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Abstract
Objectives: Even though Philippines is widely known as exporters of health
workers in the world, the Occidental Mindoro province suffers from a lack of
health workers compared with the total population of each municipality. The aim
of this study was to observe, identify, and understand the persisting health
status, knowledge, and practices among the three selected communities in
Occidental Mindoro, Philippines.
Methods: The study applied a survey using basic questions with three key topics,
with relevance to the health condition of the villagers, such as demographics
(social capital and regional characteristics), lifestyle (healthy living, and healthy
lifestyle and behavior), and status or position in the society (general de-
mographics, and personal behavior and attitudes), with a random sample of 256
adult respondents.
Results: Only about 54.3% rated themselves as fair/moderately healthy, and a
total of 17.2% suffered from chronic diseases such as diabetes mellitus, cancers,
chronic obstructive pulmonary disease, and cardiovascular disease, while 9%
have been diagnosed with tuberculosis in the past 6 months. Respondents mostly
have low income and low education.
Conclusion: The majority of the respondents have only primary and secondary
education, and a very low average income; these suggest that respondents were
afflicted with poverty and low educational attainment. Respondents who are
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deprived of their rights to obtain a higher education also have a higher chance of
having less knowledge on their well-being. Health programs do not guarantee a
healthy individual and a healthy society, but a combination of health programs
and socioeconomic support can help in creating a healthy community.
1. Introduction

Of the 7100 islands in the Philippines, Mindoro is the

oldest and the seventh largest island. Occidental Mind-

oro is one of the two provinces encompassed by the

island of Mindoro. The majority of the people are

employed in the agriculture sector; however, there are

wide inequalities and impoverished peasantry, where the

majority of the lands are owned by rich landlords [1].

Most of the people in Occidental Mindoro are simple

literate, who can read and write a simple message [2].

Based on the 2010 Census of Population and Hous-

ing, Occidental Mindoro posted a total population of

452,971 persons and Oriental Mindoro a total population

of 785,602 persons as of May 2010, and there was an

annual population growth rate of 1.76% from 2000 to

2010 in Occidental Mindoro [3]. On the other hand, the

increase in the population count from 2000 to 2010 was

translated to an average annual population growth rate

of 1.43% in Oriental Mindoro [3]. If the population

growth remains rapid in the two provinces, the popula-

tion will be doubled or even quadrupled by the end of

the century. The continued rise in population, not to

mention that it is very pronounced in developing

countries (poor countries), is a major obstacle to attain

sustainable development. To date, much of the discus-

sion and policy development addressing sustainable

development are focused on the economy, livelihoods,

energy supplies, and urban infrastructure [4]. However,

the need for health promotion, where the survival of the

population depends, is being bypassed. This unfortunate

fact is very evident in developing countries, where the

focus is mainly on improving the economy through

urban infrastructure and the like, while the need for

health promotion is being understated.

In 1978, an international conference on primary

health care held in Alma-Ata, now known as Almaty

(Kazakhstan), expressed the need to protect and promote

the health of all the people of the world. In the said

conference, “health” was defined as a state of complete

physical, mental, and social well-being, and not merely

the absence of a disease [5]. In addition, it was stressed

that “health” is a fundamental human right and attain-

ment of the highest possible level of health is the most

important worldwide social goal [5]. However, due to

poverty, most people from developing countries, espe-

cially those who are living on the outskirts, are denied

this so-called “fundamental human right.” Therefore, the

need for urgent action by all governments is warranted.

In addition, to bridge the gap between the health status
of the developing and developed countries, a new order

was established for economic and social development,

the New International Economic Order. This order fo-

cuses to narrow the alarming gap separating the devel-

oping and developed countries, mainly concerning the

health status. The said conference also appealed to the

world for the attainment of the acceptable level of

health.

The World Health Organization clearly understand

the declaration during the International Conference on

Primary Health Care, 1978, that health is a fundamental

human right of a person, and that the inequality of health

status between rich and poor people in a country and

between developing and developed countries is simply

unacceptable. Therefore, Ottawa Charter comes up with

the following statement, in recognition of the Interna-

tional Conference on Primary Health Care, 1978: health

is a resource of everyday life, and to be able to reach

complete wellness physically, mentally, and socially,

one should be able to realize aspirations and cope with

the changes in the environment [6].

