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TI. The htegmted Fnmity Ptnaning and Maternal Health Program 

The IFPMHP formulated in 1994 with USAID assistance, was a six-year propun, 
national in scope, with the development objective of reduced growth rate and improved 
maternal and child health. These objectives were met by (1) expanding the availability of 
reproductive health services in the public and private sectors and increasing use of those 
services by women in high-risk groups; and (2) fostering continued provision of other 
selected child health interventions at the local government level. 

To accelerate the expansion and improvement of FP/MCH services, IFPMHP began with 
an urban strategy, which emphasized program development, in rapidly expanding urban 
areas. Although a national program, the potential for achieving a significant impact on 
population growth by accelerating the provision of FPMCH services in urban areas was 
considerable because more than 50% of women of childbearing age reside in urban areas 
and was predicted to continue to do so in the foreseeable future. 

IFPMHP also followed a strategy of integrating FP services with support for four key 
MCH interventions - Acute Respiratory Infections (ARI), Expanded Programme on 
Immunization @PI), Oral Rehydration Therapy (ORT), and micronutrients (including 
Vitamin A). These services were integrated at the LGU level where responsibility for 
semice delivery was lodged after the devolution of health services in 1991. 

Another strategic objective of the IFPMHP was to work towards indtutional and 
financial sudnability in all activities supported by the program. Financial mstaimbility 
and the expansion of commercial and private sector provision of FPMCH services and 
commodities was seen to eventually shift individuals who can pay for all or a part of 
sexvice costs h m  free or highly-subsidized government s t ~ c e s  to these non- 
government channels. Consequently, limited government resources can be better targeted 
towards individuals who are truly unable to pay for FPIMCH services. Though this 
process will occur slowly, IFPMHF"s assistance was expected to contribute to greater 
efficiency in government expenditures for FPIMCH services. 

A. Major Components of IIPPMHF' 

IFPMHP had three components. Component 1 or National Services expanded support for 
the development of a National Family Planning Program that included conhaceptives 
procurement; national contraceptives logistics; information, education, communication, 
and motivation (IECM); training; operations research (OR); voluntary surgical 
contraception (VSC) services; advocacy and policy development; and national program 
monitoring. 

Component 2 or private sector expanded assistance for strengthening NGO capability for 
FP~MCH service-delivery, in-plant, industry-b&ed F P ~ C H  p&grami and 
developing private sector channels for provision of FPMCH services and commodities 
through social marketing. 



C a m ~ 3 o a p u b l i c s t e a a a d v c m c e d p o l i c y a n d ~ d r r f g m s n e d c d m  
establish and sbmgthcn pbstdcv01ution relationship betwan the DOH and LGUs in 
suppurl of expanding and improving FPIMCH &- This was throogb paformma- - - 
basal disburscmmts liuked to the achievement of sigai6caut progrrss. LC., bcnchds4 
toward the institutionalization of r e h  needed in the l id  of the devohmcm of service 
&livery respmsibilities to the LGUs. This led to the -- . . 

0fthcLGU 
P a f ~ P r o e t a m .  

B. 'I'l~e LGU P e r f o w  Freg.l. 

A s t h e c 0 m ~ ~ ~ t h e ~ b ' ~ f o r ~ p p b l i c s e e a r r p w i d a a  
of FPrmCH services, the LGU Fkrfommct Pmmm U P )  was dcsiaaed to heh, UiUs 
build their capacity t& plan, msnage, and eval& th&~FP~CH pmg&. AS a;ch, LPP 
focused on: 

Improving thc institutional capability of provinces a d  highly d cities to 
support service delivuy in s u b - d ,  

'ODs such as trainin& logisticq pmcunmcnt, momtamg. . . 
Suppiy-sidt iutenmb 
dimibutios~mfsupport,*;  
Implementiag national prognnns and lehieving minh~m a poplhtioll 
wvuagc Cargcts; and . ~ o n , ~ , a n d s p t e m s .  

The LPP covered the fobviag pmgmms: Eel ARL lodine D e f i c i q  Diordas (IDD), 
Iron Deficieacy An& P A ) ,  Control of Dierrheal Diseases (CDD), Y i  A 
supplancntation, and FP. 

Thc LPP povided b d i ~  tccbnical and fhmid uristmee to tbc LGUs. Tcchial 
~ t o t h e L G U s b t g m w i t h ~ e n t a t i o n v i s i t s a n d p l a n n i a g ~ i o ~  
t h e L P P ' s o b j ~ s b m d d s , m d b c n c ~ . A s d y  asthccaktatbvis i tad 
during the plarming arorkshop, LGU staff began to plan for the followhg yars. Thc 
D O H d t h e R e g i d H e a W d P ~ o n ~ ~ t h c ~ d d ~  
technical assistrmee teams (NTAT and RTAT) provided fbUow-up crssisrma to LGtls in 
d e t a h d  plrmningd nmwpent, quality impm=aa, mamtQmg 

. . mdMhntios 
training, IEC, logistics, cwddiMy,andlabanlKalt&. 

benchmarks or irmovstiw nctidics d c d  the-~~c city) to 
receive regular base grang the pgnium gnat or botfr. as the catc may be. To 
operationalize the performmcc-based gnmt mechaaisn, perfomuncc Lmdumks 
consistingoftaslrsandtsrgctsarncdevtlopcd.Thesebcnc~wsei#lccttdrad 
a g r e e d u p ~ b y t h e D O H a n d t h e U i U s t o ~ u u r r t b e ~ o f t m g a s f o r ~  
pro- elements (FF', MCH, and nutrition). 



Upon joining the program, LGUs had to satisfy three start-up capacity-buildmg 
benchmarks to receive tkiu first year grant, namely, 1) development of a comprehensive 
plan, 2) establishment of a contraceptive distribution system, and 3) program 
endorsement fiom the local chief executive. On their second year, LGUs were required, 
in addition to the first three benchmarks, to accomplish capacity benchmarks that 
included mining of service providers and availability of necessary equipment and 
supplies. They were also required to accomplish program coverage benchmarks (% of 
children who received vitamin A the past six months, % of fully immunized children 
(FIC) at 1 year old, % of children protected at birth against neonatal tetanus, and % of 
married women using a contraceptive method). 

The amount released to LGUs was determined by the DOH-Central Office, which set the 
amount available for grants each year based on estimated amount of funds coming h m  
USAID plus any unused funds from the previous year. The allocation per LGU was 
computed based on equal weights assigned to population size, p a  capita income, and 
year of enrolment. This resulted in progressively declining enrolment for each subsequent 
year because of the expected declines in umnet needs. Three types of grants were 
subsequently made available to the LGUs starting in 1999, namely: 

Base Grant Pmgmm: B d  on the findings of the LPP mid-term assessment (1997), the 
grant mechanism was redesigned to move beyond the initial capacity-building focus and 
emphasized the need for attaining service coverage benchmarks for Vitamin A capsule 
(VAC) supplementation, FIC, tetanus toxoid plus (lT2+) iplmunization, and 
contnceptive prevalence rate (CPR). The redesign made the program more performance- 
based and shifted the focus fium inputs to impact. As redesigned, LPP became the Base 
Grant Program. Grant funds continued to be calculated using population, income, and 
entrance year criteria. The performance goal was to meet the minimum population 
coverage targets for national programs. Once LGUs have reached or exceeded their 
benchmarks as determined by a household-based survey, they graduated to the Top 
Performers Program. 

Top Performers Program: This was implemented to provide performance premiums for 
LGUs that have met or exceeded the minimum coverage standards for key IFF'MKP 
programs. Once an LGU reached this status, there were no more input or activity 
benchmarks, all benchmarks were strictly measurements of p r o p s  toward achievement 
of LGU performance indicators. This program gave premiums for performance, rewarded 
success, and created a cadre of higher performers within the LPP. The technical focus 
switched from institution building to program impact, from provincidcity level to 
mmicipaLihealth facihty level and prioritized demand-side rather than supply-side 
interventions. Under this program, LGUs received a 50% increase in their base grant for 
meeting minimum FIC, TIZ+, and VAC targets and another 25% increase in their base 
grant for meeting the CPR performance standard. 

Matching Grant Program: This program was made available to selected component 
cities/municipalities so as to further the pro- impact. As counterpart, LGU enrollees 
were expected to increase their annual appropriation for population, FP, MCH, and 



nutrition programs. This hmsing allocation for tbc pmpms indium the LGU 
c0llUIlhmt to assclrr tbe long-tClUl m D  of thc Programs. 

The main weakness of the LPP as a mams for apandtng umarrgc of esacntial plblic 
health services was that hmcial and technical .8sistlmrx was extaded to tbc pmviad 
Govamnent whose i m p l e m e  mponsibilitk were limited to thc @ao d 
management of devolved hospitals. ImplanenEation of essential public he& ~rognmq 
including FP. MCH, and nutrition savifes were the basic r apmmi i e s  of muoicipl 
a d  city g o v ~ t s .  The cxpectd filtering down of LGU crpcitics, a d  
oldcornwoftechnical " - ~ f m a n t h e p r o v i n c e t o i t s c o m p c m n t m u n i ~ d  
cities MZC not always nalizad Hcnct, some pmvinca fclt it necessary to o&r sub- 
grants to selected muuiciplitics a d  cities whost poor prformmcc pulled down thc 
provincial bcnchmmks. The pojeet mmctcd tbis oveRigfit by imphmthg 1& 
Matching Grant Rogram (MGP) m 1999. llmugh the MGP, tecbnid rsristma md 
6nancial gxants wae made available directly to thc LGUs rspomiblc for implcmcahg 
public health p r o m ,  i.e. thc muuicipal and city govcmmem, which had nat yet 
participated m tbe LPP. 

S C R i C t d e l k e r y a p s n i o n ~ g u b t o m ~ a d c i t k  TbcDOH- 
Centers for H a W  Devclopmcnt (CIIDs) in- eligible municipalities md cities 00 
mUinthcMGP.PrioPity~givenmmrmi~csmdcitiesthrtfcll3hmaf~ 
national mrgcfs fia FIC, vitamin A ~ a n ~ o n  wvmgq IT!+ unmrsc, md 
modPncontraccptionprvaleactntc.TheLGUsttgtemmrdchtht~addevclq,a 
h i l e  wak plan relevant to thc imjmvemcnt of FP and child swivll aervias in their 
distrcssedc~mmullitiescanrvpilofthefilugrmtcrmolmrThe~25%loal 
colmtnpartrnaybeusedtomcctnatioorlqrnlitystaddsfm~~lit ies .ndlor 
clp0U indigent families in tbe naXional htelL prognm. 

Tht application proetrri for thc MGP begins whm thc LGU submits a ldta of inlaert 0O 
t k C H D . T h e C H D t h m a s i c n t , t b e L G U o a t b c M G P a d s i g a P a ~ o f  
Agramcnt(MOA)withtheL.GU. TbcCHDthmre~4O%oftkgrmtAtthispOinr, 
thc LGU avlils of tbe first of twlo p h m  of tk MGP Technical Assistmce 
(MGP-TAP) OM through tbt CHD tce$lial ' ' 

W8SQ (formaty w 
Technical Anistma Team a RTAT). The MGP-TAP includes of berW temu 
to set up a Community-Based Moni- rad lnforaulion System (CBMIS) d cadut  
heaWfac i l i t y se l f~~ .TbcCBMISi saoo~ l lgcd to idea t i fy thcFemdeh i ld  
survival needs of w m a  aud children in difkmnt bamqays. A hecrltfr bcility self- 
~ c n t e n t s i l s t b e a s e o f a ~ s i m i l a r t o t b e q a a l i t y ~ l i s t b r k a h b  
facilitiesoftheDOH-Ccntral~alaedbybaWpaolmeltoideatify.rasfor 
improvemat 



Phase I1 of the MGP-TAP oenas 8 weeks after Phase I where the LGU proceeds to 
develop a work plan for service delivery. The Phase I1 workshop is designed to help the 
LGU process and analyze the data gathered, idenfify and prioritize the communities' 
h d t h  problems, prepare a spot map, develop a work plan for service delivery, and 
finalize the budget for its implementation. The unmet needs identified by the CBMIS 
provide the basis for specifying FP and child survival program activities and 
interventions. Actions toward health facility improvement, including upgrade of 
equipment, medicines, and medical supplies (i.e., vaccines, conttsceptives, etc.), 
especially those relevant to FP and child survival services, are also incorporated in the 
work plan. The work plan is submitted to the CHD for review and approval of the RTAT. 
Through this plan, the CHD, including provincial staff and DOH representatives, are able 
to monitor the LGU's MGP interventions as well as the allocation and use of funds. 

Upon approval of the work plan submitted by the LGU, the CHD releases the second 
tranche, which is 60% of the total grant amount. The LGU then implements the work 
plan. The CHD and concerned province monitor MGP implementation in the locality and 
provide technical assistance as needed. 

The LGU reapplies for the MGP grant after successfully implementing their work plan by 
the end of one year, subject to availability of MGP funds (as well as of LGU counterpart) 
and the LGU's need for further improvement in its health care service delivery. 

