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Executive Summary

Introduction

In September 1960, the Department ot
Health (DOED launched 0 program
called  the “Health Policy Retorm
Initiative” which sechs to improve the
processes and mstitutions for formulat-
ing, implementing  and - evaluating
puolicy reforms in the health sector. In
support of this Program. the DO and
the United States Agencey tor Interna-
tional Development (USAID) tormu-
lated a bilateral project called Health
Finance Development Project (HEFD),
the purpose of which is to develop the
capacity for rescarch-based policy tor-
mulation and to establish mechanisms
for interactive and participative health
policy pracess. Considerable work has
been done in formulating the objectives
and  major activities of the project
through a series of discussions and
consultations  between the DO,
USAID, and representatives of various
sectors, both public and private. The
purpuose of this study is o review what
has been done and to provide turther
background information on various
aspects of health policy formulation,
implementation and evaluation as in-
puts into the final design of the HEFD,
Specifically, this study attempted to:
(1) determine the DOH'S vision of its
role in health policy development; and
(2) claborate on the concept of health
policy development and the major sets
of activities invelved, in particular by
(2) describing a conceptual framework
for identitving policy issues and a com-
mon criteria for assessing health sector
performance and impacts of health
policy  reforms; (D) identitving  the
major research areas to be investigated
to support health policy formulation;
() assessing the current statistical svs-

tem tor health and tormulating o | process of health policy development

strategy tor strengthening, the svstemy;
and (dY identitving the components ot a
strategy tor building national capacity
tor research, training and technical as-
sistance in suppart of the health policy
Prl‘\'("*\.

The DOH Vision of Its
Role in Health Policy
Development

The DOH sees its role in health policy
dv\'vlupn\vnl from two }wrspocli\'('\: as
one ot the stakcholders in the health
sector, and as the agency mandated by
the government to act as the policy and
regulatory body for health. As one
among, many stakeholders in the health
sector, the DO sees the following pos-
sible roles: (1 as a technical resource
agency providing data and information
to interest yroups and concerned par-
ties; (2) as a catalvzer in public discus-
sions on health policy; (3 as an advo-
cate for policy positions relative o
other parties in the health sector; G as
an administrative and political sponsor
in government processes in behalt ot
the whole health sector; and (33 as the
implementing arm of government in o
far as policies require an organizational
oxecutor.

On the other hand, trom the perspec
tive of being the lead agency in health
policy development, the major task that
the DOH sees tor itselt is to establish
the processes ond institutions which
would enable the various actors in the
health sector to pertorm their respec-
tive roles in health policy change. The
DO envisions o tullv participative

involving all the various groups in the
health sector.

Health Policy
Development

Health policy development is defined
in this study as the process  of
strengthening and  sustaining the
capacily ot the DOHL in collaboration
with the various groups in the health
sector, o tormalate, implement and
evaluate health policies to - achieve
greater ceHiciency andg equity in the
provision and financing ot health ser-
vices. Health policy development -
volves three major sets of activities: (1)
establishment of an interactive health
policy process; (2 setting up of or-
ganizaticnal s tructures within the DOH
to initiate, puide and sustain the health
policy process: and ) strengthening ot
institutional support sysiems tor sus-
taining the health policy process.

The interactive health policy process
consists ot the tollowing speatic ac-
tivities: (D tormulation o a health
policy tramework; ) development ot a
health policy research agenda; (3 im-
plementation ot health rescarch
studies; ¢ development ot a health
policy agenda; (3 promualgation of
health policy actions; and (6) monitor-
ing and cvaluation of pohicy actions.

To initiate, oversee and sustain this
pro.ess, the tollowing organizational or
institutional structures within the DO
are to be ereated: (D Health Policy: Ad-
visory Council; (b Health Policy Tech-
nical Group; and (o) Health Policy
Retorm Secretariat.

Finallv, to support to ahe entire
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process of health poliry development,
the following mechanisms are to be in-
stituted: (1) the establishment of a Mul-
tisectoral Health Policy Forum; (2) the
development and maintenance of a na-
tional statistical database and a health
policy database for health policy re-
search and analysis; and  (3)  the
development of a health policy re-
search, training and technical assis-
tance program.

Building on the work that has been
done, this study claborated on several
key activities, in particular: (1) with
respect to the health policy process, the
development  of  conceptual - frame-
works to guide the formulation of a
health policy framework, and the iden-
tification of major rescarch areas to be
investigated in support of research-
based policy formulation; and (2) with
respect to support svstems, the for-
mulation of a strategy for developing a
national statistical data basc tor health
policy research and analvsis, and the
formulation of a strategy for building
national capacity for rescarch, training
and technical assistance in support of
health policy development,

Conceptual
Frameworks

A major activity in the bealth policy
procuess is the formulation of the Health
Policy  Framework, This Framework
describes the policy areas, policy is-
sues, and policy questions that musi be
addressed in order to move the health
sector towards greater efficiency and
equity. To facilitate the formulation of
this framework, there is a need for a
common undesstanding ot how  the
health sector operates to intluonce
health and a common set of criteria for
assessing the performance of the health
sector in terms of efficiency and equity
in the provision and financing of
health services.

A conceptual  framework is de-
seribed which highlights the major is-
sues confronting deciston-makers and
health administrators in the health sec-
tor. These issues are classified into the

following broad categories: (1) intersec-
toral resource allocation; (2) health ser-
vice structure; (3) health service focus;
(4) health service wtilization; (5) health
service  production; (6) management
and operations; (7) health eare financ-
ing mechanisms; and (8) public-private
sector roles in health service provision
and financing,.

A set of efficiency and equity criteria
to assess the performance of the health
sector as well as the impact of any
policy reform in cach of these areas of
decision-making is likewise described.

Research Activities

A consolidated  research agenda for
health policy development is described
according to three categories of re-
search, namely:  baseline  research,
policy research and policy analysis.

Baseline Research. Bascline research
reters to rescarch that will provide a
wide range of information on  the
operation of the health sector including
assessments of its performance. The
agenda tor baseline research include:

(1) research areas identified and to
be undertaken by the DOH-PIDS-
World Bank Health Policy Develop-
ment Project. These include a wide
range of topics, broadly classified into:
{a) beneticiary profile and behavior; (b)
provider profile and  behavior;  (¢)
evaluation of Medicare 1; (d) tinancial
resource base and financial institutions;
(¢ health tinancing environment; and
() planning models for health care
tinancing. The research will have as in-
puts the findings of the following
studies: () completed studies under
THIPP sponsorship; (b) on-going studics
under the Child Survival Project and
the HAMIS project; (¢) studies under-
taken to provide more background in-
tormation tor the design ot the Health
Finance  Development Project; and (d)
studies being, undertaken on health
care utilization and the role ot the
private sector supported by the Asian
Development Bank.

(2) rescarch leading to the develop-
ment of a statistical system for health

policy development to be undertaken
by the DOH-USAID iealth Finance
Development Project under the Policy
Formulation Component. The scope of
this research will cover the entire infor-
mation svstem for the health sector. It
will involve (a) assessment of current
data sources; () identification of alter-
native ways of obtaining relevant data
on a regular basis and publishing them
for ready access to both researchers
and policy analysts; and (©) testing, new
concepts and methodology for generat-
ing new data, particularly on health
needs, target populations, utilization of
health care services, service capacities,
costs of health care, health care expen-
ditures, and on sources of financing.

(3) research leading to the develop-
ment of a health policy database to be
undertaken by the DOH-USAID Health
Finance Development Project under the
Policy  Formulation Component. The
research will involve archiving and
cataloguing existing health policies and
regulations together with data and
analvses used as bases for their for-
mulation and adoption.

(B research involving svnthesis of
policy relevant research on a wide
range ot concerns, in particular: ()
determinants of health transition; (b)
demand and utilization of health ser-
vices; (©) cost-etfectiveness of various
health interventions; and (d) assess-
ment of health care financing modes in
other countrics.

Policy Research. This rescarch focuses
dircctly onidentified priority policy is-
sues with the aimof producing specific
policy recommendations and produc-
ing specific designs of the proposed in-
terventions, including, when necessary,
the demonstration of the feasibility and
eftectiveness of such interventions in
actual field settings. The policy issues
that have been identified by the DOH
for immediate consideration are those
related to health tinancing and hospital
reforms. Flence, much of initial health
policy research will be focused on aveas
dircetly addressing these issues. These
rescarch areas include:

(D) research leading to reforms in the
existing, Medicare Program and to the
development of alternative health care
financing svstems to be undertaken by
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the  DOH-USAID  Health  Finance
Development Project under the Health
Finance Component. The rescarch will
have as inputs the findings of the
bascline studies under the DOH-PIDA-
World Bank Project and the benchmark
studies under the DOH-USATD Child
Survival Project.

(2) research leading to hospital sector
restructuring, and institutional streng-
thening of public and private hospitals
to be undertaken by the DOH-USAID
Health Finance Development Project
under the Hospital Financing, Retorms
Component. The rescarch will have as
inputs the findings of the baseline
studies under the DOH-PIDS-World
Bank  Health  Policy Development
Project, the DOH-USAID Child Sur-
vival Project, and a forthcoming Asian
Development Bank-supported studies
on hospitals.

() evaluation ot public health
programs to determine whether the
theoretical cost-effectiveness of  these
programs are in act being closely ap-
proximated in Jarge-scale fickd situa-
tions. These public health programs in-
clude the DOH's impact programs on
diarrheal discases, acute respiratory in-
fection, malaria control, schistosomiasis
control, and TB control.

Policy Analysis. This is rescarch that is
directly linked to the political and
bureaucratic of decision-
making. It responds to specific ques-
tions regarding policies that are either
being, decided upon in the Cabinet,
Congress or within the DOLL or to
speeitic questions  regarding policy
decisions Hhat have been made, but for
which there is a demand from various
sectors including the DOEL for a recon-
sideration. The task of research s to
provide information to show why cer-
tain proposed policy actions should be
adopted or not, or should be postponed
until more information and analvsis are
made; and if a decision has already
been made, to estimate the costs in
terms of efficiency and cquity loss, if
not loss in health improvements, so
that the decision can be reconsidered in
the light of this new information.

In addition, policy analvsis involves
anticipating where reactions to new
policy initiatives are likelv to occur - in

processes

a public or political arena, or in a
burcaucratic arena - and who are the
principal stakeholders involved. This
analvsis will essentially determine the
gainers and losers of a new policy in-
itiative, the likely reactions of these
painers and losers that might intluence
both the promulgation of the policy ac-
tion and the implementation of the
policy action.

At present, there are kev policy
decisions or proposals atfecting the
health sector which directly  affects
DO short-run and long-run perfor-
mance. These require immediate atten-
tion with respect to policy analvsis,
These policies or proposals include the
budget cuts tor health and the legisla-
tive proposals to expand health service
capacity, particularly public hospitals.
Thus, the agenda tor policy analvsis
will initially tocus on:

(I analysis of the implications of (ac-
tual or proposed) budget cuts tor
health (now or in the near tuture) par-
ticularly in times of economic crisis and
in a policy environment of  fiscal
restraint. Answers to the tollowing,
questions are needed:

(@) How much of the gains from past
investments in health will be croded as
a result ot budget cuts for health. These
includes pains in health status im-
provements and gains in efticiency and
cquity in health care provision?

(b How much additional gains in
health status and in cetticiency and
cquity ot health service provision will
be foregone and will be ditficult to
recapture even when fiscal resources
become fess constrained?

(¢} How much or how little) can the
reduction in public spending by made
up by private activities ar 1 spending?

(2) analysis of the mertts and im-
plications of proposals trom Congress
to expand service capacity, particularly
hospital services, to deal with the per-
ceived large “unmet needs” for ser-
vices. The DO has a responsibility to
inform the political decision makers of
what the true situation is, and what the
real health needs are. For this it needs
to have the necessary intormation on
the following specific guestions:

) What is the trie, as opposed to
commonly perceived  “unmet health
needs” and the reasons for the con-

tinued existence of real unmet needs, of

i

which fack of access to services is only

one of many reasons and which in
some cases may not be the most impor-
tant one.

(b) Given the nature of unmet health
needs, what should be the correspond-
ing structure of services to provide?

(¢} What are the current service
capacities of both public and private
sectors?

(Y What type of service capacity -

thospital services, primary care ser-
vices, et should be expanded or
muditied, and by whom (public or
private sector)?

Other research arcas in cach of these
categories will be identified as various
related activitios are undertaken: en the
first category  when  the  on-going
baseline studies shall have tdentified
the major gaps in information that re-
quire additional  research;  on  the
second  category when  the  Health
Policy Framework shall have been for-
mulated with inputs from the on-going
bascline studies; and on the third
category, whenever new issues arise
and DOH is called upon to inform the
political decision-making processes.

Statistical System for
Health Policy

A review of the current statistical
systemand of the institutions involved

in maintaining the system points to the

need tor considering the following:

L. The National Statistical Coordina-
tion Board is the povernment body
which oversees the development and

assessment of statistics tor policy for-

mulation and planning. There is a need
to impress upon this body the need to
consider the development of statistics
for health policy and planning as part
of their agenda.

2. The National Statistics Office is the
gpovernment bodv which s mainly
responsible for collecting,  tabulating
and publishing national socioeconomic
and population data through censuses
and survevs, While the NSO has strong
capability of performing, its routinary
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tasks, there is a nedd to provide sup-
port to this institution for additional
activitics such as the preparation and
making available major data scts for
public use, i.e. available for use by re-
searchers and analysts, Such support
should enable the NSO to have addi-
tional staff or time to help rescarchers
and analysts prepare the data files
needed for specific analyses. Morcover,
additional NSO staff time is needed to
assist researchers and analysts in the
proper handling of the data sets, i,
merging data tiles from different sur-
vevs when necessary, or in the assess-
ment of the quality of data, or in
facilitating data retrieval for analysis.

The same type of support is needed,
perhaps even more so for other govern-
ment agencies responsible for collect-
ing and analvzing data such as the
Food and Nutrition Research institute.

3 There is a need to review and
strengthen the legal basis for collecting,
certain information and strengthen the
primary agency capacity to record,
retrieve, compile, tabulate and submit
reports  to appropriate coordinating,
agencies, such as the DOH, for final
tabulation and publication, The infor-
mation reterred to include information
on heaith establishments and informa-
tion on the characteristics of health per-
sonnel, while the primary agencies in-
volved include the Bureau of Licensing,
and Regulation of the DOH, Profés-
sional Regulatory Commission, and the
National Statistics Office.

4. There is a need to support ex-
ploratory analysis of available national
survey data sets from the standpoint of
data  quality,  developing new
mcthodulo),lcs for analvsis, determin-
ing additional data to be collected, and
refining the data coding and file system
creation in order to make current sur-
veys more usetul for health policy re-
scarch and analysis.

5. There is a need to support ac-
tivities leading to the design and con-
duct of new censuses and surveys, in
particular, the census of health estab-
lishments, the survev of emplover-
based health benefits, and NGO health-
related activities and expenditures in
order to supplcnwnl data on private
sector - provision  and  financing  of
health care.

10

6. There is a need to develop con-
cepts and methodology for estimating,
national health expenditures and sour-
ces of financing, and to apply these to
existing and prospective data.

7. Finally, there is a need to review
the health information activities of the
DOH with the view of expanding, its
role as the central coordinating, body
for the collection, compilation, t tabula-
tion and publication of health-related
statistics in collaboration with the Na-
tional Statistics Otfice and the National
Statistical Coordination Board. This is
to ensure that its information system is
sector-wide rather than just confined to
the activities of the DO

Building National
Capacity for
Research, Training
and Technical
Assistance

Although the final set of activities to be
undertaken in support of  capacity
building can be determined only after o
thorough assessment of individual in-
stitutions  and  consultations with
various groups including the client
groups, in particular the DOH, it s
possible to identify o generic set of
capacity-building activities  that will
have to be undertaken under the
Health Finance Development Project
under the direction and coordination of
a lead institution. These activities in-
clude training, rescarch, technical assis-
tance, and networking and collabora-
tive arrangements with national and
international institutions. The specific
activities are described below:

Training. Training activities would in-
clude:

1. Orientation  visits - for  policy
makers and policy analvsts involved in
the health policy process to selected
countries to study the process of health
policy dev clnpmcnl in these countrics;

2. Orientation seminars/workshops

for policy makers, members of the
Health Policy Development Advisory
Council, Health Peticy l)cvclnpmcnt
Technical Committee, Health Policy
Development Staff, policy researchers
and policy analysts on the process of
health policy development;

3. Shori-term training (two weeks to
three morehs) in health cconomics and
health care tinancing, health service ad-
ministration, and hospital management
and intormation svstem for policy im-
plementors through programs
designed and otfered by national in-
stitutions or through existing, programs
ottered by international - institutions,
This would include internship in health
service  administration and - hospital
management and information system
in national or international institutions,

4. Short-term traming {sia months {o
one vear) in health economics and
health care tinancing, health service ad-
ministration, and hospital management
and information system for policy re-
searchers,  trainers and  analvsts
throngh training programs, postdoc-
toral programs or internships offered
by national or international institu-
tions,

Long-term training (two to four
vears) in the field of health economics
and health care tinancing, heaith ser-
vice administration, and - hospital
management and information system
tor policy rescarchers, trainors and
analvsts throngh graduate programs
otfered by national and international
institutions.

Research. Lach of the different
categories of rescarch identified in the
rescarch agenda require different re-
search skills. Basciine research would
require skills i disciplinary research,
both theoretical and empirical but with
a conscious view of the relevance of the
rescarch to potential policy issues.
Policy research would require, in addi-
tion to sKills in disciplinary research,
an orientation towards what can be
done and what works. Policy analysis
would  require, in addition to  the
preceding two types of skills, an ap-
preciation ot the  political  and
burcaucratic  processes of - decision-
making and o keen understanding of
the goals and behavior of various



i e i e o

Towards Health Policy Development in the Philippines

B Executive Summar

stakeholders in the health sector. The
various types of training  described
above serve to build these different
skills. However, building capacity for
research would obviously involve, in
the end, providing opportunities for
undertaking actual rescarch. Thus in
addition *o basic training and orienta-
tions, there is a need to institute on-the-
job training activities for voung and
promising  rescarchers and  poliey
analysts by making them participate in
a broad range of rescarch activities
which include:

1. Inter-disciplinary rescarch in the
behavioral and management sciences
to better understand the behavior of
beneficiaries and  providers, and to
develop new methodologies and data
bases for health policy research and
analysis;

2. Policy research on a number of
topics designed to clarify policy issues,
identify policy options and assess the
potential impacts of alternative puli-
cies;

3. Evaluation  of  demonstration
projects for teasibility and impact;

4. Synthesis of poliev-relevant re-
search;

5. Policy analysis of recommended
policy actions for political acceptability

and administrative feasibility;

6. Monitoring and evaluation  of
policy actions tor progress of im-
plementation and  impacts, both in-
tended and unintended.

Technical Assistance. Various tvpes of
technical assistance from both local and
toreign experts are needed to assist in
the design and  implementation of
various activities related to the health
policy process and to capacity building,.
In particular, technical assistance will
be needed in the following areas:

[. Health Policy Process: formulation
of health policy framework, rescarch
agenda and policy agenda;

2. Training: needs assessment and
desigh of training programs;

3 Research: design of analvtical
framework, data collection methodolo-
gies, and analysis;

4. Demonstration Projects: design
and evaluation;

5. Policy Actions: design of interven-
tions, design of monitoring and evalua-
tion plan, and analvsis of impacts.

Networking and Collaborative Arrange-
ments. A number of existing national
institutions with potential capability
for research, training, and technical as-

sistance are institutions which have
had collaborative arrangements  on
project to project basis with interna-
tional institutions while some have on-
going informal links with various inter-
national institutions through the long-
standing association in professional or-
ganizations or through collaborative
wark ot their individual members.
Such arrangements have in fact been
one of the strategies which these in-
stitutions have used to build  their
capacities in their respective diseiplines
or lines of activities. However, to build
and sustain their capabilities to support
health policy development, there is a
need to forge new collaborative arran-
gements with international institutions
specifically engaged in health policy re-
search, training and analvsis.

In addition to collaboration and net-
working with international institutions,
there is o need to strengthen existing
collaborative arrangements and  net-
warking activities among national in-
stitutions and to establish new ones in
support of health policy development.
]
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Background

he decade prior to 1986 was char-

acterized by slow improvements

in the health status of the popula-
tion as indicated by the trends in life
expectancy at birth and infant mor-
tality rates, the persistence of infectious
and parasitic discases as major causes
of mortality and morbidity, and the
continued high rates of malnatrition,
Both proximate factors (in particular
the slow decline in fertility and the low
level of health service utilization) and
underlying sociocconomic factors (in
particular the increasing poverty rate
and the slow progress in education) are
known to have largely contributed to
this lack of progress in health status
improvements.

The recognition of this situation by
the new leadership in the DOH is clear-
Iy revealed in the following observa-
tions  which the  new  leadership
described as the "DOLEs Cross to Bear™

“As 1986 began: increases in life ox-
pectancy have slowed down; morbidity
and mortality rates from prevent-
able causes have stabilized at high
rates; declines in infant and child mor-

“oas the cconomic status of
the nation worsened,
advances in health status
slowed down.”

tality have decelerated; malnutrition
incidence has increased; practice of
femily planning has decline; health
catus  of large pockets  of - disad-
vantaged sectors has further
deteriorated. In short, as the economic
status of the nation worsened, advan-
ces in health status slowed down.”
(DOL Bricting, Documents, 1987).

Recognizing the deficiencies of past
health sector performance, the new
leadership in the DOH embarked upon
a sel oot new initiatives designed  to
strengthen the health sector and 1o
make it nore responsive to the health
needs of the growing population. For
the medivm term, the DOH set the fol-
lowing objectives for itself: "(1) to sus-
tain and  gradually aceelerate health
program activities addressed 1o the
main health problems oi the nation; (2)
to direct prioiity  improvements in
health programs towards the worst-off
sectors of the population; (3) to institu-
tionally strengthen the planning, im-
plementing and  serviee  delivery
capabilities of the national health net-
work; and (D to improve the financial
and managerial base of the network in
order to preserve and expand program
and institutional gains.” The DOH suc-
cinctly summarized its tasks in the fol-
lowing terms: “to do more, to do even
more tor priority groups, to do betler,
and to secure the  improvements.”
(DO Briefing Documents, 1987

The objectives that DO set for itself
in the carly vears of the administra*ion
became the basis for the major policy
thrusts and strategies of the entire
health sector. These poticy thrusts and
strategies  are contained  in the
Medium-Term - Philippine Develop-
ment Plan 1987-1992 and in the sub-
sequent updates of the Plan. Among,
the major policies and strategies were:
(1} increased resource allocation to the
health sector and its proper and effi-
cient allocation; (2) improved provision

and utilization of basic health services
especially for the poor, unserved and
high risk groups; (3) greater emphasis
on, and more vigorous implementation
of, preventive and promotive health
mueasures; and ‘1) strengthened infor-
mation and research-based  decision-
making and implementation,

While this is not the place to assess
health sector performance against the
stated policy thrusts and strategies, it is
usetul to highlight some of the policy
initiatives and major accomplishments
of the health sector in order to better

“DOH’s Cross to Bear”

As 1986 began:

® increases in life
expectancy have slowed
down;

@ morbidity and mortality
rates from  preventable
causes ave stabilized at
high rates;

@ declines in infant and
child mortality have
decelerated;

@ malnutrition incidence
has increased;

@ practice of family
planning has decline;

@ hiealthr status of large
pockets of disadvantaged
sectors has further
deteriorated.




understand the motivation behind the
DOH’s desire to preserve and sustain
the gains thus far achieved through
more effective health policy formula-
tion, implementation and evaluation.

First, the [DOH has succeeded in in-
creasing  government  resources  for
health. Early in 1986, the DOH con-
vinced the nationad government to
make available more than 500 million
pesos of its required reserves for addi-
tional financing of essential drugs and
operating  costs. Subsequently,  the
DO has succeeded in increasing
government health expenditures both
as a proportion of GNI* and on a real
per capita basis. Government health ex-
penditures as a proportion of GNI? rose
from 0.58 percent in 1986 to .73 in
1990. Morcover, real povernment ex-
penditures per capita, in 1972 prices,
rose from 9.82 pesos in 1986 to 13.13
pesos in 1990. More noteworthy is the
fact that real per capita government
health expenditures have more than
fully recovered from the very sharp fall
in 1984 in spite of the continued rapid
growth of the population while real
GNP per capita has vet to fully recover
from its 1982 level.