The purpose of this study is to investigate the health

status of the residents from the three selected commu-

nities of Santa Cruz (Pinagturilan), San Jose (Inasakan),

and Magsaysay, Occidental Mindoro. Along with the

understanding of the health status of the three commu-

nities, sociocultural, economic, education, and environ-

mental factors will be surveyed too. Finally, based on

the survey results, the researchers wish to help in

developing a healthy community based on the sugges-

tions and keys sectors of the community that needed

attention.
2. Materials and methods

2.1. Study setting
A cross-sectional community health status survey

was conducted in three different villages in Santa Cruz

(Pinagturilan), San Jose (Inasakan), and Magsaysay,

Occidental Mindoro, Philippines, in October 2012.

Santa Cruz is partially urban; however, Pinagturilan, one

of the barangays in Santa Cruz, which is seated in the

outlying areas, remains rural. The three villages we

surveyed have communities where marginalized people

lives and are rural villages.

Prior to the survey was conducted, participants were

asked to sign an agreement letter, and the objectives of

the survey were presented to the respondents during the

actual survey. The sample comprised 256 inhabitants,
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regardless of their age and gender. The study applied a

survey using basic questions on three key topics, with

relevance to the health condition of the villagers, such as

demographics (social capital and regional characteris-

tics), lifestyle (healthy living, and healthy lifestyle and

behavior), and status or position in the society (general

demographics, and personal behavior and attitudes). The

types of questions in the questionnaire, which were a

mix of open- and closed-ended questions, determined

the response options.

2.2. Statistical analysis
The data were entered in Microsoft Excel data sheets

and then exported to SPSS for Windows version 12

(SPSS, Atlanta, GA, USA) for data cleaning, data edit-

ing, and data analysis.
3. Results

3.1. General demographic characteristics
Table 1 shows the summary of the overall population

demographics. The mean age of the respondents was

40.38 � 1.05 years, and they, on average, were born in

the years 1970 � 1.1. Most of the male respondents

were in the age group of 41e50 years, while most of the

female respondents were concentrated in the age group

of 21e30 years (Table 1). The mean height and weight

of the respondents were 157.91 � 0.90 cm and

50.33 � 0.61 kg, respectively. Most of the respondents

were married (76.2%). On the other hand, single,

remarried, divorced, separated, widowed, and others

were 9%, 1.3%, 2.7%, 2.7%, 8.1%, and 14.8%,

respectively. Most of the married respondents were in

the age range of 21e50 years. The survey also showed

that half of the respondents were born-again Christians,

including Presbyterians and Methodists (43.8%), fol-

lowed by Roman Catholics (33.6%), and those with no

religion. Out of 256 respondents, about 96.1% had at

least their early education. Almost half of the re-

spondents (50.4%) were elementary-school graduates,

23.4% high-school graduates, and only about 16.0%

college graduates. The majority of the respondents were

plain housewives, and as expected, the major source of

income of the respondents is agriculture. The percent-

age of unemployed respondents was also high (12.5%),

and only 2.0% owned a business or were in services.

The average monthly income of the respondents was

1,677 � 73 PHP (equivalent to almost 40 USD/month),

which was lower compared to the average income of the

rural community.

3.2. Lifestyle and health behavior
Table 2 shows the health behaviors and lifestyles of

the villagers. The first row in Table 2 shows the water

consumption in a day: a maximum of 34.4% drank

1001e1500 mL, followed by consumption of <500 mL
by 25.0%; only 4.7% and 16.4% drank 1501e2000 mL

and >2001 mL, respectively. The types of water they

consumed at their homes were tap water (35.9%), well

water (26.6%), baffle purified water (9.0%), purified

well water (5.5%), and purified tap water (4.3%). The

household members of most of the respondents (54.3%)

suffered from diarrhea because of their drinking water,

and there are 25.4% death cases because of contami-

nated water. The fourth row of Table 2 shows the

smoking prevalence, wherein 15.2% listed that they are

currently smoking, 59.8% never smoke, and 6.3%

smoked formerly. In the case of alcohol consumption,

19.1% drank less than one bottle, 7.0% drank 1e1.5

bottles, while 1.2% and 2.7% drank 1.5e2 and more

than two bottles, respectively. The respondents reported

that they were exercising for <30 minutes (24.6%), 30

minutese1 hour (5.1%), 1e1.5 hours (3.5%), 1.5e2

hours (0.8%), and >2 hours (3.9%) daily.

