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ABSTRACT

France is yet to have a standardized immigrant health data collection
system. As such, data of immigrants’ health is still irregularly determined. The
closest immigrant health data available is the self-reported status of health. This
is a both a problematic state and surprising because France enjoyed the title of
being one of the countries in the world with best health care system despite the
lack of concrete immigrant health data. This put into question how immigrants are
moving around the health care system of France.

Filipino immigrants living in the South of France are the main respondents
of this research. Focusing on how their native culture and language interplay with
the health system of France, this study utilized Survey, Key Informant Interview
and Direct Observation to gather data.

This research hypothesized that language is still a barrier for Filipino
immigrants seeking medical care. In addition to this, the traditional health culture
also plays a very important part in the Filipino immigrants’ practice of health
despite their long years of stay in France. Despite this however, they were able
to adopt to the French health care system however, this adoption needs to be
properly identified and described. Within the interplay of culture, language and
the health system of the host country, immigrants —knowingly or unknowingly-
create an emerging health culture that is distinct to their cultural origin,
understanding of a good or bad state of health and manner of expression.

This study revealed that despite the fact that Filipino immigrants in the
South of France have been living here for a considerable amount of time,
traditional health beliefs are still part of their health practices. Health matters are
still a family affair and there some of their medicines are imported from the
Philippines. On the other hand, they have also adopted some ways to take
advantage of the French health care system. They visit their doctors more often,
they religiously take their medications and they enjoy more treatment options.
They were able to enjoy all these because they are covered by the Universal
Health Insurance System of France.

On the other hand, Filipino immigrants remain a passive patient. He
maintains a come and go attitude with their medical providers because language
remains a barrier. In addition, Filipinos are natural shy people and they always try
not to have long conversations. This remains a challenge for health
professionals for they themselves are not properly trained and prepared to
handle patients speaking another language.

Key words: culture, health communication, immigrants, language
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CHAPTER |
INTRODUCTION

“Communication in Health and lliness constitutes the most vital human
experiences. No other human phenomenon is more elemental than health
and illness. None connects us more viscerally with our aspirations or
confronts us more palpably with our limitations. Moreover, given the
dynamics of these elemental experiences and especially given that they are
constituted in the communicative interweaving of body, mind and society,
health communication represents among the most complex, challenging and
potentially rewarding areas for scholarly inquiry. "

When one talks about health, the discussion revolves not only around what
constitutes well being but also what challenges it. Health as a multi-faceted multi-
layered concept does not only explore the sociological, cultural and political
make-up of a society in a broader sense but it also discovers how people live
their lives in a deeper more personal level. The macro perspective on health
issues (e.g. state guidelines, institutional policies, stakeholder interventions)
directly affects the micro components (e.g. lifestyle, religious beliefs, cultural
influences) of health practices of people. These are the complexities that inspire

this researcher to explore the role of communication in health.

! Brashers, D.E, & Babrow A, S., (1996). Theorizing Health Communication: Communication Studies.
SAGE Publication
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As a long time academician as a communication professor and a health
communication specialist by practice, she dedicated her higher studies on the role
of communication in health. She has handled- from conceptualization to execution-
integrated marketing communication campaigns for pharmaceutical products and
this made her more interested to further explore the dynamics involve in health
care management especially in the area of sociology of health care delivery. She
later turned her rich experience in the field of health marketing communication into
an academic problematique. Having had the first hand experience on how health
issues are communicated to the target audience to gain their interest hoping to
encourage a healthier lifestyle, she decided to academically investigate the
phenomenon of health interconnecting the vast field of health, communication and

culture.
Background of the Study

“Health is about people. Beyond the glittering surface of modern
technology, the core space of every health system is occupied by the unique
encounter between one set of people who need services and another who
have been entrusted to deliver them”2.

This statement highlights the fact that despite the dazzling array of medical
technologies that are used today to diagnose diseases, the very core of health
communication and understanding is still human interaction. Talking about health
management is a sensitive matter that can be better understood through actual
conversation. It cannot be contested that laboratory tests conducted using high —
tech medical equipment are more accurate today than ever before, and its
findings helped in better understanding of diseases prevention, management and
cure. However, the weight of comprehending the dynamics of factors affecting
health still lies in human interaction. This is proven by the positive effect of simple

2 Frenck, ]J. et. al (2010). Health Professionals for a New Century: Transforming Education to
Strengthen Health Systems in an Interdependent World. http://nrs.harvard.edu/urn-
3:HUL.InstRepos:4626403 (Accessed March 1, 2013)
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conversation. It is a common practice for people experiencing anxiety to talk to a
person they trust to unburden. It is surprising how one can immediately
experience the feeling of lightness after simply talking to someone who listens. In
effect, conversation has a therapeutic effect. Whether it is just for simple whining
about the challenges of everyday living to more complex issues like health, a
good conversation has always been the first step in comprehending complex

matters of everyday existence.

Understanding health issues boils down to communication interaction
between healthcare professionals (e.g. general practitioners, nurses) and
auxiliary health staff (e.g. workers in health offices, public clinics and hospitals
whose main job is to assist medical professionals and provide information to
state institutions related to health) and the patients. True that the state and
related institutions have a huge part to play in the dissemination of health
messages, but the frontline soldiers in the battlefield however, are the health
providers (everyone involve in the delivery of health) and it is them who make all
the difference in their patients lives.

The pursuit of this study is not only for academic purposes. The researcher
has a deeper and more personal attachment to this area of research. She is
genetically pre-disposed to diabetes. Her father and only sister died at a young
age due to the complications of this disease. Since genetic predisposition is
already a given, she began to analyze the lifestyle of her own family and found
out that her family’s food intake is composed of high- calorie, high — sugar diet
and they have sedentary lifestyle, a living condition conducive in harboring
diabetes. Since diabetes is not a popular disease — not popular roughly
translates to “not much is known’, her family members do not know how to
manage it. There are no materials to read, no clear source of reliable information
and there was a misconception that diabetes is a rich man’s disease (probably
because as a chronic disease, it require life long management and intake of
medicine) thereby poor people who have the disease do not believe they can

14



have it. In addition, diabetes is asymptomatic. Patients can go on living a normal
life without them knowing that they have impaired glucose tolerance (IGT) and
this will soon developed into diabetes should left undiagnosed and untreated. It is
the very nature of this disease to be undetected for a long time and this is the
main reason why the incidence of diabetes in the Philippines is very high.
Without early detection and standardized screening procedures, diabetes is often
diagnosed 5-10 years after it occur. This predisposes the patient to the risk of
early onset of complications. Two years ago, this researcher was diagnosed with
Type 2 (Diabetes Mellitus) diabetes. Being genetically predisposed, this is
expected but it appears to her at a very young age. The good thing is that she
was diagnosed early which will enabled her to manage the disease, delay the
onset of complications or probably reverse her condition. She is privileged
enough to have access to valuable information to make her aware of her genetic
predisposition. Millions all over the world do not have the same access to health

information more so health services.

Concerned organizations, both government and private, are doing their
share in information dissemination about diseases to lessen the cases as well as
promote early detection of pre-disposed population for better management. All
over the world, diabetes campaigns are gaining momentum, if not already at its
peak. In April of 2010, this researcher was invited to be one of the committee
members for the First Diabetes Congress held in Dresden, Germany. In this
event, efforts of countries all over the world were showcased so each country
can learn from each other. They can also do collaboration activities to duplicate
success stories and experiment on how to better address challenges of diabetes
management. An international online community called “who are active in
diabetes prevention” was also launched a few years ago by Dr. Peter Schwatrz
rom Germany, with the aim of bringing together people afflicted with diabetes,
their family and friends as well as concerned groups to exchange ideas wherever
in the world they maybe.
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The diabetes scenario is just an example of an ongoing work in progress
which showcases things that can be accomplished through synergized effort. It
also put into the spotlight the role of each player in any health communication
campaigns. Looking closely at the role of the state, it has indeed the heaviest
responsibility to legislate and provide resources from epidemiological studies to

implementation and evaluation of health campaigns.

It has become this researchers personal mission, through her academic
research, to provide baseline information regarding health management and
maintenance. Knowing the key role of information in the area of health, it is her
desire to aid policy makers and health providers by providing timely and relevant
research results. In the end, she strongly believes that it is the right of a person
to have access to reliable information so he can make informed health choices.

This researcher also hopes that this research will pave the way and
academically prepare her in becoming a social epidemiologist. It is her intention
to work in the area of social epidemiology analyzing social factors may affect
health. It is the social epidemiologists’ role to determine possible sources of
ailments outside of the usual medical definition. There has been a loud claim that
health and disease are being medicalized. Pharmaceutical companies seem to
have all the medications needed to cure even the slightest pain with the most
mundane symptom. It cannot be more clear however that a pill is a not panacea-
it cannot cure everything. The interplay of factors that affects health is a very
complex process paving the way for some health scholars to conclude that a
holistic approach to healing provides better results.
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Rationale
What difference can the field of health communication do to the public? *

This question has encouraged much scholarship and has been answered
using different perspective. One obvious answer to this question is the fact that it
is through effective and organized communication interaction can health care and
delivery be improved, epidemiological research be reliable, health laws be
proposed and promulgated, health programs be planned, implemented and
evaluated, and personal experiences concerning health and diseases be
legitimized. To extensively cover all these areas, which constitute the field of
health communication, research is a necessary tool on which to base policy and
management decisions and are expected to be carried out by medical
professionals, government institutions, concern groups and the academe.
Synchronizing the efforts of these groups will lead to better health understanding,
maximization of resources and project collaboration that will benefit the general
public in the end.

The pragmatic nature of communication highlights the centrality of the
communication process in understanding concepts about health. Through
effective communication strategies, people are provided with health information
that better inform and educate pre-disposition to certain diseases, either by
genetics or lifestyle; conse

quences of contracting the disease and behaviors that will lead to either
prevention or cure. For those who are already afflicted with a disease, their
attending healthcare professionals would better understand the psychological
and physical impact of their suffering as well as their current state of mind if
patients have the ability to properly articulate and have the confidence to share
information that would aid diagnosis and prognosis. On the other hand, medical
professionals must also be knowledgeable about the members of the population

3 Kreps, G. 1989 Health Communication p. 2
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they are serving. This roughly translates to having enough knowledge about the
racial and ethnic backgrounds of the people there are serving. Knowing this will
give them an upper hand during the diagnosis procedure for they will be able to

put into practice cultural sensitivity.

In the article released online by Reuters Healthcare (February 26, 2013),
the result of a study by John Hopkins University School of Medicine in Baltimore
USA revealed that missed or wrong diagnosis in primary care may put thousands
of patients at risk of complications each year. It reported that patient safety
efforts are concentrated on mistakes during surgery and in medication
prescribing and less attention has been paid to missed diagnoses in the doctor's
office and this diagnostic error translates to approximately 150,000 deaths or
disabilities per year. Most of the missed diagnoses were traced back to the office
visit and the doctor not getting an accurate patient history, doing a full exam or
ordering the correct tests. The study concluded that building up of diagnosis
should be performed both by the health care provider and the patient himself.
Patients are encouraged to be more engaged in conversation with their health
providers to asses behaviors, lifestyle or genetic predisposition and current
symptoms, that may have lead to the disease *.

The findings of this study were indeed alarming and it highlights, yet again,
the role of the patient in the maintenance of his health as well as the burden of
responsibility of the care providers. It is equally important that the patient be
taught to document all the symptoms experienced before or after the initial
diagnosis and make sure to communicate all of it to their health provider. The
health professionals on the other hand are expected to consider the peculiarities
of the population they are serving and utilize all their faculties to extract the right
information. Under the right circumstances this is the ideal scenario. However, in

the context of cultural and language differences, health conversation between

4 Nicholson, L. (2013)  Missed diagnosis common in the Doctors  Office.
http://www.reuters.com/article/2013/02/27 /us-misdiagnoses-idUSBRE91Q02420130227
(accessed April 2013).

18



patient and health providers are more complex. Often patients get more anxious
when they cannot find the right words to express what they are experiencing.
Care providers also get frustrated when interview takes more time and did not
turn out to be as expected-yet these are normal human nuances. Within the
context of intercultural health communication, where medical providers and the
entire health system are different or new to the patient, there will always be a
communication gap and often it is the patient who is on the losing end.

Those who do not have concrete information about the health care system
of a country are the immigrants. They move into a new country for several
reasons. Some of them are familiar already with the language of the host country
that makes integration more manageable. Take the example of Filipinos who
migrated to the United States or to Canada or to any English speaking countries.
They were able to maneuver their way around because they are understood and
they understand. This is the same scenario for people from Africa, Morocco and
Algeria when they transferred to France. They speak French which makes

seeking information faster and easier leading to an easier and faster integration.

This is not the case however for Filipinos who went to France. Although
French is part of the Latin languages, and Filipinos are exposed to Spanish
(some Filipino words are Spanish with the same signification e.g. silya, mesa,
kuwarto, tumar etc.), still French is a foreign language for the Filipinos. One
cannot help but wonder how long did it take for Filipinos to be socially assimilated
(assuming that those who has been in the area for a long time has already been).
Similarly, how were they able to find where to get health assistance when
needed? This same scenario can be foreseen for people from France going to an
English speaking country. True that is it the responsibility of the immigrant to
know and learn the history, culture and language of the receiving county. On the
other hand, host country once it opens its doors for immigration is also expected
to perform responsibilities that will assist immigrants in the integration process,
especially during the early transition phase. Their presence should also be
maintained because immigrants face far different problems compared to the
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concerns of the general population of the host country and addressing these
requires a different approach.

Within the health context, documenting the intricate interconnectedness of
language, culture and health, has its promises as an interesting academic
discourse. Academically investigating these concepts applying it to a particular
minority group situated in an environment completely different from what and
where they use to be in terms of language, geography and culture- is expected to
yield rich data. The researcher being accepted in the program Erasmus Mundus
Mobility with Asia (EMMA) ° was placed in one of the Universities in the South of
France. As a newbie in the South of France, totally naive about the French way
of life, her coping mechanism was to know the Filipinos in the area and develop a
bond with them. She was enthusiastically welcomed by her people which
somehow makes adjusting to a new environment, tolerable but not at all easier.
They have been her source of valuable information on how to survive the every
day life in Nice. Since majority of the Filipinos she’s been associated with belong
to the higher age group and whose been living in the French Riviera for more
than 5 years, discussions often goes beyond the usual survival tips. Stories of
emotional pain being away from family, the challenge of language, the
psychological distress brought by underemployment, their effort to fit in — always
comes up and they these stories comes from legitimate experiences of people
who moved out of their country. These are the challenges that they have to
endure for the sake of the almighty euro and the promise of a better life for them
and their families. The socio-psychological impact of these challenges
contributes to an unhealthy being. Strictly referring to health as a state of
complete physical, mental and social well being and not merely the absence of
disease or infirmity as defined by the World Health Organization- a large number

of Filipino immigrants in France therefore, are ill.

5 Erasmus Mundus Mobility with Asia (EMMA) is a scholarship program offered by the European
Union to Asian scholars. EMMA is for funding Asia to Europe individual mobility flows (IMF) of
academics from Partner Countries, fully sponsored by the EACEA run programme Erasmus Mundus
External Cooperation Window. http://math.unice.fr/EMMA/IsThisForMe.html (accessed January
2010.
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Luckily for Filipinos, they are considered to be from a country which belongs
to the top 10 happiest countries in the world —ranked number 8°, their ability to
cope and manage stressful and difficult situation is part of their cultural heritage
(if not genetic inheritance). These people do not take things too seriously and
they have the ability to retreat into their comfort zones- in this case being in the
company of other Filipinos- enjoy activities with them and share stories and
exchange advises. The Filipino did not invent the karaoke for nothing. A
microphone accompanied by musical score is a panacea for this people. A cure
for everything.

The researcher is certain even before she arrived in Nice, that she will study
health issues about Filipinos in the South of France. Hearing the grand narratives
of immigration and the sacrifices associated with it, as well as the rewards, the
researcher was deeply motivated to explore more about her population’s stories
but she remained vigilant and focus on health related stories. Her interest in
health communication stems from having work with health organizations on
professional level as well as teaching communication in several universities in the
Philippines. Her professional and academic background leads her to pursue
health communication as a field of research. Having given the opportunity to
pursue graduate studies abroad, she now became interested in how culture
affects the lives of the immigrants; health as the focus.

This researcher believed that Filipino immigrants in the French Riviera,
especially those who have been here for a long time, were able to assimilate
effectively into the French way of life. Although there are strong traces of a belief
system originating from their racial origin, there are emerging behaviors that are
worthy of academic investigation.

In the area of health, Filipinos have a unique health belief system that is

6 Happiest People in the World (2013) Japan Times made available January 6, 2013. Accessed June 7,
2013
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highly based on culture, influenced by religion and addressed by western trained
medical professional. These concoctions of belief system crystalized into words
and expressions used to describe health and diseases. In western medicine, pain
is a symptom. In the Philippine context the word “sakit” {pain} is used in many
ways, aside from meaning illness (e.g. sakit ng ulo for headache, sakit ng tiyan
for stomachache)’. Filipinos also use different words to describe different
qualities of pain; hapdi for stinging type, kirot for sharp recurring type, antak for
internal continuous stinging type ®. The distinctness of the Philippines’
topography, economy, politics, culture- help create and shaped the ever-
changing health systems and considering how different it is from France, it is
interesting to extract what are the emerging health beliefs system of the Filipino
immigrants in the South of France and Monaco who have already been

acculturated.

Since this is study is partly ethnographic for the researcher immerse herself
in her population’s lives by living amongst them. She was welcomed in events
from social to personal and is highly involved in their conversations. She was
able to experience Filipino immigrants work by working part time as a
housekeeper and a nanny and she also felt the pain of being away from family.
Although this researcher’s predicament is different from the actual situations of
Filipino immigrants, she was able to be involved in the narratives of being an
immigrant. This researcher however remained focused on observing the health
beliefs and practices and of her population.

Medical anthropologists in the Philippines found out that there is not much
distinction between the terms beliefs and practices. In popular medical culture, the
metaphor allows people to express their concerns about the human condition,

7 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press.

8 Jocano, F.L., (1973). Folk Medicine in a Philippine Municipality. An analysis of the system of folk
healing in Bay, Laguna and its implications for the introduction of modern medicine. The
National Museum. Manila. p 75
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even as their symbolism is acted out °. As such, these terms were used together
in this study.

It is a worthy academic pursuit for it will highlight not only the cultural
uniqueness of the Filipinos, but it will also bring into discussion how health
communication campaigns in the South of France and Monaco can be designed
and implemented specifically targeting the Filipino minority group. The Filipino
immigrant group is just one of the many minority groups located in the French
Riviera and one of the aims of this research is to re-open the public discussion
highlighting the importance of gathering immigrant health data. The researcher is
hoping that the proposed communication model could be utilized to understand
and explain health belief system of other minority groups and findings hopefully
will guide policy makers in the promulgation of laws that would assist in the
design of health campaigns and improvement of face to face communication
skills between health care providers and immigrant patients.

Definition of Concepts

Readers may find a thorough discussion of concepts included in this study.
Keeping in mind that the readers are primarily French and Filipinos, the
researcher felt the need to do detailed discussion of concepts to aid the readers
in understanding where this study is coming from and the strong connection
between the concepts: health, culture and communication. To add, Filipino
readers will surely be interested on how French health care system works at so
are the French about the Philippines. The countries under study are also
discussed in brief to introduce French readers to the Philippines and vice versa.

The defined concepts were used frequently throughout this research. The
discussions in the later part of this research are highly specific and there is a

9 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press. p
135
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need to understand the basic concepts from the beginning for Dbetter
understanding.

A. Defining Health

Health as a socio-cultural construct is interpreted and understood in many
ways. The World Health Organization (WHO) defines health as the “state of
complete physical, mental and social well being and not merely the absence of

disease or infirmity” ™

. The International Academy of Classical Homeopathy
defines health as “Health is freedom from pain in the physical body, a state of
well being; freedom from passion on the emotional plane, resulting in a dynamic
state of serenity and calm; and freedom from selfishness in the mental sphere,
having as a result total unification with Truth. A truly healthy individual should
therefore combine both divine qualities of Love and Wisdom'". Tones and Green
stated that health is a basic human right 2 Human rights are the basic rights and
freedoms to which all humans are entitled; the right to life, freedom of thoughts
and expression and equal treatment before the law. Such rights are ascribed
“naturally” which means they are not earned and cannot be denied on the basis
of race, creed, ethnicity and gender” 13. If health is stated and viewed as a basic
human right, people should have free access to health information and care
services that will enable for them to make informed decisions about their
personal health. As reiterated in the Jakarta Declaration in 1997, the WHO and
its allies have asserted that heath is a basic human right and essential for social
and economic development. This declaration states that “pre-requisites for health

are peace, shelter, education, social security, the empowerment of women, a

10 http://who.int/about/definition/en/print.html (accessed May 10, 2008)

11 Definition and Measure of Health. International Academy of Classical Homeopathy.
http://www.vithoulkas.com/en/contributions-of-gv/definition-of-health.html (accessed April 2012).

12 Tones K. & Green |., (2004). Health Promotion, Planning and Strategy. Sage London

13 Maiese, M. (2003). Rights. Beyond Intractability.
http://www.beyondintractability.org/essay/rights/ (accessed July 2012).
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stable ecosystem, sustainable resource use, social justice, respect for human

rights and equity” *.

Analyzing the definitions of health set by different organizations and social
scholars, the concept of health crystallized into freedom from stress of the mind
and bodily pain which was effectively conveyed by the WHO is a short statement.
The Classical Homeophaty’s definition basically echoes what was declared by
the WHO in a detailed and elaborated manner, but basically within the same line
of thought. Tones and Green also added that a socio-political touch to the
definition by stating that it is basic human right that is a naturally ascribed right to
a person which he cannot be denied on whatever basis. This pronouncement
that health is a basic human right was recognized by the WHO and its allies but
the conditions that constitute the state of health is complicated and dependent on
so many societal factors which create an impression that to reach an ideal healthy
state boils down to making everything else surrounding the person, conducive for
health. Putting these words together: peace, shelter, education, social security,
the empowerment of women, a stable ecosystem, sustainable resource use,
social justice, respect for human rights and equity- as a pre-requisite to health,
further complicates the idea of what it means to be healthy. For simplicity and
clarity, the definition provided by the WHO was the primary definition in which the
concept of health operates within this research. However, health was studied
using a cultural lens in this research to understand how a group of people defines
health, address health issues and practice healthy lifestyle under a new health

environment.
B. Contextualizing Culture

The earliest definition of culture is by E.B. Taylor in 1871; “Culture or
civilization, taken in its wide ethnographic sense is that complex whole which

' Elder J.P. (2001) Behavior Change and Public Health in the Developing World. Sage London p 11
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includes knowledge, belief, art, morals, law, custom, and any other capabilities

and habits acquired by man as a member of society” *°.

Merriam Webster (2010) defines culture as the customary beliefs, social
forms, and material traits of a racial, religious, or social group; the characteristic
features of everyday existence (as diversions or a way of life) shared by people
in a place or time. The Roshan Cultural Heritage Institute elaborately defines

culture by describing what constitute culture'®. These are:

1. Language as a the oldest and most sophisticated medium of expression

2. Arts and Sciences as the most advanced and refined forms of human
expression

3. 'I;]hought as the ways which people understand and interpret the world around
them

4. Spirituality as the value system transmitted through generations for the inner
well-being, expressed through language and actions

5. Social activities as the shared pursuits of a cultural community demonstrated
in a variety of festivities and life-celebrating events.

6. Interaction which is the social aspects of human contact, including the give
and take socialization, negotiation, protocols and conventions

This multifaceted nature of culture makes it present in every aspect of a
person’s life. Like the very nature of communication studies for example, culture
is transactional for one cannot talk about way of life without taking into
consideration the different cultural experiences of the person. This cultural
background manifests itself in the way the person communicates, acts, makes

decisions and deals with the social world. When this personal culture is shared

Jocano, F. L., (2001). Filipino Worldview: Ethnography of Local Knowledge. Punlad Research House
Inc. Manila. p 3

16 Definition of Culture. Roshan Cultural Heritage Institute. http://roshan-institute.org/474552.
Accessed March 2012
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with the outside world, it creates a community of people with the same belief
system. Referring to this example, one can easily relate to the idea that the
whole cultural milieu because of its complexity and grandeur is made up of sub-
cultures. Tedious as it may seem, to be able to understand the whole, studying
the small parts, which constitutes the big picture, is the most important first step
in the process. Today, the term culture is applied in other context other than its
original definition as the customary beliefs, social forms, and material traits of a
racial, religious, or social group. Terms like organizational culture, cultural health,
cultural communication etc. are common in everyday lingo. This reinforces the

idea that cultures exist and can be interpreted in different forms.

Culture is reflected in a group’s values, norms, practices, system of
meaning (including language and communication) and way of life . Health
beliefs and practices is a way of life, paving the way for health to have its own
unique culture that can be defined and explored as an academic research.
Diseases as the antitheses of health have very interesting diverse cultural
background which on the other side creates a culturally based treatment system
as well. Needless to say, understanding health concepts, health care systems as
well as illnesses and management of diseases can be studied from a cultural

perspective.

This study adopted the definition of culture postulated by Corcoran; culture
is a way of life shared by people and reflected in language and communication.
Health knowledge is an abstract concept. These concepts however are
transformed into objective reality once these are shared with other members of a
group or members of the society and validated through actions. Albeit, health
culture then emerges where it is lived and experienced within a particular

environment and specific epoch.

17 Corcoran,. (2007). (Ed). Communicating Health: Strategies for Health Promotion. London. SAGE
Publication. p 54
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Within the framework of this research, this definition of culture crystalizes
into how health culture is presented and manifested through language. Language
is not only the bearer of culture but also the medium through which events and
things cultural are made explicit, communicated and experienced'® . People have
ways to create knowledge out of their own experiences. They have the ability to
make sense of and process information out of their daily life experiences, with
new knowledge as the byproduct, consciously or unconsciously.

C. Placing Immigration and Migration

Migration has been a part of the human history since the earliest time. The
reasons have not changed much since then. People move from one place go to
another in search for food and a more habitable environment to ensure survival.
Immigration is defined by the Websters dictionary (2010) as the movement of
people to move in and settle in country where they are not a native for permanent
residence. Migration on the other hand has almost the same signification as
immigration. The difference is that these people do not stay for a long time. The
United Nations Recommendations on Statistics of International Migration define a
long-term migrant as a “person who moves to a country other than that of his or

her usual residence for a period of at least one year’ "

. It is important to
understand at this point that the term “migrant” is highly contestable because the
definition of this word varies from country to country. For the purposes of this
study, the terms “migrant “ and “immigrant” were used interchangeably. Within
the dynamics of Filipino movements in the French Riviera and Monaco which is
just in the frontier of ltaly, and the easy travel between European countries
makes the Cote d’Azur accessible Therefore, immigration and migration, under

this circumstance do not have a very strong difference. During summer season

18 Jocano, F. L., (2001). Filipino Worldview: Ethnography of Local Knowledge. Punlad Research House
Inc. Manila. p 5

19UN (1998) Department of Economic and Social Affairs http://www.un.org/esa/earthsummit/pilip-
cp.htm (accessed May 17,2013).P 18
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for example, when work abounds in the coast of the French Mediterranean,
Filipino workers who are working originally in Italy and in the neighboring areas of
the French Riviera, flock to the area because of there are more jobs available,
there are longer hours of work which means higher pay. There were also some
instances where the researcher met some Filipinos coming from as far as Spain,
to work in the French Riviera during the bust summer season. As such, Filipino
workers in the Riviera doubled during this period and these people are
considered migrants for they stayed in the area for just a few months. For these
reasons, the researcher contextualized migrants and immigrants within the
dynamics of Filipinos moving in and out of the French Riviera. It might be
problematic to inter-change these labels in other context, however within the
framework of this study, it is was done for easy comprehension.

c.1 Effects of immigration on health management

The European Union is a region with continuously increasing cultural
diversity ?°. Within the bounds of European politics, culture and economics, it is
recognized that specific health needs of migrants are poorly understood,
communication between clients and providers remains poor and the entire health

systems are not adequately equipped to properly respond 2

20 Rechel, B. et al. (2011).(Eds). Migration and Health in the European Union. European Observatory
on Health systems and Policy Series. Open University Press. McGraw Hill. Meer, N. & Modood T
(2012). Interculturalism, Multiculturalism or Both? Political Insight April 2012.

21 Rechel, B. et al. (Eds). (2011). Migration and Health in the European Union. European Observatory
on Health systems and Policy Series. Open University Press. McGraw Hill. p 2
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Figure 1: Determinants of Health for migrants
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Taken from: Migration and Health in the European Union. Originally adapted from
WHO Regional Office for Europe 2010.

Figure 1 specifically identified factors that affect migrants’ health within the
framework (socio- economic, cultural, environment and social) of the European
Union. Specifically identified factors that impede or improve migrant health
constitute individual lifestyle factors, social and community networks as well as
the general socio-economic, cultural and environmental conditions. Within these
categorizations are more specific agendas that can serve as a jumping board for
government programs to promote health. As migrants arrived in France, health
concepts and practices must be identified to be able to determine how to address
future health issues. It is also a good foundation to base design programs to
further encourage healthy behaviors and correct unhealthy ones. Data from this
enquiry will be the benchmark for the implementation of programs that
discourage unhealthy behaviors and culturally practiced activities that are part of
risk factors.
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On the social level, Filipino immigrants must be encouraged to be part of a
social network, aside from their regular social membership to other Filipino
groups. They should be exposed to social activities to help combat loneliness,
depression, isolation and vulnerability, which are inherent to an immigrants’ life.
Based on direct observation of this researcher, the local government of the
Riviera does not have a strong program that promotes integration of Filipino
immigrants to the larger French community. French has the tendency to be
territorial and this contributes to the slower integration of foreigners to French
social groups. On the other hand, Filipino immigrants seemed inclusive which
makes it difficult for the state to penetrate. Either way, each group should devise
a way to reach out to one another and the state has a big role in this process.

Promotion of activities that lessens the gap between the host country and its
immigrants is one platform for encouraging these people to have a healthy
lifestyle. Recognizing that social involvement is necessary for maintaining a
healthy well being, providing programs that would better educate them about the
country they move into, open windows of opportunity for each one to know more
about each other.

In the area of language learning in community schools, this researcher has
observed that teaching methodologies are not very encouraging to the students.
All of the students in this informal school are foreigners in the South of France
who want to learn how to speak the language, know the basics of everyday living
and meet other people who are in the same predicament like them. Majority of
the students are late-20’'s and above. Some are professionals in their own
country but migrated to France for different reasons. As an academician for a
very long time, this researcher observed that the teachers do not have a specific
learning goal for the students. They read from books, administer activities and
pay very little attention to student inquiries during classes. There were no
activities that could have encouraged students to know one other and there are

no clear ways on how student’s progress is evaluated.
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Going to other state and community institutions in the South of France for
information, a foreigner can easily notice the dedication of the French people to
their language. Despite the fact that the French Riviera is one of the most
popular tourist destinations in the world and derives a significant portion of its
economy from the tourism industry, the French language appears to be oblivious
to the dynamics brought by the tourism industry. In terms of migration, majority of
immigrants in France came from former colonies and these people speak French
which adds to the preservation of the language. Compared to other European
touristic cities like Venice and Barcelona, which speaks English good enough to
give directions to tourists added to the genuine desire to help people, the French
are not very enthusiastic and welcoming to foreigners. In the beginning, this
researcher had the impression that she is experiencing this racial slur because
she is Asian. After talking to expats living in the Riviera, it was made clear that it
is indeed it is the very nature of French to be visibly distant to people who do not
speak their language. French also, especially those belonging to the older
generation, had cultural indifference to the English language because of the
mere fact that the language originated from England, a country they has raged
war with in the olden days. This mentality and behavior were carried on until
today. Although the younger generation is more open to new ideas and thinking,
a large number of residents in the French Riviera belong to the older age group
because the Riviera is a retirement region. As such, distance between foreigners
and French are probably more pronounced in this area compared to other cities

in France, Paris for instance.

These dynamics set the stage for what kind of life awaits immigrants in the
South of France. For the Filipino immigrants, the burden of adjustment lies
primarily on their shoulder. They have to confront the reality that they are going
to face social exclusion as well as cultural and language barrier. For immigrants
coming from other parts of the world who are non-French speakers the
challenges might be the same. The sad reality is that every aspect of successful
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integration of immigrants relies heavily on language. In the case of French
Riviera, immigrants face a more daunting task of going through the process of

integration on their own slower phase.

Despite the challenges of integration for immigrants, one might wonder what
makes it still a favorable destination for immigrants? As the playground of the rich
and famous, the Riviera promises greater opportunities for people from countries

with limited choices.

Healthwise, immigrants in France enjoy good health coverage once they
register to the French health insurance system. They are secured to receive care
from public hospitals when needed, have access to medical professionals and
assistance for their medicines. Under certain conditions, they can even have
100% coverage which means medical services and medications are free. This is
one of the reasons why some immigrants chose to stay in France despite the

challenges of fitting in.

The United States of American is also a good reference point in terms of
migration. It is a country with rich and long history of migrants. Majority of first
immigrants in the United States were Irish Catholics. New York Times in the
1880’s wrote a warning to the public of a class “who care nothing for our liberty or
civilization, . . . who burrow at the roots of society, and only come forth in the
darkness and in times of disturbance, to plunder and prey on the good things

which surround them, but which they never reach” 2

. Time magazine described
this group as the poorest and lowest laboring class, [who] drudge year after year
in fruitless labor [but] never rise above their position. They hate the rich. They are
densely ignorant, and easily aroused by prejudice or passion”®. And since most

of the immigrants are Irish, it is safe to say that this article is describing this race.

22 Hochschild, ]. 2005. Looking ahead: Racial trends in the United States. Daedalus 134, no. 1: 70-
81.http://dash.harvard.edu/handle/1/3200608 (accessed March 22, 2013) p 73

23 1bid 22.
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Comparing the scenario in the US then and some findings regarding
immigrant studies today in Europe, nothing changes much. The First Annual
Report on Migration and Integration reported that France admitted primarily
immigrants with low level of education and qualifications only as low wage
laborers®*. These temporary workers were then encouraged to go back home
after they had completed their ill-paid work. In the health field, European
countries -aside from the United Kingdom, Netherlands and Sweden- have no
systematic way of collecting health data by migrant status or ethnic group. This
literally transforms into a blind spot in any epidemiological studies. It is a wonder
however how a country like France which is often regarded as having one of the
best health care systems in the world managed to be highly regarded and highly
satisfactory despite the fact that it lacks standardized health studies on
immigrants. This researcher is under the impression that everyone is contented
with the health care service simply because the benefits of the French Universal
health care system is accessible to all.

In the changing volatile economy all over the world, governments are
adopting measures to save resources. Having a health care system where the
state is burdened with shouldering a large amount of its populations’ healthcare
cost is dangerous activity that will have inevitable fatal consequences.

In Europe, there are approximately 35-40 million foreign-born and these
immigrants are among those who are particularly at risk of poverty and social
exclusion. Several studies have concluded that health is highly related to social
class ?°. And because migrants are part of the marginalized group, their inclusion
in social life is limited and their access to basic services are also different from
the mainstream population in so many ways. This correlation vividly paints the

** Eurohealth (2009) Measuring and Tackling Health Inequalities in Europe. Volume 15. European
Observatory of Health System and Policies. Belgium

25 Barnes, L., Hall, P. & Taylor, R. (2009). Why is wealthier healthier? Perspectives on Europe 39(2): 4-
8. http://dash.harvard.edu/handle/1/4322128. (accessed March 1, 2013). Mathews, Colin D. et. al.
(2004). Global patterns of healthy life expectancy in the year 2002. BMC Public Health 4:66.
http://dash.harvard.edu/handle/1/4592100 (downloaded March 2, 2013)
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health disparities in some countries in Europe that includes France. Given the

fact that “wealthier is healthier’?®

, immigrants in France may have challenges
accessing health care because of the glaring reality that most of these
immigrants are not part of the “wealthier”. Most of these immigrants belong to the

working class.
c.2 Filipinos and their Migration story in a nutshell

Throughout history, immigration has been the most common response of
Filipinos to several problems, but generally economics. Unemployment is a
perennial problem in the Philippines and as such a stable source of income
cannot be guaranteed. Government efforts fall short in providing a descent
source of income for the Filipinos, moreso consistent ones. As such and as
history has revealed, Filipinos seek employment abroad in search for a “greener
pasteur”. This movement became a social norm reaching a point where the move
is highly revered. One family will gain a higher status in the community if one
member of their clan is working abroad. No matter what the job is, as long as he
is working abroad, it was interpreted as a “blessing” because it directly translates
to having enough resources to have a decent living. The United States has been
the most popular destination of Filipino migrants and this can be attributed to the
former ties with this country and the fact that Filipinos can speak the English
language. There has also been a Filipino —American population in the US in the
early start of the century which paved the way for more Filipinos to come to the
US. Eventually Filipino will petition their family members to join them wherever
they maybe. This is how Filipinos (and other immigrant groups maybe)
developed a small community of their own in the host country. The Philippines up
to now has continuing problems regarding unemployment, rapid population
growth and disparity in resources allocation topped with never ending allegations
of corruption and under the table transactions, and these are the reasons why

Filipinos were driven out of the country to seek better job opportunities abroad.

26 1bid 25
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Having experienced the working conditions in the country, the length of working
hours, salary rate, raising taxes without legitimate service to the people and the
declining purchasing power of the peso, most Filipinos would rather endure being
away from their family, accept menial jobs and be underemployed if on the other
side of the bargain is better pay. In one of this researchers’ trips from France to
Manila, she met Mr. Y. He is working as waiter in Dubai, the same job he had
while still in the Philippines. He revealed that he used to get 7,000 pesos (around
140 euros) a month working as a waiter in one of the bars in Manila. He spends a
large percentage of this salary on apartment rental and transportation. In Dubai,
he gets 11,000 pesos (around 200 euros) monthly salary but he is housed in an
apartment together with the other employees of the bars so he does not need to
pay for the apartment. He does not pay for transportation also because his
apartment is near his work. This, he said, makes his life less stressful. He also
shared his excitement that every time he went to his province in the Philippines
for vacation, he enjoys the attention given to him by his family and the community.
He is treated as a very important person just because he works abroad. These
are the economics and social benefits of working abroad for the Filipinos. The
only sad part of Mr. Y’s condition is that his contract expires every six months
and even if he knows he can renew and work in the same bar again, he needs to
go through the process of applying for the job as what he did in the first time. He
spends money paying for the agency who will prepares his work papers. Despite
these hassles, he chose to do it over and over again instead of working in the
Philippines.

Philippine migration inflow is feminized. Surprisingly, in the Philippine setting
meanings attached to gender in migration are different. Filipino men who work
abroad carry the image of responsible breadwinner while women are
contradictory portrayed as heroines and bad mothers . Men were never

" Cruz, R. (2012). Figures of Migration, gender, Kinship and the politics of representation. Ateneo de
Manila University Press. pp 513-514
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interpreted as bad fathers when they decided to work far from home and leave
everything to his wife. This double standard is present in several aspects of

Filipino life but more pronounced in migration.

