PD -ANZ-S 1

UNCLASSIFIED

AGENCY FOR INTERNATIONAL DEVELOPMENT

Washington, D. C. 20523

PROGRAM ASSISTANCE
APPROVAL DOCUMENT

(PAAD)

Philippines: The Child Survival Program
(492-0406)

September 28, 1989

UNCLASSIFIED




THE CHILD SURVIYAL PROGRAM
(492-0406)

PROGRAM ASSISTANCE APPROVAL DOCUMENT

USAID/Philippines
September 1989



- ouademay

crLassiFicaTion: UNCLASSIFIED

1. PAAD Number

AGENCY FOR INTERNATIONAL DEVELOPMENT 492-0406
2, Country
PROGRAM ASSISTANCE Philippines
3. Category
APPROVAL DOCUMENT ‘ Sector Assistance
(PAAD) 4. Date
September 28, 1989
5, To Malcolm Butler 6. OYB Change Number
Director, USAID/Philippines N/A
8. OYB Increase
.Erom  gary M. Imhoff N/A
Chief, DRM/PDID To be taken from:
9, Approval Requested for Commitment of 10. Appropriation Budget Plan Code
$ 50,000,000 HE: $44,000,000 PN:3$6,000,000
11, Type Funding 12. Local Currency Arrangement ]12. Estimated Delivery Period 14. Transacuon Eligibility Date
Clrosn 0 Grant | [(informal ) Format X0 More | Sept. 1989-March 1994 September 28, 1989
15, Commodities Financed
N/A
16, Permitted Source { 17, Estimated Source -
U.S. only - i u.s. $ 3,400,000
Limited F.W. - | Industrisiized Countries -
Free World $ b N 000 LOOO i Local £46,600.000
Cash $45,000,000 I Other -
I

18. Summary Description

NOTE :

The Child Survival Program will provide S50 mjltion in grant assistance to the
Government of the Philippines. O0f this total, approximately 345 miltion will
be disbursed in exchange for agreed policy changes and the expansion of chiild
survival-related services. The remaining $5 million will finance the
anticipated technical assistance, monitoring and evaluation needs of the
program, with anv unused amount reallocated to the program assistance line
item. The $45 million in sector assistance will be disbursed in four annual
tranches beginning in early FY 90. The nlanned technical assistance,
monitoring, evaluation and audit services will be provided through AID-direct
contracts. ‘

The provisions of the payment verification policy regarding methods of
implementation and financing, financial capability of recipients, and adequacy
~of audit coverage have been adequately addressed in this doCument.

pbntroller

)
19. Clearances Da : 20. Action
OPHN:WHJohnson - LA/ afyc] £7
0D/PE :PRDeuster 2//27 /&5 X APPROVED ‘ ] DISAPPROVED
€0:JCStanford -
DRM:GMImhoff 2 Authorized Signatur Date
QLA:LChiles Malcolm Butler Sept. 28, 1989
. = Titl
0D :RAJohnson t’/ 2 4 ; itie Director
AID 1120-1 (5-82) CLASSIFICATION:




ACTION MEMORANDLM FOR THE DIRECTOR

THROUGH: Mr. Richard 4 0 DATE: Sentember 27, 1989
Deputy D1r°ctor

F0M: Gary M. Imhof
Acting Asscciate D1rector
Office of Dev#lopment Resources ianagament

SUBJECT: ‘CHILD SURVIVAL PROGRAM (492-0405) -~ Program Assistance Approval
Documant (PAAD) Authorization and Aporoval of Grant Agreement

ACTIOM REQUESTED: Your approval is sought to authorize the attached PAAD for
the subject program and to approve the transmittal of the final Graat
Agrzement to the National Economic and Development Authority (NEDA) for
signature.

85F<CQOUAD The purpose of the Child Survival Program is to assist the
Government of the Philippines (GOP) to increase the availability and
utilization of cnild survival-related services, including child spacing,
particularly to underserved and high-risk groups. The Child Survival Program
is designed as sactor assistance, with performance measured against specific
policy objectives and perforinance benchmarks usad as tie basis for program
disbursements.

The Child Survival Program will provide $50 million in grant assistance ovar
the four-year life of program. Of this total, approximately $45 million will
he in performance-based program disbursements; the remaining $5 million will
finance technical assistance services and the program's monitoring and
evaluation requirements.

The program assistance will be disbursed in four annual dollar tranches. Tne
tranching decision eacn year will be based on the program's annual progress
review. Dollars and any intaerest earned will be used for payment of official
debt (excluding obligations incurred by public corporations) to muitilateral
Tending institutions such as the International Monetary Fund, the
International Bank for Reconstruction and Development and the Asian
Development Bank. There will be no peso generations under the program.

DISCUSSION: The PAAD for the subject program was reviewed by the Mission
Review Committee on September 11, 1989. Two issues were raised at the
review: tranching decisions and the specificity of the performance benchmarks.

1. Tranching Decisions: The iMission Review Committee recommended utilizing
n “all or nothing" ‘ranch1ng scheme the first year of the program, with the
GOP responsible for achieving all of the agreed performance bencimarks, but
incorporating into the Grant Agreement language that would permit AID, at its
discretion, to disburse the planned tranche amount in circumstances where the
benchmarks were not met but the policy objectives were achieved. This
tranching arrangement will be reviewed at the end of the first year of the
program to determine its continued appropriateness.
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2, DPerformance Indicators: Tne Mission Review Committee recommended the
reword1ng of two policy objectives and performance benchmarks related to
ensuring appropriate funding for child survival services. The Committee
Spec1f1ed Janguage for one objective and bencnmark, and asked the Controller's
Office to research Department of Health budget information in order to revise
the second One objective/benchmark set was accepted by- the GOP during
negotiations; ncvever, the other was deleted, with the substance incorporated
into another pervormance bencnmark.

In relation to the policy matrix, the ifission Review Committee recommanded
omitting the subiileadings of the end-of-nrogram service delivery indicators
indicating the degree of DCH control over the indicators. In addition, the
Committee racommended eliminating the "malnutrition" service dalivery
indicator and replacing it with a policy objective requiring the development
of a comprehensive national strategy for addressing malnutrition problems.
These changes have been made in the matrix and were accepted by the GOP during
negotiations.

Subsequent to the Mission Reviaw, during the preparation of the Grant
Agreenent, OPHN, OLA, DRM/POID and co representatives agreed that tie
distinctions between "cors" and "non-core" policy maer1x items would be
eliminated; for each year of the program, all policy items agreed to would be
requirad to be completed. This change is consistent with the revised
tranching procedure. Consequently, some proposed first-year policy changes
were rescheduled for the second year of the program. In addition, for reasons
of clarity, the policy matrix nead1ngs have been changed; instead of "policy
chjectives," "1mp1emenuat1on actions" and "performance indicators," the new
headings are "categories of policy reform," "policy objectives" and
“performance benchmarks," respectively.

The end-of-program service delivery indicators have been included in Annex 1
to the Grant Agreement. However, the policy implementation matrix does not
form part of the Grant Agreement; instead, the matrix as agreed to during
program negotiations has been forwarded to NEDA. NEDA will formally submit
the matrix to A.I.D. at the time of grant signing. For your reference, the
final matrix appears on pages 25 - 29 of the PAAD.

AUTHORITY: In STATE 245039, the ANE Buresau approved the Mission's request tc
juthorize the Child Survival Program in the field. The Mission was advised in

STATE 266046 dated August 19, 1989 that the Congressional Notification waiting

period had expired without obJect1on. The Mission received budget allowances
of $8 million in population and health funds (new obligating authority) for
the program per STATE 265946, dated August 19, 1989, and $3,121,300 in health
funds (reobligation) per STATE 285807, dated September 7, 1989 The statutory
checklist has been reviewaed by ANE (country portion) and the Mission, and
there are no legal impediments to the obligation of funds.

WAIVERS: There are no waivers required at this time under the Child Survival
Program.
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RECOMMENDATION: Based on the above, that you indicate your approval of this
réquest Dy signing in the space provided below, and authorize the subject
program by signing the PAAD facesheet (TAB A). You are also requestad to sign
the Gray Amendment Certification (TAB B) and approve transmittal of the
Project Agreement to NEDA by signing the clearance sheet.(TAB C) and the
transmittal letter to NEDA (TAB D). Upon receint of signed copies of the
Agreement, the documents will be returned to you for your signature and
obligation of funds.

APPROVED: %’/é

DATE: SEP 27 1829
Attachments: - -~
A. PAAD Facesheet
B.. Child Survival PAAD
C. Clearance Sheet for Grant Agreement
D. Transmittal Letter to NEDA
E. Program Grant Agraement
F. STATE 245039
G. STATE 266046
H. STATE 2659446
I. STATE 285807
Clearances:
QPHN:WHJohnson (draft)

DRi/F 7 :DAD'Antonio ~(draft)
QD/PE:PRDeuster
C0:JCStanford <
OLA:LChiles

AN
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SUMMARY AND RECOMMENDAT IONS

PROGRAM TITLE AND NUMBER: Child Survival (492-0406).

GRANTEE: The Government of the Philippines (GOP).

IMPLEMENTING AGENCY: The Department of Health (DOH).

FUNDING LEVEL AND TERMS: U.S. $50 million grant from Development

AsSi1stance funds.

LIFE OF PROGRAM: September 28, 1989 to March 31, 1994,

PROGRAM PURPOSE: To increase the availability and utilization of child
survival-reTated services, including child spacing, particularly to
underserved and high-risk groups.

SUMMARY PROGRAM DESCRIPTION: The program will provide $45 million to

support policy changes, 1ncluding the expanded delivery of child
survival-related services,and $5 million to finance technical assistance,
monitoring, evaluation and audit services.

GRANTEE CONTRIBUTION: The GOP plans to provide approximately $72 million

of GOP funds Tor child survival-related services over the four-year life
of the program,

STATUTORY REQUIREMENTS: A1l statutory requirements have been met. (See

Annex U. )

RESOLUTION OF PRbGRAM ISSUES: Al1 program issues have been

satisfactorily resolved; these are detailed in the Action Memorandum
requesting Program Authorization. ’

RECOMMENDATION: Authorization of a grant of U.S. $50 million, if

negotiations do not significantly alter the Program in form or substance.

PROGRAM COMMITTEE: The USAID Program Committee members are:

OPHN:WHJohnson OPHN:KRFarr
OPHN:RRCapul OF FPVC:ADavis
DRM/PRO:SBlevins DRM/PDID:PJordan
0D/PE:MLPanlilio CO/FMSD:MAFrancisco

E0/CSD:WEReynolds RLA:LChiles
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I. BACKGROUND
A. STATE OF THE PHILIPPINE ECONOMY

The early and mid-eighties were a lost period of development for the
Philippines. The lack of economic progress, particularly from 1984 .- 1985
when the economy suffered its worst recession since World War II, has deepened
Philippine poverty and unemployment problems. The Philippine economy has
recovered since 1986 as a result of the restoration of political 1eg1%1macy
and implementation of policy reforms. The economy grew Dy 1.5 percent in
1986, 5.91 percent in 1987, 6.74 percent in 1988 and 4.10 percent in 1989
(first quarter). Despite economic recovery, fundamental problems remain in
the areas of poverty, unemployment, rapid population growth, the inefficient
industrial sector, underdeveloped export and agricultural sectors, a large
foreign debt, equally large domestic debt of the public sector, and weak
financial institutions.

Coupled with rapid population growth, the slow growth and actual 1984 -
1985 declines in output caused per capita income to fall to $536 from the
pre-crisis level of $720. The economic recovery that started in 1986 has not
yet raised per capita income to its pre-crisis level. Although the incidence
of poverty was reduced from 58 percent in 1985 to 49.5 percent in 1988, at
Jeast 30 million of the country's estimated 56 million people are still poor.
Rural incomes are only half of urban incomes. In a situation of few
employment opportunities, rapid growth of labor supply aggravates the poverty
situation. The unemployment rate remained high at 9.6 percent in 1988,
although reflecting an improvement from the 1986 rate of 11.8 percent,
Underemployment is estimated at about 32 percent. The urban unemployment rate
of 15 percent in 1988 was around twice that of rural areas.

High population growth, ‘currently at approximately 2.4 percent annually --
the highest of the Association of Southeast Asian Nations (ASEAN) countries --
and the continued expansion of the labor supply, which brings 700,000 new
entrants yearly to the labor force, created a labor surplus condition that
depressed real wages and imposed pressures on the utilization of the country's
natural resources. A rapidly growing population also exerts pressures for
increased government resources to be devoted.to-basic social services. Severe
constraints on the availability of public sector resources, as indicated by
the national budget deficit of P23.2 billion in 1988 ($1.09 billion using the
end-of-year exchange rate of P21.335:$1.00), limits the ability of the
government to respond.

Productivity declines in manufacturing over the past two decades have made
the situation worse. These declines may be attributed to the Phi]ippines
long history of trade protectionism resulting in inefficiency in manufactur1ng
industries,

The serious poverty situation in the country has bred malnutrition and
poor health status. Chronic malnutrition ("wasting"), as indicated by the
proportion.of children below the weight-for-height standards, increased from
10 percent in 1982 to 16.6 percent in 1987. Despite a relatively high per
capita income in compar1son with other countries in the reg1on, the
Philippines lags behind in improvements in the quality of life. Among ASEAN
countries, the Philippines has the lowest calorie supply per capita and the
second highest infant mortality rate.



B. CURRENT POLITICAL SITUATION

On February 25, 1986, a popular, civilian-backed and relatively bloodless
revolution brought Corazon Aquino into power. Fundamental political changes
characterized the first two years of the Aquino administration. President
Aquino's popularity created a climate conducive to reform, including tHe
replacement of senior members of the judiciary as well as military reforms. A
new Constitution was ratified in February 1987; elections of Congressional
members were conducted in May 1987; and the convening of Congress in July 1987
re-established a system of checks and balances. The conduct of provincial and
municipal elections in January 1988 and barangay elections in March 1989
completed the restoration of democratic political institutions in the country.

The Aquino administration also launched a major economic reform program
that greatly contributed to the economic recovery starting in 1986. A major
redistributive thrust of the economic program, the Comprehensive Agrarian
Reform Program, was signed into law in June 1988.

The restoration of democratic political institutions has stimulated the
rebirth of traditional Filipino politics characterized by rhetoric¢ rather than
action and personal interest rather than public service. These developments,
together with the leftist and Muslim insurgencies, have complicated consensus
building for reform. In addition, the 20-year rule of Ferdinand Marcos left a
legacy of overcentralized decision-making and administrative difficulties in
getting resources to rural areas. All these, together with charges of serious
graft and corruption in government (which may be undermining the popularity of
President Aguino), challenge the Aquino administration to sustain the momentum
for reform and to. prove its good intentions by transliating pronouncements into
concrete actions. This largely depends on its ability to manage interest
group pressures without undemmining national interest, economic stability and
confidence in government, as well as on its ability to reduce red tape and L
remove graft in the government bureaucracy.

. THE PHILIPPINE HEALTH SECTOR
1. Health Status

The health of the Philippine population improved significantly during
the 1970s, although reduction in mortality rates in the 1980s has slowed
considerably. The crude death rate declined from 12 per 1,000 in 1970 to 9
per 1,000 i{n 1980; Yife expectancy at birth increased from 58 years in 1970 to
62 years in 1980; and the infant mortality rate declined from 75 per 1,000
1;ve births in 1975 to 63 per 1,000 in 1980, and further to 52.9 per 1,000 by
1988. :

At the same time, significant regional differences in mortality rates
exist, with higher rates in the less developed regions. In 1980, life
expectancy at birth was 66 years in the National Capital Region (NCR},
compared to 52 years in Western Mindanao. Infant mortality rates (IMRs)
ranged from 44 per 1,000 live births in the NCR to 113 per 1,000 1ive births
in Western and Central Mindanao.

The leading causes of death for all ages continue to be infectious and
communicable illnesses, although degenerative diseases appear to be slowly
gaining prominence. Altogether, easily preventable i1lnesses and diseases
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such as pneumonia, tuberculosis, diarrhea, nutritional deficiencies and
measles accounted for 41 percent of all reported deaths in 1984, while
degenerative diseases accounted for 28 percent of reported deatns.

Infant deaths comprise at least one fifth of all reported deaths, with
pneumonia the single most important cause of infant mortality. The jincidence
of pneumonia has not declined since 1978. In 1984, 24 percent of all infant
deaths were due to pneumonia, and 16 percent were due to other respirptory
illnesses. Diarrhea, nutritional deficiencies and measles accounted for an
additional 17 percent. Together, these illnesses accounted for more than half
of all infant deaths. ' :

Respiratory infections (bronchitis, influenza, pneumonia and
tuberculosis) and diarrhea are the most frequent causes of illnesses. Infants
and children under five years of age account for a large majority of morbidity
cases from specific causes. In 1983, 66 percent of pneumonia cases, 59
percent of bronchitis, 57 percent of diarrhea and 64 percent of measles cases
occurred in infants and children under five.

Mortality rates for all ages and for infants are higher in regions
with a very high incidence of poverty. IMRs are higher in rural areas, where
the majority of the poor reside. The infant mortality rate among mothers in
farm occupations was three times that among mothers in professional,
administrative or managerial occupations. Infant mortality rates also vary
significantly according to level of mother's education. Women with three to
four children experienced 30 percent higher infant mortality rates in both
urban and rural areas than women with one to two children.

The major causes of morbidity and mortality -- particularly of
infants -- are generally associated with poor environmental sanitation,
crowding and congestion arising from inadequate housing, and poor quality
child care resulting from the low education of mothers and child caretakers.
A1l these characteristics are commonly found in low income households. 5

2. Deteminant's of Health Status

Current trends do not favor rapid improvements in health status unless
major, highly focused interventions are implemented. Qther than income, a
major determinant is the education level of mothers. The proximate
determinants of health status include reproductive factors such as parity and
birth interval; environmental risk factors; nutrient intake; and health care.
High infant mortality risk is associated with increasing parity and shorter
birth intervals. In 1985, one-third of all nousenolds did not have sanitary
toilet facilities, and 23 percent did not have ready access to safe water
supply. Moreover, poor environmental sanitation is suggested by the very high
prevalence of infectious parasitism among preschoolers. The acute
malnutrition rate of preschoolers (underweight for age -- below 76 percent of
Philippine standards) in 1987 was about 19 percent, about the same as in 1982,
but down from about 21.6 percent in 1985, '

The incidence of breastfeeding is a major determinant of the
nutritional status of infants and a major factor in infant mortality risk.
Between 1973 and 1983, the incidence of breastfeeding declined, primarily
among younger mothers, among women with a primary education or less, and in
all regions except the NCR. Another important preventive measure,

——e
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immunization, shows rapidly increasing rates. The Medium-Term Philippine
Development Plan (1987-1992) estimated that only 30 percent of infants were
fully immunized in 1986, but by the end of 1988 coverage had reached nearly 70
percent. The goal is to achieve 90 percent immunization coverage by 1990, a
task that will entail targeting the hard-to-reach population groups.

The utilization of health care services is another important factor
affecting survival. The proportion of medically attended births rose steadily
to 57 percent in 1980, with no progress since then. In 1983, 93 percent of
births in the NCR had medical attention, compared with 34 percent in the Bicol
region. - Access to medical facilities and personnel is clearly more limited in
rural areas. Utilization of prenatal services is also low; the DOH estimates
that only 40 percent of pregnant women visit DOH facilities for full prenatal
care, and even less receive the tetanus toxoid immunization critical to
reducing neonatal tetanus deaths among newborns.

Although there are no available national data on the use of oral
rehydration therapy (ORT) by mothers for the treatment of diarrhea, surveys
done in Region VII show that the utilization rate is still low but improving.
In 1987 ORT use was below 10 percent in Region VII; it rose to almost 25
percent in early 1989 after an intensive training program for rural health
unit (RHU) staff and barangay health station (BHS) midwives was implemented,
and the use of oral rehydration salts (ORS) for diarrhea cases presenting at
DOH facilities is now approaching 100 percent.

3. Access to Health Services

The existing_health care system has not adequately dealt with the
health needs of the population, particularly of the poor majority. The
persisting disease pattern calls for greater efforts in promotive and
preventive health care services, including family planning, immunization,
environmental sanitation and hygiene, nutrition, breastfeeding and maternal
care. It also calls for wider coverage of basic curative services in the
rural areas, and stronger efforts to counteract the inaccurate beliefs and
attitudes about health care associated with low educational levels among the
poor.

Health care services are provided through public and private
hospitals, RHUs, BHSs, private physicians, various nongovernmental
organizations (NGOs) and traditional health practitioners. In 1986, there
were 1,949 hospitals, about two-thirds of them privately owned. More than
half -- small hospitals with limited diagnostic and treatment capabilities --
were for primary care. In 1985, there was one hospital bed for every 600
persons, although these beds were unevenly distributed across the country.
The hospital bed ratio was 1:300 in the NCR, while 1n the rest of the regions
the rate ranged from 1:600 to 1:1,000.

Physical access to public health facilities and personnel varies
widely, Both RHUs and BHSs are relatively more evenly distributed across the
country than hospital beds, but are close to major transportation networks and
to towns, while a large part of the population resides in remote areas.
Nutritionists are the least accessible government health workers, with a ratio
of 1:86,000 population in 1986. Dentists have a ratio of 1:48,000 population;
sanitary inspectors 1:28,000; and physicians, nurses and midwives, 1:6,000
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population. Again, there are significant regional differences in health
manpower distribution.

Although various NGOs provide maternal and child health, family
planning and nutrition services, their operations are relatively small, A
large majority of the rural population continues to rely on the services of
traditional health practitioners.

4. Health Care Expenditures

Serious problems have been noted regarding the quality of services in
public health facilities as a result of insufficient funding, inadequate
financial management and planning capabilities, as well as supervision and
monitoring. Public health expenditures account for only a relatively small
proportion of total spending, in comparison to private nhealth expenditures.

In 1985, formal health care expenditures totalled approximately P14.5 billion,
with the GOP accounting for 26 percent and the private sector for 74 percent.
On a per capita basis, real health care expenditures dropped to P40 in 1985,
down from P49 in 1981,

Data on household health expenditures indicate that about 70 percent
of total expenditures are for curative care such as hospital charges,
physician's fees and medicines. Low income groups, which spend a smaller
absolute amount on health care than higher income groups, spend a relatively
larger amount of their total health expenditures on curative care. Low income
households may have to spend their incomes on other, more pressing needs than
preventive care. I,

5. DOH Approach -

The diseases most commonly found among the poor are easily preventable

and controllable, at low cost per beneficiary, through immunization, proper
hygiene, early detection and simple cure. Yet the health sector in the past
has allocated a substantial part of its scarce resources to expensive
urban-based curative care based in hospitals and using highly-trained health
professionals, to which the poor have had limited physical and financial
access. Moreover, in times- of severe budgetary cutbacks, expenditures on
curative care were matntained at the expense of preventive and promotive
health care.

The GOP recognizes this problem and has adopted policies and
strategies -for the 1987 - 1992 planning period to address it. The major
features of the GOP health strategy are: the provision of basic health
services to the poor; vigorous implementation of preventive and promotive
health measures; and increased budgetary resources to the health sector. In
addition, policies call for greater integration of efforts among sectoral
agencies involved in the delivery of health services and greater collaboration
with the private sector.

DOH programs include implementation of an integrated maternal and
child health (MCH) program; strengthening of the primary health care approach;
sustained support for existing programs for tuberculosis, malaria and
schistosomiasis; and the development of new programs for cancer,
cardiovascular disease and acquired immune deficiency syndrome (AIDS}.
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The integrated MCH program, considered central to DOH child survival
efforts, is composed of (a) the expanded program for immunization (EPI); (b)
control of diarrheal diseases (CDD); (c) treatment of acute respiratory
infections (ARIs); (d) nutrition services; and (e) maternal health care, which
includes child spacing. These components are briefly described below.

a. EPI: The EPI component aims to increase the percentage of
fully immunized children in the under one year age group from 70 percent in
1988 to 90 percent by 1992, and tetanus toxoid immunization of pregnant women
from 37 percent in 1988 to 90 percent by 1992. To accomplish this, DOH
activities include the procurement of cold chain equipment; the training and
retraining of personnel; vaccine production, importation and distribution;
education of mothers combined with the social mobilization of communities; and
improved monitoring and evaluation services. Areas with low coverage and high
drop out rates are specific EPI targets.

b. CDD: . The CDD program has two major components: effective case
management and diarrhea prevention. The case management component includes
the training of DOH personnel on the use of ORT for diarrhea management;
development of public information, education and communication (IE&C)
campaigns to promote ORT use; the involvement of private sector groups and
professional societies to promote ORT; and the implementation of strategies to
assure a continuous, readily accessible supply of ORS.