3.3. Healthy living and health education
Table 3 shows the health status of the respondents.

About 54.3% perceived themselves as moderately

healthy, while 9.4% and 26.2% were very healthy and

healthy, respectively. Respondents (23.4%) were diag-

nosed by a physician for the past 1 year, and among the

illnesses were flu, fever, hypertension, cardiovascular

disease, heart disease, and diabetes. The percentage of

respondents who suffered from chronic diseases such as

diabetes mellitus, cancers, chronic obstructive pulmo-

nary disease, and cardiovascular disease for the past 6

months was 17.2%, while 9% have been diagnosed with

tuberculosis. The respondents received vaccine (62.1%),

treatment (36.3%), medical services (35.2%), and health

education (74.6%). The top two areas that the re-

spondents needed to be educated about are (1) envi-

ronmental health and (2) family planning and

reproductive health (data not shown in the table). The

second row in Table 3 gives information on public

health institutions in the three communities; where

33.6% answered that there were public health in-

stitutions in their community, 44.5% reported that these

were situated usually at a distance of <1 km, and 57.8%

told that these could be reached by foot. The reasons for

the visit were treatment and cure (60.5%). The third row

in Table 3 gives information on the availability of ex-

ercise facilities, which were situated at a distance of

<1 km (60.9%), 1e3 km (15.2%), 3e5 km (4.7%), and

>5 km (9.4%). Most of the respondents reached the

exercise facilities by foot (78.9%). Half of the re-

spondents (51.6%) were moderately happy for the past

few weeks, while 12.1% have had suicidal thoughts for

the past 1 year (data not shown in the table).

3.4. Characteristics of households, properties,

social activities, and social cooperation
Households in Mindoro have higher female re-

spondents (70.7%) as compared to male (24.2%).



Table 1. Summary of overall population demographics.

Variable Overall population, N (%)

Sex

Male 62 (24.2)

Female 181 (70.7)

Others 13 (5.10)

Age (average) 40.38 � 1.05

Height (average) 157.91 � 0.90

Weight (average) 50.33 � 0.61

Marital status

Single 20 (9.0)

Married 170 (76.2)

Remarried 3 (1.3)

Divorced 6 (2.7)

Separated 6 (2.7)

Widowed 18 (8.1)

Others 33 (14.8)

Religion

Roman Catholic 86 (33.6)

Christian (Methodist, Presbyterian) 112 (43.8)

Muslim 0

Hindu 0

Buddhism 0

None 22 (8.6)

Others 36 (14.1)

Education

None 10 (3.9)

Elementary undergraduate/graduate 135 (50.4)

High school undergraduate/graduate 60 (23.4)

College undergraduate/graduate/postgraduate 41 (16.0)

Others 10 (3.9)

Occupation

Public servant 10 (3.9)

Agricultural, forestry, and fishery workers 29 (11.3)

Own business or services 5 (2.0)

Professional (doctor, lawyers, teachers, etc.) 14 (5.5)

Student 8 (3.1)

Company employee 0

Housewife 118 (46.1)

Unemployed 32 (12.5)

Others 15 (15.6)

Income (average in Philippine Pesos) 1,677 � 73
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Respondents (88.7%) answered that they had their own

house, with the basic modern facilities such as a tele-

vision (29.3%), a refrigerator (9.4%), and a washing

machine (11.7%), while only 2.7% were connected to

the Internet and 11.7% owned a motorcycle. The

average number of people in a house was 4.7 � 0.2. The

respondents commonly joined political parties (23.8%)

and religious organizations (16.0%). Half of the re-

spondents answered that they sometimes participated in

religious organizations; 46.5% participated in commu-

nity activities one to three times within the past year. In

addition, respondents also often chatted with their

neighbors (84.0%), visited their neighbors (78.5%), and

invited neighbors at their home (62.5%), indicating the
hospitality of the people. Sixty-one percent agreed that

their community could be trusted in their community,

37.0% disagreed, while the rest had no comment.