The current government (Aquino administration) has its own share of success
in addressing some structural problems but it is not enough to keep its citizens
from moving out of the country. The country benefits much from this migration
because its economy has been kept afloat by the remittances of its citizens
working abroad. As reported by the Banko Sentral ng Pilipinas {Central Bank of
the Philippines}, the total remittance for 2011 reached 20 billion dollars, 7.2%
higher than of 2010 and is the all time high. The growth was attributed to the high
demand of Filipino skilled workers all over the world as well as government efforts
to seal employment deals with other countries. The Philippine National Statistics
Office reported that in 2011, there are approximately 2.2 million Overseas Filipino
Workers (OFW’s) and 95.3% are the so-called Overseas Contract Workers
(OCW’s) or those working with contract. The remaining 4.7%, roughly 103,400 are
documented migrants but without work contract. It expected that the number is
bigger because this does not include the number of undocumented Filipino

migrants all over the world.

In the context of Filipino migration in the Riviera, this research analyzed the
coping systems and adaptability of Filipino migrants in the area of health. It has
been recognized that quite a number of immigrants were not able to adapt to the
psycho-social stress brought about by moving in into a new country. This psycho-
social stress manifests in terms of depression (persistent sadness, anxiousness,
feeling of hopelessness, etc.) and mania (irritability, insomnia, poor judgment,
inappropriate social behavior etc.). It can also be exhibited not only in behavioral
terms but in physical terms as well. Some may experience headache, diarrhea,
weakness, and other physical manifestations. The best way to diagnose and
treat these types of psychological and physical challenges is to seek medical
advice in addition to being a part of a social group to balance adaption options.
The problem is what if the mere idea of seeking medical advice adds more
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stress? Are there platforms that migrants can access without fearing
discrimination? Are there institutions and programs that are at place to assist
migrants while they are in the process trying of fitting in?

Anxiety and depression will manifest if the person seeking medical help is
not knowedgeable enough, in terms of language usage, to express his feeling
and describe the discomfort he is experiencing. The patient may also feel
alienated within the bounds of the new healthcare system he finds himself into.
On the other end of the spectrum, medical providers will not have complete
understanding of the medical case presented before them that will make
diagnosis and prognosis more difficult, moreso, dangerous. This dynamics has
been part of complex relationship between migrants and medical professionals. It
is within this premise that this researcher made this issue an academic discourse.
Not much, if not none at all, has been done in the area of improving health
communication interaction between Filipino migrants and health providers in

French Riviera.
c. 3 Benefits of Migration

Migration brings with it diversity. Terms like multiculturalism, interculturalism,
racial diversity, cultural diversity and the likes were used to label migration and
interaction of immigrants with the local citizens of the host country. The Prime
Minister of the United Kingdom, James Cameron admitted in the Munich Security
Conference (February 2013) that multiculturalism did not work in the UK. Looking
at the British multiculturalism history, racial equality law was enacted in the
1960’s, which secured equal opportunity accompanied by cultural diversity in an
atmosphere of mutual tolerance. In the 1988-89, the Salman Rushdie affair
challenge the minority-majority relations stating that aside from race, ethno-
religious factors must also be given importance. In 2000, the report of the Multi
Ethnic Britain called for a re-think of the national story so that the UK can
genuinely become an inclusive community of communities and individuals; to

which all ethno-religious minorities had a sense of belonging. The riots in 2001,
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9/11 and 7/7 were interpreted by some as the end of multiculturalism. Others

preferred alternative rhetoric of “community cohesion’ and “intercultural” 2,

The debate about the rhetoric of embracing diversity is a never-ending
process. It is because nations and groups have attached multi — layered meanings
to the concepts that constitute diversity. From the initial recognition that race as a
primary consideration in immigrant assimilation, recent discussions include the
issue of religion which is a more sensitive issue to tackle. In this scenario,
communication plays’ a vital role to enable and empower members to engage in
constant dialogue and constantly re-shape values and beliefs and be more
accommodating to the oddities and peculiarities of different cultures. Peaceful co-
existence is the new order of the day- maintaining inherent values but taking the
higher moral ground of respecting the uniqueness of others.

Even the other old immigration countries in Europe especially France and
the Netherlands, share the same sentiment that multiculturalism has failed.
Germany, as conveyed by German Chancellor Angela Merkel, stated that
multiculturalism failed in her country too despite the fact that Germany has not
really adopted a multiculturalist policy agenda. The rhetoric embedded in this so -
called failure states that “multiculturalism facilitated social fragmentation and
entrenched divisions; it has displaced attention to economic disparity,
encouraged a moral hesitancy amongst native population and some even blame

it for international terrorism” 29.

Making cultural and religious diversity work is not at all an exercise in futility.
There are challenges indeed as experienced by England in 2001 (Bradfort riot),
France in 2005 when migrants rioted demanding for better inclusion in state

28 Meer, N. & Modood T. (2012) Interculturalism: Multiculturalism or Both? Political Insight. April
2012.p 31

29 Meer, N. & Modood T. (2012) Interculturalism: Multiculturalism or Both? Political Insight. April
2012.p 30
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rights. The challenges were also experienced by immigrants themselves in the
workplace and in the performance of their everyday life. However, the past
cannot be reversed, people and government can only learn from it. It is
important to remind groups and institutions involved in the promotion of
multiculturalism that this concept must operate within the bounds of mutual
integration. The majority should not be burdened to bear the cost of providing
platforms and resources to accommodate migrants, nor the immigrants’ be the
unwitting victims for the simple reason that they move in a different country.
Mutual integration can be exercised by educating the local citizens about the
existence of immigrants within their midst. They maybe different but let this
difference allow them to learn more about this race. Part of immigrant integration
orientation is to teach them how to respect the way of life of the local citizen of
the country they move into.

Finding a good example in understanding the dynamics of racial diversity, the
United States is a fine example. In the most recent report of Migration News; a
scholarly publication that “summarizes the most important immigration and
integration developments” in the US, provided data on race and ethnicity from the
U.S. Census Bureau®. As of 2000, US residents are composed of 69% white,
13% Hispanics, 13% black and 6% Asians and others. By 2050, the percentage
would be 50% white, 24% Hispanic, 15% Black and 15 % Asian and others. What
is new in this report is the idea that by 2050, there is a possibility that racial and
ethnic categorizations will no longer be in use. Definition and usage of race and
ethnicity are needed to understand peoples’ interactions and everyday life. As
pointed out by Hochschild:

30 Hochschild, J. 2005. Looking ahead: Racial trends in the United States. Daedalus 134, no. 1: 70-
81.http://dash.harvard.edu/handle/1/3200608 (accessed March 22, 2013) p 2

40



“if immigrants are regarded as a race apart, biologically distinct from the rest
of us, they will be treated very differently than if they are regarded as belonging to

another ethnicity, similar in crucial ways to all the others” ",

In terms of health assessment and delivery, immigrants indeed should be
treated differently to ensure they remain in a good state of health. Their genetic
pre-disposition to certain diseases is totally different from the mainstream
population of the receiving country. Immigrants from India for instance should be
monitored for the onset of high blood glucose because Asians in general are
genetically pre-disposed to diabetes — Indians having the most number- and their
eating habits and lifestyle aggravate the situation. As reported by the British
Broadcasting Corporation (BBC) in one of its documentaries, India’s diabetes
problem is rooted in genetic predisposition as well as the phenomenon of
deprivation of food during childhood while having it in excess in their adult life.

In a conference entitled Cultural Diversity: advantage or liability sponsored
by the European University Institute in Florence, Italy and which this researcher
had the privilege of being a participant, discussions revolved around how
immigrant population change the dynamics — political, economic and cultural- of
the host country. Although the conference did not categorically answer the
question it posted, there was a general sentiment that despite the challenges
brought about by cultural diversity, the benefit is brings to the receiving country
as well as the sending country is undeniable. The host country benefits from the
work contribution of immigrants as well as their taxes. The host country benefits
from the immigrants’ earnings sent to their family. The presence of immigrants
also changes the culture of the host country because of their exposure to a
different way of life of the immigrants. This does not necessarily mean adopting
how they do things but the wealth of knowledge gained merely from their
presence is a benefit, if the locals are open minded enough to look at it this way.
Immigrants also learned from the environment and ways of life of the host

31 1bid 30 p 73
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country that they can adopt to improve their lives. There are many ways in which

local citizens of the host country and the immigrants’ can learn from one another.
D. Combining Health and Culture

As already established, health is a reflection of culture and it cannot be
taken out of its cultural context. As such, health scholarship must look into the
cultural context of health and diseases. With the interconnectedness of these two
concepts, discussion about health issues carries with it the need to study its
cultural background. Realizing the complexities of the very nature of culture, this
study limits the discussion of culture to the four walls of the definition of health
according to the WHO. Health is a state of complete physical, mental and social
well-being and culture is a significant contributor in achieving a sound state of

well-being.

There are many cultural practices around the world that are directly
connected to health. In Bangladesh for example, during the feast of ld-al-Adha,
ritual slaughters of animals with flowing blood is repeated for countless times
across the country’s capital, Dhaka. In this celebration, the Muslim faithful share
meat with the poor, but this tradition carries risk. The country imports more cows
for this feast, which makes monitoring for bovine, TB and other diseases difficult.
In the Democratic Republic of Congo, a butchered half-cook monkey is a usual
sight in the market. This bush meat is the only source of animal protein in
impoverished part of sub-Saharan Africa *2. In Thailand, even with the threat of
catching bird flu, owners of fighting cocks still suck blood from their animal after a
match to revive it* . These cultural practices show a strong connection between
culture and health, exposure to diseases and cure practices. On the other end of
the spectrum, certain cultural practices are altered through a mixture of

32 Quammen, D. (2007). Deadly Contact: How Animals and Humans Exchange Disease. National
Geographic October 2007. pp 91-102

33 Appenzeller, T. (2005). Tracking the next Killer Flu. National Geographic Magazine October
2005 p 18
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interventions to better safeguard the population against the threat of diseases. In
Nigeria for example, although a family might have very little possession, they
own a mosquito net to protect them from being bitten by mosquitoes thereby
preventing the spread of malaria. In Serbian prison, masked health workers
closely monitor inmates taking TB drugs to prevent it from spreading to other
prisoners. In such a place where people are close to one another, the spread of
this disease might happen in an instant that is why strict monitoring of those who
are already inflicted with the disease is needed **. In 2003, there were rumors of
a respiratory disease in the mainland China and around its borders and as a
response, people boil vinegar to ward off the illness®. This disease however was
later identified as Severe Acute Respiratory Syndrome (SARS) and that vinegar

cannot kill the virus. 3¢

To lessen or avoid contracting diseases, even the Catholic church has
change the way they distribute bread during communion. Traditionally, the holy
host is put directly into the person’s tongue. This process allows the transfer of
saliva from one person to the other, which is a way for the transmission of
disease. To remedy the situation, the church devised a way to lessen the spread
of disease by allowing people to receive the host on their palm and they are the
ones who put the host in their own mouth.

These examples show that indeed certain cultural practices were proven to
be agents in spreading diseases. Yet, for cultural reasons, these practices still
thrive because of lack of proper information regarding their health risks and

limited options for source of food. There are cases however when certain cultural

34 Weiss, R., (2002). War on Disease. Challenges for Humanity. National Geographic October 2002
pp 5-17

35 Walsh in Time Magazine. It’s Gone Viral. February 2013, p 50

36 Karan, K, Aileen, L., & Elaine, P., (2007). Emerging Victorious Against as Outbreak: Integrated
Communication Management of SARS in Singapore Media Coverage and Impact of the SARS Campaign
in Moving a Nation to be Socially Responsible. SAGE Publication. pp 383-403.
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practices were changed for the better because interventions were introduced and
people could have understood the need to alter the way they used to do things.
With the new acquired knowledge, certain cultural practices were altered to
accommodate disease prevention and because of this, the culture of health

within the community changes.
E. Connecting Migration and Health

In the area of migration history, it is served well if we refer to the United
States of America’s migration experience. The immigrant population in this country
continues to grow always surpassing previous records. As of 2004, estimated
number of immigrants reached 34.2 million 12% of its total population and 62% of
this number are not citizens. Connecting immigrants to the wealth distribution,
immigrants have a higher rate of poverty, (16.8%) compared to the US native
population (11.8%), and comprise 22% of the nations uninsured population.

Authors Eamranond and Hu stated that:

‘immigrants comprise an underprivileged population that continues to be
neglected from various standpoints, including environmental and occupational
health exposures. Disparities in immigrant health are exacerbated by lack of
adequate health care access and culturally —inappropriate health care.
Observers in some States have asserted that immigrants place an extra
burden on health care systems, which may explain the low priority given to
immigrant health care. However, immigrants contribute as much as $10 billion
per year to the US economy and pay taxes in excess of $80,000 per capita
more than the value of government services received over their lifetime.
Overestimates of utilization of resources and underestimates of immigrant
contribution to the US economy may give rise to the general reluctance to
provide health services to the immigrant populations.™’

The last two sentences summarized the probable root case of under
prioritizing health services for the immigrants in the US. It is very easy to
determine the numbers of immigrants coming into the US soil but their economic

37 Eamranond, P & Hu, H (2008). Environment and Occupational Exposures in Immigrant Health.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3091353/ (accessed September 2013)
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and social contribution can easily be dismissed partly because of prejudice. The
“otherness’ of immigrants has its consequences. Immigrant stories are also jaded
with reports about unauthorized migration and more seriously the attachment of
the concept of spreading fear to a particular group of immigrants. This
overwhelming perception is not only happening in the US. Indifference to
immigrants has been going since time immemorial and is still going on in the

present time, only in different form.

Looking back further down into history and connecting people’s movement
and diseases, colonizers from Europe brought with them 14 new diseases to the
New World, including influenza, measles, smallpox, scarlet fever, cholera and
typhoid — diseases for which the native Americans have no natural immunities.
These diseases were presumed to have played greater role than European’s war
technology in conquering the native tribes. This scenario makes the native tribes
weaker, less able to support themselves and more vulnerable to diseases. On the
other hand, the colonizers, after being able to adjust to the new environment, live
longer compared to those who stayed in Europe. They were able to take
advantage of the agricultural resources of the new land they have conquered to
protect them from malnutrition as well as avoiding overcrowding which is very

common in Europe during this epoch®.

This is a concrete example that migration contributes to the unintended
dissemination of diseases. Viruses travel with the people on the move and
passing them on to the unsuspecting population- as history had shown- is lethal.
Learning from the lessons taught by historical experience, Europeans who travel
to Africa for example, are required to have shots for yellow fever and hepatitis 2
injections before and one injection a month after return. This is to make sure that
contracting these diseases as well as the possibility of spreading it upon arrival to

the home country is prevented. Other countries also require that people visiting

38 Weitz, R. (1996).The sociology of Health, Iliness and Healthcare: A critical Approach. Wadsworth
Publishing Company. U.S.A. pp 20-21
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show health certificate stating that they have not been exposed to certain type of
viruses or are not carrying any type of virus that would endanger those who will
be travelling with them on the plane or the people they will interact with in the

receiving country.

In Europe, there has also been a rich discussion regarding effects of
migration. In a conference in Florence, Italy (May 6-8, 2013) sponsored by the
European University Institute, and which this researcher had the privilege of
being invited, the question was: “Cultural Diversity: Advantage or Liability?.
Although arriving at a concrete answer requires complex and detailed discussion,
there was a general sentiment among the participants that diversity carries with it
benefits both by the sending and receiving countries. One of the speakers Tariq
Modood pointed out that;

“a high degree of racial, ethnic and religious mix in its principal cities will be
the norm in the 21 century Europe and will characterize its national economic,
cultural and political life, as it has done in the 20" century USA. Even as if
members of ethnic minorities are fully integrated in in terms of legal rights,
access to employment or education does not mean they have achieved full
social integration. This also requires certain degree of subjective identification
with the society or the country as a whole- what the commission on Multi-
Ethnic Commission called “ a sense of belonging” — and acceptance from the
majority population that the minority persons are full members of society and
have the right to feel that they belong”. *°

This researcher happens to meet the author in person in a cultural diversity
conference in Italy. Mr. Modood’'s work zeroes in mainly on cultural diversity
debates in Europe. He pointed out that most of the largest, mostly capital cities in
north-west Europe are 25-40% non — white and unlike the US, most of the non-
whites in Europe are Muslims. As such, the political dynamics concerning
immigrant integration in Europe rotates around equality, racism and Islam. He also
stressed out in his article “Citizenship in a Diverse Cultural Society” that in general

European countries have limited realization how ethnic mix is changing European

39 Modood, T. (2007). Multiculturalism: A Civic Idea. Cambridge. Polity Press
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societies. Policy makers and social scientists never predicted that discussions
about race, ethnicity and multiculturalism would be dominated by the aspects of

religion.

This limited understanding of immigrants has implications on how they live
in the new country and how local citizens deal with immigrants based on their
perceptions or stock knowledge. It is indeed in the hands of the social scientists,
media and government to set up integration platforms to ensure immigrants were
given the necessary education and training to peacefully co-exist and
competitively compete for job opportunities. These rights must be protected by
policy initiatives. When immigrants realize that they are not treated equally,
problems arise. Immigrants in France rioted for 22 days in more than 250
localities in the autumn of 2005 leading then President Chirac to speak about
“crisis of identity” “°. These uprisings highlight the desire of immigrants to be
properly integrated and lessen the cultural divide which makes them feel
“different”. This desire to “belong” is a basic social need that needs to be fulfilled.
Although in some aspects, immigrants might be integrated, the society should
make them feel that they are full members of the society. By arriving at this state,
the anxiety brought about by being an alien in a new environment is minimized
thereby lessening the psychological stressors which sometimes are the cause of
discomfort.

Movement of people around the world brings carries health risks. Sixteen
percent of world’'s population moved every year; 52% for tourism, 23% for
family/religion and health, 16% for business, 3% immigration and the remaining
6% are unidentified *'. This translates to the idea that when there is an outbreak

40 Simon, P. and Sala Pala, V. (2010). “We are not all Multiculturalists Yet: France Swings between
Hard Integration and soft unti-discrimination” in S. Vertovec and S. Wenssendorf (eds). The Multi
culturalism backlash: European discourses, Policies and Practices. Abingdon and New York. Roultledge.

4 Casanova, M. (2013). Social and Economic Management in the XXist century. Lecture delivered in
the conference “Cultural diversity: Advantage or Liability?”. European University Institute. May 7-9,

2013. Florence, Italy.
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of a disease in China for example, it can reach anywhere in the world in a matter
of hours because movements of people these days are continuous and fast. This
scenario is not just for a movie or straight from a science fiction book. It actually

happened in the past and there is a huge possibility that it can happen again.

There was a mysterious disease in China that no one had no inkling where
it came from and how to cure it. The corona Virus which is responsible for SARS
was kept secret for a while by the Chinese government. The international
community was kept at bay for months before disclosure of the source of the
disease. When the virus was identified by scientist in Hong Kong, it was passed
on to the US scientist in Atlanta who successfully broken it down and then
ultimately decoded by computers in Vancouver *?. However, as fast as the virus
was identified, the disease already claimed lives because the Chinese
government tried to contain the information concerning the disease for reasons
only them can understand. Not having complete knowledge about the genetic
make up of the virus, how it is transferred, how it can be addressed; more people
are becoming at risk of contracting the virus as well as possible fatal outcomes
for those who had been inflicted by the disease.

Today, the platforms, tools, technologies and manpower in disease
identification are at place. They work efficiently and fast provided scientists are
given the right information. No matter how the global health infrastructures are
efficiently built and inter-connected as long as information is withheld, the war for
disease identification and eradication will never be won. By gatekeeping valuable

health information, more people are put at risk and scientists are blindsided.

42 Walsh in Time Magazine. Its gone Viral. February 2013. p 50
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F. Relationship of Health and Communication

“Communication is clearly the primary process used in health care to
disseminate and gather relevant health information”**.

This statement strengthens the role of communication in health promotion
and management. Their connection is not new. Communication is the very fiber
that connects facts with human thinking and emotions. Many researches have
been written within the bounds of health and communication giving links to these

domains* .

Communication is the central social process in health delivery. Health
information is the knowledge gathered from laboratory tests and patient
interviews that become the basis in diagnosing health problems. The dynamics
of communication in health context are also very complex. It examines different
levels of communication (intrapersonal, interpersonal, group, societal and
organizational). It also involved different communication channels-face to face,
telephone, fax, and mass communication which involves the use of different
media to convey/ disseminate health information. The setting for health

communication is also very diverse®.

Kreps and Query identified two perspectives in health communication
inquiry. First is the healthcare delivery branch that examines how communication
influences the delivery of healthcare. The second is the health promotional
branch that studies the persuasive use of communication messages and media

to promote public health.

43 Kreps, G. & Kunimoto, E. (1994). Effective Communication in Multi-cultural Healthhcare Settings.
London. Sage Publication

44 Hornik R., Ramirez S., (2006) Racial/Ethnic Disparities and Segmentation in Communication
Campaigns, American Behavioral Scientist, Sage Publication. Schoberberger R., Nodes, M., (2005).
Health Campaign for Atherosclerosis Prevention, Institute of Social Medicine, Center of Public Health,
Medical University of Vienna, Vienna Austria, Springer -Verlag

45 Kreps, G. et. al. (1998). The history and development of the field of health communication. Health
Communication research. A guide to the development and direction. Westport. Greenwood.
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While it is highly acknowledged that communication is at the center of
healthcare delivery and health maintenance, communication within the bounds of
health is very complex. One of the many roles of communication in health is to
“‘demystify the complexity of the multi-faceted roles performed by communication

in healthcare and health promotion” 46

. In health communication, the goal of
communication efforts is often to provide informed choice; decisions should be
based on a patient’s “accurate” understanding of the facts and be consistent with
patient values *’. This means that in the design of communication messages, the
main consideration should always be the how congruent are the messages and
communication tools with the patients belief system. This philosophy also holds
true with the how auxiliary health providers should carry out communication
interaction with patients, especially immigrants because they came from a
different background. This is where communication plays a very important role.
Perloff stated that communication could play a huge part in reducing health care
inequalities in the United States, because there is still a striking racial and class-
based disparities in health care, “despite the nations philosophical commitment to
equality”*®. Given this observation from one of the countries that has the richest
migration history, it is alarming how other countries such as France, are handling
immigrants healthcare inequalities, if there was even a recognition that this exists.
What is glaring in the US healthcare scenario is that this country has long
recognized the contribution of immigrants in their country’s growth. They have
also put in place programs, including that of health- to address immigrant needs.
Despite these efforts however, reports still revealed that immigrants’ still face

* Jackson, L. & Duffy. B (eds) (1998). Health Communication: A guide to the Developments and
Directions. Greenwood Pubslishing Group, Inc. pp 1-15

47 peters, E. et al (2006). The Functions of Affect in Health Communications in the Construction of
Health Preferences. Journal of Health Communication. S 140-162. International Communication
Association.

48 perloff, R., (2006). Communication and Healthcare Disparities. American Behavioral Scientists.
Volume 49. Number 6
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health challenges and putting into perspective the immigrants in France, one can
only wonder what is the status of immigrants health in this country.

The creation of highly targeted health messages is one of the tools to combat
health inequalities and better communicate health information. However, the task
of coming up with highly targeted health messages is costly, time consuming and
needs political will from governments and concerned organizations. It is a daunting
task because it means that message creators need to take into consideration the
multi-faceted factors that operate within a group’s life. Some of these factors are
racial origin, religious affiliation, personal health beliefs etc. However challenging it
may sound, many health organizations are slowly embracing the idea that this is
the best way to combat diseases, save lives and resources.

Preservation of a good state of health is highly dependent on the kind of
information provided to the public. Prevention messages are highly encouraged
to be carried out to prevent the much higher cost of emergency -care,
hospitalization or lifetime medication in the case of chronic diseases. However,
prevention campaigns have their share of challenges that emanates from
bureaucracy, minimal support from concerned groups, lack of interest of the
predisposed segment of the population and limited monitoring system on the
impact of the campaign. To highlight how valuable information is in fighting
diseases, in 2004, the bird flu that swept Asian poultry was considered more
frightening because not much is known about the H5N1 virus. Medical workers
are frustrated because they cannot determine how many people and animals are
infected? And that mystery has practical implications for fighting the disease *°.
This shows the implication and fatal consequences of not knowing basic
information about a disease. It is only when basic questions are answered that

solutions be recommended for immediate action.

In cases of sudden epidemic outburst like the one mentioned above,

communication plays a more crucial role because time is of the essence. The

49 Appenzeller, T. (2005). Tracking the Next Killer Flu. National Geographic Magazine. pp 20-21
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sooner credible information is shared among stakeholders, the better it is for the
population to be protected, thereby saving lives. Obviously, not all
communication efforts in disease prevention are successful. Despite the
challenges however, the role of communication cannot be denied in many
successful stories of disease prevention and elimination and in the maintenance

of general well-being of people.

There are several huge successes in combating epidemic and which can
also be attributed to effective health communication campaigns. A global
vaccination program against smallpox launched in 1967 eliminated the disease in
1980. There is awareness in Nigeria about the use of mosquito nets to prevent
malaria. In Bangladesh, the use of folded sari before placing it over the mouth of
a jar before collecting water creates a barrier against plankton to which the
cholera bacteria are attached. There are almost 3.5 million people suffering from
a disease caused by a parasite called guinea worms in the remote parts of Africa
where only contaminated water is available for drinking. By 2013, through the
efforts of the Carter Center, the number of people suffering from this disease was
reduced to 148 (provisional) from 3.5 million in 1986. The founder of this center,
former President of the USA Jimmy Carter, acknowledges that “as a community
and as a nation, it is important to educate the citizens, legislate ethically and

wisely, and support organizations that conduct research and help those who are
ill %0,

These success stories show that when efforts are synchronized, eliminating
diseases could be possible. Alterations of some daily activities, educating the
population of the positive of effects of the changes that are being proposed often
yield positive results and lives were saved. This knowledge/learnings will go with
these people wherever they may go. What is good about health concepts is that
the basic premise of health maintenance is universal- eating fruits and
vegetables, exercise benefits, drinking lots of water and maintaining a healthy

50 Guinea Worm Eradication Program.
http://www.cartercenter.org/health/guinea_worm/index.html. Accessed March 6, 2014.
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lifestyle. Encouraging people to follow this is a whole different ballgame. The
availability of fast calorie laden food is the best companion of a busy lifestyle.
Unhealthy food seems to have the upper hand and in control of the people’s diet
these days. This means that advocates of healthy living must triple their effort to
bring people back into their fold.

From information gathering to information dissemination, communication
tools are used to better assist health clients (patients), their relatives and friends.
These tools range from the use of different media to communicate better health
options, identification and utilization of diverse communication collaterals to
better reach the target audiences and maximization of research results to better
aid health providers.

Health information can be gathered through different means. Today modern
medical information gathering is aided with a dazzling array of technologies. The
era where gathering health data can be as easy as “slapping on a band” has come.
In the emerging field of bioelectronics, leaders are developing a small, wearable,
wi-fi enable sensors that can detect vital information —heart rate, body temperature,
hydration levels and communicate it in real time to the doctors or to a smart phone.
With this kind of technology, invasive tests, bulky and expensive devices can be
avoided. Cost of health care will go lower, patients can be proactive about their
health and they will have better relationship with their doctors *'.

Despite these developments however, the role of human communication still
plays a crucial role in the process. Doctors and medical professionals need to
fully understand the psychology, biological make up, cultural background and
personal preferences of the client. This way, medical intervention in terms of
what regimen best suits the client would be prescribed. Medical regimen includes
the preference of the patients in taking medications, hours and best time to do

51 Time Magazine March 2013 p 39
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exercise, diet that she can tolerate etc. Similarly, clients are also expected to
communicate with healthcare providers, specifically clarifying their position about
taking medicines, doing exercise and the kind of food that they can eat. They are
expected to be actors of their own health, empower themselves by reading
literatures about diseases that they are exposed to because of genetics or
lifestyle.

G. Defining Health Communication

Research about health communication has its roots firmly planted on
peoples need for more information about health. In as much as the primary
source of health information is concerned, still the medical providers, patients
and concern groups demand for information beyond the usual medical definition.
Medicalization of illness and diseases has long been questioned by stakeholders
thereby re-directing medical practitioners to look at diseases beyond laboratory
results. This paradigm shift in health psychology gives birth to new scientific and
humanistic researches that tried to answer health questions beyond the
microscopic lens. Connecting health issues to poverty, social status, culture,
communication, gender and other factors, constitute the scholarship of health

communication.

Therefore, health communication is defined as an applied behavioral
science. It is applied because it examines the pragmatic influences of human
communication on the provision of health care and the promotion of public health
%2 Because of its grand scholarly scope, transcending boundaries and disciplines
in addition to its being a young area of research, it has become a promising area
of academic inquiry and scholarship. As a matter of fact, academic institutions
are offering courses in the field of health communication whose aim is to train

health communication professionals on how to better communicate with their

52 Kreps, G. et. al. (1998). The history and development of the field of health communication. Health
Communication research.A guide to the development and direction. Westport, CT. Greenwood Press.
http://www.russcomm.ru/eng/rca_biblio/k/kreps.shtml (accessed February 2010). pp 1-15
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patients, taking into consideration their sensitivities. Courses are also leaning
towards preparing health campaign designers in coming up with sensitive yet
sensible messages that would better appeal to the target audience.

Put simply, health communication involves creating shared meaning about
health care and conditions. It covers a wide -ranging array of topics including
disease control and prevention, emergency preparedness and responses and a

lot more®3.

At its main core, health communication field focuses on two major elements;
message production and processing and the creation of shared meaning about

health issues in relationship **.
H. Tracing the Development of Health Communication

The term health communication has only been around since the mid-70’s
but it has grown exponentially in the past 25-30 years >°. Its main role is to
examine the powerful roles performed by humans and mediated communication
in health care delivery and health promotion. Research results from this area are
often used to make significant positive changes to health care delivery and
promotion. As noted by Gary Kreps, who made extensive research in the field of
health communication, the inquiry in this area is often problem based, examining
and solving health care and health promotion problems.

53 Sparks, L., (in press). Health communication and caregiving research, policy, and practice.In S. S.
Travis & R. Talley (Eds.) Multi-disciplinary Coordinated Caregiving: Professional Contributions.
Springer.p 7
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This field emerged as an exciting applied behavioral science research. It is
an applied science because it examines the pragmatic influences of human
communication on the provision of health care and the promotion of public health
% There are a few points of references as to how health communication as an
area of research started. One very strong starting point is the communication
discipline’s emulation of other disciplines such as psychology and sociology,

which are doing research on health communication.

Moreover, scholars in these social sciences were beginning themselves to

examine communication variables in health care *’

which encouraged
communication scholars to follow suit®® . Among academic disciplines, it is the
field of psychology that has the highest impact on the development of health

communication.

Korsch and Negrete’s write —up entitled “Doctor Patient Communication
“published in Scientific America is still regarded as the foundation of the field of
Health Communication *°. In 1963, the Journal of Communication devoted an
entire issue on the topic “Communication and Mental Health”. In 1967, a book
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was written entitled “ The Pragmatics of Human Communication” by Watzlawick,
Bevin and Jackson, which provided a very strong baseline for humanistic
psychology, intermarrying the areas of humanistic psychology and human
communication®. This book stressed that “the quality of relational communication
can lead to pathological and therapeutic outcomes, which serves as the
springboard to the current interest in health communication studies™'Today, the
area of health communication is widely recognized as vibrant, theoretically driven,
pragmatic and key contributor in shaping health policies®?.

Health communication as a field of research is continually attracting
scholarly work. As a very young field of research, much can be expected from
research results from this discipline. Academic institutions all over the world are
now offering health communication courses. The Harvard School of Public Health
offers Health Communication Concentration. University of Boston has an online
course for Master of Science in Health Communication and the Nothingham in
the United Kingdom offer a web -based masters distance learning. In France, the
Ecole de Hautes Etudes en Sante Publique (EHESP) located in Renne,
Sourbonne offers a wide array of courses that deals with public health. This
researcher made some communication with this University through email and
one student is doing her research in health communication and marketing. This
field of health communication is different from studying health communication
focusing on the dynamics between stakeholders within the health care delivery
system. Health communication focusing on marketing is simply on the other side
of the playing field. It is important to note however that the courses in the French

university are concentrated on health institutional administrative programs.
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Despite the studies however, countries often look at research in health care
as a minor player in health inequalities®. It is not surprising because the very
nature of research cannot be quantified or bears immediate measurable
outcomes and it is easy to make assumptions that research is another exercise
in futility. However, ineffective health policy, wrong health campaigns can partly
be attributed to lack of baseline information which only research can provide.
However, the statement downplaying the role of research became true in the
case of France. Because of the very nature of the country’s universal health care
system and the big allocation of resources to health, everyone simply has access
to health care. Healthcare management in this country can be easily understood
as when someone is sick, he is free to go to a doctor or hospital of his own
choice and demand care. However, this is translated to sky rocketing cost of
health care expenditures because emergency care costs more than actually
setting up prevention campaigns to prevent illness complications. Now that
nations are becoming more aware of the budget deficits and while some
countries economy have already collapsed, measures are being taken to ensure
expenditures are controlled. In France there are actions to control the rising cost
of healthcare. Patients now share the burden of consultation costs and
concerned institutions are making sure medicines are properly disposed to avoid

waste.

In the end, the application of health communication principles advocated by
proponents of this discipline as well as research results will aid entire health
system of countries and open a wealth of knowledge for all sectors of the
healthcare industry. For now, the aim to do one research at a time and spread
the results to stakeholders.

63 Polton, D. (2009). What is the Role of Healthcare System in Reducing Health Inequalities in France?
In Measuring and Tackling Health Inequalities Across Europe. EuroHealth. Volume 15. Number 3. pp
19-20
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I. Describing the area of research: the French Riviera

The South of France became the area of research because this researcher
was granted a scholarship to do her doctoral studies in one of the Universities
located in the area, University de Nice Sophia Antipolis. She lived in Nice, the
biggest city in the Cote d’Azur area and there is a good number of Filipinos in the
cities belonging to this region because of job availability. The three main cities
where the research was conducted were chosen because of their proximity. It is
convenient to travel for there is an efficient public transport system that operates

across these cities.

Figure 2: Map of the French Riviera
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The French Riviera, also known as Cote d’Azur (which means Azure Coast)
is a popular destination for tourists as well as retirees. It is a located in the
southeast of France along the coast of Mediterranean sea. There is no clear
boundary but it stretches from the town of Menton- frontier to Italy- in the east to

Toulon in the west. It totals 550 miles including the Principaute of Monaco, the
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second smallest country in the world —next to Vatican- and is ruled by the
Grimaldi family. The area is popularly known for its coastline, mountain ranges,
museums, well —kept parks, ski resorts and its array of artists that include Pablo
Picasso, Henri Matisse, Marc Chagall and many more. The famous actress
Brigitte Bardot further elevated the Riviera when she made a movie — And God
created Woman- shot in St. Tropez. The region is proud of its temperate
weather-warm summer, more sunny months and tolerable winter season. It now
bears the image as the playground of the rich and famous. The streets of St.
Tropez are literally littered with international stars and personalities from the
business and political scene during summer season. The coasts of Antibes,
Villefrance sur Mer, Cap Ferrat are some of the favorite docks of the yachts of

the wealthy.

Some of its most known cities includes Nice-its largest city; Cannes- the
venue for the famous Cannes Film Festival and Monaco- for its casino and lavish
lifestyle. Tucked in between these cities are restaurants, museums, historic sites,
chateau and lavish vineyards. Any one who visits the region will be in for a treat
because of the vast activities and point of interests that the Riviera is known for.
The cities, although located in one region, promises different experience for the

traveler because each has its own character.

Monaco is technically not part of the French Riviera because it is another
country therefore does not belong to France. However, it is under the protection
of France. Monaco as part of this study was not viewed as another county.
Instead it was referred to as part of the French Riviera. This was intentionally
done by the researcher for identification of Filipino immigrants between two
countries would complicate the choice of location for this research. Basing on the
geographic location Monaco is part of the Mediterranean cost close to the French
Riviera. For easier labeling, the researcher referred to the area of her research —

Nice, Cannes and Monaco — as the French Riviera.
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Each city in the Riviera boosts of its own yearly activities. Nice has its
yearly celebration of Carnaval de Nice and Music Festival. Cannes is host for the
glittery Cannes Film Festival which makes this small city a venue to be seen for
the people in the film and entertainment business. Menton is famous for its
Festival de Citron (Lemon Festival) where mardi gras type parades are enjoyed
by thousands of people and where the floats are made primarily of the main
product of the city, lemon. Biot, a small village located between Cannes and Nice,
known for its glass blowing industry also celebrates a few days of Medieval
Festival where the grandeur of the Knights Templar is commemorated and their
lives were re-lived at least for a few days. Participants and even audience of this
event are encouraged to dress, live and eat like the medieval times which makes
it a very interesting thing to experience. In the summer season, those who are
bold and adventurous can spend a significant amount of money to have a few
days stay in St. Tropez and experience how people bare themselves in the Nude
Beaches of this city. Although there are areas like this all over the Riviera, St.
Tropez is the leading city when in to comes to literally stripping someone of their
inhibitions.

These are activities that make the French Riviera a popular tourist
destination of people who can afford to travel and splurge in the warm
Mediterranean Sea. Tourist abounds even during winter season because it does
not get very cold and in the outskirts of the main city are several ski resorts like
Isola and Valberg. The Riviera offers a lot of things to those who are trying to
escape the stressful life of the city. Despite robust tourism, the French people
were able to preserve their cultural roots especially their language. They
remained French in many ways, which most tourists do not find welcoming.
Regardless of these traits, tourist keeps on coming to the Riviera that maintains
keep businesses afloat. This results to availability of jobs especially the service
industry. Immigrants’ flocks to the Riviera because job abounds.
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Figure 3: Photos of the French Riviera

Promenade des Anglais, Nice Cannes Film Festival 2013

Eze Village, located between Nice and Monaco Medieval Festival, Biot

Monaco, Monte Carlo

Note: All photos were taken by the researcher
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Figure 3 shows places and events within the French Riviera. It vividly shows
the touristic places and interesting activities that attract people all over France as
well as international travellers to either visit or live in the region. Museums also
abound like the Marc Chagall and Henri Matisse museums in Nice and the
Picasso Museum in Antibes. French society is also very supportive of older
generation. There are a lot of local organizations composed of old people and
handicapped. The local government is making sure that there are enough
activities for these people, one thing worth praising about the French.
Organization like Bellage provides activities for old people. Valentin Hauy is on
organization for the blind and Osons la difference is for people on wheelchairs. In
2012, Valentin hauy, Osons la difference tie up with Lions Club and Conseille
General des Alpes Maritimes and sends three handicapped — blind, mute, and
paralyzed- accompanied by a small group of people, to climb Kilimanjaro. This
done to send a message to the world that even if limited physical mobility, great
things can be accomplished when efforts are put together. This activity
showcases the dedication of the French government in supporting activities that
promote the welfare of the minority group and underprivileged members of its
society.

Having given these examples, immigrants should also strengthen their effort
to be recognized by the government by creating programs that highlight their
contribution to the French society. No matter how small these activities maybe,
the main aim should be to reach out and build a better line of communication,
lessening the gap that divides immigrant groups and the local citizens as well as
the French local government.

The region was selected for as the research area for this study because the

researcher was given the opportunity to pursue her doctoral studies in Nice
under a scholarship grant by the European Union. The region is a good place to
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study the Filipino community because there is quite a concentration of this group
of people in the Riviera primarily because of availability of work.

Hypotheses
This study hypothesizes that:

1. For Filipino immigrants in the South of France, French language is still a
barrier in accessing health care.

2. Current health practices are still highly influenced by the past health belief
system (past: health belief system when they are still living in the Philippines
and the health environment where they are exposed to)

3. Filipino immigrants were able to adopt to the French health system but their
level of assimilation is still yet to be identified and described

4. There are emerging health practices based on intentional or unintentional
combination of the past and the present health beliefs

5. First generation Filipino immigrants are not aware that there are differences
between the health system of France and the Philippines.