There are seven diarrhea prevention interventions that are to be
promoted under the CDD program. These include the promotion of breastfeeding
and proper -weaning foods; measles immunization; and such environmental
sanitation measures as handwashing, proper excreta disposal, use of clean
water and proper food storage. Program emphasis, however, has been on
effective case management. Program resources allocated for the implementation
of the diarrhea prevention strategies have been minimal.

c. ARI: ARIs, chiefly pneumonias, are the number one killer of
infants and children in the Philippines. Although there is currently no
national program to reduce infant and child deaths due to ARIs, an ARI control
plan has been drafted, with a promising demonstration project underway in
Bohol Province.

d. Nutrition: The DOH nutrition activities are aimed at
improving the major nutritional problems in the Philippines: protein energy
malnutrition and deficiencies in Yitamin A, iron and iodine. The nutrition
component includes the promotion of appropriate weaning practices, the
provision of micronutrients to mothers and children, nutrition education and
growth monitoring. A new comprehensive breastfeeding initiative is also being
planned within the overall MCH program.

e. Maternal Health Care and Family Planning: This program
provides comprehensive maternal health services, including fam11y p]ann1ng
These services include counseling to avoid high-risk pregnancies, provision of
contraceptive information and services, pre- and postnatal care, tetanus
toxoid vaccination, promotion of breastfeeding and education to promote
weaning practices. The program is designed to reach the estimated two million
women between the ages of 15 and 44 who become pregnant each year, with
special emphasis on the estimated 20 percent of these women who will fall in
the high risk category.

b
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Building on the theme of the health benefits of family planning
and recognizing the linkages between population growth and development, the
DOH's integrated MCH/family planning program also has fertility reduction as
an objective. To reach this objective, the DOH has developed a plan to expand
the service delivery network so that 97 percent of all existing DOH facilities
will deliver at least some contraceptive information and methods by the end of
1993. Currently, the DOH provides family planning services in about 82
percent of its facilities. !

6. USAID Assistance to the Sector

Since 1978, USAID has provided approximately $30 million for health
activities through the Panay Unified Services for Health (PUSH) Project, Bicol
Integrated Health, Nutrition and Population (BIHNP) Project and the Primary
Health Care Financing (PHCF) Project. The USAID health priorities have been
to strengthen primary health care services; improve child survival; improve
cost effectiveness and service delivery efficiency; examine health care
financing alternatives; and ipcrease the role of the private sector in
delivering health services. All of these projects have aimed at shifting the
focus of DOH from curative to preventive services.

The goal of the 1978-84 PUSH Project was to demonstrate an effective
local government-managed and operated primary health care service delivery
system. The project, with AID funding of $5.7 million, was designed to serve
communities that are difficult to reach through the conventional DOH service
delivery system. Project implementation emphasis was on environmental
sanitation infrastructure development, such as household water and toilet
facility construction. The GOP implementing agencies were the Region VI
Regional Development Council and the respective provimcial and municipai
government units in project areas. The project's geographical coverage was
400 barangays selected from the four provinces comprising Panay Island.

The BIHNP Project was implemented in the provinces of Albay, Camarines
Sur and Sorsogon during the period 1979 to 1984. The project's focus was
similar to that of the PUSH project; however, the BIHNP Project's GOP
implementing agency was the Region Y Health Office.

The PHCF Project, launched in 1983, originally provided funding for
financing schemes, special studies and selective primary health care service
delivery systems. By 1985, USAID and DOH began to shift the project's focus
to planning for higher-impact child survival activities. In 1985, 1986 and
1987, amendments to the project were made to add the ORT, Fielid Epidemiology
Training Program (FETP), EPI and IE&C components, so that most of the current
PHCF Project assistance of $17.5 million is being utilized in support of child
survival-related activities. In addition, PCHf has provided technical
assistance in program management and support to the DOH to develop and
implement a totally new Health Information System, a crucial ingredient in
measuring program impact. .

USAID has also helped support planned GOP health expenditures through
its Budget Support and Food Assistance programs. In 1986, under the Budget
Support Program, USAID provided approximately $39.7 million in support of such
items as the operation and maintenance of health care facilities, the purchase
of drugs and medicines, intensification of the DOH primary health care program
and regional health administration and support services. In 1987, under the



-8 -

PL 480 Title Il Section 206 food program, USAID provided approximately $13.6
million in support of DOH budget items inciuding the purchase of drugs and
medicines, field health services, the primary health care program, and the
extension of medical and health services in regional hospitals. In 1988,
under the PL 480 Title II Section 206 food program, about $10.3 million of
USAID support was attributed to the DOH budget item for regional operations
and services| Through the Budget Support Program II, an estimated $30 million
of USAID support was attributed to malaria eradication, schistosomiasis
control and provincial medical and health services.

The PL 480 Title II Food Assistance program supports the DOH's child
survival-related activities. In FY 1990, the U.S.-based private voluntary
organization (PVQ) CARE and the DOH will implement a Title II MCH
supplementary feeding program, which will reach an estimated 386,400 preschool
children and 257,600 pregnant or lactating women. Also in FY 1990, the U.S.
PVQ Catholic Relief Services will assist approximately 730,000 preschool
children and 110,000 pregnant or lactating women through their Title II MCH
and day care feeding center programs, in collaboration with the Roman Catholic
Church and the Department of Social Welfare and Development.

In addition, a $1 million AID-funded Vitamin A project is being
implemented jointly by DOH and Helen Keller International. The purposes of
the project are to reduce Vitamin A deficiency through the integration of
Vitamin A supplementation into existing primary health care activities, and to
develop an effective Tow cost method of achieving adequate long-term Vitamin A
status among preschool children.



I1. PROGRAM RATIONALE
A. CHILD SURVIVAL SECTOR GOALS

More than half of the country's estimated 59.7 million persons are under
20 years o1d, with 20 percent (11.9 million) of the population under seven
years of age. The Philippines' child survival rate is significantly lower
than in other ASEAN countries, and mortality rates for all ages, including
infants, are higher in regions with a high incidence of poverty and in rural
areas, where the majority of the poor reside.

Al though tne DOH has recently increased both its overall health budget and
the proportion devoted to preventive health care, in the past the GOP allotted
only a relatively small proportion of its budget to public health
expenditures. Between 1981 and 1985, health care expenditures actually
declined by nine percent in real terms. As a result, the quality of services
in public health facilities was adversely affected.

Recognizing these problems, the GOP's Updated Philippine Development Plan
for 1988 - 1992 sets the following health priorities: the provision of basic
nealth services to the poor; vigorous implementation of preventive and
promotive health measures; and increased budgetary resources for the health
sector. Included among their specific health objectives are:

-- A decrease in the total fertility rate (TFR), from 4.0 children in
1988 to 3.7 in 1992, and an increase in contraceptive use from 39.6 to
45.6 percent of married couples of reproductive age over the same
period.!. -

-- A reduction in the nationwide infant mortality rate,;from 52.9 in 1988
to 47.8 per 1,000 1ive births by 1992.

-- A decrease in the percentage of pre-schoolers who are moderately or
severely malnourished, from 18.5 in 1988 to 14.2 percent by 1992.

B. SECTOR CONSTRAINTS
1. Budgetary Resources

Because of the ever-growing numbers of mothers and children in need
and the increased awareness of the importance of preventive services,
budgetary resources remain a current and projected constraint to the
achievement of the program purpose. The roots of the problem are found in
revenue 1imitations, budget allocations, population growth and the inefficient
utilization of funds. The solution to this problem will not be found in an
ever-increasing GOP budget for health. Rather, the solution will be found in
1imited budget growth, reallocation of the available budget resources,

1/ A more recent target established in the Philippine Population Program Five
Year Directional Plan is a contraceptive preva]ence rate of 55.4 percent
in 1993. Also, the 1988 baseline TFR of 4.0 is suspected to be too low.

A more rea]istic figure is 4.4,

Ty
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improved efficiencies of utilization, and the shifting of demand -- where
possible -- to the private sector. Some of these steps have already begun.

As previously noted, health care expenditures declined 9 percent in
real terms between 1981 and 1985. Since then, largely as a result of the
strengthened political commitment ta health, GOP budget allocations for health
have significantly outpaced overall '‘GOP budget growth. GOP health allocations
have increased from 3.6 billion pesos| in 1986 to 6.8 billion pesos in 1989, a
nominal increase of 89 percent in three years. At the same time, attention
has been given to proportionately increasing the allocations to preventive
services, from about 14 percent of the DOH budget in the early 1980s to
rougnly 34 percent at present. Obviously, these trends cannot be sustained
solely through increased public sector funding. :

The extent to which public sector funding for health needs to increase
is a matter of debate. The 1988 International Bank for Reconstruction and
Development (IBRD) poverty study recommended a doubling of the DOH health
budget to allow growth in preventive care while resource efficiencies and
financing alternatives are introduced. The doubling of resources will be
difficult. At the macroeconomic level, the GOP faces formidable revenue
constraints. Forty-five percent of export earnings are consumed by debt-
servicing. In addition, the Philippines has a low revenue base relative to
other Asian countries, due in part to low tax collection efficiency.
Sustainable fmprovements in resources for preventive services must principally
come from greater efficiency in the use of existing resources, various cost
recovery and cost containment measures, especially in the hospital subsector,
and better utilization of community, commercial and non-profit private
resources to finance cost-effective services. However, it will take several
years for the full impact of these reforms and new initiatives to be.
achieved. In the interim, additional external resources are needed to expand
the delivery of child survival-related services and, at the same time,
accelerate the adoption of measures aimed at achieving a more sustainable
financial future for preventive care. _ y

2. Targeting

The hational IMR masks significant variance in child survival status,
with the highest infant mortality rates in the less developed regions and the
underserved populations within all regions. Infant mortality rates from the
1980 Census ranged from 44 in the NCR to 113 in Western and Central Mindanao;
six regions (Regions II, VIII, IX, X, XI and XIl) had IMRs over 75. Improved
targeting is necessary to reduce the variance in child survival rates both
among and within regions as well as to lower the overall national rate in a
cost efficient manner. The GOP is very conscious of the need for improved
targeting and has launched several efforts in this direction over the past few
years, including the establishment of the DOH Community Health Service (CHS)
Division. '

Continued progress in targeting will require addressing the need for
improved, epidemiology-based provincial health planning as well as the need
for a cost-efficient and sustainable preventive care delivery system in the
underserved areas. In essence, this constraint centers on the need for
improving the epidemiological and economic soundness of plans to deliver child
survival-related services to high risk groups. A related constraint is tocal
absorptive capacity, i.e., the most underserved areas will likely have the

~—
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least skilled DOH planners, the weakest infrastructure, and the most difficult
terrain. The marginal cost of incremental child survival related gains in
these areas will be considerably higher than the marginal cost of child
survival gains in the more advanced areas. Ffor this reason, the .program
envisions a nationwide focus to improve targeting both within and among
regions and to ensure national as wellias local improvements in child survival
status at acceptable marginal costs. Sirv1ce expansion into the most
difficult areas will be phased. Complete coverage of the underserved would
not be economically feasible and is not an objective of this program.

3. Low Client Demand o

Even in areas of the country where health facilities and services are
relatively accessible, utilization is sometimes poor. The low demand for
these services often resuits from incomplete knowledge about the need for and
benefits of preventive health care or from insufficient motivation to obtain
services. For example, studies show that the majority of mothers do not
perceive severe cases of acute respiratory illnesses or diarrhea as life
threatening. Furthermore, while there is a high level of ORT use among
mothers who visit DOH health centers, the large majority never visit a health
center for this service. Access to immunization services seems less a problem
than the incompletion ¢f the EPI series. While low demand and utilization are
the result of many factors (e.g., low income, poor quality of service,
literacy difficulties), the problem of incomplete demand can largely be
addressed through IE&C campaigns and social marketing efforts.

In the past two years the DOH has launched a major social marketing .
effort to generate consumer demand for child survival services. National
implementation of the EP] and CDD portions of this program will begin in late
1983. To internalize client demand for child survival services, build DOH's
capability to develop and manage them, and sustain these efforts will require.
additional social marketing and techn1ca1 assistance efforts dur1ng the early,
1990s.

4, Centra]ization

The centra]1zed planning and administration of the DOH are major
constraints to improving the access to and efficient delivery of child
survival-related services. These constraints include the DOH's 1imited
capacity to effectively utilize additional program or project funding at the
central level; cumbersome bureaucratic/multidepartmental central
decision-making processes, which lead to slow commitment of funds; and delays
in the disbursement of centrally-held funds to the regional and provwnc1a1
levels. In addition, there is poor coordination among the national-level
service offices for fami]y planning, MCH and nutrition, while at the
provincial and local levels, due to the delivery of all child survival-related
services by midwives, these functions are more closely coordinated or are
largely integrated. Progress in achieving decentralization is often
correlated with the amount of financial and material resources available at
the local government level. Because health conditions among and within
provinces, cities and municipalities vary significantly, planning for child
survival activities must begin at the local level to be responsive to local
conditions.
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5. Fragmentation of Services

L ] .

The causes of infant mortality and morbidity are usually multiple and
interrelated, so the success of child survival programs often depends on
integrating the delivery of child surv1va1 -related services. Integrated
training, supervision and administrationiof programs at the local level also
contribute to efficiencies in resource ut111zat1on However, the integrated
delivery of services has been problematic. First, the administration of child
survival-related activities at the DOH national level has been service- or -
activity-specific, with 1ittie coordination among the family planning, MCH and
nutrition programs. Second, there has not been an operational manual or
policy guidance on the integrated delivery of services to direct the actions
of personnel at all levels. A third contributing factor has been the practice
of each of the various donor-assisted projects to have its own development,
implementation and monitoring requirements, which has resulted in
time-consuming administrative procedures, fragmentation and/or duplication of
efforts. The DOH has recently begun to implement new policies and strategies
for the greater integration of programs within the DOH, better integration of
efforts among other govermment agencies involved in the delivery of social
services, and closer collaboration with private sector health providers.

C. STRATEGY FOR ADDkcSSING CONSTRAINTS

1. Program Concept ‘

The Child Survival Program is a performance-based sector assistance
program. Annual tranches of AID assistance to the GOP will be conditioned
upon GOP agreement to specified policy objectives and implementation of those
objectives as measured against performance benchmarks.

The policy agenda focuses on changes to foster the efficient delivery,
increased availability and utilization of services through 'the targeting of
services to high-risk groups and underserved areas; decentralization of
planning and budgeting; and the integration of ch11d survival-related
services. The policy agenda also includes measures to ensure sustained
commitment to, demand for and financing of child survival services through
both the public and private sectors. End-of-program service delivery targets
focus on increases in the levels of specific child survival-related
interventions, primarily in priority provinces.

The policy matrix, which forms the basis for the GOP's program of
policy changes, consists of two policy reform strategies, eight categories of
policy reform, and annual policy obJect1ves and perfonmance benchmarks, The
strategies and categories of policy reform will remain unchanged over the life
of the program. The policy matrix, which will be agreed to prior to the
program's first performance-based d1sbursement presents recommended policy
objectives and performance benchmarks for the f1rst year of the program. In
addition, proposed policy changes for the second, third and fourth years of
the program, which will be further developed during the program's yearly
progress reviews, are presented in the matrix.

Approximately at the end of each year of the program, there will be a
review of progress achieved as measured against the agreed plan for that
year, Revised policy objectives and performance benchmarks for the following
year will be agreed to prior to the disbursement of that year's tranche. Over
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the four-year life of the program, the basis for AID fund disbursement
gradually shifts from achievement of policy measures to achievement of service
delivery impact.

2. Addressing the Constraints

|
) .

Five constraints to development weré identified in the Program
Assistance Initial Proposal (PAIP): budgetary resources; targeting; low
client demand; centralization; and fragmentation of services. Two additional’
concerns -- the need for increasing efficiency in the delivery of services and
ensuring the sustained commitment to and financing of child survival services
-- are overriding themes that are addressed throughout the Program Assistance
Approval Document (PAAD)., The USAID strategy for addressing the constraints
follows.

a. Budgetary resources: One policy objective that must be met
prior to disbursement of the second, third and fourth program tranches is the
GOP's allocation of adequate funding for child survival-related services. In
addition, the GOP has agreed to a broad policy review in order to sustain the
expanded service delivery levels that are expected to be achieved during the
life of the program. The GOP will consider the use of private providers for
various goods and services as well as considering other health care financing
measures such as cost containment, 'greater efficiency in providing services,
jnsurance schemes, etc. Section III of the PAAD prov1des more information on
proposed sustainability measures.

r'

b. Targetin%: The GOP's agreement to target increased child
survival services to high risk groups and underserved areas is a key component
of. the program. Prior to the release of the first program tranche, the GOP
will have developed criteria for determining high-risk and underserved areas
and will have identified the program's priority provinces. Illustrative
criteria are set forth in.the section on policy agenda.

¢. Low client demand: The program will provide technical
assistance in the areas of social marketing and IE&C, in order to educate
families on the advantages and 1mportance of preventive care, and to motivate
them to seek preventive health services.

d. Centralization: With the encouragement and support of USAID,
the IBRD and the United Nations Chiidren's Fund (UNICEF), the DOH is moving to
a decentralized planning process. Using the epidemiological data provided '
through the Health Information System, health workers at the provincial and
regional levels will be trained to identify and direct resources toward the
child survival problems in their own areas. The Integrated Provincial Health
Offices (IPHOs) will be able to carry out provincial-level epidemiology-based
planning for their own provinces. Provincial plans will be consolidated at
the regional tevel, with the Regional Health Office adding region-specific
resource requirements,

Once the plans are approved at the DOH national level, the regions
and provinces will receive direct allotments of funds from the Department of
Budget and Management (DBM). Only those funds supporting national-level child
survival services will go to the central DOH offices. The provincial health
offices will make the plans, receive funds directly, and will have the
responsibility and the authority to carry out their respective plans.
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e. Fragmentation of services: Both the DOH administration of
child survival-reTated services and the administration of the major donor
projects (primarily IBRD and USAID) will be integrated. Support services are
also being focused; bulk procurement, logistics, training, IE&C and
information strategies will be coordinated: to focus on child survival,
including family planning, MCH and nutrition. It is expected that a DOH
Assistant Secretary will become the coordin?tor of donor assistance in order
to avoid duplicative and fragmented efforts;

3. Role of Technical Assistance

The types of technical assistance {TA) needed in the Child Survival
Program have been defined by the analysis of constraints as well as through
consideration of on-going and planned TA provided by USAID and other donors.
Four areas of technical assistance will be emphasized: health information
system development; epidemiology-based planning; social marketing/IE&C; and
health care financing.

Although USAID-funded assistance is already being provided in social
marketing and HIS, development is far from complete. Epidemiology-based
planning is essential for targeting high-risk and underserved areas. Such
planning within the DOH is ninimal at present, and AID-funded TA is limited to
training a small number of field epidemiologists for outbreak investigations.
Finally, the critical area of financial sustainability of child survival
services must be addressed; hence, the inclusion of TA in health care
financing. ‘

Current PHCF Project-funded TA in the child survival-related areas of
EPI and CDD will continue through the end of 1990, assuring continuity of
these programs as the Child Survival Program gets underway. Meanwhile, the
new IBRD project will finance extensive provincial and regional level TA in
the areas of program planning, budgeting and communications. \

While each element of the technical assistance planned under the Child
Survival Program will contribute to the program's specific objectives, all of
the TA will be directed at.improving sustainability of child survival
services, improving efficiency in service delivery; institutionalizing health
care technologies and marfagement practices in the DOH; and achieving specific
policy objectives.

D. EXPECTED PROGRAM IMPACT

The impact of the.Child Survival Program will be felt in terms of the
expanded provision of supplies and services as well as through the programmed
changes in policy with respect to the delivery, management and financing of
preventive health care activities in general and child survival activities in
particular. The cumulative effect of these policy changes is expected to be
significant in three respects: more efficient use of resources; greater
equity; and financial sustainability.

Proposed policy reforms to ensure more efficient use of resources will
have a lasting impact. Targeting of services to high-risk population groups
and underserved areas will guarantee that resources will go to the groups most
in need of care; the equity dimension of this strateqy is incalculable.
Decentralization and integration also have a direct bearing on resource
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allocation; provincial planning and budgeting will provide a more accurate
assessment of local needs, thus reducing or possibly eliminating resource
misuse. The integration of services, resting on the principles of the
economies of scale and scope, will prevent duplication of services and
encourage easier program management. Integration of activities such as IE&C,
training and logistics will result in a more cost-effective program.

The impact of the expanded ch11d[surv1va1 services on program
beneficiaries can be estimated using current service delivery coverage data.
During the 1990 -1995 period, the DOH's MCH/family planning (FP) program is
expected to provide prenatal care to not less than 7.5 million pregnant women,
of whom 20 percent are expected to be anemic or have high-risk pregnancies.
During the same period, DOH natal care and under-six clinics will provide
services to an estimated 7.5 million newborns, a significant proportion of
whom will 1ikely have complicated deliveries, as well as more than 500,000
pediatric cases.

The EPI component is targeted to immunize 1.76 million infants and 1.64
million school entrants annually. The CDD component calls for the annual
distribution of some 2.8 to 2.9 million packets of oral rehydration salts to
children ages O to 4 and for the treatment of severe diarrheal cases. Within
the next five years, the nutrition component of the MCH/FP is expected to
cover an estimated 5.76 million malnourished or anemic infants and children,
and will also provide deworming services for approximately 7 million
children. The following end-of-program service delivery targets have been
established for the Child Survival Program. (Policy dialogue indicators are
discussed in Section IIl.) :

1. Increase the percentage of fully immunized children from 70 percent of
all children under age one in 1988 to 90 percent by the end of 1993.

2. Increase the percentage of pregnant women with tetanus toxo1d
immunization from 37 percent in 1988 to 80 percent by the end of 1993

3. Increase the percentage of births attended by trained health
persennel, including trained traditional birth attendants, from 62
percent of all births in 1988 to 80 percent by the end of 1993.

4, Increase the’ percentage of pregnant women with at Jeast three prenatal
visits from 40 percent_/ of all pregnant women served by DOH in 1989
to 80 percent by the end of 1993.

5. Increase the percentage of DOH outreach wdrkers‘trained to deliver a
wide range of family planning serv1ces from 24 percent in 1989 to 75"
percent by the end of 1993.

6. _ Increase the percentage of DOH health centers delivering a broad range
of family planning services from 82 percent in 1989 to 97 percent by
the end of 1993.

2/ This baseline figure will be confirmed in early 1990 when HIS becomes
operational nationwide.
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7. Increase the percentage of midwives and District Hospital doctors and
nurses with DOH training in new ARl case management and provided with
adequate ARI management drugs and supplies from O percent in 1989
(excluding the Bohol Province demonstration program) to 40 percent
(midwives) and 70 percent (hospital doctors and nurses), respectively,
by the end of 1993.

8. Increase public- and private-supplied oral rehydration therapy (ORT)
usage rate from 22 percent of all diarrhea cases in children aged 0-5
in 1989 to 60 percent by the end of 1993.3/ ‘

9. Increase total public- and private-supplied contraceptive prevalence
rate (CPR) from 47 percent of all married women of reproductive age
(15-44) in 1988 to 55 percent by the end of 1993.4/

E. SELECTION OF PROGRAM ASSISTANCE

USAID has carefully analyzed the factors identified earlier as constraints
to development in the child survival sector. These constraints can not be
eradicated by simply providing additional goods and services to the DOH,
because the constraints relate to the basic way the health sector plans for
and provides preventive child survival-focused health services. -

While there is a need for more analysis regarding the expansion of the
role of non-govermmental health providers in the Philippines (which is built
into this program), USAID and DOH have agreed that a strategic approach to the
identified constraints must be undertaken. In exchange for the disbursement
of tranches to the GOP and the technical assistance to be provided to the DOH,
the DOH has agreed to reformulate its methods of planning, implementing and
monitoring child survival services. The AID performance-based program will be
a catalyst to development and implementation of an integrated national child
survival approach. AID assistance will encourage @ process to directly impact
health and demographic status, create more efficient, effective utilization of
GOP and donor resources, and focus on sustaining this effort after the
completion of the program. .

