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his report could not have been prepared quickly 

enough to respond to the Department of Health's 
request to have information regarding the health 

sector that could be useful in its Strategic PlanningAcknowledgement 
Exercise were it not for the availability of two recent 
studies, namely: Solon, 0., R. Gamboa, B.Schwartz and 
A. Herrin, Health Sector Financing in the Philippines, 
Monograph No. 2, lealth Policy Development 
Program, 1992; and Herrin, A., G. Russo and M. Pons, 
"Health Care Utilization in the Philippines," East-West 
Population Institute, February 1992. These studies 
contained many of the necessary information, which 
this report built on. The first study' provided estimates 
of health care expenditures and sources of financing for 
1985 and 1988; this report updates su.' estimates for 
1991. The second study contained information on 
health outcomes and health care utilization patterns. 
This report updates the information on health 
outcomes with the inclusion of the most recent 
estimates of infant mortality up to 1990, estimates of 
provincial and regional mortality for 1980, morbidity 
rates and causes of deaths up to 1989, and disability 
rates based on preiminarv 1990 census tabulations. 
There are no recent national data on health care 
utilization other than tho:;e obtained by the 1987 
National Health Survey. This report, therefore, drew 
liberally upon the data compiled from this source by 
the second study. 

To provide other perspectives on health sector 
outcomes and performance, this study commissioned 
several special papers, the abstracts of which appear in 
Annex A. We wish to thank the contributors for their 
valuable assistance in preparing these papers on short 
notice. 

The "Summary of Major Findings" contained in this 
report partly reflects the results of discussions with 
high-level officials of the Department of Health of the 
findings and implications based on earlier versions of 
this report. We found the discussions and consultations 
productive: they provided us a better understanding of 
what the data actually represented, and by sharpening 
our focus on key issues, they guided us in a subsequent 
search for additional information that bear on such 
issues. We wish to thank those who participated in the 
discussions, notably Secretary Juan Flavier and 
Undersecretary and Chief of Staff Jaime Galvez Tan. 
Needless to say, the responsibility for errors of 
interpretation of the points raised in the discussions as 
summarized in this report remains solely with the 
authors. 

We also wish t, gratefully acknowledge the research 
assistance of Marina Fe 13.Durano-Quebril, Ma. 
Peregrina Makabenta and Ermi Amor F. Yap, the 
editorial assistance of Regina M. Capuno, and the 
general assistance of the staff of the Health Policy 
Development Program in the preparation of this report. 
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Summary of Major Findings and
 
Implications for DOH
 

Health Outcomes: 
Recent Trends 

Little Progress inMortality Reduction inthe 
1980S 

While the Philippines has achieved sig-
nificant progress in reducing mortality 
from 1960 to 1980, such progress falls 
short of the achievements made by the 
other ASEAN countries, some of 
which have started vith higher mor-
tality rates than the Philippines in the 
1960s. In addition, recent data suggest 
that progress in infant mortality reduc-
tion has stalled during the first half of 
the 1980s and that it may have in-
creased during the second half of the 
decade (See Figure 1.1 and Figure 1.2a). 

There is an urgent need for DOI t to 
bring this information to the attention 
of the President, the Cabinet and Con-
gress as an input to mobilizing greater 
support for health initiatives. 

Persisting Area Differences inMortality 
Levels and Reversal of Mortality Trends in 
Some Regions in the 1980s 

The large differentials in life expectan-
cy and infant mortality among regions 
and provinces persisted up to 1990 
(Figures 1.3a and 1.3b; Figures 1.4a 
through 1.41). Between 1980 and 1990, 
several regions (Regions VIII, IX, X,XI 
and XII) experienced infant mortality 
rate increases which more than 

1 negated the declines in other regions 
(See Figure 1.2b). 

There is aneed to emphasize more 
focused infant mortality reduction in-
terventions to reverse mortality trends 
in certain disadvantaged regions. 
Local government units need to be 
guided and advised regarding 
resource allocations that are area-

specific and based on known levels of 
mortality and health problems. 

Changing Disease Patterns 

Although progress has been made in 
co-t rolling infectious diseases, 
pneumonia, tuberculosis and diarrhea 
continue to be major causes of death, 
Side by side witb the continuing bur-
den of intectious diseases is the increas- 
ing problem of chronic diseases such 
as diseases of the heart, diseases of the 
vascular system and malignant 
neoplasm, as major causes of death 
(Table 1.2; Figures 1.6a and 1.6b). 

There is aneed now to develop the 
health personnel appropriate for 
managing non-communicable disease 
control programs even as current ef-
forts to control communicable dis-
eases, especially among infants and 
children, are being strengthened. 

Poor Nutritional Status of aLarge Group of 
the Population 

As of 1987, chronic dietary energy 
deficiency continued to be a major 
problem, and was particularly alarm-
ing among preschool children, and 
among pregnant and lactating women 
(Table 1.7). 

Although some progress has been 
made in reducing undernutrition 
among preschoolers and young 
children between 1987 and 1989-90, the 
rates of child malnutrition based on 
anthropometric measures were still 
high as of 1989-90 (Table 1.8; Figures 
1.9a to 1.9b; Figures 1.10a and 1.10b). 
Undernutrition among preschool and 
school children is highest in Bicol and 
Eastern Visayas. 

Intakes are deficient for most 
micronutrients but particularly for iron 
and iodine. Iodine deficiency is highest 
among pregnant and lactating women. 
Iron deficiency is high across all age 

gro,,ps and gender, but is much higher 
,mong infants and among females, 
particularly pregnant and lactating 
women (Table 1.9). 

In view of the current nutrition situa­
lion, there is a need to focus on the 1.0 
to 1.5 million children afflicted with 
undernutrition and to plan with DECS 
the management of the health and 
educstior :,eds ,, :.cc chil,!ren a! 
they move through the preschool and 
school age years. There is a need to 
focus interventions on specific 
geographic areas %%,hereundernutri­
tion rates are highest. There is a need 
to plan for micronutrient supplementa­
tion ,,t the appropriate scale. On the 
whole, there is a need to review the 
whole range of public sector nutrition 
interventions to find out which ones 
are most cost-effective and to see 
whether asmaller set of interventions 
that can be adequately funded and im­
plemented would be more effective 
than the current set of interventions. 

High Rates of Disability 

National data on disability are avail­
able for the first time from the 1990 
census of population. Preliminary 

"While the Philippines 
has achieved significant 
progress in reducing 
mortalityfroin 1960 to 
1980, such progress falls 
short of the achievements 
made by the other ASEAN 
countries...." 

13 

61 



Health Sector Review: Philippines 

analysis of the data reveals that 11 per-
sons per 1,000 population have some 
form of disabiliy. The major forms of 
disability are orthopedic handicap (2.3 
per 1,00(1), blji'dness (1.1 per 1,000), 
deafness (1.1 per 1,000) and mental 
retardation (1.0 per 1,000). The other 
forms of disability are muteness, deaf-
ness/muteness, speech impairment, 
mental illness, multiple disability and 
others. 

For each type of disability, the dis-
ability rate is generally higher for 
males than for females, for older age 
groups starting age 60 years than for 
younger age groups, and in the Cordil-
leras, Ilocos, Bicol, Eastern Visayas, 
Eastern Visayas and Northern Min-
danao than in the rest of the regions 
(See Figures 1.1 la and 1.11.'m; Figures
1.12a through 1.1 2j; and Figures 1.13a 
through 1.1 3j). 

There is a need to review what are 
being done to deal with each type of 
disability, to determine whether some-
thing ought to be done by the public 
sector, and to determine what ought to 
be done to rehabilitate disabled per-
sons or to prevent disability-causing 
illnesses or injuries. 

t Outcomes 

Slow Fertility Decline 

Fertility levels in the Philippines have 
declined slowly compared to those of 
neighboring countries such as South 
Korea and Thailand. The slow decline 
in fertility rate is due primarily to low 
levels of contraceptive use, particular-
ly of the more effective methods of con-
traception. The trend reveals very slow 
progress in increasing contraceptive 
use of program methods (artificial as 
well as natural) from 1978 to 1986, and 
practically no progress from 1986 to 
1988 when the national family plan­
ning program was non-operational 
(Figure 1.14). 

There is a need to bring this informa­
tion to the attention of the President, 
the Cabinet and Congress as basis for 
renewed and more vigorous commit-
ment to accelerate and widen family 
planning program coverage, particular-
ly the effective methods. 

Decline inthe Prevalence and Duration of 
Breastfeeding 

In addition to chronic deficiencies in 
dietary and micronutrient intake, 
breastfeeding, an important factor inl 
the health and nutrition of infants, has 
declined. Available national survey 
data indicate that the prevalence and 
duration of breastfeeding have 
declined between 1978 and 1983, espe-
cially among younger women, among 
women with low level of education, 
and among women in the rural areas 
(Table 1.10). There is no available infor­
mation to indicate that this decline has 
been arrested in the most recent period. 

Promotion of breastfeeding needs to 
focus on increasing duration and rais­
ing breastfeeding prevalence among 
younger, less educated women in the 
rural areas, women whose infants 
would gain the most from breastfeed-
ing. 

Poor Environmental Sanitation 

Environmental sanitation has 
remained poor for a large proportion 
of households as indicated by low 
coverage of safe water supply and 
sanitary toilets (Figures 1.16 and 1.17). 
Moreover, there exist large variations 
among regions, and most likely, 
provinces, with respect to these in-
dicators. More recent data from the 
1990 census are not yet available, 

There is aneed to advise local 
government units on the specific loca-
lions where to expand coverage of safe 
water and sanitary toilet facilities. 

Macrogonomic and 

Social Factors 


ealth aH hre
Health Sector 

Pance 

Slow Economic Growth and Continued High 
Poverty Rates 

Slow economic growth combined with 
rapid population growth resulted in 
slow growth in per capita incomes, 
Real per capita GNI' grew at an 
average annual rate of not more than 
3.0 percent from the 1950s through the 

"Tire shift in the 
distribution of 
eiployinentfrom low 
productivity sectors like 
agricultureto high 
productivity sectors like 
modern industrj which 
normalhly ,ccompaiies 
econoimicgrovtli and 
development has be -n 
extremely slow in the 
case of the Philippines." 

1970s. With this growth rate, real per 
capita incomes would double only 
every 23 years. In the 1980)s, per capita 
GNP even declined by an average of 
1.7 percent annually. As of 199(0, per 
capita GNP was 1,792 pesos in 1972 
prices, which is still 7.3 percent lower 
than the Iwel achieved in 1981 (Figure 
1.18). In tfis sense, the economy has 
not vet ful. v recovered. 

Tie slow growth in per capita in­
comes means slow growth in the 
capacity of the population to pay for 
health-promoting goodsand services.
 
The slow growth of the economy also 
means slow growth of government 
resources to finance the provision of 
basic health care and other health­
promoting social services. 

There is a need to bring this informa­
tion, together with information on con­
tinued high poverty rates and high in­
flation rates (Figures 1.20 and 1.21), to 
thattention of the Cabinet and Con­
the toargue for increased allocations 
for health in the total government 
penditures. Moreover, given the al­
ready low levels of public sector 
spending on health (See Figure 1.19), 

lil to e riusal crse­
further redu ctions during fiscal crisis 
quences. Thus, in such situations, there 
is a need to argue for exemptions from 
budget-cutting measures. 

Slow Structural Transformation of the 
Economy
 

The shift in the distribution of employ­
ment from low productivity sectors 
like agriculture to high productivity 
sectors like modern industry which 
normally accompanies economic 

I growth and development has been ex­

10
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tremely slow in the case of theilPhilip- Moreover, little is known about this the importance of such service (Figure 
pines (Figure 1.22). Structural transfor- population. 2.8).
mation has not occurred in spite of the There is aneed to expand Among women who had given birth 
purported intent of all the major knowledge about the conditions and during the seven y'ears prior to the 
economic policies to achieve rapid in- behavior of the non-medically at- 1987 National lealth Survey, 54 per­
dustrialization. tended population ill order to develop cent said they were aware of tetanus 

One consequence of this slow struc- specific strategies for reaching out to toxoid inliunization, but only 38 per­
tural transformation of the economy is this population with the needed care. cent actually received such immuniza­
that it makes the expansion of the so- tion (Figure 2.9a). Among those who 
cial insurance program (Medicare) Continued Reliance on TraditionalBirth were aware but were not immunized,
much more difficult and costly to 11n- Attendants 37 percent mentioned "fear of adverse 
dertake. As a temporary measure, reaction," while another 22 percent
there isa need to quickly develop risk A large proportion of all reported mentioned "no access to a health 
coverage schemes for tile larger seg- births are still delivered by traditional facility" as tile reason for non-im­
ment of the population which is not birth attendants called hilots. In 1989, muniiation. Only eight percent
 
yet covered by Medicare or com- 41 percent of births were delivered Dy believed immunization was of no use
 
parable types of schemes. hilots, 26 percent by physicians and (Figure 2.9%).
 

another 31 percent by nurses/mid- There is a need to take advantage of 
Slow Improvements inEducation wives. Several factors account for the the opportunity presented by high pre­

hilot's popularity: easy access, less ex- natal care coverage of mothers in order 
While tile literacy rate of the country's pense and provision of additional per- to provide these same mothers with 
population 10 years old and over was sonal services and rituals (See Table post-natal care, family planning infor­
90 percent in 1989, tile "functional" 2.1). mation and services, and breastfeeding
literacy rate (defined as those who can There isa need to review the condi- and nutrition education. There is also a 
read and write and compute) was only tions of hilot practice, their training need to improve information and 
73 percent (Figure 1.23). It is likely that and support ill order to ensure safe motivational efforts to increase 
the functional literacy rate for older and healthy deliveries among those un- coverage and utilization of specific pre­
people, say, those 25 years old and able to obtain modern delivery care. natal services such as tetanus toxoid 
over who currently represent tile The planning and supervision of safe immunization. 
parents, is even lower. This situation is motherhood provisions also need to 
likely to pose a serious constraint to consider tile range of alternative sour- Large Gap inKnowledge and Use of Modern 
the efficient use of health care services ces of service available in communities. Therapy for Diarrhea 
for infants and children and to the 
more effective promotion of health for Increased Pre-Natal Care But Continued With respect to the utilization of oral 
the entire family. Low Post-Natal Care Utilization rehydration therapy for the manage-

There is aneed to focus attention of 	 ment of diarrhea, large gaps exist be-
IEC efforts on population groups who Data from tile National Ilealth Surveys tween awareness and use, and be­
might need specific information and reveal that while the percentage of tween knowledge of source and actual 
knowledge of appropriate health prac- women who had pre-natal care in con- access. Data from tile 1987 National 
tices and behaviors on account of their nection with the last live birth rose I lealth Sur'ey reveal that 62 percent of 
lack of formal education and basic from 73 percent in 1981 to 82 percent household respondents said they had 
learning skills, in 1987, tile percentage of tile same heard of ORESOL (mainly from home 

women who had post-natal care visit and consultation with DOll per­
remained low at around 45 percent sonnel) but only 30 percent had used it 
(Figure 2.6). to treat diarrhea cases among

A large majority of women who did household members (Figure 2.10a).Ul t 	 not have post-natal care (66 percent) Moreover, 50 percent of the respon­
said they were not aware of the need dents said they knew where to get 
for such services, while another 13 per- ORESOL but only 46 percent said they
cent said they were not convinced of could get it when needed (Figure

Low Proportion of Deaths With Medical 2.10b).
Attendance The DOFI's Control of Diarrheal Dis­

ease Program is based on the use of the 
Despite the expansion of public and simple and low-cost oral rehydration
private health care services, utilization therapy in place of expensive in­
of health services remains low. This is "Despite the expansion of travenous therapy or sometimes inef­
evidenced by a very large proportion public and private health fective anti-diarrheal and antibiotic 
of reported deaths (60 percent in 1989) care services, utilization therapy. This program could be fur­
without medical (physician) atten- ofhealth services remiiains ther strengthened by providing better 
dance (Figure 2.1 and Figure 2.2). This low." 	 information on the effectiveness and 
suggests that a large percentage of tile appropriateness of ORESOL relative to 
population with serious illness or in- other therapeutic means and widening
jury do not have easy access to the the access of households to supplies of 
needed professional medical care. ORESOL packets. 
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Low Level of Preventive Dental Care 

Tooth decay and missing teeth are the 
two major dental problems. The 1987 
National Health Survey revealed that 
more than a third of the population 
aged six years and over had tooth 
decay and 14 percent had missing 
teeth. Dental care service utilization is 
largely oriented towards extraction 
(Figure 2.12b). 