Statement of the Problem

The Philippine health belief system is a rich combination of factors that
generally affects a persons’ life. Culture, geographical location, religious beliefs
and weather are just some factors that influence the traditional notion of illness
and health in Philippine health culture. Traditional/Indigenous or folk medicine-
however one labels it, is not just a random collection of exotic beliefs and practices.
Instead it is a reflection of a system of knowledge % This health belief system
becomes part of the inner wiring of the Filipinos and they will carry it wherever they
may decide to live.

64 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press.
p5
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Major part of the immigrants’ grand narrative is how they face the
challenges of adjustment and later on assimilation to the host country. Coping in a
country whose language and culture is totally alien to the immigrant is a more
complicated process than those who already have background about the country
they are moving into. Citing the global movement of Filipinos as an example, they
adjust better and faster when they move into an English speaking country rather
than a French speaking country. At the same time, somebody from Algeria will
have an easier time adjusting to a French-speaking county because he or she
speaks French. Putting the Filipinos in a French speaking country and an Algerian
to an English speaking country, could make assimilation more complex.

For Filipino immigrants in the French Riviera, this study aims to find out how
the health belief system deeply ingrained into the very fabric of being from the

Philippines, is altered or influenced by the healthcare system of France.

Generally, this research identified the emerging health practices of the
Filipinos living in the French Riviera through examination and analysis of their
current health practices. Results will then be reviewed against two backdrops; one
is the most common health belief and practices in the Philippines and the
traditional way dealing with these diseases, and on the other side is the health

care system of France.

Through identification and analysis of the common health practices vis-a vis
the current health practices of the Filipinos in the Riviera, the researcher hopes to
extract what emerges when Filipino health beliefs were practiced under the French
health system. Theorizing that practicing old health practices (intentionally or
unintentionally) under a new health care system, creates a hybrid which needs to
be problematized and investigated. Not knowing the result of this mix seems to
waste valuable resources and can jeopardize lives. It is the responsibility of the
social scholars particularly social epidemiologists, to be precise -to identify
emerging health belief system of an immigrant group to provide campaign
designers with timely and relevant information, create culturally sensitive medical

collaterals and assist policy makers in the formulation of sound state policies.
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Once an immigrant set foot in the host country, theoretically, assimilation
and integration must begin. Narrowly, an immigrant is considered integrated into
the host country if he can land on a decent job enough to sustain a family,
acquire necessary skills to speak the language for everyday conversation,
engage in public affairs and have access to basic health services. In a more
broader and complex scenario, an immigrant is said to be well integrated if he
can practice religious, cultural, and possibly nationality-based values and
practices can be expressed in the host country without penalty or denigration,
and that one can make some demands on the polity without fearing retribution or
total failure ®°. Focusing primarily on the initial part of integration, an immigrant
must have access to health information. He should be made fully aware of his
rights as a resident and must be given materials addressing basic questions such
as basic health terms, how the French system operates, which institutions to go
to, different health care providers/professionals, where to go to get specific
information, emergency numbers and the likes. It is important that these things
come from a reliable source and there should be a standard operating procedure
on where are these materials available and where to go if immigrants have

further clarifications.

This study intends to answer the following questions: 1. What are the
emerging health practices of the Filipinos living in the French Riviera? 2. Are the
Filipinos satisfied of their health performance in reference to how the French
healthcare system is accommodating them? 3. What are their health experiences
with regard to maintaining health, seeking cure and gathering health information
in the French Riviera?

65 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Imnmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program. pp 3-4
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Objectives

Generally, this research will identify and describe the health experiences of
Filipino immigrants in the French Riviera and extract the emerging health
practices coming from the intentional or unintentional practices of traditional
health belief systems. Being able to identify Filipino immigrants health
performance, this study aims to provide baseline data that can be used by health
providers and legislators. Knowing the stand and mentality of these immigrant
group in terms of health issues would better equip health workers on how to
better communicate with them. Findings of this research may also inspire
scholarship within the line of health and other minority immigrant groups.

Specifically, this research identifies the challenges and benefits of being a
Filipino immigrant in the French Riviera in terms of accessing health services
leading to better health management or otherwise.

This research will:

1. Identify and describe the traditional heath beliefs and practices of the
Filipinos living in the French Riviera

2. describe how traditional health beliefs influence current health practices with
the French health care system as the backdrop

3. identify the emerging health practices of the Filipino population and describe
how it merges with the health landscape of the French Riviera

4. identify barriers that contribute to unsuccessful health assimilation as well as
factors that encourage better health maintenance among Filipino immigrants

5. propose a health model that explains how immigrants emerging health
practices are formed and operationalized

Answering these research objectives would bring into the open the health
lifestyle of the Filipino immigrants in the French Riviera. Bringing their issues to
the academe hopefully may inspire public discussion about immigrant health
issues, as well as re-think the social and political responses to immigrants’ health

concerns.
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Chapter Synthesis

Chapter 1 sets the background for this study. Its primary aim is to introduce
the readers to how and why the study was conceptualized, referring to the
academic background and the personal passion of the researcher about the
subject matter.

Academically, this chapter provides the main problematique that
strengthens the academic claim of this research to be unique and highly
plausible research area because there has not been much (if not non at all)
studies regarding Filipino immigrants in the French Riviera, moreso in the area of
health. The topic is also a complex research area that makes it both interesting
for the researcher but also very challenging. The expected reward in the end
however, is not just academic benefit but a contribution to the literature on health
communication, providing baseline data regarding the health lifestyle of Filipino
immigrants in the French Riviera. This study theorized that for Filipino immigrants,
language is still a barrier in accessing health information and services, that the
current health practices are still highly influenced by the traditional beliefs which
means that they have not fully adapt to the French healthcare system.

The statement of the problem highlights concepts that need to be clarified
through academic investigation. The health belief system of immigrants is not
only a product of collective random experiences but it is also based on a system
of knowledge and as such, cannot be easily dismissed as folklore. Knowing the
origins and benefits of these beliefs to the immigrants, may provide background
information about psyche of the immigrants regarding health. This group of
people appears to be marginalized in the receiving country because of so many
contributory factors. In most cases the fault lies not on the state or the people nor
was it always intended. People are always indifferent towards those who are not
their own kind. Prejudice exists amongst people who have limited information
about each other and these indifferences spills over to other aspects of

immigrants’ life.
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It is the role of the state to ensure immigrants’ assimilation and integration
into the mainstream society is carried on swiftly. In the area of health, this can be
done by providing health providers of the host country with enough information
about a particular group of immigrants to properly prepare them on how to handle

immigrants’ health inquiries and issues.

The statement of the problem, research questions, objectives and
hypotheses were presented in this first chapter to set the tone as to what this
study is all about and what it is trying to accomplish at the end of the day.
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CHAPTERII
Review of Related Literature

“Whether or not a particular behavior or behavior is viewed... as a sign or
symptom of illness depends on cultural values, social norms and culturally
shared rules of interpretation®

This section explores the studies carried out revolving around the three
main concepts in this study: communication, culture and health. Narrowing down
on health challenges faced by migrants in the host country, particularly in Europe,
this part of the study paints a clear picture of health status of these migrants by
identifying the challenges encountered in the process of assimilation and
integration to the new health environment as well as the factors that encourage

healthy behaviors.

Due to the vast information discussed in this chapter, the researcher
divides this section into two parts. The first part contains results of academic and
institutional studies that highlight issues about health and migration. It also
presents experiences of countries in handling migration related issues. The
second part showcases the relationship between France and the Philippines
focusing on the first contact and how early French immigrants to the Philippines
observed the lifestyle of the inhabitants of these islands. It is interesting to point
out at this early stage that the early Frenchmen who decided to stay in Manila

were medical doctors.

This part of the study widely discussed issues that are contributing factors to
the state of immigrants’ health in Europe. These include politics, economics,
social and cultural components of the host country. Interesting enough, even if
immigrants moved to a much stable country than their country of origin, that is

66 Mishler, E. (1981). Critical Perspective of the Biomedical Model. In Brown, P. (Ed). Perspective in
Medical Sociology. Belmont. Wadsworth. p 141
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not a guarantee that they will be entitled to good heath care. On the contrary,
immigrants are often the marginalized in the area of health.

PART 1: Research studies and related data about health, communication,
and immigration

“The growing pace of economic globalization has created more migrant workers
than ever before. Unemployment and increasing poverty have prompted many
workers in developing countries to seek work elsewhere, while developed
countries have increased their demand for labour, especially unskilled labour. As a
result, millions of workers and their families travel to countries other than their own
to find work. At present there are approximately 175 million migrants around the
world, roughly half of them workers (of these, around 15% are estimated to have
an irregular status).” ¢’

a) Immigrant Status in Europe

The First Annual Report on Migration and Integration (Brussels, European
Commission, 2004) stated that European countries have no systematic way of
collecting health data by migrant status or ethnic group. The only countries in
Europe who were able to do this are the United Kingdom, Sweden and
Netherlands. As a result, not much is known about the health of immigrants once
they settle in their host country and interact with the new health care system. A
study conducted by Mladovsky et.al. claimed that migrants often face particular
health challenges and vulnerable to a number of threats to their physical and
mental health. Although these migrants are often healthy, this phenomenon is
known as the “healthy migrant effect”, the authors reiterated that specific health

concerns of migrants are poorly understood, communication between health care

67 1LO: Towards a Fair Deal for Migrant Workers in the Global Economy, Report VI, International
Labour Conference, 92nd Session, Geneva, 2004; P. Stalker: Workers without frontiers: The impact of
globalization on international migration (Geneva, ILO, 2000).
http://www.ilo.org/global/standards/subjects-covered-by-international-labour-standards/migrant-
workers/lang--en/index.htm (accessed March 9, 2014)
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providers and migrant clients remains a challenge and in general health systems
are not ready to respond adequately .

This poses as a problem for the host country because of the growing
number of immigrants, documented and otherwise, for they constitute a
percentage of the population and as such utilize heath care services. Ideally
once these people entered a country, they should have access and should not be
denied access to health care when the need arises and no matter how basic it
maybe. Historically Western countries tended to view immigrants ethnic identities
with indifference or suspicion and sought to assimilate newcomers into a
common national culture ®. Prejudice exists and it is strongly felt by immigrants
coming from developing countries. It is not only the people who have negative
pre-conceived idea about certain ethnic origins but the state as well has its share.
The mere fact that immigrant professionals are hindered to practice their
profession when they arrived in the new country, in some angle can be viewed as
discriminating. In other countries, not having an interpreter in a hospital or health

clinic is considered patient discrimination.

The belief is that the more immigrants enter a country like France as an
example, the more person partake in the health budget. The trouble is, the bigger
the number of people who seek medical assistance, the bigger the number of
those who will share in the allocated health budget and resources. This mind set
may serve true to other aspect of social life and might be the main reason why
two-thirds of the French would prefer less immigration " However, in a study

o8 Mladovsky P., et. al. (2011). Migration and Health in the European Union. European Observatory
on Health Systems and Policies Series. McGrawHill. Open University Press. p 3

69 Banting, K. et. al. (2011) Are diversity and solidarity Incompatible? Canada in Comparative
Context. InRoads 28. Diversity through three lenses. Available online at:
http://www.researchgate.net/publication/243964181_Are Diversity_and_Solidarity Incompatible.
Accessed February 2010. p 41

70 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program. p 2
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done by Alberto Alesina, Reza Baquir and William Easterly in 2001 they claimed
that public spending tends to be lower in cities and states with higher levels of
racial heterogeneity, even when other relevant factors are held constant. Alesina
and Edward Glaeser have extended this approach to cross national differences.
They concluded that almost half of the difference in social spending between the
United States and European countries can be explained by differences in the
level of racial diversity " Indifference in cultural diversity might be due to
research findings in the area in the early 1990’s. A number of large scale cross-
national studies suggested that “countries with high levels of ethnic diversity were
susceptible to a wide range of pathologies: they were more prone to violent
conflicts, were less likely to develop into democracies, were less likely to enact

2 Some

redistributive welfare policies, displayed lower levels of trust and so on
of these findings are being challenged today. Canada, as one of the most
culturally diverse countries in the world, continued to display economic stability
and solidarity despite its highly multicultural environment. A study done by
Banting et. al. revealed that there is no clear relationship between the proportion
of the population born outside the country and growth in social spending over the
last three decades of the 20™ century. On the other hand, greater changes in
diversity are linked to smaller increase in spending "®  These more recent
research findings suggest that the mentality that immigrants further divide the
now very limited health budget is being debunked. It is very easy to overlook the
fact that these immigrants too are workers, pay their taxes therefore contributing
to the economic growth of the country they moved into. They also contribute to
the growth of local businesses for they spend their hard earned money to where
they are living.

m Banting, K. et. al. (2011) Are diversity and solidarity Incompatible? Canada in Comparative
Context. InRoads 28. Diversity through three lenses. Available online at:
http://www.researchgate.net/publication/243964181_Are Diversity_and_Solidarity Incompatible.
Accessed February 2010. p 38
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Referring once more to the study conducted by Hochschild and Cropper, a
migrant health policy should be at place to effectively respond to the problems
affecting migrants and to identify if these concerns are the same problems
affecting the general population at the same time find out if these migrants have
equity of access to health.

Data from countries who did migrant health studies suggest that immigrants’
suffer from unequal access to health care particularly in terms of utilization of
prevention programs such as screening and vaccination. Evidence also suggests
that barriers (in accessing health prevention programs) often lead to delaying
care resulting in the increased consumption of more expensive emergency
treatment . This proves that if a country is serious in its effort to control health
spending, it must place a program that is accessible to all patients across the
board. Concerned organizations must realize that health programs- specifically
prevention campaigns- should be highly targeted in culturally diverse cities. A
one-size fits all campaign will surely not work in this environment because of the
diversity of its population. Immigrant minority groups might have a hard time
understanding health campaigns that do not appeal to them.

In another study highlighting racial categories in medical practice, Braun et.
al. pointed out that there is a need to keep records based on racial and ethnic
categories. The US Institute of Medicine explains that race should not be
considered as a biological reality but rather a “construct of human variability
based on perceived differences on biology physical appearance and behavior’” .
As such, race cannot be medicalized by looking at the color of the skin and other

physical make up because race is constituted in language, family history, lifestyle

[ Mladovsky P., et. al. (2011). Migration and Health in the European Union. European Observatory
on Health Systems and Policies Series. McGrawHill. Open University Press.

75 Braun, L. et al. (2013). Racial Categories in Medical Practice: How useful they are?
http://dash.harvard.edu/handle/1/3008241 (downloaded March 1, 2013). p 27
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etc. On the other hand, differentiating patients by race may work when there is a
limited time for interview, but rapid racial assessment has its own dangers:
misdiagnoses and inappropriate treatments. To solve the problems posed on
health in the basis of race, the authors reiterated that clinicians will make a better
educated evaluation if they familiar with the history of the community they serve.
In the clinical encounter, cultural competency based paradigm is suggested to
improve care. This paradigm was suggested as a tool to combat the prevalence
or racial and ethnic health disparities "°. In addition, improved cultural knowledge
can sharpen diagnostic skills. Cultural competency instruction should include
studies about history of racial categories, challenges and controversies about
their biological significance and limits of their utility. Understanding the concept of
race should clarify race as a population concept and its meaning when applied to
the lives of individuals for surely there are differences. Despite the benefits
brought by racial consideration in medical practice, rapid racial profiling in
medicine can lead to serious medial errors and is problematic in nature. One
reason is the fact that throughout the 20™ century, race does not have a standard
definition in medical, epidemiological or health service research ”’.

In the US, racial categories are poorly defined and became reified in
biomedical research practices, partly because of census categories "®. Lacking
standard definition, issues connecting race to health status is at the moment
problematic in clinical practice as well as in biomedical research although it is a

promising area of research.

These findings highlight the current problems faced by the immigrants
themselves as well as the host country. On the part of the migrant, simple

76 Braun, L. et. al. (2013). Racial Categories in Medical Practice: How useful they are?
http://dash.harvard.edu/handle/1/3008241 (downloaded March 1, 2013). p 73
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physical pains are either dismissed, left untreated or worst self —medicated if
patients do not have enough information on how to access health care, limited
vocabulary in explaining their condition and little knowledge about genetic pre-
disposition. The anxiety or fear brought by the fact that they need to explain the
symptoms that they are experiencing, as detailed as possible, in a language they
are not familiar with and with no translator, often hinders or delays patients in
seeking medical care. If health information on the other hand is not readily
available for these immigrants, they remedy the situation by delaying care and
seeking help when the sickness has already worsened. In cases like this, the
host country has no choice but to extend assistance often spending on the more
expensive emergency treatment ®_In Europe, the rising rate of unemployment
threatens to pose additional challenges to health systems, including ensuring
appropriate services for more vulnerable or poorer population. It is recommended
that monitoring of these groups be done on a regular basis and should be made
part of the standard operating procedure for health maintenance .

On heath professionals’ side, not knowing the cultural and racial
composition of the community they are serving is a barrier in delivering care. Not
having the training on how to handle patients with different cultural and linguistic
background makes their work less effective; not having interpreters in a clinic or
hospital setting lowers the chances of an immigrant patient to quality care. In
either case, patients are on the losing end and governments will continue to
spend more on emergency care service as well as on long treatments for
delayed diagnosis of chronic diseases; which might have all sprung from patients
not understanding their doctors and vice versa.

Without the much needed data to determine the basic health concerns of

the migrant population the state is ill-equip in assessing health issues of this

7 Mladovsky, P., (2007). Migration and Health in EU Health Systems. Euro Observer. The Health
Policy Bulletin of the European Observatory on Health Systems and Policies. Volume 9 Number 4.

80 WHO Health Report 2012.p 51
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minority group because they often do not understand them- which eventually
leads to bigger problems. It is surprising to know that France, one of the most
economically stable countries in Europe is lagging behind in terms of health data
collection on immigrants considering that other neighboring European countries
are doing it. To add, France was awarded as the country with the best healthcare
system in the year 2000 and as far as this category is concern, France has
always been one of the top contenders. This scenario contradicts the health
equity as far as immigrants in France are concerned. The European countries
who did data collection about their own immigrants noted that immigrants suffer
from unequal access to health care and prevention program and since France is
one of the countries that do not have a systematic immigrant data collection
system, there is little information about how are the immigrants are adapting to
their new health environment. Results of this lack of information put into question
the challenges faced by the immigrants in the process of their assimilation and
integration considering the intricacies and uniqueness of the French health care
system. What does it mean for immigrants in France that their host country is
considered as the best healthcare system in the world? On the other end, how is
the French government responding to the ever-changing composition of its
citizenry? Similarly, how relevant are the State’s health measures as far as its
immigrant population is concerned? These questions can only be answered once
a standardized information collection system collecting data from the people
coming inside the country is at placed. At the moment that this is not standard
procedure in France, Filipino immigrants in the French Riviera have just patches
of information regarding the health care system of the country they move into.
They are generally very aware that they have access to health care and services
when the need arises, but have limited knowledge about prevention programs
carried out by government health institutions that target them because of their
genetic pre-disposition and lifestyle. These immigrants rely mostly on the people
they know for information. This process however helpful it may seem, often
creates delay and confusion. Setting up a centralized health information center,
who is manned by people who are knowledgeable enough to discuss to the
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patients the rules of the state and know the patient well enough to consider their
cultural sensitivity in the discussion — should be experimented on to determine
how it will affect immigrants health performance.

In the 2012 European Health Report, WHO reported that lessening health
inequalities is an important priority in the European region. There was recognition
that these inequalities continue to increase and take in many forms from lack of
access to health services to excess premature mortality hindering social
development and well — being. Pre-requisite for tackling health inequalities
include being appropriately informed about the magnitude and distribution, both
absolute and relative and understanding how pathways from social determinants,
other intermediary factors and health system affect the disease, health and well
being®'.

These are the factors that immigrants themselves, concerned institutions
and the state must discuss to lessen health inequalities. Current state of
immigrants’ health data must be updated because the basis of their health status
is based on self-reported assessment. In as much as this is a good source of
information, it should be further explored by research to determine contributory
factors leading to health inequality. In the case of Filipino immigrants in the
French Riviera, health inequality might be a foreign word because they have
access to health services and care under the Universal Health Insurance
Coverage standard in France. However, access to care and services addresses
emergency care and cure practices thus have limited impact on prevention
campaigns for these immigrants. Addressing health inequalities for Filipino
immigrants in the French Riviera is a reverse process because technically health
inequality does not exist in accessing health care but since these immigrants
have limited access to prevention campaigns and programs, health inequality

exists in this area. Now that health programs are geared towards prevention

81 WHO Health Report 2012. p 46
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rather than cure, proactive rather than reactive, efforts to lessen health

inequalities must be concentrated on prevention campaigns.
b) Immigrant Statistics in France

In a recent report about immigrants in France, the online edition of the
French newspaper, Figaro stated that the number of second-generation
immigrants outnumbered the first. The study conducted by the Institut National
de la Statistique et des Etudes Economique) (INSEE) {National Institute of
Statistics and Economic Studies} highlighted that the total number of immigrants
including their descendants is almost 7 million or 11% of the population. Mr.
Gerard Bouvier, Head of Division in the Department of Statistics Studies and
Documentation of the General Secretariat for Immigration and Integration stated
that in the 1970’s migration in France is generally movements of men, purely
economic and are limited to five countries: Algeria, Spain, Italy, Morocco and
Portugal. Today, migration includes a lot of women and the reason for moving in
is not mainly due to economics but familial. Meaning, they are moving in to
France because their family members are already in France. There has also
been a strong growth in immigration of people from Africa (excluding North
Africa), Turkey and China. &

82 France: 12 Million d’immigres et d’enfants d’immigres:  http://www.lefigaro.fr/actualite-
france/2012/10/10/01016-20121010ARTFIG00262-immigration-les-chiffres-de-l-insee.php
(accessed April 22,2013)
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Figure 4: Immigrant Distribution all over France
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Figure 4 shows in color, the distribution of immigrants all over France in
relation to its percentage to the population of the area. The highest is around 8%
(in red) and the lowest is negative 2 (in dark blue). Immigrants mainly settle in
border areas and urban and industrial areas. lle-de France, where the capital city
of France is located, shares the same high concentration of immigrants as Rhone,

where Lyon (the second largest metropolitan city in France) is located.
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Having 6-8% of its population being immigrants are the departments of Yvel,
Siene et Marne, Bas Rhin, Haute Rhin, Haute Savoie, Alpes Maritimes, Bouches
du Rhone, Vaucl and Ain. It is highly noticeable that these departments are
located in the border areas. France’ neighbors include Germany, Italy,
Luxembourg, Spain, Switzerland and Monaco. Figure 4 shows that there is a
larger number of immigrants in departments bordering Germany, ltaly and
Switzerland, Alpes Maritimes as one of these departments and where the French
Riviera is included.

Some 43% of immigrants and 32% of their descendants live in lle-de-
France, while the Paris population represents only 18% of the total population.
The proportion of immigrants in the labor force is also above average (between
10 and 20%) in the regions of South-East (PACA, Languedoc-Roussillon,
Corsica) and Alsace .

83 France: 12 Million d'immigres et d’enfants d'immigres http://www.lefigaro.fr/actualite-
france/2012/10/10/01016-20121010ARTFIG00262-immigration-les-chiffres-de-l-insee.php
(accessed April 22,2013)
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Figure 5: Number of Foreign residents in France since 1945
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Figure 5 shows the growth of immigrants in France from 1946 to 2008.
There are almost 4 million foreigners in France from nine countries of origins.
The increase in number is highly visible between late 60's to mid 80’s both
immigrants from inside and outside Europe. It is noteworthy to mention that
immigrants from Poland, Belgium, Spain, Portugal and Italy remained stable —
meaning there is no alarming change in number. However, immigrants from
Africa, Turkey, Algeria, Tunisia and Morocco as well as the Russians seem to be

attracted to France as their numbers continue to rise.
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Figure 6: Immigrant Population in France
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2013)

Figure 6 shows a more complex yet complete scenario of the number of
foreigners in France. Counting the 2.17 million immigrants who were granted
French nationality, the number of immigrants in France totaled 5.34 million.
However, this does not include the 550,000 children born from foreigner parents
who are not yet French nationals. To sum it all up, the total number of foreigners
residing in France including the second generation is almost 6 million. This
number however, does not include undocumented migrants. As of 2008, roughly
8% of the total population of France are immigrants.
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Figure 7: Statistics of Immigrants in France
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The left side of Figure 7 entitled Titres de sejour accordes {Card of long stay
distributed) shows the number of papers given to foreigners that allowed them to
stay Irgally in France. The number decreases from 207, 476 in 2002 to 182, 592
in 2012. Twenty six percent of those who were allowed to stay are for
professional reason, 16% for studies and 14% came to France for family
reasons. Similarly, naturalization decreased to 66,000 in 2011 from almost
95,000 in 2010. In 2002, the total of illegal immigrants that were kicked out of
France totaled 9,000 but in 2011 it reached 33,000. This is a very strong
indication of the country’s commitment in limiting the number of immigrants
staying in France as well as the success of the country’s campaign for

immigration.

c) Health Status of Immigrants in France

In a study conducted by Catherine Berchet and Florence Jusot (Immigrant
Health status and the use of healthcare services: A Review of French Research)
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revealed that there is a wide disparity between immigrants and the French
population. Compared to the French status, immigrants’ health status has
deteriorated over the past thirty years. In addition, office based medical practices
and prevention programs for immigrants have notably weakened. Although
immigrants registered a better health status at the beginning, their economic
level, loss of social connection, informational barrier and discriminating attitudes
of health providers are major contributing factors for their health deterioration in

France 3.

Studies regarding immigrants’ health status in the past revealed a better
health status of foreigners in France %°. Male Moroccan immigrants for example
reported a higher rate of longevity and lower rate of invalidity compared to their
female counterpart. Immigrant women in France reported 16% and 33% men
reported lesser illness compared to French households.

Research results starting in the year 2000 revealed a different scenario. It
was reported that the subjective health status of immigrants in France is poorer
than that of the population as a whole whatever the age and gender®.
Immigrants’ health deteriorated as they stay longer in France, which was

confirmed by the Life History survey 87. Result of the project SHARE (Survey of

84 Berchet, C. & Jusot, F. (2012). Immigrants Health Status and Use of Healthcare Services: A review of
French research. Questions d’economies de la Sanet. No. 172. pp 1-2. Wanner P., Bouchardn C,,
Khlat M. (1997). Causes de décés des immigrés en France 1979-1985 . Migration Santé, 91.
Bouviern-Colle M.H., Magescas, .B., Hatton F. (1985). Causes de déces et jeunes étrangers en France.
Revue d’épidémiologie et de santé publique, 49. Khlat M. & Courbage Y. (1995). Mortalité des
immigrés marocains en France, de 1979 - 1991. ll-leses causes de décés. Population, 5n(2). Mizrahi
A., Mizrahi A.,, Wait S. (1993). Accés aux soins et état de santé des populations immigrées en France.
Rapport CREDES. Khlat M., Sermet C., Laurier D. (1998). La morbidité dans les ménages originaires
du Maghreb, sur la base de I'enquéte santé Insee 1991-1992. Population 6.

%5 Brahimi M. (1980). La mortalité des étrangers en France. Population, 3

86 Attias-Donfut C., Wolff, F. C. (2005). Le lieu d’enterrement des personnes nées hors de France.
Population, 6n (5).

87 Lert F., Melchior, M. Villel, I. (2007). Functional limitations and overweight among migrants in the
Histoire de Vie studn. Revue d’épidémiologie et de santé publique, 55 (6).
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Health Ageing and Retirement in Europe), highlighted that immigrants’ health
status is more deteriorated than that of the native populations in terms of
perceived health and activity limitations in France, Germany, the Netherlands,
Sweden and Switzerland . Concerning access to preventive health services,
French studies observe differences between the immigrant and French
populations in terms of vaccination or screening 8 For equivalent health care
needs and socio-economic conditions, immigrants’ self-report fewer hepatitis B

vaccinations and fewer AIDS tests over the last twelve months *°.

The current findings with regard to immigrants’ health are products of
recent investigation. Deterioration of immigrants’ health is due to several factors
that have already been identified but need to be continually monitored. Research
focused on investigating a particular immigrant group must be encouraged to
specifically determine the intricacies of their cultural beliefs and how it can be
used to anchor health campaigns of the host country or serve as the foundation
in the creation of a standard communication guide between health providers and
immigrant patients. As the cultural environment of the host country changes due
to the arrival of different immigrant groups so is the overall landscape.
Accommodation should be afforded to these immigrants for they have become

members of the population.

88 Solé- Auro A., Crimmins E.M. (2008). Health of Immigrants in European countries. International
Migration Review. 42(4).

89 Berchet, C. & Jusot, F (2012). Immigrants Health Status and Use of Healthcare Services: A review of
French research. Questions d’economies de la Sanet. No. 172.p 4

90 Dourgnon P., Nusot F., Silva N., Sermet C. (2009). Le recours aux soins de ville des immigrés en
France. Questions d’Economie de la Santé, 146.
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Figure 8: Immigrants' self-perceived health status and access to care in
France, 2002-2003
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Taken from:
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(downloaded August 2013).

Figure 8 shows the study conducted by the Institute for Research and
Information in Health Environment (IRDES) in 2002-2003. Combining the number
of naturalized citizen and foreign immigrants, there is a sweeping finding that
these people perceived that they have poor health, they suffer from chronic iliness
and have greater limitations of activity. Both naturalized immigrants and French

born perceived that they have good access to generalists and specialists.

This shows the high level of satisfaction as far as accessing doctors are
concerned for a large number of the immigrant population in France. However, the
same large number also believed that they are in poorer health condition. This is
ironic because the French healthcare system seems to perform well in taking care

of the health of its people. This negative health perception of immigrants as
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regards to their health can be translated to more frequent doctors visit (since they
are accessible) more medicine consumption, more medical tests and higher state
participation in their medical expenses. Where this self — perceived poorer health
emanates is still a mystery because there has not been a formal study conducted
yet. It would be an interesting area to investigate for it might reveal the relationship
between immigrant health status and societal factors in health maintenance. By
identifying the root cause of these low health perceptions of immigrants, health
professionals and legislatures would be guided with the right information on how to

move forward.
d) The Role of Language in Health

Speaking and understanding the language is still the best aid for
incorporation. Knowing the host country’s language facilitates incorporation, no
matter how broadly defined, since it greatly facilitates one’s capacity to succeed
in all other domains of life *'. This is further reinforced in a study about patients
who were identified as Limited English Proficient (LEP) by Ngo- Metzger et. al. in
the United States. They examined the effect of language discordance on the
degree of health education and the quality of interpersonal care that patients
received and examined its effect on patients’ satisfaction. They also evaluated
how the presence/ absence of a clinic interpreter might have affected those
outcomes. Their population are the Spanish speakers and Asian American,
specifically Viethamese and Chinese ®. Language as a barrier for the LEP is
associated with less health education, worse interpersonal care and low patient
satisfaction. It adversely impacted the quality of medical care that patients

receive, resulting in longer hospital stay, more medical errors and lower patient

91 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program.p 11

92 Ngo-Metzger, Q. et. al. (2007).Providing High-Quality care for limited English proficient patients: the
importance of language concordance and interpreter use. Journal of Internal Medicine. pp 324-325
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satisfaction. LEP patients are also found to be less satisfied with their care, less
likely to come back for a follow-up, have more problems understanding
medication instruction and more medication related problems®. These patients
also reported worse interpersonal care and were less satisfied with their health
providers.

The US Department of Health and Human Services recognized that the lack
of adequate interpretation is a form of discrimination so they developed a set of
mandates and guidelines for Culturally and Linguistically Appropriate Services
(CLAS). The CLAS standards require that health care organizations offer and
provide language assistance services to LEP patients and exclude the use of
family members as interpreters except by the specific request of the patient %
Despite this effort however, there are still a significant number of LEP patients who
do not have access to interpreters. They still rely on family members and do their
best to communicate in English. Health care providers found this effort of the
patient problematic for they find it difficult to elicit symptoms, explaining treatment
and eliciting patient references, even if there is an interpreter. However, in terms of
patients’ ratings of their providers and the quality of interpersonal care, having the
interpreter does not serve as a substitute for language concordance between
patient and provider. In a medical consultation where language is a barrier, even
with the presence of an interpreter, providers often ignore the comments of the
patients . This translates to the fact that despite the gains derived from the
presence of a translator in the delivery of health care, his or her power is limited
because patients are still looking for a more personalized relationship with their
health providers. It is said to be true that health information can be transmitted to
the patients by the interpreter but the boundaries get visible when patients

demand more personal care beyond knowing the basic information about their

93 Ngo-Metzger, Q. et. al. (2007).Providing High-Quality care for limited English proficient patients: the
importance of language concordance and interpreter use. Journal of Internal Medicine. pp 17-18

94 Ibid 93 p 328
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disease. To prove the potent power of medical providers who speak the same
language as their patients, diabetic and hypertensive patients reported a better
health outcomes. Patients asked more questions and better understand health

information® .

Despite the recognized contribution of interpreters in the United States, there
is no minimum requirement for medical interpreter training. The National Council
on Interpreting in Health Care recommends at least 40 hours of instruction on
medical terminology, interpreting skills, ethical issues, role-playing and cultural
awareness ¥'. Reiterating patients perception regarding the role of interpreter as
mediator between him and his provider, it would be ideal if trainings had also
been provided to doctors so they will become fully aware of the intricacies of the
cultural gap that is present between them and their community. Narrowing this
cultural gap might will lead to health equity as proven by many studies about
health and language. In a study conducted by Mark Johnson, he highlighted the
idea that issues of communication should become a fundamental part of future
research and more importantly in the training of health workers %,

The use of medical interpreter for the non-French speakers living in the
French Riviera, is a good idea might be very helpful. Previous studies strengthen
this claim by reporting that having access to a clinic interpreter can facilitate the
transmission of health education®®. Even if the presence of interpreters did not
meet the desired objectives this researcher still strongly pushes for its utilization in
the Riviera because the outcome maybe different. France is a country which takes

pride in its language. They are proud to say that French was once the most widely

96 Ngo-Metzger, Q. et. al. (2007).Providing High-Quality care for limited English proficient patients: the
importance of language concordance and interpreter use. Journal of Internal Medicine. p 14

97 Ibid 96 p 43

98 Johnson, M. (1999). Communication in Healthcare: A review of some key issues. Nursing Times
Research Vol 4. No 1. SAGE Publication. 18-29.p 19
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spoken language in the world and most French seem to live in that era until today.
The French Riviera is not an ideal place for people who do not speak French. It
has to be remembered that the South of France and the Monaco areas are
retirement places which mean that majority of the population are older. In terms of
language usage, they are expected speak French and are not very open in
conversing with any other language especially English because of the tumultuous
years of war between the United Kingdom and France. Moving around on daily
basis is very challenging and it gets more complicated if someone seeks more
complex information. For the length of time this study was conducted in the French
Riviera, this researcher visited several doctors’ clinics and public health offices,
specifically I'’Assurance Maladie. All medical advisories and health
communications in these offices are in French and in the government health office,
no one is assigned to assist non-French speakers. To add insult to injury,
government workers are not trained to be service providers. The information they
gave and the amount of time they spent on people who require much needed
information is highly dependent on their mood. Most of the time, they advice
people to visit their web site -amelie.fr. It is true that almost all information is
provided on their web site but for people who do not speak French, it serves
nothing. The reasons why they come to an office is to talk to someone who can
possibly guide them on what to do and where to go. Hence, the presence of
someone who speaks other language than French is very much welcome. Once a
non-French speaker starts to speak in English of broken French, employees of this
office immediately say — verbally or through non- verbal cues — | cannot help you.

It is not all bad after all, for those who are lucky enough, they can find that
there is a platform for non-French speakers. They can call the official number of
'Assurance Maladie, initially talk to the speaker in French and request to be
transferred to an English speaking person. The operator will then transfer the
caller to someone who speaks English who is capable of answering basic
questions about the French health care system. The downside is that this English
speaking person is trained only to answer frequently asked questions and for more
complex inquiries, she always refers the caller to the website or to go to the

91



nearest hospital. For a non-French speaker, visiting the website which is written in
French is an exercise in futility. In the hospital, patients can surely find English
speaking medical staff or doctors but since they are not so many, patients need to
wait for a long time to be able to talk to an English-speaking medical professional.
As the conversation progresses between the patient seeking health information
and the medical professional it is very obvious that they do not have any idea how
to deal with a patient from a different cultural and language background. Doctors
doing private practice seemed to be more accommodating with patients because
for the obvious reason that they are dealing with their patients on a one-on-one
basis. Health care with them seems to be more personalized and they seem to be

more humane.

There are many English speaking private doctors in the Riviera and it is the
patients’ role to ask around. In an Ideal situation, a list of foreign language
speaking doctors could have been provided by local health offices. This is an ideal
scenario for foreign language speaking patients for all they need to do is to get in
touch with the local health office and get health information from a centralized
source. Resourceful Filipino immigrants often rely on referrals. If they need to
consult a generalist or even a specialist they ask members of the Filipino
community if they know one. They also try to find out how approvable the doctor is,
if he speaks English and other information that would make them comfortable.
Settling these things lessens their anxiety. In several instances, this researcher
accompanied some Filipino patients as they consult their doctors. This researcher
observed that between a French doctor who speaks little English and a Filipino
patient who speak little French, communication interaction relies heavily on body
language, facial expressions and hand signs. Doctors seem not to have the
patience to better understand his non- French-speaking client. The patient on the
other hand seems to be in a hurry to get the consultation done. In one instance, a
Filipino patient just gave the results of his laboratory test to the doctor, the doctor
read it without saying anything and them wrote the prescription. Explains a little
that a certain medication needs to be taken three times a week for ten days
because it is an anti-biotic and that the patients test results looks normal. The
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consultation ended in less than five minutes. When | asked the patient what he is
consulting for, he said that he was experiencing pain when he urinates. Being
sexually active, he was worried that he might have contracted sexually transmitted
disease (STD). This researcher further inquired if he was able to communicate his
worries to his doctor, and obviously he was not able to do so because he lacks the
language faculty to explain. The doctor might have thought that what the patient
was just experiencing is a classic symptom of urinary tract infection (UTI) that is
why he ordered a laboratory test. Basing on the doctors prescription, it might be
just a UTI because he just prescribed an anti-biotic. Another possible outcome of
this scenario is misdiagnosis. What if the patient really acquired STD and UTlI is
just an initial manifestation of the disease? Language barrier can indeed cost
someone’s life and medical professional’s lack of cultural knowledge can have
fatal consequences.