Sccondly, recognizing the persisting
imbalance between the existing health
care service structure and the health
care needs of the large majority of the
population, and recognizing that public
sector health expenditure patterns in
the recent past have aggravated this
imbalance, the new leadership in the
DOIH adopted a more vigorous im-
plementation of preventive and promo-
tive health measures, particularly in the
arca of maternal and child health, even
as cfforts were made to upgrade
government hospitals in terms of finan-
cial, cquipment and manpower com-
plements. The maternal- and  child
health program involves a set of inter-
related  activities which include im-
munization, nutrition, maternal care,
family planning, and the control of
diarrheal discases and respiratory in-
fections.

The most visible component of the
program is the expanded program of
immunization.  From an  estimated
coverage of 25 pereent in 1985, the per-
centage of fully immunized children is
estimated to have risen to 80 percent in
1989 (Updates of the Medium-Term
Philippine Development Plan,  1990-
1992, d-aft). Efforts to reduce the high
rates  of malwtrition among  pre-
schoolers, which included  health-re-
lated interventions, also appeared to
have contributed to the decline in the
percentage  of - underweight  pre-
schoolers from 17.7 percent in 1987 to
13.9 percent in 1989, The implementa-

tion and coordination of the national
family planning program, which suf-
fered setbacks in the carly years of the
new government because of its linkage
with the controversy about  fertility
reduction as a national policy, (4 con-
troversy which to date has remained
unresolved), was etfectively taken over
by the DO in 1989 A Five-Year Direc-
tional Plan was developed and new
resources were generated to implement
the program as an integrat part of the
total health program. The control of
diarrheal discases has pained impetus
with intensitied efforts to shift case
management  from  the use of in-
travenous therapy, anti-diarrheals and
antibiotics to the use of oral rehydra-
tion therapy, supported by the produc-
tion of ORESOL packets. Finally, in the
control of acute respiratory infections
amony; infants and voung children, the
DO has formulated a national pro-
gram that emphasizes  the use of
modern — and  more  cost-effective
method of diagnosis and case manage-
ment involving the use of midwives in
lower level facilities in place of tradi-
tional and  more  expensive  case
management methods based in hospi-
tals.

Thirdly, efforts to achicve greater of-
ficiency in resource use were under-
taken. In addition to the shift towards
more cost-effective methods of control-
ling two of the most important health
problems, e, diarrheas and  acute
respiratoryinfections  already noted
above, perhaps the most prominent
policy change affecting efficieney in
resource use s the passage of the
Generies Act of 1988 as part of the
overall National Drugs Policy. The Act
provided for the use of generic ter-
minology in the importation, manufac-
ture, distribution, marketing, advertis-
ing and promotion, prescription and
dispensing of essential drugs. The ob-
jective of this policy is to help control
the cost of essential drugs, which is a
major component of the total cost of

Government health
expenditures increased from
0.58% of GNP in 1986 to
0.73% in 1990.
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bimunization coverage rose
from 25% in 1985 to 80% in
1989.

Support value of Medicare
which has declined to only
33% was restored to 70-80%

in 1989,

Underwoeight children among
pre-schoolers declined from
17.7% in 1987 to 13.9% in

1989.

health care by giving  consumers
greater choice in the purchase of drugs.

Fourthly, in an effort to improve ac-
cess to health care, the benefits of the
Medicare Plan were raised in 1989
through Executive Order No. 365, The
support value of Medicare, which was
originally designed at 70 percent in

1972, had eroded considerably over the |
years so that by 1989, its support value |

was estimated at only 33 percent. This
support value was raised to 90 pereent
in 1989 based on [Y87 costs, which
roughly translates to an cffective sup-
port value of 70 ta 80 percent in 1989,
In addition, the allocation of the in-
creased budgetary resources for health
took greater account of the need to shift
health services towards the poor and

underserved arcas. Thus, budget in-

creases  were  allocated: (1) at
regional level, on the basis of regional
poverty rates; (2) at the provincial level,
on the basis of population size, with 65
percent going, to public health and 35

the !

percent to hospitals; and (3) at the :

hospital level, by occupancy rates.

Finally, in the area of strengthening

information and in the promotion of re-
search-based  policy  decision-making
and implementation, various activities
were undertaken including the review
and development of field health infor-
mation systems and more generally of
health and management information
systems; a study of health care financ-
ing; the fielding of a national health
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survev in 1987; the development of a
program budgeting svstem and  the
training of DOH personnel in the im-
plementation of such a system; and the
development ot a research program for

health sector assessment and  health
care financing,
This  brief and  highly = sclective

review of health sector policy thrusts
and accomplishments highlights  the
fact that carefully thought out policy
initiatives can in fact be made even in
an environment of severe resouree ¢on-
straints and highly competitive sectoral
claims against such resources, and i
an environment of contentious debates
regarding certain aspects of policy (as
in the Generics Act and the family
planning  prog=am). While it is too
carly to fully assess the health impacts
of all these initiatives, it is expected
that the impacts would be positive and
would cumulate over time. The task
that lies ahead then, as the DOt
leadership sees ity is how to preserve
the gains that have been made and
how .md build on them to achivve even
greater accomplishments.

Encouraged by its past accomplish-
meits and cognizant of the larger task
ahead, the DOLE seeks to pursue its
health policy  initiatives by in-
stitutionalizing the process of policy
reform itself. Thus on September 1990,
the  DOI's  Executive  Committee
launched a program called the Flealth
Policy Reform Initiative. This program
seceks “to establish a process for con-
sidering, studying, testing, promoting,
adopting, implementing, monitoring
and cvaluating policy reforms in the
health sector.”

Scope and
Objectives of the
Study

n support of its Health Policy Reform

Initiative, the DOH and USAID have

formulated a bilateral  project on
Health Finance and Development. The
purg ase of the Project is “to increase
resource mobilization, cefficiency, and
quality of health services in the Philip-
pines by improving the processes and
institutions for generating and  im-
plementing  policy  initiatives  and
reforms in the health sector” The
Project will consist of three major com-
ponents: (1) Policy  Formulation, (2)
Health  Financing, and (3) Hospital
Reforms. The task of this study is to as-
sist DOH and USAID in designing the
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DOH Health Policy Reform
Initiative :

establisl a process for
considering, studying,
testing, promoting, adopting,
implementing, monitoring,
and cvaluating policy
reforms in the iealth sector.,

Policy Formulation Component of the
Project.

Specifically, this study will:

I. Determine the DOFPS vision of its
role in the development, formulation,
evaluation, and  advocacy ot health
pohev;

2. Determine institutional organiza-
tions and/or arrangements required to
achicve DOH's mandate as o policy
and repulatory body;

3. Identify the required processes to
formulate a policy framework and <
policy agenda in the health sector .md
the respective roles of the public and
private sectors in these endeavors;

L Identity major rescarch arcas that
need to be investigated to support
policy formulation, and to develop a
schedule for carrving them out;

5. Assess local research and censult-
ing capacity to carry out research sup-
portive of policy formulation;

6. Determine manpower  develop-
ment requirements  to support
health policy formulation; and

USALID Health Finance

Development Project :
3 components :

@ Policy Formulation
O lealth I'inancing
@ Hospital Refornss

7. Conceptualize an activity for in-
stitutionalizing a replicable health sec-
tor database, identity the most ap-
propriate government or private sector
entity (entities) in which this activity
could be housed, and discuss human
resource reduirements and sustainabi-
lity of this activity.

Organization of the
Report

he remainder of this paper is or-

ganized as follows. Section 2 dis-

cusses the vision of the DO as to
its role in the development and ad-
vocacy of health policy. This vision is
distinguished from the vision of its role
in health development, which is a
broader vision and guides all of its ac-
tivities.

Scection 3 elaborates on the concept
of health policy development and the
major sets of activities invoived. Tt
builds on the considerable amount of
thinking that has already been made by
both DOH and USAID.

Sections 4 and 5 discuss aspects of
the policy process. Section 4 discusses
basic concepts that are usctul in the tor-
mulation of 4 health policy framework
and a research agenda as well as in the
evaluation of policies in terms of ef-
ficicney and equity of health sector per-
formance. Section 5, on the other hand,
describes early and recent efforts at
developing an agenda for research, and
considers additional areas for research
that could be undertaken under the
Health Finance Development Project.

Scections 6 and 7 discuss aspects of
the health policy support systems. See-
tion 6 assesses current statistics for
health and  considers ways  of
strengthening  the current  statistical
svstem. In particular, it considers the
pussible institutional arrangements for
Jdata collection, tabulation and publica-
tion of key statistical indicators, and
considers the need to develop a nation-
al accounts system for health along the
lines of the nationai income accounting,
system. Section 7, on the other hand,
reviews recent international and na-
tional thinkicz on the subject  of
capacity building for health policy re-
search, training and consultancy; asses-
ses current national capacity; and con-
siders ways ot apgrading such capacity
in the short- and long-run.
]
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‘The DOH'’s Vision
of its Role in
Health Policy Development

Towards Health Policy Development in the Philippines

It is necessary to distinguish betieeen
DO s viston of its role in health policy
development whicl is a niore focused one,
and its vision of its role in the promotion of
better healtls, which is the broader one and
which guides all of its activities. We first
describe this broader vision.

The DOH’s Vision of
its Role in Health
Development

he DOH's vision of its role in the

promotion of health as stated in its

carly briefing documents is as fol-
lows:

"Health is a bas™ human right. A
continuum  of  services  must  be
provided to assure the enjoviment of
this right, especially by the poor.”

Explicit in this vision is the recogni-
tion of health as a basic human right.
This aspect of the vision 15 drawn
directly from the Constitution which
provides that:

“The State shall protect and promote
the 1.zht to health of the people and in-
still health consciousness among them”
(Article I1, Section 15),

Also explicit i~ *his vision is the
promotion of greater  equity. This
aspuct of the vision, which has been
emphasized in many public statements
by the Secretary of Health and by the
other top leaders of the DOL, is also
drawn from the Constitution which
provides that:

“The Staie <hall adopt an integrated
and comprehensive approach to health
and development which shall endeavor
to make essential goods, health and
other social services available to all the
people at affordable costs. There shall
be priority for the needs of the under-

privileged  sick,  clderly,  disabled,
women and children. The State shall
endeavor to provide free medical care
to paupers.” (Article XHI, Section 1)

What is not readilv apparent in the
statement of the vision is the achieve-
ment of greater efficiency in heaith see-
tor performance. in public statements
made by the top leadership in DOH,
however, efficiency is indeed an impor-
tant clement of this vision. The top
leadership in DOTT has stated on many
occasions that in carrving out policies
and stretegies, the DO has been
guided by cortain values, “toremost
amonyg them is equity in e provision
and financing of basic nealth services,
and within equity considerations, max-
imum efficiency and qualitv.” (State-
ment  of - Undersecretary - Mario
Taguiwalo, HAMIS Workshop, Puerto
Azul, 1990). In the particular case of
health care financing, achieving greater
efficiency in health sector performance
means “building  discipiine into the
supply side and demand side of the
system” - (Statement of - Secretary
Bengzon, Senunar/Waorkshop on the
Development of the National Health
Insurance Program for the Philippines,
Tagavtay, November 30- December 2,
[98K).

To understand this vision of its role
both as carlier stated in bricefing docu-
rients and as later claborated in public
statements, it is necessary o examine
the provisions of the Constitution and
Executive Order Noo 119 from where
this vision finds legal basis. One also
needs to examine the manner in which
this vision hos been translated into ob-
jectives of the DOI for the medium-
term, and how the e objectives in turn
were later translated  into specific
policies and  strategics for the entire
health sector (e, health, nutrition, and
family planning) in the Medium-Term
Philippine Development Plan,  1987-
1992, Finally, one needs to examine the

Health Development Values

@ licaltl as a basic human
right;

® cquity in the provision
and financing of health
services;

®oo5ter officiency in
health sector performance.

performance of the health sector and

|
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the role that the DOH plaved in it to

see bow the vision is being translated
into reality. In Section [, we have brief-
'v described the performance of the
health sector under the DOH leader-

ship. In Annex A we present the

relevant provisions of the Constitution
and the Exccutive Order No. 119, as
well as the objectives, policies and
strategies of the health sector for the
reader’s examination,

The DOH’s Visiun of
its Role in Health
Policy Development

s articulated by its Jeaders, the

DOIM's role in health  policy
development can be viewed from
two  perspectives: as one of the

stakeholders in the health sector, and
as the ageney mandated by the govern-
ment to act as the policy and regulatory
body for health. As a stakeholder in the
health sector, the DOH can perform
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any of the following possible roles:
(Based on Undersecretary Taguiwalo’s
statements in Health Finance Develop-
ment Project Design Workshop, Punta
Baluarte, May 1991, and Private Sector
Health Finance Consultative
Workshop, Makati, July 1991):

(1) as a technical resource agency
providing data and information to in-
terest groups and concerned partics;

(2) as a catalyzer for public discus-
sions on health policy;

(3) as an advocate for policy posi-
tions relative to other parties in the
health sector;

(4) as an administrative and political
Sponsor in government processes in be-
half of the whole health sector; and

(3) as the implementing arm of
government in so far as policies re-
quire an organizational excecutor.

However, the other stakeholders in
the health sector can also play anv of
these possible roles in various forms.
What distinguishes the DO from the
other stakcholders is that the DO is
the agency mandated by the govern-
ment to act as the policy and regulatory
body for health. This mandate comes
from Exccutive Order No. 119 issued in
January 1987, catitled "Reorganizing,
the Ministry of Health, its Attached
Agencies and for other Purposes which
provided that:

"The  Ministry  (Department  of
Health) shall be primerily responsible
for the formulation, planning, im-
plementation, and  coordination  of
policies and programs in tiwe field of
health. The primary function of the
Ministry (Departmene of Health) is the
promotion, protection, preservation or
restoration of the health of the people
through the provision and delivery of
health services and through the regula-
tion and encouragement of pmvidcrs
of health goods and services.” (Section
3.

Thus from this perspective the DOH

DOH Roles

® as one of the stakeholders
in the health sector;

® as the agency mandated
by the state to act as
policy and regulatory
body for health.
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sees a larger task for itself which is to
establish the necessary processes and
institutions  that would cnable  the
various stakeholders in the health sec-
tor to perform their respective roles in
health policy change. The DOIT en-
visions a tully participative process of
health policy development involving
all the various actors in the health sec-
tor. This vision is articulated in an car-
lier statement by Seeretary Bengzon in
the following terms: "the DOL is not
only a direct provider of health ser-
vices, but also a policy contributor and
formulator, and on these latter roles,
the DOFs task is to set up the environ-
ment for various actors in the health
sector to perform their  functions”
(Paraphrase of a statement of Secretary
Bengzon in Seminar/Workshop on the
Development of the National Health
Insurance Program for the Philippines,
Tagavtay, 1988).

Besides its mandate as the policy and
regulatory bodv for health, the factors
that shaped its vision of its larger role
in health policy development include:

(D the DOH's own assessment of the
lellcn;,,vs that the health sector cur-
rently faces and will likely face in the
future; (2) the lessons it learned from
the health policv debates and reforms
in other countries; (3) its understanding,
of the pgoals, the behavior, and the
power and influence  of  various
stakeholders or interest groups in the
health sector; and (D) its appreciation of
the political  processes  of  decision-
making and the role of government
burcaucracies in policy implementa-
tion.

irst, the DOIT recognizes that the

nature and character of current

cconomic,  demographic and
epidemiological changes will inevitab-
ly translate themselves into new and
different patterns of health needs and
demand. Hencee, there is a need now to
lay the groundwork for the health
sector's response to this  inevitable
health transition even as current policy
reforms in the health sector will them-
selves help influence the pattern and
speed of this health transition. On the
other hand, the DOH also recognizes
that the health sector has the potential
capability and fleibility to provide the
changing, mix of services that will be
demanded during, this health transi-
tion. However, that potential mav not
unfold automatically or rapidly as
evidenced by the inadequate health
sector performance in the recent past
and by the still continuing struggle to
increase the flow of resources for
health, to improve service effectiveness
and cfficiency, and to sustain improve-

ments in health status through health
care. Henee, there is a need to ensure
that this potential unfolds quickly into
reality. And here the DOH sees an im-
portant task that it must perform, that
ot helping to develop within the health
sector, the ability to initiate and sustain
change  so that  potential - becomes
reality  quickly to respond to new
health needs. It is uscful at this point to
recall one of Secretary Bengzon's state-
ments to get a sense of the nature of
change that is being contemplated. The
kind of change being envisioned is one
of "accelerated evolution rather than
revolution, that is, participative and
peacefuld change with revolutionary fer-
vor" (Seminar/Workshop  on  the
Development of a National Health In-
surance Program for the Philippines,
Tagavtav, 1988).

ccondly, the DOT has been an ac-

tive participant in international

discussions on health and health
policy reforms in such fora as the .
World Health Assembly and the WHO
Regional Committee Meeting. It has
been alert to international debates on
the underlving, problems of particular
health svstems and  the appropriate
choices to be made to address those
problems (such as debates on the sour-
ces of health care cost escalation and
the impact of health care financing
schemes on cost and access to health
services). Finally, it has also been a
keen observer of health policy changes
in other countries especially in the
arcas of health care financing and the
role of the private sector in the
provision and financing of health care.
The DOH also pereeives that interna-

Possible Tasks in the DOH

& techuical resource agency
forhealth concerns;

@ catalyzer of public
discussions on health
issues;

& advocate of positions in
health policy;

& administrative and
political sponsors of
policy adoption;

@ implenientor of health
policy adopted.




i tional donor agencies come not only to
' fund country activities but also to
. promote  certain jdeas and  policies
' which are also intluenced by the same
" international discussions and debates.
In all these, the DOH has become more
alert both to the opportunities for of-
fecting, change through health policy
reforms and to the dangers of not-so-
well thought out reforms. The D0
has also come to recognize the need to
develop capability within the health
sector to assess what in the pool of in-
ternational experience are worth con-
sidering given the Philippine conteat.

hirdly, the DOH recognizes that

there are many interest groups in

the health sector, cach having dif-
ferent intermediate goals, cach having,
definite patterns of behavior and chan-
nels  of  communication, and  cach
having their own spheres of influence
and power over different sub-sectors of
the entire health system. These include
professional  associations,  academic
medicine, pharmaceuatical companies,
health msurance and HMO groups,
and the NGO's. These groups singly or
jointly can be a major resouree for in-
itiating, advocating, sponsoring and
implementing policy changes in the
health sector. On the other hand, thev
can also block policy initiatives, ignore
policy implementation guidelines or
otherwise make enforcement difficult

Factors that Influence the
DO Vision

@ assessment of the issues
in the health sector;

@ lessons from
international debates and
foreign experience;

@ ideas and actions of other
stakeholders of the health
sector;

@ character of the political
and administrative
processes that determine
policy.

and expensive, or simply preserve the
status quo by simply doing nothing
and keeping quict. I view of all these,
the DOH recognizes the need to in-
volve these varied interest groups or
stakcholders into the entire health
policy development process so that a
conunon understanding, can be forged
not only on what is at stake for cach in-
terest groups, but also on what is stake
for the health sector in particular and
for the population in general.

Towards Health Policy Development in the Philippines

inally, the DO recognizes that

successtul health policy develop-

ment requires the effective inter-
face between the technical aspects of
policy, the political process of decision-
making, and the burcaucratic capacities
to implement policy actions. Public
policy recommendations must be tech-
nically sound, but for these to become
policy actions, they must also be politi-
cally acceptable. Morcover, they must
also be burcaucratically feasible so that
they can actuallv be implemented or
enforeed. Thus, in order to eticctively
transform  technically sound  policy
recommiendations into policy actions
with measurable impacts, there is a
need to enlarge the politically aceepl-
able and bureaucratically feasible set.
The likelihood of this being achieved is
greater if the politicians and their con-
stituencies, which include the many
stakcholders in the health secter, as
well as the ditferent burcaucracies in
government together with their respec-
tive constituencies are brought into the
entire process ot health poliev develop-
ment. Thus part of DOH's vision of its
role in health policy development is to
enlist the  participation of o larger
group of stakeholders both those in
government and those in the private :
sector in the entire policy process,
]
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Institutional and
Cperational Aspects
of Health Policy Development
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Introduction

he F'20th Policy Reform Initiative

of the DOH is a program that

secks to operationalize and institu-
tionalize health policy  development.
An input into this Initiative is the
Policy Formulation Component of the
Health Finance Development Project.
An carly description of this component
is contained in a draft Project Iden-
tification Document of December 1990,
This description has been subsequently
refined on the basis of further discus-
sions and consultations, the latest in a
Project Design Workshop held in Mav
1991 participated in by individuals rep-
resenting various sectors. The basic fea-
tures of health policy development
contained in the carly description,
however, are retained in subsequent
versions, These are:

(1) The policy, regulatory, and legis-
lative recommendations muist be based
on broad-based consultation, solid re-
search, and proper demonstration of
recommended changes.

(2) The policy process must be itera-
tive, consisting of various activities that
finally lead to the design and im-
plementation of appropriate policies,
regulations and legislation. Tt is to be
iterative in order to allow for modifica-
tion of policies, regulations, and legis-
lation after thorcugh  evaluation of
their potential impact as determined by
careful analyses and demonstration.

(3) Certain organizational structures
need to be established to take lead
responsibility for the entire as well as
for specitic aspects of the policy
process.

The refinements made as of May

1 1991 included the fllowing;

[ () A clearer (more conerete) ar-
. ticulation of the intermediate outputs
L or objectives of the policy formulation
j
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component, which are: (a) to Tuild
capacity in government and in DOI i
particuiar for research-based policy for-
mutlation; (b) to establish a mechanism
tor a continuous health policy dialogue
on o wider range of issues among a
larger group of participants; and () to
develop a national health accounts and
health policy data base.

(2} A more logical flow of the dif-
terent activitics as well as a clearer
description of cach activity to achieve
cach of the intermediate objectives; and

(3 The addition of two important ac-
tivitics in the  policy  formudation
process, namely, the monitoring and
evaluation of policy actions as distin-
guished  trom the  monitoring  and
evaluation of demonstration projects.

Health Policy
Development

uilding on the work that has been
done, this section claborates on
e/ the  concept of  health policy
development and its component ac-
tivities. Health policy development s
detined in this study as the process of
strengthening and  sustaining the
capacity of the DO, i collaboration
with the various groups in the health
sector, to fornaalate, implement and
evaluate health policies o achieve
greater efficiency and equity in - the
provision and financing ot health ser-
vices, Health palicy development in-
valves three major sets of activitios: (1
the establishment of an - interactive
health policy process; (2) the setting up
of organizational structures within the
DOH to initiate, guide and sustain the
health policy process; and  (3) the
strengthening of institutional support
svstems for sustaining the health policy

pracess. Below we elaborate on cach of
these major activitios.

Health Policy
Process

his involves aviterative and an in-

leractive process consisting of the

following  specific  activities: (1)
development ot o health policy
framework; (2} development of g
health policy research agenda; (3) im-
plementation  of  health research
studies; () development of a health
policy agenda; (3) premulgation of
health policy actions; and () monitor-
ing and evaluation of policy actions.

Development of a Health Policy Framework.
This framewaork describes the policy
arcas, policy issues and policy ues-
tions that must be considered in order
to effect ctficiency and equity improve-
ments in the health sector.

The basic inputs into the identifica-
tion of policy areas and issues and the
formulation of specific policy questions
would include the tollowing:

n A common conceptual
framework tor analvzing health sector
performance and for identifving policy
issues to puide the initial - thinking
process. (A conceptual framework use-
ful tor this purposce is deseribed in See-
tion -h.

(2) The results of past research and
independent assessments of health see-
tor pertormance,

(3 The DOEES own assessment of
health sector performance and its ex-
pericnce in health service provision
and financing,.