Improvement of quality of benW services through Sentrong Sigh. Service delivery 
expansion was pursued alongside efforts to improve the quality of health services through 
the Sentrong Sigla. MGP-participating LGUs were required to use their counterpart to 
upgrade their health facilities to meet the prescribed standards. The Sentrong Sigla is an 
initiative that institutionalizes quality assurance by fostering a more effective 
collaboration between the DOH and the LGUs in providing the public with quality health 
services via burungay health stations (BHSs), rural health mits (RHUs)/city health 
offices (CHOs), and public hospitals. it works by using recognition as prime motivation 
for LGUs to comply with and even exceed the quality standards. Sentrong Sigla has four 
pillars, namely, quality assurance, grants and technical assistance, awards, and health 
promotion. 

As defined by the DOH, quality assurance is a "set of activities that are carried out to set 
standards and to monitor and improve performance so that care provided is as effective 
and as safe as possible. It includes activities that periodically or continuously review the 
conditions under which care is provided, that monitor the care itself, that track the 
outcomes of care using quality assurance." When deficiencies have been identified and 
corrected, resulting improvements in health and well-being arise. 

Phase I: Sentrong Sigla started in 1998 as the Quality Assurance Program (QAP), which 
aimed to institutionalize a system for regularly updating, disseminating, and promoting 
program standards, set up a nationwide system for cerrification/recognition of health 
facilities, compliance by 80% of RHUs and health centers with the minimum standards 
for readiness to provide services, and implementation of programs to train and support 



m U n i ~ C i t y h e a W E a c i l i f i e s i n 8 0 H o f U j U s . Q A P ~ m c h o r e d 0 n ~ ~ :  
~ d o d R m @ d i o n  Prognm (CRP) and Contimmus Quality Impwlement 
(CQIyrotal Quality Mmgcmmt CRP is a sclxoe that fiDcrrra on heaW k i W d  
compliance with stsndards. HcaW facilitia arc assesad based on cstabiidd sladmds 
or criteria before they can be considered povidas of quality heahh savicc. CQI femnrd 
a pmces4etited management system that e m p k i d  the e;lp.bilities of fsdlities an 
building basic quality conceptq principles, m ~ l o g i c s ,  md tods to ddrrs scrvicc 
&livery challenges. 

In 1999, QAP grew into the snirong Sig& Movement (SSM). It was managed by tk 
Steering Committee at the nationai level and suba forspnd.rdsand 
Procedms, Technical Assistance and Monitoring; and Adwcscy Awards At thc CZD3s. 
S s M w a s o v ~ b y e s s e s s m c n t t e a m s o r t e c h n i e a l ~ ~ . S s M  . . .  
tbe CRP aud CQI mmgia in addition to strengthening DOH-LOU pmmsbip, with tbt 
DOHaspmvidcrof technical and 6mdd Sssistanrdthe UiUs as dirrdpgmn 
implementas and dewiopas of the health sptem. 

PhaPcLI: In2002,tbcCQIghategywasfmtbgenbencedttaougbthe~i~HoW 
(QIH)propm. This led tothe involvement ofthc c n h  heal& sec tad  the - of 
e x i s t i n g ~ c n t s s u u h a s ~ l i c m p i n 8 m d ~ o n a n d r e i m ~  
h a  of the Philippine HeaW Insunurcc C q x d o n  (PHIC), to impvc qoality. 
Sentrong Sigh d c a t i o n  became m impottaut pert of thc QIH hgmm sumegy. 

sermmgsgia CatifieaSioa is twmcd mtbt f o l l o w i n g ~ l c s :  1) focms an prMic 
haw agmns prom to be most cost-bcncficial to tbc people; 2) KIICS aod 
rcsponSibilities. inchding - ions ,  must pfmotc qpqxktc oolmtaprt d 
rccipcity; 3) pmvision of tcchnicd asskbmx is puposivc-, and 4) mxguiticm far 
a c h i c v i n g g u s l i t y i s t b c r m r i n ~ v c i n S c ~ S i &  ~ o n , n ~ t a s h ~  
'Lbt lead providm of tcchuical rssistam for 9tlf-ascsment me dat DOH 
rcprcscnmtives. Technical asserrsmw however, is sqmratc h m  h e  bmal awcsmca 
aud~crtiontoensurrt&tthe~catiampocessnauinsob.j&. 

bnmmg Sigla d c a t i o n  invokes three levels. Level 1 a Basic Senhung Sgzb 
~ m ~ i m r o h r a i n p q ~ a n d w t p r t ~ f i x ~ p l b l i c  
hcaWsavi~forfolnuregognrms(childheclw,mrrtglnlhalthandfimily~ 
p r e v d c m a n d ~ l o f i n f c c t i i w s d i s t c l s c s , e s p e c i a l l y ~ ~ a o d ~ ~ o f  
healthy Wkslyle), facility sydcms, reealday fmnxiom. and basic cMtive savics 
Rccogniton takes the form of a Smhmg Sigh seal, individual mopition, md awlchg 
grents. 

k c 1  2 or Spai.lty Award Crtegory is quality s t a d d s  for selected plblic batth 
prognnasinadditiontoLml 1 corr~andfrrcilitysydrms.E.lramplesofthis 
includctheDireetty~T~otShntCoMe(D0TS)amerlwndandSoekl 
Hygime clinic award Such awards me acknowledged with a spial ty banner, idbiW 
recognition, and matching grants. 



Level 3 is the Award for Excellence and represents the highest level of quality standards 
for maintaining Level 2 standads for the four core public health programs and Level 2 
facility system for at least three consecutive years. A trophy, individual recognition, 
matching grant, and other incentives are given as recognition. 

In support of the Sentrong Sigla Certification Program, PMTAT was actively involved in 
the development, pilot testing, and adoption of quality standards and tools for the 
Program, development of training modules, and actual training of technical 
assistance/assessment teams in all DOH regional offices nationwide. 

III. TBe Program Management Technical Advisors Team 

A. Spcci6c Objectives and Sfope of Work 

PMTAT was created with two main thrusts, 1) at the national level, to assist the DOH to 
implement core activities inherent to the IFPMHP, and 2) at the local level to provide 
technical and financial assistance to the LGUs in the management and implementation of 
FPlMCH programs in accordance with DOH standards. The twin thrusts were meant 
essentially to enable both the DOH and the LGUs to mobilize available resources and 
maximize the authorities vested in them by the Local Government Code of 1991. These 
thrusts were carried out through the National Services Component, the LPP, and the 
MGP. 

The membm of Ph4TAT were thw selected to constitute a goal-driven technical team 
with the capability to assist the DOH and the LGUs in the delivery of specific program 
outputs. With regard to the DOH, the envisioned outputs were the following: 

1. A system to define and operationalize an efficiently-managed FPIMCH program at 
the national level; 

2. A system to develop and implement special program strategies for FP/MCH in urban 
centers; 

3. A system to manage the LPP that provides technical and financial assistance to LGUs 
in the management of the F P M H  programs at their level; 

4. A system to strengthen the provision of FPNCH training to service providers; 
5. A system for providing information to program managers to promote the efficiency of 

FF'/MCH service delivery; and 
6. A system for monitoring and documenting program benchmark achievement under 

the SO3 for the purpose of performance-based tranche disbursements. 

As far as the LGUs were concerned, PMTAT was to oversee the delivery of the following 
outputs: 

1. A system for developing, implementing, and managing FPMCH prognuns in 
conformance with DOH standards, and 



2. A system to ensure the cootirm#l implcmabth of lipproprige FPMCH pgmms, 
enabling the d o n  of suminable and repticable foal fmancial 1mamgatcnt ad 
revenue mobilization systuus. 

T~etotbcspiritaadintmtoftheprosrem&~,thcmembasofthtabnicrlrmm 
wac primed and oriented not merely to ruder technical assimmx. They war requid 
mhavetbcprocticataodadvisory~estaassisttheDOHandLGUs~f;rpnci.l 
and human reswnr mauagcment expatisc, rdilizing maximum pticipatwy qpoach 
from pars, pdcipank, and key players at thc national d local levels. Tfnrs, ttnougb 
the of the team, MSH mated a wide circle of program partidpnts, wbich 
included the LGUs, local fimding domrs, USAID aqcmtkg qcncks (Ch) ezqp@ in 
parallel FPlMCH programs, and atha iastmdions to achim muttlal objectives. 

T o c l l n y o u t t h e s e ~ ~ a n d f s c i l i t a t c t h ~ p ~ o f p o g n m g w l s d t h e  
establishment of d e w  systems and pmcedures, a dynamic - 'd strwiue ad 

PMTATs final ' o n e a m e i n r e s p o n s c t o t h c ~ o f t h e ~ o f U u  
M G P a i o s ~ ~ o w ~ v e ~ ~ ~ ; d e v e l o p t b c ~ o f U u  
ccntnldlegionalllllthoritiab1omceout~analfrmdsforUiUsandiaerrtg~ 
s i z e o f t h e g n m t s ; t o ~ a r p a n d t h e + e s o f t b c C H D s t o ~ t b c ~  
S i g l d e d  beaW caters and RHUs; a d  enable the gnmt to savc r~ a taqmmy 
bridgingmechanismdthcnewsPsistaocepogrrm isfidlyinplsa(Figurc 1). 

1. C a ' ofa 

MSH identified aadcd MSH i M e d  aadcd positiom for sta&tg to imp- UE 
tscbnicalfom~oftheprcjcet PositiwarcnopcnedforRegioollTeetr6al 
Advhm (RTA), who were givea g c o p p h i d  areas of assigmwm allocated into ibt 16 
ngions,andfortheNetional ScrviccsCo~t,smffwaehidtofi l lnpposit ionrfor 
the Urbm Advism, Monitoxiug, S u d d i h y ,  d LGU Advisors. An expakte Deputy 
Chief of Party was later hind to ovasec tbc quality of teamical sctivities. 

T h c p l r n t i l l a ~ o 1 1 f o r F i ~ ~ ~ ~ w r s a e r t e d a n d ~ c d n p i n N y  
1997, following the trausfm of the Amnrmstra . . tive Advisor to tbe Technical Unit to Head 
the National Savices Component Comprising the Ad 

. . 
'vc Saf f ,  witb the 



Financeloperations Officer at the helm, are an Accountant, two (2) Project Assistants, 2 
drivers, and a utility w m n .  Collectively, the administrative team provided logistical, 
secretarial, and administrative support to the technical activities of thebroject. 

Figure 1 

3. Provision of core attd umulltinn staff in the conduct of workshoos. conferences. and 
other m tin s in a s  

The project bad a core team composed of an RTA, the co- technical staff from 
the WH's Project Management Office (PMO), a representative from the relevant 
technical office at the Centrai DOH office, relevant staff from the regional DOH offices, 
and a PMTAT project assistant. The core groups coordinated and conducted workshops, 
conferences, and other meetings in their respective areas of coverage. 

4. Fieldim of coordkhrs to work with other USAID contractors and grantees as well 
as with GOMGOs and LGUs in the fulfillment of SO3 activities 

In late 1999, at the start of the MGP, three (3) field-based coordinators were hired to 
provide more focused technical assistance to the LGUs. 



5. PIocurwna~t of vehicles. aruiument and other ~nrmodxt~cs aded  m contna . . 
maDapement 

M S H , t h r o u g h D e v e l o p m c n t ~ a a e o f i a ~ p r o c l r s d o f F i c t  
cquipracnt for staff use and two vehicles to make the team m a  mobile and facibte 
their t - 1  to the LGU sib. 

ntedsassessmenteauunndm . . ' n r r s a n d o a n t e p i c s . ~ ~ k m  . . fa6PhtCHandfar 
the conduct of actual mblic sector FPMCH traininn for DOH and the LGUs 

MSH bad a majcn subcontmctor, the Developmait Associates, who fidded a Tnining 
Advisor in Manila that handled the Training Component of the project. A Iocd 
damacm, Eeooomic Dcvciapmem Foundatim (EDF), hmAlrrl tht EOgiSOiCIf 
~ e n t s o f t b e t r a i n i o g c o m ~  T b e t w o m a j c g s u b c o n t n d o n r ~ t h t  
Basic FP course using the classroom model. Tht Self-lushudonal Mcfld SIM) htu 
replaced this model.-'~be SIM trainiogs were lats ~ e d  i n - b  whCn i i i  two 
subcont rsc ts~  terminated due to poor perfonnaace. 

C. Work Mdi~oda 

Cr&h  of Tams. To provide the widest reach for tk limited mnnbcr of PMTAT 
technical staft. technical teams wae enatcd within PMTAT, eompleumted by a 
C O ~  stafi from thc DOH'S PMO, Fa& P h m h g  Savicc, and r e g i d  DOH 
offices, such tht each ttam h d  a specific am(s) to m a w .  

hUw--b M- u d  Propar Rape* To monitor the smem of 
implementation oft& technical activities, cIuarterfy and lmrmal mcaiugs m beid 4 
thtse wae participated in by PMTAT, DOH, CHDs, a d  USAID. These meetings renal 
as vehicles to evaluate p d k m m c q  and mcuRPe thc schi~ment of Pajcct 
bcm:bnumks, which was the basis for the relesw of fimd t m d ~ ~ .  