In another consultation where this patient was allowed to be tugged along,
the patient knows how to speak French. She’s been seeing her doctor for a long
time and they were able to develop a healthy doctor-patient relationship through
time. The consultation went well, as the patient articulately presented her case and
the doctor has a ready record of her patients’ history. The flow of communication is
reciprocal and genial. At the end of the consultation, the doctor told the patient that
she saw on the news that there was a big typhoon in the Philippines and that
some areas are inundated. The atmosphere changes as the communication
becomes more humane and current. As the patient and this researcher left the
doctors’ clinic, the patient immediately told stories about how kind her doctor was.
It is obvious that the patient did not only feel medically satisfied with her doctors’
visit but also feel important. This state of mind has a healing effect, no matter how
superficial or short-lived it maybe.

e) Language experiences of Asian Immigrants

There has been a wide array of misconceptions about Asians as a group of
people and Asian as patients. Several countries have categorized Asians as a
single entity- ignoring all other factors such as linguistic, educational differences
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etc. - rather than a diverse cultural group '®

. Its implications may include over-
simplification of the term Asians that will surely spill in all facets of an Asians’ life
as an immigrant. In the area of health, language barrier with Asian patients may
lead to under-diagnosis of communication impairments. Non-verbal gestures and
nuances were also significant for these clients '°'. It was also revealed in another

study "%

that Asians are not keen in asking advice from the telephone while other
studies suggest that these people prefer to do medical visit in person. This may be
explained by the desire of these patients to talk face to face, using body language
to compensate for what they cannot express verbally '®. Drawing from personal
experience of this researcher belonging to the Asian race, Asians value face to
face communication compared to other mediums of communication especially for
things that are very important to them. Health troubles require a long conversation
because Asian patient would almost always talk about their health issues in a story
telling manner. For the doctors whose income depends on how many patients he
sees in a day, he has limited time to listen to a patient story more so adding more
time studying the cultural and racial composition of the population he is serving.

Communication difficulty may lead to poor health management'®.

This is problematic considering the huge differences between and within

Asian cultures. Having such misconceptions, the host countries administrative
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procedures are often not designed to accommodate members of the minority
ethnic community. In the process of diagnosis for instance, Asian patients may
have under-diagnosis due to communication impairments '%°. This is a major issue
to be addressed to because communication in healthcare encompasses all forms
of health information transmission, and attempts by patients or potential users to

access health service ',
f) Immigration experiences of countries worldwide

When Hochschild and Cropper did their research in 2009, the initial
impression was that in terms of successful immigration integration, Canada is the
best and France is the least successful. The study reported that Canada has
constitutional commitment to multiculturalism and many strong policies designed
to foster mutual respect and minority empowerment. These commitments are
engraved in the country’s federal and provincial governments policy. Author James
Fearon reported that Canada is one of the most multicultural countries in the world.
Immigrants in Canada are well- educated and lived in decent places. Banting et. al.
added that Canada has adopted a more expansive immigration program as well as
policies that gave greater public recognition to difference through Aboriginal rights,
official language policies and multiculturalism'®. France on the other hand has
always been the model on how not to handle immigration and immigrants. In this
country, immigrants are reluctantly admitted and encouraged to go back home
after completing their needed but ill-paid work. A large number of immigrants and
their descendants live in isolated deeply poor communities with high — crime rates,
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few jobs and poor schooling. Descendants of immigrants rioted in 2005 to protest
their exclusion from full membership in the French society but between then and
now, little has changed. Naturalization in France is also a very complicated
process. France does not encourage official recognition of race and ethnicity in
favor of shared republicanism. The lack of systematic data collection and reporting
makes it very challenging to determine group-based disadvantages. The study
further reiterated that France admitted primarily immigrants with low level of
education and qualifications only as low wage laborers. Recently, things are slowly
beginning to change. Authors Steward and Lindburg highlighted in their report
“Gaining from Diversity”, that one practice by McDonalds restaurants in France
takes the religious practices of their employees into consideration by adjusting the
hours of Muslim employees during Ramadan '®. To show to the international
community that France indeed has set-up policies to respect diversity in all its
forms, it can set the record straight by sharing doing research results about
immigrants, providing basic statistics as well as government efforts to address

immigrant issues.

As stated earlier, immigrants are important component of a growing society.
For the idea that cultural diversity erodes some aspects of identity (referring to the
cultural and personal identity of the natural born citizen of the country), Banting et.
al. found out that “diversity affects trust only for those who have little interaction
with their neighbors. Those who live in diverse setting but interact with their
neighbors more regularly are not adversely affected by diversity '®°. European
countries have their share of embracing cultural diversity. In Sweden, the
Stockholm City Council offered a course on racism and xenophobia at work for
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work supervisors and teachers from a health care college, addressing prejudices
and hostile attitudes and providing the opportunity to discuss xenophobia and
racism. In Germany, A ‘Living with Foreigners” campaign was started by the
German trade union and employees federations, the Deutscher
Gewerkschaftsbund (DGB) and the Bundesvereinigung der Deutschen
Arbeitgeberverbande (BDA) {German Employees Association}. They provide
training packages and media materials aimed at countering attitudes of intolerance
and xenophobia. A Belgian electrocoating company highly considered the religious
practices of their Maghreb origin employees. The company allows them to go to
the changing rooms to pray during breaks. The Dutch Department of Public Works
added a few words in their recruitment advertisement which in affect says that all
other things are equal, '°. Despite all these efforts, there is much to be done.
Author John Wrench suggested six levels of activity to combat discrimination and
improve the employment inclusion of immigrants and ethnic minorities. These are:
1) training the migrants 2) Making cultural allowances 3) Challenging racist
attitudes 4) Combating discrimination 5)equal opportunities policies with positive

t"". These actions are on the shoulder of the

action 6) diversity managemen
receiving country. These countries may cry foul for the heavy load put on their
shoulder. However, as movement of people is an inevitable product of

globalization, there is nothing else that can be done but to manage diversity.

From 1995-2006, movement of people from one country to another was
monitored to determine who are the people moving in and to what countries. The
results are interesting for it revealed rich information about the preferences of
particular race as far as which country to transfer to is concerned.

Table 1: Countries of Birth of Foreign-Born Population in Selected Countries,
1995 to 2006

Country | Countries of birth of | % of foreign-born | % of total inflow, |
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largest number of population annual average for
immigrants 1995-2005
UK (2005) 23.6% 12.5%
New Zealand 9.4 13
[taly 4.6 --
Australia China 4.0 8.0
Vietnam 3.7 --
India 29 5.5
South Africa 2.4 5.0
France (2005) 123 13
Morocco 11.7 10
. [taly 9.9 4.0
Belgium Netherlands 8.8 12
Turkey 6.6 4.5
Germany 6.6 5.0
UK (2001) 111 2.5
China 6.1 13.5
[taly 5.8 --
Canada India 5.8 11.0
us 4.4 3.0
Philippines 4.2 6.0
Pakistan -- 5.0
Algeria (2005) 13.7 17.5
Morocco 12.6 16.0
Portugal 11.5 --
[taly 6.9 --
France Spain 5.7 --
Turkey 4.6 7.0
Tunisia 4.5 6.0
Cameroon -- 2.5
Turkey (2005) 26.1 8.0
[taly 8.0 5.0
Germany* Poland 4.8 13.0
Greece 4.6 -
Serbia & Montenegro 4.4 --
Russian Federation 2.8 5.0
Romania -- 3.0
[taly (2005) 19.6 7.0
Serbia & Montenegro 13.0 8.0
. Portugal 11.0 9.0
Switzerland® Germgny 10.4 15.0
Turkey 5.0 3.0
France 4.6 7.5
India (2006) 10.0 4.5
Ireland 7.2 --
Pakistan 4.8 3.0
United Germany 4.7 4.0
Kingdom Poland _ 4.0 --
Australia 2.0 9.5
France 1.0 7.5
United States 2.9 7.5
New Zealand -- 5.5
Mexico (2005) 30.4 19
Philippines 4.5 3.0
. India 4.0 3.0
United States China 38 3.0
El Salvador 3.1 2.0
Vietnam 2.9 4.0
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Taken from Hochschild and Cropper 112

Sources: column 3:(Organisation for Economic Co-operation and Development

2007a): Tables B.1.4, B.1.5. Column 4:(Organisation for Economic Co-operation

and Development 2008c), pp. 42-43

* Stocks of foreign population, not foreign-born, in column 3.

Table 1 shows the largest groups of foreign-born populations in selected
countries. Under France, it has to be highlighted that the immigrants are former
colonies thereby advantageous in terms of assimilation to the French culture-
especially in language- compared to those who have no historical connection to

the country.

Filipinos main area of destination for migration is the United States. They
comprise 4.5% of the population of the US in 2005 with an annual average inflow
of 3% for a period of 10 years (1995-2005). Second favorite area of destination for
the Filipinos is Canada. A total of 4.2% of the Canadian population are from the
Philippines with an average annual inflow of 6% from 1995-2005. France is
obviously not the country that Filipinos chose to live and work. Those countries
included in the list of countries with most number of immigrants in France are
mostly former colonies or under the French protectorate in the past like in the case
of Tunisia. French people primarily chose Belgium to migrate. In 2005, 12.3% of
the population are French with a steady annual inflow of 13% over a period of 10
years. Second choice for French immigrants is Switzerland with 4.6% of its
population came from France with a steady annual inflow of 7.5% from 1995-2005.
French immigrants also go to the United Kingdom. Approximately 1% of UK’s
population is French with a steady inflow of 7.5% for a period of ten years.
Germany is not a preferred destination for French immigrants and vice versa. It is
interesting to note however that French and Germans live side by side in Belgium

where they both belong to the biggest number of immigrants. Also, Canada is not a

112 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program. p 12
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popular destination for the French although there are areas of Canada (Quebec
and Ontario) that speak French.

This movement of people shows the dynamics of migration. Filipinos influx to
the US as an example, can be attributed to the Philippines long standing
relationship with the US. The Philippines is a former US colony, has always been a
US ally, and the government and educational system was patterned after the US
educational system which makes English- the Philippines’ second language. It is
widely spoken, a large number Filipinos can speak and understand English and
this skill is a major contributing factor to the Filipinos migration success in the US.
Without claiming to be academically true, this researcher postulates that if this is
scenario holds true to easier assimilation of an immigrant to its host country, this
may also be true in the case of France and its former colonies. Taking the
personal experience of this researcher as a student in France and comparing her
process of integration to that of students from former French colonies, it was very
obvious that these students easily adapt to the new learning environment as well
as integrated to the society in terms of finding a job, involvement in social activities
and learning the basics of how to live in a new country. Assimilation for immigrants
who have very limited if not none at all, background information about the
receiving country, certainly takes longer.

The main contribution of this study by Hochschild and Cropper in the field of
immigration research is how they measure assimilation on the basis of educational
achievements which is focused on scores on standardized achievement tests of
the immigrants. For them, the higher one’s test score, the better are one’s chances
for a good job, fluency in the host country’s language, good health, effective social
and political participation, and cultural engagement. Test scores, especially
measured as relative change over time, are also a good indicator of how hard a
host country is trying to incorporate newcomers. If a country educates all of its
students fairly well or if it is improving on its capacity to educate those at the
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bottom of the test score distribution, it stands a good chance of succeeding in

other incorporative efforts as well '3

In the same study, Hochschild and Cropper presented an index that identified
elements of academic achievement of newcomers. Elements that connect to
academic achievements were rated between 1 to 3, three being the highest and 1,
the lowest.

Table 2: Elements of Index of Academic Achievement by Newcomers, PISA,
2000 -2006

High (level of
achievement by Medium: Low:
Element . .
newcomers): 2 points 1 point
3 points
. Germany
fgrfssgg ?ec:tlevement score Australia UK France
- . Canada SN Switzerland
--immigrants .
Belgium
UK
-- second seneration Australia France Germany
§ Canada Switzerland Belgium
Us
Disparity between native-born Australia UK Geljmany
. . SN Switzerland
and immigrants Canada .
France Belgium
Change in disparity between Australia Canada Belgium
native-born and immigrants, France Switzerland uUsS
2000-2006 UK Germany
. us .
Mobility between immigrants Switzerland Belgium Australia
. UK Canada
and second-generation Germany
France
Australia
Change in mobility between . Canada
) . Belgium SN France
immigrants and second- Germany
generation, 2000-2006 Switzerland
UK
Educational assimilation . us Switzerland
. . Australia .
between immigrants and UK Belgium
. Canada
second-generation France Germany
Change in assimilation between . Australia Switzerland
) . Belgium France
immigrants and second- UK Germany
generation, 20 00-2006 Us Canada

113 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Immigrant Incorporation? Harvard University, Government and Social
Policy Ph.D. Program. p 9
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Taken from Immigration Regimes and Schooling Regimes: Which Countries Promote
Successful Immigrant Incorporation? 114

Table 2 presented that immigrants from France scored low on average
achievement score across 9 tests together with Germany, Switzerland, Belgium
and Australia. The second-generation immigrants on the other hand, do better
and they are at par with the United Kingdom, Switzerland and the United States.
From 2000 to 2006, France scored high on change in disparity between native
born and immigrants and mobility between immigrants and second-generation.
Immigrants and the second generation in France are moderately assimilated in the

educational system.

The authors also presented elements of successful incorporation.

114 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program.
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Table 3: Elements of Scale of Conditions for Successful Incorporation, c. 2005

Highly Moderately Unfavorable
favorable favorable e
Element fee fee conditions:
conditions: conditions: 1 point
3 points 2 points P
. France Belgium us
0, -
% foreign- borns who are undocumented Canada Germany UK
Australia Switzerland
Switzerland UK
% of immigration slots for work German Belgium Canada
y Australia us
France
. . . France
Policy re temporary high-skilled workers UK _ Us Germany
Australia
Canada
Policy re permanent high-skilled workers Australia France us
Canada German
UK y
Ratio of tertiary education for native-born Australia . us
. Switzerland .
vs. foreign-born Canada F Belgium
rance
UK Germany
Ratio of pri ducation fi tive-b US
a ;0 ot prn;lary education for native-born Australia Belgium Switzerland
vs. loreign-born Canada UK France
Germany
Australia
Ratio of professional jobs for native-born Belgium .
. Switzerland
vs. foreign-born men Canada
Germany
France
UK
. . Australia
Stock of foreign-born with contextual . France
Switzerland Canada
knowledge of host country . Germany
Belgium Us
UK
1995-2005 flow of foreign-born with Aust_raha France
textual k ledee of host ¢ Belgium Germany
contextual knowledge of host country Switzerland Us
UK Canada
Belgium
Legal f citi hi isiti France German
egal ease of citizenship acquisition UK ly Switzerland
Australia
us
Canada
Prop_ortlon of foreign born (or foreign) who Canada_ Belgium Switzerland
are citizens of host country Australia us
Germany
France
Belgium
Access to nationality Australia Canada Germany
us France Switzerland
UK

Taken from Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Immigrant Incorporation? 115

115 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Immigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program
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Table 3 identified clear and concise elements of successful incorporation on
several issues. France has a high satisfaction percentage among undocumented
migrants, although it was not further elaborated what constituted this concept. Also,
France scored high in the ratio of professional jobs for native-born vs. foreign-born
men as well as in legal ease of citizenship acquisition. On the other hand, France
scored low on ratio of primary education for native-born vs. foreign-born and in the
1995-2005 flow of foreign-born with contextual knowledge of the host country. This
has dire consequences on the quality of life for the immigrants as well as policy
concerns for the host country. Since immigrants in France do not have much stock
knowledge about the country, when they enter, this is the only time they are
learning about new things and often the culture shock is highly pronounced. The
length of coping is highly dependent on the social infrastructure. In the case of
Filipino immigrants in France, community support is evident amongst Filipinos. A
new comer just simply needs to attend a mass on a Sunday and there is where
most Filipinos are. A new face in the small community is easily noticed and from
there the new comer has started to become part of the Filipino community.

In the area of ease of citizenship acquisition, France has become stiffer in
granting naturalization. The number of naturalized citizen dropped to 182,582 in
2012 compared to 207,476 in 2002. The number of illegal migrants who were
kicked — out of France also reached 33,000 in 2011 from 9,000 in 2001 as
reported by the French paper Figaro (Figure 7).

There have been many changes in citizenship acquisition but France still
has amnesty programs for immigrants. A few months ago, there was a call from
the Mairie de Nice calling the attention of undocumented immigrants that if they
can prove that they have lived in France for the last five years, they can apply for
papers that will legitimize / legalize their stay in France.
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Incorporation however is dependent on several factors. Education as
pointed out by the authors mentioned above is one. However, any other aspect
of incorporation is dependent on the legality of the migrants. Those who enter a
country employing the legal means have better access to information because
the state recognizes their entry. For the undocumented migrants, the process of
integration is very different. Having no legal documents to support their stay in
the receiving country, these undocumented migrants are forced to move within
the shadows, reducing them to citizens without countries, people with no rights.
Rough estimates suggest that there are approximately 6% irregular migrants in

France °.

116 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program

105



Table 4: Migration Inflows by Legal Status in Selected Countries, 2006

Switzerland |§

Germany S

Belgium |

UK

Australia

France N

Canada | |

us [ | ]

T T T T

0% 20% 40% 60% 80% 100%

B Work BFree Movement OFamily [OHumanitarian [ Other

Source: Hochschild and Cropper '"’

Table 4 reflects the reasons for migration. Analyzing the case of France,
large number of its immigrants flock the country because of some of their family
members are already in the country. People from France’ former colonies are
flocking to the country, Algeria leading the number. France’ immigrants that
entered the city for reasons other than family, work, free movement and
humanitarian are bigger in number compared to the countries. The reasons for
this phenomenon are yet to be identified when there a standardized immigrant

data collection is already at placed.

In a research about migration conducted by Hochschild & Cropper (2009)
comparing Canada and France, emphasized the role of the state and its legislation

to protect the rights of the migrants. These rights are recognized under the

117 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Author’s revision of (Organisation for Economic Co-
operation and Development 2008b), Harvard University, Government and Social Policy Ph.D. Program.
p 38
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Canadian law and were protected under the constitution. This empowers the
immigrants because their basic right is constituted in the supreme law of the land.
This set — up recognizes the rights of the migrants and any individual or institution
who violates any of these rights will be subjected to the rule of law. Since these
rights are inscribed in the constitution, the immigrants themselves feel and act
empowered. By the end of the study however, by some normative standard
France has a better immigration regime than Canada. One of these standards is
in the area of education. According to this study, France and the US are quite
effective in incorporating the children of low-skilled newcomers through schooling.
This same study found out that the UK, Canada, and Australia show success in
educational incorporation, mainly by promulgating policies to encourage those
migrants most likely to succeed. Empirically, it is a smart policy; normatively, it
does not deserve great praise. Having promulgated laws that recognize the rights
of the migrants seems not to be enough to ensure successful assimilation. The
laws on immigration and the laws governing immigrants must be taken into parallel
context to ensure that the normative compliments the empirical. Again, as
highlighted by this study and most worthy of mentioning is the fact that the
phenomenon of immigration and immigrant (non) incorporation is embedded in the
lives of the migrants and studying these two separately, distorts any understanding

of newcomers’ actual circumstances ''®

. Another factor that highly contributes to
the complexities of assimilation is the relationship of the receiving country to the
country of origin of the migrants. Immigrants from countries who are former
colonies of the receiving country may have little advantages when moving in,

although not necessarily easier.

These findings highlight that despite the availability of health services and
infrastructure in Europe, not all have access to health care. Among other groups,
migrants have less access to health services due to the interplay of factors

118 Hochschild, ], & Cropper, P. (2009). Immigration Regimes and Schooling Regimes: Which Countries
Promote Successful Inmigrant Incorporation? Harvard University, Government and Social Policy Ph.D.
Program. p 2
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embedded in the health care system of the receiving country and the cultural
background of the immigrants. There is a need to lessen the gap between these
two often opposing forces that may disturb the delivery of effective health on the
part of the health professionals and enjoyment of excellent health assistance on
the part of the patients.

d) Researchers migration experiences and observations

Having lived amongst French people for a few years as a student of higher
studies and academic investigator, not having enough knowledge about the
French way of life, language and culture, before coming to the South of France to
pursue graduate studies, is an enormous challenge. Observing other students
who are from former French colonies like Algeria, Tunisia Morocco to name
some, have better chances of integration because for one they speak the
language and they are very familiar with the French culture. For someone like
this researcher who comes from a country half way across the world, the process
of assimilation and acculturation takes longer. To cite some an example,
registration in the University takes a lot of courage and patience because as an
international student, this researcher needs to process her registration at the
International Relations Office in the University where she belongs, yet in that
office, no one speaks English (referring to her first registration which is in 2009).
It was the Secretariat of the Erasmus Mundus Mobility with Asia (EMMA) the
organization who managed the scholarship of Asian students who were carefully
selected to pursue graduate studies in their partner Universities in Europe, who
place this scholar at the University de Nice Sophia Antipolis, Faculte de Lettre.
She was strategically placed in this Faculte because the laboratoire (13M-
Information, Media, Milieux, Mediation) offering PhD in communication and it is
located in the Faculte de Lettre. The aim of the European Union to invite Asian
scholars to study in Europe is an exciting and an academically fulfilling
opportunity for any student. However, there are some factors that need to be
highly considered for a more successful international mobility program. In the
case of this researcher, in as much as she is ready to take on the challenges of
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pursuing graduate studies in a foreign country, the problem is that the
educational institution in which this scholar was placed is not ready for a student
like her. The laboratoire is not aware of the EMMA program, there is not one
conference or seminar in English within the laboartoire. For an English speaking
student, the best option is always to look outside of her own University and look
for conferences carried out in English. The laboratoire on the other hand
constantly sends out invitation to for conferences and seminars outside of the
University. True that the scholars under the EMMA program were given a one
month extensive course in the French language while some were given a few
months to learn however, given the reality that most of the Asian scholars have
not had the opportunity to interact with the French culture before coming to
France, the general action was, instead of trying to integrate, most of the
scholars retreated and find comfort mingling with their people from the same
racial origin. This only suggests that acculturation takes more than a few months.
Taking the same sample group and talking about health issues, understanding
membership to Carte Vitale is also a tedious process because of language
barrier. Visiting I'’Assurance Maladie in Nice, the health office that is tasked to
assist the health concerns of the population, non-French speakers will find it
impossible to find answers to her health inquiries for there is no one who speaks
any other language other than French. There is not a single person assigned to
handle questions for non-French speakers. Finding this situation frustrating and
unacceptable, this researcher seeks the assistance of her French-speaking
friends to know if there is a platform in France who could answer health inquiries
of English speakers, and there is one. However, it is understandable that it is not
encouraged to speak English in France. As the French always say to this
researcher, “if you are in France, you speak French”. This is quite
understandable knowing how the French puts value on their language. It is
important to note however that there are more English speakers in the world
today. Combining the population of native English speakers and those who use it
as a second language outnumbers the French speakers are outnumbered. As
such, for a country who has a steady flow of immigrants and whose income
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comes largely from tourism, the language spoken by these groups of people
must be learned by the receiving county. In Nice for example, there are several
organizations - private and government funded- established to educate
immigrants about French everyday life including language teaching. One is called
Association NOUS (Nice Ouverture Union Solidarite) whose main mandate is to
prepare immigrants for integration in the area as they offer courses that include
language, everyday French life and how institutions work under the French
system. However, looking back at the compositions of immigrants in France
who are mostly from its former colonies, it is quite easy to disregard the
importance of other language because these immigrants are French speakers.
Again, as this researcher has been reiterating from the very start of this study,
other language must be considered, especially English because there are
members of the French society who speak English.

h) Sample Health Communication Collaterals found in the South of France

In any of the I'’Assurance Maladie and Cabinet Medicale {Medical Clinic} that
this researcher visited, one cannot find any health communication collateral in any
other language other than French. There are many reading materials addressing
multiple health issues. What it failed to address however is the fact that there are
other members of the community who do not speak French.

Here are some examples of reading materials one can find in I'’Assurance

Maladie offices:
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Figure 9: Health collaterals from I’Assurance Maladies

a Participation Forfaitaire
et la Franchise Médicale

La participation forfaitaire de 1€ s'appligue a toutes les
consultations ou actes réalises par un madecin (généraliste au
spécialiste) & son cabinel, 4 votre demicile ou a I'hopital.

Elle concerne aussi les examens de radiclogie et les analyses
de biologie dans la limite de 4€  par jour pour un meéme
professionnel de santé.

Le plafond de la participation forfaitaire est de 50€ par an
et par personne.

La franchise médicale s'applique aux medicaments, aux actes
paramédicaux etaux transports sanitaires.

Elle est de 0,50€ par boite de medicaments ; 0 50€ par acie
médical dans la limite de 2€ par jour ; 2€ par transporl sanilaire
dans la limite de 4€  parjour.

Le plafond de lafranchise médicale est de 50€ par an et par
personne.

Toutes les personnes sont concernéss par la participation
forfaitaire et la franchise médicale sauf les enfants et les
jeunes de meins de 18 ans, les bénéficiaires de la CMU
complémentaire ou de I'AME (Aide médicale d'état), les femmes
enceintes dés le 17 jour du 5™ mois de grossesse, st jusqu'au
12" jour aprés I'accouchement.

ey

o
@I'As_summ:e
Maladie

JE SOUHAITE ACCOMPAGNER
' DOMICILE UN PROCHE
EN FIN DE VIE

Maladie

o ~
*£X7Assurance
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BIEN GERER MA SANTE
AVEC LA CMUC

"X rassurance
Maladie

In private doctors’ clinic this is the same scenario as far as health

collaterals are concern.
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Figure 10: Health Collaterals from doctors’ clinic

Petit précis sur la contraception
progestative

Aujourd hui
vYous pouvez protéger
efficacement votre enfant
par la VACCINATION

e Sucre,
les SUCres

Quelle place dans l'alimentation ?

| Repéres sante,
Astuces culinaires,
- : , | / Receties gourmande
Mot e et e s e s 425 i M pindi, e . Réponses a vos questions...
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One glaring observation about these collaterals is the fact that they are
created by different organizations mostly pharmaceutical companies. The
vaccination posted (upper left hand corner) is provided Baxter, a healthcare
company. The poster for contraception (upper left hand corner) has a prominent
logo of MSD (also known as Merck in the US and Canada) is a one of the biggest
pharmaceuticals companies in the world operating in France for more than 50
years.

The differences between the makers of health collaterals in France signify the
dynamics between the state- represented by the I’Assurance Maladie, doctors and
pharmaceutical companies. As expected, the health collaterals produced by the
state is non-partisan general information kind of communication regarding disease
prevention and management. One of the posters is not about disease
management. Instead it is encouraging subscription to the website-amelie.fr-
where people may seek answers regarding health concerns.

On the other hand, posters created and provided by pharmaceutical
companies found in doctors’ clinics create awareness for patients about their
health choices by providing information. At the same time it is a subtle reminder to
the doctors what brand of vaccine or contraception to be recommended and
prescribed to their patients. These flyers also serve as marketing collaterals for
the pharmaceutical companies that produce the brand.

There are several flyers and reading materials that warn the population about
diseases or educate them about prevention. The only concern is that it cuts the
non-French speaking members of the population because the materials were not
made available in other language.

i) Factors that contribute to longer and healthier life all —over the world

In November 2005, the National Geographic magazine came up with an issue
that talked about the secrets of living longer. They featured old people, who,
despite their age, are still living healthy, fruitful and active life. The Okinawans

(from Okinawa, Japan) attributed their long life to “/kigai “, “that which makes one’s
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life worth living”. It is a life with a purpose. Elder Okinawan women are well-
respected spiritual leaders in many villages. This role gives them a greater sense
of purpose and belongingness. They also keep the relationship with their friends
intact. Regular chatting session with friends is one of the activities of people living
in Okinawa that provide reciprocal support-social, mental and financial. Studies
suggest that seniors who stay social are less prone to heart disease and
depression. In Sardinia, Italy Gerontologists found out that seniors who live near
loved ones tend to live longer. It was also noted that the isolation of these
mountain villages has helped preserve the traditional Sardinian way of life; the one
that promotes longevity. Their diet is another factor. They consume home-grown
fruits vegetables which lessen the chances of getting heart disease and colon
cancer. They also consume dairy products such as milk from grass fed sheep and
pecorino cheese that are good sources of protein and omega -3 fatty acids. They
grow their own wine that contains two to three times as much of a component
found in other wines that prevent cardiovascular disease. Sardinians move a lot
around the house. They pasture sheep, attend to their plants, butcher animals and
share good food with their family members. Faith has something to do with living
longer also. People who go to church on a regular basis live as much as 2 years
longer than non-churchgoers. Adventist has always preached and practiced a
message of health. This belief forbids the smoking, drinking alcohol and eating
biblically unclean foods such as pork, other meats, rich food, caffeinated drinks,
and stimulating condiments and spices. They also observed the Sabbath and they
spend it with the company of people, either family or church members, and indulge
in activities that relieve stress. In a study conducted by the National Institute of
health found out that the average Adventist lived four to ten years longer than the

average Californian'™ .

The common factor between these people living a long life is keeping a
balance in the biological, societal and psychological level. Diet and environment
play a part in maintaining a healthy life; familial, societal and religious attachment

119 Byettner, D. (2005) The Secrets of Long Life National Geographic Magazine pp 4- 27
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provide a greater sense of purpose that motivates them to continue on living.
These concepts are not new. Epistemological studies have long been conducted,
determining the lifestyle of people and how they are trying to improve the quality of
their life. Medical epistemologists are determining sources, origins of diseases,
statistics and medical related information to better assist the population in health
maintenance and promotion. Social epistemologists on the other hand are set to
determine the social factors that determine health and illnesses. As stated earlier,
health discussions can no longer be confined to their biological roots. As such,
government and concerned institutions must consider factors outside of the

medical definition of health and diseases.

The stories of people living a health and fruitful lives were presented to clearly
cite factors that contribute to quality of life. These factors might also be considered
in designing an architectural health landscape for immigrants giving considerations
to the role of their culture, religious belief and social life. Old people who still have
active social life have lower cases of heart disease and depression. What it is
communicating to health communication designers is that this can be replicated to
migrant population. By providing healthy social activities that can piggy back with
immigrant organizations’ other activities, the government not only making itself
visible but also working directly with the grassroots. This activity would subscribe
to the bottom — up approach of program implementation which is good considering
the intricacies of the people involved. Implementing a health program that is
designed for the general population would be an exercise in futility for immigrants.
Their health belief system cannot be addressed by a program they cannot identify
with. Echoing the social cognitive theory; people are likely to follow behaviors
modeled by someone they can identify with. Thereby designing a health
communication campaign targeting a specific immigrant group is expected to yield
better result. The concern however is that campaign like that is time consuming,
drain resources and requires intricate implementation and coordination. To
answer these challenges, one can easily argue that seeking prevention
information is less costly than seeking emergency care, the number casualties is

lower and it provides people with longer and better quality life.
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PART 2: Relationship of France and the Philippines

a) France and the Philippines: First Contact

One of the earliest French scholars who did a research on the Philippines was
Denis Nardin. He wrote his dissertation documenting the affairs of the Philippines,
for a degree in Social Sciences from the Ecole des Hautes Etudes in 1974. The
limited academic work by French intellectuals about the Philippines in the early
years is caused by several reasons. First, is that research resources were
allocated to the French-speaking small islands in the Far East. Second is the non-
participation of France in the missionary partition of the Philippines'® .

With a hazy relationship between France and the Philippines, it is interesting
to know how the relationship of these countries evolved and developed. Since this
research is also trying to draw the cultural connection of these countries, the
observations of the French men who experienced how it is living in the Philippines
in the past, provides a background in the establishment of cultural connections, if

there are any, between these countries.

There are a few French men who wrote about their experiences in the
Philippines. Author P. de Pages describes the Philippines and the Filipinos very
profoundly. He is a navy officer overpowered by his passion for adventure by

serving in Saint Dominique.

‘these people whose gentle manners reveal contentment. The men are
easy going and open, the women gay and promiscuous, without debauchery.
Although not inclined to overworked, they do not fear it in the least. They are
slightly vain, untruthful and interested in Europeans, but they are trusting and
trustworthy. Their love of friendship made me see outpourings of the heart that
I had nor found elsewhere. | believe them extremely sensitive to different kind

120 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila
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of emotions. | would not know how to stop talking favorably about this country,

which is the most congenial | have seen ”'?'.

Domeni de Reinzi describes the civilized Indians (another term for Filipinos in
the ancient time) as:

‘intelligent but lazy, with a propensity for amusement, especially
gambling and believe all kind of superstitions. They are submissively
malleable tools in the hands of the friars, whose power over their spirit is
unlimited” %2,

August Haussmann added that

‘the Tagals (those inhabiting the island of Luzon) devote greatest care
to cleanliness of the body. The native are superior in intelligence to the
majority of the Malay race. Laziness and lack of sincerity are the most deeply
ingrained faults” '%.

Charles de Montblanc stated that the Indians noted this trait about close
family ties. He also mentioned that the most remarkable trait of these people is
excessive shyness or pride. This manifests itself in everyday life “through
extreme sensitiveness of their feelings and great consideration for other

peoples’ feelings” '*.

The physician, Mallat gave this diagnosis about the country;

“The Indian is by nature lazy, superstitious, unconcerned and a lover of
pleasures: music, cigarillio [cigarette] and cocks” '%°.

121 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila. P 22

122 1hid 121 p 98
123 Ibid 121 p 105
124 1bid 121 p 107

125 1bid 121 p 106
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These observations show how early European settlers experienced the
Philippines and interacted with the Filipinos. There was a general observation that
the Filipinos are a lover of pleasure, they do not work much, they are vain, they
lack sincerity and they believe in all kinds of superstitions. On the other hand, the
Filipinos are referred to as congenial, trusting and trustworthy as manifested in
outpouring of the heart and they pay attention to the cleanliness of their body.
They also love sharing stories and enjoy the company of others. Through the
years, these traits basically remained the same although in it now comes different
variations brought about by the ever-changing tides of time. The influence of
colonizers adds different shades to the already colorful culture of the Filipinos.
However, the traits mentioned by the Europeans are the blueprint of the

characteristics of Filipinos as a race.

Another Frenchman, Detabet, who lived in the Philippines takes notice of the
richness of the Philippines:

“

she is unquestionably the most precious and richest part of Asia,
perpetual spring reigns, one eats fresh peas all year round, all the Asian food
are found here, all the mother-of-pearl exported to Europe, come from the
Philippines, gold abounds “'%°.

This documented description of the richness of the Philippines highlights the
reason why she is of extreme interest to Spain and worth keeping as a colony,
although Spain stated that it is not making money in the Philippines. Instead they
are only keeping it for ad majorem Dei gloriam {for the greater glory of God}. One
must note however, that the actual monetary benefits of the Philippines might not
have reached Spain’s treasury because of extreme corruption in the country. In
addition, Spaniards are not interested in enriching the resources and maximize in
maximizing the resources at hand. Noted by Jules ltier, Customs Administration
representative in the Lagrene Mission:

126 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila. P 30
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“the miserable condition of the sugar industry in the Philippines is due to the
laziness of the Spaniards who will not be convinced to leave his beloved city of
Manila and turn into a farmer. The imperfect quality of the indigo, whose
preparation is likewise, left to the Indians, further illustrates the lack of
intelligent management in the country’s production. When, then, will the
Spaniards start to interest himself in the people he conquered? When will he
decide to make profitable use of the invaluable gift that Providence has given
?2/;77 by making him the master of the Philippines, this Pearl of the Oceania?”

(Translated online through Google translate. Improved by French speakers)

The observations established the nature of the Filipinos as a people.
Everything they do within or beyond these traits, are but extensions of the same
qualities. By nature, Filipinos are warm to others. They are very trustworthy which
makes it is easy for them to reveal information -even personal matters. This same
trait gives the friars a power over them during the Spanish colonization in the
Philippines. This was observed by P. de Page when he states that the Jesuit
knows the inmost thoughts of the Indians (Filipinos) who openly consult their

smallest deeds to their parish priests '?®

. In cases where priests are not very
secretive, the affairs of a person which is supposed to be within the sacred walls of
the confession, becomes talk of the town. The poor Indio on the other hand had no
power to confront the representative of God in her town. For more than three
hundred years, the friars exercised power over the Filipinos, denying them of
learning the Spanish language because learning the language is reserved for the

Spanish aristocracy in the country.

It is important to draw the connection between France and the Philippines to
determine the influences they have on each other, if there are any. By looking at
the earliest contacts, this researcher tries to establish the very little connection
between these two countries, which will lead to the conclusion that the relationship

between these countries developed very recently. France, from its first contact in

127 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila. P 92

127 1bid 127 p 22
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the Philippines until the end of the 19™ century remained neutral even with the flee
of the revolutionary to assist them on their fight against Spain. The reasons given
is that France fears contamination of the neighboring Indochina and the France
does not see the need for practical intervention because other areas are given
priority '?°. This phenomenon can be justified by citing the indifference of the
Indians to the Europeans, which can be attributed to the influence of the friars to
the people. To keep the status quo, the ruling Spanish clergy lessened the contact
between the natives and foreigners. For centuries, the native Filipinos were blind
followers of the Spanish clergy and the church took advantage of this by
controlling the psychology of the natives through the power of the cross and
religion. The indifference of the natives to foreigners was manifested when the
people blame the Europeans for the cholera epidemic in the Philippines in 1820.

As far as the first contact of French men to the Philippines is concerned,
Nardin reported that there are 15 Frenchmen in the fleet of Ferdinand Magellan
who reached the Philippine archipelago in 1521. A theory by Charles de Ronciere
stipulates that Pierre — Olivier Malherbe might have been the first Frenchman to
circumnavigate the world between 1592-1609, with a stop in the Philippines. This
theory however has not been proven by any document ™. In the course of the
great maritime exploration, at least four French vessels made stops in the
Philippines™’. From 1968, Nardin also noted about the first mention of commercial
exchange in the Philippines. He states:

129 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila. P 11

130 1bid 129 p 1

131 1bid 129 p 3
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“French reserves herself as the African presidios and the Philippines in
succession of Spain should the King die without a male offspring. In 1685,
Veret, a company agent in Siam writes “sugar, shells and above all pesos
maybe procured in the Philippines”. Sugar remains the main export'>?” .

(Translated online through Google translate. Improved by French speakers)

Despite this recognition of trade between France and the Philippines, a system
of monopoly exists during the Spanish occupation but it did not discourage the
French to do business in the Philippines. However, J.B. Guillot de la Houssaye

states that:

“Highly significant trade relations exist in the Chinese and the Manila or
ﬁgilippine islands.. rarely are Europeans allowed there and never without risk”

(Translated online through Google translate. Improved by French speakers)

Nardin noted that over all, nothing much has happened in the trade relations
between the Philippines and France. In the 18" century, the Philippines is not an
important market for France. However, something about the Philippines attracted

the French: spices™* .

Among the French settlers in the Philippines at the end of the 18" century
included at least one naturalist physician, Victor Godefroid and Guillaume le
Gentil de la Galassiere, an Assistant Astronomer stayed briefly in Manila and
noted: “ In Manila, it is a kind of phenomenon like a doctor, several years passed
without seeing them”. The most common ailments are diarrhea and insanity,

highly rampant and which particularly afflicts friars and women. In the villages,

132 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila.

133 1bid 132p 6

134 1bid 132 pp 7-8
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one sees nothing but little children, pregnant women and sucking infants ™. It

was also reported that cholera is an epidemic in Manila, a disease which in 1820
was attributed to the Europeans. The friars instigated that the foreigners
poisoned the water. They are doing all these things to control the wider opening
of the Philippines to Europeans. During the epidemic, “the unfortunate
inhabitants suffered the consequences of their aversion to science by receiving
care from only a handful of doctors from Europe. Full of prejudices against those
who are not from their country, they attacked their American, British and French

benefactors and caused horrible carnage” '*°

. Leprosy is prevalent in the
country137 . It is important to note that one of the most enterprising French men in
the name of Paul de la Ginoniere from Nantes France, had an opportunity to
experience Manila and he fell in love with the place. He decided to stop his
seafaring life and settle in Manila as a physician in time of the cholera epidemic

in 1820. His medical practice was one of the most prosperous in Manila'®.

Another French physician practiced in the Philippines, Dr. J. Mallat who
serves as Chief Surgeon at the San Juan de Dios Hospital. He is the type of man
who has mediocre abilities but knows how to place himself in the favors of the
authorities. He was able to secure a position in the Lagrene mission as one of
the Foreign Affairs Attaches '

The presence and the role of French doctors in the Philippines is an
excellent findings for this study. It emphasize that the earliest interaction and
most successful between French and Filipinos is in the area of health care.