There is aneed review tilenational 
dental care program and to reorient 
dental care towards pre%ention and 
early treatment. 

Lower Level of Satisfaction with Services in 
Government Health Facilities than inPrivate 
Health Facilities 

Of the total households who used 
various health facilities in the 12 
months prior to the 1987 National 
Health Survey, about 10 percent on the 
average said they were dissatisfied 
with the services provided in govern-
ment health facilities (hospitals and 
primary care units) while only four 
percent said they were dissatisfied 
with the services provided in private 
hospitals (Figure 2.15). It appears that 
private hospitals are perceived to pro-
vide relatively better service on the 
whole compared to goveriment 
facilities, particularly government 
hospitals, and this may account for the 
former's greater utilization by 
households as their income rises. 

Among the major reasons for dis-
satisfaction with services provided in 
government health facilities are the 
lack of medicine, poor service delivery, 
lack of equipment and facilities, rela-
tive unavailability of health personnel 
when needed, and impersonal or indif-
ferent health personnel. The extent of 
each problem, however, varies by type
of facility. The lack of medicine isa 
more persistent reason for dissatisfac-
tion with services in Barangay H-ealth 
Stations while the indifference and im-
personality of health personnel are 
prevalent reasons for dissatisfaction 
with services in government hospitals. 

The sources of public dissatisfaction 
with services received in government 
facilities provide clues for improving 
service delivery. The lack of medicine 
and facilities signals the need to 
review the composition of health ser-
vice inputs to promote greater efficien-
cy in service provision and to produce 
better quality of services. The indif-
ference of personnel and their non-

"A large part of total 
health sector 
expenditures... isfinanced 
by the private sector, 
mainlyfroin household 
out-of-pocket 
paynents 

availability when needed point to the 
need for reviewing the staffing, train-
ing and supervision policies to 
promote greater staff responsiveness 
and operational efficiency. 

CareHealth rFinancing 

Low Level of Spending 

The total amount of health care ex-
penditures for 1991 is estimated not to 
have exceeded two percent of GNP, a 
figure that is lower than those found 
in other ASEAN countries (Table 3.1). 
The low percent of GNP spent for 
health is due to the low priority given 
to health by both government and 
households (Figure 1.19 and Table 3.3). 

There is a need to bring this informa-
tion (together with the information of 
the lack of progress in mortality reduc-
tion and the large unmet health service 
needs of the population) to the atten-
tion of the President, the Cabinet and 
Congress as a basis for arguing that 
the health sector be given higher 
priority in the allocation of budgetary 
resources on the one hand, and for un-
dertaking efforts to inculcate the im-
portance of household investments in 
preventive and promotive health care, 
on the other. 

Health Sector Expenditures Are Financed 
Largely from Direct House!.ild Spending 

A large part of total health sector ex-
penditures (close to two thirds) is 
financed by the private sector, mainly 
from household out-of-pocket pay-
ments to providers (see Table 3.1 and 
Table 3.2). While this implies, on the 
one hand, that households can and do 
pay for health services, it also means 
that those without money incomes to 
pay for services could not easily get ac­

cess to such services. Moreover, 
among the very poor, paying for 
health services would likely involve 
shifting present or future resources 
away from alternative uses that could 
have both short-run and long-run ad­
verse consequences, e.g., borrowing 
money to pay for health care now 
could mean less consumption in the fu­
ture or less investment in other forms 
oi human capital, such as the educa­
tion of children, in the future. 

Of the total public sector spending, 
85 percent is financed from taxes. In 
view of the regressiveness of the cur­
rent tax structure, the burden of financ­
ing public sector expenditures actually 
falls h'eavier among lower income 
groups than among the highest income 

igroups. 

Medicare Still aMinor Source of Health 
Sector Financing 

Social insurance through Medicare is 
still a minor source of health sector 
financing, constituting eight percent of 
total health sector financing, in spite of 
its having operated for 20 years. A 
major factor in the slow growth of so­
cial insurance is the slow structural 
transformation of the economy which 
makes it extremely costly to expand 
Medicare coverage to the rest of the 
population outside of the formal 
employment sector. 

In generating additional resources 
for health, there is aneed to support 
reforms both within and outside the 
health sector. Outside the health sec­
tor, there is aneed to support tax 
reforms that improve the efficiency 
and equity of the tax system. There is 
also aneed to support policies that 
foster faster and sustained economic 
growth with rapid structural transfor­
mation. Within the health sector, there 
isa need to study and adopt various 
options for reforms in the current 
Medicare program with respect to 
both the contribution and benefit struc­
tures, and for enrolling an increasingly 
large portion of the uncovered popula­
tion to Medicare, e.g., through coopera­
tives. A politically and economically 
viable health sector financing strategy 
that seeks to increase pooling of risks, 
expand available funding, provide an 
appropriate role for public spending, 
feature payment mechanisms that en­
courage efficient provision of services, 
and provide universal coverage is 
clearly apriority. w 
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Trends inHealth Outcomes 
and Determinants 

rends in health outcomes are infant mortality rate back to the level the single most important cause. In 

presented below. Four aspects are of 1980 (Figure 1.2a). 	 1989, 26 percent of all reported infant 
reviewed, namely: mortality, mor- deaths were due to pneumonia. Other 

bidity, nutritional status and disability. Regional and Provincial Mortality respiratory diseases account for 
Trends in the importaint determinants Differentials. Large regional and provin- ,inother 16 percent of total infant 
of health outcomes also follow. Three cial mortality differentials persisted up deaths, while diarrheas, nutritional 
proximate determinants are reviewed, to 1980 (Figures 1.3a and 1.3b; Figures deficiencies and measles account for 
namely: fertility, breastfeeding and en- 1.4a to 1.41; and Figures 1.5a through still another 11 percent. Altogether, 
vironmental sanitation. A fourth 1.51). In 1980, life expectancy varied these interrelated diseases, which are 
group of proximate determinant, from a low of 56.9 years in Eastern preventable by known public health 
namely, health care utilization, is dis- Visayas to a high of 66.0 years in measures, account for half of all infai,. 
cussed in Section 2. Five important Central Luzon. This diffeience of 9 deaths (Table 1.3). 
socioeconomic determinants are also years is larger than the difference in 
reviewed, namely: economic growth, the national life expectancy at birth be- Dlath Rates By Age and Gender and By 
poverty, inflation, structural transfor- tween 1960 and 1980. Regional infant Cause of Death. Death rates by age fol­
mation of the economy, and education. mortality rates follow a similar pattern low the typical U-shaped or J-shaped 

as that of the life expectancy at birth pattern where death rates tend to be 
(Figures 1.5a to 1.51). Comparable data very high at infancy and early 
for 1990 are not yet available, childhood, decline sharply by age 10 

Data from the national demographic years, remain low over a broad age 
surveys show an increase in infant range, start to climb at around age 40Outcomes 	 mortality rate for the country as a years, and accelerate beyond 50 years 
whole between 1980 and 1990, a rever- and over. Moreover, male death rates 
sal of trends from the 1970s. Several are generaliy higher than female death 

Mortality 	 regions (Regions VIII, IX, X, XI and rates in all age groups. 
XII) experienced infant mortality rate 

National Mortality Trends. The Philippines increases which more than negated the 
has achieved significant progress in declines in other regions (Figure 1.2b). 
reducing mortality in the Philippines 
frow. 1960 to 1980. Life expectancy at Leading Causes of Death. Although 
birth rose from 56.9 years in 1960 to progress has been made in controlling 
62.6 years in 1980, while infant mor- infectious diseases, pneumonia and "The Philippineshas 
tality rate declined from 106.4 in 1960 tuberculosis continue to be the leading achieved significant 
to 58.7 in 1980 (Table 1.1). However, causes of death at all ages. Diarrheal progressin reducing 
this progress falls short of the achieve- diseases also continue to be a major mortalityin the 
ments made by neighboring countries, cause of death together with nutrition- Philippinesfrom 1960 to 
some of which started with higher related diseases and measles. Side by 1980. ...However, this 
mortality rates than the Philippines in side with infectious diseases, are progressfalls shortof the 
the 1960s (Figure 1.1). chronic diseases, such as diseases of achievements made by 

Data on mortality trends in the the heart, diseases of the vascular sys- neighboring countries...." 
1980s are incomplete. The available tem and malignant neoplasms, which 
data on infant mortality, however, sug- continue to gain in importance as 
gest that progress in infant mortality major causes of deaths (Table 1.2; 
reduction stal!ed during the first half Figures 1.6a and 1.6b). 
of the 1980s and that the infant mor- Death among infants is a major con­
tality rate may even have been higher cern partly because infant deaths alone 
by the middle of the 1980s. However, a constitute about 15 percent of all 
slight decline may have occurred in reported deaths. Among the leading 
the later half of the 1980s to bring the causes of infant deaths, pneumonia is 
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These well-known patterns of age-
gender mortality differentials,how-
ever, vary by caIse of death. Certain 
causes of death such as measles and 
diarrhea affect infants and yonng 
children more than adlIts while other 
causes such as tuberculosis, heart dis 
eases and malignant neoplasms are 
moire important causes ot death for 
older adults than fti' ch iiliren (Figu res 
.Ya to 1.71). 

Fetal Deaths and Maternal Mortality. I)ata 
for It)89 basel ot. reporteti cases show 
that the fetal dtLCIth vas 7.3 deathsrote 
per 1,()00 live births while the nlmaternal 
mortalit rate teas .) death per 1lt) 
livebirtlis. Even alloing for titder-
reporting, the data appear to 
dentIstrate certtin kit1vi patt'rns, 
i.e., tilt' 1-slaped re1t tinship" betVee 
fetal death adit age tt IliCr, etial 
detathi anid birth order, tilt! il,ldternl 
iortality ,ii agV Of ttiiother. 


Tue tivo tiajo r canst's iOf
irt,'ptt'd 
fetal deaths are complications of 
placenta cord andiiIIetiibit ,lls, is-ald d 

orders relatiig ti short gCsL1tit, both 
of which acctuilttd tor oint' third of all 
reported fetal itaths (Table I -I). Tlhe 
tWvo majir caLt'seS if nat.'rnaI limtr-
tality, ti tilt iIV-oitier hainid, inChLe 
pertension complicating preglanc, 
childbirth 0i1d puerperiui, Itd 
postpartum henmiorrhage, both of 
Which accoulttd for 58 percent of all 
reported maternal deaths ill t)8t 
(Table 1.5). 

"With thle ,~~t'tcettiof 
brolnchit's Ilial inlflueniza,theen c 	 uses!iflnu'nz 
the leading caiiss tf 
morbidity a so tf 
le'ading cause's ttf 
mortalit/. Inf'ctious andthI 

bollllictlb'rilitsfigure pritni 	 'nth!as 
pomienty'a

major case's, tin' top five 
being bronchitis, 
diarrheas, inflenza, 

an)i1
tuberculosis." 

Morbidity 

National Profile: Leading Causes of 
Morbidity. With the exception of 
bronchitis and inflenza, the leading 
causes of morbidity are also thei tad-
ing causes of nortalitv. Infections alld 
connilunicable diseases tigure 
prominentIy as major CanSes, the top 
Iive being bmronclit is, diarrheas, in ­
tluen/a, p netnilonia an1d tutberculosis 
("Table 1.0). 

Based on the average rates during 
the preceding five-year period I)83-
IT7, there appears to be ai increase ill 
10rtbidit telI'adingv rates among tile 

CaMise:; illI9,881 It98. istd again ill Thi 
apparelt i TeI llI o rbiditv rates is 
lore Iiktl\' tite rte t tItbetter (or a tit-
Ierelltwa v of) reporting than to an ac-

tuialincrease ilr nrb it t iti it itils, 


Regional Morbidity Differentials. There lar 
large variiiitis illmiorbiditV r.ittsbv 

ype of uorbid cniitdittin aniitig 

regiOls. Part ot thtse ditfert'ticts, htO'-
C'Ver, 111,1' be titlIi tditt'rtices ill 
reporting.Nt'\'terless, the regiotal 
pattern if st\era I typesiof morbid coil-
ditionis is rIOttlgilv'ntisistent withI 
klinyoV i iCoi iit nit tC,i11d ccIilOgical 
charac'tristics Ot rt'gitlls. A cLIr Cx-
atiipii ditft'rtitials forisliiltiOrbiditx 

certain elit'lniic diseases sucII as 
malaria Mid schistosomiasis.Nior-
bidiv from malaria is concentrated ill 
(_'agaali Valev adIlto siot' e\ttlt ill 
three regions of Mintlanao,wiliiite mor­
bidity from sclhistosontiasis iscoll­
celtratetd iiEastern Visavas atid ill tile 
four Nindanao regions (Figures I.8a 
and 1.8b). 

Morbidity Rate by Age and Gender. Tit' 
age aid gender patterns ili rates by
specitic cause utlnmrbidity generalivtiiii
olhow ti age and gtliiir patterns iif 
iii irtalit\' from tit' corresponding 
specific causas, xiti tht txctptiir, if 

patfteri dep ted tor liflenza and 
petlititlonia, vlich'isliws Ii, iitir-Ul'rtiigy
bidity but high mortality from these anis ntrjtitias wt 
cgueC a' Jniii1ig th letagnrus 	 a,:ifested Inygrmnuith

ti lt ,agegroups deficits among treschool 
n.iitd school children... and 

HiI Irt ti1 At Asit u t 'nicromitrient deficiencies 
itnloti reported that a total 	 ri105,5 14 1ItIV atiboiv tests had been uarticularly iE Vitamin 
performed yieiling 253 1IIV antibOi- A, iron and iodine among 

atlarge groupif of thelpositive cases. Of tihese,53 sert' diag- alatiitn ,flae
niosed Isftlil-bltIwn AII)S cases, 32 lth 
wllom la''e already died. Most tOf 
those who 'Wereidntified to be I IlV­
infected vere feniale conmercial sex 
wxorkers. Others included ovxerseas con­

tract workers and honiiiseXual/
bise-tal nen. The prinary mode of 

I lI\' infection %vasthrough sexual ill­
tercourse between heterosexuals. 

The I IIV surveillance in the Philip­
pines tiht]s far has been CoInCeLnt rated 
am1llolg female colLercia sex wvorkers 
in ()lngapo (.itN, Angeics (City'and 
\Mlet ro Nania. The )01I iIowever, is 
devehopi ng a natiomal AII)S sureil­
laLLce svstem illselectCI senitiel sites 
nlion-witL e am0ng ftLma ICCitminertalI 
sex %xorkers, 11iale STI) patients, preg­
nant women, antd overseas contract 
workers. 

Nutritional Status 

T' rost ctitiimoll tor'nls of nialnutri­
titll ,tectillg Filipinos are (a) chronic 
dietary cnerVgytdtficiecnc' particulariV 
anit0ig tolng childiIren, anod preCglnalt 
at11 lactating Vtt'llell;(b) pritll-ener­
gV tllltlrtiCIttrii tiln as nilanifestLi bV 
growtii dficits iltitig preschlit aInd 
school childIrIi; tid (c)nicro1itrientl 
deliici'cit's partic ar ,illVit,iiiiII A, 
irtIalid it di liig a large group 
of the Populatioil tit all ages. 

Dietary Energy Deficiency. I)ata fron Ila­
tiOnhalnuitritiol sulr'i'VS COildlicetl by 
l tititdand Nutritiin Research In­
stitute reC'ei that tiit' adet/iI.y oif t'ier­
gy inltake, Oil t' averagt', VaS 1tilv 87 
percent ill 1987, dvn froi around 89 
percent illIt78 aid It82 (Table 1.7). 

"'he most CoIInIIhtOI forms 
of malnuitrition affe~cting 

Flitainos 	 eicinc
di,'tar./,'nergy ,h'fici,'ncy 
t f OI i, 

children, and pregnant 
II/tIttlg71Ml. 
atti lca ting ot '... 

jIj
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The loiv level of energy intake is due 
to a low, proportion of fat illtiledi,!. 
which comprises onlv 15 percent of 
dietary intake v is-a-vis the "ide,''' 
proprtion of from 20 to 1': percent 
(NNC, I 1). 