(h Policy issues and questions that
other government agencies and various
sectors  of  <ocicty,  particularly  the
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various stakeholders in the health sce-
tor, perceive to be important and need
to be addressed. These include issues
and questions regarding, recent policy
actions and the manner of their im-
plementaticen.

(5) A comprehensive baseline infor-
mation obtained fromi on-going  re-
scarch which may uncover many areas
and issues for policy consideration.

At any given time, it is possible to
identify a limited set of policy arcas, is-
sues and questions to be addressed,
even as the results of on-going and fu-
ture research and  deliberations will
later help define other areas to be con-
sidered.

Based on its own assessment of
health sector performance and its read-
ing, of the demands for reforms from
various preliminary
frameworx was developed by the DO
which consists of tive broad policy
areas: (1) public scctor health financing;
(2) private sector provisions for public
goals; (3) etficiency and equity enhan-
cement in public and private health
sectors; (4) national health care tinane-
ing system; and (3) new perspectives m
the Philippine health sector. Of these
five policy arcas, two were selected Lo
be addressed under the Health Finane-
ing Development Project, namelv: of-
ficiency and cquity enhancement in
public and private health sectors with
attention to hospitals, and  national
health care financing svstems with at-
tention to Medicare and other svstems
to reach the population currently not
covered by Medicare.

sectors, a

The Health Pulicy
; Development Process

fl @ establish, strengthen, and

: sustain capacity in the
DOH for developing
health policy;

® link this DOH capacity
with other groups and
interests in the health
sector;

; @ interact among parties to

‘ formulate, implenient,
and cvaluate health
policies;

@ test policies against
efficiency and equity
goals of the health sector.

Considerable effort has been exerted
in formulating specitic policy questions
in these two arcas, and a number of re-
scarches  were commissioned by
USAID to help provide additional
background information.

Develcyment of a Health Policy Re-
search Agenda. Viewed from a lincar
standpoint, there will be rescarch that
will be needed to help formulate the
Health Policy Framework, Onee the
policy arcas, issues and questions have
been identitied,  rescarch will  be
needed to generate findings that could
lead to recommendations tor retorms.
Then research will be needed o
generate daty and analvsis to help
design and - test the recommended
reforms. Finally,  research will be
needed to monitor and evaluate the
coverage and impact ot the policy ac-
tions that have been taken. Thus one
could conceive of rescarch as maoving,
trom one stage to another in tandem
with the stages of the policy process.,

However, what we will iikelv tind is
that the Health Policy Framework, once
formulated, witl contain policy areas,
Issues and - questions with ditferent
lovels ot speciticity and urgencv. Thus,
on some critical policy areas, there will
be a need tor more haseline informa-
tion to understand the issues involved
and to specify the questions more con-
cretely. Inothers, the issues and gues-
tions are clear, and so research can
proceed towards generating data and
analysis that could help tormulate the
recommendations. [n others, the ques-
tions relate to ongoing, programs, and
so research can start with cvaluation of
program coverage with the view of
recommending operational changes at
the margin. In others, the guestion
might be on whether there is a need to
reconsider a major policy decision that
has recently been made, and <o re-
search might focus on monitoring and
evaluating the actual and potential im-
pacts of such @ policy with a view to its
possible moditiation or abandonment.

In Section 3 we review recent eftorts
towards developing a research agenda
that will provide a wide range of
bascline information about the health
system, and a research agenda that ad-
dresses specitic pohiey issues and ques-
tions. We also evplore ather policy is-
sues and questions that might be con-
sidered of high priority and the cor-
responding rescarch agenda to address
them.

Implementation of Health Research Studies.
The rescarch studies will likelv be im-
plemented by group rescarchers com-
ing from different disciplines. Apart
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Activities to Create the
Policy Development Process

€ generating amd
assembling the knowledge
buse for policy
discussions and decisions;

@ cstablishing and
activating within the
DO the organizational
structures, mechanisms
and procedures for policy
deliberation;

@ orchestrating
participation of
institutions and
organizations in the
health sector to sustain
the knowledge base and
support the sectoral
concensus on policy.

from the question of management, i.c.
identification of rescarchers, arranging,
muetings, preparing contracts, enfore-
ing timetrames, ete., there is something
about policy research involving many
disciplines that needs to be considered.
Fach discipline has its own concepts
and theories and specitic research ap-
proach toa given problem situation. As
such the work of individual researchers
will have strong but perhaps narrow
disciphinal orientation. \What is needed,
however, is a complele view of reality.
Hence, a major consideration in the im-
plementation of health rescarch studies
i~ how to combine the ditferent dis-
ciplinal - perspectives into a - single
colerent view of reality. The following,
activities might be considered as part
of the overall research implementation:
(h Formation of an ad hoe multi-dis-
ciplinary group to assist a principal
study director twvho will come from a
particular  discipline) in research
design, data collection, analvsis and in-
terpretation ot results. This study direc-
tor himselt herselt could be a member
ot another multi-disciplinary group as-
sisting another principal investigator.
2y Establishment of a regular re-
scearch torum whereby the  research
framework, methods of data colleetion
and analvsis, and the principal findings
are discussed by o larger group of re-
scarchers from ditferent disciplines.
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(©) Formation of special research
teams to evaluate and svnthesize re-
search findings as they come out, to re-
late these findings to the larger body of
knowledge that already exist, and to
draw out policy implications, formu-
late specific policy: recommendations,
design the specific forms of interven-
tions and assess their potential impacts.
Selected  personnel from the DOH
should join such teams so that over
time a core of DO personnel could
gain cnough experience in research
synthesis and utilization for policy pur-
posces.

Development of Health Policy Agenda. The
findings from the research studies as
evaluated and svnthesized for policy
purposes will be reviewed and turther
evaluated by a high level committee o
be discussed later) and from which a
set - of  policy  recommendations,
together with the corresponding instru-
ments for intervention, will be made.
The policy recommendations resulting
from this review process will constitute
the official Health Policy Agenda of the
DOLL [n an interactive policy process,
this Agenda will include not onfy new
initiatives but also recommendations
tor maodification, refinement or aban-
donment  of  recently promulgated
policy actions based on new informa-
tion and caretul policy analvsis.

Among the new policy recommen-
dations, some can be proposed for im-
mediate adoption while others may re-
quire  further  demonstration. The
former will be immediately proposed
for policy action, while the latter will
be tested and validated in demonstra-
tion projects.

Knowledge and ldeas for
Policy Development

@ developing a health
policy framework;

@ crafting a health policy
research agenda;

@ undertaking
policy-relevant research;

@ formulating a health
policy agenda;

& testing policy via
demonstration projects;

@ monitoring and
cvaluating policy actions.
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Conduct of Demonstration Projects. Cer-
tain policy recommendations will in-
volve new approaches that they will
need to be tested,  wvalidated, and
thoroughly assessed for their teasibility
and actual impact. For these recom-
mended  approaches,  demonstration
projects will be conducted where the
policies and  their impact will be
cvaluated inoa real life situations. In
these  demonstration projects,  the
evaluation will consider not only what
would work under pilot test conditions
but more importantly, to consider what
the results would be like when the
policy or program is implemented on o
larger scale. Since the conditions un-
derlving pilot tests are not likely to be
fully replicated on a national scale, it is
important to take note of the tavorable
situations in the pilot test situation, ¢.g.
well trained and dedicated personnel,
well informed  beneficiaries, efticient
logistics, cte., and to conduct sensitivity
tests where these favorable situations
are "diluted” ina national coverage.

Promulgation of Health Policy Actions. This
involves the promulgation of recom-
mended policy actions on anv of four
levels of policy actions: Constitutional
amendments, Republic Acts, Executive
Orders, and Administrative Orders.

Monitoring and Evaluation of Policy Actions.
Once policy actions are implemented,
these will monitored for their progress
(i.e. compliance, coverage ot intended
beneticiaries, quality and quantity of
resources or services reaching the tar-
get beneticiaries, eted to determine
whether  further refinements are
needed i their implementation or
management. Finally, the policy ac-
tions will be evaluated for their im-
pacts on efficiency and equity of health
sector performance, both intended and
unintended, to determine whether to
continue the policies, to strengthen
them, to modity them so as to achieve
greater intended impacts or minimize
unintended  adverse impacts, or to
abandon them if found  inetfective
under changed or unforescen condi-
tions.

In evaluating the impact of policy ac-
tions, it is cssential to have a common
criteria by which to judge “success” or
“failure”. This is so because the success
of any policy action is relative. In anv
policy change, there will be losers and
gainers. The losers would obviously
consider the policy action a failure
from their  own  perspective. The
gainers would obviously have quite a
different conclusion. But in the end, the
pulicy actions must be evaluated on the
basis of a commonly agreed criteria of

efficiency and equity of health sector
pertormance and other objectives of the
health sector. 1t is also to be expected
that adverse reactions to a policy action
from some stakeholders would arise
only during  implementation. These
reactions may be due to the wav the
policy actions are being implemented,
or more substantively, due to the fact
that only then would these groups real-
ize the magnitude of the potential Joss
to them of the policy change. Such
reactions could lead to unproductive
and contentious debates on the merits
and demerits of the policy action if a
common and a solid information base
derived trom scientific monitoring and
evaluation is not readily available to
resolve claims and counterclaims. Thus
monitoring and evaluation data, in ad-
dition to serving the purpose of deter-
mining how to make the policy actions
more cttective, could also serve as an
input into  the continuing  policy
analvsis to inform various stakeholders
and the peneral public of what the true
sitation really is.

Organizational
Structure Within
DOH

reliminary  discussions and  sub-

sequent deliberations on the or-

ganizational or institutional struc-
tures for health policy development
have identified the need to ereate the
following bodies within DOH to over-
see the entire process: (1) Health Policy
Advisory Council; (% Health Policy
Technical Group; and () Health Policy
Reform Secretariat. Below we elaborate
on the functions of these bodies.

A Health Policy Advisory Council. It is a
multisectoral body to be established by
Exccutive Order with representation
from the DO, related  government
agencies, and various interest proups
such as universities and research in-
stitutions,  private sector health eare
providers and ftinanciers, and profes-
sional associations. Its main function is
to provide advice and to assist the
DOH in performing its leadership role
in health policy development. (Note:
The use ot the terminology “Advisory
Council” instead of "Steering Commit-
tee” used in preliminary documents is
probably more accurate since the func-
tion of the body is meant to be essen-
tially advisory in nature. The DOH still
retains the mandate and the respon-



sibility of formulating and coordinating
policies related to health).

Specifically, the Advisory Council
will advice and assist the DOH in per-
forming the following tasks:

() Formulation of the fealth Policy
Framework.

() Review and approval of the
Health Policv Research Agenda,

(3 Formulation ot the Health Policy
Agenda.

(3) Initiation of the administrative
and organizational actions necessary
for the promulgation ol appropriate
policy actions.

(3) Oversecing the monitoring, and
evaluation of policy actions,
(6} Sponsoring  and

health sector reforms,

() Broadening the participation of
various  stakcholders in o the  health
policy process.

(8) Developing technical capability
for initiating and sustaining health
policy retorms in the health sector, both
within and outside of the DOIH.

advocating

Health Policy Technical Group. This is
composed of Key public and private
sector policy analysts headed by the
Underseeretary of Health and desig-
nated by the Secretary of Health.

The Technical Group will provide
technical oversight for the entire policy
process. Specifically its functions will
be:

(D) To provide technical oversight tor
policy framework, rescarch agenda and
policy agenda preparation.

(2) To provide technical oversight tor
the conduct of research studies, pilot
tests and demonstrations of specitie
policy recommendations, and monitor-
ing and evaluation ot policy actions.”

(3 To provide technical aversight for
the development of a datistical svstem
for health, including the development
of a National Health Accounts Svstem.,

() To oversee the development of
technical sKills in health policy research
and analvsis, particularly in the svn-
thesis and utilization ot the findings of
health policy research, among the stats
in the DOH and in other government
agencies involved in health-related ac-
tivities.

(5) To promote the development of
national institutions tor health policy
research, training and technical assis-
tance,

() To encourage the technical dis-
cassions of policy and research issues
in health sector development among,
the various stakeholders in the health
sector.

To perform these tasks, the Technical
Group will draw on individuals from

sulting  firms,  trade  associations,
professional societies, pharmaceutical
industry, medical equipment industry,
and health tinancing industry for assis-
tance and advice.

[n addition, the Technicat Group will
form speciel teams to undertake syn-
thesis and utilization of research find-
ings and demonstration results for
policy analvsis. These teams will con-
sists of experts from the above institu-
tions and sclected personnel trom the
DO

Health Folicy Reform Secretariat. This will
be composed of DO personnel to be
headed by an Assistant Secretary and
designated by the Seerctary of Health.
The  Seerctariat will - provide  ad-
ministralive support to the work of the
Advisory Council and the Technical
Group, and will serve as liaison with
the non-DOH agencies and bodies in-
volved in health policy development.

Support Systems for
Health Policy
Development

Multisectoral Health Policy Forum, In order
to foster a continuous health policy
dialogue, an independent Forum: for
Health Policy will be created. The
Forum will be a loose association of
various  protessional  associations,
private sector providers and tinanciers
of health care, universitios and rescarch
institutions, academic disciphines, the
DOH and other refated  povernment
agencies. The Foram will consider, dis-
cuss, and debate policy issues. Many of
the ideas generated through the Forum
will become inputs into the health
policy process itselt. The Forum could
alsoserve as a mechanism by which the
DO can raise asareness and torge
amony,  the  various
stakeholders in the health sector about
aspects of the policy process, ie. the
policy tramewwork, the research agenda,
and the policy agenda itselt. The Forum
will not take the place ot the usual
public hearings required  in policy
decision-making, but rather it will ex-
pand  the  participation of - various
groups and expand the range ot issues
to be publichy discussed.

The DOLEL inits role as catalveer,
will convene representatives of institu-
tions to present this idea of an inde-
pendent Forum, and to encourage them
to form o doose assoctation. Onge

cansensus

universities, rescarch institutions, con- | formed, the Forum will create its own

Towards Health Policy Development in the Philippines

Systems in Support of Policy
Development

& Multisectoral health
policy forum for
consensus building;

® National statistics for
health;

® Health policy research,
and training programs.

small sccretariat which will manage
and courdinate dav-to-dav activities,
The HEFD Project may initially provide
a grant to tund the secretariat. Later the
secretariat will be tunded entirely by
the members of the Forum  through
contributions. Inaddition, the HFD
Project mav provide small grants to
help institutions represented in the
Forum to prepare analvsis and reports
for discussion,

National Statistics for Health. Reliable data
to assess the pertormance of the health
sector are currently not available or
readily accessible, particularly in the
area ot health care evpenditures and
financing, cconomic costs ¢f various
health programs and services in both
private and  public facilities, health
manpower, and demand and utiliza-
tion patterns. There is o need o
develop and matntain national statis-
tics tor health that will support health
rescarch and analvsis. We describe the
development ot this statistical svstem
in Section 6.

Health Policy Research, Training and Con-
sultancy Program. Since the heatth policy
development is premised on research-
and intormation-based policy formula-
tion, implementation and evaluation, it
is necessary to build and strengthen the
national capacity tor health policy re-
search, training and technical  assis-
tance. Initial thinking about the proces-
ses invalved has been made at the na-
tional and international levels, We
draw on the results ot this initial think-
g in our assessment ot the current na-
tional capacity and in our identification
of capacity-building activities to be un-
dertahen  under  the Project. We
describe these in Section 7.

[ ]
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Conceptual Framework
for Health Policy Formulation
and Assessment

Introduction

major activity in the health policy

process is the formulation ot the

Health Policy Framework. This
Framework describes the policy areas,
policy issues, and pnlu\ questions that
must be addressed in order to move
the health sector towards greater of -
ficiency and equity. To tacilitate the
formulation  of o Health Policy
Framewaork, there is a need to consider
Al commuoen set ot conee plll.ll
frameworks about the determinants of
health and  how  the health  sector
operates to influence health, There is
also a need to consider o common set
of criteria for assessing the perfor-
mance ol the health sector in terms of
cfficiency and equity ot health care
provision and tinancing. We describe
below some basic concepts derived
from social science disciplines, in par-
ticular cconomics, which can serve as
inputs into the tormulation of a Flealth
Policy Framework.

Determinants of
Health

simple framework for analvzing

the determinants of health out-

comes can be brieflv described as
follows. (See Figure D Health out-
comes, which are mweasured either in
terms of mortality, morbidity, nutri-
tional status or disability, are deter-
mined directly by a set of “proximate”
determinants, These are (1) health ser-
vice utilization, (2) environmental con-
tamination, (3 nutrient/dictary intake,
(D fertility, and (3) injury. These
proximate determinants in turn are

24

determined by a host of sociocconomic,
demographic and - cultural factors.
These factors include (1) individual
characteristics such as age, sey, educa-
tion, occupation, and health beliets and
attitudes; (2) houschold characteristicos
such as houschold income/Zwealth, the
age-sex composition of the household,

and  social networks; and () com-
munity level tactors which include
ceologys structure of - markets and

prices for goods and services; transpor-
tation networks, population size, strug-
ture and distribution; and soctal strue-
ture and organization.

It should be evident from this simple
fraomework  that health care service
utilization (preventive  or - curative)
which has been the traditional concern
ot health care providers is only one of
many lactors intluencing the health
status of the population.

This broad frramework facilitates the
identitication of major arcas tor health
interventions, Thus, direct interven-
tions might include the provision ot
health care services, reduction in en-
vironmental contamination, provision
of adequate nutrition, provision of sate
means ot fertility control,  and
provision of satety measures at home
and at the working place. Bevond these
traditional arcas of biomedical inter-
vention are interventions in the
socioeconomic tield which indirectly
attect health outcomes through their
impact on - one or more ot the
proximate factors, These include the
provision ot better education and
health intormation, increased employ-
ment and incomes, improved transpor-
tation and communication, and various
policies attecting prices of goods and
services.

The various interventions influenc-
ing hoalth outcomes are carried out by
difterent sectors, cach involving several
government  agencies  and - various
private mstitutions. The health sector is

only one of these sectors and the im-
pact of its activities could cither be
tacilitated or constrained by the success
or failure of the other sectors in their
respective areas of responsibility. For
example, the lack of transport facilities
in certain arcas could limit access to
health care services. There is a growing,
recognition that greater intersectoral
coordination is essential so that sectoral
activities, while implemented  inde-
pendently by cach sector and by dif-
terent agencies or bodies in cach sector,
can be designed so that their direet and
indirect impacts cumulatively  con-
tribute to greater health improvements.
The conceptual framework of the deter-
minants ot health just described helps
us to visualize the various activities
that need to be coordinated in order to
achieve greater health impacts,

Operation of the
Health Sector

here are several ways of describing
the health sector depending upon
the purpose of the analysis. Given
our purposes of identifving kev policy
areas, issues and questions, and of
evaluating the cconomic pertormance
of the sector in terms of efficiency and
vuity, the operation of health sector
mayv be deseribed in terms of o set of
input-output relationships. (See Figure
2. (This framewaork as well as the
criteria for assessing health sector per-
tormance is based on the work ot
Andreano and Flelminiak, T987; 1988).
We start with the mobilization of
peneral economic resources e land,
Labor, capital and technology which are
then  transtormed  into resources
specitic to health, e, various tvpes of
health care facilities and manpower,
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Figure 1. Determinants of Health: Major Faclors and Intervention Points -

Underlying Socioeconomic Proximate Factors Health Outcomes
Demographic and Cultural
Factors
Individual IHcalth care service Mortality
* Age, Sex utilization

* Education
* Occupation
* Health belicfs, attitudes Environmental Morbidity
Houschold »/ contamination
* Income/wealth
* Age-sex composition
* Social network Nutrient/dictary intake Nutritional status
Community
* Ecological climate
* Markets and prices Fertility
* Transportation Disability
* Population size,
structure and Injury
distribution
* Social structure and
organization

L

Framework adapted from Mosley and Chen (1984),

Figure 2. A Conceptual-Frameworkol the Health System with Attention to the Health Care Sector

Health Care Sector

. . A Land, labor, capital, technology
General economic resources (A) B Physicians, nurses, other health workers;
hospitals, RHU, BHS, clinics; phar-
1 maceuticals; medical equipments

C Institutional services; physician services,

Economic resources specific to health (B) hospital services (in-patient care, out-

patient care); treatment for specific

health conditions, c.g., diarrhea, ARI, TB,

4 tropical discases, chronic discases

D Demand for insitutional services or
specific treatments

l E Actual use of various types of services in

various institutional settings

F Outputs of other health-related sectors,
e.g., water supply, houseing, ctc.; and of

[ social and economic sectors, c.g., educa-

tion, food supply, employment and in-

Supply of health care services (C)

Health care service utilization (E)

. come, transportation
Demand for ealth care services (D) G lHealth outcomes; mortality, nutritional
/ status, disability

—r>

Health status (G)
v

Other health-related and socio-economic sectors (F)

Adapted from Andreano and [Helminiak (1988),
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drugs, medical equipments, cte. In turn
these resources are the inputs used to
produce specific types of health care
services, L.e. community health services
and personal health services, which,
given the demand for such services,
lead to the uatilization of such services.
The utilization of health care services in
turn is an input which, together with
the impact of the activities of other
health- related sectors and the social
and  cconomic  sectors,  determines
health status.

Based on this highly simplified view
of the operation ot the health sector in
the context of the larger sociocconomic
environment, we can readily identify
the general policy areas, issucs and
questions that could initially form the
conceptual basis for the formulation of
a health policy framework.

Policy Areas, Issues
and Questions:
General Framework

here is a need to develop an over-

all conceptual framework because

the consideration of any specific
issue or arca of reform would inevitab-
ly involve consideration of its impact
on the overall health system. Piecemeal
and isolated initiatives are likely to fail,
or worse, could produce unintended
adverse eftects that are larger than the
effects of the specific policy problem
that is being addressed. Henee, we out-
line below the elements of such an
overall framework. The framework not
only shows the policy areas, policy is-
sues and policy questions that need to
be addressed, but also it indicates what
should be considered in assessing the
equity and  efficiency impacts of a

Intersectoral resource
allocation efficiency :

How much of the total
economy’s resources should
be allocated to the health
sector relative to the other
sectors of the economy in
order to maximize social
welfare?
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policy action. Hence, we also discuss
various concepts of efficiency and equi-
tv that are relevant to a specific policy
concern,

The  major  issues  confronting
decision-makers  and - health ad-
ministrators to improve health status
as efficiently and equitably as possible
mav be classified into the following,
broad categories: (1} ntersectoral
resource allocation; (2) health service
structure; (3) health service focus; (4)
health service utilization; (5) health ser-
vice production; (6) management and
operations; (7) health care financing
mechanisms; and  (8)  public-private
sector roles in health service provision
and financing. (See Figure 3).

Intersectoral Resource Allocation. How
nuch of the total cconomy’s resources
should be allocated to the health sector
relative to the other sectors of the
cconomy? The resources referred to
here include private expenditures on
health  services by individuals  and
houscholds, and publiciv budgeted ex-
penditures for health sorvices. This s
the question which policy makers in-
evitably ask and in which they show
great impatience when a single quan-
titative answer can not be readily
provided.

A basic principle based on economic
theory can be given, namely, that
greater efficiency in resource allocation
can be achieved by allocating relatively
more of the additional resources avail-
able to those sectors that offer larger
contributions to social welfare and rela-
tively less of the additional resources to
those sectors that offer lesser contribu-
tions to social welfare. We shall call
this type of efficiency as intersectoral
resource dlecation efficiency. This s
perhaps the most abstract, and most
difficult to measure, pertormance in-
dicator. The problem lies in the dif-
ficulty of measuring "social welfare” or
the "well-being of a society”, of which
health is but one of its components.
The other components of soctal welfare
would invariably include increased in-
come, more productive employment,
better knowledge, freedom of choice,
and an acceptable distribution of in-
come.  Measuring the net benefit to
society ot allocating additional resour-
ces to the health sector means measur-
ing both the impact of such resource al-
location on health status improvements
and on the other dimensions of social
welfare, and then measuring the value
to society of both the resuliing health
status improvements and the changes
in the other components of social wel-
fare. This benefit would then have to be
compared with the benefit to society

Service structure efficiency :

Given the resources available !
for the health sector, how ;
should these be allocated
amony various combinations
of services in order to
maximize impact on health
status?

that could be obtained by allocating the
same additional resources to the other
sectors of the cconomy. While the
measurcement of the relative impacts of
sectoral investments on health status
improvements and other components
of social welfare can, in principle, be
measured scientifically (although there
exist as vet no practical procedure that
can be routinely applied), the deter-
mination of the contributions to social
welfare of changes in health and other
components of social welfare involves
value judgements regarding the impor-
tance of each component to the overall
welfare of society.