The ability of the DOH to maintain the momentum of its program will be
affected by the intensity of its initial efforts. The budgetary increases in
preventive services required as part of the AID policy agenda will enable the
DOH to move faster and more comprehensively than it could otherwise. The
program supports the GOP political commitment to the people of the Philippines
to bring basic health services to those most in need, particularly children,

3/ To be measured by special population-based surveys.

4/ Total contraceptive prevalence includes program and non-program me thods.

~  DOH-HIS reports program method acceptance only. Total CPR will be
measured by 1988 National Demographic Survey, 1990 Contraceptive
Prevalence Survey, and 1993 National Demographic Survey.
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F. AID, GOP AND OTHER DONOR STRATEGIES

1. AID Strategy

The goal of the USAID program in the Philippines as outlined in the
Action Plan and AID/W's program week response cable {State 203872) is to
support Philippine government efforts to achieve broadly-based, sustainable
economic growth through the active partnership of public and private interests
in establishing and managing efficient private sector markets. The strategy
contains five programmatic objectives: addressing policy and institutional
constraints that distort or impede growth; achievement of more efficient and
competitive private markets; infrastructure improvement; more efficient
provision of social services; and improved natural resource management.
Policy dialogue, decentralization and the private sector are cross-cutt1ng
themes that apply to each of the programmatic objectives.

The Child Survival Program includes a policy dialogue agenda to
encourage the implementation of reforms to increase the efficiency and
effectiveness of child survival-related service delivery, including policy
changes emphasizing the role of the private sector and to decentralize the
planning and administration of child survival- related services. The proposed
program will complement USAID's development efforts by increasing the
efficiency, availability and utilization of child survival interventions, .
including improved nutrition and child spacing.

The Child Survival Program supports the USAID/GOP policy agenda, which
includes broadening the awareness of government officials about the
implications of rapid population growth on the development objectives of the
Pnilippines. In addition, the program complements USAID's emphasis on private
sector involvement in development by supporting the DOH's efforts to
collaborate more fully with the private commercial sector and with PV0s. The
Child Survival Program also supports USAID and GOP efforts to decentralize the ?
responsibility and authority for .program implementation.

USAID/Philippines has supported a full array of child survival
interventions under the PHCF Project, and plans to continue assistance in this
sector. For this reason, USAID finalized a Child Survival Strategy in January
1989, which is°presented as Annex K to this PAAD.

2. GOP Health Sector Strategy

The health-related development goals of the GOP in the areas of
population planning, infant survival and malnutrition were discussed earlier.
The DOH health strategy and programs are briefly discussed below.

Al though the health problems of women and children are largely
preventable and controllable, maternal and child health care activities were
not intensified until 1986. At that time, the reorganization of the Ministry
of Health into the OOH emphasized the integration of program planning at the
central level with the decentralization of program implementation at the
regional, provincial and district levels, The reorganization has expanded the
prysical coverage of public health care facilities, including the creation of
integrated district health offices in 1986.



-18 -

Since then, total GOP budget allocations for health have progressively
increased, from pesos 3.6 billion in 1986 to pesos 6.8 billion in 1989,
representing a nominal increase of almost 90 percent in the three year
period. At the same time, attention has been given to proportionately
increasing the allocations for preventive services, from about 14 percent in
the early 1980s to roughly 34 percent of the regional and provincial health
budgets targeted for these services in 1989, The allotment of funds is bb1ng
decentralized to the regional and provincial levels as well. In the GOP '
Fiscal Year (FY) 1990, which begins January 1, 1990, it is expected that DOH
will directly allot approximately two-thirds of its total budget of 6.7 -
dbillion pesos to the regions and provinces.

In addition to the GOP policies emphasizing more vigorous
implementation of preventive and promotive health services and the
decentralization of funding resources, new strategies call for greater
integration of programs within the DOH; better integration of efforts among
other agencies involved in the delivery of health-related services; better
targeting; greater sustainability of services; closer collaboration with the
private sector; and the increased use of the media for public education on
child health.

3. Other Donors

A number of bilateral donors, international organizations and NGOs:
support the DOH's child survival-related services. Principal among these are
(a) IBRD; (b) UNICEF; (c) the Canadian International Development Agency
(CIDA); (d) the Australian International Development Assistance Bureau
(AIDAB); (e) the World Health Organization (WHO); and (f) Rotary
International. Other donors involved in the broader health sector are the
Asian Development Bank (ADB), the Japanese International Cooperation Agency
(JICA) and the West German Agency for Technical Cooperation (GTZ).

a. [BRD._.In_June 198% the IBRD and GOP completed negotiations
for the approval of a $108 million project entitled Philippines Health
Development Project (PHDP}. IBRD will provide loan funds of approximately $40
million with parallel financing of another $40 million in grant funds expected
from other donors (primarily Japan, Italy and the U.S.); the balance will come
from the GOP.

The Health Development Project has four major implementation
components: (1) support to DOH impact programs (MCH, malaria, schistosomiasis
and tuberculosis); (2) strengthening of DOH's institutional capability to
deliver services; (3) support to community-based health programs through NGOs,
and ( 4) health policy development.

PHDP obJect1ves include: (a) reducing the mortality risks to
women and children in high-risk communities; (b) assistance in lowering
fertility rates; (c) improving DOH's capacity to identify and momitor specific
high-risk households within communities, to increase the equity and efficiency
of service use; (d) mobilizing community resources througnh local
government/NGO/DOH partnersnips, to address critical community health needs;
and (e) improving the institutional capacity of DOH in planning, management,
communication, support and evaluation serv1ces, leading to more effective and
efficient service delivery.
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The IBRD Project and the Child Survival Program share many health
development objectives. Recognizing the complementarity of the two donors'
health development plans, USAID and the IBRD have jointly planned their
assistance in consultation with the DOH, and have held several coordination .
meetings. Both donors plan to encourage decentralization of budget author1ty,
improve child survival-related service delivery, encourage DOH to target
resources at high-risk and underserved population groups, and to strengthen
the DOH capacity to utilize and sustain additional program funds.

b. UNICEF: UNICEF's Strengthening Health Services for Child
Survival and Maternal Care Program is a $5.83 million activity currently being
implemented by the DOH. The program has three main components: EPI; care of

mothers and under-six children; and CDD through the promotion of breastfeeding.

UNICEF is also assisting the DCH through its Area Based Child Survival and
Development (ABCSD) Program aimed at improving the health and nutritional
status of women and children. The ABCSD program works directly with line
agencies of seven provincial governments and, through these line agencies,
with NGOs, to provide child survival services, equipment and training. The
total cost of the five-year ABCSD program is $20 million, of which UNICEF will
provide $3.41 million. The balance will be sought from other donors.

¢. CIDA: 1In 1987, the Canadian Government financed a Can $5
million (US $3.12 million), five-year assistance package for the purchase of
the DOH's total diphtheria, pertussis and tetanus and measles vaccine
requirements. In September 1988, CIDA granted an additional Can $5 million to
UNICEF's ABCSD Program for support to three provinces.

d. AIDAB: Since 1983, AIDAB has provided assistance to the DOH
for the implementation of an ARI pilot project in the province of Bohol. This

grant of As $2.10 million (US $1.69 million) has provided technical assistance,

training, education materials and operations research, The project, scheduled
to end in 1991, has already demonstrated that midwives can successfully
jdentify and treat ARIs with—antibiotics as well as teach mothers how to
identify ARIs and to properly manage their children's illnesses. AIDAB has
also provided As $4.5 million (US $3.62 million) through UNICEF for the
purchase of syringes and needles for the EPI program.

e. WHO: WHO primarily provides extensive technical assistance to
child survival-reTated programs as well as financial support to DOH mid-level
training and workshops in support of child survival activities. Significant
technical support is also being given for the deve]opment of DOH's health
information system, A long-term WHO CDD/ARI adviser is now working with the
DOH on the CDD program and in launching & national ARI program. WHO has also;
provided technical-assistance to integrate state-of-the-art information on CDD
and EPI into the curricula of medical and nursing schools.

f. Rotary International: Since 1380, Rotary has provided the
entire polio vaccine supply of the DOH. They have made an informal commitment
to conttnue this arrangement through 1990, after which they will phase out
their contribution at the rate of 20 percent per year. Intensive routine
nationwide EPI campaigns in most major cities are now carried out jointly with
the DOH, with Rotary Clubs providing major support for social mobilization.

2/
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g. Asian Development Bank. ADB has only recently become involved
in the Philippine health sector, with the approval of a $470,000 grant to
provide technical assistance for the preparation of a national hospital
services development plan. Implementation of the plan over the long term may
also be partially financed by ADB, which has reserved $30 million for
financing a future hospital construction/equipment project.

h. JICA. Japanese assistance has been extensive in recent years,
but largely for turnkey construction projects, including the provision of
hospital equipment and laboratory construction. Most notably, JICA has
financed major laboratory and training facilities for the Bureau of Food and
Drugs and the Research Institute for Tropical Medicine, as well as for
research and advanced training in ARI. A planning grant for development and
pre-implementation of the IBRD Health Development Project is also an important
resource for DOH development. JICA is expected to co-finance the malaria
impact program portion of the IBRD Project. Large-scale financing of the
DOH's Alabang Yaccine Labs development is also under study by JICA.

i. GTZ. The Government of West Germany has been involved in
funding small projects with the U.P. College of Public Health, especially in
schistosomiasis. In 1988 a $1.6 million project was approved to support DOH's
management information system, especially at the District level. ' The grant
provides for two long-term advisers on information systems and epidemiology,
various short-term advisers, vehicles, computer equipment, and funds for
studies and research. There will be a need for close coordination of efforts
between the GTZ and USAID technical advisers on HIS. A second project, begun
in 1989 with a funding level of $3.2 million, provides for the maintenance of
hospital equipment, including related technical advisory services.

()
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III. POLICY AGENDA

The Child Survival Program focuses on targeting high-risk populations and
underserved geographical areas for the expanded delivery of services in order
to impact on the higher than average infant and child morbidity and mbrtality
rates in some parts of the country. In exchange for AID program assistance,
the GOP is committed to implement those policy changes that the GOP and USAID
have agreed should have the most significant impact on the identified target
areas.

The commitment of the GOP to set agreed child survival performance targets
and the additional resources the GOP will make available to implement expanded
service delivery are crucial to achieving the program purpose. Through the
Policy Implementation Matrix, USAID and the GOP have agreed on two basic
strategies: (a) to create conditions that foster the efficient delivery,
increased availability and utilization of child survival-related services,
particularly to underserved areas and high-risk groups; and (b) to ensure the
sustained commitment to, demand for and financing of child survival-related
services through both the public and private sectors.

The required first-year policy objectives and performance benchmarks for
each strategy are briefly discussed below. Other policy objectives proposed
for implementation in subsequent years of the program are presented in the
policy matrix.

A. EFFICIENT DELIVERY, INCREASED AVAILABILITY AND UTILIZATION bF SERYICES

Four categories of policy reform have been established as part of tnis
strategy: the targeting of child survival-related services; the increased
delivery of services; .decentralization; and integration of child survival-
related services.

There are three required implementaticn actions under the “targeting”
policy reform category: the determination of priority underserved geographic
areas; the linkage of budget allocations to program and geographi¢ targeting;
and the determmination of functional (programmatic) priorities for additional
services and programs.

Based on DOH's classification of high-risk and geographically inaccessible
provinces and cities, DOH will produce a prioritized 1ist of provinces and
cities where additional resources will be concentrated over the 1ife of the
program. Geographical targeting will be based on a set of criteria, primarily
using epidemiologic data, that demonstrate the higher risk of infant, child
and maternal morbidity and mortality in certain geographic areas; an
. additional criterion could be the physical inaccessibility of a service area.
Functional targeting, i.e., focusing on those child survival-related services
for which the demonstrated need is the greatest, will also be a part of the
targeting exercise. Nutrition, family planning services and ARI intervention
are examples of program areas that may be emphasized. The prioritized 1ist of
provinces and cities is to be completed prior to the release of the first
tranche of program assistance. (I1lustrative selection criteria are included
in Annex I to this PAAD.)
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During the first year of the program, programmatic and geographic
targeting will be linked with budgetary targeting by providing increased
budget appropr1at1ons to the identified priority provinces and c1t1es This
action is to be completed by October 1990 prior to the program's first
progress review,

funct1ona1 priorities for additional child survival programs and services
in priority provinces will also be determined during the first year of the
program. This will be accomplished through the development of DOH provincial
plans that address priority programs, including family planning and nutrition.

The second category of policy reform is the increased delivery of child
survival-related services. The policy objective -- increases in the public
and private sector provision of services in accordance with prioritized
provincial plans -- has two essential performance benchmarks. The first is
the set of national level end-of-program service delivery coverage indicators,
which will form part of the Program Grant Agreement. These indicators will
remain constant over the life of the program and will be measured after the
program ends in December 1993. (The end-of-program indicators are listed in
Section II.D. and in the Policy Implementation Matrix in Section III[.C.)

In addition, beginning in the first program year, USAID and the DOH will
agree -on annual service delivery performance targets for the priority °
provinces for the next year of program implementation. To the extent
possible, these performance targets will be based on the national
end-of-program service delivery indicators; however, it may be necessary in
some cases to establish sefarate 1nd1cators €.G., 1n areas of high malaria
1nc1dence . T

The “decentra]izatjon“ policy reform category contains one policy
objective, the decentralization of health planning to the regional and
provincial levels. Expanded tocal planning will allow each local area to
determine its service levels, develop service delivery priorities and
performance targets, and allocate resources to meet its unique health needs.
Comprehensive epidemiology-based health plans will be developed by the
priority provinces in the first year of the program, with provincial plans
instituted for all provinces by the end of the third year.

The fourth category of policy reform, "integration of child survival
services," has five policy objectives slated for first-year implementation.
The first is, as the government's lead agency for population services, DOH's
development of implementation arrangements for the population activities
out]ined in the June 1989 "Integrated Population and Development Program Plan."

The second policy objective calls for the development of a national
strategy to address malnutrition problems. The strategy will include a
prioritized work plan for providing comprehensive nutrition services. Needed
implementation actions, the time frame for completion of actions, the
identification of responsible agencies and the concurrence of these agencies
with planned nutrition activities will be elements of the work plan.

The integrated provincial delivery of child survival services is the third
“integration" policy objective; the performance benchmark is the completion of
an integrated MCH operations guide by October 1990. The MCH operations guide,
as the core implementing document for addressing child survival problems, will
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empnasize using a family context for addressing child survival problems in
order to encourage the integration of services.

The integration of health information reporting at local and national
levels is the fourth policy objective. There are two performance benchmarks:
the operation of a revised, reliable HIS in all provinces by October 1990; and
the development of a plan for the reorganization of DOH's Health Intelligence
Service. The HIS will be used by DOH to provide an epidemiologic information
base upon which program planning and implementation revisions can be
meaningfully based.  As the DOH's information base expands, it can better
target its attention, prioritize its resources and adjust its strategy to
respond to identified problems.

The last policy objective for 1990 under the “"integration” policy reform
is the coordination of child survival-related programs at the national level.
The performance benchmark is the designation of a DOH Assistant Secretary or
DOH official at a comparable level for the coordination of all GOP and
foreign- assisted child survival-related activities.

B. SUSTAINABILITY OF CHILD SURVIVAL-RELATED SERVICES

Efforts to ensure sustainability are a special program concern, and other
health activities will complement sustainability efforts. The second program
strategy -- to ensure the sustained commitment to, demand for and financing of
child survival services -- contains four categories of policy reform:
government commitment; internalizing the demand for preventive health
services; financial sustainability; and increased private-sector involvement.

The "government commitment” category includes two first-year policy
objectives. The first is the demonstrated commitment of tne GOP to increase
DOH's technical capability in HIS, epidemiology-based planning, IE&C and
health care financing. The performance indicator for this objective is the
appropriate GOP signature on the Project Implementation Order for Technical
Services (PI0/T) for the AID-direct financing of long-term technical advisory
services, which is to be completed prior to the release of the first program
tranche.

Program budgeting of DOH activities is the second policy objective related
to government commitment. The performance benchmark is the funding of
activities planned by DOH to achieve their performance targets, as evidenced
by advices of allotment. This performance benchmark will be measured prior to
the release of the second, third and fourth tranches.

The policy objective for the second "sustainability" policy reform
category -- internalizing the demand for preventive services -- is the
development and implementation of a plan to increase consumer demand for
preventive health services, in order to sustain high utilization rates and
encourage the transitional movement of service delivery from the public to the
private sector. Tnhe performance benchmark to be measured is the issuance by
DOH of a national I1E&C plan by October 1990.

Because financial sustainability is essential to the long-term success of
child survival efforts, development of a health care financing strategy and a
plan for an enhanced Medicare system are policy objectives under the
“financial sustainability" category. USAID and DOH will complete a concept

Y
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paper for a bilateral National Health Insurance Development project for the
expansion of the Medicare system by October 1990. Project development will
include the services of a resident adviser experienced in public-funded health
insurance development, and may also include the development of a software
system to track service utilization as the first step toward cost
containmept. The technical adviser will develop the framework for a
three-phase development of the Medicare Program, which presently covers 43
~ percent of the population. ;

In addition, by March 1991, DOH will complete a research agenda and
prioritized work plan for the development of a comprehensive health care
financing strategy, which will address resource generation, cost containment,
private sector delivery of appropriate services, and the shifting role of the
GOP to regulatory and quality assurance.

“Sustainability" has a broader meaning than sustaining the level of GOP
health resources -- it is important to find viable alternatives to the public
provision and financing of health care. Although the GOP is committed to
providing increased levels of health resources, both the donor community and
the GOP are aware that the need for resources in the health sector will
continually outpace the likely budgetary resources of the GOP for health.
Long-range solutions will depend upon the increased involvement of the private
sector in the provision of health services. Thus, two key policy objectives
for the fourth “sustatnab111ty category -- increased private sector
involvement -- are the development of plans for the privatization of four key
national health facilities and for increasing the\role of the private sector
in the prov1s1on of health services. —

By the end of the first year of the program, the DOH will have completed
privatization plans for the Philippine Heart Center, the Philippine Children's
Medical Center, the National Kidney Institute and the Lung Center of the
Philippines, and, in consultation with the Committee on Privatization, will
make decisions on the implementation of the plans.

In addition, during the second year of the program, the DOH will develop a
prioritized work plan for increasing the private sector's role. Areas that
will be included in the plan are a strategy for the privatization of health
facilities, direct service provision by the private sector; the use of
contractors; and policy incentives to make the provision of heal th services
more attractive to the private sector. Other ideas to be considered for
inclusion in the plan are franchising a network of rural health clinics; the
establishment of community-based health maintenance organizations (HMOs);
setting up provincial level “partnerships“ between the government and local
private organizations to facilitate community sponsorship of health
activities; investigating the capabilities of local companies to provide a
greater percentage of needed medical equipment, supplies and medicines; and
contracting-out ancillary services at DOH hospitals and for its preventive
care program, such as for the procurement of drugs and medical supplies or for
providing services due to unfilled DOH positions.

5



Revised 9/25/89
CHILD SURVIVAL PROGRAM

POLICY IMPLEMENTATION MATRIX

Goal: To contribute tn a reduction in the variance in infant and child mortality and morbidity rates among and within provinces and
regions. vhile similtaneously lowering the corresponding national rate.

Purpose: To increase the availability, utfilization and sustainability of child survival-related services, including child spacing,
particularly to underserved and high risk groups.

A. Targeting of Child éurvival Determination of piliorlty underserved -- Priority-ranked list of provinces and cities, Prior to

Services geographic areas. ! based on classification of provinces and release of
cities using DOH-established high-risk and first tranche.
geographical access criteria. :

Budget allocations linked to program -- Increased tudget appropriations given to Oct. 1990
and geographic targeting. - priority high-risk and underserved provinces
. and cities.
Determination of functional (program- -~ DOH provincial plans address priority child
matic) priorities for additional survival-related programs, including family
services and programs. planning and nutrition.
a. Priority provinces Oct. 1990
b. 50 percent of total provinces Oct. 1991
c. 100 percent of provinces Oct. 1992
B. Increased Dslivery of Child Supply of services from DOH, NGOs and -- Annual service delivery performance targets Prior to
Survival Services ] private commercial sector increases in for priority provinces, based on national release of
accordance with prioritized provincial end-of-program indicators, set by DCH. tranches 2, 3
plans. and 4.

-~ Achizvement of national end-of-program service Dec. 1993
delivery coveragé indicators.

a. Percent of all children under age one who
are fully immnized increases from 70X
"(1988) to 90%.

. b. Percent of pregnant wamen with tetanus
toxold immunization increases from 37%

(1988) o 80%.

_ ¢. Percent of all births attended by trained
health personnel, including trained tradi-
tional health personnel, increases from 62X
(1968) to 80UX.

-gz-



‘C. Decentralizatian Decentralization of health planning to -

— CATHGORIES OF POLICY REFORM =~ _ = TOLICY ORJRCTIVES | PERFORMANCE BFNCHMARKS

d. Percent of all pregnant women served by DOU

—TARGET DATE

with at least three prenatal visits increases

from 40% (1989) L/to 80x.

e. Percent of DOH outreach workers trained to
deliver a wide range of family planning
services increases from 24X (1989) to 75X%.

f. Percent of DOH health centers delivering a
broad range of family planning services
increases from 82X (1989) to 97%.

d. Percent of all miduives and District Hospital

doctors and nurses with DOH training in new

ARI case management and provided with adequate

ARI management drugs/supplies incresses from
0% (1989) (excluding Bohol Province demon-
stration program) to 40% (miduives) and 70X
(dootors and nurses) respectively.

h. Use of public- and private-supplied ORT in
all diarrhea cases in children aged 0-5
increases from 22X (1989) to 60X.4/

1. Total public- and private-supplied contracep-

tive prevalence rate for all married women
ages 15-44 increases from 47% (1988) to
55.4%.V

Provincial health plans that specify service’

the regional and provincial levels. priorities, service levels, commodities required,

annual performance targets and required
'f' resources, including staff.
: a. Priority provinces

b. 50 percent of total provinces

c. 100 percent of provinces

-~ Pro Lleion of needed health planning technical
and managerial personnel to priority provinces
(e.g., through transfer of existing personnel,
establishment of incentives for relocation of
personnal, hiring of short-term contractors).

-- Regional and provincial health managers trained
in health planning.
a. Priority provinces
b. 50X of total provinces

: c. 100% of provinces ) P

1/ Baseline figure to be oonflnned in early 1990 when IIIS beoomes operational nationwide.

2/ To be measured using sflacial population-based surveys.

3/ Total contraceptive prevalence includes program and non-program methods. (DOH MIS reports program method acceptance only.)
measured by 1988 National Demographic Survey, 1990 Contraceptive Prevalence Survey and 1893 National Demographic Survey.

Oct. 1990
Oct. 1991
Oct. 1992

Oct. 1991

Oct. 1991
Oct. 1992
Oct. 1993

Total CFR will be

- 92



— CATRGORIES OF POLICY RFEFORM

D. Integration of Child Survival
Services

— POLICYORJRCTIVES

Development of implementation arrange-
ments for population activities outlined
in the June 1989 “'Integrated Population
and Development Frogram Plan.”

Development of a national strategy to
address malnutrition problems.

Integrated delivery of child survival-
related services at the provincial
level .

Integrated healt}x 1nformatic;n reporting
at the local and national levels.

Coordination of child survival-related
programs at the national level.

Full implementation of program-based
budgeting system at provincial, regional
and rational levels.