Wceklq .I-. WilhbP~AT,wedrly  dfm&tinss, cbrind by the CkiefofPmy, 
w a c h e 1 d t o ~ t h e d a r m o f ~ p r e v i o ~ ~ ~ ' s l r t i v i t i ~ r r s o h r r ~ ~ p l m  
far tbe followiog waL. 

Smbwmtradhg. Two maju s u w  the Dmlopmeat Associms .Id tht 
Economic Developmat Folmdation provided srsisEana m tht collduct of tht basic 
cominFP. Togabg,thctwosabcontnrctors~rmdmslPcdt&quJityoftbc 
FPtroiaiagsattmdcdbythcMdeipalHeelthmas(MHOs~phyddmqaurs,.nd 
midwives h m  perticipating LGUs Anatba damlm%x, PaMmkr. & by loal 
consuhants, -- cng&d b;y the project to develop and initially implanaU the S M  a 
suaaimble FP training model found to be c o s t 2 ~ c  a d  replieable in 0th LGUs. 



Other subcontracts were issued to conduct specific studies on FP. The National Institutes 
of Health (NM) of the University of the Philippines-Manila was subcontracted in early 
2003 to conduct a study on the ability of barangay health workers to dispense 
contraceptive pills initially. Save the Children, meanwhile, was engaged in May 2003 to 
test the feasibility of conducting FP counseling among peer groups. 

Short-Term Technical A s s ~ c e  (SlTA). In addition to the technical expertise 
provided by the technical staff of the MSH home office in Boston, the project made use 
of the expertise of local consultants. Local consultants were engaged to assist the project 
in t h e  major areas, namely, health sector reform, LPPIMGP, and Sentrong Sigla. 
Below is a list of local consultants grouped by category. 

Health Seetor reform: 

Eduardo Banzon: together with Orville Solon, assisted PlvITAT in analyzing and 
making recommendations on health policy issues related to the 
health sector reform agenda of the DOH. 

Roberto Bartolome: conducted a financial assessment of hospitafs in preparation for their 
corpodzation. 

MaricarBautista: together with Dr. Benito Reverente, provided general advice on 
health insurance expansion, management, and reform to DOH and 
PMC officials as requested; assisted PMTAT in defining its 
technical assistance (TA) agenda and strengthening its capabilities in 
the areas of health insurance; and assisted PMTAT in planning and 
conducting its TA work in the four target provinces, starting with 
Capiz, particularly in expanding FP services through health 
insurance schemes. 

Rosendo Capul: assisted the office of Dr. Mario Vdlave.de and other concerned 
offices of the DOH to come up with detailed work plans to carry out 
the health sector reform agenda, and assisted the DOH in organizing 
workshops and other venues to present and discuss health sector 
reform plans and activities. 

JohnMerenna: conducted an assessment of the information technology 
requirements as well as an assessment of the organkationaf structure 
of the PHIC. 

BenitoReverente: provided general advice on health insurance expansion, 
management, and reform to DOH and PHIC officials as requested; 
assisted PMTAT in defining its TA agenda and strengthening its 
capabilities in the areas of health insurance; and assisted PhfTAT in 
planning and conducting its TA work in the four target provinces, 



Mario Taguiwalo: 

Melchor Lucas: 

JuauNidhgas: 

G e o r g e ~ .  

Orville Solon: 

rrviewecl, lrpdated and prepared a clraA of tbe US- .. . . 
SO3 Strategic Flamework for 2002-2004. 

~ a n r c r r a a a m t . d ~ a c t i ~ ~ ~ ~ f o r h n p w i n g t h e  
o p a a t i o n o f ~ m d s c l e d e d d i s t r i a b o s p i t . l s i n t h c ~  
pilot sites namely. Plmgapiaan, Bulddwa, and capk 

essisted PMTAT in adyzing and making 'tiaolr ~ l r  

heaWpolicyisJus~latedtObtcheaWseaotrrfcrm~0fihe 
DOH. 

asistedtheLPPHealthRefomtaunineoorQnttmg . . 
thc progrcs of 

the expansion of the Indigent Pmgram of thc Nationrl Health 
~Pmgrummthepmvisrtaof-endhqphu 

~ t h c U ~ m ~ a m i  .. . gwitb 
pri\ate and govamnent o f f i d ~ a  md tk b k s s  sector fa 
theSudmu)oPamsaMasrz spccificrllyforplicyandkgisloim. 
soda1 rnobiblion raivities, d motdidon of sustw)9 f h h  
for relevant mivities. 

sssistcd PMTAT m stm@aiq the Smtrong Si& Prosrrm, 
pticuliuly in field tedng the Smmtng 9& s t a d d s  in thc W H  
r c g i d o f 5 c e s , a n d m ~ m t i n g t b e a a i n i n g o f t k C H D ~  
Sig& ssaslmcnt teams. 

assisted P U T  m designing a d  implanmting a raia of 
Si& Trniniog on Certification, Oricrdatb Plorprm for the 
Wmicsl tarms, aod Assemors' Training Program fix b aps*rsma 

tcamsin 16regions. 



Divina Capuchino, handled the facilitation of the five (5) Sentrong Sigla Technical 
Priscilla Cuevas, Assistance teams' workshops, and six (6) Assessors' workshops. 
Melanie Santillan, 
Francisca Cuevas: 

Ismael Naypa: assisted PMTAT in training local health physicians to perform no- 
scalpel vasectomies in MGP areas not covered by EngenderHealth. 

Gerardito Cnu, assisted PMTAT in revising the training materials for Barangq~ 
Noel Raymundo, Health Vdunfeers for Home Delivery ofFamily Planning, including 
Alejandro San pre-testing and training of selected regional, provincial, and LGU 
Pedro: trainers. 

H i i g  of Regional Field Coordinators. To respond to the needs of the MGP, i.e., 
provision of technical assistance to the municipalities, Field Coordinators (FCs) were 
hired. Initially, four FCs were hired, but was augmented later by seven more. Four (4) of 
the FCs were required to be based in the low CPR regions namely, Regions V, VIII, 
ARMM, and CAR. 

Similarly, three FCs were hind, and one RTA was re-assigned as an FC to implement the 
Senhong Sigla activities in the MGP areas. The Senh*ong Sigla activities were initially 
foeused on the development of standards for assessing and accrediting health facilities in 
the MGP LGUs. The Sentrong Sigla FCs performed the dual functions of providing 
technical assistance to the DOH in standards development, and in testing and rolling out 
the standardi in the LGUs. 

Collaberation with &er CAaiDwors. The project worked with other USAID 
Cooperating Agencies and linked with other projects assisted by UNICEF, ADB, GTZ, 
and the World Bank. 

PMTAT specilically shared responsibilities with UNFPA and Johns Hopkins University 
in the launching and development of training materials for the Sentrong Sigla activities. 
Two se.parate video presentations were developed launching and advocating for the 
Sentrong Sigla. 

Training materials on the competency-based FP training developed by the GTZ was used 
by PMTAT in conducting its own CBT in the MGP LGUs. 

PMTAT coordinated with other USAID CAs in the conduct of the first Governors' 
Workshop in February 1999 and the second convention attended by Local Chief 
Executives and health officers of LGUs in 2001. PMTAT organized and conducted 
project implementation reviews with the CAs, who participated with presentations of 
their own project activities. The reviews served as vehicles for technical discussions and 
sharing of best practices among their project sites. 



IV. A- Undcrtakcll to Achieve Contract Objectives 

PMTAT implemented several types of &mid assistanx M e s  tDaPds 
achievemmt of con- objectives. Thes iacMed.. 

Project staE cmWed cm a saies of orientation activities ha DOH mmtapam Q tk 
n a t k l  and regional levels, other plutnaolfimding and CA. a d  t q c t  LOUS; p v i m m ,  
municiualitics. and cities. Some orientation activities were ummctud w k a s  o h  
w c r c m ~ r r f o r m a l a n d s t r u c t u n d , ~ ~ t h o s t e o n d u d e d f o r l o c a l ~ ~ ~  
andLGUhtaWmaaagers.Mamialswacdmlopeddcpcadingonthe~~gd~ 
and the level of d e M  tbst thd to to imparted by the project staff during thc 
orientation. 

Advismy,manegemmt andteclmical amm&eeswse ~ ~ D O H ~  
l i k e D e p e a m c n t O r d e r s , A ~ O r d e r J , a u d R c g i O n a t ( k d e r s . ~ ~ a  
teams cithu pafonned oversight hctions, techaid hndaas, pdabdy, 
b e l o p m d w a k , o r m s n a g c d ~ p r o j e c t F m m t k t i m t o f t h c L P P q t o t h c  
implemmtation of the MGP, tberr were a d v i m y l ~  commitl#s, with DOH, 
USAID, other CAs, and PMTAT as membas. National and rrgioaal technical sss&acc 
teams were orgsnized to pmvidc asJistance directly to LGUs. PMTAT provi&d suppon 
tothtsetecrms. 

Tcclmical wmmitkq with R g i d  imd LGU rbo\lablmrthhb& 
0~ - project component (-= a lot of*- 
workhadtobcdcmetomeetcontractobjectiveglhtsecammincesmrt~& 
the cpasns& of PhiTAT. 

The holding of workshops was adopted as a major project slmtegy. This was m of thc 
most impoxtant and c&ctive means of gat- ideas and getting fiwdbrk d fu 
beloping took, iustrumcnts, and ~~ doing action or work a d  
reviewing past & i .  S k  tk project &artad in 1995, a la of wo&shp wsc 
b c l d f o r d i & r e n t ~ .  Thisansthekey m e t b o d i n d c v e l g ~ ~ f o r t h c Q A  
componmtandindoingamnmlphmiugandprognmrrevicm. 

~ ~ p w c d ~ v c i I l g . f h a i n e c a m m m t s m d ~ ~  
from -ves at di&rmt levels of project implcmmcatian, cg. LGU, regional, 
d national levels. The condative workshops at times w e d  as substitute for ficld- 
testing of tools h u g h  regional and LGU visits. 



D. Training 

PMTAT was i n s h u m 4  in the development of project training designs, modules, and 
manuals and in the irnplementationiadoption of the same. The most noteworthy technical 
training programs developed under the project include the Competency-Based Training 
on Family Planning, Training on CBMIS for health staff and volunteer health workers, 
Training for Senhong Sigla Technical Assistance Teams and Assessors Teams, and the 
No-Scalpel Vasectomy Training (in collaboration with EngenderHealth). During the early 
years, project funds (coursed through the DOH) supported technical program trainings for 
LGU health workers in the areas of FP, immunization, CARI, and CDD. 

1. Data Utilization Training Course for LGUs 
2. Competency-Based Family Planning Tmining (Levels 1 and 2) 
3. Community-Based Disease Surveillance Training 
4. MGP Technical Assistance Package (MGP-TAP) Training (Phases 1 and 2) 
5. CBMIS Training (for non-MGP sites) 
6. Standard Days Method (SDM) Training 
7. BHW Refresher Training on Family Planning 
8. No-Scalpel Vasectomy Training in A Rwd Health Setting (in collaboration with 

DOH and EngenderHealth) 

Qvality Assurance (Sentrong Sigh) 

1. Technical Assistauce Team Training (with TOT course) 
2. Assessment Team Training 
3. Understanding Quality Assurance Concepts 

E. Development of Progrnm Strategies and Framework, Tools, Manuals, and Other 
Instruments 

The most cruciel pat of the technical assistance to DOH and LGUs was in the area of 
program ~ g i e ~ o r k  and tools development. PMTAT assisted the DOH in 
coming up with an FP, MCH, and Nutrition MIS Strategy (including the LGU Multi- 
Indicator Cluster Survey Model), an FP Training Strategy, and an Urban Strategy during 
the early years of the project. The Reproductive HealtMamily Planning Clinical 
Standards Manual was updated for the DOH. Under the QA component, a Sentrong Sigla 
Strategic Framework and 4-Year Plan was likewise developed. Project tools such as 
stan* lists and manuals, technical notes and briefs, planning guides, and templates, 
e.g. MOA for LGUs, were also developed. 



T h r o u g h t h e ~ o n o f ~ d w o d d n g g r o u p s , & l d ~ b o l ~ o f i a a s g r w p  
discussions, and COI&MA of eollsultativc mccrings, workshops, aad arrirt rhops, the 
project was able to develop a mmba of tools and Mnunents. 