Health Service Structure. The health sec-
tor can produce various kinds of ser-
vices that will improve health status.
Broadly, these services would include
community health services and  per-
sonal - health  services. Community
health services in turn include such ser-
vices as public information and educa-
tion, health surveillance, environmen-
tal health services, and research and
training; while personal health services
include both outpatient and inpatient
care. Given the resources available for
the health sector, how much should be
allocated to cach of these different ser-
vices, or stated differently, what com-
bination of health services should be

Service focus efficiency :

Given the combination of
services being produced, to
whom should such services
be focused to maximize
impact on health status?




Towards Health Policy Development in the Phlilppines

Figure 3.”Policy Areas, Issues, Questions and Criteria for Assessing the Economic Performance of the Heajth Care Sector '
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produced and be made available to the
population?

Given the level of resources avail-
able, greater cfficiency in resource al-
location can be achieved by producing
that combination of services that is the
most cffective in improving  health
status, We shall wall this tvpe of of-
ficiency as the service structure of-
ficiency. This implies, in part, choosing
the combination of health services of
given quantity and quality that ade-
quately addresses the most important
health  problems/discases.  Because
choices once madce are difficult to
reverse once the health service in-
frastructure is sct in place, it is, there
fore, important to inform such choices
with the findings of scientific research
on the persisting and evolving patterns
of disease  as  well oas oon the
demonstrated  relative  cost-effective-
ness of alternative health services.

Health Service Focus. The health needs of
different population proups vary, often
widely, due to a number of factors,
some  related o personal  and
demographic characteristics, others to
their own patterns ot behavios, and still
others to their exposure to environ-
ments on which they have little in-
dividual control. Differ snt poputation
groups also, due to the same set of fac-
tors, vary with respect to their aceess to
health services. Given the combination
of health services that are produced,
what population groups should get
priority in the provision of such health
services, or stated diiftcrently, to whom
should such services be focused or tar-
geted?

Greater efficiency in the provision of
health services can be achieved if the
services that are produced are focused
or targeted to the population most in
need of such services, i, those who
could benefit the most in terms of
health impacts. We shall call this tvpe
of efficiency as service focus efficiency.

Service utilization efficiency :

Given the services being
produced and the
beneficiaries being targetted,
how should services be
utilized in order to maximize
impact on health status?
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Morcover,  greater equity be
achieved if services are made available
to those in need irrespective of their in-
come and geographic location. We
shall call this type of equity as access
equity.

To operationalize these guiding prin-
ciples, it is necessary to be able to clear-
ly define and identify the population
groups that are most in need of health
services  cither because they are at
higher risk of poor health or because
they are least able to obtain the needed
services using onlv their own limited
resources. This ability to define and
identity target populations can be in-
creased by research and data collection
activities  that  can quickly  inform
decision-makers of the changing pat-
terns of health needs and the popula-
tion groups involved.

can

Health Service Utilization. A common ap-
proach adopted by many governments
to respond to the pereeived unmet
health needs of their population is to
provide more facilitics and  services
closer to where people live. This ap-
proach, however, has not been found
to be entirely successful. Instead, one
finds  the  scemingly  incongruous
coenistence ot unmet needs and inap-
propriate or excessive use of services
on the one hand, and of underutilized
service  capacity in o certain health
facilities and overcrowding in others,
especially at the higher levels of the
delivery structure, on the other.

Greater efficiency can be achieved if
(1) those with real health needs as
medically defined do seck and get care;
(2) those that do get care do not
demand or are not provided excessive
Or unnecessary services as medically
defined; and (3) those that do seek care
for real health needs seck and are
provided with necessary services at the
most appropriate health facility in the
delivery structure. We shall call this
type of cfficiency as service utilization
efficiency.

To achivve greater service utilization
etticiency  through  the  design of
mechanisms or - incentive  structures
that will modify the behavior of con-
sumers and providers with respect to
service utilization, and through the
design a delivery structure that will
maximize utilization of services and
facilities, it is necessary to understand,
through careful research and analvsis,
both the demand and supply factors in-
fluencing health service utilization.

Health Service Production. A particular
health service, whether community or
personal  service, can be produced
using different kinds of inputs, c.g. dit-

Service production efficiency :

What combination of
resource inputs would yield
the best quality amd most
quantity of appropriate
services utilized by the
targetted beneficiaries at
least cost?

ferent types of human resources, medi-
cal equipment and facilities, and drugs.
What  resource inputs, and in what
combinalion, should be emiploved in
the production of health services of
given quality?

Greater cfficiency can be achieved
by choosing that combination of health
inputs that is the Jeast costly among al-
ternative combinations given the rela-
tive prices of various inputs and given
the prevailing medical technology. Al-
ternatively, greater efficiency can be
achieved by choosing the combination
Gf health inputs that produces the
greatest quantity and quality of health
services given the amount of resources
that is available. We shall call this type
of efficiency as service production of-
ficiency.

The effective application of this prin-
ciple requires not only the considera-
tion of substitution possibilities among
difterent types of inputs that already
eaist, but alsa the expansion of the
range  of  substitution  possibilities
through rescarch  and  careful  ex-
perimentation. Morcover, there is a
need to review  certain established
practices in health care provision that,
while designed with lofty objectives
such as ensuring high quality of ser-
vice, unintendedly  tend  to restrict
input substitution, and  hence, the
achievement of greater efficiency.

Management and Operations. It is general-
ly aceepted that in spite of limited
budgets,  governments  can il
generate additional resources for ex-
panding and improving the quality of
health services by simply managing the
resources that they now have more cffi-
ciently.  Greater  efficiency can be
achieved by adopting management and
operational procedures that ensure that
the potential quantity and quality of
health services that were expected from
the chosen combination of resource in-
puts (refer to the coneept of service




Operational efficiency :

How can chosen inputs be
managed to produce the best
quality and quantity of
services possible under a
given budget?

production efficiency) are actually real-
ized. We shall call this tvpe of efficien-
¢y as operational etficiency.

There are many areas where opera-
tional efficiency can be  improved.
These include the arcas of personnel
motivation and  supervision,  proce-
dures for drugs and supplies procure-
ment, and logistics. Other areas include
operational procedures for identifving
target  populations  for  service
provision, and budgeting procedures.
Still - others  include  the locus  of
decision- making and communication
channels, e, what decisions are best
devolved to various uinits of decision-
making, c.p. BIES, REU, hospitals, and
what decisions are best Teft to central
management; and how are the health
needs and demands perceived at lower
administrative levels communicated to
upper decision making units so that
resource allocation decisions are made
that reflect these needs and demands?

Health Care Financing Mechanisms. How
should  health  care services  be
financed? A variety of health care
financing schemes can be used. Some
would be more efficient from a financ-
ing stanapoint than others. Among
health care financing schemes that can
generate the same level of financial
resources, the more efficient scheme is
the one that require lower cost of
generating such tfinancial resources. We
shall call this tvpe of efficiency as
financial efficiency.

Morcover, amony, alternative
schemes, the scheme where
beneficiaries with higher incomes make
progressively higher contributions rela-
tive to those with lower incomes would
be more financially  cquitable  than
those where the beneficiaries are re-
quired cither to contribute amounts
proportional to their incomes, or worse
to contribute equal absolute amounts
towards the financing of health ser-
vices. We shall call this type of equity
as financial equity.

Finally, the choice of which scheme
or combination of schemes to adopt
must be based on careful assessment of
its overall impact on efficiency and
equity of health sector performance, ie.
on the various types of efficiency and
equity described above, Among health
care financing schemes, the scheme or
combination of schemes that promotes
greater efficiency and equity in the
overall health system is to be preferred
to those that does not.

Public-Private Sector Roles in Health Ser-
vice Delivery and Financing. What should
be the respective roles of the private
sector and the public sector in health
service delivery and financing? In par-
ticular, which services should best be
provided or financed by the public see-
tor and which services should be left to
the  private  sector to provide or
finance?  Economic  theory  provides
some guiding principles. We discuss
these principles in & later part of this
section. To inform actions in this arca
of policy, it is necessary to have pood
information on what services these two
sectors are currently  providing  or
financing and how each of these sectors
are performing in terms of the efficien-

cv and  equity criteria we have
described above.
The  conceptual framework  just

described provides a uscful puide to
the analvsis of various policy concerns.
This is so because any policy area, issue
or question must ultimately be ad-
dressed from the standpoint of its im-
pact on the overall health sector. Below
we consider three major policy areas in
more detail and then consider their
relation to other policy arcas using the
general framework just described.

Quality of financing
mechanisms :

How should services be
financed in order to achicve
maximum resource
mobilization al mininnon
cost, equity in contributions
relative to capacity to pay,
and greater overall efficiency
and equity in the health
system?
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Basic Issues and
Questions in Health
Service Utilization

arlier, we noted that one major
factor determining  helth out-
comes is the uatilization of health
services. We now focus our attention
more narrowly on issues related to effi-
cient and cquitable utilization. What is
the best use of health services by the
population? ;

Efficiency in health service utiliza- -
tion is achieved when individuals with
real health needs, i.c. those recognized
by medical science including both cura-
tive and preventive care, do seek care
and are able to obtain the needed care
from  the appropriate  health  care
facilities. Incfficient utilization of health
care services can, therefore, take on
several forms, namely: :

(1) Unmet needs: individuals with
real health needs cither do not seek
care or are unable to obtain the ap-
propriate care,

(2) Inappropriate use of existing
health care facilities: individuals seck-
ing care bypass lower level facilities in
favor of higher level facilities even if !
they could be appropriately attended to
at the lower level facility, resulting in ‘
underutilized factlities at the lower ¢
level and overcrowding at the higher
level facilities.

(3) Inappropriate use of health ser-
vices: individuals cither fail to come for
necessary tollow-up consultations and
treatment or claim more service or |
drugs than they need. Likewise, prac- |
titioners cither require unnecessary fol- |
low-up consultations or require more !
services and drugs than their patients |
require, or require patients to stay |
longer in the hospital more than s :
necessary. ‘

Conceptually, utilization, that is the |
actual use of preventive and curative
health services, is determined jointly by
the demand for services by the con-
sumer (beneficiary) and by the supply
of services by the provider. Thus, it is
necessary to understand the basic fac-
tors affecting demand and supply, and
how the problems of inefficient utiliza-
tion arises. For example, the problem of
unmet needs may not be due to lack of
service capacity but rather to lack of
demand arising from an incorrect per-
ception by the people about their true
health needs as - medically defined.
Thus  expanding health facilities  to
meet this "unmet need” may only lead
to underutilization of health facilitics.

29



Towards Health Policy Development in the Philippines

On the other hand, the overcrowd:
ing in certain facilities such as tertiary
hospitals does not necessarily: mean
that there is a lack of such facilities.
Such overcrowding could in fact be the
result of the appropriate lower level
facilitics being bypassed  because of
poor service arising from lack of per-
sonnel or drugs, inconvenient schedul-
ing of services, ete. Expanding tertiary
hospitals to address this "overcrowd-
ing” problem may only shift resources
away from improving services in lower
level facilitios, thus possibly aggravat-
ing  the overcrowding problem  in
higher level facilities and the under-
utilization  problem in lower level
facilities all at once.

First, there is a need to understand
the provmate factors that directly
determine demand and supply, and
secondly, how these proximate factors
are in turn influenced by other factors
in the cconomy and in the health sector
itself. The factors that directly affect
demand include health knos edge and
beliets, education, prices (money and
time cost) of services, income, in-
surance coverage, and  demographic
factors. On the other hand, the supply
of health services, which refers to the
number and location of health facilitics
of various tvpes and the scope and
quality of service (e.g. the adequacy of
personnel and drugs), are directly af-
fected by such factors as the cost of in-
puts and the management of these
various inputs {¢.g. personnel manage-
ment, logistics, information system for
planning required tasks and monitor-
ing  performance) to produce  the
desired quantity and quality of ser-
| vices.

Focus on Best Use of Services

® how do providers deliver
(or not deliver) the
services made available?

® Low do beneficiaries
utilize (or not utilize) the

! services made available?

" ® what can be done to
improve the health
impact through more
appropriate utilization of
services?

In turn, these direct or proximate
factors atfecting demand and supply,
and utilization depend on underlyving
tactors which include:

() Macroeconomic trends that affect
incomes and prices.

(2) Past health sector policies that af-
fect the service structure Gue. the miv ot
health care services and  the various
levels of fadilities); development of
human resources for health and the
choice of health  technology (input
miz), and the public-private sector mix
in health care provision and financing,.

The basic policy issues and questions
related to more efficient health service
utilization, in addition to the question
of how to stimulate or modify demand
towards those that are based on medi-
callv justified  health needs, are the
same set of issues and questions that
have been identified carlier, ie. those
related to service structure, service
focus, input mix, ad the larger ques-
tions of public and private sector roles
in the provision and financing of health
services, and  the total amount  of
resources that should be allocated to
the health sector relative to the other
sectors of the cconomy.

Health Care
Financing: Basic
Issues and Questions

Bt is important at the outset to deter-
Hmine what health care financing is
dnot, and what it actually involves,
First, health care financing is not just a
question of raising funds to finance the
expansion of health services or of
recovering the cost of existing services,
nor just o question of containing, or
reducing  costs. What  health  care
financing involves  from a  larger
perspective is the concern of how to
make ihe health system more efficient
and equitable. The inefficiencies and
inequities of the current health system
may in fact arise from the way the svs-
tem s financed. Thus, health care
financing involves basic choices that af-
fect the cfficiency and equity of the
health svstem of which the choice of
appropriate financing, mechanisms is
but one. These basic choices include:

(D How much financial resources
should be allocated to the health sec-
tor?

(2) What health services should be
financed? This actually involves three
interrelated questions: (@) what health
care services are to be produced (ser-

]
vice structure or output mix); (b) how |
should  such services be  produced
(imput mix); (¢) who should use the ser-
vices that are produced (focus); and (d)
how should such services be used
(utilization)?

(3 Who should finance what health
services (public-private sector mix)?

() How should health services be
financed, given the large variety of
health care financing schemes that are
available?

In cach of these areas of choice, there
is a necd to assess efficiency and equity
impacts. Since these are the same areas
that are addressed in the  general
framework, then the concepts of of-
ficicney and  equity that we have
described under the general framework
can be used to make such assessments.

In addition to the above genceral is-
sues are specific issues that merit care-
ful attention. These issues which are
currently being addressed in part by
the DOH-USAID Child Survival Pro-
pram, include:

(1) Cost containment issues. There
are various categories of costs that
need to be taken into account and ac-
curately: measured to make cost con-
tainment activities  meaningful. The
concepts include: () the cost with
respect to choice of services to be
produced; (b) the cost with respect to
choice of inputs in the production of
specific services; (O the cost of provid-
ing services to targeted beneficiaries;
and () the cost of providing services in
various health facilities.

{2) Cost recovery issues. Not only do
we need to have an accurate measure
of costs, but it is also important to
determine the impact of anv cost
recovery measures on: (a) financial ef-
ficiency and financial equity; (b) access
to basic services (access equity); (¢)
composition of services (service struc-
ture efficiency) and on input mix
(production efficicney); and (d) the
utilization of services (utilization of-
ficienev),

(3 Public-private sector collabora-
tion issues. [t is necessary likewise to
determine the impact of anv measure
or policy on (a) total  resources
generated  (displacement  effect); (b)
health service structure and input mix;
and (0) financial cquity and access
cquity.,

(h National and local government
shares issues. There is a need to assess
any given sharing scheme for (a) sus-
tainability and adequacy of financing,
given the highlv uneven financial bases
of local governments; and (b) level of
health activities given the  possible
variance of local priorities with that of
national priorities for health,



’ The Role of Public

and Private Sectors
“in Health: Basic
‘Issues and Questions

norder to properly address the ques-

tion of what1s the appropriate role of

the public and private sectors in the
delivery and financing of health care
services, it is necessary to understand
the underlying conditions under which
ecach sector is more tikely or less likely
to achieve greater efficiency and equity.
Basic economic concepts provide usetul
analytical tools.

Efficiency and Equity in the Private Sector.
The notion that the private sector may
be more efficient, although it may not
be more equitable, than the public sce-
tor rest on the assumption that the
private sector operates under the con-
ditions  of  “perfectly  competitive
markets.” These conditions include: (1)
there is perfect information among con-
sumers and producers; (2) consumer
satisfaction depends only on the qu -
titics of commodities that they in-
dividually consume (i.e. commodities
do not provide benefits to more than
one individual at the same time; these
commodities are often referred to as
“public goods”) and as such it is pos-
sible to collect payment  from  in-
dividual consumers or to exclude from
consumption those who are not willing
to pay; (3} the benefits and costs of an
activity to an individual are enjoyed
and borne, respeetively by such’an in-
dividual and do not spill over to other
individuals (the benefits and costs of an
individual activity that spill over to
other individuals are often referred to
as externalities; (4) the cost per unit of
output does not become cheaper as the
firm produces very large quantitics of
output making the firm virtually the
only seller in the market or a "natural
monopoly” (if this were so, then it
would mean no cmnpctition, contrary
to the essence of competitive markets);
(5) self-interest is the dominant motive,
that is, consumers maximizes utility
while producers maximizes profits; (6)
there is freedom of entry or exit in the
t market.

¢ Under these conditions, the actions
of numerous consumers and producers
cach acting independently according to
their own self- interests as reflected in
the demand and supply of com-
modities and factor inputs in their
respective markets will inevitably lead

to an cfficient allocation of resources as
if puided by an "invisible hand™. Simp-
ly put, efficiency in the allocation of
resources results when  the  bencfits
consumers get from an additional unit
of a commaodity equals the cost of
producing that extra unit.

Market Failure and the Role of Government.
In real life, the conditions under which
most - markets  operate,  particularly
health care markets, are not those that
characterize  perfectly competitive
markets. Thus the operation of these
markets will not lead to an cfficient al-
location of resources, that is, there is
"market failure.”

In the nealth care market, the sources
of market failure include the following:

(M Imperfect  information.  Con-
sumers  often have  imperfect
knowledge and information regarding,
the causes, transmission and cffects of
discases and the types of treatment that
are effective and available, henee their
demand for health care services may be
less than optimal;

(2) Public goods. There are certain
types of health services or activities
thet benefit evervbody in the com-
munity simultancously, i.c. vector con-
trol. These are called “pubiic goods”™.
Consumers are not likely to voluntarily
pay for these services nor to reveal how
much they are willing to pay for them,
hence, private producers are not likely
to produce these goods;

(3) Externalities. There are many
types of health services, such as im-
munizations and the control of com-
municable discases where the benefits
of the use of the service are enjoyed not
only by the consumer of the service but
also spill over to other individuals in
the community by reducing the trans-

Focus on Financing Quality

@ liow much financial
resources should be
allocated to health?

@ for wint should this
financing go in terms of
service outputs, resource
inputs, target users, and
desired use?

@ who should finance which
services?

& liow should the system be
financed?
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mission of discases. The demand for
these goods by individuals who con-
sider only the direct costs and benefits
to them is not likely to be optimal from
society’s standpoint since other costs
and benetits aceruing to society at large
are not reflected inindividual demand.

() Conflict between economie and
non-cconomic  goals. There may be
providers of health services who are
not solely motivated by profit maxi-
mization but by other goals, c.g. pres-
tige maximization by having the largest
facility with the most modern and ex-
pensive equipment. As such, certain in-
vestment decisions may be made with
less regard to the criteria of economic
efficiency but more with regard to the
achievement of these other goals,

(5) Barriers to entry. There are certain
practices and legislation that pose entry
barriers to certain health professions
such as limits to the number of medical
schoals  through strict  accreditation
process, lengthening of training and
residency requirements for physicians,
and legal restrictions on tasks  per-
formed by certain health professionals.
While these practices are ostensibly
designed to assure high quality of
health service, they also limit input
substitution which is a factor that could
limit the achievement of greater ef-
ficicnc_v in production. Morcover, entry
barriers to health care markets may
arise from market failure in the other
parts of the cconomic system as when
capital markets fail to provide access to
credit to individuals or institutions
wishing to engage in the provision of
health care services.

Thus there are many situations
where private markets are not likely to
produce efficient resource  allocation.
Morcover, the market system is an im-
personal system. It takes the current
distribution of income as given and
distributes the goods produced by the
cconomy to those who have the money
incomes to purchase them. The dis-
tribution of income, in turn, depends
on the distribution of resources that
households/individuals own, i.e. land,
labor, physical and human capital. If
the distribution of income is inequi-
table to start with, the market system
will simply reflect this in terms of =1
incquitable distribution of the goods
and services that are produced. Thus
beyond market failure, the market sys-
tem by itself may not promote greater
cquity if the initial income distribution
is inequitable,

The rationale for government inter-
vention in private markets then is the
existence of market failure and the
promotion of greater  equity.  The
cconomic justification or government

—
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intervention has been succinetly stated
as follows:

"Public interventions, either in the
delivery or financing of health services
should be undertaken only (a) where
situations in private markets when
they operate freely vield inefficient out-
comes (because of market failure), «nd
where the cost of public intervention is
less than the benefit of correcting the
market imperfection; and (b) where the
outcomes of private markets operating
freely results in unacceptable inequities
that can be corrected by public inter-
vention at socially acceptable costs.”
(Andreano and Helminiak, 1988).

It should be clear from the above
principles that while a case for public
intervention can be made on efficiency
and equity grounds, it does not mean
that governments must necessarily in-
tervene. It only means, at the first in-
stance, that intervention should be con-
sidered. The actual decision to inter-
vene must be based on careful con-
sideration of the benefits of reducing
inefficiency and inequity against the
direct and indirect costs of government
intervention.

The direct costs are the costs of
designing, implementing or enforcing,
and evaluating interventions, while the
indirect cost include the unintended
adverse effects of the intervention
throughout the health system. These

Focus on Public-Private
Sector Roles

@ which service production
and utilization segments
in the health market can
achieve efficiency and
equity via the private
sector?

& which segments indicate
market failure requiring a
public sector role?

@ which segments indicate
public sector failure
requiring change in
performing such role?

® liow should public
interventions in delivery
or financing be
undertaken to maximize
overall equity and
efficiency in the health
system?

indirect effects could arise as a result of
changes in the behavior of consumers
and providers which in turn affect the
service structure, the input structure,
utilization patterns, managemeni aia
operations.

Market Failure versus Public Sector Failure.
Just as there are certain situations
which give rise to market failure, there
are also conditions that give rise to
public sector failure. As described in
the literature, there are conditions
under which the political processes of
decision-making and the operations of
burcaucratic agencies which comprise
the public sector could fail to achieve
greater  economic  efficiency  and
promote greater equity.

These conditions include the follow-
ing: (1) when political decision-makers
seek not to maximize economic ef-
ficiency but to maximize their own
chances of staving in power; (2) when
burcaucrats seek to not to maximize
cconomic efficiency but to maximize
their own budgets; and (3) when in-
dividuals or special interest groups use
the government to increase their real
incomes by demanding the creation of
protected market positions for themsel-
ves or by demanding the provision ot
services and transfers from which they
can obtain  proportionally  greater
benefits than the rest of the population.

In certain situations the vote-secking,
politician may tend to favor programs
which entail immediate and  visible
benefits but deferred and often large
intangible costs and, to  disfavor
programs which entail immediate and
visible costs but with large but
deferred and intangible benefits. Such
biases in the area of public choice can
lead politicians to reject economically
justifiable  programs and to accept
programs which are not economically
justifiable in the long run but are politi-
cally attractive in the short run.