Participation of other GOP agencies
providing child survival-related
services in the development of
integrated provincial health plans.

-

PERFORMANCE BFNCIMARKS ~  _ TAHGET DATE

Completed implementation plan, which considers
the administrative and financial feasibility of
proposed actions, availability of human and
financial resources, and commitment to proposed
activities by all implementing agencies.

Completion of a prioritized work plan for the
provision of cagmprehensive nutrition services,
including implementation actions needed, time
frame for completion and responsible agencies,
including responsible agency concurrence.

Completion and distribution of integrated }ﬁi
operations guide (including child spacing and
nutrition activities).

Training of provincial health uvorkers in the
integrated service approach.

a. Friority provinces

b. 50 percent of total provinces

c. 100 percent of provinces

New Field Health Information Systerwm (FHIS) oper-
ational in all provinces, including an approved
management policy statement identifying central,
regional and provincial level staff responsible
for FHIS operations and monitoring.

Plan for the reorganization of the Health
Intelligence Service approved, including the
identification and training of staff to manage
the Health Information System; strengthening of
DOH central lealth Intelligence Service staff
(e.g., upgrade statistical, analytical skills);
provide required staff at RHO and PHO levels
for FHIS.

Deas "ghation of DOH Assistant Secretary or DOH
official at comparable level for coordination
of all GOP and foreign-assisted child survival-
related activities.

Program plan-based budgeting system (FPBS) in

place and fully operational, including trained
DOH staff.

Integrated provincial health plans that include
input from provincial representatives of other--
GOP agencies, e.g., PopCom, National Nutrttion

“Council.

a. Priority provinces
b. 50 percent of total provinces
c. 100 percent of provinces

Oct..
. 1992
Oct.

Oct.
Oct.
Oct.

. 1990

. 1990

. 1980

1991

1893

. 1890

. 1990

. 1980

. 1991

1991
1992

1993

- L
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__CATHOORIES OF POLICY REFORM ~  __ POLICY ORJECTIVES

' SECTORS .

A. Governmant Commitment

B. Intemalizing the Demand for
Preventive Health Services

'C. Financial Sustainability

Demonstrated commitment to increase DOH
technical capabiiity in HIS, epidemio-
logy-based planning, 1EAC and health
care financing.

Program budgeting of DOH demonstrates
funding for child survival activities.

AID-funded Field Epidemiology Training
Program (FETP) institutionalized in DOH
and used as a rescurce for targeted,
epldaliologicalvba:sed planning.

Development and {mplementation of a plan
to increase consumer demand for preven-
tive health services.

Development of a strategy for intemal-
izing grunotlve/prevmtlvo health
behaviors.

Development of a plan for an enhanced
Medicare system.

Development !of a haalth care financing
strategy.

Development of a cost containmant
strategy for DOl services.

Development of an improved cost
recovery scheme for DO facilities
and services.

DOH-signed PIO/T for AlD-direct financing of
technical services in HIS, epid.-based planning,
188C and ICF.

Activities planned by DOH to achieve performance

targets are fully funded, as evidenced by
advices of allotment.

a. Priority provinces

b. 50 percent of total provinces

c. 100 percent of provinces

DOH organizational structure formally revised
to incorporate FETP as a division or service,
with permanent positions and budget established.

1EAC plan for child survival is issued.

IEAC plan is operational.

Adoption and execution of a strategy promoting
soaller family size, delayed marriages, com-
plete imumizations, smoking cessation, early

illness/disease intervention, etc.

Completion of a concept paper for a bilateral
National Health Insurance Development project.

Completion of the research agenda and prior-
itized work plan for development of a comprehen-
sive national ICF strategy. Strategy to include
analysis to determine rescurces needed to sus-
tain child survival-related services; resource
gen ration, ocost containment, private sector
delivery of appropriate services, shifting

role of GOP to regulatory/quality assurance.

Completed study identifying potential cost
containment actions, including contracting for
clinical/support svcs. with private sector;
procurement, distribut ' n, storage of supplies;
preventive maintenance; hospital shared svcs.

Coupleted analysis of user fees for DOH hosps.; -
clinics, pharmaceuticals, with recommendations
“for strengthening user fee retention syutesn.

Prior to

release of
first tranche.

Prior to

release of:

a. 2nd tranche
b. 3rd tranche
c. 4th tranche

Oct. 1992

Oct.

Oct.

. 1890
. 1991

. 1992

. 1891

1991

1991
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— CATFGORIES OF POLICY REFORM _ FOLICY OBJECTIVES PERFORMANCE, BENCHMARKS __TABRGET DATE _
D. Increased Private Development of plans for the privatiza- -- Completion of the privatization plans for these Oct. 1990
Sector Involvement tion of the Fhilippine Heart Center, four institutions and, in consultation with the
: Philippine Children’s Medical Center, Committee on Privatization, decisions made re:
the National Kldney Institute and the implementation of the plans.
Lang Center of the Fhilippines. .
Establishment of partnerships for the -- lmplementation of a grant partnership program, Oct. 1990
provision of bas,lc health services. including management arrangements, for provision

of child survival-related services in geo-
graphically inaccessible areas by provincial-

based NGOs.
Expansion of private sector participa- -~ Consumer and private sector health provider Oct. 1990
tion in health planning. representation on Frovincial Health Councils
' in priority provinces.
Development of a strategy for increased -- Completion of a prioritized work plan for the Oct. 1991
role of the private sector in the increased role of the private sector, including
provision of lwalth services. a strategy for the privatization of health

facilities, the areas of direct service pro-

vision; local provision of equipment, medicine

and supplies; contract services; policy incen-

tives to make provision of health sves. more

attractive to the private seegtor. !

Stimilation and facilitation of HMO -- Proposed regulations and quality oontrol guide- Oct. 1991
development . ‘ lines for B0 operations.

- 6¢

, ’ -~ Develop a govermment/private sector risk-sharing Oct. 1892
program for ) developmwent.
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IV, FUNDING REQUIREMENTS AND FINANCIAL PLAN
A, COST ESTIMATES AND FINANCIAL PLAN

The program will provide approximately $50 million in grant funds to the
GOP over the four-year 1ife of the program, subject to thg availability of
funds and to the tranching requirements set forth later in this section. Of
this $50 million, approximately $45 million will be made available for
performance-based disbursements directly to the GOP; an additional $5 million
will be reserved to cover the technical assistance, monitoring, evaluation and
audit requirements of the program. Table IV-1 shows the summary cost
estimates for the various program components.

As shown in Table IV-2, approximately $4.25 million of the total grant
funds will be used to finance an AID-direct contract with a U.S. or Philippine
organization to provide the comprehensive long- and short-term advisory
services outlined in this PAAD, This will fund some 184 person months of
long- and short-term TA and provide $850,000 for subcontracting of local TA to
be administered by the contractor. The local subcontracts will draw upon and
strengthen local institutional capabilities to assist the DOH. Contract
signing is projected to occur in late CY 39 (first quarter FY 90), after
meetiny the Condition Precedent on the Program Agreement's Tegal status.
Approximately $2.0 million for TA will be ob11gated during the initial year of
the program, with the balance to be obligated in year two.

In addition to the master TA contract, USAID will annually contract for
progress review and/or evaluation services, as outlined in Section VI,
probably with an 8(a) firm. Some $750,000 will be set aside for program
monitoring; annual progress evaluations related to release of subsequent
tranches; final impact evaluation at the end of the program; and possible
audit requirements. Of this $750,000, the amount of $150,000 will be reserved
for non-federal audits. Any unused monies for TA, monitoring, evaluation and
audit will revert to sector assistance for disbursement to the GOP.
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Table V-1

SUMMARY COST ESTIMATES AND FINANCIAL PLAN
(Amounts in US$ 000)

Component 23 LC Total

1. Séctor assistance | $45,000 & .- $45,000

2. Technical assistance 3,050 1,206 4,250
3. Evaluation, mon1tor1ng :

and audit 350 400 750

TOTAL 8,400 i 1,600 0,000

S\S



Table [V-2

TECHNICAL ASSISTANCE, MONITORING, EVALUATION AND; AUDIT BUDGET
(Amounts in US$§ 000) x
|
Component FX LC Tota]

A. Technical Assistance
1. Long-term Consultants:
-- (ompensation of 4 long-term advisers $2,400 - $2,400

-- Housing (rent, utilities, etc.) $ 225 225
-- Transportation and per diem for
four advisers) 50 125 175

SUBTOTAL - Long-term advisers 2,450 ¥ 350 %7.800
2. Short-term consultants:

-- 40 person-months 600 - 600
3. Subcontract for local technical

and administrative support 5 1 - 850 850
Total Technical Assistance 3,050 1,200 4,250

B. Monitoring, Evaluation and Audit
1. Program monitoring - 250 250
2. Annual progress review :
-- Contract with 8(a] firm at

$50,000 per review for 3 reviews 150 - 150
3. Midterm evaluation 100 - 100
4. Final evaluation 100 - 100
5. Non-federal audit - 150 150
Total Monitoring, Evaluation & Audit ‘ 350 400 750

TOTAL TA, MONITORING, EVALUATION & AUDIT $ 3,400 1,600 5,000
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B. METHOD OF IMPLEMENTATION AND FINANCING

Me thod of Me thod of Approximate
Component Implementation Financing Amount (3000)
i bbbt —,
1. Sector assistance Tranche release Direct payment $45,000

(dollar disburse-
ment through EFT)

2. Technical assistance AID-dir. contract Direct payment 4,250
3. Evaluation, monitor-
ing and audit AID-dir. contract Direct payment 750
TOTAL $50,000
C. PLANNED YEARLY OBLIGATIONS BY FUNCTIONAL ACCOUNT AND PROGRAM COMPONENT
($000)
1. FUNCTIONAL ACCOUNT FY 89 FY 90 FY 91 FY 92 TOTAL
Health -- NOA $ 2,000 $12,879 $14,000 $1é,000 $40,879
-~ Reob 3,121 -0- -0- - 3,121
Population 6,000 -0- -0- -0- 6,000
TOTAL ' ) $11.121 $12,879 $14,000 ;12!006 $50,000
2. PROGRAM COMPONENT FY 89 7 FY 90 FY 9 FY 92 TOTAL

Sector Assistance  $ 9,000 $11,000 $13,000 $12,000 $45,000

TA, Monitoring,

Evaluation, Audit ‘ 2,121 1,879 1,000 -0- 5,000
TOTAL §11,121  $12,879  $14,000 $12,000  $50,000

Approximately $6.0 million or twelve percent of the total of $50.0 million
proposed for authorization for the Child Survival Program will be from the
population account. The $6.0 in population funds are scheduled for ob]igation
in the first year of the program, with no popu]at1on funds obligated in the
subsequent years of the program. This decision is influenced by funct1ona1
account funding availabijities, and does not reflect the emphasis on
population-related policy changes and service de11very coverage throughout the
1ife of the program.

X
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D. PROGRAM DISBURSEMENTS AND CONTROLS

1. Program Disbursements

USAID will disburse grant funds of approximately $45 million based on
the GOP's performance as measured against the agreed upon pqlicy changes and
related performance indicators. Dollar disbursements, whi will be effected
through the electronic funds transfer (EFT) system, will be made by AID on
behalf of the GOP and will be deposited into the bank account(s) specified by
the GOP. Funds provided under the program may be used by the GOP for debt
servicing or for such other purposes as AID may agree to in writing. These
funds may not be commingled with other funds owned by the GOP.

Tranche releases will be made based on the following arrangements:

a. First Tranche: The criteria against which the initial
disbursement will De made are: the GOP's acceptance of the Policy Matrix shown
in Section III.C. of the PAAD, subject to minor revisions or clarifications as
necessary; the GOP's determination of priority underserved geographic areas
(the performance indicator is a priority-ranked 1ist of provinces and cities,
based on classification of provinces and cities using DOH-established
high-risk and geographical access criteria); and the appropriate GOP signature
on the PIO/T for program-funded advisory services.

b. Second, Third and Fourth Tranches: Near the end of the first,
second and third years of the program, there wiil| be an external review of
progress achieved as measured against that year's policy objectives and
performance benchmarks. Based on the results of each review, revised policy
objectives and performance benchmarks for the subsequent year will be
developed. :

The expected tranche levels over the life of the program have been
developed as shown in the Financial Plan based on agreement between the GOP
and AID on the relative “value" of the policy and service delivery coverage
changes proposed for implementation-each year of the program. The tranching
decision for the first year will be "go" or "no go;" i.e., the GOP will either
receive 100 percent of the planned tranche amount or no tranche release at
all. This tranching method will be reviewed and revised, if necessary, during
the first annual program review.

Funds for TA, monitoring, evaluation and audit will be disbursed
directly by USAID to the contractors.. It is estimated that about $3.4 million
will be paid in dollars while $1.6 million will be paid in.local currency.

2. Financial Controls

Prior to any disbursement of dollars, the GOP will provide the
following to AID:

a. An implementation plan specifying: (1) the responsibilities
and interrelationships of the entities involved in the disbursement of the
funds; (2) a schedule of payments, identifying payees, amounts and due dates
of the loans proposed to be paid by the GOP using dollars provided in the
tranche releases and any interest earned thereon; and (3) the type of
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documentation to be obtained and maintained by the GOP evidencing use of
dollars disbursed from funds provided through the Program; and

b. A statement of the name, branch and U.S. ?edera] Reserve Bank
Branch number of each bank with which the dollars to be disbursed will be
deposited, with the respective amount of dollars to be depdsited in each
account.

The submission of the schedule of payments and the implementation
plan is a Condition Precedent (CP) to each tranche release. This will ensure
that agreed-upon uses of the dollars are identified before tranche releases
are made., The GOP may disburse the dollars upon written notification from AID
that the CPs to the disbursement of dollars by the GOP have been satisfied.
Within five working days after payments are made, the GOP will provide
documents satisfactory to AID that the funds from the dollar accounts were
utilized for the agreed-upon purposes.

E. GOP FINANCING ‘

During the 1ife of the program, the GC° will continue to provide funds to
the DOH, through its regular cycle of budgetary appropriations, at the levels
consistent with the priority given to the health sector. Since AID
disbursements are performance-based, the GOP will not be required to put up
the equivalent amount of pesos; however, as part of the policy agenda, the GOP
will ensure that the required level of resources will be provided to the DOH,
particularly- those needed for the delivery of non-hospital field health
(preventive) services, in order to achieve the program targets.
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Y. IMPLEMENTATION PLAN

The Child Survival Program will be managed by the USAID Office of
Population, Health and Nutrition (OPHN). The Program Officer will be the
Health Development Officer, who will be assisted by two Foreign Service
National Program Specialists. Other USAID offices will lbe called upon to
assist as needed with implementation issues specific to their areas of
responsibility. ,

The principal GOP implementing agency will be the Department of Health,
although the National Economic and Development Authority (NEDA), Department
of Finance and Department of Budget and Management will be involved in
implementation actions specific to their areas of responsibility.

A. PROGRAM PERFORMANCE INDICATORS

Implementation of the Child Survival Program involves GOP agreement to
policy objectives; implementation of the policy objectives; and progress
toward the end-of-program service delivery coverage indicators. Target
achievement dates for performance benchnarks are outlined in the Policy
Implementation Matrix. ;

The policy matrix includes two strategies for achieving policy change,
with four categories of policy reform under each strategy. Policy objectives
and performance benchmarks for the first year of the program have been
developed and agreed to; proposed policy objectives and benchmarks for
subsequent program years have been developed and are included in the matrix.
The policy strategies and categories of reform will remain fixed for the life
of the program, but the policy objectives and performance benchmarks will be
updated annually on the basis of lessons learned from monitoring, annual
reviews and the midterm evaluation.

Similarly, the end-of-program national service delivery coverage targets
will remain fixed over the life of the program. However, beg1nn1ng in year
two, interim service delivery targets for the priority provinces and cities
w111 be established annually by the DOH-and reviewed at the annual progress
review. This approach establishes AID/GOP consensus on both long- and
short-term performance objectives and provides a system for annually
reviewing and updating tactical action plans.

Over the four-year life of the program, the focus of program performance
gradually shifts from policy changes to service delivery targets. Progress
in the first year will be measured in the fall of 1990 solely against the
agreed policy agenda. Progress achieved in the second and third years will
be measured in the falls of 1991 and 1992, respectively, against a mix of
policy changes and service delivery targets. Progress in the fourth year
will be measured in the final program evaluation solely against the
end-of-program service delivery coverage indicators. The policy change/
service delivery indicators chart below shows the relative weights that will
be given to policy changes and service delivery indicators in the development
of each year's program performance plan.



POLICY CHANGE SERVICE DELIVERY
PROGRAM YEAR INDICATORS COVERAGE INDICATORS
One (1990) 1003 0%
Two (1991) 154 25 %
Three (1992) . 40 % 60 %
Four (1993) 0% 100 %

Child survival service delivery coverage will be measured annually,
primarily through DOH'sS Health Information System, beginning with the second
year of the program. It is critical to the success of performance-based
sector support for AID and the GOP to share a common understanding of outcome,
stated in measurable terms. Accordingly, we have agreed upon the service
delivery coverage indicators shown in the policy matrix for the Child Survival
Program. Because the determinants for some coverage indicators are not
exclusively within DOH's control, the indicators are presented in declining
order of proximate DOH influence.

B. DOH IMPLEMENTATION !

AID disbursements under the Child Survival Program are linked to Gdﬁr\ -
performance. However, it.may be helpful to illustrate the process the DOH
intends to follow in order to achieve the intended policy changes and
increases in child survival-related service delivery levels.

The Child Survival Program will encourage DOH's expansion of existing
child survival-related health services through the adoption of such policy
changes as decentralized planning and budgeting, integration of services, and
the intentional geograpnic and epidemiologic targeting of populations with the
nighest risks of infant, child and maternal morbidity and mortality.

Primary DOH services will be directly provided to clients by midwives in
Barangay Health Stations and by the staff of Rural Health Units. Planning,
financing and logistical support for field impiementation will continue to
come from Provincial Health Offices, with pianning, supervision and some
training support from the Regional Health Offices. Provincial DOH planning
will also incorporate mobilization of the private sector and local government
resources for child survival-related objectives. DOH central office services
(MCH, family planning and nutrition) will continue to formulate technical
standards for the various child survival-related services and provide training
support and technical oversight over field personnel.

The MCH, Family Planning and Nutrition Services, under the direction of
the Assistant Secretary for Public Health Services, will be responsibie for
the preparation and implementation of an annual central office plan for
meeting child survival objectives. The plan is expected to consist primarily
of gctivities supporting field operations in MCH, nutrition and family
planning. The provincial health offices will be responsible for the

W
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formulation and implementation of provincial plans, with technical assistance
for planning made readily available through Regional Offices when required.

The prioritization of provinces and cities for expanded services and the
selection of priority services will be accomplished prior to the release of
the first program tranche. Underserved provinces and those with the highest
rates of infant, child and maternal morbidity and mortality will be given top
consideration. The targeting of services to priority provinces will be
phased, starting with the highest-priority provinces in 1990, gradually
expanding coverage until all provinces are included in the program of
decentralized, targeted service delivery.

DOH will begin a series of consultative workshops during the last quarter
of 1989 to orient all regions to the policy changes and planning guidelines
for expansion of child survival services that will be implemented by DOH. The
workshops will also serve as fora for refining the mechanism, criteria and
process for the integration of child survival-related services and the
decentralization of planning and budgeting.

Planning guidelines will be developed by the central DOH staff. These
guidelines wili include provisions for provincial-level, epidemiology-based
plans, with buuget amendments based on the plans' requirements. The plans
will be reviewed by regional committees, which will focus on the plans'
operational and technical feasibility and their consonance with regional
plans. A central DOH committee will rev1ew ;and approve plans endorsed to it
by the regional committees.

The central office of the DOH, primari1y the office of the Assistant
Secretary charged with coordination of child survival activities, will be
responsible for overall day-to-day implementation. A monitoring and
implementation unit within the DOH responsible for the IBRD project will serve
as technical staff under the Assistant Secretary. The DOH Undersecretary and:s
Chief of Staff will be the senior GOP counterpart responsible for this program.

The principal functions of this national-level coordination will be to:
(a) monitor the preparation and execution of central, regional and provincial
child survival plans to ensure that planning and implementation are
accomplished in a timely manner; (b) assist in translating central, regional
and provincial child survival proposals into work and financial plans, submit
them to the Department of Budget and Management, and see to the timely
issuance of funding warrants; and (c) direct supervision of implementation to
ensure performance is achieved on schedule,

C. TECHNICAL ASSISTANCE PLAN:

In addition to the $45 million authorized for performance-based
disbursements to the GOP, about $4.25 miliion of program funds will be set
aside for AID-direct provision of technical assistance in four areas:
improvement of the health information system; epidemiology-based planning;
social marketing/IE&C; and health care financing.

The technical assistance package, to be competitively procured, is
designed to enhance the performance of the DOH in areas of mutual interest;
utilize Filipino experts to the extent possible; assist in monitoring and
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preparation for annual reviews; and strengthen DOH linkages with F111p1no
national and provincial technical assistance resource groups.

The TA package will include four long-term resident advisers and forty
person months of short-term technical assistance in health care financing;
statistical monitoring of performance, including HIS implementation;
epidemiology-based planning; and sqcial marketing, including [E&C. The TA
package will also include local administrative support staff; funds for
subcontracting of necessary operations and survey research related: to
functional areas of responsibility; and IQC-like subcontractual arrangements
with local research and TA organizations so that local expertise can be
quickly and easily tapped as needed.

The technical assistance package will be financed by USAID under an
AlID-direct contract with a U.S. or Philippine organization. The decision to
contract for all TA with one entity was made after comparison of several
alternative approaches, including the development of individual personal
services or institutional contracts, use of Participating Agency Service
Agreements or Technical Advisors in Child Survival from universities or the
U.S. Public Health Service, or a combination of these approacnes. However,
use of one competitively-selected “umbrella" contractor will ensure that
maximum coordination among TA advisers takes place. In addition, use of one
contractor to manage several advisers will shift a large portion of the
contract support and administration responsibility from USAID to the private
sector. ;

Although USAID expects to provide the TA under an AID-direct contract, the
DOH will be fully involved in the development of scopes of work and will -
collaborate with USAID in evaluating the: TA proposals received. In the
Request for Proposals, USAID will include as evaluation criteria the
proponent's demonstrated knowledge of and access to local individuals and
institutions that have capability in the required areas of expertise and the s
proponents’' capability to enter into IQC-1ike contractual arrangements with
Tocal TA and research organizations.

Brief ‘descriptions of the serv1ces to be provided by the four long-term
~advisers follow:

1. Health Information System. A revised integrated Heal th
Information System (HIS} 1s to be installed by the Department of Health (DOH)
by the end of 1989. Installation of the HIS and training of staff are
scheduled for the first quarter of 1990. Assuring that the revised HIS can
provide timely and useful program planning, coverage and monitoring data is
essential for the development of the DOH's long-term planning capacity.
Provision for a lTong-term adviser in this area will ensure that the HIS is
fully developed and sustainable by enhancing DOH capabilities to manage the
system and to utilize HIS data for targeting of services.

Specific TA activities will include the development of an.HIS
monitoring and evaluation system. One of the more urgent needs is for the
development of a system for monitoring the nationwide implementation of the
revised HIS, particularly in the early stages of implementation where there
are likely to be many problems and questions. On a long-term basis, a system
for the routine monitoring of HIS operations and evaluation of the quality of
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the data will be required. In addition to systems design, this will require
that central office and field staff have sufficient understanding of the HIS
system to perform monitoring, evaluation and routine operational management
functions.