French do not see the importance of the Philippines as a trade partner and it

135 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila. pp 19-20

136 1bid 135 p 52
137 Ibid 135 p 62
138 1bid 135 p 76

139 Ibid 135 p 82
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does not pursue doing business with the Philippines because of the strong
presence of the Spanish who exercise strong control over the archipelago.
Despite this hindrance however, several medical doctors choose to stay in the
Philippines and practice their profession because of what the country promises to
foreigners. The abundance of food and freshness of the environment, the
hospitality of its native inhabitants and the general view that the archipelago
promises of a better life. In a country with many cases of leprosy and under
cholera epidemic, medical profession is a profitable profession especially dealing
with people who have higher reference for foreign doctors and for foreigners in
general. Knowing that the first French settlers in the Philippines were doctors, it
is interesting to know in what language these doctors communicate with their
patients. Under the premise that French doctors speak French and the patients
speak the native language and government authorities speak Spanish, what is
the language utilized by doctors and patients and how are they understanding
each other? This question is worthy of another academic research.

In the political arena, France was the first power to obtain installation of a
quasi consul in Manila "°, but it was only in 1835 that a French consul was
appointed in Manila, Adolphe Barrot. He noted that Spain curtail his powers. His
successor however, Consul Fabre was more successful as far as business is
concerned because he was able to secure franchise to providing supplies for
military ships.

During the American occupation, author William Gueraiche writes lengthily
about the political role of French consuls to the Philippines during. He states:

“Toutefois, pour un consul, une nomination a Manille devait plus prendre
l'allure d’une punition que d’une récompense. Certains diplomates firent un
passage meétéoritique comme Albert Pinard, calotin et antidreyfusard. Entre
novembre 1904 et mars 1905, il saisit tous les pré- textes pour déverser son

140 Nardin, D., (1989). France and the Philippines: From the Beginning to the End of Spanish Regime.
National Historical Institute. Manila. p 42
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venin antirépublicain. A l'inverse, son prédéces- seur, G. de Bérard, était
resté dix ans a Manille. Six autres consuls ont été les temoins des premiers
temps de la colonisation américaine”.

English Translation

However, a consul, an appointment in Manila would take over the
character of a punishment than a reward. Some diplomats made a passing
meteorite as Albert Pinard, black cap and anti-Dreyfus. Between November
1904 and March 1905, he took all the pre-texts to pour venom anti-republican.
In contrast, his predecessor, G. Berard, had been ten years in Manila.

(Translated online through Google translate. Improved by French speakers)

He further added:

“Certes, les diplomates ont fait leur métier, c’est-a-dire qu’ils ont transmis
toutes les informations qu’ils jugeaient pertinentes, sans pré- tention
d’objectivité, mais celles-ci ne permettent pas de « revisiter » l'histoire
coloniale de ce pays. La matiére brute dégage plus une ambiance, au sens
juridique du terme, qu’elle ne fournit des données directement utilisables par
I'historien. Dans ces conditions, il importe de prendre ces documents pour ce
qu’ils sont : des discours (sur la colonisation, les races primitives, les enjeux
stratégiques, etc.). Les opinions des diplomates francais sont fortement
dépendantes de leurs sources d’'information. Certains consuls se contentent
de fréquenter les milieux officiels américains ou de lire la presse ; d’autres,
plus audacieux, n’hésitent pas a établir des contacts avec I'élite philippine. A
cet égard, il est aussi intéres- sant de noter ce qui est consigné dans les
rapports et ce qui ne I'est pas. En mesurant le décalage entre les faits, tels
gu’ils ont pu se produire, et leur perception par ces diplomates de métier, on
apprécie ce que d’aucuns appelleraient I' « idéologie dominante » ou I'état
des mentalités dans un espace-temps donné — a savoir, les deux premiéres
décennies de la coloni- sation américaine aux Philippines”

English Translation

While the diplomats did their job is to say they have sent all the information
they considered relevant, without pretention of objectivity, but they do not
"revisit" the colonial history of this country. The raw material generates more
atmosphere in the legal sense, it provides data directly usable by the
historian. Under these conditions, it is important to take these documents and
they are: speech (on the colonization, the primitive races, Strategic issues,
etc.). The views of French diplomats are highly dependent on their sources of
information. Some consuls are content to attend the U.S. official circles or
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read the press and others, more daring, do not hesitate to make contact with
the Filipino elite. In this regard, it is also interesting to note what is included in
the reports and what is not. By measuring the gap between the facts as they
occurred, and their perception by the diplomats of business, we appreciate
what some would call the "dominant ideology"” or the state of thinking in a
space- given time - that is, the first two decades of American colonization in
the Philippines.

(Translated online through Google translate. Improved by French speakers)

This observation highlights that for the French, being assigned to a post in
Manila is a big sacrifice above than anything else. As mentioned earlier, Manila is
not a promising country to do business with because of the monopoly of business
and the negative mentality of people in power-mostly Spaniards- towards the
foreigners. This reservation of the French continued even during the American
colonization. The French post in the Philippines is just a manifestation of French
presence in the country but it does not perform any significant political power to
do business or engage actively in civic and political affairs of the country. French
dignitaries are a stable presence in state and social parties though.

b) France and the Philippines: The Differences

There is a huge difference between France and the Philippines; France is a
developed country while the Philippines belongs to the developing world. For the
purposes of this research however there is a needed to identify what are these
differences to put things in proper perspective. Each country’s state policy,
economics, political system affects every aspect of its citizens’ life as well as

programs promoting well-being.
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Table 5: France and the Philippines Country comparison

Concepts France Philippines
Type of Government Republic Republic
Administrative Divisions 27 regions 80 provinces
France is divided into 22 metropolitan

regions (including the
"territorial collectivity"” of
Corsica) and 5 overseas

regions (French: Guiana,
Martinique, Mayotte, and Reunion)
and is subdivided into

departments and 5

overseas departments (which are the

same as the overseas regions)

Guadeloupe)

96 metropolitan

120 chartered cities

Land Area (in sq km) 643,801 300,000
GDP $2,253 trillion $ 416.7 billion
2012 estimate 2012 estimate
GDP per Capita $35,500 (2012 est.) $4,100
country comparison to the world: 35 (2011 est.)
$34,600 (2010 est.) country comparison to the world
$34,300 (2009 est.) 158
note: data are in 2011 US dollars $4,000
(2010 est.)
$3,800
(2009 est.)
note: data are in 2011 US dollars
Population 65,630,692 105,720,644
(July 2012 est) (July 2013 estimate)
Population Growth Rate 0.497% (2012 est.) 1.873% (2012 est.)
country comparison to the world: 150 country comparison to the world
63
Age Structure 0-14 years: 18.5% 0-14 years: 34.6%
(male 6,180,905 /female (male 17,999,279 /female:
5,886,849)15-64 years: 17,285,040)
64.7% (male 21,082,175 15-64 years: 61.1%
/female 21,045,867) (male 31,103,967/
65 years and over: female 31,097,203)
16.8% (male 4,578,089/ 65 years and over: 4.3%
female 6,328,834) (male 1,876,805/
(2011 est.) female 2,471,644) (2011 est.)
Religion Roman Catholic 83%-88%, Protestant 2%) Catholic 82.9% (Roman Catholig
Jewish 1%, Muslim 5%-10%, 80.9%, Aglipayan 2%), Muslim
unaffiliated 4% overseas departments] 5%, Evangelical 2.8%, Iglesia n
Roman Catholic, Protestant, Hindu, Muslim| Kristo 2.3%, other Christian
Buddhist, pagan 4.5%, other 1.8%, wunspecified
0.6%, none 0.1% (2000 census)
Birthrate 12.72 24.98
. (2012 est) (2012 est)
Death Rate 8.85 4.98
(NA) (July 2012 est)
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Net Migration Rate 1.10 -1.27
(2012 est) (2012 est)

Maternal Mortality 8.00 94.00

Rate (2008) (2008)

Infant mortality Rate

3.37 (2012 est)

18.75 (2012 est)

Life Expectancy
at Birth

81.46 (2012 est)

71.94 (2012 est)

Health Expenditures

11.9 % of GDP
(2010)

3.6% of GDP
(2010)

Physician Density

3.497/1000 (2008)

1.53/1,000 (2004)

Obesity

16.9% (2007)
country comparison
to the world: 26

4.3% (2003)
country comparison to the world
62

Literacy rate
definition: age 15 and
over can read and write

total population: 99%
male: 99%
female: 99% (2003 est.)

total population: 92.6%
male: 92.5%
female: 92.7% (2000 census)

Unemployment rate 9.8% 6.9%
(2012 est.) (2012 est.)
Population 6.2% 26.5%

below poverty line

(2004 estimate)

(2009 estimate)

Revenue

revenues: $31.99 billion
expenditures: $36.71 billion
(2011 estimate)

revenues: $1.383 trillion
expenditures: $1.547 trillion
(2011 estimate)

Source: CIA World Fact Book "*'(Researhers’ highlight)

Table 5 provides basic yet very rich information comparing basic components

of France and the Philippines. Although this study is not comparative in nature,

simple analysis of the elements of these countries government systems would

pave the way in better understanding health institutions operation much better.

Both countries have a Republic type of government. France has vast land

area totaling almost 650 thousand sqg. km while the Philippines in an archipelago

141 https://www.cia.gov/library/publications/the-world (Accessed May 2012)
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comprising 1,107 islands with a total land area of 300 thousand sq. km. This is
an important factor to look at because the solidity of France’ land area has
several advantages and the disconnectedness of Philippine islands affects the
delivery of health care and medicines. Referring still to the land area of France
and the Philippines and cross-referencing it to the population, it is obvious that
Filipinos have less space than French. There are approximately 106 million
Filipinos living in the Philippines, and the big cities (Manila, Cebu, Davao) have
the highest concentration. These cities are densely populated which severely
affects the environment. France’ population is around 67 million and they have
bigger areas to move around. Their population however is ageing with 16.8% of
this population belongs to the 65 yrs. old above bracket. Comparing it to that of
the Philippines, there are only 4.3% of the population who are 65 yrs. old and
above. Translating it into numbers, there are approximately 4.5 million Filipinos
(male and female) age 65 and above. Birthrate in the Philippines is double in
number at 24.98 compared to France at 12.72. This rate fuels population growth.
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Figure 11: Population Distribution of the Philippines by age and gender

Source: CIA World Fact Book (downloaded July 2013)

Figure 11 represents age distribution with reference to age and gender. It
shows a perfect pyramid with the younger age group on the baseline. Men and
women have almost the same life expectancy. This population distribution means
that the current workforce needs to support the high number of very young
people (0-14) which is approximately 19 million. The population is continuously
growing in an unhealthy magnitude. As a developing country, the income of the
state cannot support the bourgeoning number of its population. This explains why
majority of state projects intended for those who are in dire state of poverty are
underfunded. Even the basic services which should be afforded to members of
the population like healthcare suffer from lack of appropriate funding. The bright
side is that the Philippines is secured of workers in the future and if the current
work trend will continue, there will never be a shortage of Filipino workers to be

sent abroad.
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Figure 12: Population Distribution of France by age and gender

Source: CIA World Fact Book (downloaded July 2013)

Figure 11 graphically shows the general population distribution of France
with reference to age and gender. Middle age French (starting from 35 years old)
up to 64 years old comprises a large number in the French population. The age
group 20-54, which is the most productive working age can obviously support the
young generation because its number is lesser. In both male and female It is also

worthy to mention that in France, women enjoy visible higher life expectancy.

French population is an ageing population having more than 30% of its
population above 55 years old. It has its implications to the country’s health care
system. This includes higher premium for the salaried workers, higher health

expenditures and more health workers.
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Comparing the two graphs, the Philippines is certain that there will be enough
young people who will inherit the country. There will be enough workforce in the
future while France’ strength is in the workforce of today. Relating these figures to
this research and the fact that the Philippines is a good source of workforce all
over the world, it can be assumed that mobility will continue to be the dynamics for
Filipinos seeking employment abroad. For France however, the French anti-
multiculturalism discourse creates a rejection for plural belongings by the
mainstream society and thus leading to marginalization of visible minorities'?.
This means that the current conditions in France are not conducive for immigrants.
French authorities have also tightened their immigration policies limiting the
granting of legalization papers as well as strengthening its campaign to deport

unauthorized migrants.

In the health sector, expenditure of France is 11.9% of its GDP while the
Philippines spends 3.6% of its GDP. This percentage of France’ expenditure on
health translates to 78,855 trillion US dollars, allotted to 67 million people.
Comparing that to the Philippines mere 3.6% of its GDP equivalent to 15 billion
US dollars, serving 105 million people, health disparity is written all over this

equation.

To add, there are 3.4 physicians for every 1,000 population in France while in
the Philippines, the ratio is 1.53 per 1,000 population. The number itself has dire
implications to access to health care, quality of health services and medicine
distribution. Medical practitioners are also concentrated in big cities. As such,
those who are living in remote places of this archipelago suffer the most.

142 Simon, P. (2012). French National Identity and Integration: Who belongs to the National
Community? Institut national d’etudes demographiques.
http://www.migrationpolicy.org/pubs/Frenchldentity.pdf (accessed August 2013). P 1
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However, it is important to highlight the effort of the Philippine government to
better serve the public. In 2010 the Philippine Department of Health issued an
Administrative Order (No. 2010-0036) pertaining to the Aquino Health Agenda
which sets the background for Universal Health Care for all Filipinos. This
highlights the need to further increase enrolliment coverage of indigent Filipino
families, improve availment of benefits and increase support value for claims. This
agenda was brought about by the data that the poorest members of the population
are the main users of government health facilities and deterioration of government
health facilities directly hit the poor, who needs the service the most. In addition,
proper compensation to health workers as well as inadequacies in health
information systems to guide planning and implementation of health programs
needs to be re-assessed and acted upon. This move of the Philippine government
emphasizes the political will of the current administration to better its health
service to the people.

Figure 13: Population Comparison of France and the Philippines
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Placing the two graphs together, it is easy to see the big difference in
population composition between France and the Philippines. The Philippines is a
steadily growing population with the younger generation forming the base of its
pyramid shaped population structure. One of the disadvantages of this type of
population figure is that the workforce needs to produce enough resources to be
able to support a very wide base. Jobs should also be made available because
there are millions who will need it in the future. The Philippine economy however
is driven by sending its citizens abroad to work. Given the niche of the Filipinos in
the world labor market, the country will never run out of people to export.

In the case of France, the middle age part of its population who produce its
current resources is its best asset to date. The younger generation however is
lesser in number and France, as a highly industrialized country surely needs
workers in the future. It can be predicted through the current statistics of the
younger members of its population that the country might need to import workers
from other countries. To put it simply, France might have a future need that the
Philippines could be able to fill in.

Given this reality and a glimpse of the future, French government must put
in place an immigrant integration program that best addresses integration
challenges. It should also strengthen its campaign for immigrant tolerance among
its citizen. Foreigners who are in the South of France often observed that French
people are not very welcoming. For immigrants, this poses a huge barrier for
integration because for them to participate in social and civic activities, the
population of the host country should also exert effort to welcome immigrants. As
pointed out by the Honorable Peter Sylvester, Associate Deputy Minister for
Citizenship and Immigration, Canada; integration is a life-long process of mutual
adjustments between the migrants and the receiving society. For Canada, their
assistance to immigrants went as far as sending message overseas to prepare
immigrants who are about to arrive in Canada. The government is expecting
them to be able to effectively adapt to the Canadian life and fully participate in

civic, economic and social life. The French system however has a different take
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on immigrants and migration. “Ethnic minorites were accused of
“balkanization”of French society with their “communitarianism” and prompting the

43« These sentiments of the French towards

decline of social cohesion
immigrants’ have its historical roots. Outlined in Ernest Renan’s Discours sul la
Nation (1882), the incorporation of common norms and values is tied to the
sharing of memory, history, sentiments and attitudes constitute the definition of a
national body and the very foundation of the French nation-state. The identity of
migrants and their descendants is subject to an array of expectations, questions

and suspicions .

The indifference of French towards migrants and in general to the “others” is
embedded in the very fabric of its society. It has its roots in the formation of the
country and in the forging of what it is to be French. Anything that goes beyond
the purest definition of what it means to be French is dealt with extreme caution.

Philippines: The country and its people

The Philippines is a country with tumultuous yet rich past and a promising
future. It is an archipelago located in the South East Asia poetically called the
Pearl of the Orient Seas. It is a country that is rich in natural resources and
abundance of sunlight all year round. It would very well qualify as a tropical
paradise because of its pristine beaches, exotic fruits, enthralling panoramic
sights and warm-hearted people. The richness of its lands and the abundance of
its seas made her one of the most coveted possessions to conquer for colonizers
in the distant past. History has revealed that she had been under many
colonizers, Spain holding the record for almost 333 years. The country was
discovered by a Portuguese explorer named Ferdinand Magellan in 1521, who
sailed under the favor of King Charles V of Spain. He circumnavigated the globe

143 Simon, P. (2012). French National Identity and Integration: Who belongs to the National
Community? Institut national d’etudes demographiques.
http://www.migrationpolicy.org/pubs/Frenchldentity.pdf (accessed August 2013). P 1

144 1hid 143 p 2

135



under the resources of Spain and when he reached an island in the Pacific, he
named it Philippines it in honor of King Charles V son, Philip who was later

known as King Philip II.

Figure 14: Map of the Philippines
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Source: CIA Worldfact Book (Accessed April 2, 2013)

The Philippines is an archipelago located in the Southeast Asia, between
Philippine Sea and South China Sea. It is composed of 7,107 islands. The
weather is tropical marine with a combination of northeast and southwest
monsoon. It is estimated that by the middle of 2013, the 300 square kilometer
land area of this country will be inhabited by approximately 106 million people
(CIA Worlfact Book). Philippines has a Republican type of government and the

current President of the Republic is Benigno Aquino Jr.
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The country was a Spanish colony in the 16™ century and this colonization
lasted for more than 300 years. In 1898, following the Spanish-American war, the
Treaty of Paris was signed surrendering the Philippines to the United States
upon payment of 20 million dollars. In 1935 the Philippines became a self-
governing Commonwealth after 10 years under American tutelage.

People of the Philippines are called Filipino and the official language share
the same name. Filipino as the language is based on Tagalog while English is
also an official language and widely spoken. The Philippines is home to more
than 4 million indigenous people, who at the same time belongs to 60
enthnolinguistic groups although eight are considered major dialects. Majority of
the indigenous Filipinos live in the mountains and near the sea. They have
different culture, language, religions and lifestyles™°. More recent data revealed
that there are 185 individual languages, 181 are living. Out of the living, 43 are
institutionalized, 70 are developing, 45 are vigorous, 13 are troubled and 10 are
dying "*°.

The Philippines is a Catholic country with more than 80% of its population
belonging to the Roman Catholic Church. This strong religious influence is
attributed to more than three decades of Spanish presence. With majority of
Filipinos highly religious in their own way, every facet of Filipino life is influenced
by religious belief. Feast days of saints are celebrated in every town, meat is not
supposed to be eaten during the lenten season as a form of penitence and
sacrifice, hanging the Holy Rosary in cars, motorbikes and even in pocket is
believed to protect the owner against bad luck. Old couples named their children
after saints and in general children are baptized before reaching the age of one.

145 Palaganas E., Bagamaspad, A., Cardenas, M., Josef, ]., Tolentino, L.(2001). Mainstreaming Health
Knowledge and Practices. University of the Philippines, Press. Center for Investigative and
Development Studies. Quezon City. P 1

146 http: //www.ethnologue.com/country/PH (accessed April 2011)
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The CIA World Factbook estimated that by 2013, there will be about 106
million Filipinos. People are concentrated in major cities Manila being the capital of
the country having 11. 449 million residents. It was followed by Davao, 1.48 million,
Cebu with 845,000 and Zamboanga 827,000 as of 2009.

The influence of the Catholic faith is manifested in every aspect of Filipinos
everyday life and the same time influences the affairs of the state, no matter how
clear it has been stipulated in the Philippine Constitution that there should be a
clear separation between church and the state. This separation is a blurry line
and it is always the church who is accused of crossing the line.

It was widely acknowledged and a proven fact that in the 1986 People
Power revolution, the catholic church played an important role in encouraging the
people to oust the then dictator President Ferdinand Marcos. Nothing much has
changed since then. The Catholic church has cemented its place in the very
fabric of Filipinos public and private life as well as in political affairs of the nation.
To highlight the ongoing influence of the church in state affairs until today, the
Catholic church loudly opposes the passing of Responsible Parenthood and
Reproductive Health Bill popularly known as the RH Bill. This bill operates under
the premise that everyone should be given universal access to methods of
contraception, fertility control, sexual education and maternal care. The
government with the support of public sector, concerned groups and individuals
will provide funding for distribution of condom, IUD’s, birth control pills as well as
educational collaterals for responsible intercourse and the likes. This bill posits
“ The State recognizes and guarantees the human rights of all persons including
their right to equality and nondiscrimination of these rights the right to sustainable
human development, the right to health which includes reproductive health, the
right to education and information, and the right to choose and make decisions
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for themselves in accordance with their religious convictions, ethics, cultural

beliefs, and the demands of responsible parenthood "7

The church strongly opposes this bill citing the sins that will be brought
about by false sense of security that might eventually lead to risky sexual
behaviors. These acts run counter to the teachings of the Catholic church on
morals and faith. The call to not support this bill is preached using the pulpit
during Sunday masses and in every opportunity the Church has. Just like any
other state apparatuses, the Church also conducts regular press conference,
more frequently when there are important issues that need to be addressed. On
February 16, 2011, the bill was endorsed by the House Appropriations
Committee with amendment and referred back to the Population Committee for
finalizing the language. From the very moment that the bill was introduced for
discussion, the Catholic church, together with its allies, exercise all their might to
oppose the passing of this bill. They cited the role of the church to protect the
morals of its flock and educating them about the benefits of condom and other
contraception tools will only corrupt the minds of the parishioners. This line of
discussion and reasoning is a never-ending battle between what is logical and
what is morel. At the end of the day, it is the people who will eventually decide
and that is the very essence and beauty of democracy.

This example was drawn from the many clashes between the Philippine
Government and the Church for it showcases the delicate relationship between
these state apparatuses. The church is often criticized for interfering with the
affairs of the state. The church on the other hand states that it is only doing what
he is supposed to do which is making sure the teachings of the catholic faith
remained timely and relevant; terms which are highly contestable. This debate is
again, worthy of another academic discourse and this study will veer away from.

This researcher only cites this example to help the readers understand that in the

147 House of the Representative. Republic of the Philippines. Fifteenth Congress. Committee Report
number 664.http://www.congress.gov.ph/download/basic_15/HB04244.pdf (accessed September
2013)
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Philippines, the Catholic faith is strongly present in the lives of the Filipino
people. Even how disease and ailments are dealt with, are influenced by the
faith.

Economically, the Philippines relies heavily on remittances from Overseas
Filipino Workers (OFW). Remittances from Filipino immigrants and overseas
workers have grown to become the Philippine economy’s second biggest source
of foreign capital, next to the local value added exports. The first ten months of
2010 brought in a total of US$15.46 billion almost 8% more than the US$ 14.32
billion in 2009 Economically, The 2010 rebound of Philippine economy and
its export market and the sustained flow of remittances from the overseas Filipino
workers provided a support to the newly elected President of the Republic,
Benigno “Noy Noy” Aquino Jr. Foreign exchange flow has given renewed power
to the Philippine peso lowering the peso —US$ exchange rate of 46.4 to below 44
by the end of 2010. The growth can be attributed to the raising consumer and
investor confidence'®. This goes to show that the Philippine economy is highly
dependent on its citizens working abroad. These workers were dubbed as
Bagong Bayani {Modern Heroes} because their sacrifices make the country’s
economy afloat.

In the 1970’s the main destination of Filipino migrants are the Unites States
and Canada. In more recent years however, there has been a steady flow of
Filipino migrants in the Gulf Region and East Asia '*°. To date, Filipinos working
in European countries are also increasing. In Italy for example, this researcher
was privileged to visit the cities of Milan, Tuscany area, Rome and Venice.
Travelling in these areas is like roaming around the streets of Manila. In the city
of Milan, Filipinos gathered in the Doumo area during weekend or every day after

148 De Jesus in Singh, D.,(2011). (Ed). Southeast Asian Affairs 2011. Institute of Southeast Asian
Studies. Singapore. p 225

149 Carino, B. in Battistella, G. & Paganoni, A. (1992) (Eds). Philippine Labor Migration: Impact and
Policy. Scalabrini Migration Center, Philippines. pp 4-5
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work to relax and have a nice chat with other Filipinos. This is the same scenario
with the other cities in Italy. Simple conversation with these people revealed that
the main reason why they left the country is to earn bigger and be able to send
enough money to provide better life for their families back in the Philippines. And
just like in other countries in Europe, the main type of work for Filipinos is in the
domestic arena. They are mostly involved in domestic work or service oriented
jobs even if they are degree holders. It is a common story that a graduate of
Information technology for example works as a waiter or a cook in a restaurant, a
graduate of commerce takes care of an old person, a teacher works as a nanny.
For many of the OFW’s in Europe, the pull of euro is mightier than the will to
practice their profession.

Place of this study in the Literature about France and the Philippines vis-a-
vis health communication research

Although there are earlier studies citing the link between France and the
Philippines in the area of medicine, this research fills the gap in the area of Filipino
immigrants health status in the French Riviera. Having established the fact that
France and the Philippines are continuously strengthening their relatively new
found friendship, academic research dealing with Filipino immigrants in France is
just beginning to take shape. This research is a pioneering effort because this area
has not been investigated before.

In the book Guide to Asian Studies in Europe (1998) published by the
International Institute for Asian Studies whose main office is located in The
Netherlands, the identified areas of research in Asian scholarship are Agriculture,
Art History, Anthropology, Archeology, Cultural Studies, Developmental Studies,
Economics, Education, Environmental Studies, Gender Studies, Geography,
History, International Relations, law, Linguistics, Literature, Performing Arts,
Philosophy, Political Science, Psychology, Religion and Sociology. These are the
areas well explored in Asian studies both by Asians and foreign scholars. The
Asian countries included in this list are: Afganisthan, Bangladesh, Bhuttan, Brunei
Darussalam, Cambodia, China, Hong Kong, India, Indonedia, Japan, Kazakhstan,
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Korea (n/s), Kyrgystan,, Ladakh, Laos, Macau, Madagascar, Malaysia, Mongolia,
Myanmar, Nepal, Pacific Islands, Pakistan, Papua New Guinea, Philippines,
Seychelles, Sikkim, Singapore, Sri Lanka, Tadzhikistan, Taiwan, Thailand, Tibet,
Tukkmenia, Uzbekistan and Vietnam. With all these countries in Asia and the
diverse research areas explored by scholars, it in not surprising that the health
communication was not identified as an explored research, probably because of
two reasons. One, health communication is diverse that it can be constituted in
Cultural studies, environmental studies, Sociology etc. Second, health
communication is a new discipline that is just being explored by scholars.

Bernard Pot published a book entitled Philippines: Bibliographie thematique en
langue francaise: annotate et commentee (Philippines: Thematic Bibliography in
French: Annotated). This book presents the researches by Filipino and French
scholars about the Philippines. Here are some scholarships through the years
related to the study of medicine and health written or translated in French:

1. L’hygiene et les tropiques ( Bulletin de la Societe de Geographie. Montano,
J. 1878.

2. Le cholera aux Philippines. Journal de voyages et des adventures de terre
et de mer (Cholera in the Philippines: Travel journal) Anonyme. 1883

3. La medicine a l'ile de Lucon. Archipel des Philippines (the medicine in the
island of Luzon) Journal de medicine de Paris. 1884.

4. L’'oeuvre sanitaire de Ameracains aux Philippines (The American sanitary
works in the Philippines). Revue Scientific. Chamboseau, M. 1911.

5. Sauvee a Manillle par un chirurgien aux mains nues (Saved in Manila by a
surgeon with bare hands). Succes de livre, Paris. Vincent, C. 1988.

6. Les Philippines face au fantome du gange: le cholera dans la seconde
moitie du XIX siécle. Annales de demographie historique (The
Philippines facing the Gange ghost: the cholera in the second half of
the 19" century). Huetz de Lemps. X. 1990.

7. Le triangle jaune (The Yellow Triangle). Publie par le laboratoire

pharmaceutique SmilthKline Beecham. L’action se passé Palawan.
Horizons Associes S.A 1992.
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8. Les maladies chez les Palawan. Presentation de la nomenclature et des
representations a la recherche d’'un principe classificatoire. (The
disease of the Palawan people: Presentation of the naming and the
representation for research of classificatory principle) Revel Macdonald
C. 1981.

Previous research highlights ranges from the observations of the first French
settlers in the Philippines and interestingly enough, they are medical doctors to
academic inquiry of other scholars who wrote various topics about the Philippines
in French or were published in French journals. One very interesting book that this
list shared is the one written by Charlotte Vincent. The author talks about
traditional healers in the Philippines doing surgery with their bare hands. The book
shared a story about a 36 year -old woman who has cancer. Her doctors all told
her that she has very little time left on her hands. Desperate to seek cure, she flew
to the Philippines and underwent surgery with a traditional healer. Seven years
after that operation, she is still alive, which puzzles medical doctors. These kinds
of stories are very common in the Philippines and the main reason why the faith in
these traditional healers lingers.

Needless to say, topics written about the Philippines cuts across discipline and
epoch. The interest in illnesses causation, unexplained healing practices has been
around for quite a while. As things in the environment change, so are people’s
responses to the challenges of the times, and the area of health is not shielded
from these changes. This research being a study about health of a particular
minority group in a specific area in France, is a promising and timely contribution
to the clamor of organizations around the world for a highly specific health
research. Large scale studies targeting general members of the population seem
not to answer the demands needed to improve immigrant health status.

There is also a need to deconstruct the myths surrounding immigrants. There
is a general misconception that immigrants carry diseases and they are burden to
the healthcare system of the receiving country. In reality, labor migrants are
relatively younger and healthier than the native population and they tend to
underutilize health services of the receiving country. The deterioration of
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immigrants’ health increases during the migration process. This can be attributed
to lack of adequate health insurance, poverty, lack of social activities and

uncertain legal status "°.

150 Calderon, J. et. al. (2012). Asian Labour Migrants and Health. Exploring Policy Routes. Isues in
Brief. Migration Policy Institute. Issue No.2.p 1
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Chapter Synthesis

The Review of related literature sets the background for the place of this
study in the field of health communication research, highlighting immigrants’
experience. It has been reported that in Europe, there are only a few countries
that implement immigrant standard health collection system, and unfortunately
France is not one of them. The major implication of a non-existent immigrant data
collection system is lack of knowledge of the disadvantages of a minority group.
The sad reality regarding immigrants belonging to the vulnerable groups and as

such, receive less services than the native population.

The myth surrounding the negative health images of immigrants’ should
also be demystified. Immigrants are able workers who contribute to the growth of
the economy and should not be viewed as a group of people who come carrying
diseases and deplete the host country of their resources. This mentality often
sets the tone for indifference towards immigrants. As cited by countries that have
a long and satisfying relationship with immigrants, mutual adjustment is needed
for better immigrant assimilation. It is the state that set the stage and every one
involved are expected to play his or her part to assist immigrants in the
integration process. Apparently, France has a lot to learn from countries that best

handle immigrant integration.

Canada and France have always been head-to head in the claim as the
country with the best healthcare system in the world. In terms of migration,
Canada has been reported to be leading, while France is bitterly criticized for its
immigration policies. Albeit, one research revealed that French immigration policy
is not too bad after all. However, in terms of immigrant self- reported health
status, immigrants in France felt they are not in better good, while another study
revealed that in the past 30 years immigrants’ health has deteriorated.
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The differences between France and the Philippines were presented to
put things into proper perspective. The aim of that discussion is not to be
confused as a comparison. There is no merit in comparing these countries for
they are different in many ways. The first French settlers in the Philippines, who
were medical doctors (which is very good for this study) have made their keen
observations about the country and the people. Although there is a general
experience that the Filipinos are kind, clean and pious, they are also lazy,
gossipers and gamblers. Filipinos were also observed to be superstitious which
can be a very good reference point why they have a strong and enduring belief
with traditional healers.

This chapter discussed the Filipino migration dynamics. The Philippine
economy is kept afloat by the remittances of the Overseas Filipino Workers. The
Philippines biggest export is its people. Endemic in the process of sending
people abroad are the challenges of migration. The reality of separation and
uncertainty of future status in the receiving country contributed greatly to the
anxiety of these migrants. Common health complaints of Filipinos immigrants are
headache, stomach pains which that are attributed to being far away from home.
These are often psychosomatic but nevertheless need attention —either medical

or social.
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CHAPTERIIII
Theoretical Premise

Theoretical Background

Health communication is not an exclusive property of one academic
discipline and as such, theories used in understanding the dynamics of this rich
field emanates from diverse academic fields. Theories come from communication,
sociology, anthropology and medicine are employed to advance knowledge
pertaining to health communication. Patient-doctor relationship comes from
interpersonal communication. Studies about health campaigns are tied — up with
social psychology and studies about cultural related health issues, used theories
from anthropology "°'. As such, health communication is a rich and complex field
of research.

This study utilized theories coming from different disciplines that contribute
to have better understanding of health communication. Specifically, these
theories explain the how human relationships are developed, how beliefs
systems are formed and how experiences are legitimized by language. In the
case of immigrants, all these concepts (relationship, experiences and language

use) are necessary tools to survive in their new environment.

This study primarily draws inspiration from Uncertainty Reduction Theory
(Berger & Calabrese, 1975), Health Belief Model (Rosenstock, 1974), and Speech
Code Theory (Philipsen, 1997) and Social Cognitive Theory (Bandura 1977).
Although inspired by other cultural, health and communication theories, the above

mentioned theories fist perfectly into this study.

151 Sparks, L., (in press). Health communication and caregiving research, policy, and practice. In S. S.
Travis & R. Talley (Eds.) Multi-disciplinary Coordinated Caregiving: Professional Contributions.
Springer.
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Figure15: Uncertainty Reduction Theory
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Taken from: http://images.search.yahoo.com/images/view (downloaded May
2013)

Uncertainty Reduction theory posits that people communicate to lessen the
uncertainty about others by gaining information about them. This information is
then used to predict their behavior. Uncertainty reduction is necessary if a person
desires to develop a deeper relationship with someone, or if institutions want to
know more about their stakeholders. The best technique to lessen uncertainty is
by investigation. Asking question to gather more information about a person or a
group diminishes uncertainty leading to better understanding therefore
developing trust and confidence. When a good level of confidence is achieved,

communication becomes easier and information flows freely.

This study applied uncertainty reduction theory in micro and macro
perspective. In the general point of view, the governance of French Riviera is
viewed as the main institution bridging the gap between the government and its
citizens. To lessen the information divide between the government and its
citizens, the institution is expected to set-up projects that will facilitate interaction.
In the micro perspective, this research applies uncertainty reduction theory
between Filipino patients and medical professionals and auxiliary health staff.
These health providers are the front liners in delivering care. As such illumination

or addressing of uncertainty must happen in the interaction between patients and
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health providers. To equip health providers with the necessary tools to serve
their population, the state must provide a standardized health collection program,
that would monitor and analyze immigrants’ health status and performance. In a
culturally diverse community like the French Riviera, it is given that its community
is composed of people and families from different ethnic and racial origins. By
knowing the health background of Filipino immigrants for example, local health
professionals will be better equipped in addressing health challenges of this
specific immigrant group. The areas in France where immigrants are
concentrated was already identified and this is the best laboratory where
‘knowing” the immigrant population should take place. By obtaining immigrant
health data, uncertainty of stakeholders will be reduced for information is to be
made available where both can learn from one another. Basic questions like what
comprises Filipino diet, how is eating behavior affected by cultural beliefs, how
food choices are influenced by religion and the likes, will be answered and this
can be the basis in the design of health communication campaigns that best
address their health concerns and executed in a culturally sensitive way. This will
also pave the way for the micro perspective: lessening the uncertainty between
individuals: doctors and patients, medical professionals and law makers, medical
providers and health campaign designers as well as many more combinations of

the players involved in health care delivery and management.

Put simply, when questions were answered, the less worries there would
be. Having enough cultural and religious knowledge about the Filipinos, health
professionals serving in the French Riviera might become more prepared with
the necessary information to better address health concerns of this group of
people. They may know that coming from the Asian race, Filipinos are genetically
pre-disposed to diabetes. Being so, priority campaigns for this race should
revolve around promotion of diet that encourages less intake of sugar- laden food.
In terms of health behavior, health professionals will find out that most Filipino
patients experiment on treatments, that they stop taking anti-biotics when the
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pain stops etc. As such, campaigns addressing the importance of taking

medicines religiously do not only prolong life but also uplift the quality of life.

Another theory that was used in this research is the Health Belief Model
(HBM) (Rosenstock, 1974).

Figure 16: Health Belief Model
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Taken from: http://search.yahoo.com/search;_ylt=A0oG7meKXOVRqUcAE
(accessed July 16, 2013)

Health Belief Model (TBM) was originally introduced by a group of
psychologists in the 1950s to help explain why people would or would not use
available preventive services, such as chest x-rays for tuberculosis screening
and immunizations for influenza. These researchers assumed that people feared
diseases and that the health actions of people were motivated by the degree of
fear (perceived threat) and the expected fear reduction of actions, as long as that
possible reduction outweighed practical and psychological barriers to taking
action (net benefits). It provides a strong framework for pubic health initiatives by
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focusing on five clear dimensions. These are: 1) perceived susceptibility
(subjective perceptions of risk in relation to the health threat); 2) perceived
severity (evaluations of the consequences of the threat); 3) perceived benefits
(assessments if the efficacy of preventive actions); 4) barriers (assessment of
difficulties and negative consequences of preventive behavior); and 5) cues to
action (triggers for the decision making process. More recently, health motivation,
that is, an individual’'s readiness to be concerned about their health, was added
to the model. Drawing on this model, public health initiatives need to identify a
link between an individual’s risk behavior and disease to highlight the severity of
the disease and to make it relatively easy to engage in behavior likely to lead to a
reduction in risk for that disease'?.

The dimensions constituted in the HBM are the motivating factors for a
patient to seek medical advice and eventually medical care. This theory assumes
that the patient has already enough information about his possible ailments and
his action to seek medical help is motivated by his knowledge of his health treat,
consequences for not pursuing medical help, rewards for doing preventive
measures which all encouraged him to engage in action and take care of his
health.

Putting into consideration the culture of an immigrant patient juxtaposed
with the health care system of the receiving country, knowledge of diseases
based on genetic predisposition or acknowledgement of ongoing health concerns
are not enough to address health related issues. Understanding of the what
rights are accorded to him by the laws of the state he now belongs to as well as
the resources and services he can have access are basic steps in health
integration. This is the reason why in this research, the HBM is aided with other
complimentary theories that specifically addresses culture and language in health

care.

152 Murphy, S. & Bennet, P., (2004). Health Psychology and Public Health: Theoretical Possibilities.
Journal of Health Psychology. Sage Publication. P 19
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In Speech Code Theory, Gery Philipsen states that wherever there is a
distinctive culture, there is to be found a distinctive speech code. Embedded in
this code are psychology, sociology and rhetoric. These are complex concepts
that suture the individual, social and the idea of truth of an individual. Once a
persons’ philosophy is shared with the community and is able to gather
supporters and starts community discussions and debates, the idea now
becomes a sub — culture of belief system.