Morceover, in  certain  situations
government burcaucracies may have
less incentives to operate efficiently
than do private agencies. The market
system creates incentives and pressures
for internal efficieney (profits and los-
ses) which are often said to be absent in
the public sector. Government agencies
may not always abandon activities that
fail, but may in fact enlarge them.
Public programs create constituencies
(special interest groups) of burcaucrats
and beneficiaries whose political clout
may cause programs to be sustained or
expanded even after these programs
have achieved their objectives or worse
even if their programs have failed.
Public agencies may seck to have their
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budgets enlarged in order to maintain
prestige and influence rather than to
achieve greater efficiency.

Finally, certain special  interest
groups may demand, and politicians
may quickly vote for, policies that
while beneficial to the interests of these
special groups may not always confer
large benefits to the rest of the popula-
tion.

In cach of these situations, scarce
resources are likely to be misallocated
and the impacts of such allocations are
likelv to heighten rather than reduce
existing inequitics.

Thus in defining the role of the
public and the private sectors in health
care provision and financing, it is im-
portant to keep in mind the realities in
private markets and in public decision-
making. The task of both public and
private sectors as partners in health
care provision and financing is to find
ways to minimize the effects of both
market failure and public sector failure
‘hat are inherent in ecach sector, and at
the same time to strengthen the posi-
tive features inherent in cach system.
The general policy questions, therefore,
include:

(D) How can the cffects of market
failure be minimized through public
intervention at acceptable social cost?
This requires the identification of the
various sources of market failure that
currently exist in health care markets,
and the relative importance of these
sources in affecting etficiency and equi-
tv. It also requires the identification
and measurement of the probable im-
pacts and potential costs of the range of
public interventions that are feasible,

(b) Hlow can the effects of public sec-
tor failure be minimized and still keep
intact the inherent benefits of political
decision-making  based  on repre-
sentation and the inherent benefits of
organized and  collective  action
through povernment  bureaucracies.
This requires the identification of the
sources of public sector failure and the
relative importance of cach in affecting,
officiency and equity. It also requires
the identification and measurement of
the probable impacts and costs of alter-
native reforms in the public sector, in-
cluding the use of market discipline in
its decision-making and operations.

Note that in making these assess-
ments, we again refer to the general
conceptual framework and apply the
same set of criteria of equity and
cconomic efficiency. It should also be
noted  that  the  same  conceptual
framework can also be used to puide
the formulation of a rescarch agenda
which we discuss in the next section.
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Research Agenda
for Policy Formuiation
and Assessment
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Research Agenda
Formulation: Recent
Efforts

onsiderable work has been done

in developing a rescarch agenda

in support of the health policy
process, and some research has reeently
been completed. This work differs from
carlier health research in the sense that
this work was specitically  designed
with health policy formulation and as-
sessment  in mind.  Representatives
from the DOH and other government

. agencies as well as representatives

from the private sector sat in with re-
searchers to discuss research needs and
the potential implications of the re-
search results for policy. (For a brief
review of carlier rescarch on health is-
sues prior to the recent initiatives in
health policy research, see Solon and
Herrin, 1990), ’

The THPP Connection. The first ac-
tivity was initiated in 1986 by the
Philippine Institute for Development
Studies (P1DS) in collaboration with the
University of the Philippines School of
Economics (UPSE), and was a response
to an opportunity to undertake policy-
oriented research with support from
the International Health Policy Pro-
gram (IHPP). As an input into the
process of identifying, key policy re-
search arcas, PIDS  commissioned
review papers dealing with the current
health situation and selected aspects of
health sector performance in th » Philip-
pines. These included reviews on: (1)
determinants  and  consequences  of
health; (2) demand for health care ser-
vices; (3) health care financing; (4)
health manpower  development;  (5)
health service structure and health in-
terventions; (6) health institutions; and

{7) statistics for health planning. These
review papers were discussed in a
workshop  participated in by re-
searchers from the medical and sociai
sciences and by policy makers and
planners at both the NEDA and the
3OH. These review mapers were sub-
sequently published by 0S (see PIDS,
1989).

A summary of the principal findings
and conclusions of these review papers
and an agenda for rescarch based on
the major information gaps identified
both in the papers and in the workshop
was prepared (see Herrin, 1887). The
major research arcas identified  are
shown in Table 1.

From these major research  aicas
specific proposals were prepared for
funding by the International Health
Policy Program. The rescarches were
implecmented  and  completed by a
studv team composed of researchers
from the economics, public administra-
tion, and public health units of public
and private universitics and by re-
searchers from PIDS. In implementing
the rescarch, the investigators were
guided by senior research advisors
from academic institutions and by

policy advisors from DOH and NEDA!

The research studies completed were
the following;

(1) an analysis of the determinants of
health care demand and utilization
based on data from the 1981 National
Health Survey;

(2) a study of the determinants of
hospital cost based on a survey of
selected hospitals in Metro Manila;

(3) an exploratory study of Health
Maintenance  Organizations  in  the
Philippines;

(4} a study of the determinants of
houschold drug consumption based on
asmall houschold survey;

(5) a study of health manpower in
the Philippines, including estimates of

health manpower levels from various
sources and a projection of demand
- and supply;

(6) a study of the health impact of
housing among the urban poor based
on a survey of urban poor communities
in Cebu and Manila.

LE 1

RESEARCH AREAS IN SUPPORT OF
HEALTH POLICY DEVELOPMENT

1. Analysis of demand and
utilization of health care services.

2. Supply and productivity of
health care services: a compara-
tive analysis of the public and
private sector.

3. Analysis of alternative health
care financing schemes with at-
tention to HMOs.

4. A review of private practices
and public policies affecting the
pharmaceutical market in the
Philippines.

5. Analysis of the cconomic
aspects of health manpower
employment and productivity.

6 Anassessment of public
policies and private practices af-
fecting health professional
education.

7. An assessment of the health
impacts of development
policies.

8. Strengthening basic data sour-
ces through analysis.
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The World Bank Connection. A sccond of-
t fort in developing a resecarch agenda
i for health policy development  was
I'made by DO in collaboration with
i UPSE as an input to the DOH’s Health
Policy Development  Program  sup-
ported by the World Bank. A com-
prehensive  rescarch  agenda was
¢ prepared  based on a  conceptual
framework deseribed in the previous
section. Table 2 provides a listing of the
research areas proposed.

Further deliberations at the DOH on
its five major reform arcas under its
Health Policy Reform Initiative indi-
cated that initial research efforts should
be focused on health care financing is-
sues. Thus a research agenda was
prepared which aims to provide a wide
range of baseline information that will
be needed in formulating a health care

+ financing policy framework. Since any
discussion of health care financing will
inevitably touch on all the major arcas
of the health sector, the areas for re-

i Recent Health Policy
Research Initiatives

B the Philippine offort
under the International
Health Policy Program;

& the policy research
component of the
Philippine Health
Development Project
funded by the World Bank;

B the health financing
benchmarks studies under
the Child Survival
Program assisted by
USA1ID;

W the commanity health
financing contest and
district health
information system work
under the HAMIS Project
assisted by GTZ;

& studics on health care
utilization and the role of
the private sector in
healtl care and family
planning provision
supported by the Asian
Development Bank,

search should likewise be comprehen-
sive in its coverage, as was indeed the
case.

The resulting preliminary  agenda
was discussed in a workshop held in
Laguna on November 1990 by experts
from public and private sectors. Based
on the deliberations of this workshop,
the agenda was later refined and the
implementation plans made firm. The
research is being implemented by re-
searchers from various disciplines and
from various institutions, both public
and private, and is being managed by
PIDS with  technical  support  from
UPSE and other key institutions. A list-
ing of the major areas to be covered by
the proposed rescarch is shown in
Table 3 (sce Solon, et. al, 1990 for
details).

Other Connections. Related to the above
efforts at developing a research agenda
and implementing  research  studies
relevant to policy development are (D
benehmark studies on a number of
health care financing concerns under
the DOH's Child Survival Program
supported by USAID; (2) improvement
of the health information svstem for
program and policy decision-making
purposes under the DOH's Health and
Management  Information  System
Project with support from both USAID
and the GTZ; and (3) Asian Develop-
ment Bank-supported studies on health
care utilization and the role of the
private sector in health care and tamily
planning provision.

Several studies that are in progress
under the Child Survival Program in-
clude: studies on cost containment and
cost recovery; privatization of public
hospitals and public-private sector col-
laboration; and on the role of national
and local governments in the financing
of child survival activitics.

Activities being undertaken under
the HAMIS project include a com-
ponent that aims to streamline field
health reporting svstem and a larger
component that aims to develop in-
dicators of health sector serformance at
the district level. The latter requires
data gathering and  testing of the
validity and uscfulness of performance
indicators for program and  policy
decision-making.

Studies being undertaken under the
Asian Development Bank sponsorship
includes analysis of national survey
data on health care utilization and
houschold health expenditure patterns
including an analysts of the role of the
private sector in the provision of health
and family planning services.

In addition to the above efforts,
work has also been done in specifying

the rescarch that needs to be under-

""" —/

taken under the three components of

the  DOIH-USAID  Health  Finance
Development  Project, namely  the
Policy  Formulation Component, the
Health Finance Component and the
Hospital Reforms Component. The re-
search under the Policy Formulation
Component will deal specifically with
developing national statistical database
and health policy database; the re-
search under the Health Finance Com-
ponent will address issaes and ques-
tions related to the improvement and
expansion of Medicare | and to the
development of alternative financing
schemes; and the rescarch under the
Hospital Reforms Component will ad-
dress issues and questions related to
the improvement of hospital efficiency
and the privatization of public hospi-
tals. The details of these are described
in the draft document of the Health
Finance Development Project discussed
in a Project Design Workshop held in
May 1991,

These research studies, particularly
those on Health Finance and Hospital
Reforms, are specifically designed to
arrive at recommendations for policy
and for the design of interventions to
be demonstrated for their feasibility
and effectiveness. These studies will
take as inputs the findings of the
bascline studies undertaken under the
DOH-PIDs-World Bank rescarch pro-
gram as well as the findings of a num-
ber of studies commissioned by USAID
to provide background information in
the formulation of the Health Finance
Development Project. The latter studies
include: a study updating health seetor
financing  database and analysis  of
health sector performance; a study on
the roles, constraints, and prospects of
the public and private sectors in the
delivery and finaneing of health ser-
vices including special attention to an
assessment of the current state of
hospital management in both public
and private sectors; and an analysis of
the health insurance industry.

A Consolidated
Research Agenda for
Health Policy
Development

he task of this paper is to “identify
major research arcas that need to
be investigated in support of
policy tormulation.” This task has been




- greatly facilitated by recent efforts in

formulating a research agenda and in
B

- undertaking, baseline resecarch. In fact,

practically all of the major arcas of re-
search have been identified in one form
or another. Thus the task that is left to
be done is to formulate a consolidated

development by building on the re-
search arcas that have already been
identificd.

A consolidated research agenda for
health policy development is described
below according to three categories of
research, namely: baseline  rescarch,
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Baseline Research. Bascline research
refers to research that will provide a 3
wide range of information on the
operation of the health sector including,
assessments of its performance. The
agenda for bascline research include:
(1) research areas contained in Table

research agenda for health  poliey

policy research and policy analysis.

3. The research will be undertaken by

TABLE:2"

DOH'S HEALTH POLICY DEVELOPMENT PROGRAM

Update of Basic Information
® [ealth Outcomes: Levels, Trends and Difterentials
I. Update of Mortality Information
2. Changing Discase Patterns: A Critical Analysis of
Mortality Data By Cause of Death and Morbidity
Data by Major Discase Classification
m [lealth Care Expenditures and Sources of Finance
m Health Care Service Delivery System: Facilities and
Manpower
@ Demand and Health Care Service Utilization
m Synthesis of Studies on Determinants of [ ealth and
Cost-Etfectiveness of Various Programs
m Cost of Specific Programs and Activities

Policy Research
m [lealth Care Financing,
1. Evaluation of Medicare | With Attention to Needed
Reforms
2. Financing Public Health Activities: Alternative Cost
Recovery Schemes
3. Feasibility of a National Health Insurance Proram
m [ospital Sector
1. Evaluation of Hospital Performance
2. Evaluation of Hospital Sector Performance Health
Manpower Development
1. Determination of Shortages and Surpluses in
Health Manpower
2. Labor Market Analvsis of Selected [ Health
Manpower
m Pharmaceuticals, Medical Supplies and Support
Sectors
1. Feasibility of Local Production of Essential Drugs
2. An Evaluation of the Generics Act: Effect on Prices
and on the Behavior of Consumers, Prescribers and
Manufacturers
3. Potentials for Reducing Costs and Enhancing, Better
Use of Medical Supplies and Equipment Through
Local Production
m Management Structure
m Special Studices
1. Health, Health Care Sector and the Macro-
cconomy
. Health Transition and Flealth Sector Planning
- Review of Public Sector Regulations and Private
Sector Self-Imposed Regulations and their Impact
on the Efficiency of the Flealth Care Sector
4. An Evaluation of Inter-Sectoral Organization for
Health

w10

Source: Herrin and Solon, 1990,

MAJOR RESEARCH AREAS FOR CONSIDERATION IN SUPPORT OF

BASELINE STUDIES IN SUPPORT OF THE DOH'S HEALTH
CARE FINANCING REFORM INITIATIVE

Beneficiary Profile and Behavior

1. Demographic and socioeconomic profile

2. Epidemiological profile and trends

3. Health service utilization and expenditure
patterns for curative and preventive services.

4. hiealth secking behavior patterns of special
beneficiary groups.

Provider Profile and Behavior

I. Health manpower profile

2. Health manpower supply and demand

3. Manpower behavior

4. Health facilities profile

5. Health facilities supply and demand

6. Health facilities: studies on cost and pricing policies
7. Hospital management and administrative systems
8. Pharmaceuticals and other medical supplies

Evaluation of Medicare |

1. Performance evaluation
2. Administrative issues

3. Evaluation of alternatives

Financial Resource Base for the Health Care
Financing System

1. Sources and uses of health care expenditures

2. Alternative (non-insurance) sources of financing
3. Private health insurance schemes

Evaluation of the Health Financing

Environment

1. Complete description of the health financing
environment

2. Impact of the health financing environment
on health sector performance

3. Public and private sector roles and mix, and
government’s role in enhancing the performance of
the health care financing svstem

4 International experiences: lessons and insights

Tlanning Models for Health Care Financing

1. Planning model for health care financial resources
and expenditures

2. Planning model for the health care services sector

3. Planning madel for the evaluation of the impact of
the macroeconomic environment on health and the
health sector

4. Planning model on the long-term interaction be
tween health and socioeconomic development

Source: Solon, ot al., 1990,
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the DOH-PIDS-World  Bank  Health
Policy Development Project and will
have as inputs the findings of the fol-
lowing studies: (a) completed studics
under IHPP sponsorship; (b) on-going
studics under the Child  Survival
Project and the HAMIS project; (c)
studies undertaken Jto provide more
background information for the design
of the Health Finance Development
Project; and (d) studies being under-
taken on health care utilization and the
role of the private sector supported by
the Asian Development Bank.

(2) research leading to the develop-
ment of a statistical system for health
policy development to be undertaken
by the DOH-USAID Health Finance
Development Project under the Policy
Formulation Component. The scope of
this rescarch will cover the entire infor-
mation system for the health sector. It
will involve (a) assessment of current
data sources; (b) identification of alter-
native ways of obtaining relevant data
on a regular basis and publishing them
for ready access to both researchers
and policy analysts; and (¢} testing new
concepts and methodology for generat-
ing new data, particularly on health
needs, target populations, utilization of
health care services, service capacities,
costs of health care, health care expen-
ditures, and on sources of financing,

(3) research leading to the develop-
ment of a health policy database to be
undertaken by the DOH-USAID Health

Scope of Research Agenda

B Bascline Research :
information and
assessment of current
status of health sector.

W Policy Research : studies
aimed at providing policy
recommendations and
designs for policy
interventions.

W Policy Analtysis : research
directly linked to active
policy isssues in the
political-administrative
process of government,

Scope of Baseline Research

B profiles of beneficiarivs,
providers and financing
environment;

B development of
statistical systent for
health policy;

B development of a health
policy database;

B synthesis of policy
relevant research.

Finance Development Project under the
Policy Formulation Component. The
resecarch will involve archiving and
cataloguing existing health policies and
regulations  together with data and
analyses used as bases for their tor-
mulation and adoption.

(H) research involving synthesis of
policy relevant research on a wide
range of concerns, in particular: (a)
determinants of health transition; (b)
methodologies for analvzing demand
and utilization of health services; (c)
cost-cffectivencess of various health in-
terventions; and (d) assessment  of
health care financing systems in other
countries.

Policy Research. This rescarch focuses
directly on identified priority policy is-
sues with the aim of producing specific
policy recommendations and produc-
ing specific designs of the proposed in-
terventions, including, when necessary,
the demonstration of the feasibility and
cffectiveness of such interventions in
actual field settings. The policy issues
that have been identified by the DOH
for immediate consideration are those
related to health financing and hospital
reforms. Hence, much of initial health
policy research will be focused on areas
directly addressing these issues. These
research areas include:

(1) research leading, to reforms in the
existing Medicare Program and to the
development of alternative health care
financing systems to be undertaken by
the  DOH-USAID  Health  Finance
Development Project under the Health
Finance Component. The research will
have as inputs the findings of the
bascline studies under the DOH-PHDS-
World Bank Project and the benchmark
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studies under the DOH-USAID Child
Survival Project.

(2) research leading to hospital sector
restructuring, and institutional
strengthening of public and private
hospitals  to be undertaken by the
DOH-USAID Health Finance Develop-
ment  Project under  the  Hospital
Fiinancing Reforms Component. The re-
scarch will have as inputs the tindings
of the baseline studies under the DOH-
PIDS-World  Bank  Health  Policy
Development  Project,  the  DOH-
USAID Child Survival Project, and a
forthcoming A-ian Development Bank-
supported studies on hospitals.

(3 oevaluation public health
programs to determine whether the
theoretical cost-effectiveness of  these
programs are in fact being closely ap-
proximated in large-scale field situa-
tions. These public health programs in-
clude the DOH's impact programs on
diarrheal discases, acute respiratory in-
fection,  malaria control,  schis-
tosomiasis control, and TB control.

Policy Analysis. This is rescarch that is
directly linked to the political and
burcaucratic  processes of - decision-
making. [t responds to specific ques-
tions regarding policies that are cither
being, decided upon in the Cabinet,
Congress or within the DOH, or to
specific questions  regarding policy
decisions that have been made, but for
which there is a demand from various
sectors including the DO for a recon-
sideration. The task of research is to
provide information to show why cer-
tain proposed policy actions should be
adopted  or not,  or  should  be
postponed until more information and
analysis are made; and if a decision has
alreadv been made, to estimate the
costs in terms of cefficiency and equity
loss, if not loss in health improve-
ments, so that the decision can be
reconsidered in the light of this new in-
formation.

In addition, policy analvsis involves
anticipating where reactions to new
policy initiatives is likely to occur - in a
public or political arena, or in a
burcaucratic arena - and who are the
principal stakeholders involved. This
analysis will essentially determine the
gainers and losers of a new policy in-
itiative, the likely reactions ot these
gainers and losers that might influence
both the promulgation of the policy ac-
tion and the implementation of such
policy action.

At present, there are the Rev policy
decisions or proposals aftecting the
health sector which directly  aftects
DOH’s short-run and long-run perfor-
mance. These require immediate atten-



tion with respect to policy analysis.
These policies or proposals include the
" budget cuts for health and the fegisla-
tive proposal {or action?) to expand
health service  capacity, particularly
public hospitals. Thus, the agenda for
policy analysis will initially focus on:

(D) analvsis of the implications of (ac-
tual or proposed) budget cuts for
health (now or in the near future) par-
ticularly in times of economic crisis and
in a policy environment of  fiseal
restraint. The question of intersectoral
allocation of government resources is
decided at the higher levels of decision-
making, i.c. the Cabinet and Congress,
The DOH will need strong and scien-
titicallv-based evidence with which to
argue its case for a reasonable share of
the national budget. This information
would include  tast and - specitic
answers to the tollowing questions:

{a) How much of the gains from past
investments in health will be eroded as
A result of budget cuts for health. These
includes gains in health status im-
provements and gains in efficieney and
equity in health care provision?

(b)Y How much additional gains in
health status and in efficiency and
equity of health service provision will
be foregone and will be difficult to
recapture even when fiscal resources
become less constrained?

() How much (or how little) can the
reduction in public spending be made
up by private activities and spending?

The findings from the above assess-
ment are likely to strengthen the argu-
ments against budget cuts or argu-
ments for larger claims on public
budgets for the health sector. (It is as-
sumed  that cabinet  sccretaries  are
equally politically adept at defending
their budgets, thus, the one armed with

Scope of Policy Research

W reforms in the Medicare
Program;

B Jiospital sector
restructuring;

B cvaluation of public
health programs,

convincing scientific evidence is likely
ta have a slight edge over others who
do not have such kind of evidence).
However, inas vicious circle as there s,
the current budget cuts for health
would themselves prevent the DOH
from having the resources to make
such an assessment which it needs to
strengthen its case against budget cuts
now and in the future. This was clearly
pointed  out by  Undersccretary
Taguiwalo in a recent forum sponsored
hj" the “hi:;pg';m' Teenomine Sudrl‘v It
the following terms:

“One of the greatest difficulties in ad-
vising  Congress and  the President
about the probable consequences and
outcomes of decisions is the lack of in-
formation on health assessment. If we
cut vut travel funds by 504, what hap-
pens to immunization coverage or diar-
rheal case management? If we suspend
all training, what happens to case
management skills in - diarrhea, TB,
malaria and other endemic discases?
To obtain answers to these guestions
require resources. And these resources
have themselves been cut out. The
danger is that as we cut out resources
for health assessment, we do not even
know what happens to the problems
we do not attend”.

Such an important assessment, there-
fore, should be priority rescarch to be
supported  with  extra budgetary
resources.

(2) analysis of the merits and implica-
tions of proposals from Congress to ex-
pand  service  capacity, particularly
hospital services, to deal with the per-
ceived large "unmet needs” for services.
The vision of the DOH as a leader in
health policy development is probably
partly influenced by the realities that
health policy initiatives and  health
policy actions can oceur outside of
DOL, that the process can move so
fast, and that sometimes they may not
always be based on good information
and caretul analysis. The recent legisla-
tive proposal which seeks to expand
public hospital capacity is a case in
point. The DOH has a responsibility to
inform the political decision makers of
what the true situation is, and what the
real health needs are. For this it needs
to have the necessary information on
the following specific gaestions:

(a} What is the true, as opposed to
commonly  perceived “unmet  health
needs” and the reasons for the con-
tinued existence of real unmet needs, of
which lack of access to services is only
one?

(b Given the nature of unmet health
needs, what should be the correspond-
ing structure of services to provide?

Towards Health Policy Development in the Philippines

Scope of Policy Analysis

B analysis of implications
of levels in annual budget
allocations for the public
health sector;

8 analysis of legislative
proposuls for service
expansion in health,

(c) What are the current service
capacities of both public and private
sectors?

(d) What type of service capacity
(hospital services, primary care ser-
vices, cte) should be expanded or
madified, and by whom (public or
private sector)?