The HIS adviser will also assist with the development of a central
office computer capability for procéssing HIS data. At the present time, the
DOH central office relies on “hard copies" of HIS output reports from the PHO
level. The adviser will assist with the development of a timely and '
non-disruptive system for periodically modifying the HIS in response to the
implementation of new nationwide health programs and/or changes in existing
programs. In addition, as the HIS is based upon supervision/program
management concepts that at present are not widely practiced in the DOH,
training in the intended uses of the HIS data will be needed. The HIS adviser
will also work to develop the DOH central staff capability to plan, manage and
evaluate systems of data collection that are compliementary to the HIS, e.g.,
population based surveys, coverage surveys, the National Health Survey and
special studies. )

2. Epidemiology-based planning. Improved targeting is necessary to
reduce the variancc¢ 1n child survival rates among and within provinces and
regions. Continued progress in targeting will require improved, epidemiology-
based provincial health planning. The current constraint to improved
targeting centers on the need to improve the epidemiologic soundness of plans
to deliver child survival-related services to hiigh risk groups. With basic
health information generated by the new HIS as a tool, an epidemiology-based
planning process can proceed. o

The regional and provincial health offices, in particular, require
assistance to implement needs-based planning. The new IBRD Philippine Health
Development Project will address many training needs and will provide i
contractual provincial based planners. While the IBRD project recognizes the’
need for targeting of services, it is not the principal focus of the
project-funded planning TA, and long-term advisers in planning are not
contemplated. -

The planning adviser under the Child Survival Project will have two
principal functions: to assist the DOH in the development of its
epidemiology-based planning capability, especially at the regional and
provincial levels, and to assist with the implementation of decentralization-
related policy changes. The assistance with development of planning skills
will focus on improving both functional and geographic targeting, program
planning and budgeting at the provincial level, and providing guidance to DOH
on the allocation of resources by area and function in order to address equity
and efficiency concerns. The adviser will also monitor the integration of
child survival program planning at the national level.

3. Social Marketing/IE&C. Experience has demonstrated that social
marketing can be useful to preventive health and child spacing programs in
many ways, but can especially increase public awareness of the value of health
practices and can lead to an increased demand for services or.interventions
that enable the consumer to practice positive health behaviors. One example
is the role of social marketing in generating a demand for immunization
services at health centers. Promotion of immunization for an illness like

-
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measles, which mothers believe leads to fatal complications like pneumonia,
can be used as a "hook" to generate demand for complete immunization.

The primary objective of IE&C TA will be to assist the DOH to address
the demand constraint -to greater utilization and access to health and child
spacing services. The adviser will help sustain these communications
approaches by providing inputs to the hE&C planning process.

The IE&C advisory services will build upon the two and a half years of
TA provided through a PHCF Project buy-in to the AID/W Health Communications
Project (HealthCom). Most of that effort to date has been limited to market
research and pilot testing of EPI and ORT campaigns in limited geographical
areas, with only minimal institutionalization within DOH. Continuation of the
HealthCom-assisted institutional development of PIHES is expected, with
capacity building for effective collaboration with private sector market
research and advertising agencies (social marketing) a.primary ingredient of
this approach. Development of a national IE&C plan, which is also an
objective of the IBRD project, will be a shared responsibility of the IE&C
adviser.

4., Health Ca=e Financing. TA in the area of health care financing
will primarily address the financial sustainability of child survival-related
services. The adviser's tasks will include exploring ways to generate
resources for child survival services, such as expanding the role of the
private sector (both NGOs and commercial firms); cost recovery schemes; and
the realization of cost efficiencies, especially in public-financed curative
services. The role of the health care financing adviser is not only to h
address technical issues regarding the financing of health care, but to
systematically and creatively work with the DQOH on the broader health policy
issues related to fimancial sustainability and efficiency, in the delivery of
expanded preventive services as well as in the larger health sector. In this,
context, the adviser will assist with the development of the Medicare system '
and will provide advisory services in areas including the development of
franchising schemes, National Health Insurance, and other health care
financing areas addressed in the section on the Policy Agenda.




FY 89
FY 90
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FY 93
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IMPLEMENTATION SCHEDULE

Implementation Action

Program Agreement signed

PIL No. 1 issued
Priority provinces selected
PI0/T for Program TA signed

RFP for long-term advisers issued

Evaluate proposals for L/T
advisers

Contract for L/T advisers signed

First tranche deposited with
Treasury

L/T advisers arrive in country

Grant Agreement Amendment for
incremental funding

Review of 1990 accomplishments

Agreement on 1991 performance
targets '

Second tranche deposited with
Treasury

Grant Agreement Amendment for
incremental funding

Mid-program evaluation/review
of 1991 accomplishments

Agreement on 1992 performance
targets

Submission of revised policy
matrix to AID/W

Third tranche deposited with
Treasury

Grant Agreement Amendment for
incremental. funding

Review of 1992 accomplishments

Agreement on 1993 performance
targets

Fourth tranche deposited with
Treasury

Final Program Evaluation

Actor(s)
USATD, NEDA

USAID

DOH

USAID, DOH
USAID
USAID, DOH

USAID, Contractor
USAID

USAID, Contractor
USAID, NEDA, DOH

Ind. Contractor,
USAID, DOH

USAID, DOH

USAID

USAID, NEDA, DOH

Ind. Contractor,
USAID, DOH

USAID, DOH

USAID

USAID

USAID, NEDA, DOH

Ind. Contractor,

USAID, DOH
USAID, DOH

- USAID

USAID, DOH, Ind.
Contractor

Dec.

Jan.
Jan.

Apr.
JuT.
Nov.
Nov.
Jan.

Jul.
Nov.
Nov.
Jan.

Jul.

Nov.
Nov.

Jan.

Jan.

1990
1990
1991
1991

1991
1991

. 199

1992
1992

1992
1992
1993

1994
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VI. MONITORING, EVALUATION AND AUDIT
A. MONITQRING

Within USAID, program 1mp]ementat1on will be the responsibility of OPHN.
In consultation with other USAID offices, OPHN will provide routine monitoring
of program implementation including adherence to the implementation schedule;
management and monitoring of technical assistance, progress reviews, midterm
and final evaluations; and monitoring the performance of DOH in the intervals
between annual progress reviews.

USAID's routine monitoring of DOH performance will be done in close
collaboration with the technical assistance advisers and will focus on
assessing the adequacy of the program design; resolving unanticipated
implementation problems; maximizing the impact of the TA inputs; formulating
the scopes of work for the annual progress reviews, midterm and final
evaluations; and preparing the draft policy implementation matrix for
implementation the following year.

B. ANNUAL PROGRESS REVIEHS

Of the $50 million in program ass1stance funds, $600,000 will be set aside
for AID-direct contracting of services for annual progress reviews, and for
tne midterm and final evaluations.

In August 1990, USAID will prepare a scope of work and PIQ/T for the o
procurement of services necessary for conducting the November 1990 progress
review. The progress review will assess the performance of the GOP against
the agreed policy objectives and performance benchmarks for that year. USAID
will determine whether to disburse the second tranche of program funds based
on the results of this review. At the same time, USAID and DOH will agree on’
the policy objectives and performance benchmarks to be achieved during the
second year of the program, as well as establish interim service delivery
targets for the_priority provinces.

.

The second and third annual progress reviews, to be held in November 1991
and 1992, respectively, will follow the same format: examination of DOH
progress in meeting the agreed obJect1ves and benchmarks, including the annual
service delivery targets set the previous November. USAID will again
determine whether to disburse the next tranche based on the results of the
review, ,

C. MIDTERM AND FINAL EYALUATIONS

The team that conducts the second annual review in November 1991 will
concurrently perform the program's midterm evaluation. The evaluation will be
both process- and impact-oriented, focusing on the extent to which the DOH has
accomplished: (a) the policy objectives agreed to at the time of the Grant
Agreement and those established annually by DOH; (b) the annual service
delivery coverage indicators established by the priority provinces; and (c)
movement toward the national end-of-program service del ivery coverage
indicators. The evaluation will also review the process of program
implementation (annual reviews and establishment of performance benchmarks;
tranche disbursements; implementation of TA activities; etc.) and will include
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recommendations for any needed revisiohs to the implementation design for the
second half of the program. DOH will participate in the development of the
scope of work for the midterm evaluation, as well as in the evaluation itself.

Based on the results of the evaluation, USAID and DOH will amend the
program's policy matrix and implementatiion arrangements, as needed. The
revised policy matrix will be sent to AID/W for review and concurrence prior
to formal agreement to the third year ‘s policy agenda and disbursement of the
third program tranche.

The end-of-program impact evaluation, scheduled for January - March 1994,
will determine whether the program achieved its end-of-program service
delivery and policy reform targets. In addition, the evaluation will review
the overall child survival strategy and program mode of assistance. The DOH
will participate in the development of the scope of work for the final
evaluation, and is expected to actively contribute to the actual evaluation.
The primary users of the information collected under the program will be
USAID/Philippines; the Department of Health; NEDA; and other USAID country
missions that are considering the development of similar programs.

Following are the priority questions. to be addressed by the program
evaluation at the goal, purpose and output levels. (The program's goal,
purpose and outputs are summarized in Annex C, Logical Framework.)

-- To what extent have the program activities helped USAID and the GOP to
contribute to a reduction in the variance in infant and child :
mortality and morbidity rates among and within regions and provinces,
and to lower the corresponding national rates?

-- Is the program contributing to an increase in the availability,
utilization and sustainability of child survival-related services, ¥
including child spacing? Has the program contributed to an increase
in these services to underserved and high-risk groups?

-- What specific outputs has the program produced? Have the specified
policy changes- been accomplished?

The key methods used to answer the management questions outlined above
will include a review of program documentation; key informant interviews of
the users of the information; interviews of program 1mp1ementors, and routine
monitoring documentat1on

The annual progress reviews, m1dtenn and final evaluations will be
-completed by contractors independent of the TA contractor. USAID plans to
contract with a qualified 8(a) or Gray Amendment firm for the annual progress
reviews, midterm and final evaluations.

D. AUDIT SERVICES

Primary responsibility for audits of AID programs lies with the Regional
Inspector General for Audit (RIG/A); however, non-federal auditors may be
contracted by RIG/A for the purpose. Of the the total grant funds, $150,000
has been allotted for non-federal audit services tao be rendered by U.S. and/or
local auditing firms. It is anticipated that the audit will cover the
financial and compliance aspects of the program.
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VII. SUMMARIES OF PROGRAM ANALYSES
A. FINANCIAL ANALYSIS
1. Need for and Impact of ﬁSAID Assistance

The need for additional assiétance is clearly demonstrated in the
DOH's budget for its child survival-related programs over the next five years
(Annex G, Table 1). The budget shows total requirements of P5.655 billion,
equ1va1ent to $269.3 million at an exchange rate of P21 to $1. Of this
amount, only 75 percent, approximately $202 million, is certain to be funded.
At the time of PAAD preparation, DOH expected the following: GOP -- 32.1
percent; United Nations Fund for Population Activities, Rotary and other
private sector sources -- 21.2 percent; USAID (present and proposed project
activities) -- 16.4 percent; [BRD (through the Philippine Health Development
Project) -- 3.1 percent; CIDA -- 0.9 percent; and WHO -- 0.04 percent. (See
Annex G, Table 2.)

Funding sources for the remaining 25 percent or $67.3 million of the
total budget have not been identified. The proposed $45 million in
performance-based disbursements to the GOP could potentially free up GOP funds
to cover about 67 percent of the unsourced budget requirements, thereby
alleviating the GOP's funding problems, which 11m1t its ability to prov1de
much needed health services to the people. ,

Current donor assistance, including AID's PHCF Project, is - ;
concentrated in selected nat1ona1 programs such as EPI and CDD, which makes 1t
difficult to either address integrated health programming or target areas of
greatest need to maximize benefits to the mother .and child target group.
Program assistance will address this need by providing performance-based
disbursements to the GOP that can be .programmed to meet specific health needs,;
particularly at the provincial level.

2. Sustainability

The anticipated growth in the overall economy and the increasing share
of the national budget going to the health sector are positive indications
that the GOP may be able to sustain program activities after the end of the
program. However, these positive developments are not adequate assurance that
the GOP will indeed be able to continue program activities. The GOP must
undertake further cost reduction strategies to be able to finance the
program's recurrent costs. One way this can be done is to reallocate the
health budget so that prevent1ve services receive a larger budget portion than
hospital-based (curative) services. The GOP should also encourage the private
sector to increase its involvement in the provision of hea]th care services to
ease the govermment's burden.

B. ECONOMIC ANALYSIS

Although a conventional economic cost-benefit analysis is difficult to
undertake in terms of quantifying the program's costs and benefits, the
program's potential benefits appear large enough to outweigh the program's
costs..
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Benefits of the program include: (1) overall improvement in health status;
(2) reduction in health status variances among regions and provinces; (3)
expansion in child survival-related health service coverage; (4) increased
future earnings and higher productivity of children saved; (5) reduction in
costs of treating illnesses which are avoided or made less severe, e.g.,
savings in public health expenditures due to reduced incidence of communicable
and preventable illnesses; (6) enhanced overall efficiency and effectiveness
of tne DOH's child survival-related services through decentralized planning,
integration of existing health programs, and concentration of child survival-
related services to underserved and high-risk geographical areas of the
country; and (7) expansion of private sector participation in the provision of
health services.

The client-targeting strategy that the assistance program will adopt will
ensure that resources will go to population groups most in need of care. The
benefits arising from the equity dimension of such a strategy are immeasurable.
The public health nature of the assistance indicates a focus on the health
status of high-risk groups that could, in turn, help drastically reduce the
probability of epidemics, a drain on the inadequate health budget and a cause
for substantial economic losses.

Coupled with the strengthening of the HIS, decentralization of health
management and planning can be an effective means of overcoming inefficiency,
wastage and cost escalation due to the inability of central planners to assess
the real needs of local populations. Greater involvement of district and
provincial health officers in targeting clients, budgeting and planning is
expected to result in better identification of needs and better utilization of
scarce financial resources.

Integration of services is based on the principles of economies of scale
and economies of scope. Integration efforts will provide greater coordination
of donor-funded activities, thus preventing duplication and easier program
management. Integration of activities such as IE&C, training and logistics
will redound to a more cost-effective program.

A positive outlook exists for a three-fold increase in the health sector
budget allocation in the short term. In the long run, reductions in the
financial requirements of child survival services may be realized as a result
of better health status, reduction in population growth, institutional
deficiencies gained and technological developments.

Better health reduces the fregquency of illness and the probability of
complications among those who do get sick, and these translate directly into
cost reduction. Large scale preventive health measures also reduce the
probability of epidemics, control of which is very costly. Also, USAID
assistance encourages the DOH to consider: (1) adopting alternative health
care financing schemes; (2) expanding the present coverage of the Medicare.
system; (3) imposing user fees; (4) reviewing the hospital subsidy program;
(5) contracting out some government health services; (6) undertaking
networking arrangements with the private sector; (7) exploring private sector
alternatives for the delivery of services currently provided by the
government; (8) increasing the involvement of NGOs in health development; and
(9) possibly privatizing specialized quaternary hospitals, which are a big
drain on DOH's resources. The impact of these efforts on financiatl



- 46 -

sustainability is not likely to be felt in the near future but is more likely
to be realized in the longer term.

The following analysis demonstrates that the program assistance is likely
to achieve sufficient benefits to cover the costs. Given the economic cost of
the program of $45 million, the social discount rate in the Philippines is
used to determine the required economic impact to justify the investment in
the program assistance. In order to do this, the following simplifying
assumptions are used: (1) program funds are disbursed immediately upon signing
of the grant agreement; (2) economic returns over a twenty-year period will
flow evenly beginning in the first year for each dollar invested; (3) no new
returns are attributed to the program after its completion; and (4) an
exchange rate of P21.00:$1.00 prevails.

Using the NEDA estimated social rate of discount of 15 percent (capital
recovery factor for years one to twenty = 0.159761), the program assistance
must achieve an annual economic benefit of P151.0 million annually to cover
tne total cost of the assistance. The likelihood of achieving the required
Tevel of annual benefits may be demonstrated by comparing its magnitude to the
health care expenditures of Filipino families per year,

Results of the 1988 rFamily Income and Expenditures Survey (FIES) show that
a Filipino family typically spends 1.7 percent of its total expenditures on
medical care. Given average family expenditures of P32,214 per year, a
typical family spent an average of P548 in health care in 1988. With total
number of families of 10.7 million, total family expenditures in health care
reached P5.8 billion in 1988. This P5.8 billion represents health care
expenditures of all members of the family (an average of 6 members). Assuming
that a typical family has two members 0-6 years of age and assuming that
family members spend-an equal amount on health care, total health expenditure
of children is about P1.8 billion a year, an amount that can be drastically
reduced (and therefore saved) given a comprehensive child survival program,
The minimum required benefits of P151.0 million annually require only an 8.4
percent reduction in the current level of spending on children's health per
year,

1

The above analysis assumes uniform income elasticity of health services
across households. In the Philippines, this may not be the case considering
the high income disparities among households, i.e., lower income households
have smaller budget allocation for health care while higher income households
have bigger budget allocations for the same expenditure item. In order to
address this issue, family expenditures on children's health by income class
were used: instead of the overall family expenditures on health. In the
absence of the income decile data for 1988 (still being processed), results of
the 1985 FIES were used.

The 1985 FIES shows that the lowest income class spent 1.2 percent of
family expenditures on medical care, while the nhighest income class spent 2.5
percent. Using the varied proportions of family expenditures on medical care
for each income decile, it is estimated that total medical care spent on
children for the year of all income classes reached P1.86 billion. This shows
that the minimum required benefits of P151.0 million annually reguire only an
8.1 percent reduction in the current level of family spending on children's
health per year. This indicates a great likelihood that the required minimum
benefits will be achieved.

Ny
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In terms of cost-effectiveness, worldwide experience has shown that the
activities to be undertaken in the program as a whole are cost-effective since
(1) they have a definite bias toward preventive rather than curative care
(e.g., immunization versus treatment); (2) they emphasize early detection and
monitoring (e.g., use of growth charts and home-based mothers' records); and
(3) they make use of low-cost proven technologies (e.g., midwife or home-based
treatments of respiratory infections and oral rehydration therapy).

C. SOCIAL SOUNDNESS ANALYSIS

The purpose of the Child Survival Program is to increase the availability,
-utilization and sustainability of child survival-related services, in order to
contribute to the goal of reducing infant and child mortality and morbidity
rates. The program emphasizes the targeting of underserved and high-risk
groups, So that the program goal will be achieved chiefly through the
reduction in the variance in the infant and child mortality and morbidity
rates among and within provinces and regions. The high mortality rate in the
under-five population has been identified as a significant development problem
because of its negative impact on the overall socioeconomic well-being of the
country.

The DOH child survival-related services are all embodied in its integrated
MCH program, which the USAID program wili strengthen. The direct
beneficiaries of the program are the estimated nine million Filipino children
below the age of five and the 13.5 million married women of reproductive age,
particularly the two million who are expected to become pregnant each year.
The benefits tnat will accrue to child beneficiaries are in the form of goods
and services that will promote health and prevent premature mortality, such as
immunizations, oral rehydration salts for diarrhea, drugs to control
pneumonia, etc. Women beneficiaries can expect the following benefits:
regular pre- and postnatal care, maternity services, tetanus toxoid 3
administration, and a broad range of contraceptiVe supplies and services.

The cultural acceptability of the MCH program interventions is not
considered an issue, as the interventions have been widely promoted by the DOH
over the past several years, and the services have been well patronized by the
population. Although family planning services are not supported by the Roman
Catholic Church, the major religious institution in the Philippines, family
planning is politically and culturally acceptable, evidenced by the GOP Medium
Term Philippine Development Plan, the May 1987 population policy, its
prominence in the August 1389 State of the Nation address, and confirmed by
the National Demographic Surveys of 1988, 1983 and 1973; the 1978 Philippines
Fertility Study; and the Contraceptive Prevalence Survey of 1986.

The Child Survival Program is designed to ensure that benefits reach the
intended primary beneficiaries. These assurances are provided by such program
features as deliberate targeting of underserved and high-risk areas;
decentralization of program planning and budgeting; and direct releases of
funds to provinces. The DOH is also seriously addressing the issue of
sustaining the levels and intensity of the expanded child survival services
beyond the periogd of USAID support. Section III.B. of the PAAD outlines the
various efforts that are being considered to ensure sustainability, from both
inside and outside the program.
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Contributing to the lowering of infant and young child mortality and
morbidity rates will be the major achievement resulting from the Child
Survival Program, although changes in these rates can not be accurately
measured within the 1ife of the program. Lowering of these rates is expected
to produce in turn a significant economic impact, to be brought about by
reduced treatment costs for illnesses avoided and future earnings of children
saved. The policy changes that will be implemented during the course of the
program will significantly improve the DOH system of planning and delivery of
services. The linkages between increased child survival rates and reduced
population growth rates make the economic impact of the program very
significant, because population growth rates have a strong correlation to the
country's real economic gains.

The goal, purpose and general design of the Child Survival Program reveal
features that point to its social soundness, It responds to a real social and
deveiopmental need and its design has taken into account the lessons and .
experiences that the DOH has accumulated in the delivery of child
survival-related services. During the planning of this program a thorough
analysis was made of the various constraints that prevent the DOH from
maximizing its capacity to delivery MCH services, and the program's
implementation strategy is intended to address precisely these constraints and
ensure long-term sustainability. On these bases, the Child Survival Program,
as designed, is determined to be socially sound.

D. INSTITUTIONAL ANALYSIS

1. Current Capabilities for Health Planning

Planning in the DOH has essentially been top-down in the sense that
general guidelines and targets have been set at the national level. The
tendency to mechanically adopt national program targets and priorities has
often reduced subnational health planning to a routine exercise in computing
numeric coverage targets. Needs assessment has often been limited to
computing the numbers of eligible people for specific services.

While there are existing mechanisms for intersectoral health planning
at the provincial and regional levels, these are generally weak and
inoperative. In most cases, operational health plans for each province are
prepared by the program coordinator of the Integrated Provincial Health Office
(IPHO). ‘

Technical and managerial skills at the provincial and.city levels need
development. Capabilities for epidemiology-based pianning are especially
weak, particularly the provinces and cities with the greatest needs. This
poses a targeting problem, as there is need to be botR efficient and equitable
in the allocation of program resources. On the plus side, DOH field officers
do recognize the need for focused planning and service delivery, and have
.expressed willingness to learn how this can best be done at their level.

2. Plans for Strengthening Subnattonal Health Planning

The recently approved Philippine Health Development Project financed
by the IBRD provides for the improvement of health planning and management
capabilities at the regional and provincial levels. All provinces are
expected to prepare five-year health development pians by 1990. The planning
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exercise is expected to have intersectoral participation. A special training
cum practicum exercise will be set in motion to technically prepare the IPHOs
for their substantive role in the formulation of provincial health plans and
preparation of corresponding budget proposals. Under PHOP, a Committee for
Community Health Policy will be established to define strategies for reaching
tne most deprived and underserved communities in the country, and to establish
partnership arrangements with NGOs and local government units.

A National Task Force on Comprehensive Maternal and Child Health has
been organized under the QOffice of the Undersecretary for Public Health
Services, which will contribute to integrated delivery of MCH services as well
as planning at all levels through the issuance of a field operations manual.

At the subnational level, administrative reforms accelerated since
1986 have set the stage for effective decentralization of planning and
financial management of health services in 1990 and beyond. There is also a
higher level of commitment and support for child survival services among
provincial and city health officers and staff. What is usually lacking is
systematized, decentralized planning to achieve the most results.

3. Suggested Criteria for Targeting Services

The uneven spread of problems and opportunities for child survival
makes it necessary to focus attention on priority programs and geographic
areas. Among the proposed criteria for prioritizing functional programs and
geographic areas are: (a) focus on priority child problems that have not been
adequately addressed by existing programs such as ARI; (b) expand support for
the most cost-effective programs; (c) focus on provinces and cities with many
underserved areas/groups; and (d) classify cities and provinces according to
needs and capabilities, with corresponding planning or management models for
each type.