This group of people will start to speak in codes only they can understand.
They now create a language that takes life of its own. To promote analysis of
discourse of speech acts and speech events in a cultural context, Dell Hymes
formulated the S.P.E.A.K.I.N.G. model.

Figure 17: S.P.E.A.K.l.N.G. Model

Situation (setting or scene)

Participants (analysis of personalities and social positions or relationships)

Ends (goals and outcomes)

Arts (message form, content etc.)

Key (zone or mode)

Instrumentalities (channels or modalities used)

Norms (framework for producing or processing messages)

Genre (interaction type)
Taken from: http://www1.appstate.edu/~mcgowant/hymes.htm Accessed July 2,
2013

This model puts a structure on what are the merits to pay attention to in a
human interaction specifically in verbal face-to-face communication. Although on
initial analysis the concepts seem to be broad in scope, the identified specific
concepts that correspond to the SPEAKING acronym clearly guide researches as
to key areas to focus on. For this study, the researcher utilized all these concepts
under the communication aspect of her proposed health theory.

152



Figure 18: Social Cognitive Theory Model

BEHAVIOR

PERSONAL ENVIRONRMENTAL
FACTORS ~ =i FACTORS

{Cognitive, affective,

and biological events)

Taken from: http.//www.des.emory.edu/mip/eff.html. Accessed May 2, 2013

The development of Social Cognitive Theory is attributed to its main
proponent Albert Bandura. It started when he initiated a study to determine social
explanations for why and when children displayed aggressive behaviors during the
time when human functioning is solely explained using behavioral models. This
study introduced the idea of modeling- learning from watching behaviors of other

people.

In the end Social Cognitive Theory (SCT) highlights the role of social
context in learning. Learning happens within a social context and much of what is
gained is done through observation. SCT explains that a person’s functioning is a
product of continuous interaction between cognitive, behavioral and contextual
factors. This theory does not deny the importance of the environment in
determining behavior, but it does argue that people can also, through forethought,
self reflection and self regulation processes exert substantial influence over their

own outcomes and the environment more broadly'*.

153 Dpenler, H. et al (2013). Social Cognitive theory. The Gale Group.
http://www.education.com/reference/article/social-cognitive-theory (accessed August 2013)
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This theory reiterated that learning though driven by social factors also came
from self-realization through the ever - reliable trial and error process. Anchoring
on the premise that every person is a thinking individual, he has all the faculties to
arrive at a decision which best serves his interest. He might mirror behaviors and
actions of others but if do not work for him, he will try to adjust some of its
components to fit into his lifestyle and needs.

Aided with other theories like Structuration and other cultural and language
theories, it is the aim of this research to propose a Transcultural Health Model
which would incorporate the concepts of culture, health and communication
(language) within the framework of how an immigrant group adapts, health wise,
to the environment totally different from its origin, contextualized in the French
Riviera area and the immigrant group is the Filipino community. Transcultural
Health Communication Model aspires to be the grid in studying other minority
groups by looking at the connection between culture and health, manifested
through language.

Theoretical Framework

The researcher is proposing a health communication model that
encapsulates important concepts that originated from the theories that inspired
this study. The proposed Transcultural Health Communication Model
encapsulates the factors that can identify immigrant patients’ health behavior
orientation and how these factors may affect current health performances. By
reviewing the factors that shaped traditional health beliefs and practices and
superimposing them with the healthcare system of the host country, the products
are a crystallized health concepts party devoid of old beliefs but filled with the
new health ideas from the receiving country. Finding out what are these
emerging health belief systems is an interesting area of academic research for
the information it may yield will be a new and added information in the field of

health communication inquiry.
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Figure 19: Conceptual Framework of the proposed Transcultural Health

Model
Traditional Health Health care system of the
Beliefs and Practices receiving country

This proposed Transcultural Health Model (THM), Figure 18, aims to

determine the emerging health system of the people who migrated to another
place. Having had the stored health knowledge, immigrants’ bring to their new
environment, these traditional health beliefs and practices are then introduced to
the health care system of the receiving country, with no direct intention of
influencing or altering the healthcare system of the host country nor the health
practices of the local population. However, when the process of integration
begins, challenges arise for the cultural differences often take center stage. This
results in longer process of integration for the immigrants especially when the
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receiving country is not familiar with the cultural make up and religious
background that affect their health decisions and performance of the new comers.
It is can also be worsened when the state does not have a concrete guide to
assist immigrants. The process of adoption and adaptation becomes a challenge
when then the expectations of the moving in party do not jive with the standard
set by the receiving party. However, under the premise that both parties are
aware of their roles and rights in health maintenance, the process of integration
to the health care system will be a little easier for the immigrants and at the same

time, receiving country can now plan a culturally sensitive health programs.

Given the fact that there are two health cultures at work, it is expected that
the immigrants may still perform health practices that are congruent to their
traditional cultural and religious beliefs. Immigrants will find a way to fit their
traditional beliefs to the new health environment and as a result, emerging health
system will be created which is often unknown, both to the immigrants and the
state because it is not investigated.

Referring to the conceptual model of transcultural health communication
model (Figure 19), the traditional health beliefs and practices influence the
healthcare system of the receiving country as represented by the top arrow. In
return, once the immigrants understand the health concept of their host country,
it also alters their traditional health belief system, represented by the arrow at the
bottom. This now becomes a process of heath culture influencing and altering
each other. The concepts now are freely flowing from one cultural milieu to the
other following the essence of transcultural movement. TRANScultural was
preferred by this researcher — instead of cross cultural, inter-cultural, multi-
cultural - aligning with the idea of Professor Crispin Thurlow that the term
transcultural creates a fluid moving through and across cultural system, in

whatever way they might be constituted or conceived'*. Although cultures are

154 http: / /faculty.washington.edu /thurlow /research /transculturalcommunication.html (accessed
July 2010)
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often highlighted by clear -cut boundaries, the concepts involved in the
discussion of health practices can only be identified but will never be confined.
Discussions about health can no longer be restricted to biological factors. It
cannot be emphasized enough that issues about health are intricately interwoven
with social position, cultural and religious influences as well as economics and
political factors, and this is highly manifested in the metanarratives of immigrants
process of assimilation.

These constructs make social research about health very complicated yet
a rewarding academic endeavor.

Figure 20: Operational Framework of the proposed Transcultural health
communication model

Traditional Health Health care system
Beliefs and of the receiving
Practices country
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Transcultural Heath Communication Model posits that people from another
cultural health environment, creates a unique health practices that accommodate
their traditional health belief system and the health landscape of their new
environment. These emerging health practices move in and out two cultural
milieu, inadvertently create a new system totally different from its source yet
completely part of each one. People performing merging practices may or may
not know that they are engaging in new health practices adapting to the new

health environment.

On the personal/individual level, health practices are shaped by culture and
communication interactions. Culture is made up of educational background,
family orientation, social status, religious and superstitious belief and ethnicity.
Communication interaction constitutes participants, channel, non-verbal cues,
language and context. All these factored in, a person is developed into a cultural
being- a carrier and interpreter of meaning. He manifests his belief system
through everyday performance of what he thinks best suits his needs. In the
domain of health, a persons’ health practices are influenced by several factors
that like belief system (religious affiliation superstitious beliefs etc.), lifestyle
(which includes eating and exercise habits, type of work, working environment
etc.), and health environment (refers to workings of established state institutions
that encourage healthy lifestyle and set rules for health and disease
management). Knowledge of genetic predisposition and risk factors to diseases
also help the person in assessing what proper and healthy lifestyle he needs to
adapt to avoid diseases or delay complications, as well as to determine future
medical care. For some culture, religious belief is a big part of their identity
formation and identification. The everyday life practices are highly dependent on
the religious belief and these include how to deal with health issues. Taking care
of one’s health for the faithful members of a religious groups is highly influenced
by their faith. Religious affiliation becomes a variable in the performance of
health for faithful members of a religious organization.
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Superstitious beliefs also have an impact on health management. This belief
system varies from one country to another or from one region to another within
one country. Belief in the supernatural is not just random performance of
unfounded faith. Rather it is a product of centuries old practices. As such, health
belief founded on superstitious beliefs cannot be easily erased in the
consciousness of people wherever they maybe because it is embedded in their
subconscious. This reality, like a chronic disease, can only be managed.

Health perceptions of people may be influenced by their education
attainment and social status. Needless to say, these variables change the way
people think about health maintenance and disease management.

Communication is like a glue that put concepts regarding health and
diseases together to make sense of this issue. To be able to engage in an
interactive, pro-active communication the setting must be in accordance with the
target objectives, participants are properly identified and channels of
communication are open to encourage an interactive flow of information
exchange. The way people use language and non-verbal cues are important
factors in facilitating learning and understanding.

The role of these three identified concepts and the specific ideas attached to
them, formed the traditional health belief system. This belief system is then put
into practice and is highly influenced by culture, religious and superstitious beliefs,
commonly held health meanings and commonly understood language. These
factors could be considered to be present in an individual who migrated to a new
environment, and in this study, a new country. These health beliefs and practices
are ingrained into the very fabric of a persons’ identity and sense of self. This
does not mean however that it can completely change after being exposed to the
new health environment, nor the health system where he now belongs to, will be
completely changed to accommodate his traditional health beliefs. Echoing
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Klienman people moved between worlds and identities. They can be modern or

traditional, depending on circumstances and convenience'*®.

For immigrants their current health belief system is influenced by the health
system of the country they now belong to. It is not clear however, if the health
care system of France is affected by the presence of immigrants and if it is, in
what way. Putting things into proper perspective, this study is concentrated on
analyzing the health care system of the host country in relation to the traditional
belief system of the Filipino immigrants, rather than the traditional health beliefs
of the general population of the receiving country. This is to clarify for some
questions might arise regarding why there is no mention of the traditional health
beliefs of the host country. Including that aspect would further widen the already
broad scope of this research.

Diverse meanings attached to health concepts affects health perceptions of
the native population as well as the immigrants. It either reinforces or questions
their current beliefs and practices. In any case, the merging of the new and the
traditional always paves the way for a dialogue. What this researcher is
postulating is that the Filipino immigrants in the French Riviera have an emerging
health practices that they may or may not be aware of, and identifying the factors
that lead to the alteration of traditional beliefs as well as identifying what are
these emerging practices is what this researcher is set out to do.

In addition to the health care system of the receiving country, changes in
health practices of the population are also affected by the availability and access
to health services as well as resources. In a country like France where health
resources are readily available and services are given freely, it is interesting to
know how Filipino immigrants are enjoying these privileges given the fact that
there are cultural and language barriers in addition to migration policies and
health agenda.

155 Kleinman, A. (2010). Four Social Theories for Global Health. The Lancet 375 (9725): 1518-1519.
http://dash.harvard.edu/handle/1/5142663. (downloaded March 1, 2013)

160



This researcher strongly believes that there are emerging health practices
taking shape that come from the traditional beliefs of people which were shaped
by cultural factors from their country of origin and they might have changed over
time by the health environment of the new country where they now belong.
These emerging health systems manifest strongly when applied to immigrant
groups. As a group of people who already have an established view of the world
based on their experiences in their own country, it is assumed that this belief
system affects the way they operate in the new country they now belong to.
Since these immigrants are now under the protection of the host country, it is
their responsibility to know who these immigrants are, what are their needs are
and how they can fulfill them. In the area of health, not knowing the intricacies of
immigrants health belief system can be compared to a blind man leading another
blind. In has already been established that the immigrants’ health in France has
deteriorated over the years. One probable cause of the problem is that health
campaigns in general inadvertently (or otherwise) exclude immigrants. In terms
of health, they are marginalized due to the fact that they are different from the
mainstream population. Campaign designers are planning and implementing
health programs under the premise that their message will cut across all
members of the population. Sadly for the immigrants, this is not the case as
proven by the fact that their health has significantly deteriorated over the past few
decades.

Immigrants might have little or no idea that they are performing a new set of
health behavior but it is indeed necessary for the host country to act accordingly
and set up policy initiatives to properly articulate its position as protectors of its

citizens.

Health costs have been skyrocketing and against the backdrop of ongoing
economic volatility, it s not a good sight. Budget cuts are happening everywhere
and the health sector is not spared. Even in the case of one of the best
healthcare system in the world, there is a wide clamor for improved resource
allotment and better budget management. The concern is that prevention and
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highly targeted campaigns seem to be the most promising way to save resources
and most importantly, lives. The problem is that prevention is a long process and
very costly. Given the pros and cons, it is in the hands of policy makers which
program to give the go signal to.

Definition of Terms
1. Adoption — the process of accepting the new health belief system

2. Adaptation- the process of altering old health belief system to fit in with the
new

3. Albularyo (herbalist)- a person who performs healing through the use of
different concoction of plants and oils and sometimes through the use of
animals.

4. Assimilation — a situation when the process affecting change and the
relationship between social groups are seen as one way'®

5. Clients/ Patients — people who are pre-disposed or inflicted with a disease.
These words were used interchangeably in this study

6. Chronic lliness- illness that develops in an individual gradually or is present
from birth. A disease that cannot be cured but can be managed. It includes
diabetes and cardiovascular disease

7. Compliance- when patients do what they are told by the doctors

8. Cultural Competence- a set of congruent behaviors, attitudes, and policies that
come together in a system, agency, or among professionals that enables
effective work in cross-cultural situations." "Competence" in the term cultural
competence implies that an individual or organization has the capacity to
function effectively "within the context of the cultural beliefs, behaviors, and
needs presented by consumers and their communities '*’

9. Demedicalization — the process through which a condition or behavior
becomes defined as a natural condition or process rather than an illness

156 Modood, T. (2007). Multiculturalism: A Civic Idea. Cambridge. Polity Press

157 http://www.cdc.gov/socialdeterminants/Definitions.html (accessed January 2012)
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10. Difference- how people are identified: how people identify themselves and
how they identify others '*®

11.Disease — Biological problem within an organism. Disease- diagnostics
category, a conceptual entity which classifies particular ilinesses, symptoms or
pathological components of illnesses or stages of iliness . The emphasis of
this concept is biomedical. Idler (1979) points out that disease is a biological-
medical conception of pathological abnormalities in people’s bodies therefore
presents no data for sociological analysis, it reveals no social facts '*°

12.Deviance- behavior that violates a particular culture’s norms or expectations
for proper behavior therefore resulting in negative social sanctions **’

13. Disabiilty- restrictions or lack of ability to perform activities resulting from
physical limitations or from the interplay among those limitations, social
responses and the built or social environment "

14.Endemic- have established itself within a population and maintain a fairly
stable prevalence'®®

15. Epidemic- a significant increase in the number affected by a certain disease or
to the first appearance of the disease

16. Epidemiology- distribution of disease within a population

17. Health Equity- When all people have "the opportunity to 'attain their full health
potential' and no one is 'disadvantaged from achieving this potential because
of their social position or other socially determined circumstance' '®*

158 Modood, T. (2007). Multiculturalism: A Civic Idea. Cambridge. Polity Press
159 Frake, C., (1961). The Diagnosis of Disease among the Subanun Mindanao. AA 63:113.p113
160 Idler, E., (1979). Definitions of Health and Illness and Medical Sociology. SSM13A.p 723

161 Weitz, R. (1996).The sociology of Health, Iliness and Healthcare: A critical Approach. Wadsworth
Publishing Company. U.S.A. p 428

162 1phid 161
163 Ibid 161 p 19

164 http://www.cdc.gov/socialdeterminants/Definitions.html (accessed May 2011)
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18.Health gradient- people of higher economic status are healthier compared to
those below in the social status measuring stick

19.Health Inequality - Differences, variations, and disparities in the health
achievements of individuals and groups of people '®°

20.Health care- this refers to what is being done to the patient when s/he seeks
medical assistance

21.Health disparity - A type of difference in health that is closely linked with social
or economic disadvantage. Health disparities negatively affect groups of
people who have systematically experienced greater social or economic
obstacles to health. These obstacles stem from characteristics historically
linked to discrimination or exclusion such as race or ethnicity, religion,
socioeconomic status, gender, mental health, sexual orientation, or
geographic location. Other characteristics include cognitive, sensory, or
physical disability'®®

22.Health System- The entire health scenario of a country or a community. This
includes statutory health policies, hierarchy of health organizations,
organization make —up of health organizations. This also echoes the definition
by Landy "®. A society’s medical system is the total organization of its social
structure, technologies and personnel that enable it to practice and maintain
its medicine (as defined), and to change its medicine in response to varying
intracultural and extracultural challenges.

23.Hilot (Massage Therapist) — ancient tribal priestess. In modern time, a person
who perform healing by touching the patient in a form of massage.

24 lliness — social experience and consequences of having a disease. lliness- a
single instance of being sick '®. Idler states that illness is the human
experiencing of disease... an explicitly social phenomenon with both objective
and subjective reality

165 http://www.cdc.gov/socialdeterminants/Definitions.html (accessed May 2011).

166 Health Disparity: Definition. . http://www.cdc.gov/socialdeterminants/Definitions.html
(accessed May 2011).

167 Landy, D., (1977). Medical System in Transcultural Perspective. In Culture, Disease and Healing. Ed.
David Landy, New York. Hackmillan Publishing. p13

168 Frake, C., (1961). The Diagnosis of Disease among the Subanun Mindanao. AA 63:113. p113.

169 1dler, E., (1979). Definitions of Health and Iliness and Medical Sociology. SSM13A. p 723
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25.Immigrants — a person who moves to another country usually for permanent
residence (American Heritage Dictionary). For the purposes of this research,
the population being studied will always be referred to as immigrants.

26.Incidence- number of new occurrences of an event '"°

etc.)

(diseases, birth, deaths

27.Intercultural Communication- communication between culture through the
people who are interacting

28.Internal colonialism — the treatment of minority groups within a country in ways
that resemble the treatment of native peoples’ by foreign colonizers 7

29. Interviewees- the people who were the subject of the Key Informant Interview
(K1

30.Life expectancy- the average number of years an individual of a given group
born in a given time can expect to live "2

31.Maladie- a psychological or physical affliction that cannot be explained my
medicine. This can be psychosomatic (in the mind)

32.Marginal practitioners- occupational groups, such as faith healers who treat a
wide array of physical ailments but have low social status '"

33.Medical Surveillance- a form of social control in which doctors tell people how
to live their lives, watch to see if people follow thru advice and punish those
who do not '™

34.Medicalization — process through which a condition or behavior becomes
defined as a medical problem requiring a medical solution '"

170 Weitz, R. (1996).The sociology of Health, Iliness and Healthcare: A critical Approach. Wadsworth
Publishing Company. U.S.A.p 18
171 Ibid 170 p 432
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35.Medicine — this refers to things that are taken in to prevent diseases, relieve
discomfort, or cure. This includes pills, tables and liquids that are scientifically
proven to help people. This also draws from the definition of Landy:
A society’s medicine consists in those practices, methods, techniques, and
substances embedded in a matrix of values, traditions, beliefs and patterns of
ecological adaptation that provide the means for maintaining health and
preventing or ameliorating disease and injury to its members '’

36. Minority groups- this refers to a small group of people living in a community
which is not originally their own. They are either migrants or workers who have
lived in that community for a few years and their number is not significantly big.

37.Morbidity- refers to symptoms, ilinesses and impairments "’
38. Mortality- deaths
39. Pandemic- worldwide epidemic '’

40.Placebo- anything that is offered as a cure but known to have no biological
effect '"°

41.Prejudice- suspicion or dislike to another person because they are different or
they belong to a particular race or religion

42.Prev1%!)ence- total number of cases within a given population within a given
time

43.Respondents — the people who answered the Survey

44.Sick- a state of not being well. It can either be because of diseases that can be
explained medically or other afflictions that have no medical basis.

45.Social epidemiology — the study of the distribution of disease within a
population according to social factors (such as social class, use f alcohol or

176 Landy, D., (1977). Medical System in Transcultural Perspective. In Culture, Disease and Healing. Ed.
David Landy, New York. Hackmillan Publishing. p13

177 Weitz, R. (1996).The sociology of Health, Iliness and Healthcare: A critical Approach. Wadsworth
Publishing Company. U.S.A.p 18

178 1bid 177 p 19

179 1bid 177 p 436
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181
(

unemployment) as oppose to biological factors ™~ (such as blood pressure or

genetics)

46. Sociology of medicine — an approach to the sociological study of health, illness
and healthcare to answer research question of interest to sociologists in
general. This approach often requires researchers to raise questions that
challenge medical views of the word or existing power relationships within the
health care world '®?

47.State- government and its branches

181 Weitz, R. (1996).The sociology of Health, Iliness and Healthcare: A critical Approach. Wadsworth
Publishing Company. U.S.A. p 440

182 1pid 181
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Chapter Synthesis

This chapter presented the theories that inspired the researcher to study
immigrants’ health. Coming from different disciplines, concepts within these
theories solidify into a health communication model that was formulated to identify
and explain factors that lead to the creation —intentionally or unintentionally- of a
hybrid health belief system which was identified as emerging. The Transcultural
Health Communication model posits that people from another cultural health
environment, create a unique health practices that accommodate their traditional
health belief system and include the health landscape of their new environment.
This model is highly applicable to minority groups within a population because it
identifies the concepts imbedded in the person as well as the factors present in the
new environment that challenges and inevitably influences immigrants traditional
health beliefs.

The influence of Uncertainty Reduction Theory, Health Belief Model,
Speaking Model and the Social Cognitive theory leads to the formulation of
Transcultural Health Communication Model which is the contribution of this
research in the field of health communication research. The immediate expected
response to the findings of this research is the acknowledgement from the local
government of French Riviera of the fact that minority immigrant groups have more
specific health needs that are totally distinct from those of the general population
and the majority immigrant groups. It should not end there however. Now that
there is a comprehensive, action-oriented research local authorities can start
experimenting on programs that promote better immigrant participation on health

programs.

Terms that were used throughout the research were defined in this chapter,
depending on how these terminologies were used in this research. Some

meanings of words were taken from definition of authors while some were simply
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defined based on how they were contextualized within this study. Although loaded
terminologies — health, culture, health communication etc.- were defined in the
earlier part of this study, there is a need to fully understand key words as they
were utilized to perfectly suture concepts together. This is helpful for the readers of
this study, especially to the intended recipients.

The Transcultural Health Communication model was introduced in this

chapter, with explanation of the concepts constituted in the model.
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CHAPTER IV
METHODS AND PROCEDURES

Research Design

This research is a qualitative descriptive case study making it both qualitative
and quantitative. It employs Survey, Key Informant Interview (KIlI) and Direct
Observation. As such this study is a triangulated study employing three research
methods.

Under a descriptive study the researcher will observed and then described
what was observed. Researchers usually go on to examine why the observed
pattern exist and its implications 8. The researcher includes direct observation
of the population in relation to how they talk and act in the presence of their
support group (their Filipino friends) and within their comfort zones (Filipino
gatherings). Their actions in these events are reflective of how they get different
support that empowers them to make informed choices with regard to their
everyday life in the French Riviera. The researcher also observed how Filipino
immigrants performed as patients and how they interacted with medical providers.
The results of direct observation were later on imbedded in the discussion and
analysis of the results.

This research was carried out to explore an area with which not much is
known. There have been several studies about the Philippines by Filipino and
French scholars. However, the health communication field, as a young area of
research has not been explored, more so by a Filipino scholar who immersed
herself in the population. The research design is intended to capture perceptions
and experiences of the immigrant population under study as they were exposed to

183 Babbie, E. (1998). The Practice of Social Research. 8t Ed., Wedsford MA:Wadsworth. pp 91-92
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health communication collaterals and how they experienced and continued to
discover the healthcare system of France.

From the earliest stage of conceptualization, this research was designed to
follow a triangulated study. The researcher experimented with several research
method combinations that would capture the intricacies of her population. After
several attempts and a few failed experiments, the researcher finally subscribed
to Survey, KIl and Direct Observation.

Survey was formulated to determine the demographic data of the population
under study. This includes age, gender, type of work and the number of years
living in the French Riviera. By knowing this basic information, it is the aim of this
researcher to understand the correlation between age and work, for example, to
their health performance. Another example is to understand the relationship
between the length of stay in the French Riviera and the health beliefs system of
Filipino migrants. Questions under this method were designed to solicit health
concepts, beliefs and concerns of the population under study and how they are
addressing these challenges or how they are adjusting to the health system of
France. By understanding the co-relation of concepts, this research aims to
identify the role of language and culture in the overall health beliefs and practices.

Key Informant Interview (Kll) was targeted to those who have experienced or
experiencing a more serious or more complicated medical conditions (operations,
chronic diseases, etc.). Having experienced the medical care here in France and
knowing (or have also experienced) how it was in the Philippines, it is the interest
of this researcher to find out how this experience influence, altered or changed the
health belief system of the respondents.

Direct Observation was done all throughout the data gathering procedures.
During the administration of the survey, the researcher paid close attention to
how the respondents were seeking approval or clarifying some concepts not from
the researcher who was administering the questionnaire but from their friends.

The researcher also observed the displayed behavior during the administration of

171



the survey and the behavior during Kl activities. Data gathered from direct
observation validates and questions some of the concepts in the survey and Kil
instruments. It also provides a rich source of information not captured by the

written text.

Data Gathering Procedure

Survey questionnaires were designed and pre-tested in a small group of the
population under study. The instrument was revised several times to address the
challenges of language and to ensure convenience and practicality in answering

the research instrument.

Describing the questionnaire in a broader sense, it is specifically designed
to be in a bilingual format. English is used primarily for French readers. Although
almost all of the respondents understood English, the researcher felt the need to
translate it in Filipino because she got the impression during the previous testing
of the questionnaire that her population tended to clarify more English concepts
which they did less when they the questions were in Filipino. Question number 1
asked about the most common diseases that the respondents experience. This is
to find out the most basic health complains. Question 2 asked about the most
common source of the ailments they most frequently experienced. This is to
determine how aware they are regarding origins of diseases. One of the options
under Question 2 (Q2) is genetics predisposition. This researcher presumes that
the more a person knows about her/his genetically predisposition to certain
diseases, the more s/he pays attention to simple symptoms that might be
connected to the diseases that is expected to occur. This way, s/he will not treat
simple symptom as just a sign of fatigue for example, instead will deal with it
more cautiously. On the another hand, persons who lack information about their
genetic predisposition to diseases tend to attribute pains to long hours or tedious
work, stress or other things less alarming. It is important to remember at this
point that simple pains can be manifestations of more complex health problems
and having very limited knowledge of family disease history might have fatal
consequences. This was one of the options in Q2 because in the analysis, the
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number that this concept may provide an insight into the how the population
under study is connecting their physical pain to its source. It would later on help
in finding out what solutions are they seeking to address their health concerns.
Q3 solicit answers on how the population are responding to their most common
health complaints while they are still in the Philippines. The aim of this question is
to determine the methods or platforms of easing pain are most sought after while
they are still in their home country. This aims to discover the role of medical
doctor, traditional healer and self-medication to remedy the pain. It also provides
an idea into how seeking medical help constitutes a concoction of traditional
beliefs and modern science. Q4 seeks to specifically identify health beliefs and
practices of the population while still living in the Philippines. Beliefs in “pasma”,
hot and cold sources of illness and other health practices will prove that Filipinos
believe sources of iliness and in remedies that do not have a scientific proof in
curing diseases. However, by choosing the best answer to this question, they will
show what beliefs and practices they believe in. Q5 aims to determine how soon
or how late Filipinos seek medical help. Q6 verifies if there is a difference in
seeking medical advice/help now that they are in France. This is a leading
question because Q7 and Q8 are follow up questions. Q7 tries to find out what
are the reasons why the population is visiting doctors more now that they are in
France while Q8 determines the reasons for not visiting the doctor more now.
Question 9 tries to find out what are the things that the Filipinos are doing when
they have not fully understood the explanations of the doctors. It is important to
remember that not all medical professionals especially doctors in France, speak
very good English nor the Filipino speak good French. The main challenge in the
process of communication between doctor and patient who are using two
languages is that when one cannot find the exact word of what he is trying to
explain, he switches immediately to his native language and replaces the word.
This often leads to confusion because a lot of things are lost in translation. As
such, Q9 clarifies how Filipino patients cope with the language barrier and how
they supplement lost information. Q10 further asked the respondents if they
somehow understand doctor's explanation even if it is in French. Q11

173



categorically asked if language is barrier in seeking and understanding medical
information. By knowing the answer to this basic question, both the patients and
health care providers can make adjustments on how they better understand one
another. It is a probability that Filipinos should spend more time and exert more
effort in learning the French language. At the same time, the French health care
system might need to adopt measures to further lessen health disparities brought
about by language difference. Question 12 sought to elucidate other means
which respondents seek medical information. Responses to this question further
reinforces the ideas solicited from Q9 while at the same time finding out how the
respondents are supplementing the information they get from their medical
providers. Q13 asked if the respondents are still taking medicines from the
Philippines, and is an open question. This researcher is under the impression
that Filipinos have a concept of “hiyang” {suited}. Many still believe that even if
medications have the same bioequivalence, the body still reacts differently to
different drugs. One brand of medicine might be “best suited” than the other even
if the compositions are the same. Under this scenario, some Filipinos who know
that they have high blood pressure for example while they are still in the
Philippines, might still be taking their old medicines and buying them in the
Philippines because they are “hiyang”. This is why the respondents were asked
to provide a short explanation of their answer.

This interpretation also holds true when taking branded medicines versus
generic medicines. In the Philippines, many patients still believe that generic
medicines do not have the safe efficacy as the branded ones, even if the generic
drugs passed the test conducted by the Bureau of Food and Drugs- a government
agency that approves safety of food and drugs. As such, even if the branded
medicines are more expensive than generics, many people still prefer to take them.

Q14 is a general questions that seeks to determine the overall point of view
of the respondents on how they are taking care of their health.

The questionnaire was a 3 page white paper with questions in English with
Filipino translation, for better understanding of the concepts being asked. One
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information being asked though is written in English ‘Contact Number”. English is
widely spoken in the Philippines and it is used simultaneously and interchangeably
with the national language. The term “contact number” is better understood by the
Filipinos because it does not have a direct translation in Filipino. Another English
phrase “Please Check” is used in asking for the age of the respondents.

Age is bracketed into five (20-25; 25-30.. .60 and above) taking into
consideration the sensitivity of the respondents regarding the age question. Some
are not very comfortable revealing their real age and by bracketing it somehow

lessens the uneasiness of answering this question.

The survey method of this research is very challenging. Coming from the
Philippines, this researcher knows the difficulty of getting data from the Filipinos.
They are often very timid and directly approaching them and asking questions
often vyield unfavorable result. To add, Filipinos are suspicious and direct
introduction of the researcher then asking them to answer the survey questions
immediately will take a long time and the answer to the survey instrument might be
done haphazardly. It is important to note that some Filipino migrants in France are
still working on their legal papers to stay and work and answering questions even
from a fellow Filipino is dealt with extreme caution. Issues about legal documents
is an open secret and it is understandable why Filipinos are very adamant in
answering questions even from a fellow Filipino especially if it includes personal
questions like contact information and type of work. The researcher then realized
that the best way to make the data gathering efficient in terms of time and
resources is to be introduced by someone who the Filipinos have known for a long
time, someone they already trust. The researcher experimented several ways to
get in touch with her population. First, she researched on the different Filipino
organizations in Nice, Cannes and Monaco. She then got in touch with these
organizations’ leaders, introduced herself in detail making sure there is an
establishment of trust. These leaders were tapped to introduce the researcher to
their group members. She was then invited to some of their gatherings/meetings
and by the end of each event that this researcher attended, she was introduced by
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the leader and was given a few minutes to introduce herself, discuss a little about
her work and assure the members that the data will only be used for academic
purposes, and answering the questionnaire will not put them in jail. The researcher
observed that there is a common joke among the members of her population that
when they give their contact details, they will be picked up by the police and will be
put to jail. Although, this is a running joke, it somehow affects the willingness of the
population to answer questions. Sometimes they make reasons like they can’t
read the questions because they don’t have their reading glasses on, they want
their wives to answer for them, or they will answer the questionnaire at home and
it will be given back the following week, or saying that they don't live in the area,
they are just visiting and more excuses not to answer the survey. It was very
obvious that those people who made these excuses don’t want to be involved in
any way. Answering the survey is not a mandatory but a simple request so the
researcher thanks them anyway. When this researcher tried to deal with the
organized groups in the French Riviera, she immediately felt the distanciation of
the population. There was just a handful that showed interest in this researcher’s
request. Sometimes the researcher felt that she is not one of “them”, and she is
very alienated despite the fact that they all speak the same language. This
behavior has its impact on how fast or slow the Filipinos are learning the French
language. If these people are not very open in talking to someone who speaks the
same language as they are, what more to a French speaker. With this behavior,
despite the significant number of Filipinos who attended French language classes,
a great number still don’t speak the language primarily because they don'’t practice.
They are very conscious of how they sound, the grammar and the general utmost
rejection of speaking French. The researcher understood however because
Filipinos by nature are very shy and timid and these traits can be misinterpreted as
being a snob often because they do not try to strike up a conversation and they
shy away from people especially to foreign language speakers. It becomes
apparent at this point that the researcher needs to do more than simple

introduction to make her respondents answer the survey more so the interview.
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Because of these challenges, the researcher decided to try another approach in

administering the survey questions.

This researcher got in touch with the Filipino parish priest in Nice. Filipinos,
being predominantly Catholic, go to church every Sunday and this is a good
opportunity for this researcher to meet her target population. She then contacted
Fr. Guerrero Clavero who held Filipino mass (in Tagalog) in St Martin-St Agustin
church in Vieux Nice {Old Nice}. She was able to get his schedule of masses
every Sunday. In the morning at 9:30, he says mass in Nice, at 12:00 noon he
says another mass in Cannes (Chapelle St. Paul) and in the afternoon at 5:00
o’clock, he says mass in Monaco (Chapelle des Franciscains). This researcher
asked permission from Fr. Clavero if she could go with him in Cannes and in
Monaco to do her data gathering. The priest agreed and what he did was to
introduce this researcher after every mass and she was given a few minutes to
introduce herself and explain her work. This process was carried on for more or
less 20 weeks (5 months) spread between May to November 2011. These months
were specifically targeted for several reasons. One, the weather is good so there
are many Filipinos who go to church. Second, the five —month data gathering for
the survey ensures maximum output because it saturates the community. Third,
those who were not able to go to church during the summer season because their
employers were around, are still included because of the May, August and
September months, which is pre and post summer months. However,
administering the survey took longer than originally planned. It stretched until
March 2012.

This strategy worked the best because within the confines of the church,
Filipinos became very open and trusting. It largely also because Fr. Clavero knows
a lot of Filipinos in these areas because he has been their parish priest for almost
twenty years. It is important to highlight that in this method, it is the Filipinos who
came to the researcher to know her, inquire about her studies and ask how they
can be of help. They even started sharing their personal health experiences and
suggested people who can be a good interviewees. They seemed in awe of
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someone from the Philippines coming to the South of France just to study. Many of
them take pride that there is someone from their country who comes to the Riviera,
not to work but to study and a scholar by the European Union. In their own words
and | quote “ aba, proud yata kami na at least meron naman iba na di kagaya nami
ang trabaho” {It makes us proud that there are some Fiipinos who are here not to
do what we are doing}. As previously stated, the industry dominated by Filipino
workers in the French Riviera is domestic work. Quite a large number of these
workers finished University studies; thus they are actually degree holders. They
chose to engage in this type of work, swallow their pride because at the end of the
day, it is the money they take home at the end of every month that matters anyway.
This researcher often encounters stories of the hardship of the adjustment
process; from being a professional to cleaning toilets, as they often describe this
domestic work. Sometimes they find solace by telling themselves that what they
are doing at the moment is just temporary and that they will find a job that matches
their qualifications and educational attainment later on. That job never came and
soon enough, they became comfortable where they are. Pay is good, less
responsibility, less stress and work environment is better than in the Philippines.
The aura of prestige is also present because when they go home to the
Philippines, the question being asked is not what is your work abroad, rather how
much euro are you earning a month? Despite the monetary benefit however, the
professionals often state that if they have a choice, they would rather engage in
jobs related to their educational background. The main hurdle is, France does not
recognize degrees earned in the Philippines. For a medical nurse for example,
those who came from the Philippines need to study all over again to get a degree
in France before they get hired. In other countries such as the U.S. and Canada,
Filipino nurses are so in demand that often after graduating from the University,
these nurses are directly hired by hospitals and clinics. Recently, these countries
require new nurses to pass a state administered exams but that’s how far it goes.
France has a totally different story in hiring professionals who earned their
degrees from the Philippines. This researcher is not in the position to cite if the

same phenomenon applies with other race. In one instance, the researcher met an
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Arab woman who is a licensed gynecologist in her country. She speaks a little
French but she is not allowed to practice her profession in Nice. It is a sad story
because it seems that if a professional chooses to live in the South of France, it is
almost inevitable that he needs to give up his profession.

Probably this is why some Filipinos are proud that there are Filipino students
who they can relate to for they are those who have the opportunity to do what the
first generation Filipino immigrants in the Riviera dreamed of yet the opportunity
did not present itself to them. For the second generation however, the presence of
Filipino students from the Philippines was somehow viewed as normal because
they have not experienced the challenges of integration, not as much as what their
parents have gone through. Most second generation are attend French school,
speak French and are living the French ways. Going back to the Filipinos this
researcher met them in three churches every week for 20 weeks, they were able
to fill out about 200 survey forms. It is important to note that not all Filipinos attend
church or are Catholics. The researcher decided to find another way to get in
touch with the other members her research population.

She took advantage of the linkages she got from the previous method. She
informed the people she got close with to inform her should there be informal
gatherings like picnics, get-togethers and religious trips, or cultural events. She
was then invited to several activities and she was able to see the everyday life of
Filipinos in the Riviera. From christening to birthdays, religious trips to cultural
events and even a simple gathering on the beach, she was invited and it was in
these informal events that she was able to raise the number of her survey.

There was an instance where this researcher conducted the survey during a
renewal of passport service in Monaco sponsored by the Philippine Embassy in
Paris. Another time, there was a same service carried out in Nice and this

researcher used the event to conduct her survey.

In Cannes, there is a Philippine store owned by couple and the woman is
from the Philippines. This researcher asked permission if she can leave a few
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survey forms there and requested the owner if she can ask the Filipino clients to fill
out the form. Using the same method for a money transfer business owned by a
Filipino woman in Nice, the researcher placed a few survey forms in the shop.
Both methods however, were not able to yield positive results. This is probably
because the owners of these businesses do not have enough time to explain what
the survey is all about. Also, the cautiousness of the population under research
prevents them in participating in something that they do not fully understand and
there is no face behind the questionnaires. This researcher only got 12-15 fill-out
survey forms and there were a lot of questions left unanswered. These survey

forms were later on disregarded.

This researcher despite the challenge of directly approaching her population,
still tried to go to other places to saturate her population. She sometimes visited
the church Notre Dame in Jean Medicine to target the Filipinos who were
attending the catholic mass in French. After mass, she waited for them outside of
the church, approached them and introduced herself and asked for a few minutes
to answer the survey. Usually, she got a no because they were in a hurry to go
home and some would tell her they would answer the survey some other time. In
some cases, the researcher was even requested to look after a child or two while
they were answering the survey. This researcher also has always a ready

guestionnaire in case she sees a Filipino in the tram, bus or restaurant.