Other research areas in each of the
above categories will be identified as
various related activities are under-
taken: on the first category when the
on-going bascline studies shall have
identified the major gaps in informa-
tion that require additional research; on
the second category when the Health
Policy Framework shall have been for-
mulated with inputs from the on-going
baseline studies; and on the third
category, whenever new issues arise
and DOH is called upon to inform the
potlitical decision-making processes.
Each of these categories of research
require different research skills. The
first would mainly involve skills in dis-
ciplinary research, both theoretical and
empirical but with a conscious view of
the relevance of the research to poten-
tial policy issues. The second would re-
quire, in addition to skills in discipli-
nary research, an orientation towards
what can be done and what works. The
third would require in addition to the
two above, an appreciation  of the
political and burcaucratic processes of
decision-making and a keen under-
standing of the goals and behavior of
various stakeholders in the health sec-
tor and how they can potentially con-
tribute to the success or failure of
policy actions. In the Section 7, we dis-
cuss the issue of capacity-building for
rescarch as well as for training and
technical assistanceoua in support of
health policy development.
n
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Statistical System

Introduction

alid and reliable sets of statistics
on health and health sector perfor-
mance are obviously important
both for rescarch and policy analysis.
Such sets of statistics do not exist at the
moment. Recent research etforts have
been geared towards the painstaking,
task of compiling a set of data from
various secondary sources to answer
what to the uninitiated are very simple
questions, such as: what is the infant
mortality rate this vear compared to
five or ten vears ago; how many
physicians and nurses are currently
practicing in the country; how many
people were hospitalized last vear; and
how much of total national resources
was spent on health care and who paid
forit?
The difficulty in quickly arriving at
some satisfactory answer to this set of
questions is partly due to the nature of

Health policy research is
constrained by “the lack of
institutional development in
the systematic collection,
tabulation, and publication
of data relevant to health
and health sector
performance.”
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the data itself, like mortality, which
tends be underreported in the vital
registration  systems  or - even  in
houschold  surveys  in developing
countrics. The other reason, and per-
haps the major one, is the lack of in-
stitutional development in the svs-
tematic collection, tabulation and pub-
lication of data relevant to health and
health sector performance. What cur-
rent data exist are collected by various
institutions in frequencies and levels of
aggregation that are most suitable for
their own purposes but often are not
readily useful for purposes of policy re-
search and analysis. Morcover, these
data are not normally published and,
thus, access to them on a regular basis
is limited.

Is there a way to collect, tabulate and
publish a set of statistics useful for
health  policy  research and - policy
analysis? Below we  describe  what
might be considered a preliminary set
of statistics uscful for health policy
development and in each we assess
what we have in terms of reliability
and usctulness for health policy re-
search. We then identify what other
types of statistics are needed, and dis-
cuss how the required data might be
effectively and cfficiently collected. We
also identify the institutions who can
be  responsible  for  the  cellection,
tabulation and publication of such
statistics.

In addition to basic statistics, there is
the need to develop a health policv ar-
chive where documentation of major
policies (laws, executive orders, ad-
ministrative orders) are compiled for
ready reference, together with informa-
tion on the supporting  data and
analysis that were considered, the
process of policy development, and the
results of monitoring and evaluation.
The development of a health policy ar-
chive was suggested in a recent Project
Design Workshop held in May 1991,

Indeed such an archive will be very
useful in providing ready access to
documents and analyses that will serve
as references to current policy discus-
sions and deliberations. This sugges-
tion has been incorporated in the
design of the THealth Finance Develop-
ment Project and we have formally
added this to our consolidated research
agenda under bascline research in Sec-
tion V. In this section, we focus our at-
tention on the development of basic
statistics  for health policy develop-
ment.

Population, Health
and Vital Statistics

hese include statistics on popula-

tion, its demographic  charac-

teristics and geographical distribu-
tion; vital statistics, i.c. births and
deaths; morbidity statistics; nutrition
statistics; and statistics on contracep-
tive use.

Population and Its Distribution. Data are
obtained from the census of population
conducted by the National Statistics
Office (NSO) which also has  the
responsibility for tabulation and publi-
cation. The NSO also makes and pub-
lishes detailed population projections
by national and sub-national arcas.
This set of statistics is readily available,
and the institutional mechanism for
collection, tabulation and publication is
well developed.

Births and Deaths. One major source of
uata on births and deaths is the data
obtained by the Vital Registration Sys-
tem. By law, (Civil Registry Law) all
births and deaths are to be registered
with the Office of the Local Civil




Major Categories of
Statistics for Health Policy
Development

Population, Health and Vital

Statistics

1. Population and pop tlation
distribution

2. Vital statistics: deaths (by
cause of death, medical atten-
dance, age and sex, place of
residence); and births (by sex,
age of the mother, place of
birth and delivery attendant).

3. Morbidity: reports of notifi-
able discases (by cause, age
and sex, and place of
residence).

4. Nutrition: anthropometric
measures and dietary and
nutrient adequacy (by nutri-
tion status, age and sex, place
of residence).

5. Family planning;: prevalence
by methods, age of woman,
place of residence).

Resources for Health

1. Health care institutions: type
of institution, number of beds,
type of ownership, and loca-
tion.

2. Human resources for health:
age and sex, date of registra-
tion, specialty, employment
status, place of work, location.

Health Care Utilization

1. Inpatient care: hospital admis-
sions, bed occupancy, dura-
tion of stay, discharges by
specialty, surgical operations.

2. Outpatient care: outpatient at
tendances at hospitals and
primary care facilities and
dental clinics.

3. Other services: radiology,
laboratory tests.

Health Expenditures, Sources
of Financing and National
Health Accounts

1. Government expenditures
and sources of financing,

2. Private expenditures and
sources of financing: in-
surance, HMOs, privat -
employers, user charges.

3. National health accounts:
es timates of health care ser-
vices produced and con-
sumed.

Registrar. These data are compiled by
field health personnel of cach City and
Provincial Health Office and submitted
both to the Regional Health Office and
to the Health Intelligence Service (HIS)
of the Department of Health on a
monthly basis. The HIS consolidates
these data and publishes an annual
report called Philippine Health Statis-
tics.

For cach death report, information is
obtain on the age and sex of the
deceased, cause of death, medical at-
tendance, and place of occurrence. On
the other hand, for each birth report in-
formation is obtained on the sex of the
child, the place of birth, delivery atten-
dance, and age of mother.

Births and deaths from this source,
however, have been known to be un-
derreported. Thus, unless the extent of
underregistration is known from inde-
pendent sources such as from a nation-
al demographic survey, it is difficult to
rely totally on the birth and death rates
directly estimated from this source.

National demographic surveys con-
ducted  every  five  years  provide
another source of data for estimating
fertility and mortality rates. But even
here, underreporting is still a problem
and so indirect methods of estimation
are often used to obtain more accurate
estimates. These indirect  estimation
methods  that  demographers have
developed over the years can also be
applied by combining census data on
population and age distribution, and
vital registration data to obtain mor-
tality rates. From such a procedure, one
can obtain estimates of mortality rates
(life expectancy, crude death rates, in-
fant  mortality probabilities)  disag-
gregated by regions and provinces. Es-
timates from this procedure, however,
are not done on a regular basis as data
become available. For example, for
quite some time the only estimates ob-
tained from this procedure were those
made and published in 1981, but the es-
timates refer to the vear 1970 (See
Flieger, et. al., 1981). It is only recently
that similar estimates were made for
the year 1980 (See Cabigon, 1990). Even
then, however, the estimates are ten
years outdated. Nevertheless, such es-
timates  would  still be  usetul  as
benchmark: estimates, and for analyz-
ing geographic differentials in mor-
tality. Estimation of mortality rates
using  the 1990 census and  vital
registration data should be undertaken
as soon as possible,

Estimates of mortality applying in-
direct methods either on combined cen-
sus and vital registration data or on
data from the national demographic
surveys are not published regularly in
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Needed in Policy Researc

B basic statistics useful to
policy research;
B health policy archive.

official ~ statistical publications. The
DOH itself does not scem to make
much use of such estimates in its
description of mortality trends.

The cause of death statistics are also
known to have serious shortcomings
because a large number of reported
deaths are without medical attendance

{about 60 percent in 1988), This intro- |

duces an (unknown) bias in the cause
structure of deaths which are needed to
determine the nature and pace of the

health transition. Efforts are needed to ¢

assess this potential bias by comparing
reported cause of death structure with
those of other countries at similar
stages of cconomic and demographic
development but with reasonably good
data on mortality levels and cause of
death,

Morbidity statistics. These are cotained

from reports of cases of, and deaths :

from, "notifiable discases”™ as required
by law (Law of Reporting of Com-
municable Discases). These reports are
made weekly by hospitals and primary
care facilities, both public and private,
using a standard reporting form which
are submitted to the City Health Office
or Provincial Health Office, and from
there to the Regional Health Office and
the Health Intelligence Service of DOH.
The reports include information on age
and sex, cause of morbidity, and the
place of occurrence. Reports are con-
solidated for the whole country and for
the regions by HIS. The HIS also pub-
lishes these annually with highlights
on the ten leading causes of morbidity
in the Philippine Health Statistics.

Not all cases of morbidity will have
medical attendance, hence a certain
(unknown) proportion of cases will go
unreported. It is also not always clear
how  complete and accurate is the
reporting of those cases with medical
attendance. The completeness and ac-
curacy of reporting by health institu-
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i tions will depend partly on their com-
i mitment, the effectivencess of their own
i internal information systems, and the
I strictness with which the reporting of
! morbid cases is enforced by the DOILL
We are not aware of any study that
made such assessments. Incomplete
and inaccurate reporting of morbidity
cases  will obviously  bias the data
needed for the analysis of morbidity
structure by cause of morbid condition
essential for determining the nature
and pace of the health transition.
Again, some efforts are needed to as-
sess this potential bias so that the
changing health  transition  can be
described with reasonable accuracy.
Another source of morbidity data is
the National Health Survey which is
conducted every five years by the DOH
in collaboration with the NSO. The sur-
vey obtains information on individuals
who were il during the past month,
and for cach individual who was ill, in-
formation is obtained on the diagnosis
if the person had medical attendance,
or symptoms for those without medical
attendance. We have not come across
analysis that relates this set of informa-
tion with that obtained from the
regular reporting system, and to indi-
cate what new insights can be obtained
from the survey data that we cannot
get from the regular morbidity reports.
Analysis of such survey data on mor-

Under-Reporting

z B Births and deaths data
from the Vital
Registration System have
been known to be
under-reported.

B Fertility and mortality
rates estimated from
National Demographic
Surveys also have to deal
with under-reporting.

B Morbidity statistics from
field reports of DOI
units are also known to
be under-reported due to
cases not medically
attended.

40

bidity is needed to see how useful are
such information for describing mor-
bidity condition at the national and
regional levels.

Nutrition. Reliable data on the nutrition-
al status of the population based on
anthropometric measures and
measures of dictary and nutrient ade-
yuacy can be obtained from the Na-
tional  Nutrition Survevs conducted
every five years by the Food and Nutri-
tion Rescarch  Institute (FNRD. The
FNRI both analyzes and publishes the
results. Because the survey involves in-
tensive data collection on food intake
per houschold, the sample size of the
survey is relatively small (about 3,000
houscholds)  for  estimating  reliable
sub-national rates of malnutrition. In
1989, the FNRI conducted a National
Anthropometric Survey. This survey
had a larger sample size (about 9,500
houscholdsy and should allow estima-
tion of malnutrition rates, particularly
among preschoolers, at a more disag-
gregated level.

Another source of data on the nutri-
tional status of  preschoolers based
anthropometric measurements s the
"Operation Timbang" conducted by the
National Nutrition Council and imple-
mented in the field by the DOH and
the DECS. While national in scope and
estimates can be made at the municipal
level, the data are seriously flawed for
policy and program purposes. The
reason is that the coverage of the
cligible children, i, the proportion of
children actually  weighed  to  total
cligible children of specific ages, vary
so widely from one municipality to
another. This makes comparison of cs-
timated  malnutrition  rates by
municipalities difficult because serious
selection biases are introduced in the
data, i.c. those not weighed but cligible
might have different nutritional charae-
teristics than those who were actually
weighed. This would bias the es-
timated rates based only on those who
were actually weighed, and the bias
can po in cither direction from one
municipality to another. Moreover, this
bias cannot be known a priori. There is
a need to improve data collection
methodology in order to make "Opera-
tion Timbang” more uscful for program
purposes. For national policy purposes,
the national anthropometric survey
conducted by FNRI which is of high
quality should sutfice, and therefore,
should be conducted regularly.

Family Planning. Statistics on contracep-
tive use is available from the National
Demographic Surveys conducted every
five years, The data are quite detailed

and one can analyze not only con-
traceptive prevalence rates by charac-
teristics ot the couple but also the
determinants of contraceptive choice.
One can also estimate different con-
cepts of "unmet needs” for contracep-
tion. However, like the estimates of fer-
tility and mortality, the estimates of
contraceptive prevalence rates do not
always find their way to being publish-
ed in the Statistical Yearbook or similar
such compendium.

Service statistics are also available
from family planning outlets. How-
ever, in the past it was difficult to
avoid double counting when clients go
to more than one outlet for supplics or
services. Thus the data contained
serious flaws. Unfortunately, it is often
these data and not the one based on na-
tional survevs that get published in
government statistical reports. There is
obviously a need to improve service
statistics for program purposes. How-
ever, greater attention should be made
in making the data from the national
demographic surveys readily available
in official publications for policy pur-
poses,

Resources for Health

he resources referred to here are

the real resources rather than

financial resources. The latter are
described under Health Care Financ-
ing. Real resources include the health
facilities, equipment, and  human
resources, i.c. physicians, nurses, mid-
wives, dentists, pharmacists, medical
technologists, radiologists and others.

Health Care Facilities. Current informa-
tion of health care facilities or institu-
tions are obtained from various sour-
ces. The number of DOH  health
facilities and their distribution by
region are casily available from the
DOIL These facilities include hospitals
of various types, medical centers. rural
health centers, barangay  health  sta-
tions, and pucricuiture centers,

Data on private health facilities are
available only  for hospitals.  The
Bureau of Licensing and Regulation of
the DO compiles the number of
hospitals and  their bed  capacities.
Hospitals are classified by type of
hospital (primary, secondary or ter-
tiary), by type of ownership (public or
private), and by regional distribution.
The Philippine Hospital  Association,
also compiles data on its member
hospitals,  both  government  and
private.



Note: It is not clear to me whether
licenses are renewed every vear or at
some fixed intervals of time. If renewed
every year, then not only could the
data on number of facilities be obtained
but other information as well, such as
human resources of various categories
and specialtics, and the number and
types of equipments installed. A ques-
tionnaire can be filled out by a respon-
sible person in cach facility and the
report submitted to the Burcau  of
Licensing and Regulation as a condi-
tion for renewal of license. Moreover,
there might be a need for a specific law
that requires health facilities to submit
certain information about the charae-
teristics of the facility to the DOH if
this is not already subsumed under the
powers of the DOH as a regulatory
body. These information could then be
consolidated, tabulated and published
on an annual basis by the DOH.

Alternatively, the DOL can conduct
a special census of  health  estab-
lishments which will obtain informa-
tion about health facilities and their
resources. A detailed questionnaire can
be filled out by a responsible person in
cach faciiity and the report forms sub-
mitted  to the DOH  through its
Regional Health Offices. This could be
done at appropriate intervals such as
every three vears or so. The informa-
tion so obtain will then be  con-
solidated, tabulated and published by
the DOH. Another approach, and
which is to be preferred, is that once
this special census has been conducted
and the results assessed for complete-
ness, reliability and usefulness, it could
then be undertaken as part of the
regular census of establishments con-
ducted by the NSO.

Human Resources for Health. Information
on various kinds of human resources
for health appears to be a most difficult
type of information to obtain as the

“Information on various
kinds of human resonrces for
health appears to be a most
difficult type of information
to obtain.”

recent study of Reves and  Picazo,
(1989) demonstrates. The number and
tvpes of health personnel in the DOLH
are readilv available but not the num-
ber and types of health personnel in the
private scctor. Data from professional
organizations are incomplete, and one
needs to compile them from various
professional organizations. The data on
registered health personnel from the
Professional - Regulatory Commission
updated annually refer to cumulative
totals, and does not distinguish be-
tween those who have retired, or those
who have stopped their practice tor
some reason or other (especially among,
nurses and midwives), and, therefore,
the data do not give an accurate profile
of the ditferent kinds of health person-
nel who are currently emploved in the
private sector,

Yet it would scem that the Profes-
sional Regulatory Commission should
be the main source of information if
some reforms in reporting can be
made. First, there is a need for a law Gt
there is not et one) which requires
health professionals to register or
renew licenses at fined intervals, and
that as a reauirement for registration or
renewal of license, they should submit
information which could be specified
by law to include: age, sex, category of
personnel and specialty, place o1 work
(c.gg. public or private hospital, clinics,
ck), and location. It might also be pos-
sible to add information on the details
of qualification such as: year of passing
board examination, institution which
conterred  the degree, and specialist
qualification. Copics of these registry
forms should then be submitted to the
DOH for consolidation, tabulation and
publication.

Health Care Utilization

tatistics on health care utilization
can  viewed from  the facility
standpaoint (hospital vs. primary
care facilities) or from the practitioner
standpoint (physician, midwives, etc),
for both public and private sectors,
Indicators of hospital utilization in-
clude use of inpatient facilities, c.g.
number of admissions,  bed-days,
length of stay, bed occupancy, dischar-
ges by specialty, surgical operations;
outpatient attendances; services
rendered in dispensary by specialty;
and use of other hospital services e,
radiology and laboratory examinations.
Data on these indicators are collected
by the DOH from reports of hospitals
under the DO, and are available on
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Utilization data may be
obtained from stamdpoints of
facility, practitioner, or
household. In none of these
cases is the data complete,
adequate, or casily available.

an annual basis. The data, therefore, do

not include those of private hospitals.
Morcover, even the reports from DOH
hospitals are grossly incomplete for
some vears. Making the reporting com-
pulsory for DO hospitals and stricter
enforcement of such requirement could
significantly improve the usefulness of
the data for analysis.

The reporting reguirements should
extend also to private hospitals and
could be obtained together with the
other data to be collected as a require-
ment tor annual registration or rencwal
of licenses.

Data from field reports of services
rendered by DOH primary  care
facilitics, i.c. Rural Health Units and
Barangay Health Stations are also avail-
able. But the volume of such reports

must be staggering. However, serious |

ctforts are currently being made to

streamtine field heal'h service reports

to make them more manageable from a
reporting and - data utilization
standpoints,

Another source of information on
health care utilization of both public
and private health facilities, and of dif-

ferent types of health practitioners are

the National Health Surveys conducted

overy five vears by DOH in collabora-

tion with NSO. The data from these
surveys provide a perspective of health
utilization that is from the standpoint
ot the beneficiary, i houscholds,
rather than from the standpoint of the
health provider as in the case of field
health  services  reports mentioned
above. The data could thus allow us to
determine from a group of cligible
beneticiaries the coverage rates (i.e. the
proportion of total cligible population
who receivad a particular service from
a particular health facility or health
personnel) of - various  public and
private facilities as well as ot various
practitioners. This is often difficult to
make from health facility reports, be-
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cause such reports consider only the
facility’s own coverage of the target

i population and not also the coverage of
the other providers in the same calch-
mentarcas.

“Health Expenditures,
- Sources of Financing
- and National Health
“Accounts

otal health expenditures and sour-

ces of financing are difticult to ob-

tain for the Philippines. Data on
government health expenditures, how-
ever, are relatively casier to estimate
than private expenditures. The first at-
tempt to estimate total expenditures
and sources of financing is the INTER-
CARE study conducted in 1987 with
support from the Asian Developmont
Bank.

An ongoing study s being con-
ducted by the Research Trangle In-
stitute and the University of the Philip-
pines School of Economics for the
USAID Mission in Manila to update
data on health expenditures. Various
data sources were examined, recon-
ciled, and agpregated into appropriate
categories. Moreover, considerable of-
tort has been made to document data
sources. But even this effort is still ad
hoc at best. There is a need to institu-
tionalize data recording, tabulation,
and publication as we shall elaborate

i below.

Government Health Care Expenditures.

Government health care expenditures
! include those of the DOH and other
i government agencies engaged in health
i activities. The main source of data for
estimating total government expendi-
tures is the data from the Department
of Budget and Management. Data in-
clude budget appropriations and cx-
¢ penditures on an obligation basis for
cach department. These are often avail-
able in summary form by scctors in-
cluding the health sector and are used
i by the NEDA for planning purposes.
Analyses of these data were done by
Manasan (1988). The basic data are also
published in the Statistical Yearbook.

While aggregate expenditures on an
i obligation basis can be readily com-
piled from existing sources, these ex-
penditures  cannot be  casily  disag-
gregated according to categories that
one might use for analysis. Thus it

might be useful to decide on specific
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and analytically relevant expenditure
categories, define them clearly, and
then design the recording procedures
within cach  government  agencies
engaged in health activities with these
categories  in mind  for casy  data
retrieval and  reclassification. These
analyticai categories should include: (a)
expendituies by tyvpe of service or ac-
tivity, i.e. hospital services, field health
services, administration, ete.; and (b)
expenditures by type of input, e
recurrent and capital expenditures, ana
amonyg recurrent expenditures, expen-
ditures tor personnel, drugs, supplics,
maintenance, cte. In short, there is a
need tor a common agreement on what
categories to use, and an agreement
among concerned agencies to organize
thur accounting systems  to - reflect
these categories, or at least to make the
retrieval of these information casy and
routinary. The DOH can then compile
these data, tabulate them and publish
them annually.

Because 1t is important to have con-
sistency in che definition of terms and
aggregation of specitic budget line
items into broad analytical categories
of expenditures, it is desirable to con-
duct a "demonstration studv” which
consists of a thorough exawination of
the recording svstem, definitions used,
and aggregation methods employed
with the view of desighing a mare offi-
cient system of data recording and
retrieval - for  research and - policy
analysis purposces.

As local governments gain more fis-
cal autonomy and assume  greater
responsibility  for  health  service
provision and financing in their respec-

Government health
expenditures in aggregates
are relatively casy to obtain
but disaggregates useful for
analysis are not easily
available,

Private health expenditures
and sources of financing are
the most difficult
information to obtain,

i

tive localities, it will become necessary
to transfer this information system to
local governments.

Private Expenditures and Sources of Financ-
ing. These are the most difficult infor-
mation to obtain. The major source for
estimating household expenditures for
is the Family Income and Expenditures
Survey which is conducted every three
vears by the NSO. The data on health
expenditures come from responses to
questions on the amounts spent for
specific categories of health expendi-
tures, i.e. medical services, hospital ser-
vices, dental services, drugs, and other
healt): care. Respondents are asked to
recall  these  expenditures  for  cach
semester (January-fjune and  July to
December)  of  the past year. The
responses are then aggregated to es-
timate the annual expenditures for
health. Tt is not clear how accurate
these recall data are since there has
been no reliable benchmark  from
which to make usetul comparisons.

The other categories ot private ex-
penditures include employer expendi-
tures tor health as part of the benefit
package given to employees; insurance
benefits paid by Medicare through §55
and partly through GSIS; health-related
benefits paid by the ECC; benetits paid
by private insurance and other types of
financiers  including  HMOs;  and
benefits paid by voluntary organiza-
tions, civic groups and philanthropic
societies, Except for data on the in-
surance benefits paid by Medicare and
the health-related benefits paid by ECC
which are readily available from the
respective agencies, little is known
about these other eategories of private
expenditures. There is, thercfore, a
need to conduct periodic surveys to get
information on these other categories
of expenditures at the same time that
the FIES are conducted.

National Health Accounts. Useful
timates of total public and private
health care expenditures can be made
for policy purposes if a commonly ac-
cepted methodology is developed and
applied consistently to available data,
that is, a methodology based on con-
cepts and estimation procedures used
by the national income accounting sys-
tem, hence the term Natjonal Health
Accounts. Thus the first priority for the
HED Project is to support studies lead-
ing to the development of coneepts and
methodology for estimating the value
of the health care services that were
produccd  (production side) and the
value of the health care services that
were consumed (consumption or ex-
renditure side). Based on the data that

0s-




are available and data that will be ob-
tained through surveys of other private
sectes expenditures to be conducted at
the same time as the next FIES is con-
ducted, benchmark estimates can be
made. These could then be updated
with the same frequency as the FIES,
and the intervening years can be es-
timated, if desired, using parameters
obtained during the survey years.

An illustrative approach is to con-
sider the question from the standpoint
of the population receiving health care
(consumption side): what is the money
value of the health care that they
received (consumed)? Health care in-
cludes all components: personnel ser-
vices, drugs,  hospital  charges,
laboratory tests, X- rays, ctc. A first ap-
proximation to this amount would be
the sum up the following components
based on the current structure of
delivery and financing system:

1. the total amount that houscholds
actually spent from their own pockets
(user charges or out-of-pocket expen-
ses);

2. the total amount of benefit pay-
ments paid by Medicare, ECC, private
insurance and other financiers includ-
ing individual and
donating funds to pay for specific
health services rendered to individuals;
(plus administrative costs);

3. the value of services rendered by
HMOs with salaried physicians and
have own facilities, estimated by the
amount of salarics paid and rental
value of facilities; (plus administrative
costs);

4. the value of services provided by

Some Institutions Involved
in the Health Statistical
System :

B National Statistical
Coordination Board

B National Statistics Office

B Department of Health
(Central Offices)

B Food and Nutrition
Research Institute

8 Professional Regulatory
Comumission

organizations.

government facilities to the population
for "Tree” (i.e. services paid for by tax
revenues),  estimated as  the “total
government  expenditures” less  the
amount of benefit payments paid by

Medicare and  other  financiers  to
government  facilities  for  services
rendered  to their clients and  the

amount of revenues they collect from
user charges.