4. Program Implementation Actions

In order to achieve more precise, accurate targeting of program and
geographic areas, immediate attention will be given to the revalidation of the
data base for identifying priority areas. Key indicators to be used will
include nealth status and degree of geographic accessibility. Second,
geographic areas in need of additional midwife services should be identified,
as they are the front line staff required to achieve the desired levels of
service coverage. Finally, strengthening of regional and provincial health
planning capabilities is another priority implementation action. Technical
assistance will be required to undertake the above tasks, 1nc1ud1ng the
training of provincial health planners on the processes and methods of
epidemiology-based health planning, target1ng and hea]th information system
management.
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YII. CONDITIONS PRECEDENT AND COVENANTS
A. CONDITIONS PRECEDENT TO DISBURSEMENT

1. Initial Disbursement:

|

a. A written opinion of counsel acceptable to AID that the Grant
Agreement has been duly authorized and/or ratified by, and executed on behalf
of the GOP, and tnat it constitutes a valid and legally binding obligation of
the GOP in accordance with all of its terms.

b. A written statement setting forth the names and titles of
persons holding or acting in the Office of the GOP and of any additional
representatives, and representing that the named person or persons have the
authority to act as the representative or representatives of the GOP, together

with a specimen signature of each such person certified as to its authenticity.

c. Agreement in writing to PI0/Ts for technical assistance as
described in the Program Description (Annex 1 to the Grant Agreement).

2. Initial Performance-Based Disbursement:

a. MWritten, agreed-upon policy objectives and performance
benchmarks for the first year of the program. .

-.b. A list of the priority provinces and cities for expanded
coverage of child survival services.

c. An implementation plan specifying: (1) the responsibilities
and interrelationships of the entities involved in the receipt and )
disbursement of U.S. dollar funds; (2) a schedule of payments, identifying °*
payees, amounts and due dates of the loans, proposed to be made by the GOP
using U.S. doliars provided in the tranche releases and any interest earned
thereon; and (3) the type of documentation to be obtained and maintained by or
on behalf of the GOP evidencing the use of U.S. dollars disbursed from funds
provided through the Program.

d. A statement of the name, branch and U.S. Federal Reserve Bank
branch number of each bank with which the U.S. dollars to be disbursed will be
deposited, with the respective amount of U.S. dollars to be deposited in each
account; and

e. Evidence that conditions precedent in Section VII.A.1. above
have been met,

3. Each Subsequent Performance-Based Disbursement:

a. MWritten evidence of performance in meeting the performance
benchmarks for the prior year as agreed upon with AID.

b. A written agreement on the policy objectives and performance
benchmarks for the ensuing year. ’

c. An implementation plan as specified under Section VII.A.2(c)
above. -

bt "
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d. A statement as specified under Section VII.A.2(d) above.

e. HMWritten evidence that the payments specified pursuant to
paragraph (c) above in connection with any prior disbursement of U.S. dollars
have been made in accordance with Section 5.2 of the Grant Agreement
("Disbursements from U.S. Dollar Account"). ‘

B. SPECIAL COVENANTS

I.' U.S. Dollar Account

U.S. dollars being held in the account identified by the GOP shall not
be commingled with funds from any other source, provided however that the
account shall include interest, if any, earned on funds held in the account.
The GOP shall promptly furnish to AID in form and substance satisfactory to
AID: (a) documentation evidencing deposits into the account and (b) periodic
statements of balances held in the account, including interest, if any, earned
on funds held therein.

2. Disbursements from U.S. Dollar Account

U.S. dollars held in the account referred to above shall be disbursed
by the Central Bank of the Pnilippines in accordance with the implementation
plan submitted in satisfaction of the implementation plan specified in
Sections VII.2(c) and VII1.3(c) to pay debt service obligations of the GOP
(other than obligations incurred for public corporations) and of the Central
Bank of the Philippines to the International Monetary Fund, the IBRD, the
International Development Association, or the Asian Development Bank, in
accordance with the schedules of payments provided pursuant to Sect1on 3.3 of
the Grant Agreement (terminal date for submission for requests for
disbursement). Ffunds held in the account shall be used solely for the s
foregoing purpose, or for such other purposes as AID and the GOP may mutually
agree upon, until all funds held in said account from time to time have been
disbursed for such purpose.

3. Review of Policy Reforms, Objectives and Benchmarks

The GOP agrees to conduct annual reviews in cooperation with AID and
the monitoring contractor of progress being made toward policy reforms to be
implemented by the GOP, as set forth in the Program Description (Annex 1 to
the Grant Agreement), along with the actions undertaken in support of the
policy objectives and benchmarks agreed upon the previous year, and to agree
with AID on the policy objectives and performance benchmarks for the ensuing
year. .

4. Program Evaluation

AID and the GOP agree to conduct a midterm and final evaluation as
part of the program, Except as AID and the GOP otherwise agree in writing,
the evaluations will include the elements of the evaluation component as set
forth in the Program Description (Annex 1 to the Grant Agreement).
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ANNEX A

REPUBLIC OF THE PHILIPPINES
NATIONAL ECONOMIC AND DEVELOPMENT AUTHORITY
NEDA sa Pasig, Amber Avenue Pasig, Metro Manila

| , Cable Address: NEDAPHIL
P P.O. Box 419, Greenhills
\ Tels. 673-50-31 10 50

J-Yy
-

He. Malcolm Butler

Mission Director

U.S. Agency for International
Development

Ramon Magsaysay Center Bldg.

Roxas Blvd., Manila

(ERYE
246

Wea/0TVS)
60, WV Wt 2 g7 ony

Dear Director Butler:

We would like to request for USAID grant assistance in
the amount of $50 milli>n for the proposed Child Survival
Program. To be implemented by the Department of Health, the
said program aims to help achieve child, survival objectives
in the Hedium Term Development Plan' by increasing the
evailability éand utilization of child survival-related
services, including child spacing,  to underserved and high-
risk groups.. The program assistance will be utilized over a
period of four (4) years with the <{irst annual tranche
expected to be obtained in early FY 1980.

t is also envisioned that a significant portion of the '
program assistance will be used as parallel financing for
- key components of the Philippine Health Development Project
loan recently negotiated with the World Bank which are
consistent with the said program’s objectives.

Attached 1is a copy of the Department of Health's
request for the said program assistance.

We shall highly appreciate USAID’s favorable
consideration of this reguest. . S

With best regafds. ' i

Very truly yours,

RIAN A. ALBURO
Acting Director-General

cc: Secretary Alfredo R.A. Bengzon, DOH
Undersecretary Hario M. Taguiwalo, DOH
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EFFORTS TO REDEFINE THEE ROLE OF THE PUBLIC SEICTOR FROM &
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QUALITY ASSURANCE ROLE WITE PRIMARY SEZRVICT DELIVERY
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S. CONTENT OF POLICY AGENDE. ~ %
TYT POLICY AGTNDA IN THE PAIP AFPEARS TO ET ON ThRZET,

R0T WT REJUEST THE MISSTON TO CONSIDER INCLUSION FOP THE
FOLLCWING AREAS WITEIN THEE POLICY FRAMIWORR CF TSI PAAD.

A. NUTRITION. LEVELS OF CHILD MALNUTRITION ARE
UNUSUALLY BIGH IN THE PRILIFPIFES, PARTICULARLY GIVEW
INCOMT AND EIDUCATION LEVELS. ACCORDING TO THE MISSION'S
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NUTRITIONAL STATUS AND BEIZALTE, IT IS INPORTANT TO
STRENGTEEN TRE INFORMATION BASE AND ANALYTICAL FRAMEIWORX
FOR UNDERSTANDING TSZ CAUSES OFf MALNUTRITION SO THAT TRE
DOF CtN ADDRTSS TAOST WEICE DC LIE WITEIN THE SCOPE OF .
ITS PROGRAMS. :

) . 1

E. COMMUNICATIONS. 1IE AND C-PLAR. INCLUDING USEiOF

'PRIVATE SECTOR ADVERTISING 2GENCIZS, FOR MiJOR FOCUSSED

BEALTZ EDUCATION EFFORT SHOULD Bz INCORPORATID INTO TEHET
FINAL DESIGN. :
5. TTE PAAD 330ULD 4150 ADDREISS THE FOLLOWING
ADDITIONAL CONCERNS WHICH wWiTIE DISCUSSTD BY TEE PRL.

4. POPULATION FUNDS. TEZ PROJEZCT COMMITTZIE UNDERSTANDS
THAT TEE PAAD WILL INCLUDE SIX MILLIO& IN FOPULATION
FTUNDS ®OR—FT 89. TEE PALD SROULD MAXE CLEAR THAT
SUPPORT IS INTINDED TOR CLEAALY IDENTIZTIARLE
POPULALTION/FAMILY PLANKING SERVICE LCTIVITIZS OVEIR TEE
FOUR-YEAR PROGRAM. TEI MISSION AMD TEZI 50P SEOULD “OTE
TEAT TEZ POPULATION/FP ASPECTS OF THE PROGRAM ARE BIIANG
FORWALED FUNDED IM TEE FIRST YZAR AND EZIFLECT THIS IN
TUTUAZ BUDGET SUBMISSICNS.

E. LDDITIQRALITY. TEZ PREISEINT GUIDANITI OF TSIS (7
. LOCAL CURRENCT SUPPORT FO® HOST, GOVIZANMINT ACTIVITICTS

'STRESSZS TEAT OUR OBJECTIVE SEOTLD ZI TEZAT AN o
.APPROFPRIATE LEVEL OF RESOUHCES “ARZ DZVOTED BY TEE FOST

GOVERNMENT BUDGET TO THE ACTIVITIES ¥wI SUFPORT, NOT :
NECESSARILY THLT TEIS IS _ADDITIONAL TO PREVIOUS RISOURCE
LEVILS. 1IT IS ™MORE IMPCRTANT TO SSCY TEAT OUk
LSSISTANCE MARZS A TCIFTFERINCE. T3E DITTIRINCI CAKN BE
QUANTITATIVE, QUALITLTIVE OR IXN TBT FOLICY ARZI:. "TIZ
P2L4D CAN DRA¥ ON ANY OF TEEISEZ APPROALCEELS. ;

C. PRIVATE SBCTOR. THE PROJECT COMMITTET UNDERSTAMNDS
TEAT TETRE ARE PLANS FOR A4 KIW PROJECT TO DZIAL WITT
ETLLTE CARE TINANCING NEXT YZAR. EOWIVER, TEI PLAT

SEHOULD ENCOUZAGE USE OF PRIVATE MECEAKNISMS WHIRT
POSSIBLZI; FOR EXAMPLE, ENCOURAGEIMENT OF OF PRIVATE

PROVISION OF MORE PRIVENTIVE STRVICES.

~m BEST AVAILABLE COPY
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™

CARE SHOULD BE TAXEN THBAT WE DO NOT GIVE TFE GOVERNMENT
SYSTEM AN INCENTIVE TO TAKE OVEIR PRIVATZ SERVICZS. FOR
EXAMPLE, INDICATORS SET FOR INCREASED CONTRACEPTIVE
PRTVALENCE AMD IMMUNIZATION COVERAGE SBOULD INCLIDE
SERVICIS BY PRIVATE PROVIDEZRS 4S WZLL £S TEI GOVERNMINT
SYSTE™ SO TEERE IS NO INCENTIVE FOR THE GOVERNMENT
PROVIDERS TO TAXE OVER SERVICIS NOW PROVIDED PRIVATELY.

D. SUSTAIMABILITY. PRC WAS CONCERNZID THAT THZI FAIP MAY
ELVE UNDERSTATED SUSTAINABILITY FROBLEM. WE SZE '
LINKASES OF TRE POLICY AGENDA TO THE ABILITY CY¥ THE
TOTAL HEALTE SECTOR TO SUSTAIN COSTS OF ACTIVITIES VWE
SUPPORT UNDER TEIS PROGRAM. MISSION AND GOP SZOULD
PREPARE A CREDIBLE RECURRENT COST PLAN WEICH IDZALLY
WOULD INVOLVE % DECLINING A.I1.D. SHARE OF EUDGEIT OVER
THE LIFE OF TEE PROGRAM. '

®. TECENICAL ASSISTANCE. TE:X PRC RTCOMMENDEIT THAT TEE
MISSION CONSIDTR AN INCRTASED PACKAGE OF TECENICAL
ASSISTANCE FUNDED UNDEK TEE PROGHAM TO MEIET POSSIEBLE
MISSION MANAGEMENT -CONSTRAINTS THAT COULD CROWD OUT

~ OTEIR POTINTIAL SECTOR INITIATIVE TBIS INCHWEASED

ASSISTANCE WOULD BE ESPECTALLY IHPO”TAVT TO TRACK BUDGET
LND PIRFORMLNIE INDI CATORS.

T, OTBER CONCERNS.- o
TST PRC URGES THE MISSION TO .LONSIDER SETTING AS
PORTION OF TET TECHNICAL ASSISTANCE PACEAGE 703
AMTNDMENT FIRM.

DE
~
\.
.\ L3

WE ROTE TEAT THE PAIP OMITS -THE STANDARD 235 PTRCEINT
COUNTERPART CONTRIBUTION. WE ASSUME IT WILL BE INCLUDED
£S PART OF ThRET FINAL PAAD. —

WE NOTE TEAT NTV¥ DATA FR0M .POP REFZRINCE BURILU
INDICATES IMR IN THE PHILIPPINES IS CUGREINTLY 48 FIR

RT

[\V]
N
A

~ UNCLASSITIED STATT Z245Cl38/22

UNCLiS SECTION 23 OF @3 STLTE 245€39
1,882 WEICE IS 4T ODDS WITE TET 34 PIR 1,8€2 FISURT USID

‘IN TEE DPLIP.

7. FYI: URGE MISSION TO SURMIT CN FOR SURJETCT PROJT

ASAP. END TTI. BACE
BT
#3038

NNNN

-
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'YZC2CMLO1@9 3¢-ADG-89 TOR: 18:45

" 00 RUEEML : . CN: 24508 °
' DE RUEHC #8745/01 2421842 ; CERG: AID

' ZNR UUDUD ZZE . DIST: AID

0 3Q1837T AUG 89 ' . ) !i ADD:

Fi SECSTATE ¥ASHEDC
TO AMEMELSSY MANILA IMMEDIATE 8595
BT

UNCLAS SECTION @1 0F 02 STATE ’78745

T.0. 12355: HK/h
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—
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| SUBJECT: CHILD SURVIVAL (492-2405) POLICY AGE¥DA | &2

1. SUMMARY: PRC MET AUGUST 25 TO REVIEW SUBJBCT POLICY «
MATRIX TRANSMITTED VIA FTAI AUGUST 21. DON ZSSLZY

- PARTICIPATED IN TEE RIVIEW AND YAS VERY ~ELP?UL ¥E
COMPLIMENT MISSION ON QUALITY OF YOUR SUBMISSION. YOU

ARE AUTHORIZED TO PR0OCEED wWITH AU"’O"ZL"IO“/C"IGLTION

SUBJECT TC GUIDANCT PROVIDED BELOW. GIHD Uﬂﬁnni.

2. TARGETTING OF CEILD SURVIVAL: - BUREAU IS CONCERKED !
LEOUT TEE NEED FOR GREATER SBECITICITY BEIARDING ' .
STRATEGY I, ITEM A AND THE bRIORITIZKTLO‘! CT BUDGZITARY
LLLOCATIONS TO BIGH RISK PROVINCES. WE ZELIEVE TES.

MISSION NZEIDS TO COME TO AK AGREEMSTKT WITH THEI GOP

BEFORT RELEASE .OF TEE INITIAL TRANCHE REGARDIHNG BUJG"T ARY
PRIORITIES IN EEALTE (CHILD SURVIVAL) AMD BOW T=E 3
REQUIRED CHANGES IN BUDGETAEY ALLOCATIONS ALD/0° IﬂPRDVED

. ZFPICIENCY FROM YEAR TO YEAR ¥ILL EE MEASURED AGAIKST

AGRZID UPON, OBJECTIVE CRITZIRIA.

TOR EXAMPLE, WHAT IS TEE MINIMOUM LEVEL OF BUDGETAZT

“ INCREASE TTAT WILL SATISTY MISSION REQUIREIMENTS FOR
RELEASE OF SUBSEQUENT TRANCHES? TRIS NEZEDS TO BE AGREED
UPON 48D SET TO AVOID CONFTUSION IN SUBSEQUZHT
EVALUATIONS/REVIEWS. AS HNO¥ WRITTEYM, ETHCEMARY COULD BE
SATISTIZD BY SMALL INCREASE —- SURELY 0T TOUR INT3INT.
(LTIRNATIVILY, IF TEE INTEKRTION IS TO ENSURI TEZAT TEZD
I0RITY rYOVINCES GIT WEAT TEET REQUSST TC2 TETIR PLA‘
N THEAY SBEOULL BE SPECIFIZD MORE CLEARLY. TEIS 'C:RN
O LPPLIES TO STRATEGY II, ITIM A, RTGARDING 'fCEZAECD
,0CATIONWS TOR PRIVENTIVE SERVICES.

[

e pre 03 00 b
t g s e
[ 2 R o ]

3. DILIVERY OF SERVICES (STRLTECGY I,'ITE%>B)5 ¥I URGE

TEE MISSICOH T0 ADD THI FOLLOGWING TWO ITIMS UADER
ND-OF-PR20OGRAM SERVICE DELIVERY COVERAGE INDICATOZS:

_ -—-PEPCL » OF DOA-FUNDID OUTHIACE WORZIRS TRLIKNED TO
DELIVER A COMPREEINSIVE RANGE OF TAIMILY PLAKNING
SERVICES INCREASES TROM (SOME PERCENT) IN 1933 T0 (SOME

~ PERCENT) EOP. (MISSION AXD GOP TO AGRZE UFON AKD 3ZT
 PERCENT FIGURES)

-

BESTAMAMABLECOPY . ./Qb
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——PERCENT OF DOH SEALTH DELIVERY CENTERS DELIVERING A
BROAD RANGE OF TLNI Y PLANNING SERVICES INCTREL™ES FTIOM
(SOME PTRCTYUT) IN 1989 TO (SO“E PTRCEUT) AT EOP.

(MISSION AND GOP TO AGRET UPON AND SET PERCENT FIGURES..)

¥E BELIEVE THESE ADDITIOHNS ARZ IMPORTANT, ESPECIALLY IN

VIEW OF LARGE LZEVEL OF POPULATION FUNDING IN TEZ

PROGRAM. THEISE ADDITIONS SEOULD HELP TO FACILITATE
DISCUSSIONS WITH THZ GOP ABQUT THE IMPORTANCE OF FAMILY
LANNING IN TEE OVZRALL CHILD SURVIVAL PROGRAM.

4. THE ANNUAL EVALJATION COMPOKENT OF THE PROJICT IS A
CRITICAL ELZMINT FOR METASURING AND SELPING T0 ENSURS TEE
SUCCISS OF TEIS PROGRAM. THE FIRST EVAIUATION WILL SET
_THE TONE FOR DISCUSSIONS VITH GOP REGARDING TZE
ACEIEVIMENT OF THE INTIVIDOAL 0BJECTIVES AS ¥ELL 45 THE
OVERALL SUCCESS OF TEE PROGRAM AND THIS MODE OF
FINANCING. WE GIVE HIGH PRIORITY TO THIS EVALUATION
COMPONENT. ANE/TR WILL BE PLEASED TO COLLABORATE WITE
THE MISSION ON THE DESIGN OF THT SCOPT OF WORY FOR THE
FIRST IVALUATION AND STANDS RZADY TO EELP IN RECRUITING
TEAM MEMBERS. i
5. SUSTAINABILITY: WE BELIZIVE TEZ MISSIOH IS PROCEIDIAG
PROPERLY IN ITS APPROACE T0 DEVILOPING SUSTAINABLE CEILD.
SURVIVAL-RELATZD STRYICES. FROM THE TINAWCIAL AND
INSTITUCIONAL POINT OF VIEY. HO¥WEVEIR, THE BICE LEVEIL OF
ATD AND OTHER DOWOR FINANCIAL SUPPORT FOR THE RZALTE
SICTOR IS A LONG TERM SUSTAINABILITY COMCERN.

WI BELIEITE YOUR STRATEZGY II IS LATING TSZ GROUNDWORX FOR
TASURING MOVEMEINT TOWARD SUSTAINABILITY THAT WILL BE
ADDRISSED MOREZ DIREZCTLY WITH YOUR UPCOMING NATIONAL
"HEALTE INSURANCE DEVZLOPMENT (NEID) PROJECT WEICH WILL
ADDRTSS LONG TERM RATIONALIZATION OF EEALTH .SECTOR COST
BURDEZNS. 1IN STRATEGY II, PART C. ON PAGE 4 OR IN THE

" PAAD, THE MISSION MAY WANT TO SPECIFY IN GREZATER DETAIL
TEZ RILATIONSEIP BETYEEN THS CEILD SURVIVAL PROGRAM AND
THE UPCOMING NEID PROJECT.

USAID IS UNDERTAKING J1ITH THE GOP AN OVZIRALL,
COMPREZEENSIVE APPROACE TO SERVICE DELIVERY IN THE HEALTH
SICTOR. 1IN THE CHILD SURVIVAL PROGRAM, IT IS ADDRESSING
THE NEEDS OF TBE POOR AND NON-WAGE-BASZD POPULATION, AND
IN TEE NHID PROJECT IT IS RISTRUCTURING SERVICE DELIVERY
TO TEE ENTIRE WAGE-3ASED POPULATION, INCLUDING GCVIRANMENT
WORKERS. THIS COMBINED AND COORDINATED EFFORT WILL
PROVIDE POLICYMAKERS IN THE DOR WITE THZ-DATA BASE ON
SERVICE UTILIZATION AND COSTS FOR TRE DEVELOPMENT OF

BT
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OPTIONS ON NATIONAL HEALTE iNSURAﬂCE WITEIN TBE NEXT TEN
YEARS, COVERING.ALL MEDICARE I AND MEDICARE 11
. BENEFICIARIZS. - THIS COMBINED APPROACH IS ESSENTIAL TD

TEE LONG-TERM SUSTAINABILITY OF THE RECURRENT COSTS OF
TEE TOTAL HZALTH SYSTEM.

SUSTAINABILITY, TEEY, IS NOT SOLELY A QUESTION OF TEE
FINANCING FOR KEALTR SERVICES WITHIN CSILD SURVIVAL, BUT
MORE IMPORTANTLY, AN ISSUT OF PROVIDING EQUITY TEROUSE
CROSS SUBSIDIZATION FROM THE WAGE-BASID POPULATION TO

TET PCOR ONCE INSTITUTIONAL INFRASTRUCTURT IS5 ESTARPLISHED
IN TEZ M0ST DIFTICULT GEIOGRAPHEIC AREAS FOR SIRTICE .
DELIVERY. TFINANCIAL SUSTAINABILITY IN TERMS OF COST
RECOVERY OR GOVERNMEKT/DONOR FINANCING FOR SERVICES TO
TRE POOR IS NOT AS CRITICAL IMMEDIATELT AS IKSTITUTIONAL
SUSTAINABILITY FOR TE1S POPULATION GROUP =—- TEE TARGITS
OF TEE CEILD SURVITAL FROGRAM. MUCE OF TET POLICY

AGENDA IN TEIS PROGRAM IS TO SET IN PLACZ TEIS TIND OF
SUSTAINABILITY. -

6. AT THIS POINT, ¥I ENCOURAGE YOU TO CONTINUE YOUR

EFFORTS AT IhC°d;.IHC PRIVATE HEEALTI CARE PROVISION,
INCRIASING EFFPICIENCT IN THE PROVISION OF SUCE STRVICES :
THROUGHE TEE DU'B"IC S-VJOP, BUILDING TEE INSTITUTIONALL !
B.ST FOR CEILD SURYI AND SECURING ADIQUATE LEIVEILS OF
GOVERNMENT ?INA“CIN" “OR °R’VENT177 (PRIMARILY CEILD
SURVIVAL) SERVICES ISPECTALLY TN ARTAS MOST POORIY

- SERVICED. WE WILL FOLLOW YOUR PROGRESS IM TREZISE A XEAS

WITH GREAT INTZREST. ZAGLZZUREZR

BT

#8745
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CHILD SURVIVAL (492-0405)

1

PROGRAM i"€S1GN SUMMARY
LOGICAL FRAMEWORK

Life of Program
FromFy _ 8 to FY L]

Totel U, S, Funding _1I5
Dete Propared: 8/31/89

NARRATIVE SUMMARY'

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

»

IMPORTANT ASSUMPTIONS

Program or Sectoc Gost: The broader objective to
which this project contributes: (A-1}

To contribute to & reduction ia the varisnce In infant
and (hild mortatity wid sorbisity rates owv.' e witidn
provinces ond reglons, while siawitaneously lowering the
corresponding aational rates.

