions
that emerged;

(c) Strategy selection — basis of programme formulation, resource
inventory, mechanism of programme formulation; and

(d) Proceedings of discussions, problem areas and resolutions.

Formulation of Strategy — During the dialogue sessions and meetings
with the key women leaders or committee, a strategy was selected that was
based on the problems defined earlier, the consensus of the group, and
the resources available (material and manpower). The mechanism for the
implementation of the strategy selected was spelled out in terms of the
operational (process) objectives and the outcomes expected. The financial
requirements and the perceived sources were delineated and the base of
the strategies determined (existing organizational set-up or new structure).
In all these deliberations, a woman selected by the group documented
all the proceedings while the researcher acted as the community organizer,
facilitator, and synthesizer who highlighted specific issues and fed these
back to the group either for reinforcement, action, suggestions, or further
discussion.
In formulating the strategy, the following considerations were taken:
(a) Performance objectives — health education campaign, supplementary
feeding;
(b) Target households/location of programme base and satellite points;
(c) Material requirements (booklets with pictures, herbal drugs, etc.),
financial implications of tasks, and possible financial sources (con-
tributions, income-generating activities, etc.);
(d) Recruitment of programme staff — volunteers, selected by committee;
(e) Requisites for workers’ selection — literacy, marital status, leader-
ship, previous involvement in health activities;
(f) Training requirements — depending on selected strategy;
(g) Activities and tasks — catchment areas in terms of households,
motivation, education, managing drug store, record keeping; and
(h) Nature of community involvement.

Training of Health Workers — Upon recruitment of the health workers
for a specific strategy or activity, the training needs were identified and
the appropriate agency (health centre or non-governmental agency, e.g.,
religious mission) was tapped by both the researcher and the selected
women in the community. The training was geared toward the basic
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strategy selected as well as the capability of the staff. It took into con-

sideration the following:

(a) Content — congruent to the objectives set, relevant to the problems
identified, adapted to local needs and circumstances, involvement of
women in the design of the content of the materials;

(b) Methods — lecture, demonstration, visual aids, role playing;

(c) Manuals and materials — prepared by the selected women under the
supervision of the health staff, which included pictures, diagrams,
and kits. The language was local;

(d) Location — a house or a centre in the community: school, church
site, etc.;

(e) Trainers — health centre staff, community health workers, women
leaders;

(f) Duration and schedule — daily, weekly, specific hours during the day
(on the dates the women were available);

(g) Class size;

(h) Evaluation of training — observation, pre- and post-test, group
discussion of what was learnt; and

(i) Provision of refresher training.

Project Implementation — Catchment areas were assigned to women
who selected their assistants. A referral system was set up and a board
composed of local leaders was convened to assess progress made, discuss
problems in project implementation, share experiences, and modify the
programmes. The frequency of the meetings of this board was decided
based on the availability of the members.

Specific programme guide-lines were adopted and adjusted to the
existing structure of the village which reflected the inherent authoritative
position of the formal and informal leadership and the available time
that the women had for non-domestic activities so as to enable them to
participate in the proposed health project. A major consideration in
getting the women to participate in this research was to adapt to their
household responsibilities so as not to detract from their traditional roles.

In documenting the operational processes, attention was given to
the following:

(a) Activities and tasks of the personnel;

(b) Work schedule of staff;

(c) Programme sites;

(d) Programme details;

(e) Mechanism for programme sustenance;

(f) Response of beneficiaries;

(g) Administrative framework for the projects;
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(h) Duration of implementation;
(i) Referrals, if any; and
(j) Nature of meetings.

Supervision and Support — Supervision and support were given by the
health centre staff and local women leaders if they had the capability to
do so. Considerations were given to the following:

(a) Nature and frequency of supervision; and

(b) Support network.

Monitoring and Evaluation — The women in the community kept simple
records which were assessed regularly by the committee and the researcher
to determine progress, gaps in programme implementation, and modifica-
tions, if necessary.