Seventy-five percent of the respondents were willing to

entrust their house to their neighbors when they were

away. The respondents perceived that safety in their

community was mostly relatively good (35.9%), 28.9%

said it to be very good, and 28.1% to be moderately

good; only 2.3% responded that safety was relatively

bad, and the remaining respondents had no comment.

The respondents had an average of 89.99 � 13.92

close relatives and an average of 58.66 � 9.25 close

friends. Most of the close relatives and friends were not

pursuing a professional occupation, where 40.6% were



Table 2. Lifestyle and health behaviors.

Variable

Overall population,

N (%)

Water consumed in a day (mL)

<500 64 (25.0)

501e1,000 88 (34.4)

1,001e1,500 38 (14.8)

1,501e2,000 12 (4.7)

>2,001 42 (16.4)

Type of water consumed at home

Tap water 92 (35.9)

Purified tap water 11 (4.3)

Boiled tap water 6 (2.3)

Well water 68 (26.6)

Purified well water 14 (5.5)

Boiled well water 8 (3.1)

Rainwater 12 (4.7)

Baffle purified water 23 (9.0)

Others 10 (3.9)

Diarrhea cases because

of drinking water

139 (54.3)

Death cases because of

contaminated water

65 (25.4)

Meal in a day (average) 2.97 � 0.30

Sleeping hours (average) 6.96 � 2.70

Smoking

Current 39 (15.2)

Never 153 (59.8)

Former 16 (6.3)

Alcohol drinkers

<1 bottle (less) 49 (19.1)

1e1.5 bottles 18 (7.0)

1.5e2 bottles 3 (1.2)

>2 bottles 7 (2.7)

Exercise

<30 min 63 (24.6)

30 mine1 h 13 (5.1)

1 he1 h 30 min 9 (3.5)

1 h 30 mine2 h 2 (0.8)

>2 h 10 (3.9)

Health conscious

Yes 188 (73.4)

Moderate 49 (19.1)

No 2 (0.8)

Table 3. Health status and well-being.

Variables

Overall population,

N (%)

Health status (self-rated)

Very healthy 24 (9.4)

Healthy 67 (26.2)

Moderate 139 (54.3)

Unhealthy 10 (3.9)

Very unhealthy 13 (5.1)

Chronic illness for the past 6 mo 44 (17.2)

Diagnosed by a physician 60 (23.4)

Tuberculosis (for the past 3 y) 23 (9.0)

Received vaccine 159 (62.1)

Received treatment 93 (36.3)

Medical services 90 (35.2)

Health education 191 (74.0)

Public health institutions 86 (33.6)

Distance (km)

<1 114 (44.5)

1e3 33 (12.9)

3e5 9 (3.5)

>5 48 (18.8)

Mode of transportation to public health institutions

Walk 148 (57.8)

Bike or motorcycle 19 (7.4)

Car 1 (0.4)

Others 47 (18.4)

Reason for visit

Diagnosis and tests 21 (8.2)

Health education 32 (12.1)

Treatment and cure 155 (60.5)

Others 6 (2.3)
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unemployed, only 16.8% were in the government sector,

and 13.7% were business professionals.
Exercise facility

Distance (km)

<1 156 (60.9)

1e3 39 (15.2)

3e5 12 (4.7)

>5 24 (9.4)

Mode of transportation to exercise facility

Walk 202 (78.9)

Bike or motorcycle 10 (3.9)

Cars 0 (0.0)

Others 15 (5.9)
4. Discussion

The medical and health needs of the people of Mind-

oro are taken care of by the medical and health personnel

in each local government unit. However, according to a

report [7], there are not enough health workers to meet the

requirements of the total population in each municipality.

The Philippines is known as a major exporter of health

workers, yet its outskirt areas face a critical shortage of
health workers. Specifically, this survey had the

following objectives: (1) collection of data at the com-

munity level that will allow the estimation of de-

mographic rates, particularly the health status of the

residents of the three communities in Mindoro; (2)

measurement of the level of health status, and the

awareness or knowledge of health education; (3) analysis

of the indirect factors that determine the health status; (4)

collection of data on family health such as immunization,

health check-ups, prevalence, and diseases; and (5)

collection of data on environmental health and utilization

of health facilities. The survey obtained detailed infor-

mation on age, gender, height, weight, marriage, religion,
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literacy and education, occupation, house and properties,

social activities and social cooperation, healthy living,

health status, and awareness of health education. How-

ever, the relatively small sample size (a total of 256 re-

spondents) is a limitation of this study.