Measures of Goal Achievement: (A-2)

--Lower nationai Infant and child morbldity anc
mortatity vetes.

~-Raduced varisnce In child morbidity snd mortality rates
nd within provinces and reytons.

(A-3)

GOP health statistics.

Assumptions for achieving goal targets: (A 4]

-- Policy changes snd expancad servics uelfvery will lasd to lowsr
tafant/child morbidity ond mortelity rates.

-- GOF wil} continue to provide resowrces st least equal to its
FY 1990 level.

-- GOP wil) continue eiforts sfter USAID progras has ended.
-- Other socioeconomic fecters that affect child survival rates,

such as educational levels, will continue to have a
favorable affect.

?:ogx'_l- Purposs: {8-1)

To ircrease the avallability, utiVization, and
susielnaditity of chlid survival-related services,
incVdding child spacing, particularly to waderserved
and high-risk growps.

Conditions thet will indicste purpose has been
schleved: End of #xogram Status. (2-2)

Incrensed delivery and utliizatton ¢f chllc survival-’
refated services; implewentation ol heaith policles affecting
child survival-relatod activities.

8-3)

-- Hidters and fimal evalvations.

-- DOM records snd reports.

-~ Consultants® periodic reports.

-- Special population-based surveys.

-~ {ntermittent fleld wmonitortng.

Assumptions for achieving purpose: (8.4)

-~ ldenttfied constraints are the significant barciers te
progress.

-- GOP wil) agree to and implement maeded policy changes.

-- DOH service delivery system has the capacity to absord
additional resources.

rogram Qutputs: (C-1)

1. taplementation of poltcy changes to foster efficient
delivery, increased avaliability and vtilization of
child-survival refgted services, particularly te
wnderserved areas and high-risk growps.

2. implementation of policy changes to ensure sustained
commiteent to, demsnd for and financing of child
survival services through public and private sectors.

3. Expansion of child survival-related services at the
provincial Yevel.

Magnltude of outputs: {C-2}

1, Performance indlcators as shown in the Policy Iaplement-
atlon Matrix, inciuding priority-ranked 19st of provinces
and clities; prioritized budgets/fund releasesy provincial *
heaith plans;: HiS operational (a all provinces.

2. Performance Indicators as shown in the Policy lmplement-
ation Matrix, Includiag appropriate DOH budget levels;
natlonal 1ESC plan; comprehensive HCF strategy; work plan
for Increased private sector role.

-

. Emd-of-program service defivery coversge indicators as
thown in the Pollcy implementation Matrix, Includin
{smunizetion rates; premstsi visits; trajaing In M?
sansgenant ; contraceptive prevalence rate.

(c-3)
-- DOM reports.
-- USALD docwmentation of meetings, etc.

-- Indepeadent contractar for sonitoring.

Assumptions for achieving outputs: (C4)

-~ 18RD program in place and addressing unaven DON
tnstitutionmal capacity.

-- DOM agreeable to policy changes.
-- Present DOH Inttiatives (HIS) n place.

-- 1E4C campaiigns generate additional desand for services.

rogram luputs: {D-1)

AD 1eYTS

FTRVicy dislugue tn areas of efftcient dellvery,
Iacreased availablitty/etitization, sustalnabllfey of
chiid survival-relsted services.

2. Tlechalical assistance
3. Womitoring, "ll.vul'on and awdit
A0 TOIAL
GOP iNPYTS : v
" Estimaled LOP expenditures for child survival.
related services. ’

L
—
-

fmplementsation Terget (Type snd Guantity) (D-2)
ALD GRANT glouo!

$45,000
.50

150

150,000

172 .000

{0-3)
-- GOP reports of fund wtilization.

-- Reports of 1A ‘:onlru tor,

BEST AVAILABLE COPY

Assumptions for providing inputs: (D4)
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3(A)2 - NONPROJECT ASSISTANCE CHECKLIST

The criteria listed in Part A are applicable
generally to FAA funds, and should be used
irrespective of the program's funding source.
in Part B a distinction is made between the
criteria applicable to Economic Support Fund
assistance and the criteria applicable to
Development Assistance. Selection of the
criteria will depend on the funding source for
the program.

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO

DATE? HAS STANDARD ITEM
CHECKLIST BEEN REVIEWED?

GENERAL CRITERIA‘FOR NONPROJECT ASSISTANCE

FY 1989 Appropriations Act Sec. 523;
FLA Sec. 634A. Describe how

authorization and appropriations
committees of Senate and House have
been or will be notified concerning

the project.

FAA Sec. 611(a)¢2). 1f further
legislative action is reguired within
recipient country, what is basis for
reasonable expectation that such action
will be conmpleted in time to permit
orderly accomplishment of purpose of the
assistance?

FRA Sec. 208. 1ls assistance more
efficiently and effectively proviadead
through regional or .multilateral
organizations? 1If so, why is assistance
not so provided? 1Information and
conclusions on whether assistance will
encourage developing countries to
cooperate in regional development
programs.

ANNEX D

Yes. Country Checklist is
included as Annex D to the
Project Paper for the PVO
Co-Financing III Project
(492-0419), which was
authorized on February 17,
1989.

A Congressional Notification
was submitted to the Congress
on August 4, 1989; the waitin
period expired without
Congressional objection on
August 19, 1989.

No further Tegislative action
is required,

(a) No. The program,which will
provide grant funds to the GOf
in exchange for policy changes
including increased service
delivery, is bilateral in
nature. The IBRD also provide
significant assistance to the
GOP health sector; the two
development activities will be
implemented with close
coordination.

(b) N/A.
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FAA Sec. 601(a). Information and | (a) No.
conclusions on whether assistance will (b) Yes. The consideration of

(a) increase the flow of international
trade; (b) foster private initiative and c ; a i aniFeAnt 4
competition; (c) encourage development omprises a signmiticant porilo

‘ . . . of the program’s policy agenda
and use of cooperatives, credit unions, (c) N/A

tition in the health sactor

and savings and loan associations; (d) N/A.

(d) discourage monopolistic practices: (e) Yes, to the extent that

(e) improve technical efficiency of commerce and industry are

industry, agriculture, and commerce: and utjlized to provide goods and

(f) strengthen free labor unions. services to the health sector.
' (f) N/A.

FAA Sec. 601(b). Information and

conclusions on how assistance will The program calls for

encourage U.S. private trade and approximately $4.25 million in

investment abroad and encourage private U.S. technical assistance
U.S. participation in foreign assistance ggpryjices.

programs {(including use of private trade

channels and the services of U.S. private

enterprise).

FAA Secs. 612(b), 636(h); FY 1989 To the extent practicable, U.S
Appropriations Act Secs. 507, 508. owned local currency will be
Describe steps taken to assure that, to0 tilized in lieu of dollars for
the maximum extent possible, foreigh_ pmeeting local costs for the

currencies owned by the U.S. are utilizedeypatriate advisory services.
in lieu .0of dollars to meet the cost of
contractual and other services.

FRA Sec. 612(3). Does the U.S. own . 3
excess foreign currency of the country No.

an2, if so, what arrangements have been

made for its release?

F2A Sec. 60l(e). Will the assistance
utilize competitive selection procedures ygg,
for the awarding of contracts, except

where applicable procurement rules allow

otherwise?
FAA Sec. 121(8). 1f assistance is being
furnished under the Sahel Development N/A.

Program, has a determination been made
that the host government has an adequate
system for accounting for and controlling
receipt and expenditure of A.I1.D. funds?

FY 1989 Appropriations Act. Will Yes. The recipients of the
assistance be designed s0 that the increased child survival-relate
percentage of women participants will be conyices will be mothers and
demonstrably increased? their children. In addition,

it is anticipated that the GOP
will need to hire additional
midwives to meet the increased
service delivery targets.

" BEST AVAILABLE COPY A i



B. FUNDING CRITERIA FOR NONPROJECT ASSISTANCE

1. Nonproject Criteria for Economic Support N/A.
Fund

a. FAA Sec. 531(a). Will this
assistance promote economic and political
stability? To the maximum extent
feasible, is this assistance consistent
with the policy directions, purposes, and
programs of Part I of the FAA?

b. FAA Sec. 531(e). Will assistance
under this chapter be used for military
or paramilitary activities?

c. FAM Sec. 531(d). Will ESF funds made
available for commodity import programs
or other program assistance be used to
generate local currencies? 1f so, will
at least 50 percent of such local
currencies be available to support
activities consistent with the objectives
of FAA sections 103 through 1067

d. FAA Sec. €09 1f commodities are to
be granted so that sale proceeds will
accrue to the recipient country, have
Special Account (counterpart)
arrangements been made?

e. FY 1989 Avoprovoriations Act. If
assistance is in the form of a cash
transfer: (&) are all such cash
payments to be maintained by the country
in.a separate account and not to be
commingled with any other funds? (b)
will all local currences that may be
generated with funds provided as a cash
transfer to such a country also be
deposited in a special account to be used
in accordance' with FAA Section 60% (which
requires such local currencies to be made
available to the U.S. governnent as the
U.S. deternines necessary for the
requirements of the U,S. Government, and
which reguires the remainder to be used
for programs agreed to by the U.S.
Government to carry out the purposes for
which new funds authorized by the FAA




would themselves be available)?

(¢c) Has

Congress received prior notification
providing in detail how the funds will be

used, including the U.S.

will be served by the assistance,
the economic policy reforms

apRroprlate.
that will be promoted by
transfer assistance?

Nonproject Crjteria fo
Assistance

a. FAM Secs. 102(a),

2111, 113, 28Bl(a

interests that

and, as

the cash

Development

1.

Extent to which activity

will (a)

effectively involve the poor in

development,
economy at local level, i
labor-intensive productio
appropriate technology., s
investment out from citie
and rural areas, and insu
participaticn of the poor
of development on a susta
using the approprlate U.S.
(b) help develop cooperat
by technical assistance,

and urban poor to help themselves toward—
and otherwise encourage

better life,
democratic private and 1lo
institutions:; (¢) support

efforts of developing countries;

promote the participation

by expanding access to

ncreasing
n and the use of
preading
$ to small towns
ring wide
in the benefits
ined basis,
institutions;
ives, especially
to assist_rural

cal governmental
the self-help
(d)

0f women in the

national economies ©of developing
countries and the improvement of women's

gtatus,;

and (e) utilize and encourage

regional cooperation by developing

copntries?

(a) The program will increase
service delivery to
geographically underserved
areas, primarily rural, and to
high-risk population groups,
pr1mar11y the poor. The
program's policy agenda
includes the development of
health care financing
alternatives such as expansion
of private insurance and
Medicare coverage and the
development of health main-
tenance organizations. In
addition, the program will
encourage the involvement of
the pr1vate sector in the
provision of basic health care
goods and services. ;All these
activities will promote the
participation of and benefits
to the poor.

(b) N/A.

(c) The program's health care
financing and private sector
foci will assist the country
to become more self-reliant ir
the provision of health care
services.

(¢) Improvement of women's
health and reproductive healt!
status will have a positive
impact on the role of women
in the national economy as mor
women are able to participate

~ productively in the work force

(e) N/A.
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b. FAA Secs. 103, 103A, 104, 105, 106,
12C-21. 1s assistance being made

available (include only applicable
paragraph which corresponds to source of
funds used; if more than one fund source
is used for assistance, include relevant
paragraph for each fund source)?

(1) [103) for agriculture, rural N/A.
development or nutrition; if so

(a) extent to which activity is
specifically designed to increase
productivity and income of rural poor;
[103A] 1f for agricultural research,
account shall be taken c¢f the needs of
small farmers, and extensive use of
field testing to adapt basic research
to local conditions shall be made; (b)
extent to which assistance is used in
coordination with efforts carried out
under Sec. 104 to help improve
nutrition of the people of developing
countries through encouragement of
increased production of crops with
greater nutritional value; improvement
of planning, research, and education
with respect to-nutrition, particularly
with reference to improvement and
expanded use of indigenously produced
foodstuffs; and the undertaking of
pilot or demonstration programs
explicitly addressing the problem of
malnutrition of poor and vulnerable
people; and (c) extent to which
activity increases national food
security by improving food policies and
Janagement and by strengthening
national food reserves, with particular
concern for the needs of the poor,
through measures encouraging domestic
produvction, building national food
reserves, expanding available storage
facilities, :reducing post harvest food
losses, and improving food distribution.

Nmawrm o m el e



(2) [104] for population planning Both health and population
under Sec. 104(b) or health under Sec. fynds are being used to provid

104(c): if so, extent to which activity an integrated package of

emppasizes low-cost, integrated o preventive, early intervention
delivery systems for health, nutrition and child spacing services to
and family planning for the poorest mothers and young children in
people, with particular attention to high-risk groups and in

the needs of mothers and young geographically underserved
children, using paramedical and areas.

auxiliary medical personnel, clinics
and health posts, commercial
distribution systems, and other modes
of community outrearch.

(3) [105] for education, public
administration, or human resources N/A.
development; if so, (a) extent to which
activity strengthens nonformal
education, makes formal education more
relevant, especially for rural families
and urban poor, and strengthens
management capability of institutions
enabling the poor to participate in
development; and (b) extent to which
assistance provides advanced education
and training of people of developing
countries in such disciplines as are
reguired for planning and
implementation of public and private
development activities.

(4) [1l06) for energy, private , 3
voluntary organizations, and selected. N/A.
cevelopment problers; if so, extent

S

‘activity is:

(i)(a) concerned with data collection
- and analysis, the training of skilled
personnel, research on and
development of suitable energy
sources, and pilot projects to test
new methods of energy production; and
(b) facilitative of research on and
developnent and use of small-scale,
decentralized, renewvable energy
sources for rural areas, emphasizing
development of energy resources which
are environmentally acceptable angd
require minimum capital investnment;



(ii) concerned with technical
cooperation and development,
especially with U.S, private and
voluntary, of regional angd
international development,
organizations;

(iii) research into, and evaluation
of, economic development processes
and techniques; '

(iv) reconstruction after natural or

manmade disaster and programs of
disaster preparedness;

(v) for special development
problems. and to enable proper
utilization of infrastructure and
related projects funded with earlier
U.S. assistance;

(vi) for urban development,

especially small, labor-intensive
enterprises, marketing systems for
small producers, and financial or

other institutions to help urban poor

participate in economic and social
development.

(5) [120-21) for the Sahelian region;
if so, (a) extent to which there is
international coordination in planning
and implementation; participation and
support by African countries anad
organizations in determining --
development priorities; and a
long-term, multidonor development plan
which calls for equitable
burden-sharing with other Adonors; (b)
has a determination been made that the
host government has an adeguate systenm
for accounting for and controlling
receipt and expenditure of projects
funds (dollars or local currency
generated therefrom)?

N/A.



¢. FY 1989 Aprropriations Aet. Have
local currencies generated by the sale of p/j,
imports or foreign exchange by the
government of a country in Sub-Saharan
Rfrica from funds appropriated under
Sub-Saharan Africa, DA been deposited in
a special account established by that
government, and are these local -
currencies available only for use, in
accordance with an agreement with the
United States, for development activities
which are consistent with the policy
directions of Section 102 of the FAA and
for necessary administrative requirements
of the U. §. Government?

d. FAR Sec. 107. 1Is special emphasis

placed on use of appropriate technology N/A.
(defined as relatively smaller,

cost-saving, labor-using technologies

that are generally most appropriate for

the small farms, small businesses, and

small incomes of the poor)?

e. FAM Sec. 28B1(b). Describe extent to . provision of basic health
which the activity recognizes the services is a priority of the

particular needs, desires, and capacities GOP. and is responsive to the
of the people of the country; utilizes neeésof the Filipino people.
the country's intellectual resources to Under the mwgrmn,the[hbarb
encourage ?n§tlt“tl°n?1 development: and .ot of Health is responsible
supports civic education and training in for designing and implementing
5"11?5.“9‘.‘1“‘.‘ for effective the increased service delivery
participation in governmental and levels. in order to meet the
political processes essential to progrm;targets.
self-government.

f. FAA Sec. 10}(a). Does the activity
give reasonable promise of contributing
to the development of economic resources,
or to the increase of productive
capacities and self-sustaining economnic
growth?

e = s oy A — -
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EXAMINAT ION OF THE NATURE, SCOPE AND MAGNITUDE OF THE ENVIRONMENTAL IMPACT

A. DESCRIPTION OF THE PROGRAM: \
|
The proposed program will provide approximately $44 million in program
sector assistance to the Philippine Department of Health (DOH) to support the
expansion of their child survival activities and related services. Additional
funding of approximately $6 million will be provided for technical assistance,
monitoring, evaluation and audit services, to be contracted by USAID.

The $44 million in program sector assistance will be additional to DOH's
regular budget for child survival-related activities, and will be attributed
to disbursements against specific budget line items related to these
activities. A.I.D. will not be involved in determining how the program sector
assistance funds are spent, and will not have knowledge or control of specific
expenditures within those budget categories. The proposed technical
assistance will be in the areas of epidemiological-based planning; development
and operation of the nationwide health infornation system social
marketing/information, education and communication services; and health care
financing consultant services.

B. RECOMMENDED ENVIRONMENTAL ACTION:

Considering the program approach, a categorical excliusion from A.I1.D.'s
Initial Environmental Examination, Environmental Assessment and Environmental
Impact Summary requirements is proposed. This proposal is in accordance with
A.1.D. Regulation 16, Section 216.2(c)(2)(viii), which provides for such an
exclusion for ' ‘programs involving nutrition, health care or population and
family planning services, except to the extent designed to incTude activities
directly affecting the enviromment (such as construction of facilities, water
supply systems, waste water treatment, etc.)." The proposed program will not
include activities of this nature. - -



ANNEX F

GRAY AMENDMENT CERTIFICATION



ANNEX F. CERTIFICATION PURSUANT TO THE UTILIZAIION OF GRAY
AMENDMENT ORGANTIZATIONS

\

I, MALCOLM BUTLER, Director of the Agency for International
Development in the Philippines, hav;ng taken into account the
potential involvement of small and/or economically and socially
disadvantaged enterprises, do hereby certify that in my judgment
the technical assistance required under this program can best be
procured through open competition. However, all other factors
being equal, preference will be given to firms that submit joint
proposals with Gray Amendment-satisfying firms. Furthermore, for
the scheduled progress reviews and external evaluations, joint
efforts involving both local expertise and Gray Amendment-
satisfying organizations are anticipated. My judgment is based
on the recommendations of the Program and Mission Review
Committees.

ﬂtum‘,/g»%,

MALCOLM BUTLER
Director, USAID/Philippines

SEP 27 1889

DATE
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ANNEX G: FINANCIAL ANALYSIS

A. DOH COMPREHENSIVE MCH/FP PROGRAM

The indicative MCH/FP budget for 1990-94 by major budget items and program
components is shown in Table 1. The indicative budget includes (1) those
items and activities to be financed by the Philippine government; (2) those
activities currently financed by donors and lending agencies and those
activities they have already committed to undertake; and (3) those activities
for which the funding sources have not been identified.

Assuming all activities are financed over the five-year period, the MCH/FP
program is 1ikely to cost Pesos 5.65 billion equivalent to US$ 269.3 m*ilion,
assuming an exchange rate of Pesos 21 per US$ 1. On an annual basis, the
indicative budget increases from a level of Pesos 1.03 billion in 1990 to
Pesos 1.2 billion in 1994, or an average annual level of Pesos 1.13 billion
(US$ 53.9 million).

B. NEED FOR AND IMPACT OF USAID PROGRAM ASSISTANCE

The need for USAID program as,istance is indicated in Table 2, which shows
the expected source of funding of the indicative MCH/FP budget. Of the total
five-year budget, almost one-third (32.1%) will be funded by the Philippine
government. The rest will be provided by UNICEF (1.2%); the Philippine Health
Development Project (PHDP III) financed primarily by the IBRD {3.1%); CIDA
(0.9%); WHO (0.04%); and UNFPA, the Rotary and other private sector sources
(21.2%). USAID's existing commitments under the Primary Health Care Financing
Project are expected to account for 16.4% of the MCH/FP :budget.

The funding sources of a substantial amount required for programmed MCH/FP
activities, however, have not been identified. These activities total Pesos +
1.4 billion (US$ 67.5 million) over the five-year period, or an average annual
level of Pesos 283.6 million (US$ 13.5 m 11ion). Of the total unsourced
budget amount, 15.8% represents the personnel cost of recruiting 2,000
additional midwives. A substantial portion (42.9%), however, will be needed
for the construction and equipping of additional barangay health stations.

Current donor assistance is concentrated in specific activities. CIDA and
Rotary are involved in the provision of vaccine and supplies for the EPI
component. THe PHDP Project of the IBRD supports the ARI and nutrition
components. UNICEF provides assistance for nutrition, prenatal, natal and
under-six care. Current USAID assistance is concentrated on EPI, CDD and
family planning. UNFPA and the Netherlands Government have commitments to the
family planning program. The component that appears to require the most
substantial financial support is prenatal and natal care; specifically in the
detection of high-risk pregnancies and deliveries as well as complications.

The proposed program assistance of US $45 million is expected to be
disbursed in annual tranches over a period of four years. The program
assistance to the GOP could potentially free up GOP funds to cover about 67
percent of the unsourced budget requirements, thereby alleviating the GOP's
funding problems, which Timit its abjlity to provide much needed health
services.



C. FINANCING OF SERVICES

A recent IBRD report notes that serious problems have been identified
regarding the quality of services in public health facilities, arising from-
inadequate funding, inadequate financial management and planning capabilities,
and from weak supervision and monitoring. Government health expenditures
account for only a relatively small proportion (26% in 1985) of total spending
compared to private health expenditures (74%). As a result of the economic
crisis in the mid-80s, total and per capita health care expenditures declined
from 1981 to 1985. As to distribution, the government spends most of its
resources in curative care and, since 1982, the proportion spent for
preventive care has declined. Between 1981 and 1985, curative services took
up 57.4% of all government health funds, preventive care used up 33.3%, and
the rest were utilized for training and administrative services.

Since the Aquino administration took over, drastic reforms have been
undertaken to correct the anomalies in the structure of government health care
financing. An increased share of the government budget is being devoted to
health. Since 1988, budget increases have been allocated, with 65% of the
increment going to public health and 35% to hospitals. At the hospital level,
allocation is being done on the basis of occupancy rate. These resource
allocation strategies are in response to the need to shift resources to the
poor.

0. SUSTAINABILITY ANALYSIS

1. Recurrent Costs. The recurrent costs of the comprehensive MCH/FP
budget includ& personnel, materials and supplies, IE&C, management support and
training (although much of training is really an investment), Recurrent costs
of the MCH component are anticipated to rise from Pesos 496.1 million in 1990 s
to Pesos 518.5 million in 1994. No similar figures are available for the FP
component.

There are no available national budget projections that will permit
closer analysis of the problem of funding recurrent costs. The overall
economy is anticipated to grow at a faster rate (4 to 6% per year), which will
provide the basis for larger tax collections. The share of the national
budget going to the health sector is also likely to increase. The Medium Term
Plan projects a three-fold increase in health budget allocations. These
positive developments alone, however, do not ensure that the activities to be
financed by the-A.I.D. program assistance will be sustained after the program
ceases. o

To be sure, in the long run, reductions in the financial requirements
of the MCH/FP program may be realized as a result of better health status,
reduction in population growth, institutional efficiencies gained, and
technological developments. Better health reduces the frequency of morbidity
and the probability of complications among those who will get sick; these
translate directly tnto cost reductions. Large-scale preventive health
measures also reduce the probability of epidemics, control of which is very
costly. -

The targeted decline in the birth rate from 31.3 per 1,000 population
in 1987 to 28.6 in 1992 and even lower rates for succeeding years reduces the
growth of the client population and hence, costs. The target, however, hinges
critically on the seriousness of government efforts to implement a population
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control program. After years of skirting the issue, the Aquino administration
is beginning to place a priority on the family planning program, as evidenced:
by the President's State of the Nation address in July. Action, however, is
still required to translate such broad statements into reality.