1. F P ~ M c M t i o n  MIS SOategy 
2. urbmstredegy 
3. FPTraining Strategy 
4. FPClinical SeendardsMsrmal 
5. Guide to Planuing Govamnmt Health Swiees: Thc Mo~ching G r m  Progmn k the 

Philippines 
6. NSV: An Illustrat#l Guide fa Surgeons 
7. NSV Curficuium: A Training COUISC for Vasedomy Prwidaz md Asgisrmts 

Pmticipant's Handbook 
8. Upd& from the Field: Best Mas Series 
9. Updatts from the Field: Tcehnical Notes Saies 

1. 1 9w Quality Impmvemmt Strategic Plan 
2. 2000 Senirong Sigh Stmkgic Framcwark and Plut for 20-2004 
3. LevellQualityStandanlsListforBmmrgqyHcalthStatiolrs 
4. Level 1 Quality Standards List for Runl Health Units 
5. Level 1 Qoality Standards List for Hospiclrls 
6. Level1 H ~ t t i t i ~ ~ i m y  Assessment ~odule for Bamngay Health Stations 
7. Level 1 H a W  Fecilit~ Assessnust Module for R d  HcaW Units 
8. Level 1 H C ~ W  F&& Assesmust h4duk fa Hospiuls 
9. Level 1 Facility Self-A&?cssment Cbecblist hn R I A  Health Unirs 
10. Level 1 Fscility Self-Assessment Chcddist for Bunmgoy Health St.tiam 
l l . M I P S a i ~ ~ : U n d a s C a n d i n g Q u a l i t y A s s ~ n s l a e e C ~ Q f o r ~ F . c i l i t i g  

Defining~,QualityAssumcc,andQualityImpovema@U ' *ag 
QA Tshniques; 01-a Qurlity Circles 

r Undastanding tbe 5 "S" -, Appfyiog '5" S in the WcukpLa 
12. h4TP Module for Hospitak 

Module1:HowtoImp1ove&~eatof~andMtdicr lSuppl icsm 
Hospitals 
M o d u l e 2 : H o w t o I m ~ H ~ ~ Q d I m r g c o f ~ H o s p h l  
Module 3: How to Jmpmn mt Quality of Hospital Savias 

r Module 4: How Much Drags aod Medical Supplies tbe Hospital Needs 
Module 5: Wberr is the Hospital Going 



Phase 2 Imolementation (2001 -2003) 

1. Level 1 Quality Standards List for R d  Health Units (includes Level 1 Supervisory 
Package for Rural Health Units) 

2. Level 1 Technical Package for Rural Health Units 
3. Level 1 Sentrong Sigla Facility Certification Form (FCF) for Rural Health Units 
4. Level 1 Facility (RHU) Self-Assessment Checklist (FSAC) 
5. Level 2 Draft Standards for Rural Health Units (Version 2) 
6. Framework for Developing Standards for Sentrong Sigla (working document for 

standards development) 

F. Stady Tours 

Study tours, both local and international, were made available to or arranged for LGUs 
and DOH staff for them to learn fbm other LGUs (as part of the LGU to LGU technical 
exchange), institutions, and other governments. One international study tour to Malaysia 
and Egypt was arranged for a team composed of DOH national and regional 
representatives. This was instrumental in the development of the DOH's Sentrong Sigla 
Certification Program. 

PMTAT funded the LGUs' and DOH's attendance in technical conferences both here and 
abroad. Apart h m  learning from these technical conferences, selected DOH and LGU 
representatives were able to share their project experiences in international fora like the 
Global Health Council and American Public Health Association Conferences held 
annually. 

As part of the project's technical exchange component, a series of co-ces, e.g. the 
LPP Summit, MGP Technical Conference, and MGP regional conferences, were held to 
provide technical updates to LGUs and allow them to share their best practices with their 
counterpar&. PMAT also co-sponsored several national and regional conferences 
organized by the DOH. 

V. Key Results 

This section is divided into two parts. The first part gives a nmdown of PMTAT's major 
deliverables under the project, which are further broken down into two phases, namely, 
1995-2000 (original project duration) and 2000-2003 (extension period). The second part 
enumerates Ph4'IAT's other outputs beyond the stated deliverables. 

A. Achievement of Deliverablcs 

Phase I 11 995-2000) 

1. Svstem for strengthening the umvision of FPhICH to service ~roviders 



A new C O ~ ~ ~ S P I V -  u d v e  HealMamiIy Planning CRH/'FP\ mninc  
pmLmm was developed, pilot tested and adopted. In 1999, a total af 1W minm and 
precepxors h r n  72 LGUs and f6 DOH regional offices urn trained on the new m n m g  
cuPric&m. The concerned LGUs m4d regions we= also provided uith basic nainlng 
equipmenr such pelvic and breast models and inmutering device ('Il,Xl'! kits. 'To &re. 
id1 prtwhces and mgim cities already possess &e capabilities to vain their o w  m i c e  
pmviders ignd are conducxing &eir 06% 8 s ~ g  courses. 

This was an important rnifest~ne for h e  project and &;ae DOH since his was the first 
to be d m n d i x d  to the LGUs. MQE hm*. the m u  miimng 

%e frapmxed fP coumm ad adopted a comprmc:- 
based atpproach &at fmwd on develophg fits=nM e E ~ d  skiils among health care 
providers, 

s @7.8?6 higher than benchmark, uwr 
conducted with 6,769 The courses conducted m v d  such 
areas es DWA, Basic Camp&mivc, Basic FP, i.~teqxmmal Communication Skills 
(TCS). P R C ~ ~ O W  c o r n ,  NB@& FP, IT ~ l k i c  s sion, S1.MSrCB'T Lmt3 1, mil 
Training of Train= for the New T&ning Smtw. 

Pohk 3 
EDF Str&CO?iTRACT 

&t6kf 1, %m - r %3 3m 

PMTAT developed a~ MS that iacludes tbe following: 



* Introduction of a commmi~-based monitoring and infonaaation system, ~ K i c h  
involves the masterlisting of dl married ~vomehg o!' reproductive ages and children 
belc~w five years in the kmngap. This trjol was effectively used in MCP areas so 
identie priority clients for follow-up and service delivery. 

* @onduct of national surveys to provide data md information on program coverage. 
PbfTAT worked with the DOH md the National Statistics Office in ahe devei~pment 
of the questionntre for the m u a l  MC1-f rider skante!;. 

f MTAT also produced 2umw1 FP/hfCHMutrikion Status Repofis for the period f 995- 
1997. A signi5'ncmt featme of h e  prod~~t ion  of the 9997 regofl was the a~sive 
involvement of the DOH in the collection of data md vxiting of the reports under the 
ouidtmce of the M S  Technical Working Group, which was a step towards t: 

institutionalizing the initbtive. 

* In dose coordEn8tion ~vi$Jm tlxe Health htel%igence Service of the DOH, PhITAT 
developed and pilot tested the mining manuals fbr the Data I.Jsitimtisn Training 
Course, which was designed to e-~e the capability of health managers iaz using 
health data md infamation fbr decision-making at the local level. 

3. System for develang md hpjemen~ngaecial  p r o n m  s&ate&~ for FP&fC1I in 
u&m areas 

PMTAT undertc>ok f%e development of an ubm strategy to improve access to FPIMigCW 
services. Entitled dla Qrbm Strategy for the Pdailippines: Achieving Eqz~itrrbIe, High- 
Qualig, and S~st~a'nable Family Pianndng, hfC& and .V?drririon sew ice,^ ,for the E1;1tit.e 
Grbm Pqzsfation, the docrmment a) establishes the need for EE special Philippine wban 
strategy, b) spells out the roles of the DOB, the wbm LGUs. and the urban private secto~ 
in improving the health stam of urban d~~el1ms. md e) identifies the main strategies and 
suggests ways to implement these to achieve cost-effective and sustainable services for 
all. Following are the major elements ofthe usbm stratem: 

Fscw puhlic sector provision af sewices on the urban p o r ;  

* Facilitate the expansion of private sector services, both for p106f and not-for-profit, 
f i r  those who c m  ~fford 00 pay; 

Develop md implement m eEectivc and smkainable program for meeting the 
reproductive health r~eeds of urban indolescents md young add&; stnd 

* Strengthen the capability of I K ~ ~ I  1,fl'Us eo develop manage sustainable, ffigla- 
quality ET. MCH, and nutrixion programs while enhancing the role of the DOH in 
supporting wbax I.,GUs, 

4. System for u&rina 2mb disseminating service standards annd mechanisms for their 
couxgXimcc at the health Fc3cilitv level to ensure high a m l i ~  sen~ices 



P M T A T ~ d e d ~ c a l a s s i c t m c e i n ~ t h e F P c ~  st.ndnd9.An- 
f e a t u r e o f t h c l l p d e t e d v a s i m i s t h e i n c l ~ o f n c w s e c t i o n s o n ~ ~  
standardsandproecdurrs.Abo1rt2,000copiesofthcncwClinicalStrmdanls~for 
Family Pknning a d  Reproductive Health w m  prodwd d d i s t r i i  Omoaaridc to 
aII RHUs and government hospitals. 

PMTAT also assisted thc DOH m the denlopent md implcmcamtb of a qurlity 
impmvcmcnt pogrem, more popularly known as Smtrtmg Sigh. la this rrgnd, a QmMy 
AssunmcePrognrmPlanwasformulstedtoguideprognm!impl~onTbt~ 
has the following elements: 

- - - - 
p- and child health services 

- 

T ~ ~ h n i d e s s i s t a n c e w r r a t s o ~ d e d t o t h e D O H m d r a w i n g n p t b c q u a l i t y ~  
f m R H U s d B H S s f o r ~ l m l o f ~ o a I t ~ ~ t b e k d i n t h e  
development of tools, systms, pmcdms, and materials, e.g. asesmea tods 6oc pebtic 
health facilitcs and hoppitals, systcrnlprocfirP for assessing md cemfying hrW 
fatimes, and g u i w  for awarding pnfnmmcc gram& It also i k k d  the 
development and pduction of promotional matnials. Smfmjg Sigh s d ,  p h p s ,  rd 
w. 

S t e p s w n c ~ e n t o i d c n t i f y v a r i o u s o p t i o n s f o r ~ ~  ma&ddiqof 
FPIMCH pmgams. Fiekl visa and interview with rclevaut LGU offkids wae 
l x d u c t d t o f l '  how LGUs all- rcsomces for htaW a d  erplae atha 
p o s s i i k s w r c c s o f h r l s f m b e a W . A ~ ~ ~ ~ ~ t o E ~  .howUiUs 
uti l id their Human Ecology Secudy (HES) fur&, a potmtid source of fiub fa 
health. As an offshooZ of &&athe, a joint & o ~ u t i d c m ~  of U- 
w a s s i a a c d b v D O H m d t b e L G U L a r m t s c ~ t b e i t c o ~ a n d ~ ~ i n  
the of FPIMCH saviccs tothe &: Inter-LGU coop&cm wrr also 
p r c r m o t s d a s a m c a u s o f m o ~ ~ o n a l r c u n u c e s f o r ~  

T o g a h c r w i t h t b e D O H r e g i d c o u a t e r p a r t s , a r ~ ~ ~ a n r s ~ t o  
c o n v i n c e L G U s t o i o c r e a s e t h e i r ~ s u p p ~ r t f o r p a M i c h t a W ~ ~  
in 22 provinces doeating incrrased nsmmcs for health. 

At tbt national level, PMTAT worked for tbc ins t iM idm ofthe LPP gaming 
mechanism within the DOH via the Sentrong Sigh Program. PMTAT as&d tht 
program's Grants and Ttchnical Asistmce component in designing the Senlrong Sigh 



Performance Grants Program, which aims to provide financial assistance to provinces, 
cities, and municipalities using GOP funds. The team's inputs were particularly useful in 
the design of the grants application and approval process, formulation of the guidelines 
on the utilization of grants, and development of the grants allocation model. 

6. System for maria* the LPP 

PMTAT played a major role in crafting the management procedures to ensure the 
efficient and effective implementation of the LPP. Its technical assistance to the DOH in 
this particular area included the following: 

Establishment of criteria and standards for selection of LGUs. 

Development of start-up and annual LPP and LGU benchmarks. 

Development of tools and procedures for orientation, planning, and monitoring, 
taking into consideration the need for broader participation of stakeholders at the 
LGU level. Participatory techniques were introduced to promote local ownership of 
national programs. 

Establishment of systems for deselecting LGUs, tracking procurement, monitoring 
disbursements, managing training, and allocating equipment/supplies. 

Formulation of financial guidelines to assist the LGUs in decision-making and 
addressing local issues within the overall context of the project. The guidelines were 
simplitied to minimize auditing and accounting procedures. 

Organhtion of Regional Technical Assistance Teams to mobilize DOH technical 
resources to support the LGUs in LPP implementation. 

Organization and facilitation of orientationlplanning workshops for LGUs. 

Finally, based on the recommendations of PMTAT, the LPP organized the Top 
Performers Program (TPP) and the Matching Grant Program (MGP). A program for high- 
performing LGUs, the TPP was intended to motivate LGUs to accelerate implementation 
of program activities as those LGUs that meet their end-of-Project benchmarks ahead of 
schedule will be entitled to a performance grant equivalent to 75% of their base grants. A 
total of 45 LGUs (out of 99 LPP LGUs) were recognized as top performers and qualified 
for performance grants. The MGP, on the other hand, was launched to assist 
municipalities and cities expand service delivery coverage and improve the quality of 
primary health care given to women and children within a decentralized setting. As of 
September 2000, there were 50 LGUs enrolled in the MGP. 

7. System for monitoring and documentinn the vroeress of benchmark achievement 
under S.O. 3 for pumoses of the performance-based tranche disbursements 



was designed to dctamk the LGUS' paformrmcc pa bench&.  id-year R & h d  
U ~ ~ e M e e t i n a s w e r e c o n d u c t e d t o d c t a m i n c t h e L G U s ' ~ ~  
b e n c ~  achievement as- we^ as to discuss implaaartrtion pro&- and irsas 
These meetings were condwtcd prior to the holding of the mid-year review with USAID. 