In the end, the introduction of the Priest was the best way where this
researcher were able to maximize her time and got the best result in terms of
number of survey forms properly filled out. The success of this method was
attributed to the place where questions were asked (church) and the trust
Filipinos give to their priest. This researcher observed that Filipinos are more
accommodating when they are in the church and when introduced for by
someone they trust. Asked the same people in a difference context the result
might be totally different.
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Figure 21: Churches where data were gathered

Chapelle des Franciscains, Monaco Chapelle St.Martin-St. Agustin,

Nice

Chapelle St. Paul, Cannes

These different methods for survey were utilized to reach a good number
that would be justifiable enough as a representation of a population. In addition,
gathering as many as the researcher can produce would validate the number of
Filipinos living in the three cities under study previously estimated by key

informants.
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In the selection for the interviewee for Key Informant Interview (KIlI), this
researcher, while conducting the survey, noted the respondents who revealed
some information about their own medical conditions or those of their loved ones.
Initially designed Kll questions were readily at hand to follow up the survey with
informal KIl questions. The initial results of the Kll were reviewed and revised
several times to further clarify concepts and better frame the questions. When
the instrument for the Kll was already finalized, the researcher called the
identified interviewees for the Kll and sought permission for the interview.
Maijority of the pre-selected interviewees granted permission for the interview and
so a scheduled was then finalized. Most of the time, the interviewees schedule
the interview when there were going to attend a certain gathering or event,
mostly birthday parties. The interviewees seem to be more open and comfortable
talking about their medical conditions in the company of close friends. They also
tend to talk more in details when surrounded by people they know. Some
however, chose the sacredness of their homes and the researcher did some
interviews in the houses of the respondents. Some also opted to talk over coffee
in the center of the city usually after their work. The researcher also used
snowball sampling. The interviewees recommended other members of the
Filipino community who have the same experiences with them and the
researcher immediately got in touch with them, told them who gave the
researcher their contact details, explained a little about herself and her study and
made an appointment. Most of the time, they respond positively to the request.

In gatherings (or celebrations) where Kll was carried out, male interviewees
were very cooperative in answering questions. They talked more than their
female counterparts and openly discussed about their health concerns and
medical experiences in the company of other men and with a little help from
beers or wine. The researcher recorded the interview either by audio or video
depending on the permission given by the interviewee. Some of the respondents
requested not to have any recording at all. Operating under the bounds of
research ethics, this researcher does not have a choice but to follow their request.
The same principle of secrecy applies to those who requested that their real
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names be concealed. The researcher however, kept written notes during the
interview, both for recorded and not recorded ones, upon permission from the
interviewee, which they often grant. As it is impossible to write everything within
the conversation, the researcher is conscious to write key words or phrases that
answer the questions written in the guide and provide further clarifications to the
concepts being asked. The Kll was carried out as a regular conversation where
the researcher seldom looked at her questionnaire. She did this consciously for
in the testing of the efficacy of the guide questions, the researcher observed that
interviewee lost their line of thought when there was a gap between questions.
The mood was also informal to ensure interviewees were comfortable enough
and not have the feeling that they are being scrutinized. The researcher had
some experiences in the past where interviewees were so tensed and became
very conscious of how they spoke, how they acted and how they answered
questions. In cases like this, interviewees tend to give answers that they think the
researcher is expecting to get rather than how their real answers to the question.
In this study, the researcher veered away from tension and made the interviewee
comfortable enough to discuss health issues. After all, health issues are very
personal and should be discussed with utmost sensitivity.

The researcher at each and every KIl, started with a brief introduction of
herself, the nature of research she is doing, what the interview is for and ensured
everyone that the information that will be gathered will be used solely for
academic purposes. Their names and personal information will not be revealed

without their permission.

She then subtly starts the interview by asking the interviewees to ask a
question to the researcher. This is strategically done to make the interviewees
feel that they are in control. By answering questions posted by the interviewees,
the researcher is given a chance to set the tone of the activity. She answers with

sincerity so the interviewees were given an example to emulate.
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Figure 22: Filipino Events and Gatherings

Figure 22 is a gathering organized by the Filipino community at the end of every

summer. Usually on a weekend between the first week to the third week of September
every year. This is their way of keeping in touch with the other members of the
community after a long summer. They were not able to talk to one another much during
the summer season because often their ‘amo” (boss) are present or there are a lot of
visitors in the villa where they are working. For those whose work is yacht base, they
are often out at sea. For the freelancers, they are taking advantage of the abundance
of extra jobs available and they are maximizing the time they have. When the summer
season is about to end, they were able to breathe and have one night of eating and
catching up with their friends along the Promenade des Anglais. The people who are

organizing this event are usually the “kapampangans”. They are the Filipinos who
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came from a particular part of the Philippines, a place called Pampanga. It is a given
that Filipinos love to eat and they eat all the time. However, the kapampangan’s are
particularly known to be very good cook and the photographs are a proof that
celebration equates to food parade. It is important to understand that this gathering is
based on friendship and not in religious affiliations. These people although most are
Roman Catholics, are not devout. There is politics that divides the church and the
parishioners. The kapampangans are very critical of the Filipino parish priest assigned
in the area. They openly say their criticism about the priest without reservations.

Figure 23: After Summer Church Thanksgiving

Figure 23 is the catholic church version of summer thanksgiving. It is led by
the priest and supported by the different religious organizations. It is consisted of
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sharing food, praying together as a community, blessing from the priest and later
on games, singing and dancing.

Figure 24: Cultural and Social Events
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Figure 24 was an event sponsored by a Filipino Channel which also has a
large following from the Filipino community in the South of France. The TV station,
ABS CBN held a free movie screening in Acropolis in Nice and it was attended by
a large number of Filipinos because it also showcased Filipino stars. It was the
largest Filipino gathering that this researcher has witnessed. Filipinos as far as
Marseille and Aix en Provence were present, on top a large population coming
from Nice, Cannes and Monaco. This researcher arrived a few hours before the
movie screening and was able to talk to a large number of the population.

Figure 25 Cultural Activities and Religious events
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Pilgrimage to Lourdes

Figure 25 are photos that showcased religious and cultural events hosted
and participated by the Filipino community in the South of France. This group of
people although divided by religious and personal beliefs, shared a common love
for their country. As such, although every religious group holds different feasts,
they come together to celebrate cultural events like Independence day, Flores de
mayo, etc. And in every event where researcher was invited, she took the
opportunity to interview people and observe how each of them connected with one
another.
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In the end, this researcher made twenty five key informant interviews.

Data Analysis Guide and Procedure

This study is partly focused on language analysis and description of a
cultural phenomenon through the use of three research methods: Survey, Key
Informant Interview and Direct Observation. Following the line of thought derived
from the theories that inspired this research coupled with the descriptive nature
of this study, were analyzed by using simple excel for the survey method and for
Key Informant Interview and Direct Observation is aided by a coding guide based
on the study hypotheses. This researcher puts premium on language because it
contains rich data that “provide rich insights into how people look at the world

around them” 8,

Survey results are encoded using the excel program and was later
interpreted in terms of distribution since the main aim of this method is to
determine the distribution of the concepts asked from the population. The survey
forms are numbered and grouped according to location. Numbering starts from
the forms filled out by respondents from Nice followed by those from Cannes
then Monaco. In the encoding process, data were entered in excel by group.
This was done intentionally for referencing and easy access if needed later on. In
the general sense however, the grouping does not have a direct impact on the
analysis of the general result of the survey. Initially the survey data were
interpreted using simple statistical treatment. The results were then transformed
into a pie graphs revealing the answers of the respondents in terms of
percentage. It was later treated more vigorously and cross analysis of concepts
was done to determine the relationship of the concepts. This method might
seem mundane. However, it is important to remember that for a research that

has never been done before with a community that has never been studied, the

184 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press
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most basic questions must be covered before venturing into a more profound

research.

Key Informant Interview (KIlI) was processed and interpreted using a coding
guide. Guided by the theories used in this study, a coding matrix was designed to
highlight words and statements that directly or indirectly disclose and explain and
the ideas of the population regarding their old and new health knowledge and
practices. The guide questions for this method were geared towards eliciting
specific answers to the questions that were asked. The questions were written in
English because it is intended for the researcher. She automatically translates it in

Filipino during the interview.

Direct Observation was carried out from the beginning to end of the data
gathering activity although the intensity and purpose varies. In the beginning, the
observation was carried out merely to know how the Filipino community is
interacting with one another in a more general superficial level. This researcher
observed the kind of relationship they have with their social peers based on similar
religious beliefs, regional belonging to a more personal and intimate relationship
as friends and family members. In the later part of the data gathering process, the
researcher observed how the interviewees for KIl are responding to sensitive
questions, share stories and partake in the stories of others which they can relate
to. The researcher wrote down her observations from the beginning of the study
until the end. In the analysis of the Survey and KIll results, her observations will
then serve as the backdrop for the findings. It will be cross —referenced against the
results of the direct observation results to find out if the results of Kll and Survey
have a direct connection thereby can be explained using the data generated from
direct observation.

This researcher employ Survey, Key Informant Interview and Direct
Observation, because she believes that this are the methods that would best
answer the research question, validate or refute the research hypotheses and
generate data that would answer the research problem. By using a triangulated
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study, results of each research method are validated by the results of the other
methods. This seals the cogency of the findings.

Instrumentation

Survey method was carried out to gather the basic information about the
research population. As stated earlier, no organization, both from the Philippines
side and the French government, are willing to give concrete data about the
Filipinos living in Cote d’Azur area. For the French side, they state that
information being asked by the researcher cannot be revealed because it is a
privileged information and thereby protected by law- referring to the number of
Filipino immigrants in the area. The Philippine embassy in Paris on the other
hand, cannot give a solid statistics too because if they give the number of
Filipinos living in the south of France, it would highlight the discrepancy between
number of people they have on their records and the actual number of people on
the field or the number from the Prefecture. This would jeopardize the position of
some Filipino immigrants in the French Riviera whose residency papers are still
in process, moreso those whose status are undetermined. This posts as a
challenge for the researcher at the beginning of this research. To address this,
the researcher went generic in gathering data- she went to key personalities of
Filipino organizations to have a rough estimate of the population and this works
very well in both in terms of getting numbers and linkages to the community.

Key Informant Interview will validate some concepts already established in
the survey. The survey method provided the basic idea- gender, age and location
distribution, basic health beliefs and practices etc. Kll provide in-depth discussion
about health concepts-beliefs and practices- then and now. In addition,
discussions under this method paved the way for a deeper and broader source of
health beliefs and how it directly affects their health choices now. And to
complicate it even more, their health beliefs which was shaped by their country of
origin have taken a steep curve as Filipinos in the French Riviera adopt to the new
health care system of their host country. All these rich information came out during
the FIL.
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Scope and Limitation

It should be made clear that although this research talks about healthcare
system of two countries, this is not a comparative study. The aim of this research
is to identify the current health practices of Filipinos who are in the Riviera. To be
able to identify these concepts from the population, there is a need to extract what
is the kind of healthcare beliefs system they were exposed to. At the same time
present the health system of the country they now belong to. In the process, basic
country information were presented in a manner that might be misinterpreted as
resembling a comparative study. The comparison is only done to arrive at a more

valid findings at the end of the research.

The researcher presented the sources and influences of Filipino health belief
system to paint a clear picture of what it traditional/folk/indigenous Filipino health
beliefs and practices are. In addition, the researcher discussed the Philippine
health environment to determine how responsible the state institutions are in
implementing health programs as well as how sound are the current state policy
and how budget affects health of the population in general. When it comes to the
discussion of health issues in France, this research focused only on the health
care system and not on the belief system of French. This was done because the
focus of this study is the health belief and practice of Filipino immigrants and how
it changed — if there are changes, or influenced by the French health care system.
Throwing the traditional health beliefs of French is in this study will surely produce
data overload.

The following challenges were observed:
a) Challenges from the Population

The population of this study is the Filipino immigrants in the French Riviera.
They were chosen primarily because the researcher is from the Philippines, she
live in Nice and her University in located in the same city. She chose Cannes,
Nice and Monaco to be the key cities to carry on her data gathering because
there is a large concentration of Filipinos in these areas. The main reason for this
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- the researcher theorize- is because jobs are more available in these areas. The
researcher also finds it practical to travel to conduct her interviews between
these cities than going to larger cities like Marseilles, Paris or St. Tropez. The
three selected cities to conduct the research were chosen as representative of
the French Riviera or South of France- terms which were often used in this study.

The researcher was able to find contact persons with different Filipino
organizations in these areas. Filipinos who have been living for a long time in the
area seems to know everyone and every activity there is. They easily gave this
researcher names of contact person for religious and social organizations.
However, getting her research population involve in the actual research is a
challenge. Filipinos are not very trusting with other Filipinos. It takes a while for
them to warm up with someone thereby conducting the survey and the KIll has
not been an easy task. Even during the initial stage of this research, where the
researcher is merely an observant on events, questions thrown at her by the
Filipino community seems to measure if she is a threat- threat to what — it was

never clear.

There is difficulty in determining the exact number of Filipinos living in the
research area because the Prefecture located in Nice is not allowed to release
these data under the French law. This researcher relied on information from
leaders of different Filipino organizations in the area as to how many are their
members. This researcher only came up with the best number estimate of her
population, which is between 600-800 Filipinos living in the area.

The Filipinos have some reservations in answering questions from strangers
but once they feel comfortable, they will open up about almost about anything.
The KIl was conducted in an informal set up so that the respondents do not feel
intimidated. The researcher intended it to be that way. However, once the story
telling starts, so much is revealed that it takes a lot of time for one interview to
finish. The few initial interviews that this researcher did were indeed very time
consuming and tiring. She adjusted by having a time limit to each question.
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Without being rude, she would ask another question when the respondent starts
to drift away from the topic.

In terms of schedule, the planned time frame to carry out the data gathering
was not followed especially in the Key Informant Interview phase. There were a
lot of changes made in interview schedule, the researcher spends a lot of time re
—setting interview appointments, places to meet and travel time. It was a set-back
because of the intended time this research is suppose to finish. Although
majority of the interviewees were like this, some who were very participative and
accommodating. Some even went to the extent of opening their homes and
inviting this researcher to dinners, lunches and coffee to make the researcher
comfortable and welcome. It is worthy to mention the generosity of the Filipinos.
They often offer to pay for food or coffee citing that the researcher is just a
student.

b) Academic and Language Challenge

It was not difficult to communicate with the population she is studying
because they usually engage in conversation using their native tongue.
Communication with French organizations however is tantamount to not getting
anything. Since the researcher is a newbie in France and she deeply struggled
with the language, most of her communication to French institutions to gather
data- which should be done in French- were translated using a Google translator
program through the internet- especially during the first few months of her arrival
in Nice- and often grammatical lapses are highly visible. Often, communication,
mostly email, takes a very long time to get an answer because the French
organization or person that the researcher is trying to communicate with, often
end up clarifying a lot of things before a question is clearly understood. It must be
mentioned too that certain email and snail mails were not returned even after a
number of follow-ups by the researcher. Language barrier has been the primary
blocking matter to the researcher. It is worthy to mention that by November of
2009, three months after the arrival of this researcher in Nice and after attending
an intensive language course in the University of Nice, the researcher questioned
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the need to carry on the research. The challenges brought about by new
environment, new culture and new language makes coping and adopting seems
to be an unbearable task and an unconquerable challenge. The better of her
takes over and she decided to continue her research. This blockade however
slows her down leading to the prolonged study time. In the end, instead of
finishing after 34 months, she needs one more year. The reason why this is
mentioned as a limitation is to inform European scholarship granting bodies that
intense preparation is needed before accepting students from other countries to
France. Expectations about language should be made completely clear to the
students as well as the what to expect from the receiving University. Citing the
experience of this researcher, she is well aware that most of the courses/
seminars in her laboratoire are in French but she never expect that everything
will be in French. Should she have known, she could have selected other
universities or other laboratoire where she can somehow fit in. Although it is
obvious that this researcher benefited much from the opportunity to study in a
European University, she could have achieved more academically if she was
affiliated with a more culturally diverse learning environment. On a personal level,
her denial that she needs the French language also limits her integration to the
academic community. It was to late when she finally realized that it was mistake
on her part not to have taken learning the French language seriously.

On the other hand, French universities must also be made aware of the
Europeans Unions’ scholarship programs. A better coordination between
scholarship granting bodies together with the people who implement them and
the partner University where the invited scholar will be placed, is needed to make
sure the objectives of the scholarship program are met. When this researcher
arrived in her laboratoire and she doesn't speak a single word in French, nobody
knows what she is doing there or under what program she was able to register in
the University. This immediately becomes a psychological blocking matter for this
researcher. She finds it difficult to understand the academic situation where she
is now into. Under normal circumstances, a laboratoire must know who are the

students they are accepting and if the students can truly benefit from their course
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offering. In defense to this researchers laboratoire however, it is the first time
they have accepted a student who have no stock knowledge about France more
so the language. They have assumed that this researcher can cope with the
academic works and activities even if they are mainly in French. Also, the
coordinators of the EMMA program was not able to communicate with them
effectively, what the program is all about and if the invited student can truly fit
within the laboratoire. These barriers brought challenges mainly to the researcher
both academically and personally.

Significance of the Study

Health studies regarding health of immigrants in Europe have revealed a
different scenario through the years. This put into question the role of different
health players as well as immigration policies. There has been a wide interest in
immigrants health status all over Europe and results are often diverse because of
different strategies to measure health outcome, health inequalities etc. This study
aims to contribute to the literature about immigrants’ heath status by providing
specific health practices of the Filipinos in the French Riviera.

Findings of this study intend to provide health professionals, concerned
institutions and policy makers with data that could aid in their quest to improve
health services. Filipino immigrants as well as other immigrant groups might also
benefit from expanded policies and improved health communication campaigns.
In a more general perspective, this research attempts to contribute to the
improvement of health delivery to immigrant groups. Specifically:

a. Health professionals

Health professionals include not only the medical doctors and nurses but all
those who are working in the health arena to make sure quality service are
delivered to the patient. This includes social epidemiologists, health researchers,
front liners in health offices and all those whose work is related with providing
health information to the general public. The front liners of every health
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programs are these people and being so they should know the very sensitive role
they play in health management.

The understanding of immigrant culture remains a challenging task to health
workers. Findings of this research will give the health professionals an idea of
what are the intricacies, oddities and sensitivities of the Filipino patients they are
serving in their community. This immigrant group comes from a different health
environment and knowing the cultural and religious sensitivities of these people
will help health professionals in the Riviera to communicate with them in a manner
that is more suited to their long held beliefs about heath maintenance and
managing cure by designing culturally congruent health activities. It was reported
earlier that French health care professionals are dismissive, lacks listening skills
and ill-prepared to handle culturally diverse environment. By providing them with
the information regarding Filipino culture and religious beliefs, they will know better
this immigrant group with the hope that other immigrant groups will do the same,
especially the minorities.

b) Immigrant groups

Hopefully immigrant groups will exert more effort in knowing France and the
region they belong to; its culture and its people and not remain a passive worker of
the country. They should also be encouraged to participate in social events and
engage in active dialogue which would enable the national and local governments
to determine their needs and design programs addressing them. It is not the sole
responsibility of the state to provide services for its immigrants. Now more than
ever, synergy is demanded from all sectors of the health industry to address health

related issues.

Provided that the results of this research open the possibility of a more
collaborative efforts between health institutions and immigrants, organized
immigrants groups should then reach out to these state health institutions to come
up with health campaigns that target diseases which the immigrants are culturally
or genetically disposed to, in a language they fully understand and in a manner
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that appeals to them. This type of activity undoubtedly cost more time and
resources but with result of previous strategies that doesn’t work, there is no way
to go but bottom-up. The top-down approach has its gains but it doesn't work with

the immigrant population because of their unique qualities as a people.
c) Healthcare Planners

In the South of France, health communication collaterals such as flyers and
posters are intended for the general population. It is clear by now that these
materials which are often intended for preventive measures, does not have a
direct impact on immigrants. Primary reason probably is because it is in a
language they do not fully understand, designs might not be appealing to them
that is why it doesn't speak to them in a way it was intended to be.

Results of this research will provide health campaign designers a glimpse of
how the Filipino people are wired in terms of health performance. Operating
under an ideal scenario, health collaterals specifically for a particular immigrant
group is ideal. However, using English as the language for health communication
collaterals would reach other English speaking immigrant groups not just the
Filipinos. It would surely have its benefits if patients who go to health offices to
gather health information will be presented with choices of health collaterals.

d) Policy makers

The Director of the World Health Assembly, Margaret Chan stated that
much of the blame for health inequality rest at the policy level. This is an
alarming reality that policy makers are faced with and which they need to
address as soon as possible because all roads leads to the institutionalization of
policies. A law that requires the creation of a standardized normative guidelines
in the area of immigrant health data collection is a good start.

e. Academe

Health communication is a very young area of research. There are other
disciplines which the ideals of health communication can be applied and studied.
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Studying immigrant population sheds light to the causes and effects of the

processes involve in immigrant assimilation and integration.

Members of the academe can explore French health policies concerning
addressing immigrants health. It is important to know how responsive are the
current policies to the needs of these people. It will also bring into the light

policies that limits or encourages better immigrant assimilation.

Researchers can apply the proposed transcultural health communication
model to other immigrant groups or other members of the population.
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Chapter Synthesis

Chapter explained in detail, how questionnaires were formulated and tested,
how data gathering procedure was designed and planned and more importantly
how data were analyzed. To set the boundaries of this research, the scope and
limitation was discussed together with the challenges faced by the researcher.

Like other research endeavors, the plan for this research changes as soon
as the initially formulated questionnaires and data gathering techniques were put
to the test. There were several revisions of the research tools and data gathering
plans because of factors unforeseen by the researcher. This cost times and
resources but its changes have to be done to be able to meet the objectives and
answers to the hypotheses of this research. To cite an example, the researcher
planned to approach Filipinos on gatherings to answer survey questions. She
found out that this strategy would not work that is why she sought the help of
people who the Filipino community have known for a long time and who they trust.

In terms of limitations, reading literature in French is the main challenge for
the researcher. She utilized available online translation applications and it proves
useful. The only thing is that online translation is not highly reliable. There were a
lot of times when the translation did not make sense. To address this issue, she
sought the help of her French friends. To add to the language barrier problem,
calling is a challenge, visiting a health clinic is also an impediment. In these cases,
she relied on her friends who are either French speakers or native French,
depending on the need and sensitivity of the information required.

The direct intended recipients of this study were identified as well as how
they can benefit from this research. They can use the data from this study as a
jumping board to another health related research, as a guide in the design and
implementation of health campaigns for immigrants and to aid policy makers.
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CHAPTER YV
Understanding the French Healthcare Environment

France reflects the benefits and challenges of a socialized healthcare system.
With the strong presence of the government in its healthcare system, in terms of
policy and economic assistance, much has been achieved through the years
making France’s health care system the best in some categories. There are some
areas where attention is needed, including the rising costs of the maintenance of
this kind of system. Given the uniqueness of France’s healthcare system, it surely
affects the health beliefs and practices of the people from other countries who
decided to settle in France for good. As for the Filipino community, it has been
established in the early part of this study that the historical connection between
France and the Philippines did not reach a level where certain beliefs of Filipinos
can be attributed to the French. The Philippines is highly influenced by the
Spanish and current generation is highly Americanized. For Filipinos, it is very
easy to spot which part of our culture comes from the Spanish and American
colonizers. The “manana” habit (delaying things for later) of the Filipinos is often
attributed to the Spanish as well as their love for “siesta”. The open mindedness
and being go -getter were traits Filipinos got from the Americans.

The population of France in 2001 was 59 million plus 1.7 million from the four
French departments; Martinique, Reunion, Guadalupe, and French Guyana. Life
expectancy increases regularly, 3 months a year for men and 2 months for women.
Although life expectancy varies from region to region, the average life of men is
74.2 and 82 for women (Figure 8). Midi Pyrenees and Loire Valley have the
highest life expectancy for women (82.7) and Midi Pyrenees for men (76). Life
expectancy and life expectancy without disability show that the health of the
population is good. On the other hand, France suffers from a high rate of male
premature mortality due to smoking and accidents. The main causes of death in
France are cardiovascular disease (31.1%), cancer (27.7%), accidents (8.3%),
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and respiratory system (8.1%) '®°. France has a decreasing rate of fertility and it
has an increasing life expectancy. As a result, the French population is aging.
Demographic projections state that from 2020 onwards, those aged over 60 will
outnumber those aged under 20; 27% and 23% respectively .

The French health care system was ranked number 1 by the World Health
Organization in 2000. The French healthcare system combines universal coverage
with a public—private mix of hospital and ambulatory care and a higher volume of
service provision. Although the system is far from perfect, its indicators of health
status and consumer satisfaction are high; patients have an extraordinary degree

of choice among providers '®’

. It was cited as the best in the world mainly because
of the availability of a plentiful supply of providers, a high degree of freedom for
physicians and patients, few restrictions on the range of services covered by
statutory health insurance, easy access to health care, and the absence of waiting
lists for treatment--all of which resulted in substantial levels of patient and public

satisfaction with the health care system "%,

Equity emerged as an issue in response to a growing recognition of
inequalities in mortality and access to treatment. Recent reforms of the 1999
Universal Health Coverage Act (CMU) explicitly aims to increase the access and
consequently, health care expenditures from people on the low-income bracket.

All citizens are required to be a member of the National Health Insurance.
Management of France’s health care is through the Social Security System. Health

185 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe.p 5

186 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe.p 1

187 Rodwin, V. (2003). The Health Care System under French National Health Insurance: Lessons for
Health Reform in the United States. American Journal of Public Health 93.(1)
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care funds are mostly derived from incomes of France’s working population. It is
estimated that almost 20% of an employee’s compensation including employer
contribution is remitted to the government. Of this amount, 12.5% is contributed
from the employer while 0.75% by the employee and 7.5% social security tax also
collected from employees. These account for 60% of the Social Security fund
while other fund sources include indirect taxes from alcohol and tobacco.

Health care is highly socialized. It does not discriminate any income levels
wherein everyone is entitled to an equal level and quality of service in both public
and private institutions. There is also no waiting list for the conduct of surgical
procedures. Everyone can consult any health practitioner he/she wants in any
public or privately-run hospitals or clinics. There are also specialized insurance
schemes aside from the general insurance, such as the self-employed, artist,
traders, farmers, and specialized occupational groups. The poorest population and
those suffering from long-term ilinesses are fully covered by the government.

The usual rates for professional consulting are €21 for a médicin traitant,
(attending physician), €24 for children aged two to six years old, and €25 for
children under 2 years old. An additional euro is charged but is non-reimbursable
by the patient. Services and prescribed medicines are not fully reimbursed,
oftentimes, based on the income level of the individual or a family. Typical
reimbursement rate is 95% for a major surgery, 80% for a minor surgery, 95% to
100% for pregnancy and childbirth, 65% for prescribed medicine with blue labels
and 35% for white labels, 70% for x-ray, and 75% to 80% for GP/specialist
consultations and treatment. Thus around 80% of the French population still avail
of supplemental health insurance to cover the difference in actual cost and
reimbursed amount. This again costs employees about 2.5% of their salaries.
Most supplemental health insurance is provided by employers as part of their
employment benefit (Moveforward, 2008).

The French health care system is a mixed system combining elements of
various organizational models. It lies between the Beveridge and Bismarck models,
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with health insurance funds and strong state intervention. William Beveridge was a
British economist and social reformer. He was asked to advice David Lloyd
George (British politician and statesman), on old age pension and national
insurance. He published his report in 1942 and recommended that the government
find ways of fighting the Five Devils of Want, Disease, Ignorance and Idleness.
His report paved the way for the establishment of a National Health Service with
free medical treatment for all. A national system of benefit also introduced social
security so that the population would be protected from cradle to grave. This
healthcare model is provided and financed by the government. Many hospitals and
clinics are owned by the government. Because some doctors are government
employees, the government controls what doctors can do and what they can
charge.

The Bismarck healthcare model (named after Otto Van Bismarck, a Prussian
Chancellor) on the other hand, uses an insurance system called “sickness funds”
which is usually financed by employers and employee through salary deduction. In
this system, doctors and hospitals tend to be private, although there are multi-
payers, too. Because of the presence of tight regulations, the system gives the
government most of the cost-control clout compared to the single payer of the
Beveridge model.

French health insurance combines public and private health insurance which
finances the same services by the same providers for the same populations. It
combines public and private care including private-for-profit hospitals. It is a
publicly funded system characterized by freedom of choice and unrestricted
access for patients and freedom of practice for professionals. It is complex and
pluralistic in its management, with co-management by the state and the health
insurance funds. This concoction reflects a balance between values such as

equity freedom and efficiency but it also generates structural difficulties which in
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turn provide the impetus for health care reform '®°. This health care system falls
under the National Health Insurance model, where it has the elements of both the
Beveridge and Bismarck Model. It uses private sector providers but payment
comes from government-run insurance programs that every citizen pays into. This
system limits cost by limiting the medical services they will pay for or by making
patients wait to be treated. This way, patients are also stakeholders of their own
health. To cover for the treatments and medications not to be provided by the
national insurance to which they subscribe to, they need to be a member of a
private insurance called “mutuelles”, paid for out of their own pocket.

Jurisdiction in terms of health policy and regulation of the health care system
is divided among the state (parliament, government and various ministries); the
statutory health insurance funds; and, to a lesser extent, local communities
particularly at the department level. The institutional organization of the system
was affected by the Juppe Reform of 1996. This reform shifted power from the
health insurance funds to the state and decentralized at the regional level. Every
year since 1996, the parliament has passed an Act on Social Security Funding
based on the reports of the Accounts Commission and the National Health
Conference. This yearly Act sets a projected target for health insurance spending
for the following year known as the national ceiling for health insurance
expenditure. It also approves report on trends on policy for health and social

security and it contains new provisions concerning benefits and regulations ",

The Ministry of Health which has been recently reorganized, includes the
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following structure:

1)

2)

3)

4)

o)

6)

a general directorate of health responsible for health policy;

a directorate of hospital and health care responsible for the management of
resources; its scope, previously limited to hospitals, has been extended to the
whole healthcare system;

a directorate of social security responsible for financial matters and for
supervising social security organizations (including the health insurance
funds);

a general directorate for social policy responsible for the specifically social
aspects of health care (such as care for the disabled, elderly or vulnerable
people);

the Ministry which has external services to local levels;

the Ministry which controls a large part of the regulations of the health care
expenditures on the basis of the overall framework established by the
Parliament.

Despite the plus points attributed to the French healthcare system which

includes self-regulating market coupled with widespread diversity where

consumers can choose when to go and who to see for medical care, there should

be more strict gate-keeping protocols. The French economy is burdened by the

increasing healthcare cost that is why in 2005, health reforms were put in place to

address the economic deficit brought about by the increasing health costs.

The French health care system is indeed very far from being perfect despite

world recognition and patient satisfaction. It is complicated because of multiple

players involve as well as several sources of funds.

The Statutory Health Insurance System

1.

France has three main insurance schemes:

General Scheme (Regime General) covers employees in commerce and
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industry and their families (about 84% of the population) and CMU
beneficiaries (estimated in 2001 to be 950,000 people or 1.6% of the
population);

2. Agricultural Scheme (MSA) covers farmers and agricultural employees and
their families 9about 7.2% of the population); and

3. Scheme for non-agricultural self-employed people (CANAM) covers
craftsmen and self-employed people, including self-employed professionals
such as lawyers etc (about 5% of the population). Other schemes (such as
those for miners, employees of the national railway company, the clergy, the
seamen and the national bank) have their own particular form of organization

and function autonomously "'

Figure 26: Level of complementary VHI coverage in France, as a
percentage of total, 2000

VHI CMU
% of total % of total
Employment status
Employed 89.9 22
Unemployed 60.1 20.3
Retired / widowed 88.7 15
Housewife 80.1 9.1
Other non-employed 66.1 12.8
Students, children 84.6 6.9
Occupation
Farmers 89.3 1.5
Artisans, retailers 82.0 59
Executives and professionals 93.5 0.9
Intermediary professions 94.4 1.0
Office clerks 85.2 8.1
Customer-service clerks 69.2 124
Skilled workers 84.0 5.0
Unskilled workers 71.8 121
Total 85.7 *5.0

191Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 23
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Source: Health and Health Insurance Survey (ESPS) 2000. '

Figure 25 shows the percentage of the population who subscribe to the
Voluntary Health Insurance (VHI) vis-a-vis those who are under the Universal
Coverage (CMU). All legal resident of France are required to subscribe to public
health insurance. Recent development put the basis of subscription to public
insurance on employment status. Since the Universal Health Coverage Act (CMU)
came into force in January 2000, the small proportion of the population without
public health insurance is now entitled to public coverage on the basis of legal

residence in France.

Three main health insurance schemes cover 96% of the population, with the
National Fund for the Insurance of Employed Workers (CNAMTS) covering about
83% of the population. The population has no choice of insurer. All residents are
automatically affiliated to a health insurance scheme on the basis of their
professional status and place of residence.

In 2000 86% of the population had additional (complementary) voluntary
health insurance (VHI) coverage. Since the introduction of CMU in 2000, which
provides free complementary VHI coverage for low-income people, an additional
7.2% have gained VHI coverage, bringing the proportion of the population
covered by complementary VHI to over 90%.

The quality of VHI is highly variable. For example, in most contracts the
level of reimbursement for a basic dental prosthesis is 150% of the official rate. A
quarter of contracts reimburse less than 55%, while 10% reimburse more than
285%. People with higher incomes tend to have better contracts.

There is no significant difference in levels of coverage between men
(85.3%) and women (86.1%), although levels of coverage are lower for young
people (81% between 20 and 30 years old) and elderly people (82%)."%

192 Health and Health Insurance Survey (ESPS) 2000. 192* Figures in mid 2000; this figure has since
about 7%. Taken from
http://www.gesundheitspolitik.org/01_gesundheitssystem/ausland/gesundheitssysteme/HC-
Systems-in-8-Countries.pdf. Downloaded August 2013

193 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
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Figure 27: Social Health Insurance Contributions in France

Salaried  workers in | Total contribution Employer’s contribution Employee’s contribution
industry and commerce | 13559 of gosseaming | 12.80% 0.75%
(no ceiling) (no ceiling) (noceiling)

Self-employed people 6.50% of net earnings up to an annual ceiling of EUR 28 000
5.90% of net earnings between EUR 28 000 and EUR 141 000
the minimum contribution is 6.50% of EUR 11 000

Farmers 8.13% up to anincome ceiling of EUR 164 000

Source: Official rules found at www.gesundheitspolitik.org*®*

Figure 27 shows that social health insurance contributions are regressive
for self-employed people and farmers, but proportional for salaried workers
(although they could be considered to be regressive because they only apply to
earned income, which accounts for a larger proportion of total income among the
poor than among the rich). Social health insurance contributions rates are set by
parliament through the annual Financing of Social Security Act. Non-contributing
people are funded from the global pool of social health insurance revenues 195,

194 http://vosdroits.service-public.fr/ARBO/17011201-NXSAN115.html. Taken from
http://www.gesundheitspolitik.org/01_gesundheitssystem/ausland/gesundheitssysteme/HC-
Systems-in-8-Countries.pdf. Downloaded August 2013

195 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 34
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Figure 28: Healthcare expenditure by type of service in France, in million
euro and as a percentage of total, 2000

75.5%
1.1%
23.4%
7.5%
2.1%)
2.8%
11.1%)
0%

National current expenditure Health care consumption
Amount (million EUR) % of totall Amount (million EUR) % of total
Health insurance schemes 102428 72.8% 92290
State and local authorities 6110 4.3% 1285
Private 32083 22.8% 28623
- Mutual associations 11004 7.8% 9110
- Provident institutions 2569 1.8% 2569
- Commercial insurers 33872 24% 3372
- Households 13610 9.7% 13571
- Other private 1528 1.1%] 0
Total 140 628 100% 122197

100%

Source: www.gesundheitspolitik.org'*

Figure 28 shows that in 2000, total expenditure on health care in France
was estimated at EUR 140.6 billion or 10% of Gross Domestic Product (GDP).
This figure is twice the amount recommended by the WHO which is 5% of GDP
as a country’s ideal health budget . Health care consumption accounted for EUR
122.2 billion or 86.9% of total health care expenditure -EUR 2017 per capita on
average '’.

196 DREES. National Health  Accounts. Paris: DREES; 2001. Taken from
http://www.gesundheitspolitik.org/01_gesundheitssystem/ausland/gesundheitssysteme/HC-
Systems-in-8-Countries.pdf. Downloaded August 2013

197 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 38
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Figure 29: Health care personnel in France, 2000

Total Private practice
Numbers per 100 000 Numbers per 100 000|
population population
Doctors 194000 330 117 041 199
-of which GPs* 95000 161 67072 114
-of which specialists 99000 169 49969 89
Midwives 14000 24 1938 3
Dentists 40500 69 37 834 64
Pharmacists 58 000 99 52 603 20
Speech therapists 13000 23 10675 18
Nurses 383000 652 57023 97
Physictherapists 52 000 89 40 327 69
Orthoptists (eye disease) 2100 4 1686 3
Chiropodists 8800 15 0 0

Source: www.gesundheitspolitik.orgl98

Figure 28 shows that in 2000 there were a total of 194 000 doctors in
France; 51% are specialists and 49% are general practitioners. The number of
doctors providing ambulatory care is estimated at 110 000 (186 per 100 000
inhabitants), of which 60% are GPs (50% are GPs without a specialized practice)
and 40% specialists (50% if we include GPs with a specialized practice). There
are 114 GPs per 100 000 inhabitants. 62 000 nurses work in the ambulatory

198 Here GPs are defined as doctors without a specialist diploma, but some of they may have specific
training in areas such as sports medicine, angeiology, homeopathy, emergency care etc; this is the
case for 22 000 doctors, which leaves 72 000 doctors who actually practice as general practitioners.
Source: Audric et al, 2001 and Darriné and Niel, 2001. Taken from
http://www.gesundheitspolitik.org/01_gesundheitssystem/ausland/gesundheitssysteme/HC-
Systems-in-8-Countries.pdf. Downloaded August 2013
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sector.

To provide out-of-hours services, all GPs in a given geographical area are
on a duty roster (this is increasingly difficult in rural areas). There are also
specialized call centres, but people increasingly turn to hospital emergency
departments. It is usually possible to obtain an appointment with a primary care
doctor on the same day. In consumer surveys people generally express a high
level of satisfaction with their GP '%°.

The National Fund for the insurance of salaried employees/employed
workers (CNAMTS) plays a supervisory role in relation to the general scheme’s
regional and local fund. CNAMTS board of director comprises 33 members; 13
representing employees, 13 representing salaried workers, 3 representing the
mutual insurance associations and 4 people appointed by the Ministry of Health.
The three insurance schemes are under the Social Security Directorate of the
Ministry of Social Security. Since 1996, they have carried out their function as
managers of the statutory health insurance system within the framework of an
agreement on targets and management drawn up with the state for a minimum
period of three years ?®. Their budget must be discussed and agreed upon by
the Ministry of Health. An agreement was reached in 2000 but in 2001, they were
not able to reach an agreement and in 2002, the target budget was not defined.

The scheme for self-employed people consists of regional funds and
professional funds composed of 31 individuals. Anyone can choose to be insured
with any of the listed organizations which have an agreement with the regional
fund that is authorized to receive contributions and reimburse treatments. Patients

now play a big part in the management of their own health. Health care users’

199 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 40

200 1hid 198 p 24
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expectations have been an important issue in public debate. Recently,
associations related to health care have re-grouped to form a collective unit (CISS),
thereby increasing the pressure to accommodate the interests of health care user.
These organizations seek to influence the direction of research and reinforce the
role of the patient as an active agent in his or her own health care. For
professional practice, there are several bodies that monitor and regulate
professional practice.