Chronic diCary energy deficiency is 
particularly alarming amon , presclt ol 
chiltren and amtrg pregnant 'Id lac-
rating women. I3ata for 19)87 show that 
thildietary intakeOt childet11 mon1ths 
to vears OIL (excIlding tIlose who 

wer fully or partially br, astfed \,t'sieciatll\ 
ollY abouit O piercent Of thir daily re-
quirements. the ni'a0 i111t11etar .lake, 
of pregnanlt and lactating woitnen,

JI
prctit and 1)5 
pecenC1t ,Lldulatrcti',l (NNC', 
likewvise, oeeonlyJL 

1991,, I)I 

Growth Deficits Among Children. ita oii 
the ntttriitiOn, stitus ttf prsel tItlirs 
and young child1'U reveal that al-
tIough therc hav cbi'IIn i' iClnprOv'-
ments since I97,the riatest hIild111at-
nutrition remain high. I)at fromtilii 
1984-1 990 National AnthropOm'lric 
Survey conilnLteLit 1w ti'Foo 1d 
Nutrition Resecarch l1istiltti' ivi',i that 
aniong pr'sch ltchil Ire',1t prcintII-1 
w e terw'ight, I Ii pircent wirt 
stun te lldai i).() p t'rcIwe iw ' ,st 'd 
(Table 1.8). .'.ioretiver, tilt' malnutIritiin 
rates among f0mat' prCscliOtlcrs, in 
terms of tIlesi Irt' i dicattr'., are 
niuch higher than lai's stlgging 

possible bias it iutrattlttS'lId 1110c-
tion f f oo the ithrii lit It,1ld, sinlt' 

ilaIi' mortalitv'y i\CL' tIstht Of ft'itit1C 
mitrtalitv among preschtoitS, the 
data also suggest that iorLt' i1iat, p're-
schoo'rs die froni diseases ,ggratVti 
by poor iutrition than fmahts, 

"Nationaldatalon 

disttbiities.., rt' 'eal lttt 
11 pcrs,.is per 1,000 
popultion hitinesoie 
forit of disalbility!. ...The 
tiajorforis of disatiliti 
are orthopedichadiCitip, 
,linttlness, detif nt'ss, lIltlltal retardti n 

"FertilitY le'els i the 
PIliliptii's ha'e teclit'td 
slonl coiipaoredto those 
Oflt'iglorinl contries, 
particularly South Korea 
Wll I/ili/pit,. SltiwtItl' 

declini' ii jeritilityrate 
t'fll ila inl h tobi',Ict'tl 

i0t'IOW leVls of 
contihcittie seit', 

of lit' more 
ef'ti mtilt'fttits tf 

uonttrlte/ltion." 

W-
-


The ntutritional status of preschool 
and scliool chiltren illterms of grOtIl 
deficits Va riCs wiIiy along regions 
(FigUri's I.'ilto I.Qc; Iigures I. IIaa nid 
I .10b. I lighst rates of 1 niden litrition 
ari fttnid in andFiicol istern \'isa as 
MidilIwist ill til Nationat Capital 
<cgitto, llOctOsantd Cag,it 'allt' 
",Itro cr, within rigiO;, Ihighir in 
LirUtrition rate.sar,_ ttnit ft fI'iit I' 
than frn 1r1mal' 10A Cass.c]lI.itlll ll 


Micronutrient Deficiency. Intakes are ifti-
cillt for most nliClOn tinit Is. 

IicrintrIt i'ficiincies, howiver, 

vary Iy' tyi Of ititritilt ad sp'cifie 
agt' glOUpS (-lable I. For ia illlllleh., 

1i' latest year data art,87 (tile 'wheri 

a\ ailable) 70 pIrcent t prt'schotIi rs, 
15 percent otfpregtanit wom'ie, 51 per-
cent (tf tac~iting voin,and 47 per­
cilt Of ti' iil idry silfttCi fltt 

an'mia. itreivir, pregnanlit and lactat-
iig Wlien sutfftrd thigh prevalce 
ratt's Of goiter: 12 percent fur pregnant 
wttmen andI t percent for lIctating 
I-inIi'll. 

Disability 

Ntional data Oindisabilitis are avail-
abh.'for the first time frci the 1990 
ceistts. The data based on preliminary 
censtis tabtlIatioiis are sunminlarized ill 
Figuri's 1.1I 1.12 a i I. 13.

Tlh, data rt'VeaI that I I pei soils per 

1,)0 popilation haVe soiit forni of 
disability. "uii disability rate is gt'iteral-
ly higher for iali.,'s than for f'iltttC 
for older age groups starting aget 
years than for younger agt' groups, 
and for tile Cor-dillera AuIttiittlttims 
Regitn, Ilocos, Bicol, Western Visayas, 

Eastern Vis, as and Northern Mm­
danao than the rest of tileregit(ns. (See 
Figures 1.11a lid 1.11 I). 

The majo r '01ms Of disabilityv are or­
thopedic handicap (2.,1 per 1,010 
Pot latior,;, 1,0er00),blindiess ( I.. 
deafness (l.1per I,000) and mental 
rIta rd ation (1. per I10011). The other 
fornis of dis. hi lit a,amiI nSS, deaf­
ness/ iiuitcnocss, spe_,t ch 11pailrnCIt, 
mental illness, 11ti1tiple dlsability anid 
others. Disa lity rales by egion anild 
by age and genter arc showmn ill 
Figure's I 12 (athrioughIj and Figures 
[.13 (a Ihroughit, respectively. 

Determinants of 

Health Improvements 

Illoral. if' unidiT'rstanid tiler to 
tIrentds il health status impromentlts 
over the past 30 \ears, anid particularly 
the trends illtilelast 10 viars, it is 
necessarv to i'\allii_' th I' Irenis ill 
boti l and underlyingt,,'asinll' 
stgiteoecttn iii dcitt riinallts. The 
major proxitmat' ideti'trilna its are fer­
tilitv,ttt triclI llntke,inviriOt nlci tal 
sanitation, and lialth cart, utilization. 
(nl the other halid, tile, Mijor 
sciO.'tOlOllt"ii'rli'rde inants inictld' 
househo it ictii' adtevil if i'd t ca ­

tiOn as,,lftet'td -\ th' underlying lilac­
rocconomic tre1l iillinetm'_l, eil1tly­
nVlit litd priccs. 

Proximate Determinants 

Fertility. It is well known that high fer­
tilitis associated vithliihigh risk tif ill­
liantatid child mortality rd mantiri­

tiOl. Icr1tilitVItilIs ill the 'htil'ppiites 
hav Lcliiiedii sloly com,ied to 
thosie of neighboring '.ittOM ' it's, par­
ticularlvSOL h Kor'a anld Thailand. 

The slo dcli tne in fer tilitx rate call be 
tracti ii,1inlV to IlW isof coll­
traceptive use,esptciallx'y of the more 

O Ctitraceptii. 
The trend revea',V'iv show piogress 
ill 

t'ff.'cti\'t ll)ti'tlt s it 

increasing contraceptiveI use of pro­
gra i 1tthiids (artifici it as xell as 
natural) frttii N)78 ,. Mi9dlttpracti­

no progress frio to 

xvlten tht' national family planning pro­
grami was practically non-uiperatittital 
(Figure 1.14). 

Fertility rate varies by rigioll, With 
tihe National Ca pital Region and the 
nort' urbanized and highly developed 

calll"v IL8) I )88 
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regions showing lower fertility rates 
than the rest of the regions (Figure 
1.15). This indicates that progress in 
narrowing regional fertility differen-
tials can contribute to overall national 
decline, as %Aellas reduced regional dif-
ferentials, ini infant and child mortality, 

Breastleeding. Data showing inade-
quacies in per capita household and in-
dividual dietary and nutrient intake 
have been shown earlier. In addition, 
it is important to note the trends in 
breastfeeding. Breastfeeding (practice, 
exclusiveness and duration) is, sig-
nificant determinant of the nutritional 
and health status of infants. Available 
data indicate that the prevalence and 
duration of breastfeeding have 
declined betveen 1978,and 1983, par-
ticularly among younger women, 
women with low level of education, 
and women in the rural areas (Table 
1.10). 

Environmental Sanitation. The continued 
high prevalence of diarrheal diseases 
as a major cause of morbidity and mor-
tality suggests the importance of en-
vironmental sanitation and personal 
hygiene as determinants affecting over-
all morbidity and mortality. Data for 
two major environmental sanitation in-
dicators, i.e., the percentage of 
households with access to safe water 
supply and the percentage of 
households with sanitary toilet 
facilities, s'.ggest that environmental 
sanitation conditions iemain poor for a 
large proportion of households. 

"Datafor two major 
environmentalsanitation 
indicators... the 
percentage of households 
with access to safe Weater 
supply and the percentage
of households withsanitary toiletfacilities... 
sanit tat 

eirmtha sThe 

conitonsnetas tior 
for a large proportion 
households." 

Less than 7(1percent of households 
in 1987 had access to safe water supply 
(tap and deep well). Moreover, there 
exist large variations among regions 
(Figure 1.16). More recent data from 
the 1990 census have not yet been 
made available. 

While significant improvements ap-
pear to have occurred with respect to 
the percentage of households with 
sanitary toilet facilities as can be 
gleaned from the 1981 and 1987 Na-
tional 1Ftealth Survey data (57 percent 
in 1981 vs. 73 percent in 1987), there 
still exist wide variations among 
regions. Thus while 94 percent of 
households in the National Capital 
Region have sanitary toilet facilities, 
only 51 percent in Central Mindanao 
and 61 percent in Eastern Visavas have 
similar facilities (Figure 1.17). 

Health Care Utilization. Utilization of 
health care services is amajor deter-
minant of health status. The data indi-
cate many important trends in this 
area of concern. These are presented 
and discussed in Section 2of this 
report. 

Macroenvironment: Underlying 
Socioeconomic Factors Affecting Health 
and Health Sector Performance 

Economic Growth. The growth of the 
Philippine economy is characterized as 
slow and uneven (Figure 1.18). Real 
GNP grew at an average annual rate of 
6.1 percent in the 1950s, 5.1 percent in 
the 1960s, and 6.2 percent in the 1970s. 
In the 1980s, the average annual 
growth rate fell to only 1.7 percent. 
The generally poor economic perfor-
mance in the 1980s was aggravated by 
the economic crisis of 1984-1985 when 
the economy contracted instead of 
growing. Philippine postwar growth 
rates, even the relatively high rates in 
the 1950s through the 1970s, pale in 
comparison with the rates of economic 
growth achieved by neighboring
countries in Asia, i.e., South Korea and
the other ASEAN countries during the same period.

slow economic growth com-
bined with rapid population growth 
resulted in slow growth in per capita 
incomes. Real per capita GNP grew at 

an average annual rate of not more 
than 3.0 percent from the 1950s 
through the 1970s. With this growth 
rate, real per capita incomes would 
double only every 23 years. In the 
1980s, the average per capita GNP 

"'TheS1low economnic 
growvth combined with 
rapid population growth 
resulted in slow growth 
in per capita incomes. 
...The slow growth in per 
capita incomes means a 
correspondingly slow 
growth in the capacity of 
the population to pay for 
,.'ealth-promotinggoods 

and services, incljtding 
health care." 

even declined by 1.7 percent annually!
In 1990, real per capita GNP was 1,792 
pesos, which is 7.3 percent lower than 
the level achieved in 1981. 

The slow growth in per capita in­
comes means acorrespondingly slow 
growth in the capacity of the popula­
tion to pay for health-promoti.ig 
goods and services, including heIth 
care. From the standpoint of the 
government, the slow growth of the 
economy means slow growth in 
government resources to finance the 
provision of basic health care and 
other health-promoting social services. 

Based on available data, however, 
the economic contraction did not lead 
to government expenditures for 
health being reduced more than other 
items of government expenditures. Ap­
parently, government health expendi­
tures per capita were not drastically 
cut during such times relative to other 
items of expenditure. What the data 
show, however, is that governrment 
heilth expenditures per capita did not 
rise during economic recovery, and 
that per capita expenditures remained 
very low to start with, about 15 pesos 
in 1972 prices, throughout the last 
decade (Figure 1.19). 

Poverty. The poor performance of the
Philippine economy over the last 20 
years is reflected in continued high 
rates of poverty (Figure 1.2( . In 1971, 
the poverty rate, i.e., the percentage of 

families whose incomes fall below 
threshold levels, was 49 percent. This 
rate rose to 59 percent in 1985, and 
hovered around 50 percent in 1988. 
Poverty rates for 1985 and 1988 by 
region show that poverty rates were as 

I)
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high as 73 percent in such regions as Education. Education, especially of 
Bicol and Western Visayas in 1985. The umothers, has been found in both inter­
same regions experienced high pover- "Forhouseholds, high national and national studies to be a 
ty rates in 1988. Recent data from the rates of inflation mteans major determinant of the health and 
1991 FIES have not yet been officially declining purchasing nutritional status of children. Educa­
published, power of the w so to tion represents better knowledge and 

The high poverty rates o 'rthe past finance health-promoting informAtion on h.2alth and nutrition 
20 years and the lack of signs of sus- goods and services.... and, toerefore, affects both the efficien­
tained reductions mean continued low ...Forgoverinent,it cv of households in producing better 
capacities of households to pay for mneans larger nominal health and nutrition as well as in con. 
health-promoting goods and services, budgets are needed to suming health and iutrition services. 
including health care, with potential 
1dv.,rse consequences on their health 

provide the samne amount 
of services." 

The literacy rate among females 
aged 25 years and over (which coin­

status. It also implies poor prospects prise the group who would currently 
for cost recovery of publicly-provided be mothers) was only 77 percent in 
social services, including health ser- 1980: 90 percent in urban and only 69 
vices. percent in rural areas. Comparabie cen 

sus dat,' for 1990 are not yet available. 
Inflation. The rate of increase in con- Failure to expand health budgets to ac- IHowever, the latest report from the Na­
sumer prices was particularly rapid in count for inflation means less actual tional Statistics Office bised on the 
the early part of the decade and in the services made available to the growing 1989 Survey of Functional Literacy, 
crisis years of 1984-1985 (Figure 1.21). population. The coverage of publicly- Education and Mass Media reveals 
Since 1988, the inflation rate has risen provided health services is, thus, likely that the literacy rate of the country's 
again to double-digit figures reaching to become more limited if budgets are population 10 years old and over is 9C. 
18 percent in the first half of 1991. In not increased at least to cover inflation. percent, but the "functional literacy 
August 1991, the National Statistics Of- rate" (defined as those who can read 
fice reported an inflation rate of 19 per- Structural Transformation of the Economy. and write and compote) !sonly 73 per­
cent. Presently, the inflation rate has The structural transformation of the cent (Figure 1.23). Itis likely that the 
decelerated to less than 10 percent. economy, i.e., the shift in the distribu- functional literacy rate of older people, 

For households, high rates of infla- tion of employment from low produc- say, those 25 years and over, is even 
tion means declining purchasing tivity ';ectors like agriculture to high lower. If the pattern revealed by the 
power of the peso to finance health- productivity sectors like modern in- literacy of women in IL;8( holds, then 
promoting goods and servic _s, includ- dustry, has been extremely slow (Fig- the functional literacy rate for womtii 
ing health care. This could lead to, ure 1.22). The data on the distribution aged 25 years and over would be even 
among other ill etfects, a decline in of employed persons by n.jor in- less. This suggests that the functional 
health service utilization, particularly dustry group generally show that the literacy among current mothers is 
for preventive care, and therefore, ad- share of employment in industry, and much lowc than one raight expect, 
versely affecting health status. the manufacturing sector in particular, and such a situation is likely to pose 

For government, it means larger has barely changed since the 1950s, in- serious constraints to rapid improve­
nominal budgets are needed to pro- dicating that this sector has not been ments in the health and nutrition of 
vide the same amount of services, absorbing labor as fast as expected. children. . 