1. l m t k  At . .  . . MGP. brinnian a tad Qf 
not l a s  than 300 LGUs d c i m u i n g  in the MGP 

The MGP, as a p n h g  mcchauism and savicc delivery drs~cgy, was dlkctiw in 
assisting LGUs to improve M t h  services by making mom rrsoulccs awdable loally- 
To a large extent it comcted h p i t i e s  in the delivery of lie- services by 
a r e a s s n d ~ ~ w i t h h i g h l l ~ m d n & d s , d f a c i l i t e t e d t h e f l o w o f ~ t o  
the point of service. By the end of !jcptcmber 2002, tbat wat alrrdy 338 LGUs 
participating in the MGP. The tqct for MGP enrolment was exceded dcspioc a 
~ r e d o c h i o n i n t h e M G P b r d g e t o f t h e D O H . T h i s w ~ ~ m d c p o r e ' M c b y  
m o ~ f m d s f m m t h e C H D s a n d ~ t b a t h s d L P P ~ o f a t k r a t P h P 1  
mwm. 

Ihning the final ~ 0 1 1  period (Octdber 20M-fkpaanba m3), pri* m given to 
the mImcnt of LGUs fnm five (5) regions, d y ,  the Cordillar A ' ' ' - " 

Region (- ' . ' atiw Region, Bicol Region, Fkztem V i  Rcgiaa, 
Aumcmous Region of h fwh  Mbdanao (ARh4M), and National capital Region 
( N C R ) - T h e f i r s t f w a r e g i o 1 1 8 ~ e ~ w ~ ~ ~ ~ ~ t e s ~ b d a a r t h e  
n a t i d  figwe (46.5Y.A as revealed by the 1998 Natiarml md Haw 
Survey. Meambile, the NCR, while posesiq a relatively h i g h  CPR, still ins a 
number of womm of ~ v t  a@, who do not me family pbmiug aniceq 
p8ltiCuldy those in deprrssed amas (urban poor ~ ~ e s ) .  Thcse arac 
prioritized to increase theit utilization of famiiy phmiog, p d d d y  modan 
oontraceptinmethods. 

T o m ~ l r e t h c ~ o f f r m d s f o r M G P ~ m t h c s c p m , P M T A T b d p o d  
mobilizcsdditionalnsounesfmmtkCentaforFdyHaWdtkCentafor 
He& D r v c l ~ - S o u t h n  Tagalog, which made available PhP5 M and PhP3 M, 
~ e l y . ' I b e ~ o n a l m o ~ w a s ~ ~ y s h a r r d b y t h e f i v c r r g i o n s .  

As a result of these ethts, an add i i id  132 LGUs wat e m o M  in the MGP, hingisg 
the fulal total to 470 nationwide (Table 2). Out of ihc 470 LGUs, 128 am h tk five 
priority rcgioxis: CAR with 17 LGUs, NCR with 8, Bicol with 40, Eastmu Visayas with 
38, and A R M  with 25. 



Based on the CBMIS reports submitted by 81% of the total participating LGUs, 97% 
reached the target for Vitamin A supplementation among children aged 12-59 months, 
80% for TTZ+ for pregnant women, 63% for fully-immunized children aged 12-23 
months, and 48% for modem CPR. These summary indicators were a result of the 
interplay of various factors obtaining at the LGU level, i.e., availability of supplies and 
how LGUs respond to lack of it, LGU support in terms of counterpart funds, 
ease/complexity of MGP-related financial transactions, easetdifficulty of LGUs in 
adopting new mtegies, etc. 

A major output of the PMTAT during this phase was the development and adoption of an 
MGP-Technical Assistance Package (MGP-TAP) that utilizes a learning-by-doing 
approach in conducting training and planning activities for the LGUs. The technical 
package includes training of health providers in implementing a CBMIS and conducting 
health facility self-assessments. The MGP-TAP training courses were organized and 
conducted by the CHDs, with the PMTAT Field Coordinators serving as technical 
backstops. 

2. At least 80 % of all LGUs ~artici~ating in the MGP have at least one RHU or main 
health center (MHC) certified as Senhone Sinla 

Under the contract, there should be at least 300 LGUs participating in the MGP by the 
end of 2003. Based on this minimum figure, the proportion of MGP-participating LGUs 
that have at least one Sentrong-Sigla certified health facility was computed at 104% (See 
Table 2). 

3. At least half of MGP LGUs with Sentron~ Sida-certified RHU or MHC have at least 
one barangav health station certified as Sentronn Siela 

Only 57 or 18.2% of 313 LGUs with Sentrong S i g l a d f i e d  RHUA4HC achieved 
certification for at least one of their BHSs. It should be noted that assessment activities 
had been carried out on a very limited scale during the last two years pending the 
f b k a t i o n  of the modifications on the Sentrong Sigla fiamework and certification 
standards. 
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4. Promote smtahabilim bv at least 80 MGP LGUs enrolling in the Indi~ent Promam of 
the Philimine Health Insurance Cornration (PhilHealth) 

As of September 2003, there were already 394 MGP-participating LGUs that have 
enrolled their indigents in PhilHealth's Indigent Program (See Table 2). Of these, 379 
were in the "servicing stageee, i.e. had remitted the required premium payments and the 
IDS already issued to the enrollees. In terms of population coverage, this translates to 
about 514,646 indigent families covered by PhilHealth's social health insurance program. 

5. System for LGU technical exchame established 

PMTAT developed the framework for the implementation of the Technical Exchange 
Program as a major strategy for disseminating lessons learned and rolling out best 
practices. The program was designed to accelerate the cross-fertilization of ideas among 
LGUs, promote the replication of best practices, and encourage the sharing of lessons 
learned. The program utilized several venues for technical exchange, which included 
national and sub-national technical conferences, local study tours, technical 
briefdupdates, and web-based information sharing. To help LGU staff to identify, 
document, and present best practices, success stories, and lessons learned, PMTAT 
organized two workshops (1998 and 2000) for representatives from regional offices and 
selected provinces, cities, and municipalities. 

PMTAT documented the MGP-participating LGUs' innovative interventions and had 
these printed for both local and international circulation. A total of 22 issues of Updates 
fiom the Field: Best Practices were published while 9 Technical Notes, which outlined 
ihe different systems, mechanisms, &d processes adopted by LGUs to improve program 
implementation and management, were printed and disseminated. 

PMTAT organized a National LPP Summit and two Top Performers Fora in 1999, an 
MGP National Conference in 2000, a National Consultative Workshop (in coordination 
with other cooperating agencies) in 2001, and three Program Implementation 
ReviewslMGP technical conferences -one for each of the major island groups - in 2002. 
The conferences were aimed at providing the LGUs with program and policy updates as 
well as at disseminating the best practices of and the attendant valuable lessons learned 
by LGUs in the course of program implementation. 

PMTAT collaborated with the League of Municipalities for the inclusion of the MGP and 
the Sentrong Sigla in the agenda of the League's 2000 conferences for Luzon, Visayas, 
and Mindanao where relevant best practices were presented to the municipal/city mayors. 

PMTAT maintained the project website to make project information readily available to 
interested parties and to the general public. In addition, it coordinated the preparation and 
printing of the document Guide to Planning Local Government Health Services: The 
Mdching Grant Program in the Philippines, which is intended for both local and 
international dissemination. 



To fsc'itate ttchniml ex- among the regions, PMTAT provided dl CHI)s wich a 
computer and provided technical assistance in setting up their intanet e o n s .  
PMTAT also initiatai an electronic discussion group, which may be pllrriciprted in by the 
CHDs aod LGUs. 

PMTAT devetopad a plan for a provinckl s&gmhg pgram idilit;w the 
~ ' s ~ b a l a a a w t h e L F ' P g r a n L T h c p k n w a s d t v e l o p d b . s d o a t h e  
results of a series of focus group discussions conducted with manbas of tk LPP teams 
of the Provinces of Pangasinan and Negm Occidenfal, two LPP-pdcipthg provinxs 
i h a t h a v e p i ~ t h e s u b - g r m h g m e c ~ i n t h c i r ~ v e m a s .  

Togaher with the PMO, PMTAT oria&d d amwaged LPP pmvioca with 
substadal savings h m  their base gmnt to sub-grant &se fimds to expad the 
implementation of the MGP in tbeir respcctivc municiplitk d dies. 

P ~ A T ~ t h e & ~ t ~ o f t h e N M o f t h e U n i v e n i t y o f t h e ~ t o  
condudthes tudyonthee f i i cacyandafayofur i l i z ingVHWsQo~mt  

The study aimed to determine the &xhawss of a community- pill 
dispmtiag peckage vhbvis clinic-lmsed stmice delivwy in terms of -Wily, 
scccphmEe,safay,~tyofcarr,d~&ofpilluse.m*of~ 
andLucenawaeselectedas~dm~whiiePesigCityandSariay.savedrr 
control mrs. 

A b a s c l i n e ~ ~ m m u n i t y ~ ~ ~ e y w r s ~ ~ p a r t o f Q s t P d y t o ~ '  - 011 

cum!ntpilldispmsiagapprorcbtsmtheshdysi0es,ineludiagcomm~~ 
~ ~ r e p d i n g p i l l u s e . I n t h c i m a v e n t o n ~ t n i a e d V H W s w u c . I b w a l  
initial pill dispnsirrg and le-sllpply using a dkqmshg and monitor& c h k h  This 
was followed by a quasi-cxpehent to test lh sensitivity-@city of the sxmxbg 
c ~ a n d m t a d t h e s i g n i f i c m t d i f f g C D C C J ~ t h e ~ ~ a n d c a n t r o l s i t m  
i n t e m s o f a c c e & i t y , ~ d s ; l f a y . A n & l i n c p i l l u s e r s u v c y ~  
cl ients'co~onsandattiadts~pil lusedpil ldispcaPingm&ods.  

R w u l t s s h o w t d t b n t ~ i n t k ~ o n o i t t s ( a n n m M i t y ~ ~ ) h d  
cesieraccesstopillswm~totboseinthecontrolBites(cliaic-lmsed.ppruch). la 
t c r m s o f ~ , t b a e w a s n o s i ~ c a n t d i f f ~ m t h e ~ o f s i d c d f i v t s  . - 
emwgctiglt~inbothgroups.To~uethe~ofinstrttlhonrlioiagthepopllatiaa 
program at the local icvel, this sady pmposcs to improve the use of community-bad 
approach through a) the selection of experienced and &qua!ely-tmid VKWs as initid 
dispnsers;b)~~~~~llpdatingofkno~edgeandslcilisofpilldispensersinpLceto 



improve grassroots competence and efficiency; and c) increase access to medical tools 
like sphygmomanometer to adequately screen and monitor clinical cases. 

The results of the study will be presented to the DOH during the policy forum beiig 
organized by the Health Policy Unit of the DOH for the first quarter of 2004. 

8. System for resource mobilization for MGP develooed. in dace and functional in the 
CHDs of the five low CPR replons 

A system for resource mobilization has been developed in all CHDs. The CHDs now 
develop an annual MGP work and financial plan that estimates the funds needed based on 
the number of currently enrolled LGUs and number of potential enrollees. This work and 
financial plan is submitted to the DOH-Central Office for approval and allocation of 
funds. The MGP is now a line item under the Local Health Assistance Division budget of 
the CHDs. A total of PhP 66,876,761 was allocated for MGP in 2003. Fifty-six percent 
(56%) of this amount has been released to the LGUs. 

9. 16 CHDs have demonstrated ca~acitv to conduct maram implementation reviews 
and technical exchange activities at the local level 

In line with strengthening the capacity of the Centers for Health Development to manage 
the MGP, PMTAT worked towards building their capability to organize and conduct 
regional program implementation reviews (PIRs). These p r o m  reviews are being 
conducted to supplement the regular monitoring visits. Careful design and management 
of these program reviews are crucial since these are the perfect venues for ventilating and 
discussing program implementation issues, providing technical assistance to LGUs, and 
identifying and sharing best practices and lessons learned. 

All CHDs have conducted at least one regional-level PIR for the MGP during the period 
October 2002-September 2003. Aside from providing the venue to assess the status of 
MGP implementation in the project sites, the PIRs also allowed the participating LGUs to 
share their best practices in the areas of family planning, matemdchild health, and 
nutrition. These program reviews were organized, conducted, and funded by the CHDs 
ufilizing their program management funds. 

Originally designed as a threeday activity, most regions have made their PIRs into either 
a one or two-day activity due to budget constraints. As a result, the CHDs have 
increasingly encouraged the provinces to organize program reviews for their MGP LGUs 
at their level. Provinces such as North Cotabato, Sultan Kudarat, Davao Norte, Davao 
Oriental, Davao SUT, Compostela Valley, Negros Occidental, Negros Oriental, 
Catanduanes, and Pangasinan organized PIRs for their MGP-participating 
mlmicipalities/cities, with technical assistance fiom their respective 0 s .  Meanwhile, it 
is worth noting that in Region Vm, district-level PIRs were organized and sponsored by 
the concerned MGP-participating LGUs, with the CHD staff  facilitating said PIRs. A 
total of 32 district-level program reviews were conducted during the period October 2002 
-September 2003 in the region. 