In assessing the outcome of this women’s participation project, the
long-term objectives of health improvement may not be realized in the
project span. What is important is the more sustainable effect on the
strengthening of the women’s capability to define the problems and plan
a viable health programme: the inculcation of the feeling of confidence
in obtaining a clearer understanding of their health problems, the capability
to address these problems in a pragmatic sense, and the ability to discuss
the programmes and modify them accordingly. What is important is the
recognition of the health problem and the ability to convene and discuss
the issues, posit alternative solutions, and arrive at a communal plan of
action.

Monitoring and performance evaluation issues included the following:
(a) Areas of evaluation — the programme, extent of community par-

ticipation or support, attainment of short-term goals, women’s

capability to manage the programme;

(b) Frequency of monitoring;

(c) Nature of monitoring — meetings, documentor’s reports, observa-
tion of staff;

(d) Evaluators — women leaders, members, external evaluators (health
agency staff and researchers); and

(e) Methods — reports, focused group discussions, key informants inter-
views, participant observations, case studies.

Documentation

The research process was documented at two levels:

1.
2.

by a representative selected by the community; and
by the researcher.
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Toward the end, the researcher synthesized the community documentor’s
reports.

Community Report

A woman from the community was designated as rapporteur who recorded
all assembly proceedings, daily activities, and other events in the community.
Diaries were kept and summaries were written on all aspects (steps) of the
project. These were synthesized under the supervision of the researcher. The
records were written in the local language in narrative form. They include the
following information:

1. Background of the community, geographical location of the village,
socio-economic description, and power structure, including the position
of women.

2. Initiation of the group activity — when the activity was initiated, who
took the initiative, conditions in the village giving rise to the activity, how
plans were formulated, resources mobilized, organizational structure set-up.

3. Activities — description, objectives, implementation scheme, allocation
of tasks, problems in implementation, modification.

4. Membership — nature of leadership, activities and tasks of members,
functions of leadership and members.

5. Organization — structure and functions of the project.

6. Support services — linkage with agencies within and outside the com-
munity.

7. Problems encountered and solutions developed.

Evaluation of programme performance and outputs.

9. Lessons learned from the project.

(=]

This community report was translated and supplemented by the re-
searcher’s report. Both were discussed and presented during the group meetings.

Researcher’s Report

Using the ethnographic research approach, the researcher documented all
activities undertaken in the community, from the initiation of community
contact to evaluation. As facilitator, the researcher provided diagnostic feed-
back to the community and the women regarding the operational processes
and problems to extract key issues emanating from the discussions. Some areas
that were focused were the operational processes, task delineation, resource
mobilization, and evaluation. Another approach was participant observation
drawn from the key activities carried out in the community which were reported
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with varying degrees of interpretation. Likewise, key informants interview was
utilized, using an open-ended or unstructured questionnaire.

Cross-Cultural Linkages

From the participating countries’ reports, comparisons were made on the
mechanism for problem identification and the cultural content in the processes
involved in solution development and validation. Specific cultural elements
that served to facilitate or constrain the implementation of the projects were
identified. The issues encountered in planning and implementing the health
projects were extracted and the potentials for replication in similar cultures
were explored after defining the processes by which participatory action could
be maximized.

As outlined diagrammatically in Figures 7 and 8, the project consisted
mainly of four phases:

the basic information procurement and assessment phase;
the programme planning stage;

programme implementation and evaluation; and
evaluation of the participatory mechanism.

shekaiby =

Given the participatory nature of the process, greater community input
was drawn in all the stages with the researcher acting as a catalyst, facilitator,
or community organizer in each process as well as a documentor or super-
visor in the documentation of the process. With regular feedback to the women
members regarding their implementation process, necessary changes or im-
provements were instituted as they went through the various research stages.