This is worth noting considering that 
all the major economic policies of 
government were designed to achieve 
rapid industrialization so that the 

"Th7e high poverty rates labor force displaced in agriculture 
over tire past 20 year. jnd could be absorbed into more produc­
the lack of signs of tive employment in the industrial or 
sustained reductions manufacturing sector. As the data "The slow structural 
mean continued low reveal, this has not happened. transfornation of tire 
capacities of households The slow structural transformation economy has several 
to pay for health- of the economy has several implica- implications.One is 
promoting goods and tions. One is that economic mobility of that... options for 
services, includinghealth households is limited, le.iding to a con- adopting moreefficient 
care.... It also implies centration of households in low health care financing 
poor prospects for cost productivity, and therefore, low in- systens.. become miore 
recovery of come occupations. Secondly, options linited, and tire 
publicly-provided social for adopting more efficient health care expansion offinancing 
services, includinghealth financing systems to expand access to schemes... become even 
services." health services become more limited, more difficult." 

and the expansion of financing 
schemes such as the Medicare Pro­
gram becomes even more difficult. 
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2 
Health Care 
Utilization Patterns 

R ecenit patltirns o iuse nit various e~ver, hiarteiriing tol ioti, thdat bi'tiwiinR hValthI set, i s, I Ii R t%C, I, Itll 
below. Utili/ati n iveri lowest ,,rciitagl. of mi'dicallv ,at­

grotilpls it set'v i']'s ai' .n, tC!ild 1s o 1}I \v d tHiCIt"\ It'w iilliL'- d,.alI i Is w 

Iv: mIildical attLnda, 0t iIth,, atteli- grL',ittst improvemntslt. Reglon II, 

dance anuld CoullsIjItion f ilhni', Ittin- aind Il. 

lanC' Of births, prI'-naakl and post- WhilL tlli'sheLs- and dfi'Vntia ,s < 

natall car', titalsll- h \OfiIi immnni,i- oltain a signilii ant t,'Ilemint ot irport-
tionl, case maIl)agemei t 0otchildhood ing 1itict- (e.g. \arn1g dor', of 
iiarrheat,id iClt,il care. '0 addilioln, rVIpolting cliptqleee',., problems in 
v\'riiilS asIects of h.altlh tlcilith IckC's de/iilition ut medicaI aIt'ldiMeC, Chin-
alld lS12a1e alln eilLI. ge il reil irtirig i' l leitict ' hit ween 

Vearst, it is prtibabl' th,lt 111'gelital 
pattein siuggs t id b lhi'si' ti gui rs' is 

Deaths By Medical ,i.
Atten ancethe 

AttendanceAtted eAttendance of 
Data on, reporteil iiath reveal thati Illnesses 
large percent,age of deaths are iot 
medicall v atteunded, i.e , iot attilidL 
by a phYsiciani (Figure 2. 1anid ;-iguire I)a t a frilltile I0 7 Nationa leaItII 
2.2). Ii 1980, only 31 iercent iOf Suir\ev hIiowv that only 37 petrtcent iif 

reported dii',hIt Ivere nediCall It- tIhius iorthed ill IItiiil in id iedicai. 
tended. \hile this tigure inl-rived Ii Up ti 77 percenltof 1tiSe \w'll) siitgli 
41)peurce'nt ill I.8L, this still that itaine t,rild lucheaus mediiIal car' care trom 
a la jOri tl Of daIlhs iittccur witholuit ph%\iciians (-3 petrcent fron private; 34 
benefit of a physiciaii's ninistralions. i. -rceIl frimi lnovetr iiient phyesicians). 
Colnsidering tHi t reCiO rlt liths a]- The renl,liniig 23 pircent vre It-
rte adv 1nile s tati liit' t1h nuaI ber (i iiid\vi s IVIi rm ti~ntd 1 ' 17 perent , aln 

ii n r 2.3t.deis, lore han pirc't,t it Iiirit ( pit, i iPtfll)(Figur i 
Filipiills d iig froi illhIC: ir injiry AS iil the harge peri't age iu t iit- 
ili t IhaVe lcCss to ne'edC proies- teiid, death!s, tu Ige percetaligt Of 
sional n l inei l care. iiiattedii d illneIIsss kiC'ma I.nis hi rthber 

TlIi' sitnati iii varies greatly MI101)g iinvi'stigatiol anud stidV. UIlike tle 

r'gions. Ili I uii, tii, pirce lt,agin ts r l w ,V, iv cii a
fiitt l 'iv Cill sMtIV be 

tle National Capital RLigiOni (A O r
tigarded aSiit'idingmuiical attiii-
anid Ceiitr,II 1.11/i 1 Werti' bletter th ani li niiitt ,IL', Ihii'ssi's are Iikilyv to ri'-
the iiatiional (6 2 pi'rci't IaIi] -lo pic' - quiri' a1t l ,1 CIL' bw I 1h"'iCiin. Thilts, 
cent, respectively). ,isti,rn Visavas lacking infurniatiiiil iilu i,ltilre aidll 
vithI 26 iVrciit aiild Iicol with 27 pitr- severitv iif tile ili li0e' iOf itO W11o 

centhad inmuich \virsi,. It siOuiilId ' sillght trea',Itni nt ai fliitii'h1lii were 
loted thaf eight regions hia It.iel s Of tiiia bl' t ubtaii care, niodefinite con-
inl i 11ca dia t i'S e iILISions cam maeii hinotltIatfiji i1a rIt W - 110b a, hi' a­

than tle iatiollal average, aiiil it is rel- propriatenct.s aid efficiiic\' of these 
ly only NCR that had a majority uif pattirnis ft ti. 
deaths nedicall\' attended, It is, hlow­

.22 

o 
Place of nsultation 

)ata from the 1O87 NI I. indicati that 
cliit"nicicLunted for-13 pIVrint of Coll­
slltations (23 pein.llt priva, and 20f 
pe'rci'it r1ra0 hI,_alth unit); hopitals 
wer, thet setting. Of3t; Il's Li ' il Coln­
siultaliols almost Cually i\ iLii be­
t\een ilIuliC and irivate lirpitals); 
ald il n i uiisiiltatitiin I) I perceult ot 
cini'ril ill I nllga ' htailth statiinis, 
ptierililirt' ic lWie aliid hois (Fig­

ii2A)
,'\ ckill' i" 11ill'll t~ioll abolt 

nature aiiil treijuiencv ut theset con­
sliltitiili-, it isdiif ltilt toi.dr ,iiiV
Cllliisiilln10in thi iata. OLOulibsei-­
,atiin t lote . ,li,,it ainoiig tliise ill 
who ltlaiill't' iif Suulnt kind, there is 
alot I1,11ual sharli ig Ibt\e-'en 
puiblic ant pri afe hiisptals ail 

-

"...ior' thalll 6/fi''rent of 
I'ilipinls 1l1iii rol i 

illness olr irijlr!!(t, oii 
hIL i ccess to t-i''di/'t.'l, i 

1Iprilln'tl med i/cia'lacum''. 
...Data "(toni/hi'1987 
Na/tionll I'lillti Sii,-vi'i1 
s/li l,11thut oniI. .37/n'ri'nt 
of those nrlyl-te'i ill 

lizt me'i'dlli'ill 'iar'. 
... ( )n' olisl-'latin If otloic 
is t/at liiong thosi'eill 
711110 oh/atjl i', ' iif s$lon ' 
kiml, tht' is alluostlilt 
'1i1 ;/1 hi t 'u'uslotin 'lln 
/mbli "017/ /Ii' itt' 
hoslpitlls11111clillius." 
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clinics. This suggests that the privte 
sector accounts for an important 
proportion of actual utilization. Whiledata eist about the m.,ber and dS 
tribution of private hospitals, no reli-
able and comprehensive data are ax'ail-
able about tile noumber anil distribu-
tion of private clinics. It is likel' that 
priVatt lin iCs are as 16'idt Spredad a1nil 
as accessible as rural healthil iIits. 

Attenance at Births 

Data inldicte that a1large proportion Ot 

birthls (98 percent) are ,atttilded by a 
health worker or traditional birth atten-
dant. At least in this particular ii',iltli 
,iedi LIllivert), tile health Tareststetm 

deIiionstrates aln ability to riLh alnd it-
tlend to the iteed's tut p10puti,1iinOilt' 
There are inlicatulIs, liit)%\ r, that 
the nllodereil me ical %st'il lwasnllt 
barely suijpljInltLl th trailnitio v,,-
ttim in this area. )ata tir I hi\ .lais; 

that .11 percellt if births,art, till i-
tenied by traititii Firli ll inl 
called hiilt,,vir,,is 37 ptrnelt It-
tenl eil b' 1iOit'em htiialth 'prittrol,.'i-iii, 

such as physicians (2 pe'iicnt) an1d 
nirses/miidwvics (31 pirCtl)iigiiri' 

2.5).
The rigionls with tilt wis, e'i'llt-L't't I 

gtes 0t ILdLlical aItti' IliI likt' ut dtiith s 
also had the higlhest pro irtion ta 
births attetli'il b\' 1u1lt, (Rt'giOni II. V, 
VIII, ani Ml), siiggesting thlit /ulL!t. 
till an important gapl in st,r\ iLt' ntii/a-
lion. Onily NCR anid Rl'iioi III have 
iiverweliniig pcrtcntage, oL birti, at-
telleid by' lilt' dn lil skV-till,iiem ii aI
antilt even intlietst ri t is ti' /liit Citll­

tinties t ply Il imiortatnt altholugh 

minolr role. 
Tie 19I NI IS proVitls data WIiici 

can help eplain the COiItiIuiLd itnpOr-tance Oifi,t ill Chiilbirth care (see 
Table 2.1 ). ApparentIv /ll/u 's are [lot 
oily esy' tO access ( re-,iiL's ii , 
aikli lable at night, responil s ihillIidi-
ately) but they ar' alsO less i\pti Sivi, 

and it addiition, they provide other 
services like Ielping'around the 

These data indiicate that as far as 
hotuseholds ari' COiICel ]lied, thev regard 
/ioits, midwives, tiutrsiS, dioIctoirs atin 
houspitals (public ail private) as real al-
ternati\es and substitulets to somne de-
gree in their utilization Of health care. 

Pre-Natal and 
Post-Natal Care Pa 

The data Obtai neLl by the ll and 
IL687 NI IS provide some insights into 
tilt patttrns of se ut pOre-nltal aid 

post-naltI care. IBteten Il98I anid 
IQ87, pe-0ni ta Icolvera ge rose from 73 

pi~rceVnt to 82 perCent,, vIhlL' post-natal 
Ca ef BeCLra erei,,a inCLIat arii ild 4-i 
licrceit. ItiSam,ltter ut concern thallt 
there is ,uch a Iar' ga p betwi'in pri,-

alld pLit- natal carw tlV\erage', nd that 
tilt gap even widelLed from iS I to 

ILIS7 (trom 26 [I'Crc'Ilt io "7 tr L'11t) 

(Figuri 2.o) This gap L'ttv't'L'l pre- mid 
post-natal Cart, ippcar to bC thie s.i-Lt 

thfr both rural inLI uirl1 ial-.,l L'sevn as 
,

tilt. lItvt( pit,- allt pot-nal,ii crt, a 
lt' i' 'nrLTrIIV IiglIr ill urb),n1 cOuin-

IirLt It iral aire, 187 rc-ii ]It ri-
n,0 ,alil 2 pt'rLTt'lt p1 it-nlatal Or I 

i dierit~iClLtn l iriniitl LiftLr tio 
t7 pinI tit pr-ilitail and -11pkl-

tilt t it-nlitI l Lir a 18-I'tci'utagn ­
piniit diltial lit rurlr iat,as) 
ilgiti's 2.7o and 2.7b). 


hi aIdditiii ti thC Ilowler pre-natal 

ALit tTvtgi't r as CLiii-
inirral lrti 

pinLd tI uirbalin art's, nlil\vies and 
llll."t's ct'1 tli'd toir 73 Ptci'tt0i1 Ot pre-

at l ill rural wltS trheyrtionWhilehetV 
-13 p /prL iLcd L lr it Iv1 t' t-C i ii rbai 

'. .gl h r e proportion of 

births (9S pli'ttt) art, 
itti'ndeid bl a health 
weorkir or traditional 
birth ,,ttial'l,t. it hast ,i tis,pat ' ,ir 
need (ihliiv'ri/, tli, /llit 
care s.steit delnsii triftes 
gill ability to reach and 
attenut filt /ie tii'lls of /tit 

" 
population 
... /ti'tzl'till1981 and 9,7, 
pr'-giati covi'rig'e rose 
frnm 7,3 percet' Itl 82 
Li'rc'ilt, i/i' /ost-nI it fthi, 

'llri' 'orrovrg' reaitiilt it 
troun[45 p'r''nt." 

, for onlv 21areas. I'llsicians accoIuIItei 
percent o ptr-ni,,,, cae inl rira areas 
while providing 54 pcrCet Of suchcrinl til,ini ngareas.5piAs t irtI'n licare as. physic.ialn­

proviii dd pVc-niatal care is i CoLCrnid, 
publiciand private ph vicia is IC­
ct tel tI r ahn11st CIil l,rs ill 
urban a. well a.s rural sttings. As tar 
as pre-natal iar i :incirnei, tihtse 

data highlight tIlt' iiipOtan1c, Of Illil-
W\' il' iInirir anil to I]e ,r d'egree ill 

urban arl aiLid.,tht'1almo, t Lltial shal­
ing bit i .'t,,1 ilbIik liltiilriVt 
physiiiis. SigiilittIV, It;I, 1,ac-
CUiltid 1iir i1nlY0a siiall port iiio ot prie­

nlatal CarL'. 
Returningl, to tilt' pI'-itul, dIilt] Iis-t­

natal ciO\VrC di rctrIl it,ilti i tru01 

OWe I-i,1 NI I1,pro idt' '0Iln' illtlrml,1­
tioni \hii'l woni,n who Oibt,licd pre­
na.tal CanI'LiLd lot Oitai puOst-iital 

are ig ie 2.8)..\pparentlv, ici JT-
Lt lt i\l0l1i1101 Who (ilI ot litill 
poit-i iitL- , \alk- lt ilovar t the 

nlL(- 101' sih L al IilotlerLr\iCL I I 
pirit'itt'nt ItC ]iil l Lil i L itk01101 itk ll­
port, l. I l L-it iL CptiOLiS rtiiiiiieii 
tilt S,niLt' ill ii aii liil rurta asrea1.1 
will as ill dittfrCilt lri-ions, It is prob­
able thI a siglititant piopiirtiLoli ot 

thes',e WOnLt1i whOl ill pre-natal 'aL' 

blt 1il pOiSt-iital Cle wilt ,tt'ilItd at 
birth by /, hot, heni', tlir lack Ol 

awi reneS, is uii rstSin la i'. Illt a 
lorge vt-rt [ikL\ to hWL' 
been attil d LI b\v nlii ivivis, liirst'., 

il ph \i ciaCiI-LiOisidt'ring tHIt tlt,e 
iirkirs ,itCC lint for -7 ixrot'lt itf all 

deliV\eri,. It ','iiis sigilitialnt tHIt 
LIspiti siuiih u1li ititi ,itti'inidan L' it 

birth, a high pituplion (t ntlhers 

Wiho gaV' birth tii tln,iva rti' Uin­
nvinccl OLLttl' ILLI ior piist-iiatal 

care. 

Tetanus ToxoidIminlt
immunizatian 

The 1987 N I IS aIso pr v iL's dlaLa Lti 

tetaliitS hiOlid (TI) illllllllni/,tiOl of 
itse. mriLe,llI)esI1ittvOn1til. tilt 82 per­

ent ciiverage' ut pi'-niLil care, which 
siould hlvi' il ULii'd 1-1- illtii,­

l l ' -l p4 t-t nllt tVti ei't \vlii i 
delivered wie ,\Vite ill suChi illl­
1t li/ati~lil 1 In V 38 p'rutelt acltttil-
Iv ri'ci\iI sill intIIIituiiill. This in­
formaitin ri'eaVIs t, eixlent iftnissed 
Lpportunities: tin i iti rl, Ititnto 
serve (Figure 2.9,). 
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Among those who were aware of 'T 
immunization but were not im-
munized, 37 percent mentioned as 
reason "fear of adverse reaction," 
another 22 percent reported "no access 
to a health facility'" and 8 percent 
believed immunization was of no use 
(Figure 2.9b). 

The extent of missed opportunities, 
measured by the gap between pre-
natal coverage and awareness of "T 
immunization and actual IT im-
munization, varies from region to 
region. NCR has tile largest gap be-
tween pre-natal coverage (85 percent) 
and awareness of T7 imnmunization (28 
percent), and actual IT immunization 
level (18 percent). Region IX has the 
narrowest gap with pre-natal coverage 
at 71 percent, awareness of Ti at 68 
percent, and actual immunization at 52 
percent (Figures 2.6 and 2.9a com-
pared). 

Case Management of 
Childhood Diarrhea 

Tile use of simple and Iov-cost oral 
rehydration therapy in the manage-
ment of diarrhea cases, instead of ex-
pensive intravenous therapy or ineffec-
tive anti-diarrheal or antibiotic treat-
ment, is a central thrust in the national 
Control of Diarrheal Disease (CDD) 
Program. The 1987 NI iS generated 
some data on the patterns of case 
management of diarrhea, which indi-
cate some progress in implementing 
the program, but also some outstand-
ing problems. 

"'Theuse of simple and 
low cost oral rehydration 
therapy in the 
management of diarrhea 
cases, instead of 
expensive intravenous 
therapy or ineffective 
anti-diarrheal or 
antibiotic treatment, is a 
central thrust in the 
national Control of 
Diarrheal Disease 
Prograt ..... 