PMTAT likewise frrilicated hkmgioaal tdmical cxdmge among the 
pmtic~yforCBMIShaining.TheCHDs,ontheotbcrhend,hvcban' - 1 m 
fkditating technical exchange among their LGUs, particulnriy m pmothg the LGU- 
L G U ~ ~ h w h c r r t r a i m r s ~ o n c o r m m L G U s a r c ~ t o p o v i d c  
fninhg on CBMIS andlor rmscalpel vpsectomy (NSV) for another LGU. Morwvcr, the 
CHDs assisted their LGUs in d c m u n ~  their bt pmctiots for in the 
MGP technical contkwms, using the guide for documenting best prdas dmt was 
developed and disseminated by PMTAT to dl CHDs end LGUs. 

The improved &wrong Sigla hd k i e d f k  thret cati6adia1levrls -b. a) 
Basic certification, b) Specialty Cutiiicldion, and c) CMihtion of ExceMmce hniDg 
the projest's final year, PMTAT aJsistad the DOH 6inalize the mw Level 1 stmdndr for 
Phase II implementation. These standards arc limited to RHUs, with the BHS stmdndr 
tobeincorporated~theM~,sy~categoryoftheRHU'sLmls2md3. 

PMTAT lilcewia essisted the DOH in d e v e l m - a  Sapmimly F M h e c k l i d  for me 
of RHU .mwwhdsta& Facility C&& Form. fix a9scssors. end Level 1 
~echnicol k&tamz Pmkage fix tht TA T-&US of the CHDs. 

Assistrmce was also ppovidui to the DOH m ikdizbg the doarmcllt dacribing the 
d e v e l o p m e n t ~ c s e n d p r o C e m n r s f i x L e v e l 2 ~ .  

m 16 CHDs orrranized md trained an ncw ScnrrarrP Sda 11.- tams 
andcriteria 

There arc two Smhong 3g& teams at the regiollal k d ,  ie, tccklod 
ar-nitoring tam, wbo provides technical €sskmmc to LGU haw fieilitia. 
m d t h e a t s u n n m r t c m n , w b D f ~ y ~ e s h a w ~ T h c D O f i ~ m d  
r e g i d  05- have nxxga&d their rqmivc  rprapmslt md tcdmicd -- terms with the rpsisEmcc of PhiTAT. 

T h e f n i n h g o f ~ ~ O T ) c o l l r s e f o r T A t e a m s w a s c a a d u d e d . h a d o f Q ~  
forassessment~sincetheTAtcamsncededtosssisttheLCiUspriortofomul 
assessment. Ph4TAT assis&d the DOfi-Buru~~ of Loal HeaW Denlopmcnt (BLHD) m 
c o n d u c t i n g f o u r ~ m ~ , w i t h 3 0 ~ ~ p a b a t c h c o m i n g h t h e d i f f a r m t  
C H D s . T o d s t e , d l 1 6 C H D s h v e a t l ~ 5 6 t r a i n c d ~ d a t l a s t C i g h t h v e  
started their rollout training m their respective regions. 

A ~ ~ n o f t h e T A ~ a n s ~ f o r t h e C H I ) s ' ~ r r g i o d d i r e d o n  
mdregionaiSinhongSiglopoiutpasoastoupdatcthemanthe~tDdsd 
~ d f ~ t h e s t n g i d ~ t o p h f o r ~ s ~ l m e d . c t i v i t i e q  
which include training, advocacy, LGU technical assistance, M t y  assessment, end 
awarding. This made Sentrong Sigla cedication a priority activity for the CHDs 



In addition, PMTAT assisted the DOH in training four of seven batches of Sentrong Sigla 
assessors. Each region has at least four assessors to date. During the training for 
assessors, three national and one LGU technical staff were identified and trained as 
trainers for DOH-BLHD. 

12. DOH order institutionalizing Sentronn Sipla management and imlementation 
structures issued 

The DOH issued Administrative Order 17-B s. 2003: Philippine Quality in Health 
Program 2003-2007, which broadened the effort to improve quality of health services in 
the country by mobilizing main instruments to influence specific priority groups of health 
providers. One of the main components/strategies in this quality improvement framework 
is Sentrong Sigla certification for primary care units. This Order set the stage for the 
issuance of Administrative Order 100, s. 2003, which outlines the guidelines to 
strengthen Sentrong Siglo certification. 

B. Other Accomplishments 

In addition to the achievement of the above deliverables, PMTAT undertook other 
relevant initiatives to facilitate the attainment of the project benchmarks. To wit: 

PMTAT initiated activities in support of the DOH'S Health Sector Reform Agenda, 
which is a package of health sector reforms that will help ensure the mstainability of the 
programs supported by the LPP. Among these initiatives was the conduct of a national 
pharmaceutical management assessment in late 1998 and pilot testing of health sector 
refom activities in the Provinces of Capiz and Pangasinan in 1999. This resulted in the 
recommendation of a prime vendor model for procurement and distribution, development 
of a centralized bidding protocol for prices, with decentralized procurement, and 
establishment of a pooled resource scheme for provincial and district hospitals in 
Pangasinan, resulting in lower prices and timely delivery of essential drugs. Quality 
improvement initiatives at the provincial, district, and community hospitals were also 
undertaken in both provinces. 

2. Develouing. strendenine. and consolidatine, cauacitv of LGUs to deliver male 
sterikation services 

Mobilizing and training BHWs to strengthen FP service delivery 

Based on the past successes of community-based programs where involvement of an 
organized network of volunfam is at its core, PMTAT invested in training BHWs on FP, 
initially in priority regions and later in non-priority regions. This was to enable the 
BHWs to give initial information on family planning, with subsequent referral to the rural 
health midwife for counseling of prospective clients. A total of 16,775 BHWs all over the 



mumy have tmdewme the Compcmq-Bascd Training far Family P a  (CBT-FP). 
'IheseBHWsarrrm~actinlyreenritingpoomtialFPclimts;mdthcdEcetm~m 
the incmw in in ffor and of stniliBtion services in MOf-Lous. Of tk 
total MGP LGUs, 156 ~ I C  now able to gemrate c l h ~  for NSV. 

PMTAT f a c i i  NSV "peer tnining" by bringing oolnpehent LGU NSV rrvice 
p v i d e r s t o o t h e r M G P a r c a s t o ~ i n t a e s t e d l o c a l p h y s i ~  Imawtcdphydms 
art first made to read two mmualr on NSV (NSV - An IUurdnXed Guide fa S ~ ~ g a a r s  
and NSV Curriculum - A T W  Course for V m y  Pmvidas and AsoisParP 
Participant's Haodbook). Training is that donc on-sitc, w k m  tbc pa minm 
d e m ~ t h c p r o c e d u r r f i r s f w i t h t h e h a i n c e a s ~ ~ .  Th:milxcm 
then allowed to do thc paocedurr with tbc p#r trainer assist@ him. llis is repcad 
duriagsubsequentNSVsavicedelivayrmmdsdthcldphysici.nb.sgdncd 
~ t o d o t b c ~ w i t h h i s t m n . A W o u g h w t a ~ '  1 f a N m  
service provision, PMTAT also emowaged LGU NSV providers to suk e r n  
6ora-to llssrne provision of quality NSV service. A total of 107 loal 
providas have been traimd to provide NSV service as of -her 30,2003 Uabk 3). 

P M T A T , m c o o f d b & o n w i t h ~ ~ d e v e ~ ~ t n i n i a g ~ r d  
uscssmem tools for No-Scatpel Vasectomy Trahbg m a R d  HaW Seaisg This 
module, to@b with two NSV manuals fium hgcddIcalth, wac d during thc 
saies of NSV Training of Tminm comes held 6ora Jofy to Septrmbcr 2003 m South 
Cotabato (T'boli), Ncgros Occidental (Cki iz City), llnd noilo (Sm Jaequinb C d 6 a c . s  
of course completion wue given to pticipnnts. A total of 18 r e g i d  mincrr were 
~ e d ~ ~ g i c m s  1,4,5,6.7, 8, 10. 11, 1 2 d C A R A G k ' I h e s ~ w r r  
~ t o t h e i r r e s p e c t i v e C H D d i n c t a s e r d ~ y p l r m n i o g ~ t o l M k c  
tfiemawarethatthesetrainasmaybttappadbythcCHDmtminingahaLGUs 
lntacstcd~settiogupNSVsavicesintheirirtas.Uemwtdk,NSV' - m e  
nowavailabIcthrougbancxchrsivclocal d i P m i . A t l a s t  124NSYinsrmwarbm 
been distributed to RHUs donwide. Table 3 shows tbe total n u m b  of NSV pocedms 
tbrtbavebeendooeasof!kpkmba30,2003. 



Table 3. Status of No-Scalpel Vasectomy Services In MOP Areas, as of September 30,2003 

Number of vasectomized client8 

Year 2003 

.. - . 

. 



3. Immviw access to FP services in ooor aod c o m m u m ~ ~ ~ ~  m h atus 
.. . 

In eight selected ~lrban poor areas under the Urban Poor Family Planning Initidin ofthe DOH md m 
seven MGP mro11ees in Metro Manila, the project suceessfPlly trrincd 928 htaW vohm&as to 
recruit and motivate FP clients. This technical espistance provided by MSH was dcsigd to assist the 
LGUs and DOH in developing approach to impwe access a FP c s p d l y  lmoag the 
disadvantaged communities m Metro Manila. So k, this effort has garerared 1 f 26 clients that have 
availed of both male (71) and female stailization (1,255) services m these areas (Tabk 4). 

In mid-2002, PMTAT initiated the establish& of cross-rrfeml- betwkll the MGP- 
participating L G U s  aod the FriendlyCan Clinics of Friendly Cec F o m b t k ,  Inc. as well as with 
the Well-Family Midwife Clinics under John Snow Infaaational's TANGO U Pmjcct. This inibain 
was intmkd to decongest public health fhdities, particularly R d  He& U h ,  of paying dienls, 
thus, enabling them to coocenhate on tbcir poor end disadvantaged * d m = b w - ~  
improve the jmtner clinics' income and ensure their long-tam viability. 

TheMlroici~esofCaincaadSaa~mdtbeCiticsof~lomd~rlredyhrve 
signed MOAs with FricodlyCare Foudation and have stmtd cass-mfeml of clicatg H is also wed 
noting that as aa oE&oot of tbc initiative, otha LGUs in Rizal, i.e. T.nay ad B i  lmvc also 
started r ek rhg  clients to FriendlyCare, even without any formal As of Scptm~ba 2003, 
t o t a l r e f d  fmmthesixLGUs forno-sdpclvasea~my andbiLrerattubal Iigaicmrrrbed78 md 
325, rcsptcfively. 

Meanwhile,theM~cipaliticsofCIlmtmand~onginDaMoNoltc,LuponmDnn,~ 
and M'lang in North Cotabato have formalizrd their p t w s h i p  with tbt Wdl-Feaily Midwife 
Clinicsintheirmspectiveanrs. I n t b e p i p e l i n e a r e ~ a d K i d a p a w a n C i m ~ ~ .  
Initial dkusiom have been held with the MHOs of Asmcion m DaMo Noltc, d hWi .Id 
BanaybanayinDavmOrienbd. 

Hwasd~thereferralsystemwasquitcsuccessfulin~whactbtBHWswacgivenpoper 
orientation, e.g. Carmen m DaMo Norte ad C.inta in RizaL Any ioifimve of &is naiwc shouJd, 
thgefm,clrsurr~allkey~eho1dasadadorsanpropafy.Id~lyinfoawdtoagurr 
smooth ad & i  i m p l e m ~  

T n i  fimilies tend to be large because indigarous pecrpk marry at a vay ycnmg g. Being u m d y  
l o c a t e d i n t h t ~ t h e s c p w p l e h a v e l i t t l e a t n o r c c t s s m ~ s a v i c c s . ~ c u m n l  
beliefs and @ces also adversely affect this grotlp's to ad dbalirn ofbeswmdrrlmd 
services. Considering that indigenous people stin comprise a major portion of the pqulation m 
certain amas, PMTAT gave priority attention to this group m tbe i m p l a n d o n  of MGP-rclated 



Tablo 4. Urban Poor FP I n l W o  R w u b  (Oplm TdI) as of Soptombor 30,2003 

Catchment Urban Poor 



Catchment Urban Poor 

ExVBautista Crnpdl Purok 
661 RungguV Purok 7A, 
78,7CIBatiboV Morning 
BreezelDavao CrnpdISan 
Roque. BRGY ALABANG 

Pasig City General 



~ . S t a r t b g o l I t m t w o m u n i ~ ( A h b c 1 d M . t s p r r a a ) m s n m g . a i  
PMTAT expanded to three more provinces, namely, Suhsn Kudam Soatb Coabrto, d 
North Cotebeto. 

Activities m these amas con&tcd mainly of: a) establishkg prmaersbips with ~kvau t  
donors and ~ o n s  for the iategratcd dtlivay of approprirott saviees; b) . . 
coordmatmg with tribal leaders to f a c i  MGP implementation m ~~ICSC arcas; c) 
identifying and selecting priority bmqays; d) aaining of volrmteas on FP. e) mining 
of local doctors on NSV; and f )  actual service delivay. 