doysyion,

doysyaon

donsyrom

wafoid-1504 1afong-pry A 3
T ON I 'ON
WSIA 2ng A M
Aosianadng Alosivadng
_ ydeifouow _s._m_ ¢ o uoday ymg E £ oN uoday E | "ON uoday
3 h
“yarqpaa)
pue uonejuasad
‘uonriadiau
pue ‘Funssasoud ‘ucnaafjon
RIEp 10] duures)
Yeay w yaaeasa Anpgururmisns-|as —
Soedidiued o) FUTETITERETITRIVE TV A ssaudosd
saun|-apind jo uonezieuy 101UOW O] 3240] YSEI jO
‘doysyiom 1alosd SSAWOMNNO S530004 UONRWLIO sawanas djay
-1s0d woly &) Ipow swwesdosg -112% Jo uoneiuawajdun Spasu Riep ‘uoneziueiio
10 uonesodiosu suepd 13afoad 10) JONuod JuawaFrue)y 10y funery MAU JO UDBUILIASP 5,UIWOM 2UN1INIIS
pue saou2)1p SaU-apIng 'sa0u13) JIp RENTITERT] Jamodurw pue ‘spasu ‘uoneWIO UL MSRG jO [BI305 “ANUnWwos
PUR SINBUOLIWOD SAUNOSA JO UONEMNJNUIP] sasfjeur ‘swajqosd yieay Y1 JO SINSLIDRIBYD
1O uonEIMHUApL 1O UONEINUAPL pUR ‘Juued swwesfoad Jo suondaxad ssnasip sydesdowap-01208 uo
‘uonezieuy suodas jo uonenfeag 10] BIED JO UONEZINN 01 suoissas andofeng Funiayied vonewioju|
uonen|eay uonenjeay uonenjeay pue
EVITERTITEY anuaannpy  woneuawadw awwesfolrd Fuured awweiforg v pue 2014 BIEQ] MseH
HAl 25eud VAL 2584d 111 3seyd 11 aseyd €1 %eyd V1 aseyd
yeay ui 193foag A1ojednied jo sdoysyiop
Pue S}ISIA IS .___e_-au:u_,::uaﬁ .mommgan— .wuwn-.—.m Jo auipnQ

L 3N

SSAdOHSHHOM

‘SLISIA
ALIS AMOSIAYAANS

NOLLVINIWND0d

‘S53008d
INFWLAOTIAIA
ANV HOUVISIH

SISV Hd



sisayiuated ul paiedipul e sASeyd ALON

| £ ON :c,._uu—l_
yaeasay |

Lol |
B
"sassadoud “ TUOHBZIIGOW 3N0SaY
pue sindu | ‘uoneuaw|dwi
uonmuawadun awweidosd s110))3 J0 dunonuopy _ swiweidosd soj Fuines) 4
10 SUOHESIIPOJY djay-jas jo REITEITRY v KNUNWIWos ayy
sawwesdosd dpy-jas jo T T N LEPI|OSUOD o djay-j1as jo JOOIX2U0D Ul Saways
uOHEAWIdWL PINUILO ) | | \ | pue uonenjesy uoneuawajduw] diay-gjas jo wawdojaaag
_ _ \ e
i) (€£) (rd} ||__I doysyion |
\ + + i +— waloug-pry
C L L k R
— ——bl ——l S & S
n...._Ea...csEl_ r l._ r [+ .c?.l_ r * .=Z|_ T :1_4._
| ey | “ doysyaon “ __.E&ux e " “ uoday “ ..|.|||.I" _:x_oz“
anuaongny | 1malo1g-1504 EYJITERITTTTTY yueasay Yaeasay
{ | ¥ | S e o8] | | Sl Lo—— | P |
sisi|BUR pue
UONIA||0d BIEp 10)
suosiad Aay pue UONI||0 sishjeue UOISSNSIP
awwos jo Fuies) eIE(] elEQ PuE yoRqpPII|
g1 i1y |n n
‘pannbas ji EIRP [RUCIIPPE 133]]0))
‘uonEIuAwW W 4
PuE yaueasa Spadu elep “UonENS TUNIINALS [BI3O0S yreoudde
REITEITE 10) a|qisuodsal PUE Sanssi 1o wajgoad uo ApUnWwos jo uoedianed
uon|o swapqoad yijeay A sdnoud s uawom * Ao wi sdnoad TR TE]
elEp udisag] JENTTIRETENS INOGE SNSUIsU0 ) | AQ suoissnasig] i s, uawom dojasag) UOHEWIO UL 133]]0)
|
®n (C10] | I (E1)] _.l i i
- ———
_—u__u.._ttsa_r!.__ _—n_ oN _E.._.&l“
nstp Mg yueasay
(el | O iRl

YI[BIH Ul YouBasyy Aiojednied w sdasg
8 JANODIA