Occupation and monthly income of the respondents

dictate the health status of the villagers. Since most of

the respondents were female, it was expected that the

highest percentage of them were housewives. However,

unemployed respondents accounted for the second

highest percentage, followed by those engaged in

agriculture/forestry-related work. Thus, the monthly

average income of the respondents is expected to be low

(1,677 � 73 PHP, which is equivalent to only 40 USD).

While the average number of people in a house was

4.7 � 0.18, the average monthly income was too low to

support or meet the needs of each family member; thus,

some life aspects or areas, such as education and health

status, were being sacrificed.

It is an established fact that social position is related to

the health status. However, we do not fully take into

consideration the relationship between education and

health. In this survey, we showed that not only income per

se had impacted the health status of the villagers, but also

literacy was another indicator to be considered in

marginalized communities. Both literacy and educational

attainment are important determinants of individual and

household welfare. Economic development is largely

affected by the education level and literacy, which are

important indicators of development of a community.

Education level is related to the health status. Education,

along with the occupation (income), may exert great

impact on how well we live. According to the survey

conducted, people who did not attain a high-school

diploma were 2.5 times more likely to be in less than

very good health than college graduates [7]. In addition,

another health interview survey showed that the per-

centage of adults whose health was reported as very good

increased as levels of education increased [8]. Moreover,

the report says that persons with elementary- or middle-

school diploma were approximately four times more

likely than those with the higher educational level to be

reported as being in fair or poor health [8]. Consistent

with the abovementioned survey results, our findings

showed that the majority of the respondents had low ed-

ucation, graduating from elementary and high schools

only, and only 16% earned a college degree. This sug-

gests that the three communities surveyed were afflicted

with poverty and low educational attainment, which were

the major determinants of the respondents’ health status.

Since the three communities we surveyed were

marginalized and can be considered as rural, suicidal

thoughts were also higher among the respondents. This

is in accordance to the study conducted by Singh and

Siahpush [9] that rural residence is a risk factor for

suicide, and the suicide rate is higher among women.

Moreover, in the study conducted by Rohrer et al [10],
frequent mental distress was independently associated

with lower education and being female, but we suggest

that the risk factors for suicide that should be targeted

are poverty (income) and low-education state. In addi-

tion, only 10 people among 256 respondents answered

that their community was peaceful, orderly, and happy.

The results obtained from the survey indicated that

respondents rated themselves as moderately healthy and

healthy, and the majority of them had received health

education. However, it is obvious that they are reluctant

or might have poor perception on well-being, as shown

by health behaviors such as water consumption, exer-

cise, and mental health such as suicidal thoughts.

Therefore, continuous health education or health pro-

grams on environmental health, family planning, and

reproductive health are needed. Moreover, the need for

environmental health education related to air, water, and

waste management; water quality and availability; toilet

sanitation; and disease prevention is warranted.

Furthermore, there is a continuous rise of the population

in the province of Occidental Mindoro, to which the

three communities of the respondents belong; thus, ed-

ucation on family planning is very essential. Repro-

ductive health is always associated with family

planning; therefore, men and women should be aware of

the safe, effective, and acceptable methods of birth

control. Moreover, the implementation of reproductive

health programs guarantees that women go safely

through pregnancy and childbirth, leading to healthy

infants. However, in the society today, inequalities of

reproductive health programs exist everywhere. The

socioeconomic status, education level, age, ethnicity,

and religion dictate the availability of these rights to the

individuals.

There is a need for active engagement with interna-

tional agencies and programs that support the socio-

economic needs in disadvantaged communities.

Socioeconomic support will provide a good occupation

or stable income to the villagers, which could meet the

needs of each household, such as good education,

healthy lifestyles, and good reproductive and environ-

mental health. Health programs do not guarantee a

healthy individual and a healthy society, but a combi-

nation of health programs and socioeconomic support

can help in creating a healthy community.
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