T8bk 5 
NSV ACCOMP- M PRIORITY D-POWLATEDAREAS 

(M ofscptcrkr W m) 

I n A @ 2 0 0 3 , t h e M ~ t y o f ~ m ~ ~ b ~ d c l i v a g  
of heaW services. The a&-@ f o d  on Vitamin A s u p p W o o  a d  f & d y  
planuing. During the event, nine (9) men ohabed vapectomics, a d  32 chikkm - 
given Vitamin A supplementation. M d e ,  Ahtiel's htegmtd service cklivay hdd 
in May 2003 recorded the following accompbarts: immunization of 82 cbiidm~, 
V i  A supplementation for 70 childrm, p v k i o n  of prrsstal services to 39 pgnmt 
m e n ,  and vaseuomy of 13 mala. 

The project was initially given a fimding of S9.W ova a byear impkmaatkn paiod 
It was incrementally fimdcd as the coatnct was modified and derided for a total of eight 
and a half (8 %) A) the total fimdiug mhing S17.1M. The project was kd a &I 
must extension of three (3) months to allow for clodown acbwtxs 

- .- 
fiwq& - 31, 

As of Msrch31.2004, thecontnrethas r n ~ ~  c x p d b c  of Sl6.7M,aritbtbc 
b a l a n c e o f ~ f u a d s p r o j c c t c d t o c o v g a c c c u c d ~ a n d ~ f a  
closedown activities both h m  thc field and home offices (Table 6). A fmal report of 
eqedtumwiUbesubmi t tadbytheMSHbomeof f i cea fba l l~havcbear  
claimed and paid by the project. 



Table 6: Financial Report as of March 31,2004 r 

I. SALARIES AND WAGES I= 
:&ADLII 

Ill. POST DIFFERENTIAL . 

py CONSULTANTS 

/V. ALLOWANCES - - - 
I . . . .. 

/VI. TRAVEL AND TRANSPORTATION 
I 

1 I I I I 

VIII. OTHER DIRECT COSTS 1,446,400( 1,382,734 29,0871 1,411,8231 34,577 
I I I I I 

CONTRACT 
BUDGET 

I I I I I 

UC. TRAINING (2) 2,562,034 2,570,7781 20,7461 2,591,5241 (29,485 
I I I I I 

EXPENDITURE ThRW 
LAST QUARTER 

-- ENDING 12/31/03 

I I I I I 

TOTAL 17,1043041 16,353,72d 370,8041 16,724,524 379,78d 

EXPENDITURE 
DURING T'ttE 

QUARTER 
ENDING 03/31/04 

. PUBLICATIONS 

I I I I I 

(I) Includes USD 127,000 payment to EDF 
(2) Request for re-alignment is underway 

104,4361 27,7811 45,1681 72,9491 3 1,487 

I. FIXEDFEE 

CUMULATIVE 
EXPENDITURE 

TO DATE 

I I I I I 

482,6821 410,28d 72,4021 482,6821 

aALANCE IN 
CONTRAm 

BUDGET 

I I I I I 



The8and I D - y t e r i m p 1 r m ~ p a i d o f t h e I F P M H P m t b c P ~ g m  
valuable imights on project managemem and implannmtim imQ a daanmkd 
setting. Among the more important lessons leamd thst wold guide fame 
implementation of similar programs ale: 

LGUs Lrve vvviu d m  of imtcrat cmmahm. . . audwsdr ~ s ~ a t d i f f a a t  
stages of development whcn they started out m the project 'Ibey varied m -c, 
-nomic, and &"3mphic c b  . 'Ibty hd---- md 

Given these realities, it was, tbaeforc, not c&aive and e5ieimt to parni a single 
solution a strategy f a  adoption by all pticiptiug LGUs. While the pojcEt bad a 
clearly defbd focus and a set of ' ' 

" ed tools and techniques, it was a#rmy to 
adjustthetypeandcxteatoftdmical~pwidedmreeognitioooftbcwidc 
diversity of interest, capacities, and health needs of LGUE. StrrCegics naded to be 
customizad and tailored to rwpond to epecific LGU problems. hgnkmttbat aeb LGU 
is Imigue. efforts were made to formulate LGU- a problrm-qcdic sohshm md 
shategies. 

For instsncc, Bago City's CBMIS showed that many couph~ m B.go City who do not 
w a n t a n y m a e c h i l d r c n e r e e i t h a n o t ~ C i n g f a m i l y p l a r m i n g a e r e n s i n g ~  
family planning methods. Aggravating the problem is the firet tht lamg-term hutilly 
planningoptionssuchastubal l igat ionandvuectomymmt~mtbeEity .  
Women wanting to avail of tubal ligation have to be rcfarsd to a aeighbaiqg diztrid 
hospital. 

the project initiated amak Given this smano, 
*.. .. 

& a t s m ~ C i t ) r t o l d p  
sddrrss its family planning comxms and make vuectomy raviaJ tnil.Mt m tbe 
locality. Th decision was based on the follow@ d d c n h m x  1) the lmbhg 
~ f o r N S V . ~ f c 1 w l e ~ o n a l e ~ ; 2 ) t b c p n r c e d u e c a a ~  
b e ~ e d i n a h e a W c c n t c r , a n d 3 ) 3 ) k i s m i n i m a l o f ~  - .  

a 
infaction,whi&ismt~ofbilataal~ligati(~~WithitelmccasmB.goCity,tht 
strategywascventdyrepliutedmothgLGUsrmdrrsimikr - 

- 
t.st 

municipalities With the muuicipbics now having complete m q n x m i i  kr poMie 
health service provision, it was dilficult implementing a project tbst required close 
~ o n b a w e e n t b c p r w i n c c ~ i t s ~ e ~ m ~  . . . -  

1nthecaseoftbcLPP.gwltswaegiventothepovincesaWopgh~mmocrpiaKI . . .. 
viere the ones directly invohnd iu health m a  delivery. It mas, thecfac, diflkah 
cnsraing progrsm impact when the grantee was not thc direct hplanen~r. Since the 
municipdities were neitfmcr s c c o d l e  to tbc pmject nor to the pmvincc, they were less 
committed towards achieving the project benchmarks. 



This was eventually addressed with the implementation of the MGP, which provided 
grants directly to the municipalities. However, it was still necessary to work with the 
provinces for the required technical supervision/assistance and augmentation of limited 
municipal resources. The project tried to address this problem by encouraging the 
organization of health districts. This entailed convincing a group of municipal and city 
political leaders to unite and enter into an agreement with the province and the DOH for 
mutual support and cooperation. The result was a new health structure that concretizes 
the collaboration among the city/municipal, provincial, and national govenunents. 

The establishment of district health systems proved to be difficult under a decentralized 
system. With the cities/municipalities now administratively independent from the 
province, it was more difficult convincing all parties to pool their resources to meet 
common goals. Moving forward this initiative required more time and effort since 
individual negotiations with all key players had to be made. There was a need to meet 
and advocate with the LCEs and representatives of other government agencies and NGOs 
to generate support and enhance recognition, legality, and credibility of the initiative. 
Each of the LGUs concerned had to pass a Sanggunian Resolution authorizing its mayor 
to join the collaboration and enter into a MOA for purposes of establishing the district 
health system. Other steps involved included gathering of baseline data; identifying, 
motivating, organizing, and mobilizing the target beneficiaries; and setting up a common 
fund. 

Once established, however, project coordination was made easier since the project just 
had to deal with the health district rather than with the individual LGUs. Program 
coverage likewise improved with the pooling and sharing of resources. 

National sapport svsteme are stje needed in a decentralized h d t h  svstem. While the 
responsibility for delivering public health services has been devolved to the LGUs, there 
a& still activities or pro&ms that require or are dependent on national-level 
intervention, particularly in the area of procurement of commodities, e.g. vaccines. In the 
case. of the EPI, it was clear that the program suffered when national supply of vaccines 
dwindled. Given that it is more cost-effective for the DOH to procure and distribute the 
vaccines, LGUs still rely on the DOH for their vaccine supplies. The system of 
procurement and distribution of these critical commodities, however, has to be modified 
given the structural changes brought about by devolution. Failure of the DOH to adapt to 
these changes had resulted in critical supply shortages in the field, thus, adversely 
affecting local program performance. 

There are many load health chsmuions and thev need not n e e e a d  come from 
the h d h  sector. While the support of the LCEs is important, it is not a prerequisite to 
ensure project success. What is crucial is to have local champion(s) who could help move 
the project forward. These health advocates could very well be from sectors other than 
health. It may be noted that project implementation was quite successful in the Provinces 
of Pangasinan and Bukidnon in spite of their project coordinators being the Provincial 
Population Officer and the Provincial Planning and Development Officer, respectively. 
What was important was the champions' level of involvement, managerial skills, and 



c l o s t r e l a s i ~ @ a s o n a l m d p o ~ d ) w i t h & l d c h i d a r e c l l t i v s . ~ . L o  
helped that tht c ~ o o s  had d or paceiwd ststme in the locality. M-, thcst 
people's lmQrstanding and -on of the complatitics of the haw proMems as 
well as their cmnmhncm to improve the quality and coverage of balth savices, crnblcd 
thcm to become effective health advcmtcs. 

T h e r e k l i t t l e d o u b t t h a t t h c ~ o f t h e a l d ~ p i ~ ~ c o a h ~ t D &  
success of the miact Unfomnutc.1~. it is bard to inst;' " " ttdsLindofuasaml . . 
advcacyand&wacsevaal instrnceswbsean~~~hadtobcdmpped~tbc  
projectdwtolmsatisfsctaypcrfonnaaceaftcritsldchampiongot~or 
moved elsewhae. Notwithstanding this hitalion, it is cutaio that without a loal 
champion, m project is going to bc sucassful. 

Demtd&dion ahud tit LGUs' eras- h bdhr seklhm tm 
p r o b h  Prior to devolution, the LGUs relied on the DOH in the design md 
implementaiion of locpl h d h  pmpms. They adop&d md @,' lwbmver 
hcalthstrategicsaadinitistiveshndeddownbytbtDOH.Tbeywerralized~tbcy 
could hlrcdmc innovetions in thc way they implement &we pmgmm. 

Oncof&dvlmtagesofdevolutionisprodudrPg&mviroamentforLGUsto~~ 
ways of doing things. . . 

gavctheLGUstbtopportl lnityto~md 
imp1ementimob~aogramssuitedtothcirldnads.'Ihcpmjectwrr.Meto 
demomtmethattbe L G U s , i f g i v c n ~ c n t , s u p p o ~ & d ~ a a c o m e u p  
with locally hi t ia td  h r v e n s i o ~ ~  and implement thcm witb raultirtg smxxsm. 

Documenting these immdons/best practices and di . .. 
B*bclppmmaDc 

m l i c a t i ~ ~ ~ d g y ~ ) u r a e t b e ~ o n o f m c a e a d v c i d e s s .  W 6 a f t w y e r r o f  
& 1 ~ o n , t h e p o - j e c t w a s a b k t o ~ n m r c n t ~ b c ~ t p . c h i a r ~ t h e f i d 4  
w h i c h m W e o m p i k d m a C ~ h o f & s r P r c l b i a J . ~ ~ ~  
~ ~ ~ j F a n r ~ F i e l d f e P h n e d 2 2 b a t p r a c t i ~ ~ ~ a n d 9 o e d m i u l n o b J o n t h t d i f F a e d  
~ c m s m d s y s b a n s a d o p t e d b y ~ L € i U s m & a r c a o f h e a W . T h c s + b c s t ~  
e o v d  a wide range of topics, to wit: 

Pcmmdhd client follow-ups through through of call slips ( -1 
~ m t o i n d i g m o y s c o m m d c s  

DOH needed midance in admrthe to their mew roks uder  a dclrokcd W-Q. A f k  
devolution, the DOH found it difficult to adjust to their new role as m m  pro* of 
technicat essistancc to the LGUs. A number of DOH 05ciats behaved as if they still bd 



operational control over devolved health staff. Long after the decentdimtion process 
was completed, the DOH still issued administrative guidelines ordering devolved health 
staff to perform certain activities and tasks. The DOH personnel were still in the 
"implementing mode" and continued to regard the LGU health staff as their subordinates. 
This only served to widen the gap between the DOH and local governments and affected 
program implementation. 

The project, therefore, organized and held a series of role clarification workshops to 
define the roles and responsibilities of the central, regional, provincial, and municipdcity 
levels, particularly in the implementation of the project. Being new to its post-devolution 
role, the DOH also needed assistance in building its own capacity to provide needed 
support for LGUs. In this regard, project resources were mobilized to help DOH develop 
rational and efficient systems and procedures, hone technical skills of staff, and pilot-test 
alternative mechanisms for responding to LGU technical assistance needs. 