This sumv is a first rough approxima-
tion to the total health care expendi-
tures viewed from the consumption
side. Approaches to estimation of total
expenditures are described in more
detail in the on-going study on health
care expenditures  and  sources  of
financing undertaken by RTI and
UPSE.

Institutional
Strengthening in
Support of Statisticali
System Development
for Health Policy

ing needs to be considered:

= 1. The National Statistical Coordina-
tion Board is the government body
which oversees the development and
assessment of statistics for policy for-
mulation and planning. There is a need
to impress upon this body the need to
consider the development of statistics
for health policy and planning as part
of their agenda.

2. The National Statistics Office is the
government body mainly responsible
for collecting, tabulating and publish-
ing  national  socioeconomic  and
population data through censuses and
surveys. These data  include  the
population census, census of estab-
lishments, national demographic sur-
veys, health surveys, family income
and expenditure surveys, and labor
ferce surveys. All of these data sets
provide information uscful for health
policy research and analysis. While the
NSO has strong capability of perform-
ing its routinary tasks, there is a need
to provide support to this institution
for addilional activities such as the
preparation and making available these
data sets for public use, i.c. available
for use by rescarchers and analysts.
Such support should enable the NSO to
have additional staff or time to help re-
searchers and analysts prepare the data
files needed for specific  analyses.

me the above review, the follow-
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Moreover, additional  staff time s
needed from the NSO to provide assis-
tance to researchers and analysts in the
proper handling of the data sets, i.c.
merging data files from different sur-
veys when necessary, or in the assess-
ment of the quality of data, or in
facilitating data retrieval for analysis.

The same type of support is needed,
perhaps even niore so tor other govern-
ment agencies responsible for collect-
ing and analyzing data such as the
Food and Nutrition Research Institute.

3. There is a need to review and
strengthen the fegal basis for collecting
certain information and strengthen the
respeclive agency capacity to record,
retrieve, compile, tabulaie and submit
reports o appropriate  coordinating
agencies such as the DOH, for final
tabulation and publication. The infor-
mation referred to here includes infor-
mation on health establishments and
information on the characteristics of
kealth personnel; while the agencies in-
volved include the Burcau of Licensing
and Regulation of the DOH, Profes-
sional Regulatory Commission, and the
National Statistics Office.

4. There is a need to support ex-
ploratory analysis of available national
survey data sets from the standpoint of
data quality assessment, developing
new methodologies for analysis, deter-
mining additional data to be collected,
and refining the data coding and file
system creation in order to make cur-
rent surveys more uscful for health
policy rescarch and analysis.

5. There is a need to support ac-
tivities leading to the design and con-
duct of new censuses and surveys, in
particular, the census of health estab-
lishments, the survey of employer-
based health benefits, and NGO health-
related activitics and expenditures in
order to supplement data on private
sector provision and  financing  of
health care.

6. There is a need to develop con-
cepts and methodology for estimating
national health expenditures and sour-
ces of financing, and to apply these to
existing and prospective data along the
lines described carlier.

6. Finally, there is a need to review
the health information activities of the
DOH with the view of expanding its
role as the central coordinating body
for the collectica, compilation, tabula-
tion and publication of health-related
statistics in collaboration with the Na-
tional Statistics Office and the National
Statistical Coordination Board. This is
to ensure that its information system is
sector-wide rather than just confined to
the activities of the DOH.
| ]
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Building National Capacity
for Research, Training,

and Technical

Introduction

he Health Policv Reform Initiative

of the DOH is a recognition that

policy formulation, implementa-
tion and evaluation can be significantly
improved by scientifically valid,
relevant and timely research. The lack
of research-based policy making in the
past has been attributed to a number of
factors.

First on the policy makers side, it has
been alleged that policy makers do not
appreciate the usefulness of research in
policy making, and if ithey do, they the
lack of capability to synthesize and
translate research findings for policy
purposes.

Secondly, on the researchers’ side, it
has been alleged that the research
being produced in academic and re-
search institutions are essentially "dis-
cipline research” undertaken to ynder-
stand and explain a given phenomena,
but contains little practical insights on
what can actually be done to solve a
given problem. In other words, the re-
search being done is not “policy re-
search.” There is obviously an impor-
tant distinction between the two types
of research, although both are based on
scientific methods. Thirdly, even if
there exist a demand for research
among policy- makers and a capability
to use the findings for policy formula-
tion, aad there exist a group of re-
searchers willing and capable to under-
take the needed policy research, there
is no mechanism that brings these two
vital elements together in a sustained
manner. The interactions between
policy-makers and rescarchers that ex-
isted in the past were often of an infor-
mal nature, forged by previous profes-
sional and personal links between
them, and such interactions ceased
with changes in key actors in policy-

making vodies or in academic/ re-
search institutions,

Thus institutionalizing  research-
based policy making requires streng-
thening the capability of policy-makers
to make policy choices on the basis of
sound research and analysis, and of re-
searchers to undertake policy research
on a wide range of policy issues. In ad-
dition, it also requires a mechanism to
formalize the interactions between
policy-makers and researchers in iden-
tifying policy issues, developing infor-
mation bases, and cvaluating policy
choices on the basis of research and
analysis,

In this section, we discuss the issue
of capacity building in support of
healt policy development. We start
out with a review of current thinking in
national and international circles about
such issue, then attempt a quick survey
of national institutions that could per-
form key functions in research, training
and policy analysis, and finally discuss
capacity building needs and strategies
for meeting those needs.

Recent International
Thinking Relevant to
National Institution-
Building for Health
Policy and Training

ommission on Health Research for
Development. The Commission, an
independent international initia-
tive formed in 1987, has recently com-
pleted a review of health rescarch in
both  developing and developed
countries and has made specific recom-
mendations for building and sustain-

Assistance

ing research capacity particularly in

developing countries. The
Commission’s findings and recommen-
dations relevant to our purposes is
summarized below. (See Commission
on Health Research For Development,
1990 for details).

The Commission observed that the
pattern of research investments in
developing countries show a heavy
dominance of clinical, biomedical and
laboratory research in total health re-
search  expenditures. On  the other
hand, research expenditures were par-
ticularly small in the areas of health in-
formation systems, field epidemiology,
demography,  behavicral — sciences,
economics and management. Since the
latter types of research would tend to
be country-specific in nature, while the
former types would tend to be global
in nature, the Commission inferred that
country-specific  research,  which s
most critical in health policy delibera-
tions, has been relatively neglected in
most developing countries.

The Commission identified a num-
ber of constraints faced by researchers
in developing countries which limit
their capacity to respond to the re-
search needs of policy-makers. These
constraints include: :

(1) Tersonal Factors: intellectual
isolation, low salaries, limited oppor-
tunities for promotion, few career
paths, restricted rescarch choice, and
insufficient training;

(2) Work Environment: lack of access
to information and research journals,
inadequate  suppoit  staff, lack  of
facilities, and lack of budgetary sup-
port for sustaining institutional ac-
tivities; and

(3)  Macro-Environment:  lack  of
demand for, or social appreciation of, |
research in general; and for policy prr-
poses in particular, lack of scientific |
culture, bureaucratic rigidity that affect |
the management of high-quality re- ]
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| search cither in government agencies or
in government-supported rescarch in-
stitutions, and poor economic situation
which leads to budgetary cutbacks for
research.

Another factor that affect research in
developing countrics is the degree of
dependence on foreign funding for re-
search. Although Yoreign funding for
research can  significantly  augment
resources for research, there are un-
desirable consequences, which include:
“the short duration of funding, the
‘artificial growth and fragmentation’ of
research  programs and  institutions,
and the imposition of foreign research
agenda on national priorities” (Com-
mission, 1990, p.48). To address these
particular potential problems, the Com-
mission recommended that (a) a much
longer duration of support by foreign
funders is necessary to build national
research capability; and (b) a much
stronger national research plans and
domestic prioritics need to be estab-
lished within developing countries so
that foreign research investments can
be rationalized and made more effec-
tive.

In the Commission’s view, the over-
all goal of capacity building is to im-
prove the capabilitics of individuals
and institutions to address  health
problems through rescarch. Capacity
building for science-based research

_ would involve at least four com-
. ponents:
(M Individual competence:

strengthening of those skills and at-
tributes associated with the direct con-
duct of research and with successful
policy formulation and rescarch-based
management of action for health and
development;

(2) Institutional infrastructure that
supports research in universities and
research institutes as well as in mini-
stries and departments of government
and nongovernmental  organizations
oriented  toward  action-rescarch:
upgrading of carcer structures, salaries,
scientific information, facilitics, equip-
ment, and supplies; improving re-
search priority setting and the manage-
ment of research activities; increasing
training capacity; and developing
operational links with action units in
the country;

(3) Research component of policy
formulation and field action: placing
highest priority  for rescarch  on
country-specific health problems, and
towards this end, a major cffort is
needed to strengthen cpidemiology,
the social sciences  (particularly
economics), healtt management, and
applied clinical and biomedical re-
search; moreover, to create a demand
L —_—
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for rescarch among those responsible
for policy formulation and field action
by fostering good communication be-
tween rescarchers and users of research
results; and

(4) Global health rescarch: to con-
tribute as much as possible to rescarch
aimed at discovering new knowledge
and technologics  to  solve  health
problems, there is a need for highly
qualified scientists in the relevant dis-
ciplines, adequate. research support,
and good linkages to a actwork of
peers worldwide.

The Commission has identified what
might be the most effective strategies
for capacity building as follows:

() Institutional strengthening: re-
search  capacity  building  requires
capable management and stable sup-

MAIN AREAS FOR CAPACITY BUILDING

Human Capacity

* strengthening the capaaty for re-
search and training in health
policy related issues;

* developing the capacity of policy
researchers to communicate
witl, and respond to, poliey-
makers’ needs; and the capacity
of policy-makers to appreciate
and utilize the teols and findings
of policy analysis;

* strengthening the skills of policy-
makers in areas relevant to their
professions;

Institutic.nal Capacity

* developing institutions which
can serve as a resource base
[resource bases] at which policy
analysis, research and training
are conducted;

* creating an institutional
mechanism for systematic inter-
action and exchange among,
policy makers, implementers and
researchers;

* establishing the supporting in-
frastructure for the activities of
institutions;

Financial Capacity

* becoming financiallv self-sustain-
ing; and

* generating and managing resour-
ces towards fulfillment of the in-
dividual institution’s mission.

Source: Centres Working Group, Health Policy
Training and Research Centres: Capacity-Building
n Afnica and Asia: A Proposal to the International
Health Policy Program, 1990,

port of institutions over an extended
period usually 10 to 15 years based on
the view that much better results
would be obtained from an initial long-
term commitment to an institution by a
donor agency subject only to achieving
reasonable milestones and to the 10r-
mal legal caveats of the agency;

(2) Professional and carcer develop-
ment: appropriate professional train-
ing, support and carcer incentives can
be achieve through a number of ways,
among them would be: (a) support
professional training by channeling
funds through selected institutions or
via an open process; (b) training can be
free-standing  or  integraied  with
specific research activities; and (¢) to
mininize intellectual isolation through
conferences,  workshops, access  to
literature, and sabbatical time abroad.

(3) Networking: Networking is a use-
ful mechanism to  provide internation-
al support and communication for
scientists while at the same time
strengthening  national  research
capacity. The network can achieve
depth and diversity of research
capability that would not be possible in
individual institutions.

Centres’ Working Group. A Working
Group composed of 18 African and
Asian health policy-makers, educators
and rescarchers was formed in 1989 to
advice the International Health Policy
Program (IHPP) on capacity-building
for health policy. Its report, which was
presented to the IHPP in 1990, con-
tained a number of findings and
recommendations that are relevant to
the current question of how to build
national capacity for research, training
and technical assistance in support of
health policy development.

The Working, Group’s identification
of the main areas for capacity building,
although described in the context of es-
tablishing a "Center” (i.e. a single in-
stitution) for health policy 1 esearch and
training within a country to serve na-
tional needs and possibly regional
needs as well, is particularly relevant
for our purposes. These arcas are
shown in Table 4,

Parenthetically, it might be noted
that the Working Group’s original idea
was on developing a "Center” or an in-
stitution in a country that can under-
take policy rescarch and training on a
sustained basis. This idea was based on
the premise that in some countries,
such an institution does not yet exist. In
the Philippine context, however, there
are alrcady many institutions that can
perform such tasks, some more able
than others on specific areas, but all
would need upgrading and support in
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TABLES .~ , .

LESSONS LEARNED FROM INSTITUTIONAL
DEVELOPMENT EXPERIENCE

Institutional Development

Successful institutional development

depends, among others, on the ability

to be resourceful in:

* development, motivation and reten-
tion of staff;

* creation of a workable organization-
al structure;

* establishment of appropriate domes-
tic relationships and international
linkages.

Policy Relevance and Linkage
Successful policy-related institutions
were typically linked to the policy
process, and regarded by policy-
makers as relevant and responsive.
Ways of doing this include:

* making communication and
dialogue part of the institution’s mis-
sion and day-to-day operations;

* tailoring policy analysis, research
and training "products” to policy-
makers’ needs;

* creating mechanisms for reacting to
expressed demand on the part of
policy-makers;

* working to ensure that research find-
ings are used;

* developing flexibity and the
capacity to adapt to a changing en-
vironment.

Fur.ctional Autonomy

This refers to the ability of an institu-

tion to manage itself towards the attain-

mer.t of its objectives. Some of the char-

acte “istics of institutions which have at-

tained a degree of autonomy include:

* diversified sources of support and a
range of clients;

* some degree of insulation from
political upheavals;

* competent, motivated and confident
leadership;

* institutional productivit* and high-
quality output;

* full utilization of the institutional
capacity.

Financial Viability

Successful institutions maintain finan-
cial viability by generating resources
from a range of channels, including
government support, private sources,
external agencies, consulting income,
research contracts and in-kind assis-
tance.

Source: Centres Working Group, Health Policy Training,
and Research Centres: Capacity Building in Africa and
Asia, 1990,

order for them to be able to adequately
respond to the needs of health policy
development, a new area for most in-
stitutions. Hence, in the Philippine con-
text, the idea of "many centers” is per-
haps most appropriate. For a discus-
sion on how this conclusion was ar-
rived at, see Solon and Herrin (1990).

The Working Group also undertook
an extensive review of existing models
of organizational efforts to build re-
search and training capacities in such
diverse fields as management, agricul-
ture, and economic development; and
examined over thirty specific cases in-
cluding university-based programs, in-
dependent institutes, international con-
sortia, networks and donor programs
in order to determine what chavac-
teristics appear to contribute to sue-
cessful institution building. The lessons
learned from this review that are
relevant to institution building in the
Philippine context are summarized in
Table 5. These lessons could serve as
objectives that institutions engaged in
health policy research, training and
technical assistance can pursue, or as
criteria for assessing their performance,
or as items for consideration in sup-
porting certain institutions.

National Capacity for
Research, Training
and Consultancy

here exist in the Philippines today
untapped capacity for research, |

training and consultancy in sup-
port of health policy development.
There are a number of national institu-
tions with demonstrated capacity for
research and training in specific dis-
ciplines. (Following the Centre’s Work-
ing Group modest criteria,
demonstrated capacity is defined as

"standing the test of time (i.c. survival), |

and establishing a reputation for
quality work in a given field"). These
institutions are enumerated below. In
the health sciences, they include:

(1) Philippine Council for Health Re-
search and Development which sup-
ports and coordinates a network of in-
stitutions engaged in biomedical re-
search aimed at discovering new
knowledge and at developing and
transfering new technologies to solve
health problems.

(2) Food and Nutrition Research In-
stitute  which undertakes national
nutrition surveys and analyses of nutri-
tion problems.
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(3) Rescarch Institute of Tropical
Medicine which engages in biomedical
research, epidemiology and  the
development and testing of cost-effec-
tive technologies for the control of
public health problems.

(4) University of the Philippines Col-
lege of Medicine which engages in
treining  and applied clinical and
biomedical research. It has recently es-
tablished a Clinical Economics Unit. |

(5) University of the Philippines Col-
lege of Public Health which engages in
training, and research in the various
ficlds of public health, i.c. epidemiol-
ogy, nutrition, occupational health,
dental health, and hospital administra-
tion. ‘

(6) University of the Philippines Col-
lege of Flome Economics, in particular
the Food Science and Nutrition Depart-
ment, which engages in training and
research on nutrition problems and .
nutrition policy.

In the social sciences and manage-
ment sciences, they include:

(1) University of the Philippines
School of Economics which engages in
training and research in the broad field
of economic development and policy as
well as in the narrower field of human
resource economics. In 1986, it estab-
lished a program of training and re-
search in health economics.

(2) University of the Philippines
Population Institute which engages on
training and research on population
and health-related issucs.

(3) University of the Philippines Col-
lege of Public Administration which
engages in health research particularly
in assessments  of  health  service
delivery systems and health institu-
tions, and in training of government
personnel in public administration.

(1) University of San Carlos Office of
Population Studies which engages in
training and research in population
and health-related issucs.

(5) Xavier University Research In-
stitute for Mindanao Culture which
engages in training and research in
population and health- related issucs.

6) Atenco de Manila Institute of
Philippine Culture which engages in
training and research in the behavioral
sciences  such  as  anthropology,
psychology and sociology with par-
ticular attention to their application in
community health. :

(7) De La Salle University Integrated
Rescarch Center  which  engages in
training and rescarch in community
health and the delivery of basic ser-
vices.

(8) Asian Institute of Management
which has expanded its internationally
known training program of business




management into the public manage-
ment area for government agencies.

{9) Center for Communication and
Research which engages in training
and research in business and industrial
organizations and ecconomic policy
with a recent interest in health issues.

(10) Philippine Institute for Develop-
ment studies which engages in policy
research in a number of policy arcas in-
cluding recently in the area of health.

In addition to the above institutions
are institutions engaged particularly in
undertaking demonstration  projects
and action research as well as training
and consultancy work. They include:

(1) Philippine Center for Population
and Development (formerly Population
Center Foundation) which engages in
action-oriented rescarch and technical
assistance on issues of population,
family planning and health, and in
developing and testing  alternative
health delivery systems involving com-
munity participation in rural and urban
poor arcas.

(2) Nutrition Center of the Philip-
pines which engages in action-oriented
research on nutrition.

(3) SGV Consulting (Sycip, Gorres,
Velayo & Co.) which engages ir: health
policy research, demonstration projects
and technical assistance with strong
links with international consulting
firms.

(4) Development Academy of the
Philippines which engages in training
of senior government personnel and
technical assistar ce.

(5) Intercare Rescarch Foundation
which engages in health policy re-
search and demonstration projects in
the area of health care financing.

{6) HEWSPECS which engages in
consulting activities and demons%‘mlimz
projects in collaboration with nationa.
and international institutions.

Finally, there are institutions capable

There are a number of
national institutions with
demonstrated capacity for
research, training, and
consultancy. But all would
need upgrading and support
in order to adequately
respond to the needs of
health policy development,

of undertaking networking activities
such as the Philippine Social Science
Council which is a network of social
science professional associations. Each
member in the Council can also per-
form networking activities. Currently,
the Philippine Population Association
is finalizing plans with the DOH with
support from the USAID for the estab-
lishment of a Health Research Network
involving  regional  institutions  to
respond to the need for health policy
research and training needs of regional
and local units of the DOH.

A Strategy for
Upgrading Capacity

he existence of a number of nation-

al institutions with demonstrated

capacity for research, training and
consultancy as identified above implies
that capacity building in the Philip-
pines in support of health policy
development need not start  from
scratch, It only needs upgrading of ex-
isting capacity on a sustained basis by
addressing  particular  needs.  These
needs, as identified carlier, include the
following:

(1) Generating demand for health
policy research and analysis.

(2) Generating interest among in-
dividuals and institutions to undertake
research, training and techrical assis-
tance in support of health policy
development.

(3) Upgrading individual skills in
policy research and analysis through
both short-term and long-term training
programs.

(4) Upgrading the capacity of institu-
tions to train, recruit and retain in-
dividuals with capacity to undertake
policy research, training and technical
assistance.

(5) Establishing mechanisms for sus-
taining the above activities.

Generating Demana for, and Interest in Re-
search-based Health Policy Development.
The increased recognition and ap-
preciation of the need for research-
based health policy formulation among
the top leaders in the DOH has created
a demand for health policy research
and training in support of health policy
development. This demand is articu-
lated in the DOH’s lcalth Policy
Reform  Initiative.  Moreover,  the
strategy of the DOH to enlist broader
participation in the health policy for-
mulation  process  has  generated
heightened interest in health policy is-
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sues among various institutions and a
willingness by these institutions to par-
ticipate in undertaking major health
policy research and analysis. The stage
is set, at least in the short-term for
health policy development to proceed
on a strong partnership between the
DOH, the various stakeholders, and the
various institutions capable of under-
taking health policy rescarch and
analysis based on the common under-
standing and appreciation of the need
for research-based policy formulation.

There is, however, a need to expand
and sustain the demand for research-
based policy formulation beyond the
confines of the current leadership in the
DOH by orienting a larger group of
policy makers in government, par-
ticularly the legislators, and policy im-
plementers in various agencies of
government, on the one hand, and a
larger group of stakeholders, i.e. prac-
titioners and providers, funders and
financiers, and the community, on the
other, on the merits of research-based
health policy formulation.

Moreover, to sustain interest among
individuals and institutions to under-
take the needed research and policy
analysis, there is a need to strengthen
current mechanisms for information-
sharing, dialogues and consultations
between policy makers, policy im-
plementers and the other stakeholders
representing the demand side, and the
individuals and institutions capable of
undertaking training, policy research
and policv analysis representing the
supply side.

It is expected that the "market” for
research-based policy formulation (i.e.
the existence of demand and supply)
would be firmly established once the
benefits of a research-based policy for-
mulation process become evident in
terms of achieving the desired policy
impacts. Thus it is important that the
net benefits of a research-based policy
formulation process be demonstrated
as early as possible. This could be done
by selecting a policy reform arca where
the issues are clear, research questions
could be addressed quickly, recom-
mendations could be formulated clear-
ly, policy actions could be decided
upon and implemented quickly, and
the impacts become evident quickly.
This experience will help provide the
confidence necessary to tackle larger
and more complex policy issues later.

Upgrading Individual Skills. Various types
of skills need to be upgraded among
various types of individuals who cur-
rently have the basic skills for research
and training. These skills would in-
clude: (a) skills in discipline research
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applied to health issues among current
researchers in various disciplines, par-
ticularly in the social sciences; (b) skills
in policy research applied to health is-
sues among current researchers in both
health and social sciences; (¢) skills in
synthesizing research results for policy
formulation among current rescarchers
in academic and research institutions
and among selected personnel in
government, particularly in the DOH;
(d) skills in policy analysis among
teams of policy analysts from both
academic/research institutions and
personnel from government agencies
particularly from the DOH using as in-
puts the results nf policy research and
demonstration projects; and (e) skills in
monitoring and evaluation of policy ac-
tions.

Various individuals in academic and
resezich inctitutions have, over the
years,  developed demonstrated
capacity for research and training in
their respective disciplines. Few of
them, however, have applied their
skills in health research. Yet these in-
dividuals constitute a potential pool of
future policy researchers and policy
analysts. As a long-term strategy, there
is a need to gradually involve these in-
dividuals in health policy research,
training and technical assistance in
support of health policy development.
To case the transition, there is a need to
encourage these individuals, mostly so-
cial scientists in economics and the be-
havioral sciences, to apply their skills
in disciplinary research to health issues
by helping them acquire basic orienta-
tion to major health issues, to the

It is important that the net
benefits of a research-based
nolicy formulation process
be demonstrated as early as
possible. This could be done
by selecting a policy reform
area where the issues are
clear, research questions
could be addressed quickly,
recommendations could be
formulated directly, policy
actions could be taken
promptly, and the impacts
could be evident shortly
thereafter.

operation of various health institutions
in the entire health delivery structure,
and to the concepts and methodologies
of the various health sciences, in par-
ticular, epidemiology.