With respect to "usual treatment 
given when household members gel 
diarrhea," 30 percent were given 
ORESOL (the DOI I-produced and dis-
tributed packet of oral rehydration 
powder used to make a solution for 
diarrhea treatment). With respect to 
"treatment given to tile last diarrhea 
episode among children," 40 percent 
were given ORESOL and another 9 
percent other ORT preparations. This 
indicates that ORT is at lea:,t a major, 
but not yet a dominant, aode of diar-
rhea treatment at tile household level. 

Other data provide insights into the 
possible problems facing the wider 
adoption of ORT. First, not all who are 
aware of ORESOL use it for diarrhea 
treatment. In fact, 62 percent of 
women had heard of OKESOL but 
only 30 percent had used it (Figure 
2.Ifla). This awareness-practice gap, 
while common among health prac­
tices, is high. Second, compared to 
those who know where to get 
ORESOL (56 percent of women), those-

who can actually get it when needed 
(46 percent) is less (Figui'e 2.10a). This 

gap between informational access and 
physical access is also a common dif-
ficulty. Third, there is apparently a dif-
ferent pattern in knowledge, use and 
access of ORESOL between NCR and 
the rest of the Philippines. The DOI , 
traditionally a major provider of 
health information and services otI-
side of Metro Manila, has apparently 
reached the various regions but has 
been less successful in Metro Manila. 
NCR had 34 percent awareness of 
ORESOL (versus 62 percexa nation-
wide), 20 percnt use (versus 30 per-
cent nationwide), and 20 percent ac-
tual access (versus 45 percent nation-
wide). This gap between NCR and the 
rest of the Philippines is quite unusual. 

Aside from the above-cited gaps, 
there are also indications of problems 
relative to other behaviors competing 
with ORT. In 1987, there were 
1,609,000 reported child diarrhea 
episodes. Allowing for multiplo types 
of treatment, 49 percent were treated 
with ORT, while 58 percent were 
treated with suspension or tablet, the 
treatment sought to be supplanted by 
ORT. The competition between ORT 
and other treatment modalities is par-
ticularly revealing in those diarrhea 
cases referred to a health facility, 
which comprise about 43 percent of all 
reported cases. 

In general, the diarrhea treatment 
patterns in facilities parallel that in the 

"The 1987 NiS ...data on 
the patternsof case 
managementof diarrhea 
...indicated hint ORTuas 
at least a major, but not 
yet a dominant, mode of 
diarrheatreatment at the 
household level....These 
patterns show the 
possible inroads of tlte 
CDD Program, but also 
hinghlight the difficulty of 
supphattingsuspension/ 
tablet in diarrhea 
treatment and the 
adoption of ORT 
practices in private 
facilities." 

home, with the addition of in­

travenous therapy as another treat­
ment mode used. About 64 percent of 

cases use ORESOL and other ORT, 67 
percent use suspension or tablets, and 
15 percent use intravenous therapy. 
Iut an examination of patterns by type 
of facility reveals some insights into 
the diffusion of ORT case management 
skills in facilities as seen from tile ex­
perience of households. 

Based on data shown in Figure 2.11, 
three patterns emerge. TFhe first type is 
exemplified by the RItU and BIiS 
where ORESOL and other ORT are al­
ready the dominant treatment mode, 
but suspen:ion/tablet remains a 
strong companion treatment. lit these 
settings, herbal medicine is a winor 
bit significant type of treatment and 
intravenous therapy is insignificant. 
The second type, exemplified by corn­
munit\, and government hospitals, 
uses ORT in almost equal frequency as 
suspension/tablet, with intravenous 
therapy a minor but significant option 
and herbal medicine pushed to tile 
background. The third type, ex­
emplified by private hospitals, still has 
suspension/tablet as the dominant 
treatment mode, with ORS a much less 
utilized mode, and intravenous 
therapy a minor but significant option. 
These patterns, while showing the pos­
sible inroads of the CDD Program, 
also highlight tile difficulty of sup­
planting suspension/tablet in diarrhea 
treatment and the adoption of ORT 
practices in private facilities. 
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Dental Care 

Information obtained from the 1987 
NHS indicates that half of tie popula-
tion aged six years and over men-
tioned no dental problem or were not 
aware of any problems. The other half 
with problems had tooth decay and 
missing teeth as their major con-
plaints. More than a third had tooth 
decay, another 14 percent had missing 
teeth, and the other dental problems in-
cluded bleeding gums or loosened 
teeth, crooked teeth, growth or unheal-
ing sore in mouth, and chalky white, 
brownish or blackened stains, 

About 21 percent of the population 
aged six years and over sought dental 
treatment during the 12 months prior 
to survey date. For 56 percent of these 
dental care seekers, government den-
tal professionals at R1 lUs (22 percent), 
at public schools (19 percent) and at 
government hospitals (15 percent) 
were the principal care providers, 
Private dentists were consulted by 37 
percent of the population (Figure 
2.12a). Tooth extraction, dental check-
up and cleaning of teeth were the prin-
cipal services sought by the population 
(Figure 2.12b). 

These data seem to describe low 
levels of dental care service utilization. 
With half of the population with some 
dental problem, only about a fifth (21 
percent) seek care. Even those who do 
seek care utilize a limited set of ser-
vices. Public dental practitioners, 
which are less nrumerous than private 
professionals, are the main providers, 

low levels of dentalcre 
ereWwith 

service utilization. With 
half of tre population 
with some dental 
problem, only about afifth (21 percent) sought 
care. Even those who didwic
sekcare tilise id
limited set of services." 

Services of Health 


rhe 1987 National Health Survey 
generated data on the use of services 
from four principal types of facilities 
namely, government hospital, private 
hospital, rural health unit, and baran-
gay health station. About a third of all 
households reported use of agovern-
ment hospital facility during tile past 
year and about the same percentage 
reported use of a private hospital. The 
same proportions of households (a 
third of all households each) said they 
used an RI IU or 131IS (Figure 2.13). 
Since the data allowed for multiple 
answers, and did not provide indica-
tions of frequency of use, it is difficult 
to draw definitive conclusions about 
the efficiency of these utilization pat-
terns. Given the knowledge about tile 
low level of coverage in medical atten-
dance at deaths and on illnesses, how-
ever, and the unlikely possibility that 
tile use of the different types of 
facilities isrigidly segmented among 
population groups, it is probable that 
relative to tile use of these facilitie,,, 
two groups of population exist. One 
group has access to a range of facilities 
(BI IS,RI IS,government hospital and 
private hospital, solely or in conbina-
tion) while the other group does not 
even have access to any type of facility. 
The above data hint at the limitations 
of static service provisions, public or 
private, and the possible problems of 
expanding service coverage for tile
Poptlation using only the existing net 

work of public and private providers. 
With regard to tile use of facilities 

across income groups, three patterns 
seem to emerge from Figure 2.13. Use 
of private hospital is directly as-
sociated with income. Use of govern-
ment hospitals does not really vary

income, indicative of possible in-
efficiency in public subsidies at the 
higher levels of income. And the R1IIU 
and B-IS exhibit the third pattern of 
slightly declining use as income rises,wihmyidctposbehiint 

ma indcte possible shifting to
hospitals or private clinics, or alterna-
tively, possible lesser need for basic 

primary care services at higher income 
levels, 

With respect to the pattern of ser­
vices in these facilities, four observa­
tions can be drawn from the data 
shown in Figure 2.14. First, the levels 

Health Sector Review :Philippines 

Of use of the "curative type" of ser­
vices (treatment and chick-up) are 
generally higher than tile use of the 
''preventive type" of ervices (family 
planning, health education and MCI). 
Immuni.ation seems to be the most 
utilized preventive type of service, and 
even then, it does not match the levels 
of curative care use. Second, the utiliza­
lion pattern varies much more be­
tween hospitals (public and private) 
and RI iU/B IS, than between public 
and private facilities. Third, 
households tend to utilize RItU/13[lS 
facilities more than hospitals for their 
relatively low level of use of preven­
tive care services (immunization, fami-
Iy planning, health education and 
MCI t). Finally, households seemn to 
use all four facilities equally in obtain­
ing check-up services, a possible in­
dication of anon-functioning referral 
system. 

With regard to satisfaction with ser­
vices utilized, the 1987 National 
I lealth Survey data show fairly high 
levels of satisfaction, with only at most 
13 percent of households showving dis­
satisfaction with any facility (Figure 
2.15). Surprisingly, levels of dissatisfac­
tion are slightly higher in rural than in 
urban areas. There also appears to be 
significantly lower levels of dissatisfac­
tion with private hospitals as opposed 
to all other facilities (government 
hospital, RI-lU, BIS, and community 
hospital). N 

"About a third of all 
households reporteduse 
of a govenment hospital 
facilit. during the past 
year...aboutthe same 
p'rc'ntagereported rse of 
aprivate hospital. 
...it is probable that 
relative to tire use of 
...facilities, two groups Of 
population exist. One group has access to a 
roua s cest range of facilities ...while 
the othergroup does not 

even have access to any
type of facility." 
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Health Care
 
Financing
 

III(IIIlie graI'll I h'alth .qc(tor
igra phliii ',0.ITe month Sources of Health 

Solon, . (pa Vboai, dCwrt. Care .'accouand A.,te,.rin provii,td,, ,bne,,-,b,' lnanlng:/ 
descriptitin, 'Csti',tand,,,,'s1S Th Fai I,,
he.alth canL'f,I,, ,,,lgr.ntt,,resented bel,....,, The Faminn 
,are sOnIme Updaties Of tl t ld'tits, and 
some, addi tiioll 'ra',tins.--IobS 

Expenditures 

"Despite ...nominal 
growlth, heaIlth care 
expelnlituresprobably 
reinainedat around 2 
percent of GNI' throught 
all the ye rs cot'r'd bY 
theestiniates...... 

Estimates of total hcalth care expenili-
lures for 1985, 1988 and 1991 place an-
nual expenditures at around '10 bil-
lion, P14 billion and '201billion, respec-
tivelv. Despite this nominal growth, 
health care expenditures ptrobably 
remained at airound 2 percInt of GNI' 
through all the vears ctvered b, the es-
timates (Table .1). 

the light of tile 

cterage documented i tie first 


Inl lack of ser iC 

t o 

parts off COmlparisonthis report, ,andill 
with health care spending of other 

ASEAN contries, the leel ofpine hcaltricare expenditureslois . 

Almost 55 percient Of total health care 
spending is accotnted for 1v out-of­

fpocket
paments by families, largely 
for service fees and drug purchases' 
The diiomi na nce of this type of fina nc-
ing is one of the central concerns of 
Philippine hea Ith care financing, 

In an eConolic setting tOfinequi-
table wealth and incomne distributiton 
patterns marketd by ass pot'rtV, 
cash-p or h Iu si'hOld.s would have'dif-
ficuIltiCs in accessinIg II,aIth carcgoods
anid services when financing is mainly 
thr ugh oilt-of-pocket pa ymi',Its oil 
fee-for-ser\'ice basis. This createcs in-
equities as the distribution of illnesss 
and health neTds is ntot likely to match 
tihedistribution of the mean s to pav 
for health cart'. Whei costismi'r util-
ize health care acctrding to capacity It 
pay cash for 'rvices, inefficienci's 
arise leading to \wrong prices being 
paid, wrong goods and services and 
wrong q,,titiCs being consumled, and 
wvrong timing of consumption. Oil tile Cae 
other t,1and, wIWI providers iceliver 
health care acctrdiing to c,lplcitTSto
 
pay cash, inefficiencii's are likewise 
created Icatding to wrong costs, wronlg 
scale of operations, %rong choice of 

"Almost 55 percent of 
total htaltl care s/nding 
isaccounted )rIly

ftytttfur bt,/
otit-iaf-1 ot-ket,lii/lltt 

.ilip-"
b 

ts for a little ore,,-,,,,tiir, of total, , 
,;thirdof tota. 

..,
 

technologies, wr)ng investment, and 
limitei pooling of risks among the 
pOputattiOn ad through time. 

A look at ite household budgCts in­
dicat', that mcil ical care expenditures 
account lor onl, around 2 pLrcent of 

total C\wIpndit rors, less than the 3 per­
ce'nt being spent on tobacco anid al­
colihl (Table 3.3). Clearlv, the limiteid 
options for more equitable and effi­
cient financing of priVate sector health 
epi'ndilit uri's are relatid to thehiiited
 
resources aticatid for such expindi­
tures. This indicates the potcntial of eX­
paniling resources for health by utiliZ­
ing new schemes ftr pa,ing for health 
Care which nobilize additional 
htusehold resources. 

Sources of Health 
Care Financing: 
The Public Sector
 

The public sector accounts for a little 
more than a third of total expenditures 
(36 percent in 1991 ). The bulk of this 
goes It)direct productito and delivery 

of hcalth services. Major changes are 
expected to occur in this area ileu to 
the diev01ttiOn of health care delivery 
from' tilhe nat ional to tuitlelocal govern­
ment, and the correspondingdecentralization of financing respon­
sibilities. 
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On the service output side, devolu- labor force remains in hard-to­
tion introduces new pressures and cover/hard-to-enroll agricultural and 
processes affecting the equity and ef- service sectors of employment. "...prospects Ofachit'Vinig 
ficiency of public health service The efficiency andLeLluity aspects of health care financing 
production and delivery. It is still un- the existing Medicare Program have ref, rns.... 
clear on balance what could be the out- been subjects of recent analyses. It ap- 1.Increasingthe DOlt 
come. pears that there are many viable op- bidget and improving the 

On the financing side, public sector tions for expanding coverage, expand- ttirtgeting of its 
health expenditures, as for all its other ing benefits, improving efficiency of steling.... 
expenditures, are supported largely by financing, and improving efficiency of 2.Influencing the increase 
taxes which are generated by a regres- man agement. tetter taretiirg o,,191 

sive tax system. This is not likely to health ,'ypndituresat 
change with devolution. Thus, the indiv'idual local 
problems in the equity and efficiency r governmn ts.... 
of financing are likely to remain. s3. Influencing,theincrease 

A look at the government budget till bettriuse of 
also shows that health care expendi- household hItealth,care 
tures account for a minor share of the There appears to be many good expedtlituires....

4. Reforming Medicare."total. As Figure 1.19 indicates, real per prospects for achieving health care 

capita government expenditures for financing reforms to address the con­
health remained at less than 20 pesos cerns identified in the first two parts of 
during the l1980s compared to the doe- this report. The folloving have been 
bling for education from aroond 30 identified in various fora: 
pesos to 60 pesos. 1.hlcr',lsilt, the DO] I it,Iet 1t itn­

/lro ,itig the targetiol, its spct til ,y,of I.GUs'budget priorities and execution 
ti111' ofilct ii it:I (l'roxmao), IyNcg utrl to make these morehic supportive of 

Sources at Health to-fold ,,,,,) The,,Olt .C itps health priorities in such areas. 
two-fold expansion and improved tar- 3.hhllllttlcil.g the iltcr'astat i't'r 
geting of budgetary resources will be a itst, of Ilt hl'Il h1t'altl i,l0' '. ldXlitili's.