Recently, two sets of recommendations (for diabetes and hypertension) were
used by the medical service of the main insurance scheme to establish a
diagnostic on the quality of outpatient care for these two conditions and to improve
medical practice. However, there is no evaluation at the level of the individual
health professional which resulted to patient complaints %"

In the 1980’s, there was a growing number of unemployed being deprived of
their right to health insurance because the right was linked to professional activity.
Legislations were made to accommodate the individual insurance contributions for
a certain group of the population. An important Act was passed in June 1999 and
took effect on January 1, 2000. This Act is known as the Universal Health
Coverage Act (CMU) which establishes the universal health coverage, opening up
the right to statutory health insurance coverage on the basis of residence in
France. In addition, the remaining 1.8 % of the population whose income is below
a certain level are entitled to free coverage. This act also shifted the health
insurance system away from the work—based system towards a system of
universal health coverage. Therefore, these are the developments in France
health insurance system: universal health coverage based on residence; the
substitution of tax-on-income for wage contributions in the funding of the system;

and a more active role for parliament in determining policy directions and

201 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 33
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expenditure targets 22,

Challenges of France Healthcare system

Despite the good points, public health policy and practice in France are
difficult to describe because they involve numerous actors and sources of finances
203 Upon the advice of special agencies, the national authority issues basic
regulations on environmental matters, thereby relegating power to the local
authorities to implement their own program for environmental protection. However,
not all municipalities have the resources to carry their own program and in these
cases, they are assisted by the Directorates of Health and Social Affairs at the
regional or department level. The National Institute for Monitoring Health (INvS)
monitors the population’s state of health. The organization is mandated by law to
provide public authorities with its findings regarding health risks and to participate
in the collection of epidemiological data.

Health promotion and health education involve a large number of actors. In
the public sector, the Ministry of Health organizes national campaigns, while the
DRASSs implement regional health promotion programs. The French Institute for
Prevention and Health Education (INPES) contributes by implementing prevention
programs on national scale. They are assisted by 17 other committees in the
regions and departments who carry out activities in the field. The Ministry of
Health’s High Level Committee on Public Health set up in 1991 is responsible for
developing the monitoring of health status and of presenting a report annually to
the national health conference and the parliament. The need to strengthen
programs and activities to promote public health in France became apparent in the

1990’s. Regional health conferences now define priorities for public health within

202 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe.P 9

293 1bid 201 p 57
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each region 2*.

Another weakness of the French Health Care System lies in the lack of
coordination and continuity provided by often isolated professionals, leading to
over-prescription and waste, in addition to inadequate care paths. As mentioned in
a national study conducted by the main insurance funds, it was revealed that only
40% of patients with diabetes have an eye examination once a year as part of the
practice guidelines issued by Agence Nationale d'Accréditation et d'Evaluation en
Santé (ANAES). Even if doctors advice their patients correctly, they are not in a
position to monitor the whole process of care. The lack of coordination is not
limited to self-employed professionals: the interface between hospital care on the
one hand and between health care and social care on the other hand, is also often
a problem?®®”. To address this problem, two experiments were put up: the referring
doctor and the provider network. Under the referring doctor, patients consult the
general practitioner (except in emergencies) to bring their medical record to
consultation and to follow the general practitioner’'s recommendations regarding

prevention program and screening.

General practitioners serve as gatekeepers at the same time that they apply
the consultation fee stated in the agreement, shelter the patients from direct
payment, keep patients’ medical records, provide continuous service, ensure
continuity of care, participate in public preventive programs, comply with practice
guidelines, ensure that at least 15% of prescribed drugs are affordable, and 5%
are generic. The other solution to address the problem of waste in the French
health care system is the experimentation with different forms of provider networks
at the local level. The purpose of this is to invite creativity and promote new forms
of organization. It may not yet be proven to be successful, but it is a welcome

development since it encourages innovation in the system.

204 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 61
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Following global trends in terms of slow economic growth and unemployment
problems, a health care system which relies on wages is difficult to sustain. It is in
such a premise that effective cost management remains a primary objective of
health care reforms in France. This objective on the other hand is difficult to
achieve given the present health care system in France where the “freedom of the
patients and providers are unrestricted, where care is largely publicly funded and
retrospectively reimbursed and where health insurance funds have no real
financial responsibility” 2%°.

Another issue is the institutional complexity of the French health care system
and the issues associated with it as far as the relationship between the state and
the health insurance organizations are concerned. In addition, the budget deficit
that skyrocketed is an issue that needs to be addressed for the healthcare system
to work. Patient satisfaction is also a challenge since patients are not satisfied with
paying at the point of service then waiting to be reimbursed.

In general, factors that greatly affect healthcare system in France include
multiple financiers, the dilution of responsibilities, and the fragmentation of actors
which hinders their efficacy. The public health Bill discussed in 2003 aims to
enforce a more ambitious and more effective health care policy. The Bill contains a
set of objectives for a five-year period and proposes the implementation of a five
national public health plans between 2004 and 2008. It also wants to clarify the
roles of different actors and developing more power to regional levels through the
creation of “public associations” putting together all the actors in a particular region.

Authors Dixon and Mossialos have specifically identified the challenges of the

French health care system and they are:

206 Sandier, S. et.al. (2004). Health Care Systems in Transition. Copenhagen. WHO Regional Office for
Europe. P 116
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a. The dissatisfaction of doctors and other professionals and the increasing
difficulty of concluding agreements with health care professionals

There has been a rift between the government and the doctors with regards
to the professional fee that doctors should be charging the state and the patient.
Since so agreement have been signed by both parties, some General Practitioners
(GP) are on strike over out-of-hours care while some increase their fees without

authorization.

b. The demography of the medical profession and other health professionals

A quota has been set for medical schools and the feared result would be
shortage of medical professionals. This shortage will cascade to limited number of

doctors in rural areas.

c. Patients’ rights and the use of ‘patients’ voice’ in the system

While other developed countries put premium on the synergy and concerted
effort from health players, French parliament is currently debating on the patients’
rights. The bill contains measures to increase and enforce patients’ rights and
more generally to enhance the ability for health care consumers to use have their
views heard within the system, in order to improve responsiveness and

accountability®®’.

d. The general management of the health care system

With the reform that took place in 1996, the management of French health
system was transferred to the state and to the local level from the national

insurance scheme. What this does is to decentralized health coverage of the

207 Dixon, A. & Mossialos, E. (eds) (2002). Health Care Systems in Eight countries: Trends and
Challenges. European Observatory on Health Care Systems
(http://www.gesundheitspolitik.org/01_gesundheitssystem/ausland/gesundheitssysteme/HC-
Systems-in-8-Countries.pdf). Accessed August 2013. pp 43-44
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people and until now there is much confusion as to who will take full responsibility

for the coverage, who will implement and under which institution.

e. Costs and sustainability of public finances

This will be an ongoing concerns given that French population is becoming
more diverse, disease prevention and treatment becomes more complicated and
medical technologies are becoming more complex and expensive. The question of
what to prioritize in health spending will be a never — ending question and

justification.

f. The emphasis on public health issues

Despite the intricacies of the mixed health system in France, it has its gains
as well as its losses. The increasing number of premature deaths and avoidable
deaths is a growing concern. There as also been a clamor for safety in the health

care field.
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Chapter Synthesis

Chapter 4 discussed in detail the French health care environment. This
constitute health management, types of insurance schemes, universal health
coverage, third party insurers, budget sources and spending patterns, access to
health care services and medicine and the challenges of its health care system.

The French health care system has its positive points. The accessibility of
doctors-both GP’s and specialist coupled with low cost (or no cost) of medicine
give rise to the high patient satisfaction. The philosophy that the young should take
care of the old which translates to the young workers pay higher health premium to
partly cover the health expenditure allotted to the older people seems to be
working in the French society. Although employers seldom air their voices against
raising cost of taxes and other payments like health insurance, the law mandates
the proportion that they need to pay and as such the employee is protected.

The main concern of the French health care system is over spending. With
volatile economy, France’ health spending is skyrocketing and is now gaining
attention because of budget deficit. To add, French doctors are complaining about
the ceiling of their professional fee that was set by the government. In retaliation,
they limit their off-work service hours and some raises their fee without permission.
In the end, it is patient who is on the loosing end. Currently, patients’ do not have a
voice in the French heath care system. He remained a passive receiver of medical
information and treatment without a voice, to air his experience with the disease,
his observation of the medical treatment he received and his over-all view of the
French health care system.

The reality is French health care system is in a process of transformation and
the transmission period is always the most challenging. The passing on of
authority to plan and implement health programs is on a delicate position at the
moment. What the French patients can do is wait and hopes that they will be
accorded with the authority to let their voice be heard in the end.
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CHAPTER VI
Philippine Health Landscape

a) Foundation of Philippine health practices

A noted medical anthropologist and educator in the Philippines, Michael Tan,
wrote extensively about illness causation in the Philippine health system. His
research made him conclude that medical culture is not just a random collection of
exotic beliefs and practices but a system of knowledge ?®. He further categorized
where the traditional concept of illness in the Philippines, emanates: mystical,
personalistic and naturalistic. The mystical embody the concept of forces believed
to be ever present in illness and health. This dichotomy represents good and evil,
good as heath and evil as illness. Filipinos believed in “what —you — saw-is —what
—you reap” thereby cementing the fact that health and illness are natural
consequences of good and evil. The personalistic refer to the beliefs in the
supernatural entities as well as alive human beings who can cause harm and
illness to others. These entities are again labeled as good and evil but they can
cause harm depending on their relationship with the “others” and to the society.
These beliefs are also applied to witches and sorcerers who are ascribed with
power to cause illness and misfortune ?*® Naturalistic health belief system
separates natural occurrences and food into ‘hot” and “cold” categories. The
challenge is to keep the balance of the natural environment and not to upset the
body by taking too much of hot or cold food, or exposing oneself to hot and cold

elements in the environment.

People from the Philippines believed in the power of the natural forces.
Forces that are present in the environment that affect their entire being, including
the aspect of health. Several Filipino authors and scholars made studies about
this phenomenon and have come up with a concrete and precise description of the

208 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press.
p5

209 1bid 207 p 113
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Filipino health belief system. The most popular names in this area of academic
discourse are Landa Jocano and Michael Tan.

Filipinos believe in the power of the psychic forces that they refer to as karma
or suwerte (luck). Many people donate to charitable institutions because they
believe that it will be given back to them ten folds. They also perform rituals to give
them good luck, safe journey and protection from bad forces. They perform the
sign of the cross when alighting a vehicle, pray the rosary while travelling and they
visit mystical mountains like Mt. Banahaw to invoke its healing power. They
believe in kapalaran (destiny). They believe that their faith is pre-written by forces
greater than themselves and to determine what their future holds, they go to the
manghuhula (fortuneteller). These fortunetellers use different cards or refer to the
alignment of the stars to predict the future of an individual. Although there is often
a disclaimer that a person is still in control of his destiny, Filipino still believes in
these predictions. Filipinos also go on pilgrimage to miraculous and popular
religious sites, local and abroad for several reasons. These include spiritual
guidance, moral strength, inner peace, to be healed of a dreadful disease, bring
home a wayward spouse, give thanks for being healed, and thanksgiving for a

good life #'°,

Filipinos also believed in aswang (witches) and multo (ghosts). There are
several cities and sites all over the country which are known to be inhabited by
these creatures. The capital of the Philippines, Manila, is not spared from this
phenomenon. Balete Drive located in Quezon City-a major in Manila - is reported
to be the home of a white lady (a ghost) who appears to passersby during wee
hours of the night. It has become an urban legend that drivers who pass by this
area needs to check his rear view mirror to know if someone uninvited is at the

back seat. Some people also demands cab drivers not to pass by this long street

210 Jocano, F. L., (2001). Filipino Worldview: Ethnography of Local Knowledge. Punlad Research House
Inc. Manila. p 10
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during the night. Ghosts are believed to be wayward spirits who roam the world of
the living and they make their presence known by appearing to people. Filipinos’
beliefs in this phenomenon are strong that there are television programs,
especially during the Halloween season, where ghosts sightings were shown and
accepted with much gusto by the people. Michael Tan provided an elaborate
discussion on this belief, how it originates as well as the social and health
implications of this entire belief system. He states:

“ghost or souls of the dead — multo—apparently derived from the Spanish
word muerte. Among the Philippine groups, ancestral spirits seem to be the
most frequently cited ill-causing ghosts. This is clearly a reflection of the
importance attached to kinship ties...Ancestral spirits are not generally
perceived as malevolent. There are even instances where illness is believed to
be caused by kinship ties of affection between the living and the dead.
Deceased traditional healers may also cause illness when they call on a
descendant to take up his or her vocation. Besides the ancestral spirits, there
seems to be a fairly widespread belief in the souls of unborn children as a
cause of illness. The belief in ghosts is obviously related again to social control,
reinforcing kinship ties as well as discouraging certain practices such as
abortion” ?".

If ghosts are spirit and does not have physical manifestation, witches are
people who have the capability to change into animals. Engkanto (supernatural
beings) can also make their presence felt by giving strange seizure to young men
and women?. Tan describes these beings as having “Caucasian features,
sometimes compared to Spanish friars or Americans”. They are said to be
extremely wealthy and may even send their children to Europe or America to study.
In other words, the engkantos are very much like the human beings, inhabiting a

world parallel to our own but nevertheless different form the human domain” 2*2.

211 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press.
pp 55-58

212 Jocano, F. L., (2001). Filipino Worldview: Ethnography of Local Knowledge. Punlad Research House
Inc. Manila. p 10
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He further describes the engkantos based on how it is perceived and recognized

in the urban areas.

“It involves young woman supposedly being courted by an unseen
being. Stories of such “affairs” appear frequently in women’s magazine and
has been described as the “Prince Charming” syndrome, where women enter
a fantasy world, where the expected difficulties including what some would
label as psychopathology - depression, wasting even hysteria. Engkantos are
a projection of asymmetrical social relationships. In the context of a long and
harsh colonial occupation in the Philippines, the description of the engkanto as
a Caucasian is not accidental. Contact with the colonizer, represented by the
engkanto, is understandably depicted as dangerous and a potential cause of
suffering and illness”*™.

Tan effectively connect the concepts of culture, history and health in his
discussion about the engkantos and ghosts. There are layers of meanings
embedded in the stories about these beings and they represent social realities.
This also reflects the other belief that close family ties are related to ghost
sightings. It is believed that spirits of the dead come back to communicate with
their loved ones to talk about unfinished business. Sometimes, their presence can

cause sickness but it is not intentional.

F. Landa Jocano vividly emphasize in his book “Filipino Worldview:
Ethnography of Local Knowledge” that the Filipino believed in the binary system.
Environment for example, is composed of physical and non-physical parts.
Disease and illnesses originates from “hot” and “cold” sources that is why many
things in the environment and inside the body are labeled as hot and cold. Table 1
shows what body parts, foods, celestial bodies and things around are considered
to be hot and cold.

214 Tan, M.L., (2008). Revisiting Usug, Pasma, Kulam. Quezon City. University of the Philippines Press.
pp 64-65
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Table 6: Hot and Cold perceived sources of lllness

Hot Cold Implications on Health
Body Parts | Chest X This is the seat of love and affection therefore naturally warm.

Stress causes chest pains and can be relieved by rubbing the
painful area with coconut oil

Womb X Women who just gave birth are advised to wear long clothes so
the cold wind will not enter their body. Menstruating women
are also advised not to take a bath or to over exposed themselves
to the cold weather or else they will suffer menstrual
pains. Withdrawal as a form of family planning is not
encouraged because of the belief that when a man withdraws
his penis, cold air enters the womb and harms the heated
wombs, which in the end destroys the semen.

Puson (lower X These lower portions of the body is considered hot because

portion of a little friction

the stomach)

Genitals X on them generates heat all over the body and awakens the dormant

Hita X energies of the individual. If a person is suffering from pain in

(Thighs) any of these areas, a cold concoction is applied in the
area to maintain the balance.

Likod X Over exposure of this part of the body to wind, rain, draft, cold

(Back) water and other similar elements might result to cold,
tuberculosis, asthma, pneumonia, and other physical pain

Sikmura X When this is over exposed, a person might suffer from gas pain.

(Stomach) If one is hungry or has been exposed to the heat of the sun, he
should rest first, take a handful of sugar, or a pinch of salt
before drinking. Before taking a full meal, a person who has
been exposed to the heat of the sun must first take warm food
or liquid or else he will suffer a stomachache.

Water Seawater

Lakewater X

Ice coldwater X Causes painful reactions to the skin and muscles when handled

Spring water X

Celestial Sun- late morning Good for health, planting crops, building houses and starting
Bodies high noon, X new business ventures

late afternoon

Sun X

Early morning

and before sun set

Clouds- In general X Cold because they bring rain
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Comet, shooting The appearances of these things signify a possible long summer
star or drought
Moon - Full moon X
Half moon X
Stars X Visibility in the sky connotes good weather, cool
atmospheric conditions and good time for planting
cops and building a house.
Stars -  Fleecy Indicates the coming of strong winds or storms
scattered in cluste]
in the eastern sky
early in the
morning or i X
large masses o
deep violet-red ir
the western sky af
dusk for a few
days
Wind Southwest It brings typhoid fever, cholera and headaches
(Habagat)
North wind X This type of wind brings common colds, joint pains and musculai
and northwes| cramps
wind
(Amihan
and Amihang
mura)
Southwind Neutral | Brings about rashes and minor ailments
(Hanging Timog)
Food Beans X If cooked without leafy vegetables, they cause skin rashes,
lip eruption, shortness of breath and painful defacation
Newly harvesteq X This needs sometime off before cooking “pasingaw’
rice rains and ripe
corn grain
Fruits X These are good because they contain juice and
and veggies freshly substances that cool the mouth and the stomach
Meat Water buffalo X
Dogs, cats, pigs X
Cattle, lean meat X
of pork
Chicken goose X
turkey, other fowls
Fish Ells When cooking the fishes which are considered hot, it must be
mixed with
Large fishes green vegetables which are considered
Saltwater fishes cold to neutralize its harmful effects on the body
Freshwater fish
X
Medicine Modern drugs X When taken orally or injected, it upsets the internal balance

of elements in the body and lower its resistance to the power of
the disease
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Researcher’s table from the book: Filipino Worldview. Ethnography of Local

Knowledge. F. Landa Jocano. 2001. Punlad Press, Philippines

Table 6 provides a rich source of information that pinpoints the clear distinction
between the hot and cold division of the environment, the physical body, food,
celestial body positions, wind direction and medicines. The concepts where the idea
of hot and cold were attached, connects with what Tan has identified as the mystical,
naturalistic and personalistic view of the Filipinos and was attributed as causes of
illness. Most of the suggestions to maintain balance presented in Table --- were
results of practices and observed benefits. It has not been scientifically proven
however that to avoid stomach pain, one who has been exposed to the heat of the
sun or hungry, should take a pinch or salt or a handful of sugar before drinking
anything. Neither it is proven that in the process of withdrawal, cold wind that enters a
woman’s womb Kkills the semen. These represent the personalistic view of Filipino
patients. These belief systems came from words and practices of the elderly which
was handed down from generation to generation. The Filipinos have this mentality
that there is no harm in trying these old practices. In the end, if it can help them avoid
getting diseases, it is for their own good.

The belief that the positions of the celestial bodies and wind blow direction
represents the belief in the natural opposition of things in the natural environment.
Because there are always two sides in every story, there is a need to keep the
balance in everything to maintain a healthy equilibrium and eschew all forms of
maladies. Morning sunshine is considered hot and should be enjoyed because it
brings health and is good for starting new business or starting the construction of a
house. Afternoon sun on the other hand is considered cold. Different wind blows
brings with it different ailments. Even the neutral (not cold nor hot) Southwind brings
rashes and minor diseases. Amihan (Southwind) comes to the Philippines from
October to March. It brings with it heavy clouds called stratocumulus which makes
this time of the year wet and cold. Habagat (Southwest wind) visits the Philippines
from May to August and it brings with it hot temperature but with rain. Varied weather
patterns brings different types of disease.
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In another study Jocano (1973) made an ethnographic study about a system of
folk healing in Bay, Laguna- a municipality in the southern part of the Philippines. She
reported that people living in this area believe that changes of wind flows affect

human beings.

‘the body is said to be sensitive to weather conditions and it reacts even to
slight changes in the temperature of the surrounding world. When temperature is
relatively cool, sickness is not widespread. When the temperature becomes
warm and humid, there is a general feeling of malaise and irritability even among
healthy individuals.” *'°,

This observation may be attributed to how the body reacts to the irritants
present in the environment. As a tropical country with wet and dry season, even the
mood of the people depends upon how hot or how wet it is. In the summer season
where temperature can reach as high as 39 degree Farenheight, people tends to be
more irritable. The summer heat becomes unbearable that it affects people’s mind set
and attitude. In the colder season when temperature allows people to enjoy the
outdoors, people tends to be more patient.

b) General Overview of the Philippines’ Department of Health (DOH)

The Philippines’ Department of Health was declared as the “national technical
authority on health, one that will ensure the highest achievable standards of quality
health care, health promotion and health protection from which local government
units, non-government organizations and individual members of the civil society will

anchor their health programs and strategies” *'°. The Department is headed by a

215 Jocano, F.L., (1973). Folk Medicine in a Philippine Municipality. An analysis of the system of folk healing
in Bay, Laguna and its implications for the introduction of modern medicine. The National Museum.
Manila. p 46

216 Bautista, V. et. al. (2002). National and Local Government Roles in Public Health under Devolution. UP
Press.p 11
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Secretary and he has three under Secretaries for Luzon, Visayas and Mindanao.

The Department aims to provide “ health for all as stipulated in the National
Objectives for Health for 1999-2004. Its mission is to “ ensure accessibility and quality
of healthcare to improve the quality of life of all Filipinos, especially the poor (DOH
1999 a:15). The Department launched a program called the Health Sector Reform
Agenda (HSRA) which is created to solve health problems of the people and to
introduce reforms in In 1991 however, the Local Government Code was enacted
transferring responsibilities in health to Local Government Units (LGU’s). This means
that in the provincial level, the provision of medical care services incorporating the
services of medical practitioners to treat in — patients requiring either basic hospital
facilities (secondary level) or specialist treatment for advanced or complicated cases
(tertiary level). The municipal level is in charge of promotion and prevention of
diseases and this is carried out by the Municipal Health Office through its Rural
Health Unit (RHU) and satellite stations based in Baranggay called Baranggay Health
Stations (BHS) (Bautista et al, 2002, p 9). Under these conditions, the LGU’s seem
like a powerful entity in the implementation of health programs. Ironically, the Local
Government Code however stipulates that the Baranggay have very little substantive
responsibility for health care except that of maintaining public health facilities. Under
the commitment made by the Philippine government in the Alma Ata Conference in
Russia in 1978, the Department of Health “transfers to the municipality, the
responsibility to motivate and enable community members and other sectors of the
civil society to get involve in the local decision making processes for local health

development “?"7.

The financial requirement of DOH is sustained by the national allocation from the
national budget and can be supplemented by Congressional allocations and foreign
funding institutions. In the year 2000, 14.7 billion pesos was allocated for health which
comprises 2.3% of the proposed national budget of 651 billion pesos. Similarly in 2001,

217 Bautista, V. et. al. (2002). National and Local Government Roles in Public Health under Devolution. UP
Press.p 10
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health budget was at 11.3 billion pesos (2.3%) of the proposed 483.8 billion pesos
proposed budget for the year.

The key to managing chronic diseases, which includes diabetes, is change in
lifestyle and religious intake of prescribed medication. In the Philippines, where
unemployment and underemployment stood at a staggering 22.7% in 2007
(UNESCAP, 2007), healthcare maintenance is dictated by a person’s economic status.
Moreover, dutiful intake of medicine is a myth among those who can barely buy food.
One can often hear stories of people with very little resources splitting a pill just to
comply with the doctor’s advice of taking a pill twice a day: one half in the morning and
the other half in the afternoon. It is funny in a way but it is a pity that it happens in real
life. Since diabetes is a disease that requires long, even lifetime management, people
from low-income families die from the complications of this disease simply because
they cannot afford the long haul of medication.

The aforementioned statements show that the role of economics in health
management is crucial. The Philippines as a developing nation has its challenges and
limitations. Limited resources for one, is always a big obstacle to overcome. Second is
the political will of the government to continuously support efforts from different sectors
to promote health and well-being. Third is the little knowledge of the at-risk population
about their possible disease. Given this stark reality, it is important to find alternative
ways and new allies, either within or outside of the country that can assist efforts of
both government and private organizations to fight diseases.

c) Philippine Health Beliefs and Practices

Before focusing on the health beliefs and practices of the Filipinos, the first
concept to be clarified is to know who are Filipinos from a micro-perspective. Who
are they as a people? What do they believe in? What are their values? What is their
culture and how does it affect their everyday lives? Specifically and in relation to this
research, the researcher asked: health wise, who are the Filipinos when they are
placed outside of their country? What are the values and beliefs they hold still? How
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are they adapting to their new environment? How are they altering their personal

beliefs in relation to their new environment when it comes to health maintenance?

This research inter-changes the terms traditional and indigenous health beliefs
and practices.

d) Traditional/Indigenous Health Practices

Indigenous health knowledge continues to persist despite the popularity and
developments in modern medicine. The concept of indigenous knowledge was
describe by Olanyan (1982) as the “ability to survive in harmony with the environment
and to cope with traditional occupations like hunting-gathering, agriculture, handicraft
and healing”.  This phenomenon may partly be attributed to the delay of the
introduction of western medicine in far-flung areas and to peoples’ strong attachment
to their traditional health beliefs, which are culturally rooted. However, there are a lot
of instances where people mixed the indigenous and the new health concepts
introduced by modern medicine. This concoction might have promising or harmful
results. Often, it is difficult to distinguish harmful superstitious beliefs from useful and
scientific ones 2'®. The Rural Advancement Foundation International asserts that they
are not an accidental accumulation of knowledge but are “organized, dynamic
system(s) of investigation and discovery. They are based on experienced and often
tested over centuries of use. The International Development Research Center
classifies the knowledge embedded in indigenous knowledge systems into eleven
(11) categories: 1. Information 2. Practices. 3. Technologies 4. Beliefs 5. Tools 6.
Materials 7. Experimentation 8. Biological resources 9. Human resources 10.
Education 11. Communication. 2'. These various forms of knowledge are ‘stored in
people’s memories and activities and expressed in stories, songs, folklore, proverbs

dances, myths, cultural values, beliefs, rituals, community laws, local language and

218 Palaganas E. Bagamaspad, A., Cardenas, M., Josef, ]., Tolentino, L.(2001). Mainstreaming Health
Knowledge and Practices. University of the Philippines, Press. Center for Investigative and Development
Studies. Quezon City
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taxonomy, agricultural practices, equipment, materials, plant species and animal
breeds?”. The value of indigenous knowledge and practices as an alternative to
healthcare services becomes paramount in light of governments inadequate health

1

care delivery mechanisms ?*'. Indigenous knowledge systems are by and large

ecological. They present a holistic view of reality %22.

Tan (1987) did an extensive study documenting the traditional theories of the
causes of illnesses in Philippine society, which provides a strong connection between
medicine, social relations, magic and religion. Tan (1987) enumerated three general
classifications of theories (1) personalistic (2)mystical (3) naturalistic. He defines
personalistic theory as based on the premise that impairment of health is an automatic
consequence of the victim’s act or experience. Mystical theories assume that iliness is
caused by “the active, purposeful intervention of a sensate agent who may be a
supernatural being or a deity or an engkanto, a nonhuman being such as ghost,
ancestor, or evil spirit, or a human being or a mangkukulam or aswang. Theories that
attributed disease to ‘natural forces or conditions as cold, heat, winds, dampness,
dampness and above all, an upset in the balance of the basic body elements” are
referred to as naturalistic. Tan (1987) added that Filipinos define health as being free
from disease, hence the description “walang sakit” (no illness), “walang
nararamdaman” (no health trouble). A health person is “malusog” (healthy) and health
is called “kalusugan” (good state of health). The usual indicator of this state of good
health is a person ability to do usual tasks.

220 Grenier as cited in Palaganas et al, 2001 p 44

221 palaganas E., Bagamaspad, A., Cardenas, M., Josef, ]., Tolentino, L.(2001). Mainstreaming Health

Knowledge and Practices. University of the Philippines, Press. Center for Investigative and Development

Studies. Quezon City. P 5

222 Shiva 1997 as cited in Palaganas et al, 2001 p 44

223 Tan, M.L., (1987). Usug, Kulam, Pasma: Traditional Concepts of Health and Illness in the Philippines.
Quezon City . Alay Kilusang Pangkalusugan (AKAP)
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Health and treatment seeking behaviors are determined by beliefs about the
causes of health problems?*. These concepts are deeply engrained in cultural beliefs.
In the Philippines, people believed that “traditional healers are (generally) empowered

y 225

by gods and spirits
Philippine Health Environment

The Philippine healthcare system was said to be under devolution®®. With the
enactment of the Local Government Code in 1991, responsibilities in health
management were transferred to Local Government Unit (LGU’s) from the central
health authority. Provinces were in charge of “medical care services incorporating the
services of medical practitioners to treat in-patients requiring either basic hospital
facilities (secondary level) or specialist treatment for advanced or complicated cases
(tertiary level)” ?”. Promotion and prevention of diseases is the responsibility of the
municipality and often carried out by the Municipal Health Office, through the Rural
Health Unit (RHU) or Health Clinic. In general, the municipality is tasked to carry out
its functions within the framework of the Primary Healthcare Approach (PHC), a
commitment made by the Philippine government in the Alma Ata Conference in
Russia in 1978. The code transfers from Department of Health to the municipality the
responsibility to motivate and enable community members and other sectors of civil

society to get involved in local decision-making processes for local health development.

224 Becker. M. H., (1974). The Health Belief Model and Personal Health behavior. The Education
Monographs
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in Bay, Laguna and its implications for the introduction of modern medicine. The National
Museum. Manila. Kaba, M., (1996). Utilization of Plant Medicine for the Treatment of Health
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The Local Government Code states that Barangay’'s have very little
substantive responsibility expect for maintaining public health facilities in the area, but
a highly motivated baranggay captain can be very active in public heath service
delivery. Since the adoption of the PHC approach by the Philippine government,
practically all baranggay’s have Baranggay Health Workers (BHW), they are
volunteer workers motivated by the DOH to assist in the promotion of basic health
services and the mobilization of community participation. The baranggay captain can
extend monetary assistance to the BHW’s as provided for in Republic Act No.7883 of
February 15, 1995 (Baranggay Health Workers Benefits and Incentives Act). In cities,
all facilities and services of the municipality and the province are implemented in the
LGU level (p 10).

The Department of Health remained the national health agency of the
Philippines. Its main duty is to maintain the “national standards to guide various
implementors of health programs at the local level in planning, carrying out and
efficiently using limited resources for health” ?2. The Department was reorganize in
1999, mandated in Executive Order No. 102, May 24 1999 signed by then President
Joseph Estrada. The DOH was declared as the “national technical authority on
health, one that will ensure the highest achievable standards of quality health care,
health promotion and health protection, from which local government units, non-
government organizations, other private organizations and individual members of civil

society will anchor their health programs and strategies” %°.

The Department is
headed by the Secretary with the assistance of three undersecretaries based in

Luzon, Visayas and Mindanao.

Financial resources of the DOH came from the financial allocation from the
national budget, with possible supplementation from congressional allocations and
foreign funding institutions. Table 1 shows the data from the Department of Budget

and Management, indicate that budget for health fluctuates from 3.8 percent to 2.3

228 philippine Department of Health 1999 as cited in cited in Bautista et al, 2002 p 10

229 Estrada 1999 as cited in cited in Bautista et al, 2002 p 11
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percent of the national budget since 1989. It also shows increase in the budget from
P6.5 billion in 1989 to P14.7 billion in 2000.

Table 7. Budget of Expenditures in Health (in billions)

Year Total Budget Health Budget Percent

1989 (actual) 173.3 6.5 3.8
1990 (actual) 255.8 7.8 3.1
1991 (current) 298.9 9.5 3.2
1992 (actual) 286.6 9.9 3.5
1993 (actual) 313.7 7 2.2
1994 (actual) 327.8 7.9 2.4
1995 (actual) 372.1 8.4 2.2
1996 (actual) 416.1 11.2 2.7
1997 (current) 493.5 15 3

1998(actual) 537.4 13.5 2.5
1999 (current) 93.6 15.1 2.5
2000 (Proposed) 651 14.7 2.3
2001 (proposed) 483.8 11.3 2.3

Source: Department of Budget and Management, Budget of Expenditures and
Sources of Financing. FY 1991-1992, 1994-1998, and 2000?*°

As far as human resources is concerned, health personnel devolved in LGU’s,
the most number of personnel available is the midwife who was able to serve 1:4,
572 persons in 1997, which is close to the standard 1:5,000. Doctors and Dentists
are the most burdened with an average of 1:22, 907 and 1:40, 145, respectively. The
ideal ratio is 1:20, 000 persons. Among the regions in the country, Region IX
(Southern Mindanao) is the most deprived since it has the highest ratio of population
served by each health personnel. The National Capital Region has the most number
of doctors and dentists while Cordillera Administrative Region (CAR) has the most

number of nurses and midwives®®".

230 The annotation of ‘actual” shows the actual expenditure of the government; “current” means that the
budget is the one operating at the year of reckoning and ‘proposed” means that it is to be implemented yet.
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There are many Baranggay Health Stations (BHS) in the country with the ratio
of 1:16,612 population. Rural Health Unit (RHU) has a ratio of 1:31,638 and headed
by a health practitioner (a doctor or a nurse). In 2001, there are 645 government
hospitals all over the Philippines. These hospitals offered a total of 43,332 bed
capacity with a population ratio of 1:1, 738. Government hospitals in the country are
classified into fourteen: medical center, regional, provincial, district, city, chartered
city, municipal, medicare, general, military, sanitary, specialty, university, and
research hospitals are categorized as primary, secondary and tertiary hospitals.
Fourty percent (261) of the total number of government hospitals are district hospitals.
One hundred eight are nationally-based with 71 as DOH-run hospitals with a total bed

capacity of 24,685 as of January 2001 2%,

Philippine Health Statistics

The Department of Health reported that the average life expectancy at birth in
1999 is up to 68.6 years. This is a lot higher than 61.6 in 1980 and 64.6 in 1990.
However report from the United Nations Development Fund (UNDP) states that the
Philippines is behind its South East Asian neighbors; Malaysia with 72, Thailand 68.8,
Singapore 77 and Japan 80 as of 1997%*. In a more recent statistics from the CIA
World Fact book, life expectancy at birth in the Philippines at birth (estimated in 2008)
is 70.8 years (male: 67.89’ female: 73.85). Malaysia got 73.03 years (male: 70.32,
female: 75.94), Singapore 81.89 (male: 79.29, female: 84.68), Thailand 72.83 years
(male: 70.51, female: 75.27) and Japan 82.02 (male: 70.51, female:75.27). This recent
data supports the DOH and UNDP findings in the earlier years. The Philippines still

pales compared to its South East Asian neighbors.

232 Bautista, V. et. al. (2002). National and Local Government Roles in Public Health under Devolution. UP
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The leading causes of morbidity remains to be caused by infectious diseases.
Table 2 shows that diarrhea, pneumonia, tuberculosis, malaria, chicken pox and
dengue are main causes of death in the country. It is interesting to note that between
1998-2002, dengue fever was not in the list of causes of mortality in the statistics of
the DOH between 2000-2004, it is in the number 10 spot.

Table 8: Morbidity: 10 Leading Causes, Number and Rate*
5 Year Average (2000-2004) & 2005

Diseases Number Rate Number Rate
2000-2004 2000-2004 2005 2005

1. Acute lower 694,209 884.6 6990,566 809.9

respiratory tract

infections and

pneumonia **

2.Bronchitis/ 669,800 854.7 616,041 722.5

Bronchiolitis

3. Acute Watery 726,211 928.3 603.287 707.6

Diarrhea

4. Influenza 459,624 587.0 406,237 476.5

5.Hypertension 314,175 400.5 382,662 448.8

6. TB Respiratory 109,369 139.7 114,360 134.1

7. Diseases of the 43,945 56.1 43,898 51.5

Heart

8.Malaria 35,970 46.1 36,090 42.3

9. Chicken Pox 79,236 41.1 30,063 36.3

10.Dengue Fever 15, 383 19.6 20,107 23.6

Source: http://portal.doh.gov.ph /kp/statistics /morbidity?3+
*per 100,00 population
** Does not include ALRI Pneumonia cases only from 2000-2002

Degenerative diseases like diseases of the heart and vascular system also
claimed the lives of Filipinos. Other causes of death include chronic obstructive

234 *per 100,00 population

** Does not include ALRI Pneumonia cases only from 2000-2002
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pulmonary diseases, diabetes mellitus, nephritis and related illnesses and other
diseases of the respiratory system 2%

Health situation in the country can also be attributed to several factors like
economics and education. Seven of the ten poorest ranking provinces are in
Mindanao (Agusan del Sur, Basilan,Lano del Norte, Lanao de Sur, Maguindanao,
Sulu and Tawi-Tawi) while two are in Luzon (Ifugao and Masbate) and one is in
Visayas (Northern Samar). These provinces have life expectancy of 52-64. Income of
these area ranges from P9,637-P14,352. On the whole, the poor health situation has
been aggravated by the low educational and economic situation of the families #*°.

Development in the Philippine Health Landscape

DOH’s main objective it to provide health for all as mandate by the National
Objectives for Health for 1999-2004. Its mission is “to ensure accessibility and quality
of healthcare to improve the quality of life of all Filipinos especially the poor” 27 n
2000, the Department initiated the Health Sector Reform Agenda (HSRA) whose
specific task is to solve health problems of the people, who are plagued by both
infectious and degenerative diseases, and environment and work related illnesses.
HSRA is also to solve management problems like inappropriate health service
delivery system, inadequate regulatory mechanism and poor healthcare financing.
These problems resulted in lack of access to health facilities, poor quality of health

care and high cost of services 2.
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These challenges embedded in Philippine health scenario were further
recognized by organizations and personalities directly involve in health care
management in the country. In a forum held at the University of the Philippines Forum
Roundtable, Dr. Alberto Roxas, Dean of the College of Medicine, University of the
Philippines Manila stated that with limited resources, it is imperative for government
to prioritize its expenditures and focus on the essentials, like preventive and wellness
programs, basic medical services focused on the poor and efficacy in health care
delivery. At the same time, a multi-sectoral and multidisciplinary study group should
be engaged to define the strategies to achieve universal health care. He also
admitted that there is a need to reorganize the entire system to be able to serve the
Filipino patients better and that this is the time for the different sectors of the society
to do their share. The government must have the political will to secure the necessary
funds to provide an effective social health insurance system in the country by

spending at least 5% of our Gross Domestic product (GNP) for health.

Dr. Jaime Galvez-Tan gave statistics that highlights the need for health care
financing reform is the extent of out-of-pocket expenditure in the Philippines: 48
centavos for every one peso spent on health (2005 National Health Accounts) as
compared to 29 centavos from government and 11 centavos from social insurance.
This pattern of health fund sourcing has dire implications for many Filipinos. The rich
can fully pay out-of-pocket payments while the lower middle class and the near poor

can become impoverished in struggling to meet out- of-pocket payments.

The Philippine Health Insurance Corporation (PhilHealth) is also facing a big
problem. There are acknowledged gaps in PhilHealth’'s coverage due to low
awareness about PhilHealth and the value of social health insurance among various
popul