Such orientation can  be done
through (a) postdoctoral studies of six
to 12 months; (b) internships in the
DOH, health instituticns, or research
institutes engaged in health science re-
search and action programs; (c) par-
ticipation in short-term training cour-
ses (up to three months) here or abroad
dealing with health issues and health
science methodologies, and he:alth care
financing and health adménistration;
and (d) participation in seminars and
workshons here and abroad, either

those that are sponsored regularly by

institutions or those that can be sct up
specifically for orientaticn purposes.

To encourage research on health is-
sues, there is a need to set aside funds
to support these individuals to under-
take rescarch. It is understood that the

research will deal with the application, |

and if necessary. the extension, of dis-
ciplinary methoeds to health problems
and issues.

For individuals who have under-
taken research in the field of health in
their own disciplines, there is a need to
encourage them to undertake health
policy research, that is, research with
the specific view of arriving at recom-
mendations for policy actions or
demonstration projects. This could be
done in several complementary ways:
(a)  orientation  seminars
workshops on the nature of policy re-
search as distinguished from conven-
tional discipline research; (b) dialogues
with policy makers, policy implemen-
tors, and various stakeholders with
respect to formulation of policy ques-
tions to be addressed, research
methodologies to be adopted, and re-
search outputs to be produced; (¢) in-
ternships in the DOH and health in-
stitutions; (d) provision of easy access
to policy research conducted in other
countries; (e) technical assistance from
policy researchers in other countries;
and (d) support for actual policy re-
search.

For certain individuals with ex-
perience in both discipline research
and policy research, there is a need to
upgrade skills in synthesizing research
coming from both discipline research
and policy research for use in formulat-
ing and assessing alternative policy
recommendations. Moreover, from this
group of individuals, there is a further
need to develop skills in policy
analysis where various recommended
policy options are assessed for their
political acceptability and administra-

and |
| successful (and unsuccessful) experien-

Strategies for Upgrading
Individual Skills

B involve experts from
various disciplines in
health policy research
and training;

B encourage exprrts who
have done heatth research
to undertake
policy-related work
through policy design or
demonstration projects;

B provide mechanisms for
experts to develop skills
insynthesizing discipline
research with policy
requirements,

tive or bureaucratic feasibility. Both set
of skills, but specially the latter can be
developed through training programs
using the case method that has been
successfully applied in management
training  programs for  business
managers. The cases could come from

ces in policy reforms in other sectors
within the country, or from the ex-
periences in other countries. In the end,
however, the skills can be developed
on the job itself, a case of learning by
doing.

Upgrading the Capacities of Institutions.
Since the individuals whom we expect
to apply their (upgraded) skills come
from institutions, there is a need to
upgrade the capability of these institu-
tions to provide support and en-
couragement to these individuals. The
support that individuals need from
their institutions would include: (a)
career and financial incentive struc-
tures that are competitive with similar
institutions; (b) opportunities for fur-
ther training; (c) easy access to scien-
tific information, national data sets, re-
search and training facilities and equip-
ment, and support staff; and (d) oppor-
tunitics for contact with similar in-
dividuals in other institutions both
within the country and abroad.

It should be noted that the institu-
tions that were enumerated above got
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to where they are now because of their
capacities to provide the neressary
leadership and support for its mem-
bers. However, for many of these in-
stitutions reorienting some of their ac-
tivities towards health policy rescarch,
analysis and training would require a
ditional resources, which can be initia’-
ly provided throtigh grants, to finance
further training for its members,ac-
quisition of library materials and scien-
tific journals, acquisition of additional
facilities and equipment, and technical
assistance. In addition, some institu-
tions need information regarding na-
tional and international networks, the
possibilities for collaborative arrange-
ments with national and international
institutions engage in health policy re-
search, analysis and training, and
potential donor agencies interested in
institutional development. It is ox-
pected that in time, these institutions,
as in the past, will be able to generate
their own resources frem a wide range
of sources, foremos: among them
would be from research, training and
consulting contracts with client agen-
cies.

Establishing Mechanisms for Sustaining the
Above Activities. These mechanisms
would include: (a) establishing formal
linkages between policy makers and re-
scarchers; (b) establishing  linkages
among rescarchers, trainors and policy
analysts as well as their respective in-
stitutions both domestically and inter-
nationally. It should be noted that the
mechanisms designed to institutional-
ize  health  policy  development
described earlier also the serve as the
mechanisms to develop individual and
institutional capabilitics. Thus the or-
ganization of various committees to in-
itiate and  oversee  health  policy
development as well as the estab-
lishment of an independent Multisec-
toral Health Policy Forum also serve to
establish the formal linkages between
policy  makers, rescarchers  and
analysts, and other stakcholders of the
health secter. The coramitment to a re-
scarch-based policy process by the
DOH and other stakehoiders aiso serve
to generate effective demand for re-
search, training and policy analysis
from which institutions can derive
resources to further upgrade and main-
tain their capabilities. The provision of
technical assistance in a wide range of
activities also serve to fortify existing
linkages between the national institu-
tions and the international community
as well as to develop new linkages, net-
works and collaborative arrangements
among institutions.

Implementing the

Strategy: The Need
for a Lead Institution

o implement the above strategy,
there is a need for a lead institu-
tion to assist the DOH organize
and coordinate capacity building ac-
tivities in support of health policy
development. Currently, there exists
several institutions with capability to
play the role of lead institution. For ex-
ample, there is the Philippine Council

for Health Research and Development .

which currently works with and sup-
port a network of institutions in the
field of biomedical research. However,
it does not have in-house capacity to
conduct research and  training  ac-
tivities. There is the Philippine Institute
for Development Studies which has
demonstrated its capacity for organiz-
ing a network of institutions and in-
dividuals in undertaking policy re-
search and analysis in the broad field of
economic policy. However, it also has
limited in-house staff for health re-
search and practically none for train-
ing. There is the Philippine Population
Association which is currently in the
process of organizing a network of
regional institutions  to  undertake
health and population research respon-
sive to local health issues. However, its
commitment to health policy research
and training may vary with changes in
leadership. Finally, there is the Univer-
sity of the Philippines School of

Possible Lead Institutions

B Philippine Council for
Health Research and
Development

B Philippine Institute for
Development Studies

R Philippine Population
Association

B University of the
Philippines School of
Lconontics
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Economics which can play a lead role
in organizing and coordinating ac-
tivities in health policy development
with particular attention of health care
financing issues and the broad field of
resource allocation. It has the ad-
vantage of having in-house capacity for
research and training, although it
would need additional support  to
reorient part of its activities towards
health policy development.

The functions of the lead institution
would be as follows: (a) to identify cur-
rent needs for individual and institu-
tional upgrading of capabilities and
support systems, respectively; (b) to es-
tablish mechanisms for supporting the
health policy development processes
including the establishment of new net-
works, both national and international,
and the establishment of a Multisec-
toral MHealth Policy Forum; and (c) to
undertake specific training, research
and technical assistance activities in
collaboration with other institutions in
the network.

Activities in Support
of Capacity Building

Ithough the final set of activities
to be undertaken in support of
capacity building can be deter-
mined only after a thorough assess-
ment of individual institutions and
consultations with various groups in-
cluding the client groups, in particular
the DOH, it is possible to identify a
generic set of capacity-building ac-
tivities that will have to be undertaken
under the Health Finance Development
Project under the direction and coor
dination of a lead institution. These ac-
tivities include:
(1) Training: short and long-term,
national and international.
(2) Research: discipline, policy
research, demonstration projects,
monitoring and evaluation.
(3) Technical Assistance: training,
research, and policy analysis.
(@) Networking: national and
international.

Training. Training activities would in-
clude:

(1) Orientation visits for policy
makers and policy analysts involved in
the health policy process to selected
countries to study the process of health
policy development in these countries;

(2) Orientation seminars/wotkshops
for policy makers, members of the
Health Policy Development Advisory

49



Towards Health Policy Development in the Philippines

Council, Health Policy Development
Technical Committee, llealth Policy
Development Staff, policy researchers
and policy analysts on the process of
health policy development;

(3) Short-term training (two weeks to
three months) “n health economics and
health care financirtg, health service ad-
ministration, and hospital management
and information system for policy im-
plementors through programs
designed and otfered by national in-
stitutions or through existing programs
offered by international institutions.
This would include internship in health
service administration and  hospital
management and information system
in national or international institutions.

(4) Short-term training (six months
to one year) in health economics and
health care financing, health service ad-
ministration, and hospital management
and information system for policy re-
scarchers, trainors and  analysts
through training programs, postdoc-
toral programs or internships offered
by national or international institu-
tions.

(5) Long-term training (two to four
years) in the field of health cconomics
and health care financing, health ser-
vice administration, and  hospital
management and information system
for policy rescarchers, trainors and
analysts through graduate programs
offered by national and international
institutions.

Research. Building capacity for rescarch
to support of health policy develop-
ment would obviously involve, in the
end, providing opportunities for un-
dertaking actual rescarch. Thus jn ad-
dition to basic training and orienta-
tions, there is a need to institute on-the-
job training for voung and promising,
rescarchers  and  policy  analysts
through  participation, under the
guidance and supervision of senior re-
scarchers and policy analysts, in a

Training for participants in
and contributors to the
health policy development
process is essential,

Research generates the data
and insights for policy
decisions. It is also a vehicle
for training and concensus
building.

broad range of research  activities
which include:

{1 Inter-disciplinary rescarch in the
behavioral and management sciences
to better understand the behavior of
beneficiaries and  providers, and to
develop new methodologies and data
bases for health policy research and
analysis;

(2) Policy rescarch on a number of
topics designed to clarify policy issucs,
identify policy options and assess the
potential - impacts  of  alternative
policies;

(3) Evaluation of demonstration
projects for feasibility and impact;

(4) Synthesis of policy-relevant re-
search;

(5) Policy analysis of recommended
policy actions for political acceptability
and administrative feasibility;

(6) Monitoring and evaluation of
policy actions for progress of im-
plementation and impacts, both in-
tended and unintended.

Technical Assistance for Training, Research
and Policy Analysis. Various types of
technical assistance from both local and
foreign experts are needed to assist in
the design and  implementation  of
various activitics related to the health
policy process and to capacity building,
In particular, technical assistance will
be needed in the following arcas:

(1) Health Policy Process: formula-
tion ot health policy framework, re-
search agenda and policy agenda;

(2) Training: needs assessment and
desigin of training, programs;

(M) Rescarch: design of analytical
framework, data collection
methodologics, and analysis;

() Demonstration Projects: desipn
and evaluation;

(5) Policy Actions: design of inter-
ventions, design of monitoring, and
cvaluation plan, and analysis of im-
pacts;

Networking and Collaborative Arrange-
ments. The various institutions men-
tioned carlier are institutions which
have had collaborative arrangements
on project to project basis with interna-
tional institutions while some have on-
going informal links with various inter-
national institutions through the long-
standing association i professional or-
ganizations or through collaborative
work of their inawvidual members.
Such arrangements have in fact been
one of the strategics which these in-
stitutions have used to build  their
capacitios in their respective disciplines
or lines of activity. However, to build
and sustain their capabilities to support
health policy development, a new field
for many institutions, new collabora-
tive arrangements with international
institutions  specifically  engaged in
health policy rescarch, training and
analysis may need to be forged. These
international institutions could include
those found in the United States such
as Tlarvard Institute for International
Development, Rescarch Triangle In-
stitute, Rand Corporation, East-West
Center; those found in other developed
countries such as the London School of
Economics, London School of Tropical
Madicine, University of Keele Centre
for Tealth Planning and Management,
and  McMaster University Centre for
Iealth Economics and Policy Analysis;
and those found in the developing
countries of Asia such as Korean
Development  Institute, and Mahidol
University Institute of Health Develop-
ment.

Morcover, there are some national
institutions that are currently members
of international neiworss ui are par-
ticipating in the activities of interna-
tional programs. However, there is a
need to explore the possibiiities for
more national institutions to become
active members, or at least to par-
ticipate in the activities of international

networks  or international programs
engaged  health and  health  policy
development.  Such networks  or

programs include the following: Inter-
national Clinical Epidemiology Net-
work (INCLEN), Southceast Asian Mini-
sters of Education Organization Tropi-
cal Medicine and Public Health Project
(SEANEO-TROPMED),  International
IHealth Policy Program, and the various
programs of the World Bank and
World !Health Organization.

In addition, there is a need to
strengthen existing collaborative arran-
gements  and - networking  activities
amonyg national institutions and to es-
tablish new ones.
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Annex A

Constitutional Mandate for Health / DOH's Mandate as a Policy and Regulatory Body / DOH's Vision, Mission and Overall Strategy

Constitutional Mandale for Health

Several provisions of the 1986 Philippine
Constitutions provide the mandate for the
government to engage in health activitica.
First, under the article on the Declaration of
Principles and State Policies, we have:

Article I, Section 15, The State shall
protect and promote the right to health of
the people and instill health conacious-
ness among, them.

Secondly, under the article of Social Jus-
tice and Human Rights, we have a specific
section on kealth with the following
provisions:

Article XITI, Section 1. The State shall
adopt anintegrated and comprehensive
approach to health and development
which shall endeavor to make essential
goods, health and other social services
available to all the people at affordable
costs. There shall be priority for the
needs of the underprivileged sick, elder-
ly, disabled, women and children. The
State shall endeavor to provide free medi-
cal care to paupers.

Article XIII, Section 12, The State shall es-
tablish and maintain an effective good
and drug regulatory system and under-
take appropriate health manpower
developmentand  rescarch, responsive
to the country’s health needs and
problems.

Article XHI, Section 13. The State shall es-
tablish a special agency for disabled per-
sons for their rehabilitation, self-develop-
ment and self-reliance, and their integra-
tion into the mainstream of socicty.

Thirdly, there are several provisions that
reters to specific activities that are related to
the provision of health services including en-
vironmental health, occupational health,
nutrition of children, family planning, and
consumer protection. These are: (a) the
State’s duty to provide adequate social ser-
vices amoag others as a means to promote a
just and dynamic social order (Article I, Sec-
tion 9); (b) the State’s duty to protect and ad-
vance the right of the people to a balanced
and healthful ecology (Article 11, Section 16);
(c) the State's dug/ to protect working,
women by providing safe and healthy work-
ing conditions (Article XIII, Section 14); (d)
the State’s duty to defend the right of
children to assistance, including proper care
and nutrition (Article XV, Section 3(2)); (¢)
the State’s recognition of the sanctity of
family life and its duty to protect the life of
the mother and the life of the unborn from
conception (Article II, Section 12), to
strengthen the solidarity of the family and
promote its total development (Article XV,
Section 1), and to defend the right of spouses
to found a family in accordance with their
religious convictions and the demands of

responsible parenthood (Article XV, Section
3(1)); and (0 the State’s duty to protect con-
sumers from trade malpractices and from
substandard or hazardous products (Article
XVI, section 9).

Finally, there are provisions that call for
the need for collaboration between public
and private sectors, These include: (a) the
State’s recognition of the indispensable role
of the private sector (Article I, Section 20);
(b) the State’s duty to encourage non-
governmental, community-based, or sec-
toral organizations that promote the welfare
of the nation (Article 1, Section 23); (¢) the
State’s duty to defend the right of families
or family associations to participate in the
planning and implementation of policies
and programs affecting them (Article XV,
Section 3(4)).

These constitutional provisions were
taken as puiding principles in the formula-
tion of the policy and strategy framework of
the Medium-Term Philippine Development
Plan, 1987-1992 and appear explicitly in the
Plan Update for the Health, Nutrition and
Family Planning Sector, [988-1942.

DOH's Mandate as a Policy and Regulatory Body

While the several provisions of the Philip-
pine Constitution mandates the government
to protect the right to health of the popula-
tion and to adopt an integrated anJ com-
prehensive approach to health develop-
ment, the specific mandate of the DOH to
act as a policy and regulatory body comes
from Executive Order No. 119 issued in
January 1987, entitled "Reorganizing the
Ministry of Health, its Attached Agencies
and for other Purposes. The Executive
Order defines the mandate of the DOH and
spells out its powers and function.

The mandate given to the DOH by the Ex-
ccutive Order is as follows:

"“The Ministry (Department of Health)
shall be primarily responsible for the for-
mulation, planning, implementation, and
coordination of policies and programs in
the field of health. The primary function of
the Ministry (Department of Health) is the
promotion, protection, preservation or res-
toration of the health ot the people through
the provision and delivery of health services
and through the regulation and encourage-
ment of providers of health goods and ser-
vices.” (Section 3).

The Fxecutive Order also define the
powers and functions of the DOH under
Section 4 as follows:

(a) Define the national health policy and
formulate and implement a national health
plan within the framework of the
government's general policies and plans,
and to present proposals to appropriate
authorities on national issues which have
health implications;

(b) Provide for health programs, services,
facilities and other requirements as may be
needed subject to availability of funds and
administrative rules and regulations;

(c) Assist, coordinate or collaborate with

52

local communitics, agencies and interested
groups including interaational organiza-
tions in activities related to health;

(d) Administer all laws, rules and regula-
tions in the ficld of health, including quaran-
tine laws and food and drag satety laws;

(¢} Collect, analyze and disseminate
health statistical and other relevant informa-
tion on t}.e country’s health situation, and
require the reporting of such information
from appropriate sources;

(0 Propagate health information and edu-
cate the population on important health,
medicat and environmental matters which
have health implications;

() Undertake health and medical re-
search and conduct training in support of its
priorities, programs and activities;

(h) Regulate the operation of, and issue
licenses and permits to, government and
private hospitals,clinics and dispensaries,
fabnrdlurics, blood banks, drugstores and
such other establishments which by the na-
ture of their functions are required to be
regulated by the Ministry;

(i) Issuv orders and regulations concern-
ing the implementation of established
health policies; and

(j) Perform other functions as established
by law or as ordered by higher authorities.

The mandate of the DOH is thus clear
which is that of being “primarily respon-
sible for the formulation, planning, im-
plementation, and coordination of policies
and programs in the field of health.” In ad-
dition, one of its major function is to “define
the national health policy and formulate
and implement a national health plan.” It is
particularly with respect to this mandate
and primary function that the current
Health Policy Reform Initiative of the DOH
attempts to address,

The DOH's Vision and Mission, and Their
Translation Into Objectives, Policies and
Strategies

As soon as the new leadership assumed of-
fice at the DOH, it began to articulate its
vision, mission and overall strategy, consis-
tent with the various constitutional
provisions related to health and from the
mandate and powers and functions
provided in the Executive Order No. 119,

The following are how the DO has articu-
lated its vision, mission,and overall
strategy: (DOH Briefing Documents, 1987).

1. Vision: Health as Right. Healthis a
basic human right. A continuum of services
must be provided to assure the enjoyment
of this right, especially by the poor.

2, Mission of the DOH. The DOH should
work to make enjoyment of the right to
health a reality by making services avail-
able: by arousing community awareness; by
mobilizing resources; and by promoting the
means to better health.

To accomplish the above, DOH must:
identify the “health package;” define the
obstacles "o providing such package; and




provide the solution to these obstacles.

3. Health For All Strategy. A basic pack-
age of health and health-related provisions
must be delivered to all, utilizing available
technologics and available services. This re-
quires intersectoral collaboration,
beneficiary participation and technical
leadership.

When the new leadership at DOH entered
office, they were faced with a number of
concerns which they categorized as follows:
(a) program concerns - issues of direct ser-
vice delivery to people; (b) interagency con-
cerns — issues of direct impact requiring,
DOH collaboration with other agencies such
as environemental health, nutrition, family
planning, drugs and pharmaceuticals, and
manpower development; (o) funding con-
cerns — issues of resource provision which
includes the health budget, rationalizing
private spending, toreign funding, health in-
surance and general health care tinancing,;
(d) institutional concerns ~ issues concern-
ing DOH institutional capabilitics to achiev
programs, collaborate with other agencies
and properly utilize resources.

Faced with these concerns, the DO set
its specific objectives for the medium-term
as follows:

1. To sustain and pradually accelerate
health program activities addressed to the
main health problems of the nation;

2. To direct priority improvements in
health programs towards the worst off sec-
tors of the population;

3. Toinstitutionally strengthen the plan-
ning, implementing and service delivery
capabilities of the national health network;

4. Toimprove the financial and
managerial base of the network in order to
preserve and expand program and institu-
tional gains.

The DOH succinetly summarized these ob-
jectives in terms of the following: "to do
more, to do even more for priority groups,
to do better, and to secure the improve-
ments”. (DOH Briefing Documents, 1987).
These objectives were later translated
into specific policies and strategies for the
entire health sector (i.e. health, nutrition and

family planning) in the Medium-Term
Philippine Development Plan, 1987-1991,
and reiterated in the Plan Updates of 1988-
1991, The specific policies and strategies for
the medium-term were:

L Improved provision and utilization of
accessible, appropriate and adequate basic
health, nutrition and family planning ser-
vices, especially to the poor, unserved, un-
derserved and high-risk groups.

2. Integration of etforts within the health,
nutrition, and family planning sectors and
ensuring multi-sectoral consistency and sup-
port.

3. Promotion of individual and collective
responsibility for health, nutrition, and fami-
ly planning,

4. Greater reliance on indigenous resour-
ces and technology.

5. Strengthened and sustained effective
collaboration with the private sector. 6.
Greater emphasis on, and more vigorous im-
plementation of, preventive and promotive
health and nutrition measures,

7. Strengthened promotion of family plan-
ning as a component of comprehensive
maternal and child health.

8. Enhancement of the status and role of
women as program beneficiaries and pro-
gram implementors.

9. Improved regulation of environmental
health,sanitation and occupational safety.

10. Increased government resource alloca-
tion in the health, nutrition, and family plan-
ning sector and ensuring its proper and efti-
cient utilization,

11 Strengthened intormation and re-
search-based decision-making and im-
plementation,

12, Strengthened and intensified man-
power development.

13, Improved regulation of health, nutri-
tion, and family planning goods and ser-
vices to protect the beneficiaries consistent
with economic efficiency.

In carrying out these policies and strategies,
the DOH has been guided by certain values
foremost among, them is equity in both
provision and financing of basic health ser-
vices, and within equity considerations,
maximum efficiency and quality. While
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these individual values are reflected in
various Constitutional provisions, in the
statement of vision and mission of the
DO, and in the statement of objectives and
strategies for the health sector, one gets a
clear sense of this hierarchy of values from
the public statements of the top leadership
of DOIH.

The DOH's Health Policy Reform Initiative

The DOLES "strategic initiatives™ in the
health sector generally revolved around

five major arcas, namely: (1) intensification
of implementation of public healtl: impact
programs; (2) formulation and implementa-
tion of a national clinical care development
plan; (3 institutional strengthening of the
health sector; () formulation and implemen-
tation of a National Drug Policy; and (5) for-
mulatioaand implementation of a health
care tinancing strategy. The DOH recog-
nizes that in some of these major areas,
there had already been significant ac-
complishments made during the past five
years; in other areas, there are on-going ac-
tivities thot require strengthening; and still
in other areas, there are aspects of specific
initiatives that are in their early phases of
development.

In reviewing its past performance in
policy reform and looking forward into the
tuture, the DOH recognizes the need for
strengthening the process by which policy
reforms are conceptualized, developed,
adopted, implemented, and finally
evaluated for their impact. Thus, on Septem-
ber 1990, the DO Executive Committee ap-
proved a program for health policy develop-
ment called the Health Policy Reform Initia-
tive. As a continuing response to the DOH's
mandate to be “prinmrir_v responsible for
the formulation, planning, implementation,
and coordination of policies and programs
in the field of health,” this initiative seeks
“to establish a process for considering,
studying, testing, promoting, adopting, im-
plementing, monitoring ams’cvalua-ting
palicy reforms in the health sector.”

]
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