C .are By creating diemand for preventionsinancing major public policy tool.
SoInsefl,,eigial t' re adt and promotion, by riguIlations (e.g.,it'ase bItt' 

e'podiitur'sat ill- and bv 
,tiidua localsoi,ernmelts. National promoting risk-sharing and health care 
government could impact favorably on financing schemes, household expendi-

Social insurance or Medicare accounts ttres for health can expand in the right 
for only 8percent of total financing, direction. 
Despite its existence spanning the ef- 4. Ri'fi rhii1i Mcdicart'.By modifying 
forts of more than 20 v'ears, Medicare some of the strategies and processes, 
covers only about 20 percent of the and by adopting certain policies re­
total employed labor force. The failure "Social insurance or lated to its operations, Medicare could 
to cover more and thereby mobilize Medicare accounts for be acentral strategy to expand
financing in magnitudes greater than 8 only 8percent of total resource base, improve payment 
percent is directly traceable to the slow financing." mechanism and mobilize broader par­
structural transformation of the ticipation. i 
economy. A large proportion of the 

lctargetingof /alt'x breasta'eding and A l)S, 
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Tables
 

ELife Expectancy at Birth and Infant Mortality Rate, Various Sources 

Source Life Expectancy at Birth :e(o) Infant Mortality Rate :q(o) 

and Year Male Female Both Sexes Male Female Both Sixes 

Cabigon (1990) 
1960 55.0 58.8 56.9 117.4 94.8 106.4 
1970 57.3 61.5 59.3 93.8 83.2 88.6 
1975 58.6 62.5 60.5 79.5 67.7 73.7 
1980 59.7 65.6 62.6 65.2 52.0 58.7 

Flieger, et al. (1981) 
1960 51.0 54.5 52.7 126.1 99.9 113.3 
1970 54.2 57.5 55.8 99.0 87.1 93.2 
1975 56.9 61.8 59.3 85.4 67.4 76.6 

de Guzman (1989) 
1975 59.5 63.1 61.3 62.1 58.4 60.3 
1980 60.0 64.7 62.3 64.6 48.8 56.9 
1984 60.0 65.7 62.9 72.4 52.7 62.8 

National Statistics 
Office (1990) 

1980 .... 61.6 .... 63.2 
1985proj .. 63.1 ... 56.6 
1990proj .... 64.6 .... 50.3 

Task Force on 
Infant Mortality 
Rate (1992) 

1976 ........ 64.0 
1978 ......... 57.0 
1980 ........ 59.0 
1982 ..... 57.0 
1984 .......... - 63.0 
1986 
19 9 0 

.... 63.0 
p .... 60.0 

proj. = projected rates 
p = preliminary estimates 
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Leading Causes of Death :1968, 1978, 1988 and 1989 (Rate Per 100,000 Population) 

Cause of Death 1968 1978 198h 1989 

Pneumonias 
Tuberculosis, all fonis 
Diarrheal diseases 
Avianlinoses and other 

nutritional deticiencies 
Measles 
Diseases of the heart 

122.9 
79.5 
41.9 

--
5.9 

34.4 

100.3 
62.4 
34.5 

19.2 
12.3 
56.6 

80.8 
46.10 
17.9 

17.6 
13.2 
69.1 

77.0 
43.8 
13.5 

17. I 
11.2 
74.6 

SOURCES PEP* MI NT OF IFALTF PHIIJPNEHEALTHSTATISTICSI98 MANILA 
19NIPHLOPINt h.ALTH TATSTICS1989 MANILA199.1 

L Leadlng Causes of Infant Death :1981-85, 1986, 1987, 1988 and 1989 

Cause of Death 1981-85 1986 1987 1988 1989 

Rate r.F Rate , Rate , Rate '4 Rate % 

Pneutoontas 11.2 24.8 II).10 25.5 8.5 26.3 8.11 26.7 7.1 26.0 

Respiratory conditions 
of fetus anid nesvbon 5.5 13.4 5.3 13.6 4.6 14.3 4.1 13.5 4.11 14.6 

Diarrheas 3.6 8.7 3.1 7.8 2.1 6.4 2.0 6.6 1.4 5.0 

Congenital anomalies 1.9 4.6 1.8 4.5 1.4 4.4 1.5 4.8 1.3 4.9 

Avtaittoses and other 
tutritional deficiencies 

Measles 

1.7 

1.3 

4.1 

3.1 

1.6 

1.2 

4.1 

3.0 

1.1 

1.5 

3.4 

4.6 

1.0 

1.0 

3.4 

3.3 

(1.9 

0.8 

3.1 

2.9 

Birth injury and 
difficult labor 1.1 2.8 1.0 2.6 (1.9 2.7 1.0 3.3 0.8 2.8 

Acute bronchitis 
and bronchiolitis 

Seplicemia 

Meningitis 

0.7 

0.6 

(1.5 

1.8 

1.5 

1.3 

0.7 

0.7 

0.5 

1.7 

1.7 

1.3 

0.5 

0.6 

(1.4 

1.5 

2.1 

1.2 

0.4 

0.8 

0.4 

1.4 

2.5 

1.4 

(1.3 

11.8 

1.3 

1.0 

2.8 

1.0 

SOURCEDEPARTMENTOF HEALTH PHILIPPINEHEALTHSTATISTICSVARIOUSYEARS 
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'Fetal Deaths By Cause : 1988 and 1989 

Cause 1988 1989I 

Number Percent Number Percent 

Fetus affected by complications
 
oflplacenta, cord and nembrane 2206 20.7 2557 22.4
 

Disorders relating to short gestation 
and unspccified low birth weight 1427 13.4 1351 11.8 

Fetttus by1other complicatinsalfected 

of labor and delivery 557 5.2 515 4.5
 

Intrauteine hypo\ia and hirlhasphyxia 478 4.5 821 7.2
 

Fetus affLCteldmaternal conditiots which
by 
tmay be unrclated to lresenit pregnancy 378 3.6 372 3.3 

Fetus allcclcd by maternal complications 
of ptcgtntcy 226 2.1 192 1.7 

Respiratory distress s,ydrome 213 2.0 325 2.8 

Others 5156 48.5 5290 46.3 

Total 10641 I(X.0 11423 100,0 

SOURCEDEPARTMENTOF HEALtH PAILPPPINIF STATISTICSHTEALTH 198AND1989 

Maternal Deaths By Main Cause, 1988 and 1(i89 (Rate : Deaths Per 1,000 Llveblrths) 

1988 1989 

Cause Number Rate Percent Number Rate Percent 

Pregnancy with abortive outcome 146 0.09 8.4 162 0.1 10.3 

Henorrhages related to pregnancy 120 0.08 6.9 103 0.07 6.5 

Hypertension complicating pregnancy, 
childbirth and puerperium 543 0.3 31.1 483 11.3 30.6 

Postpartum hemorrhages 441 11.3 25.3 429 0.3 25.3 

Nortmal delivery and other complications 
related topregnancy occurring it the 
course of labor, delivery and pucrpcritn 295 0.3 28.3 4(12 0.3 25.4 

Total 1745 1.1 1011.10 1579 1.1 1(1.0 

SOURCE DEPARTMENT OFHILALTHPR:LIPPINE STATISTICS*,EALTH 1E1AND19 
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Ten Leading Causes of Morbidity : 1983-87, 1988 and 1989 (Rate : Cases Per 100,000 Population) 

5-Year Ave. 
Cau~se (1983-87) 1988 1989 

Number Rate Number Rate Number Rate 

Bronchitis 558276 950.7 659511 1293.4 893550 1486.8 

Diarrheal diseases 511268 870.6 640185 1090.2 741733 1234.2 

Influenza 410177 698.5 576404 981.6 773802 1287.5 

Pneumonias 179150 305.1 201902 343.8 232056 386.1 

Tuberculosis 146119 248.8 183133 311.8 210272 349.9 

Malaria 105945 180.4 114679 195.3 125114 208.2 

Accidents 80330 136.8 110805 188.7 150257 250.0 

Diseases of the heart 59713 101.7 76211 129.8 98813 164.4 

Measles 64641 110.1 70801 120.6 68496 114.0 

Malignant neoplasm 25696 43.8 28940 49.3 33777 56.2 

SOURCEDEPATTMETNTOF HEALTH PHt PPINEHEAUIH DESTATISTCS W AW 

Mean One-Day Per Capita Energy Intake from Carbohydrates, Protein 
and Fat Sources :1978, 1982 and 1987 

1978 1982 1987
 

Source Energy % of Energy % of Energy % of 
intake total intake total intake total 

Carbohydrates 
M1 5.73 75.9 5.67 74.9 5.43 74.0 
kcal. 1369 1353 1298 

Protein 
Mi 0.80 10.6 084 11.1 0.81 11.0 
kcal. 192 200 193 

Fats 
Mi 7.55 100.0 7.56 100.0 7.33 100.0 
kcal. 1804 1808 1753
 

Percent adequacy 88.6 89.0 87.1 

SOURCE FOODANDNUTRITICN INSTITUTE, NUTRITK'NSUR4EYSOF 1TS 192RESEARCH NATIOAML 
197 AS REPORTEDWNATKV"L NATfET O COCA,C COUNTAyREPORT199 
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Undernutrition Among Children : 1978, 1982, 1987 and 1989-90 (Percent of children in age group) 

1989-90 

Type of Undernutrition 1978 1982 1987 Both Sexes Male Female 

Underweight 
(below 75% of standard 
weight-for-age) 

1-6 years 21.9 17.2 17.7 14 9.8 17
 
7-10 years -- 12.4 9 5.5 4.1 6.3
 

Stunted 
(below 90% of standard 
height-for-age)
 

1-6 years -- 20.6 14.1 11.6 11.8 11.6
 
7-10 years -- 22.4 12.1 14.2 12.7 15.6
 

Wasted 
(below 85% of standard 
weight-for-height) 

1-6 years 13.8 9.5 12.7 9.0 6.7 11.4 

RESEARCH NATONA NUTRITION 

PONS0"2$
 

SOURCE FOOD AND NUTRITION INSTITUTE. SURVEYSOF1976, 1982.197 AND199 90 AS REPORTED INHERRIN.RUSSOAND 
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Micronutrient Deficiencies By Type of Nutrient, 1987 (Percent of population group) 

Nutrient and Population Group 19R7 

A Vitamin A deficiency 

I. Night blindness 
6 months - 6 years 
7 years - 14 years 
15 years - 19 years 

0.7 
0.9 
1 

2. Bito's spot 
6 months - 6 years 0.2 

B. Iodine deficiency (with goiter) 

7 - 14 years (male) 0.8 
7 - 14 years (female) 6.4 
15 - 20 years (male) 0.2 
15 - 20 years (female) 6.2 
21 years and over (male) 0.7 
21 years and over (female) 7.1 
Pregnant women (21 - 49 years) 12.4 
Lactating women (21 - 49 years) 10.7 

C. Iron deficiency (with anemia) 

6 - 11 months 70.4 
1 - 6 years 38.7 
7 - 12 years 41.2 
13 - 19 years (male) 26.3 
13 - 19 years (female) 36.9 
20 - 59 years (male) 21.3 
20 - 59 years (female) 38.9 
60 years and over 46.9 
Pregnant women 45.3 
Lactating women 50.6 

RESEARCH 

HERRIN,RUSSOANDPONS(IMU)
 

SOURCEFOOOANDNUTRITION INSTITUTE.NATIONALNU FTIONSURVEY.1117AS REPORTED IN 
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Breastfeding Behavior : 1978, 1983 and 1988 

1978 
RPFS 

1983 
NDS 

19P8 
NDS 

Total 

Percentage breastfed /* 
Mean duration (months) 

84.0 
13.3 

83.6 
12.0 

83.2 
9.9 

Place of Residence 

Urban 
Percentage breastfed 
Mean duration (months) 

71.5 
9.1 

70.7 
8.6 

73.8 
7.8 

Rural 
Percentage breastfed 
Mean duration (months) 

88.7 
14.9 

90.3 
13.8 

85.9 
11.9 

Years of Schooling Completed 

Primary (u - 5 years) 
Percentage breasifed 
Mean duration (months) 

91.3 
16.2 

91.3 
15.1 

90.7 
12.4 

Elementary graduate (6 years) 
Percentage breastfed 
Mean duration (months) 

86.4 
13.9 

88.1 
13.6 

89.5 
11.6 

High School (7 ­ 11 years) 
Percentage breastfed 
Mean duration (months) 

76.4 
10.5 

80.0 
10.9 

81.9 
9.4 

College (12 years & over) 
Percentage breastfed 
Mean duration (months) 

67.4 
7.2 

70.0 
6.5 

71.4 
5.9 

/* Percentage breastfed among births during the past 
RPFS = Republic of the Philippines Fertility Survey 
NDS = National Demographic Survey 

12 months. 

SOURCECASTERLINE(1990 AND ZABLAN (193) AS REPORTEDIN HERIN.RUSSOANDPONSJIM) 
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Percent Distribution of Mothers Who Gave Birth (1979-1981) and Attended by Hilot 
By Reason For Seeking Services of Hilot :1981 

Reason 

Access
Lives nearest house 

Easy to call at night 
No ride to call medical person 
Attends immediately 

Financial 
Less expensive 

Service 
Serves as helpers 
Gives daily massage 
Makes daily visits 

Others 
Trust and confidence 
Related to mother 
Peroinns traditional ritual 

SOURCEDLPARTMENTOF HEALTH. NATIOMA.HEALTHSURVEY.1981 

Philippines 

69.5 

25.5 
19.2 
13.7 

22.1 

12.8 
11.2 
8.1 

21.5 
16.9 
10.6 

Urban Rural 

62.2 70.0 

20.2 26.7 
10.8 21.0 
11.6 14.1 

22.3 29.0 

23.3 10.5 
10.8 21.0 
9.5 7.8 

19.1 21.6 
16.0 17.1 
10.4 10.7 
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Estimated Total Health Care Expenditures By Source of Financing: 1985, 1988 an (In Current Prices) 

1985 	 1988 1991
 

SOURCE 	 Billion Percent Billion Percent Billion Percent 
Pesos of Total Pesos of Total Pesos of Total 

Public 	 3.78 38.4 6.87 50.4 7.42 36.3 
Family 5.36 54.5 5.82 42.7 10.94 53.6 
Compulsory Insurance 0.55 5.6 0.71 5.2 1.73 8.5 
Private Insurance 0.15 1.5 0.24 1.7 0.33 1.6 

Total 	 9.83 100.0 13.65 100.0 20.04 100.0 

Percent of GNP 1.64 1.66 	 1.63 

Note: 1988 figures for family spending exclude data for Rizal province. 

A GAMBOA AND A HEREIN ARE PRELIMINARY SOJRCE SOXON0 B SCANARTZ. ( D92)FORIS AND1A AIMFIGURES 

Percentage Distribution of Total Family Expenditure By Major Expenditure Group, 1985, 1988 and 1991 

1985 1988 1991
 

Food 51.9 50.7 47.6 
Alcoholic Beverages 1.1 1.1 1.1 
Tobacco 2.3 2.1 1.7 
Housing 12.7 12.8 13.2 
Fuel, Light & Water 5.5 5.2 5.8 
Household Furnishings & Equipment 1.9 2.2 2.5 
Household Operations 2.4 2.5 2.7 
Clothing, Footware & Other Wear 3.6 4.2 3.7 
Personal Care & Effects 2.1 3.3 3.6 
Medical Care 2.1 1.7 1.8 
Transport & Communications 4.4 4.7 5.5 
Recreation 0.4 0.5 0.4 
Education 3.5 2.9 3.0 
Gifts & Contributions 1.0 1.0 0.9 
Taxes 1.0 1.1 1.4 
Special Occasions 2.2 2.3 2.4 
Other Expenditures 1.8 1.8 2.9 

SOURCE FIES. 19U FIGURESEXCLUDE FORRiZAL 1991FIGURESAREPRELIMINARYDATA PROVINCE. 
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Figures
 

1Child Mortality in Selected Countries 

250. 

S200 -

______" 

50 

1960-65 1965-70 1970-75 1975-80 1980-85 

G m Indonesia 

* Thailand 

* lPhilippines 

* Malaysia 

* Singapore 

SOURCEHILL.AND PELEY1 1989) 
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Infant Mortality Rate :1960 - 1990 
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Life Expectancy at Birth, 1980 By Gender and Region 
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I JIM = Life Expectancy at Birth, 1980 By Gender & Province Ilocos Region 
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[Z = __Life Expectancy at Birth, 1980 By Gender & Province :-Central Luzon 
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CO M Life Expectancy at Birth, 1980 By Gender & Province : Bicol 
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SOURCECABWN (19WI 

Life Expectancy at Birth, 1980 By Gender & Province Western Visayas 

Negros Occidental " 

Iloilo 

U Capiz­

> Antique -Aklan . .. , 

Western Visayas ~ EUEENUUEI Ij 

Philippines , 

0 10 20 30 40 50 60 70 

Years 

vaw Male Female 
SOURCECABSKON(1"0) 

46 



Health Sector Review : Philippines 

Life Expectancy at Birth, 1980 By Gender & Province Central Visayas 
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U- Life Expectancy at Birth, 1980 By Gender & Province Western Mindanao 
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Life Expectancy at Birth, 1980 By Gender & Province Southern Mindanao 
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Infant Mortality Probability, 1980 By Gender & Province : Ilocos Region 
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Infant Mortality Probability, 1980 By Gender & Province Central Luzon 
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* Infant Mortality Probability, 1980 By Gender & Province Bicol 
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Infant Mortality Probability, 1980 By Gender & Province Eastern Visayas 
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Death Rates From Major Causes :1968 - 1989 
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Death Rate from Measles, 1988 By Age and Gender 
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Death Rate from Pneumonlas, 1988 By Age and Gender 
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rDeath Rate from Heart Diseases, 1988 By Age and Gender 
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Morbidity Rate from Malar'a, 1988 

140 ) ............... . ....... 