F h d  mts and m r b o s  are . . effective mechsniuua to irtamence local 
behavior. The MGP grew from 12 enrollees in 1999 to 470 as of project completion. 
More would have been enrolled if more grant resources were available. While the 
technical assistance package has attracted a number of adherents, there is little doubt that 
it was the financial assistance that made the program attractive to local officials. 
However, local support was not primarily determined by the amount of the grant. 
Minimal as the grant may seem, many local officials viewed it as a manifestation of the 
national government's sincerity to help I d  governments. Whatever may be the reason, 
it was obvious that financial assistance and any cost-sharing scheme is a very powerful 
mechanism to get LGUs to support national programs and directives. 

The Senhong Sigla certification program proved to be another effective strategy for 
idluencing local behavior under devolution. During the certification program's first year 
of implementation, roughly two-thirds of cities and municipalities participated. The 
prospects of national recognition and financial reward served as incentives to LGUs to 
improve the quality of services at their health centers. 

Citing or recognizing LGUs for outstarsding performance and creativity in implementing . . 
innovative interventions will also go a long way in further improving or sustammg 
program performance. This practice will not only boost the morale of the LGU leadership 
and its health manpower, but will also serve as an inspiration or motivation for other 
LGUs to do better. The project recognized 45 topperforming LGUs under the LPP while 
several LGUs were handed out plaques of recognition for their best practices. Technical 
conferences were also organized to allow the LGUs to share their best practices with their 
counieputs. These initiatives were greatly appreciated by the LGUs and inspired them to 
perform better, consequently, enabling the project to realize its major objectives. 

D e c e a ~ t i o n  cncoarwd LGUs to look for technical resources outside the DOE. 
Prior to decentdimtion the LGUs were totailv detxndent on the DOH for their technical 
and logistical needs as far as health is conce&ed.'~verythin~ was handed down to them 
and all they needed to do was implement. But with devolution giving the LGUs the sole 
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~ i o f l o o k i n g a f t n t h e ~ ~ o f t k i r r e s p e c t i v e c a a r t i t p c r p 4 t b t L G Z I o  
hadnorecourse but to bercsounxful and aativtmdealinnwiththdrhcawanmnr. 
~heyhsvecomctorealizethatoo~~onisnotlimited~the~~~anditdoam 
have the monopoly of technical health resources. 

B a d  on project ~ e m c ,  many LGUs cxpmhd tkir mvk pwisim ad pognm 
coverage by establishing liakages with NGOs and printt cliuics f a  specific aavias. 
M d w a e i o c r e a P i n g l y d ~ t o ~ t h e t p c o p k a e & l e t o N l i l o f ~  
n e c e s s a r y s e r v i c e s r ~ ~ e s s o f s o ~ a n d s l s o t o e a e b l e t h e ~ l i c ~ ~ t o  
focus on the truly dissdvcmtageb The- Cities of Ormoc and Naga impnrvcd thdr 6mily 
plaMingperfonnambyworkingwiththcPoplletianSQvices~Irr,which 
opaates12reproductwheeWc~csnati~,forthe~011ofbilacnttnhl 
ligation services to intacstcd and quplified anomea T i  with tht WeU-Family 
Midwife Clinics also proved bcncficiai to the MuuicipUks of md Impon m 
i n c n a s i n g i t s M C H p r o g r a m ~ ~ ~ a a g e . C o ~ w i t h t h t F ~ U i n i c s ,  
meanwhile, enabled Antipolo City and Caiata to save more sai l idan cliads 

H o h t d  ~ b 8 ~ w m v d ~ m ~ t k h t r r c s d i n d . n r  
mtmasku. The project was able to demomime the b a ~ & ~  of ammag@ dirra 
tecl&Gexdraage among LGUs, pticulariy m the area of mbiq. It may b e d  tha 
a maior factor ~~ to the success in the rc-htdwtion of NSV is the & of 

I n & t o m a t t h e h u g c d n n s n d f o r t n i n i a g h m a g r a t n u m b c r o f ~ ~  
t h e t c a m o p t a d t o ~ t h C J s U ~ ~ U ~ ~ a p o p p o & d t o ~ t h t  
servicesoftraimshmthewdicalemtasoftbeDOH.Forinstmcc,~ 

. . md 
w i n a s h m B a g o C i t y , N o r t h C o t a b a t o , a n d t h e d i & r m t D . n o ~ w u c  
m o b i l i z e d t o a s s i s t i n t r a i n i a g t h e L G U p v i d a s m S o l l t h ~ . S ~ i m d  
Sultan Kudwat, am- others, thus, making NSV services mdily nnilaMe in tber a u s  
-bnrpccted 

T h i s ~ w a s ~ s i n c e t h e L G U m e d i d ~ l p n m d t o b e m o r r ~  
availabIeintamofprovidingtechnicalassisturceapeampmedtothcirbPry 
~ f r o m t h e n a t i o n s i a n d ~ k v e l s . T l n o u g h t h i s r p p r o r b . . b p . I s a v i E c  
provision was kiiitatcd and delays wge . ' 1 ifno!, ' . . -1 

A s t h e M G P ~ ~ s b o w n , t h i s h o r i z o a t l l ~ o f r b i l l s i s ~ g i v a ~ t b t  
facttbatthebe~tteachersaethosewhohawdaa:itamdagancthcpocr~s 
thmuehnsbeeanstthcycen~ernotonlytheorcticalbrrcmatimpoltlmtty,pndiat 
knowledge d skills. 

G to - 8 
mccl..13n to -LC fuds to the .ttiutc hem- Aldumgh povhcd 
governments wae useful prntms for technical sqwision and cbamreh of national 
support to muuicipal governments, it was necessary to provide more direct support to 
municipal governments and wmpolmt cities m the form of sub-grants to achievt 



immediate impact on service coverage. Grants to provinces could still work if funds 
could be sub-granted to the municipalities for the implementation of specific project 
activities. 

This involves a MOA between the provincial government and its satellite city or 
municipality where the provincial government offers a sub-grant to the municipal or city 
government for the implementation of a set of defined activities that would facilitate the 
achievement of project benchmarks. The Provinces of Pangasinan and Negros Occidental 
adopted this sub-granting mechanism during the initial stages of project implementation. 
The sub-grants were taken from the financial assistance that the provinces received from 
DOH for an agreed level of service coverage targets. The provinces offered the sub-grant 
to selected cities and municipalities based on assessed needs andlor potentials for 
achieving service targets. In some cases, the sub-grant was used as an incentive to raise 
service coverage of LGUs whose performance lag behind those of other LGUs in the 
province. Due to its success in the two provinces, other provinces, particularly those with 
sizeable LPP savings, eventually replicated the mechanism. 

Provision of man@ to LGUs Wald Be done on a se&#w Bmis. Selection of LGUs 
for financial assistance should consider not only health indicators but also financial 
indicators. Some LGUs may exhibit poor health performance but the problem may not be 
due to lack of resources. It may be due to misallocation of funds due to wrong 
prioritization, misuse of available funds, or simply, poor absorptive capacity by the LGU. 
LGUs should, therefore, be evaluated taking into account their annual budget for health, 
presence of other foreign donors and NGOs in the area, and their track record in 
mobilizing and moving funds based on actual plans. Under the LPP, a number of 
provinces were found to have a significant amount of savings from their grant at the close 
of each calendar year. Some of these were able to accomplish their planned activities, 
suggesting either prudent sptnding or availability of funds from other sources, while 
others were unable to fulfill their commitments due to inability to move the funds either 
because of too much red tape or sheer poor and slow implementation process. Still others 
had high utilization rates but had nothing to show in terms of program performance, 
indicating that the funds have been used other than for its intended purposes. 

C o b b t i o 1 1  shoald Be in mmonse to a s&e webltar. LGUs need to be 
increasingly encouraged to collaborate with the private sector and other stakeholders in 
their major undertakings. But the areas for collaboration and the desired outcomes should 
be clearly spelled out prior to establishing such liiages. An LGU should enter into an 
agreement with other stakeholders with a specific action or purpose in mind. It should not 
be a "blanket" agreement where both parties make no specific commitments. For 
instance, the pilot municipalities' decision to work with the Well-Family Midwife Clinics 
was borne out of their desire to decongest their public health centers of paying clients 
and, thus, enable them to concentrate their resources on the poor and disadvantaged. This 
will not only improve the quality of their health services but also improve program 
coverage. For the clinics, this meant additional income from these referrals. 



Meanwhile, eollabodon was established ~UWCUI sane LGUs ad tbe F r k d y C m  
Clinics m rwponsc to the d to m l e  stailizatiao services available w thc LGUs' 
wmthmts as a family plarming option. This wss particulariy tme for tbos LGUs with 
high m a  family planning needs but arc still unable to pmvi& sdbzaion scnrices on 
their own. By entering into a MOA witb FridyCarc Foundation, Iae., such LGUs as 
Cainta, SmUstco,andAntipoloCitywcrcablctoprovidc~scrviatommclieats.As 
in the casc of the midwife clinics, the FrimdlyCan clinics wrrc also able to realia 
increased income. 

W L e m ~ ~ ~ W i t h ~ ~ ~ r t ~ # . d a & i r b w t ~  
hvohrt than h tk DRICUS. Indigmws peoplc~ c~mpri& about 60-7096 of the taPt 
~ o n i n ~ a r c l l s a n d i t i s o f ~ c o n w n t h a t t h i s ~ ~ ~ t ~ t o b e  
-ed due to geographical, cubaI, and religious Ma. Unlike thc 
Muslimpcople,cttmjctribesarelessaggmsive i n ~ t b e i r ~ t o t h e ~ o f  
the proper authorities, thus, n x u b g  in the apparaa neglect of this gmup by tbc 
g~~crmncnt.It~notedmatthelevtlof~~medsrnnongthis~,@arWyfor 
basickalthandFPservices,rrmaiDshigh. inviewofthis,PMTATmdcitamcmg 
MGP's priorities to improve this group's access to heahh saviccs, especially thm in tbc 
hbdamo regions. 

collstituents such that no pmpm or project would readily md willisgly bt rapgd by 
t h e i n d i ~ t n ' b e s d a r s e i t h a W o r ~ b y d w i r l a d a s . I n ~  
the MGP in prwimxs with a iarge number ofkiigm& popllationq tbt 
oondncted briciings foa and initiated consoltatiolls wim the m i  kdas to tbdr 
support and ensure their aopcdan in implementing tbc pojed a&ritics in tbcir 
rapectivearclls.Thiswssdam~theRo~ofSI&,SouthCobbdD,SPhm 
Ku- and North CotnW~. This could largely lreolmt for the signiiiemt client mmout 
forvasectomyadothaFPsavieesmthatpavhreswbacQtn'bplledcn.aivdy 
participetcd in the i~~ and muuhment of clients 

ItisalsobesttonayitBHWsfitoonamong~groups,inc1~tnbJ~d 
invest in anining them on ~ o p r  infomation d'-- tion a d  clim mabahn. Being 
memtus of the community, these people b w n  to practically cvapnc in the 
~~mm~dcould,~arilyg.inthetrustofc~mm~lcadcrrmdmembcrsad 
b a v e d i r e c t a n d e a s i e r ~ t o t h e h o ~ d s . F o r ~ ~ t b e M I m i ~ o f S m .  

0 t h  hand, the ~&cipdiiits of Alabel and ~.lopanm intS& &lrded membcls 
ofthciodigeaomtn~intheBHWaniningtofaeilitateIECandsavice&~.moog 
the tribal fommunities. 

Volunteer b a W  worlrtrs yc the Me of baltb ~rowan+ In most areas, btaW 
workers are stiU unable to visit and provide basic health services to their wmm- 



They seldom conduct outreach activities and are satisfied to simply stay in the health 
center and wait for people to come and seek health services. Considering that a large 
proportion of these people are also unable to go to the health center for a variety of 
reasons, the health workers are left with no concrete idea of what specific services are 
required, who require these senices, and where they are located. Volunteer health 
workers have thus been continuously recruited and increasingly relied upon to serve as a 
link between the health workers a d  the communities. 

For instance, volunteer workers at the barangay level played a critical role in the 
implementation of the MGP. They were instrumental in facilitating the identification of 
individuals and families with unmet needs for FP, child survival, and other services, 
being in direct contact with the clients. Equipped with a tool such as the CBMIS, they 
were most successful in keeping track of the health needs of community residents. Their 
services were also invaluable in disease surveillance, advocacy and counseling, and even 
in re-supply of contraceptives and distribution of ORS. Empowering the health volunteers 
through training, tools, and incentives would greatly help to improve the health-seeking 
behavior of community residents, generate more demand, and increase program 
coverage. 

h i e f t  tools sboPld attemt at field-level intenration of bronr;lms. The lack of field 
personnel has often been cited as the reason for poor performance. The numerous vertical 
programs that require attention have led to the perception that field personnel are 
overworked. Field personnel had to keep different master lists for reproductive-aged 
women, for under-five children, for newborns, for pregnant women, etc. Efforts to 
integrate the programs would, therefore, greatly reduce the demands on their time and 
effort For example, the CBMIS, which covers several programs related to family health, 
was deeply appreciated by the health personnel since it somehow served as an integrating 
mechanism in tracking the unrnet needs of their constituents for specific 
serviceslprograms. In fact, a number of LGUs have adopted CBMIS even for their non- 
MGP barangays because they saw its usefulness. The adoption of the CBMIS 
demonstrated how client-focused tools and interventions might be adapted for multi- 
programuse. 