1200 -------
C 

....... 

. 1000 -

0 8004 

5600 

2100 

2(0 ----
Phil. NCR 1 I1 Il IV V 

Region 

VI VII VIII 

I 
IX 

I 
X Xl XII 

SOURCEDOH PH.LIPP11EHHALTHSTATISTICSIA- ASREPORTEDINHERRE.RUSSOANDPONS11,2 

MMorbidity from Schistosomlasis, 1980 

120 T 7 
100---------- _-_ _ _ _ _ 

0 

80 ____________ 

- 40 -

20. -i 
0-, I -m mT .. m - _m3--

Phil. NCR I II Ill IV V VI VII VIII 

Region 

SOURCEDOH.PHILIPPINEHEALTHSTATISTICSl911ASREPORTEDINHERRINRUSSOANDPONS 11992) 

IX X XI 

11-

XII 

59 



Health Sector Review :Philippines 

.* .Underweight Children 0-6 Years, 1989-90 By Gender and Region 
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Wasting Children 0-6 Years Old, 1989-90 By Gender and Region 
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r. Stunted Children 7 - 10 Years Old By Gender and Region, 1989 - 90 
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Persons With Any Disability, 1990 
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Deafness By Region, 1990 
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Deafness/ Muteness By Region, 1990 
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Orthopedic Handicap By Region, 1990 
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[Other Disabilities By Region, 1990 
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Mental Retardation By Region, 1990 
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Deafness By Age and Gender, 1990 
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iDeaf/ Mute By Age and Gender, 1990 
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Orthopedic Handicap: Age & Gender, 1990 
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iru nc Other Disability Age & Gender, 1990 
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Mental Retardation Age and Gender, 1990 
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Total Fertility Rate By Region 1975 and 1984 
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Households with Sardtary Toilets 
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Per Capita Government Expenditures 1979 - 1990 (In 1972 Billion Pesos) 
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Inflation Rate, 1973-1990 

50-­

40 

0. 30 

2o
 

10 * emS 

0 

1973 1975 1977 1979 1981 1983 1985 1987 1989
 

SOURCENSC8 PHILIPPINE STTSTICALYEAACX' 1991 

Employed Persons By Industry Group (15 years old and over) 

611).. . .
 

5(0 .. .... . ... . . . .. .. . . . .. . . ... . . . . .
 

4(1 

,o 30 . .. .. ..... . -. . .. .. .. . .. .. . . . 

I , 
20 

Agriculture Manufaicturiiig Other Industry Services 

Major Industry Group 

1970 -19901 

SOURCENSCD.PHILIPPINE YEARBOCIISTATISTICAL TNT 

L- .. ......... ... .... ...
 

"7
 

II 



----- -- - --- 

Health Sector Review Philippines 

Literacy Vs. Functional Literacy, 1989 
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Deaths with Medical Attendance 1980 and 1988 
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Place of Consultation, 1987 Morbid Cases 
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Pre-Natal & Post-Natal Care: 1981 & 1987 
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Pre-Natal Consultant Rural Areas, 1987 
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Tetanus Toxold Immunization, 1987 (Awareness and Actual Immunization) 
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Awareness and Use of Oresol, 1987 
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Treatment Last Diarrhea Episode, 1987 
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Dental Practitioner Consulted, 1987 
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80 Households Using Health Facilities :1987 
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Households Dissatisfied With Services In Health Facilities, 1987 
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Annex : 

Special Issues inthe 

Health Sector 

hile undertaking the review, we 
recognized a number of specific 
issues and concerns that were 

important in assessing the perfor-
mance of the Philippine health sector. 
Those that were directly relevant to the 
focus of the review have been in-

tegrated into the various chapters of 
the main report, the rest are presented 
as special papers. These papers are
"stand alone" pieces, which should pro-

vide the reader a broader perspective 
of what has been happening to the 
Philippine health sector. 

Presented in this section are 
abstracts of the special papers which 
focus on (1) specific issues in health 
policy, the health policy process and 
policy stakeholders; (2) health care 
financing; (3) specific diseases that 
have remained or have emerged as 
major health problems; and (4) an 
assortment of concerns including those 
on human resources for health, the 
public hospital system, medical 
technology, and traditional medicine, 

In the area of health policy, the 
special papers cover a broad range of 
issues beginning with a typology and a 
discussion of health policies in the 
paper by Oscar F. Picazo. The papers 
by Emelina S. Almario and John 
Dioquino and by Emelina S. Almario 
and Irma B. Tan deal with public and 
private sector interaction, th:, fomier 
focusing on hospitals while the latter 
on special public health programs. 
Papers on the role of various policy 
stakeholders including 
Non-Governmental Organizations 
(NGOs) (papers by Michael L. Tan and 
Cora Anonuevo), the Philippine 
Medical Association (by Francisco P. 
Flores), and the Philippine Nurses 
Association (by Leda L. Danao) 
examine the history of the 
involvement of these institutions in 
health policy development. 

The second group of papers focuses 
on various concerns in health care 
financing. The paper by Rhais Gamboa 
and Milagros Silva analyzes the DOI] 
budget, especially the problems 
encountered in the budgetary process. 
Issues concerning local and national 
sharing of public sector health 
expenditures are presented in the 
paper by Bienvenido Alano, Jr. and 
Emelina S. Almario. The other papers 
(by Emelina S. Almario and Jose 
Lichauco and by Emelina S. Almario 
and Margarita F. Villalon) focus on 
two important sources of financing of 
government health expenditures, 
namely: user fees and foreign 
assistance. 

The third group of special papers 
deals with two important diseases that 
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confront the health sector: acute 
respiratory infections (ARI) and 
acquired immunodeficiency syndrome 
(AIDS). Tile ARI paper by Mediadora 
C. Saniel shows how solid research can 
be instrimental in the development of 
more effective and less costly 
approaches to disease control. The 
paper by Ofelia T. Monson presents 
the current situation and the potential 
for the spread of AIDS in the 
Philippines, while the paper of Orville 
Solon and Angelica Barrozo attempts 
to estimate the possible economic 
losses associated with the disease. 

The final group of papers considers 
four areas which need much attention 
in health policy research. The 
manpower paper by Aleli Kraft 
emphasizes the need to build baseline 
data for basic policy analysis. The 
paper on the utilization of DO-I 
hospitals by Ma. Socorro Zingapan 
shows some indicators of inequities in 
the access and utilization of pubhc 
hospital services. The medical 
technology paper by Oscar F. Picazo 
sketches the state of technology used 
in public health programs in the 
Philippines. l.astlv, the paper on 
traditional medicine by Marilyn N. 
Gorra shows that traditional medicine 
remains to be an important source of 
medical attention but is in great need 
of recognition and support from 
government especially in terms of 
scientific research. 

Health Policies 

Oscar F. Picazo 

ealth policies range fromf statutory and common !aws on 
health as well as all the rules, 

regulations, procedures and guideliner 
governing the production, consump­
tion and financing of health goods and 
services. Using this definition, the 
policy instruments are broadly clas­
sified under the following policy areas: 

a) tullichealth and individual behavior 
(policies on health protection; accident 
prevention and injury control; 
communicable d isease prevention; 
family pl.nning; substance abuse 
prevention; violence prevention; 
epideniologic surveillance and health 
information) 

b) health care practitioners(covers 
those in production, distribution, 
management and utilization; overseas 
employment; cost and quality of 
services) 

c) health care facilities (policies on 
scope of activities and locat'"; 
ownership and competition; 
investment and financing; relationship 
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between hospital and individual 
providers; relationship between 
hospital and employees; admission 
and discharge of patients; cost and 
quality of services) 

d) health and medical technology 
(policies on importation, production, 
sale and distribution; promotion of 
proven public health technologies; 
local manufacture; capital investment 
in medical technology; organ 
transplants and autopsies) 

e) third-partypalors (policies 
regarding Medicare and Employees 
Compensation; private insurance and 
-lMOs;employer-provided benefits; 
community financing schemes) 

f)givcr;;u.,thealth provram-i 
(poliuL.s on size and composition of 
the DOlH budget; devolution; cost 
recovery; indigent care by private 
providers; role of nonprofit groups; 
privatization and corporatization of 
public hospitals; public-private 
networking arrangements 

g) environnmental licalth (policies on 
health in the workplace; air and water 
cleanliness; public sanitation). 

MOM: Public and Private Sector 
Involvement Inthe Hospital System 

Emelina S. Almario an' 
John Dioquino 

he paper proposes the framework 
of a management-ownership 
matrix (MOM) to delineate public 

and private sector participation in the 
hospital system. Based on fhur com-
ponents of a hospital organization, 
namely, ownership, governance, 
financing and management, a range of 
possible mixes of public and private 
sector participation is outlined along a 
spectrum that spans from fully public 
to fully private. Movements along the 
MOM have to be assessed not only for 
their effects on efficiency and equi-
ty/accessioility but also in considera-
tion of the legal environment regulat-
ing a hospital's transformation from a 
public into a private institution. The 
MOM framework seems i;enerdly ac-
ceptable to both public and private sec-
tors, and is seen to take on more inter-
esting applications with the implemen-
tation of the Local Government Code. 

Agenda for Public-Private Sector 
Collaboration (PPSC) InHealth Care 

Emelina S. Almario and 
Irma B.Tan 

A franework for public-private sec-
tor collaboration (PPSC) is 

r developed wherein four modes 
of collaboration in the Department of 
I lealth are identified, namely, inputs 
provision, service delivery, support ac-
tivity, and financing. Using this 
framework, PPSC in 19 DOlH public 
health programs and services are ex-
amined, revealing the different pat-
terns and nature of participation of 
private-sector partners which consist 
of both commercial and non-conimer-
cial organizations, 

Based on the goal of a health care 
delivery system that builds on the 
inherent and respective strengths ef 
the public and private sectors, PPSC is 
deemed desirable when premised on a 
health care delivery that is efficient, 
effective, equitable, acceptable and 
sustainable. To promote and intensify 
PPSC, the paper proposes strategies 
which call for, anong others, the 
reduction of DO-I involvement in 
areas wherein the private sector has 
adequately intervened and which have 
high cost recovery potential, and for 
the DOI I to assune Aupportive roles 
and/or provide incentives for private 
sector organizations that serve 
unserved or underserved areas and 
groups. 

NGOs and the Health Sector 

Michael Lim Tan 

tarting off with a historical 
review of health non-governmen-
tal organizations (NGOs) in the 

Philippines, the paper focuses on their 
roles as illustrated in their participa-
tion in the formulation of the National 
Drug Policy and the I-IIV/AIDS 
prevention, It highlights relationships 
among NGOs, and between NGOs 
and the government organizations 
since 1986. 

For the National Drug Policy, the 
health NGOs provided technical 
support by gathering needed 
information from its foreign contacts 
as well as inform.,tion from the field 
regarding the implementation of the 
Generics Act. Its advocacy efforts 
were channeled towards mobilizing 
support for the Department of Health 
before the legiFative bodies, national 
and internatiinal forums, the media, 
the general Tublic, and the 
participants by providing the basic 

facts with which the policy could be 
defended. 

In the HIV/AIDS prevention 
program, the NGOs were mostly 
engaged in handling culturally 
sensitive strategies to reach out to 
socially marginalized groups, and 
mobilizing volunteers to beef up 
dwindling funds. 

It was noted that the 
community-based nature of many 
heaid NGOs make them key 
participants in the implementation of 
di Local Government Code. The 
paper,however, cautions against 
creating a national federation of health 
NGOs, ,iver, the realities of 
sectarianism and competition 
prevailing among them. Instead, 
ad-hoc coalitions with loose structures 
are deemed advisable. Corrolarily, the 
paper stresses the need for 
government to drav the NGOs into 
policy planning and formulation, not 
just implementation, to encourage 
NGOs to collaborate and thus deveiop 
in them a sense of ownership and 
risk-sharing that would hopefully 
elicit from them higher levels of 
achievement. It also cites the need, in 
some instances, to create systems of 
accreditation to prevent NGOs with 
dubious intentions from competing 
with the limited financial resources. 

The Role of NGOs in the Health Sector 

Cora de los Angeles-Anonuevo 

he paper contends that, despite
ithe diversity of areas in which 

/NGOs are involved, many NGOs 
have been active in changing the 
health situation of the people. Those 
not directly involvtJ in health care 
still contribute in some way to the total 
well-being of their constituents by the 
very nature of their development 
work. The paper catalogues the con­
tributions of NGOs to the health suctor 
for the period 1986-1992 in the follow­
ing areas: 

a) Policyl and le'islativeadocac/ ­
drafting of the "Manifesto for People's 
Health;" promoting breastfeeding and 
women's participation in family 
planning and population program of 
the government; supporting the 
formulation of the National Drug 
Policy and the enactment of the 
Generics Act of 1988. 

b) IlcalthsectororNanizing - lobbying 
for the passage of the Magna Carta for 
Public Health Workers. 

c) Research anid docunientation ­
conducting studies on appropriate 
health technology; disseminating 
technical information; analyzing of 
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health statistics. 	 meetings, seminars and research of 1991, and making known its stand
d) Health resource development - activities. To promote its members' on diverse issues through its weekly 

community exposure/immersion or personal welfare, it pushed for better columns. 
integration of medical students within pay for physicians in government To strengthen existing linkages 
depressed communities; workshops on service, gave awards for outstanding anmong its members, the paper 
primary health care; short courses on performance in medical service, and proposes a network of project leaders 
community medicine, 	 made available legal assistance and of PHICprojects and coordinators of 

e) Human rights advocacy - providing disability and death benefits. continuing education programs; 
health services and medical aid to the 4. As a force to unify physicians and monthly newsletters; and monthly 
urban poor, striking workers, staffs of link them with other sectors, it has meetings. To beef up linkages between 
cause-oriented organizations, victims intensified its recruitment campaigns, IPNA and the government, it 
of human rights violations, internal increased its benefits to members, and recommends maintaining a liaison 
refugees, torture survivors and created more venues in which the with the Department of Ilealth at the 
detainees, members could interact with one policymaking level; with the 

f) ,.hi'fand disastermanagement - another. ithas also forged links with Department of Interior and Local 
sustained recruitment and organizing international organizations as well as Government at both policy and 
of volunteers as disaster response local non-governmental organizations. operati,'-!,:.:',,liii the Department 
teams; regular solicitation and An e\'ahuatiot of how these roles .,c lducation and Culture for more say 
stockpiling of needed medicine and were carried out gave rise to several in improving nursing education; and 
medical supplies, foods and other recommendations foremost among with the I'OEA and Department of 
essentials. which are: a) a more focused and Labor and Employment to promote 

g) Networking - periodic holding of comprehensive program planning; b) the interests of nurses working 
conferences, consultations and more expertise in advocacy and policy overseas. 
information exchange among NGOs; development; c) institutionalized 
maintaining linkages with manpower resource development The National Budgeting Process and the 
international organizations to gain programs for the physicians in private DOH Budget 
international support on health issues, practice and the government, as well 

Finally, the paper notes the trend as allied health professionals in the Rhais M.Gamboa and 
towards broader networking and DOI-!; and d) a more harmonious Mila Silva 
boodir, anong NGOs, as well as a working relationship with DOll, 
grow,, collaboration with the marked by mutual respect. * his paper has three main sections. 
government. The first describes in general 

The Role of the Philippine Nurses I terms the national budget process. 
The Role of the Philippine Medical Association in Health and Development The second analyzes the DOll budget 
Association: AReview from 1986 to1992 in terms of its growth and allocation. 

Leeda Layo-Danao Tie final section identifies some 
Franci-co P.Flores budgetary policies and regulations 

lhe paper is a detailed account of that negatively impinge on DOIB	ased on a review of the activities the multifarious capacities tackled operations. 
of the Philippine Medical Associa- Tiby the Philippine Nurses Associa- The implicit premise of the DOll 
tion from 1986-1992, the paper tion, as manifested in the following ac- budget is to use the entire 

highlights four riajor roles, nlamely: tivities: 	 appropriation as efficiently and 
1.As a direct -,rovider of medical 1. Providing health services through effectively as possible. lowever, theservices, its activities evolved from its: 	 ability to utilize the budget properly,prinary health care projects, 

one-shot medical missions to the more volunteer nurses, donations of health regardless of the amount appropriated 
permanent Adopt-a-Barangay inputs as well as cash, and its by Congress, presupposes accessing 
program aimed at capacity-building publications on standards of nursing the budget. In turn, accessing the 
among communities; from controlling practice; budget requires an understanding of 
disease of individuals and 2. Providing technical resources by the national budgcting system and 
communities to controlling the being the sole reviewer and accreditor how it affects the DOH. 
destruction of the environment; and of continuing education programs, by The budget process has four phases, 
from services delivered in emergency providing speakers and resource namely: (1) budget preparation, (2) 
rooms to the field in times of natural persons to interested groups, and by budget legislation or authorization, (3) 
and man-made disasters, participating in various health and budget execution, and W1)budget 

2. As an agent in policy non-health organizations as well as accountability and review. Th;s is a 
development, it spearheaded the international forims; cyclical process that takes about nine 
campaign for a "Smoke-Free 3. Spearheading public discussions months to complete, although there 
Philippines," organized public on health policies and programs are certain stages within the year when 
discussions on health policies and through its quarterly journal, its some phases overlap. 
programs, and acted as technical regular contributions to magazines Overall, the yearly growth rate of 
advisers to local government units. and newspapers of general circulation, the DOD budget has been uneven. As 

3. As an agent in the development of its conferences and conventions a percentage of the total national 
health manpower, it aimed for tackling issues in health and budget, the DOH budget has ranged 
professional development by developm,t, and its guestings on from a minimum of 3.6 percent in 1981 
establishing the Center for Continuing public service TV programs; to a high of 5.8 percent in 1989. In real 
Medical Education, organized training 4. Xdvocating for policy positions in per capita term,;, tile 1992 DOII budget 
programs on leadership and the ,,ealthsector by lobbying for the is only about equal to the P85 level in 
management skills, and held scientific passage of the Philippine Nursing Act 1982. 
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Among the budgetary policies and Local Government Code, the paper
regulations that adversely affect the argues for: a) a positive shift towards 
utilization of the DOI I budget, and health priorities; b)an emphasis on the 
consequently the planning and Department of t lealth's responsibility 
implementation of DOt ilprograms,to neutralize the inequitable
are: (1) delay in tileimplementation of 
the General Appropriation Act at th:e 
start of the year; (2) automatic lapse of 
the Notice of Cash Allocation at year 
end; (3) unpredictability of, and delays 
ill,
fund releases; and (0) limitations in 
tile
use of savings of appropriated 
funds. 

In conclusion, there might be a need 
to consider the peculiarity of 
operations of individual departments 
without compromising tileintegrity of 
the government's overall budgetary 
process. Tile fact that tileDO!I has 
unique obligations in terms of saving 
lives under conditions oif emergencies 
mmay argue for some flexibility in some 
of the budgetary rules and regulations. 
Such flexibilities will avoid 
jeopardizing the implementation of 

emergency operations such as 

purchases of dietary supplies or the 

sustainability of remotely-situated 

DOI Ihospitals. 


National and Local Government Shares in 
"ealth Care Financing 

Bienvenlido Alano, Jr. and 

Emelina S. Alnario 


n examining the government's lund-
ing for health care for the period 
1986-1989, the paper shovs that 

health received the lowest priority, ac-
counting for only 3 percent of the na-
tional government's budget and 5per-
cent of tilelocal government's budget. 
Of the total amount of 122 billion ex-
pended for health during tileperiod, 
88 to 91) percent was shouldered by the 
national government and the remain-
ing 10 to 12 percent by the local 
government. 

Publi t" health spending for tile 
period grew on the average at 22 
percent annually or I I percent in real 
terms. The health expenditures of the 
national government grew nearly 
twice as much as that of tilelocal 
governments'. With this increase in 
health spending, per capita 
expenditures on health improved 
during the period, growing by 11) 
percent annually in nominal terms or 
11 percent in real terms. In the 
distribution of tilehealth budget, tile 
amount allocated by the national 
government for hospital services was 
more than twice that for field health 
services, while the opposite was true 
at the local government level, 

With tileimplementation of the 

distribution of healtll resources; and c) 
the ,apping of alternative sources of 
het Ith care financing to assit 
low er-income local governnlent units 
in fioancing devolved personnel and 
functions, 

User Fees: An Option for Government 
Hospitals? 

Enelina S. Almario and 
Jose Antonio Lichauco 

ased on a framework tapping the 
potential of user fees in govern-
i,ent hospitals to generate alter-

native financing, tilepaper proposes 
an action plan whose main features 
are: (1) an effective referral system to 
correctly channel health resources, and 
thus ensure nuaximum utilization and 
reduice'd ap,icit' strains in major 
hospitals; (2) an improvised pricing 
and costing infrastructure which ill-
poses a coimmon design of cost 
analyses and management infrastruc-
ture for public hospitals, accurately 
evaluates patients' willingness and 
ability to pay, strikes a balance be-
tween cost recovery and e(juity, and 
formulates clear guidelines on rate set­
ting; and (3)income retention to en-
courage hospitals to be more aggres­
sive in charging and collecting fees. 

Although tilelegal mandate for 
charging user fees is clearly set by the 
Local Government Code, government 
hospitals have to make a slllooth 
transition from the current system (if 
subsidized hospital care to a sharing of 
hospitalization costs by both the 
government and tilemarket. This can 
be done through a) a stronger patient 
selection process that identifies the 
patient's appropriate level of health 
care facility based on his needs, 
affordability and informed choices; 
and b) a reorientation of hospital 
management to ascertain tilemarket's 
willingness and ability to pay for 
hospital services, to generate 
additional revenue, and shoulder both 
direct and indirect costs with tileaid of 
a cost-finding system and a control 
system ensuring that all recovered 
costs are used appropriately. 

Foreign Assistance inHealth Care 

Emelina S.Almario and
 
Margarita F. Villalon
 

he paper exalllileS the role of
I foreign assistance in health care as 

I eemplified , the',rin,:: forms 
of assistance emanating from multi­
lateral and bilateral agencies and non­
governmenta organi/ations (N(;Os) 
to the five chihd sm ,'ival interventions 
sponsored bv te Department of 
Ilealth. Reachin, a high of 1P1067 mil­
lion in IW)1, foreign assistance to these 
projects is projected to gradually
decrease from I992 onwards. To fur­
ther understand the role of foreign as­
sistance, the paper also discusses its 
hidden costs which tilelPhilippine 
government has tt)shoulder illthe 
form (Acounterpart funding, 
bureaucratic imhfrastructure, overlap­
ping of functions within the DOI,and 
the unreasonably long period of time
 
required ill
securing foreign financing 
and fund disbursement. More than 
these issues, the danger of dependence 
on foreign assistance may loom even 
larger with tileimpending end of the
 
programs in 1994.
 

The Acute Respiratory Infection (ARI)

Research Program: Eleven Years of
 
Relevant Research
 

Mlediadora C. Saniel 

he Department of Health's Re­
search Institute for TropicalTMedicine has generated substan­

tial findings that would serve as useful 
inputs to the control Of acute 
respiratory infection (ARI) illtie
 
countrv. Pnetumnia incidence was 
placed at 1.5per child per year --a rate 
considerably higher than that in 
developed countries -- with the lows' 
socioeconomic groutp exposed to tile 
greatest risk. File risk factors for ARI 
norbidity include parental smoking, 
lack of breastfeeding, and household 
crovding. The risk factors for ARI mur­
tality, as gleaned from an urban hospi­
tal-based study, include severe compli­
cated illness, presence of measles, and 
severe malnutrition, while those from 
a community-based study include 
births attendt d by hilots, low 
birthweight, lack of breastfeeding, no 
immunization, and Ino,' or no educa­
tion of mother. Specifically, the inade­
quate knowledge and inappropriate 
behavior of mothers, which limit the 
child's chances for survival, argue for 
a massive educational campaign 
geared toward mothers who may be 
taught to recognize fast breathing as 
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an early predictor of pneumonia and family and the community, and the paper estimates that there are possibly 
to make immediate referrals for an- therapeutic modalities that will reduce no net additions to the stock of health 
tibiotic medication within two days of morbidity while maintaining the manpower practicing in tilecountry. 
onset of fast breathing. quality of life on a out-patient basis. In terms of employment statw';, 67 

The ARI case management strategy Finally, it is proposed that the output percent of nurses and 73 percent of 
was developed and implemented in of these and all other research studies midwives are employed in the 
Bohol Island from 1985 to 1991. This on I-llV infection be collected by a government sector while most 
program was found to have rational DOI I clearinghouse, and subsequently physicians and dentists are with tile 
and scientific bases, and resulted in disseminated and implemented as a private sector. The number of
 
mortality reduction as well as tile cost-effective way to utilize professionals employed by the
promotion of rational and reduced information. Department of I lealth for 1986-1991 

inappropriate antibiotic usage. registered increases on the whole. On a 
Findings reveal that an ARI control Overseas Contract Workers and the regional basis, population per 
program could be successfully Economic Consequences of HIV and AIDS In manpower ratios for physicians, 
integrated into the existing and the Philippines dentists, midwives and nurses 
functional primary health care declined in Region I but increased in
 
structure of the Department of Itealth. Orville Solon and Region 4. Significant increases were
 

Angelica 0. Barrozo recorded in tie NCR for population
 
AIDS and Its PoGential Economic Impact on per physician and per nurse; in
 
the Health Sector in the Philippines f ata on reported IIV cases sug- Regions 7 and 11 for population per
 

gest that Filipino overseas con- midwife; and Regions 2 and 3 for
 
Ofelia T. Monson tract workers (OCWs) are at high population per dentist.
 

risk of contracting I !IV. Overseas w,' k File paper diverges from the use of 
he paper presents information is an important factor in mitigating the professionally determined population 
showing that the -IIV infection domestic unemployment problems tile to professional raties to interpret these 
has established a firm hold in the Filipino workforce faces. In addition, trends in health manpower. Instead, it 

Philippines, with a total of 333 remittance by OCWs account for no,.,- relates the requirements for health 
recorded HIV-intected/AIDS cases as ly eight percent of foreign exchange in- professionals with the overall demand 
of June 30, 1992. The progression of flows in the l'hilippines. Thus, tile for health care services. An indicator of 
HIV infection into AIDS will be in- AIDS epidemic may have a significant demand which the paper explores is 
fluenced by the co-existence of dis- impact on the Philippine economy by the willingness to pay for health 
eases prevalent in the Philippines, its effect on )CWs. This paper focuses services, as evidenced in the exodus of 
notably tuberculous infections. The on two types of costs. First, costs of a health professionals to other countries 
paper contends that the threat of a macroeconomic nature could result where prevailing salary rates are 
widespread epidemic is real given (a) owing to a reduction in a source of higher, or domestically, in the 
the low level of awareness about the foreign exchange earnings and employ- concentration of physicians in regions 
disease among policymakers and the ment. These costs take the form of sig- where consultation fees are higher. 
public; and (b) the inadequate means nificant increases in unemployment as Using health care expenditures as 
to control the spread of infection in remittances from abroad dry up. indicator of demand, current data 
terms of the needed medical informa- Second, the AIDS epidemic could in- indicate that lower population to 
tion to identify and manage the HIV- pose costs at the micro level in the physician ratios are associated with 
infected patient among medical prac- form of medical care costs and income higher health care expenditures. Also, 
titioners and other health providers, fo:egone by OCWs. This latter set ,-f figures associating higher number of 
the appropriate behavioral change cost calculations is extended to inciude beds with higher number of physicians 
among the population, and the ade- (a) the external cost imposed by I IIV- tend to support the hypothesis that 
quate infrastructure and supplies, positive individuals who infect others, physicians gravitate towards areas 

Considering the tremendous costs and (b) the declining employment op- where medical support facilities are 
required to contain the transmission of portunities abroad for OCWs as both greater in number. 
the I-IIV infection/AIDS, the paper demand-and-supply-side responses 
recommends a massive educational occur in the OCW market as a reaction Utilization Pattern of DOH Hospitals: A Brief 
campaign for both the public and to the epidemic. Review Based on the DOH-HOMS 1989 Data 
medical practitioners, and intensive Set 
research. The former, to be Human Resources for Health 
spearheaded by the Department of Ma. Socorro Zingapan 
1Health, should involve both public Aleli dela Paz Kraft 
and private, health and non-health his review and analysis of 1989 
sectors; should target wider groups; iven the dearth of data on the data yielded the following utiliza­
and should aim for actual information | stock of health manpower in the I tion patterns: 
dissemination. For more effective IIV G Philippines, the paper describes 1. Based on bed occupancy rates, the 
disease management, all medical and recent trends in the growth and dis- average utilization for all hospitals 
paramedical personnel must undergo tribution of medical professionals, was 77 percent, with hospitals in 
educational preparation, and with the use of available but incom- Region 8 being least utilized at 60.4 
HIV-related social support services plete counts as well as selected in- percent, while those in Region 6 
must be expanded. Secondly, research dicators. Based on the number of posted the highest occupancy rate at 
must be pursued to estimate the newly registered practitioners for 1988- 93.5 percent. Across hospital types, 
medical costs of HIV care, the 1991, minus the number of workers classified by bed capacity, municipal 
cost-effectiveness of -[IV programs, who have permanently migrated or hospitals (which have the lowest bed 
the economic costs of AIDS on the are on work contracts abroad, the capacity) were most utilized at 96 per­
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cent while the special hospitals (with 
the largest capacity) recorded the 
lowest rates at 63.7 percent. 

2. The catchment areas of regional 
hospitals exend beyond their officially 
defined boundaries, serving as 
substitut-s for the services of other 
regional hospitals. 

3. In terms of subsidy received on a 
per bed and per patient-day bases, the 
smallest -- municipal hospitals --
received the largest subsidy while the 
Medicare hospitals, the next to the 
smallest, received tileleast. Although 
there were wide variations for the 
same hospital types across regions, 
overall, Region 12 and the National 
Capital Region received the most 
sizable subsidy while hospitals in 
Region 8 received tilelowest. 

4. The regional occupancy rate rose 
initially as per capita gross regional 
domestic product increased but after a 
certain level of GRDP, the occupancy 
rate decreased. 

The paper stressed the need for 
greater access to more and better 
information on tileoperation of DOH 
hospitals, noting a number of missing 
or inconsistent records in the data set 
reviewed. 

Medical Technology 

Oscar F. Picazo 

he paper sketches mainly the cur-
rent technological status of public 
health programs in the Philip-

pines. The technologies in support of 
these programs are available bLt the 
financial viability and sustainability of 

the established ones like the Extended 
Program of Immunization (EPI) and 
Control of Diarrhoeal Diseases (CDD) 
are threatened by declining foreign as-
sistance and the impending devolution 
of public health services. On the other 
hand, the expansion of programs for 
the treatment of tropical diseases, and 
that of other non-communicable dis-
eases, is hampered by expensive tech-
nology. Other shortcomings of the 
public health technologies are the 
vague program locus of the micro-
nutrient supplementation programs; 
the possible misuse of the inexpensive 
antibiotics on which the Acute 
Respiratory Infection interventions are 
based; and tilelack of information 
documenting which maternal care in-
itiatives or technologies work or don't 
work. Briefly, the paper also dwells on 
the issues impinging on hospital care 
technologies for which data are un-
available, and the health product 
development for which no policy or 
supportive environment exists, 

Traditional Medicine Inthe Philippines 

Marilyn N. Gorra 

s a parallel system of health care,A traditional medicine in the Philip-
A pines is catered to by more than 
half of the population, especia.lly the 
poorer segments. Of the I;ad .tional 
healers, hilots or traditional birth atten-
dan!- are the most widely recognized 
and patr nized. In 1989, hilots still at-
tEnded the largest proportion of births 
in the country, except in the National 
Capital Region and the Cordillera 

Autonomous Region. Some micro 
studies tended to show that they are 
less utilized in areas where profes­
sional practitioners are more acces­
sible. A significant proportion of 
households have also resorted to tradi­
tional home remedies. Some common­
ly used herbal remedies have been 
tested and empirically proven effective 
in relieving symptors of ailments 
such as fever, cough and diarrhea. 
Many of these have been adopted by 
the DOH for propagation under the 
herbal medicine program of the 
government. 

Unlike those of China and India, 
however, traditional health practice in 
the Philippines is not a highly 
developed academic system. The 
paper recommends long-term and 
short-term strategies to realize the 
potentials of traditional medicine in 
producing alternative medicine and 
healing techniques which are 
affordable and readily available to the 
people, as well as in expanding the 
stock of practical medical and health 
knowledge. The long-term strategy 
involves developing traditional 
medicine as a systematic body of 
knowledge on health care, capable of 
being taught thrCugh theoretical and 
practical methods, while the 
short-term strategy requires 
dissemination of information on the 
herbal medicines proven effective for 
the more common ailments afflicting 
majority of the population; and the 
refinement of means to enhance the 
medicinal value of herbs. . 
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