Cost-reduction strategies in the delivery oA health services are also
being undertaken by the DOH. These are discussed in greater detail below.
One of the strategies is the introduction of a much better health information
system, with USAID support, which is expected to diminish the clerical
workload of health field workers, thus increasing their efficiency in
delivering care.

Technological developments are also expected to make the provision of
preventive health care less expensive. Wnile curative’ technologies in
advanced countries have been cost-increasing (due largely to premiums placed
on high-quality care), preventive care technologies adopted in less developed
countries have the virtue of being low-technology but low-cost, e.g., simple
rehydration salts for the treatment of diarrhea; home-based treatment of
respiratory infections; powerful antibiotics for the treatment of a range of
diseases. The thrust towards using, indigenous materials is also expected to
bring costs down. . F

Lastly, the present strategy of undertaking a comprehensive
immunization program has profound cost-reduction implications. Immunization
programs have been seen to reduce the disease burden not only of the
immunizable disease but related diseases as well.

2. Cost-Reducing Strategies for Health Services Delivery. Through
the years, the provision of health care in the Philippines has evolved such
that it has given emphasis to curative rather than preventive care; management;
and planning is overcentralized; and the existing management structure is
unable to respond adequately and promptly to the requirements of the public
health system. These problems have exacted their toll either by limiting the
resources made available to-preventive care, by unduly increasing costs of
providing preventive services, or by making preventive services unavailable in
areas where they are most needed.

DOH invests over 55% of its resources in hospital operations, which in
turn serve less than 10% of the population. Moreover, hospitals cost 20 times
more per beneficiary than ambulatory and public health care. It is obvious
that the present mix of service delivery is cost-ineffective and ineguitable.
A reallocation of 10-20% of hospital funds to ambulatory care can
substantially increase the financial resources in public health and expand the
numper of beneficiaries served (Intercare: 1987). Current DOH efforts are in
this direction and must be supported. However, there is still a strong
penchant for the construction of hospitals for political purposes. Such a
practice must be curbed.

Overcentralization of management and planning can also be a cause of
inefficiency, wastage and therefore cost escalation, due to the inability of
central planners to assess the real needs of local populations. The greater
involvement of district and provincial health officers in targeting clients,

budgeting, and planning is expected to result in better identification of
needs and better utilization of scarce resources. The IBRD's PHDP III project
includes a component on Strengthening Regional and Provincial Health Planning
Capability. The proposed A.l.D. assistance therefore can support such an
initiative.
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The DOH's management information system is antiquated, hampers
resource allocation decisions, and distracts field workers' time. The Tack of
an efficient communication system causes delays. Long, tedious and repetitive
reports take up too much of field workers' time, making them unable to serve a
greater number of clients. A new Health Information System (HIS) is currently
being developed with support from A.I.D. and WHO. The new HIS is expected to
simplify the current DOH reporting system and free up a substantial portion of
field workers' time. In tandem with the HIS, the IBRD's PHDP III project also
provides support for the development of a computerized management information
system (MIS), a critical element in resaurce allocation.

3. Strategies to be Considered in the Financing of Health Services.
Sustainability of the proposed Child Survival Program uTtimateTy hinges on the
ability of the Philippine government to finance the program's recurrent
costs. The bias toward hospital-based care results in 1imited budgetary
resources for child survival and other preventive health care programs.
Budgetary resources allocated to hospitals account for 50 - 60% of the health
budget. To ensure sustainability, the health budget must be drastically
reallocated away from hospital-based health expenditures. Current DOH
thinking is in this direction; the Department envisions that 65% o. the budget
will be allocated for public health and 35% for hospitals.

Given limited budgetary resources, however, sustainability can be
addressed adequately only if the total resources available in the country are
taken into account. Experience in the Philippines as well as in other
countries shows that there are mechanisms and institutions that can be tapped
to provide financial resources for health care, including the introduction of
user fees; expansion of Medicare and insurance coverage; encouragement of
company-provided health care services; enhancement of the development of
health maintenance organizations (HM0); and strengthening of pr1vate sector
1n1t1at1ves. )

Health care services provided by the government are heavily
subsidized. De Ferranti (1983) estimated that in 1981, revenues from user
charges as a percentage of recurrent expenditures on government health
services was only 7% in the Philippines, compared to 28% in Colombia and 16%
in Indonesia. The high subsidy rate engenders overutilization of publicly
provided health services, especially curative care, which, in turn, forces the
DOH to allocate significant proportions of scarce resources for hospitals. As
a result, only a limited amount is left for public health services.

Preventive health services are universally accepted as a merit good
with considerable externalities, Hence, it is unwise to extract resources
from it. At the same time, there is clearly a need to generate additional
revenues for public health so that programs can be expanded. A cross-subsidy
mechanism between preventive care and curative care can be worked out that
brings about the desired results. Demand etasticity studies worldwide have
shown that while user fees would be socially disadvantageous for primary
health services (especially for children), it is helpful for hospital care
(Shepard and Benjamin: 1987). As a way of mobilizing funds, therefore,
hospital user fees can be imposed, and such fees used to finance public health
activities. Imposing user fees on public hospital services has the added

virtue of preventing overutilization of facilities.

About 20% of the government's health care spending is for its Medicare
program. Current Medicare membership includes government employees (members
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of the Government Service Insurance System} and employees of private sector
firms (members of the Social Security System). These currently number under
10 million, or roughly 54% of the working population. Employees contribute
2.5% of their salaries and employers contribute 2.5% of their payroll costs.
At present, Medicare benefits cover only hospitalization;|this constraint must
be addressed before Medicare can be tapped as a source of funds for public
nealth, Medicare also has to increase its support value of only about 33% in
1987 {down from 80% in 1972) as a result of which the insured employee still
faces substantial financial risk. An increase in the current 2.5%
contribution rate to 8-10% will increase the rate of cost recovery and provide
additional resources to public hospitals admitting Medicare patients.
Proposals to expand Medicare coverage to self-employed persons must also be
given serious consideration to expand the Medicare fund.

Philippine law requires that companies provide for the health care
needs of their employees. Although the government does not have the resources
to enforce this particular piece of legislation, the large corporations do
provide varying levels of health care. Through an agreement between company
management, labor representatives, and the Department of Labor and Employment,
a number of companies have established fanily planning clinics. These
corporate programs can potentially generate substantial resources for maternal
and child health and must be encouraged.

Health care insurance is often sold as an add-on to life insurance.
In general, because of low incomes, health insurance coverage has not ‘been
very extensive. However, in the past few years a considerable number of
healtnh maintenance organizations (HMOs) have evolved in Metro Manila area. At
present, there are 19 HMOs, with roughly 400,000 members (Alfiler: 1989),
representing less than 1% of the total populat1on The HMO business, however,
appears to be thriving and industry leaders expect to cover a potential market;
of 5.4 million persons (10% of the population) in the next few years. HMOs
finance the costs of both preventive and curative care. Their importance lies
in the fact that they cater to higher-income households, thus freeing
considerable government resources-for the needs of the lower stratum of
society.

While most HMOs in existence today have corporate structures and
profit orientations, experiments with cooperative or community-based HMOs are
currently underway, some of them funded under A.1.D.'s Primary Health Care
Project. These models have strong appeal because by spreading risk and
pooling resources, they can potentially provide the financial requirements of
the health needs of poor rural households. However, these models have
tremendous informational and operational requirements (e.g., screening
members, collections). For these reasons, there are suggestions to use

already existing institutions like rural e]ectr1c cooperat1ves and
agricultural credit cooperatives.

The Philippines has a long history of utilizing private sector
jnitiatives in the provision of public health care in various forms, and these
need to be expanded. Civic clubs have been involved in the provision of
puericulture centers, equipment or supplies but these are sporadic. Rotary
International is currently providing vaccine requirements for polio. An

increasing number of nongovernmental organizations (NGOs) extend health
services to the poor. Medical missions of religious congregations also
provide services in remote areas usua??y occupied by tribal minorities. Such
activities must be expanded,
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ANNEX H: ECONOMIC ANALYSIS

A. ECONOMIC RATIONALE

Child survival is a critical element in the overall Phi]%ppine health
delivery system since maternal, infant and child deaths and illnesses still
claim a significant proportion of total deaths and illnesses in the country.

Existing socio-economic conditions do not ensure survival for many
Filipino cnildren (0-6 years old) who comprise 20 percent of the total
Philippine population. Deaths under five years of age accounted for over 30
percent of all reported deaths in 1985, with infant mortality claiming
one-fifth of total deaths. Acute respiratory infections (ARI) and diarrhea
continue to be the major causes of deaths among infants and preschoolers.
Malnutrition remains a serious problem; about 18 percent of Filipino children
are underweight. Vitamin A deficiency afflicts about 3.1 percent of children
1-6 years of age while anemia prevalence is 70 percent among infants and 40
percent among 1-6 year olds.

Every year, an estimated 2 million married women of reproductive age
become pregnant. For every 10,000 reported tirths, nine mothers die of
pregnancy-related causes, representing 1,800 deaths a year. Maternal deaths
are mainly due to hemorrhage and complications. Of the deaths due to
hemorrhage, about half are related to post-partum conditions such as uterine
atony, uterine rupture and retained placenta. These conditions are often
associated with multiparity, thus highlighting the relevance of child spacing
as a standard device toward better maternal health.

Direct interventions are a practical means of reducing the rate of infant
and child morbidity and mortality in less developed countries. Since economic
development, a major requirement for the ultimate achievement of fully
satisfactory nutritional and health status of citizens, is a slow process,
there exists growing evidence that the use of direct health and environmental
interventions can help bring about substantial improvement in health status,
especially among infants and young children.

3

Features of any direct intervention related to child survival services
should include all social and economic determinants of child morbidity that
snould necessarily operate through a common set of biological mechanisms, or
proximate determinants, to exert an impact on mortality. These proximate
determinants include: (1) maternal factors such as age, parity and birth
interval; (2) nutrient deficiency; (3) personal illness control involving
preventive measures and medical interventions; (4) environmental
contaminations via air, water, soil, food, etc.; and (5) accidental or
intentional injury.

, USAID's Child Survival Program covers the first three factors: (1)
maternal care and child spacing; (2) maternal and child nutrition; and (3)
measures to prevent illness or to contain it at an early stage.

Worldwide experience has shown that the activities to be undertaken in the
DOH comprehensive maternal and child health program as a whole are
cost-effective since (1) they have a definite bias towards preventive rather

than curative care (e.g., immunization versus treatment); (2) they emphasize
early detection and monitoring (e.g., use of growth charts and home-based
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mothers' records); and (3) they make use of low-cost proven technologies
(e.g., home-based treatments of respiratory infections and oral rehydration
therapy). Assessment of the cost effectiveness of individual activities,
however, must be made a part of the regular program planning process.

B. FRAMENbRK FOR THE ECONOMIC ANALYSIS OF HEALTH PROJECTS AND PROGRAMS

Resources invested in the improvement of health status and conditions are
considered as investment in human capital. Investment in health care is, like
investment in physical capital, a process that yields benefits over time in
the future and which may also produce costs in the future. Health improvement
results in both quantity and quality effects on labor supply. An improvement
in health status may result in an increase in the number of productive lahor
units available in the economy at any point in time. For instance, improved
health conditions of children can bring about longer lifespan, hence more
productive labor supply in the economy. The increase in productive labor
units over time can be estimated and multiplied by their marginal product to
provide an estimate of the incremental output attributable to any given health
improvement. While the human capital approach has been used extensively, it
also poses serious conceptual difficulties, especially when used to quantify
the benefits from child survival assistance programs. The approach values
health only to the extent that it is an investment good that increases
aggregate output while assigning no value to health as a consumption good.

C. ANALYSIS OF MINIMUM REQUIRED BENEFITS

The following analysis demonstrates that the program assistance is likely
to achieve sufficient benefits to cover the costs. Given the economic cost of
the program of $45 million, the social discount rate in the Philippines is
used to determine the required economic impact to justify the investment in
the program assistance. In order to do this, the following simplifying
assumptions are used: (1) program funds are disbursed immediately upon
signing of the grant agreement; (2) economic returns over a twenty-year
period will flow evenly beginning in the first year for each dollar invested;
(3) no new returns are attributed to the program after its completion; and (4)
tne exchange rate of P21.00:$1.00 prevails.

3

Using the NEDA estimated social discount rate of 15 percent {(capital
recovery factor for years one to twenty = 0.159761), the program assistance
must achieve an annual economic benefit of P151.0 million annually to cover
the total cost of the assistance. The 1ikelihood of ach1ev1ng the required
level of annual benefits may be demonstrated by comparing its magnitude to the
nealth care expenditures of Filipino families per year.

Results of the 1988 Family Income and Expenditures Survey show that a
Filipino family typically spends 1.7 percent of its total expenditures on
medical care. Given average family expenditures of P32,214 per year, a
typical family spent an average of P548 in health care in 1988. With the
total number of families at 10.7 million, total family expenditures in health
care reached P5.8 billion in 1988. This P5.8 billion represents health care
expenditures of all members of the family (an average of six members).
Assuming that a typical family has two members 0-6 years of age, and assuming

that family members spend an equal amount on health care, total health
expenditure of children is about P1.8 billion a year, an amount that can be
drastically reduced (and therefore saved) given a comprehensive child survival
program. Clearly, the minimum required benefits of P151.0 million annually
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require only an 8.4 percent reduction in the current level of spending on
children's health per year.

The above analysis assumes uniform income elasticity of health services
across households. In the Philippines, this may not be the case, considering
the high income disparities among households, i.e., lower income households
have smaller budget allocations for health care, while higher income
households have larger budget allocations for the same expenditure item. In
order to address this issue, family expenditures on children's health by
income class was used instead of the overall family expenditures on health.

In the absence of the income decile data for 1988 (it is still being
processed), results of the 1985 Family Income and Expenditures Survey (FIES)
were used. The 1985 FIES shows that the lowest income class spent 1.2 percent
of family expenditures on medical care while the highest income class spent
2.5 percent. \Using the varied proportions of family expenditures on medical
care for each income deciie, it is estimated that total medical care spent on
children for the year of all income classes reached P1.86 billion. This shows
that the minimum required benefits of P151.0 million annually requires only a
8.1 percent reduction in the current level of family spending on children's
nealth per year. This indicates that it is 1ikely that the required minimum
penefits would be achieved.

In terms of cost-effectiveness, worldwide experience has shown that the
activities to be undertaken in the program as a whole are cost-effective
since (1) they have a definite bias toward preventive rather than curative
care (e.g., immunization versus—treatment); (2) they emphasize early
detection and monitoring (e.g., use of growth charts and home-based mothers'’
records); and (3) they make use of low-cost proven technologies (e.g.,
nome-based treatments of respiratory infections and oral rehydration therapy).

D. PROGRAM IMPACT !

The focus of the proposed A.I.D. program is to encourage the GOP to fill
in serious gaps in staffing, supplies, and other inputs required in the
delivery of child survival services. A direct impact of the assistance,
therefore, is the expected expansion in service coverage, the overal)
improvement in health status, and reduction in health status variances among
regions and provinces.

Of more lasting impact, however, are proposed reforms that will ensure
wiser use of resources. The client-targeting strategy that will occur as a
result of the program will ‘ensure that resources will go to population groups
most in need of care. The equity dimension of such a strategy is
incalculable. The public health nature of the assistance also means that
focused attention on the health status of high-risk groups would drastically
reduce the probability of epidemics which, aside from being a drain on the
already-inadequate health budget, cause substantial economic losses.

Decentralization and integration have a direct bearing on resource
allocation. Centralized planning and budgeting often result in the provision
of inputs and services not required by field units (resulting in wastage), or
the nonprovision of inputs and services required by field units (resulting in

unmet demand). Provincial planning and budgeting activities undertaken as a

result of the proposed A.I.D. program are expected to provide a more accurate
assessment of local needs and requirements, thus reducing if not eliminating

resource misuse.
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Integration of services is anchored on the principles of economies of
scale and economies of scope. The previous vertical strategy of service
delivery engendered duplication of manpower and capital inputs as well as of
supplies. | The integration efforts supported by the proposed A.1.D. program
will provide greater coordination of donor-funded activities, thus preventing
duplicationiand providing easier program management. Integration of
activities such as IEC, training and logistics will redound to a more
cost-effective program.

E. RESOURCE ALLOCATION CONSIDERATIONS

Al though the technical feasibility of child survival technologies has been
“amply demonstrated, resource constraints restrict the adoption or expansion of
these technologies. In most instances, resource constraints are in terms of
funds, but the actual binding constraints may take many forms. In the
Philippines, these involve chiefly the shortage of skilled personnel,
specifically midwives; deficits in administrative and managerial capacity; and
weak logistical support (DOH: 1989). Administrative and logistical
strengthening are addressed in the IBRD's PHDP III project and will pe
supported by activities to be undertaken under the proposed A.I.D. program.

Tne issues of how to allocate resources among the various child survival
interventions and among :the different regions and provinces remains
unresolved. In countries with good health data, the evaluation of alternative
interventions is carried out through the application of a nonlinear
optimization model that, given the epidemiological characteristics of the
population, the availability of resources, and the effectiveness of health
interventions, chooses the set of intervention activity levels lying within
the resource constraints to maximize the probability of child survival
(Barnum, Barlow, Fajardo and Pradilla: 1980). Salient features of such a
model! include the use of interactive simultaneous equations to model the
causes of death in a setting of multiple diseases, the clear distinction
petween preventive activities affecting morbidity and curative activities
affecting case fatality rates, and the separation of the early childhood
period into age subgroups with distinct morbidity characteristics. The
optimization model distinguishes between program use (demand) and program
availability (supply), and operates in such a manner as to set intervention
levels that tend to equilibrate use and availability.

Owing to the inadequacy of data to compute such model, an alternative
adopted in this proposed -assistance is to institutionalize certain program
assistance features that ensure rational allocation 'of resources, such as
epidemiologically-based planning, targeting based on need (high-risk areas)
and opportunity (efficient administrative setup), and a decentralized planning
process.

Linked to these processes is a regular policy dialogue, which is the venue
for the discussion of several resource allocation issues that are broader in
scope than the detailed examination of the cost-effectiveness of individual
health measures. Among the resource allocation issues that the policy
dialogue must be able to thresh out are: (1) choice of classes of
interventions -- health promotion versus actual provision of services; access

versus usage; (2) choice of program organization -- integrated versus
vertical service provision; further decentralization versus program control
and direction; and (3) chotce of target population subgroups -- urban versus
rural; specific age groups to be targeted.
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ANNEX I. SOCIAL SOUNDNESS ANALYSIS

A. INTRODUCTION

The high rate of infant and young child mortality and morbidity in the
Philippines has been identified as a significant development problem because
of its negative impact on the overall socioeconomic well-being of the
country. In addition to being emotionally draining, frequent child 111nesses
and deaths further drain the already meager resources of families.

The official infant mortality rate for 1988 is 54 per thousand 1ive
births. Although it is low compared to developing country standards, it is
one of the highest among ASEAN countries. This figure is a national aqqregate
and does not reflect the substantial mortality differences that exist among
and within regions and provinces, where rates can go above 100, such as those
found in underdeveloped areas of Regions V, IX or XII. (Sulu and Tawi-Tawi,
for example, register levels of 133 per thousand.)

The mortality rate among the under five population in 1985 was estimated
by UNICEF to be 78 per thousand live births (around 16 if the denominator used
was the under five population), placing the Philippines in the midrange
between the lowest rate of 8 (Sweden) and the highest of 329 (Afghanistan).
This rate .could be an underestimate, A joint DOH, USAID, UNICEF and WHO
survey in 1985 placed the national rate at 26 per thousand under five
population, with a range of 18 to 43.

Reducing infant and young child morbidity and mortality, or improving the
chance of survival among the under-five population, is the central thrust of
the USAID Child Survival Program. Demograph1c data suggest that Filipino
children who survive to the age of five enjoy approximately the same longevity
as those in the developed nations in the West. 3

The purpose of the program is to increase the availability and utilization
of ¢cnild survival-related services, including child spacing, particularly to
underserved segments of the population and areas with the highest risk of
infant and young child morbidity and mortality.

The Philippine Department of Health does not actually have a "child
survival program" per se. The phrase "child survival-related services" as
used in this paper refers to a set of basic services that are being provided
by the DOH to promote the health of mothers and children, otherwise known as
the integrated Maternal and Child Health (MCH) Program. The integrated MCH
program :includes the following services and sub-programs: Expanded Program
for Immunization (EP!), Control of Diarrheal Diseases (CDD), Control of Acute
Respiratory Infections (ARI), Nutrition, Maternal Care, Promotion of
Breastfeeding, Family Planning, Under Six Clinic, Dental Health and Control of
Major Diseases Affecting Mothers and Children.

MCH is the flagship program of the DOH, and attracts the largest number of
consumers of non-hospital health services. It has been an integral component
of the DOH program of basic services since the establishment of Rural Health
Units in the country in 1954, and has grown in breadth and complexity as more
efficacious interventions to deal with maternal and child mortality and

morbidity have been added to the program. Because of the broad variety and
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technical intricacies of the services delivered under the program, technical
oversight at the central level is being performed by three offices, namely the
Maternal and Child Health, Family Planning and Nutrition Services, all of
which are directly under the office of the Undersecretary of Public Health
Services. However, these services are delivered in an integrated fashion at
the District Health Office, Rural Health Unit and Barangay Health Station
levels.

This report will examine the social soundness .of the integrated MCH
program, including an estimate of the project beneficiaries, the social and
cultural acceptability of the interventions and the spread effects that are
likely to occur.

B. PROGRAM BENEFICIARIES

The direct beneficiaries of the program are the estimated nine million
Filipino children below the age of five, and the 13.5 million married women of
reproductive age, particularly the two million who are expected to get
pregnant each year. Two-thirds of these direct beneficiaries reside in the
rural areas. The benefits that will accrue to children beneficiaries are in
the form of goods and services that will promote health and prevent illness
and premature mortality. They include complete immunization services to
protect infants from such vaccine-preventable diseases as tuberculosis,
diphtheria, whooping cough, tetanus, poliomyelitis and measles; services and
oral rehydration salts to prevent dehydration during acute diarrhea episodes;
services and drugs to contruol--ppneumonia; and nutrition services including
promotion of breastfeeding, growth monitoring, malnutrition surveillance and
the administration of food supplements and micronutrients to the
undernourished. Other services that will be provided to promote the health of
children are morbidity and well-baby clinics for the diagnosis and treatment
of illnesses and the periodic assessment of growth and development of children,

The provision of services for the promotion of maternal health, i.e., the
health of the mother during pregnancy, is important not only because a
pregnant woman is subjected to an enormous amount of stress, but also due to
the fact that the condition of the mother during the course of pregrancy and
during the perinatal period is a major determinant of the survival potential
of newborns. Child spacing is considered an important program component
because data from all over the world consistently point to child spacing as
the single intervention with the greatest impact on child survival.

Benefits that mothers and women of child bearing age can expect from the
program are: regular prenatal and post-natal care; delivery services either
at a health facility or at home; tetanus toxoid administration; and a broad
range of contraceptive services and supplies. These women will also benefit
from the health education and social marketing activities that will be
undertaken by the program to disseminate information and develop skills for
the promotion of maternal and child health.

The program's deliberate approach of targeting underserved areas and the
emplioyment of epidemiological-based planning will ensure that program benefits
will reach problem populations and geographic areas that have not been

adequately covered by the DOH delivery system as well as areas where child
morbidity and mortality are highest. A major intent of the program is to
minimize child mortality differentials among and within regions and provinces.

T S
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Indirectly, the households to which the nine million children under age
five belong will benefit. Family medical expenses are expected to decrease as
a result of the program's efforts to prevent major childhood diseases, and
parents will be spared the emotional trauma over the loss of a child. In
addition, with fewer children becoming i11, hausehold members will be freed
from atﬁending to the sick and can devote more time to productive activities.
Finally, the Philippine economy itself will stand to benefit from the
program. The expected reduction in morbidity will lessen required investments
in expensive curative care facilities and services. The program will help
ensure the health of the country's children and improve their chances of
maturing into adulthood to be able to contribute their share to nation
building. '

C. SOCIOCULTURAL COMPATIBILITY

The cultural acceptability of the MCH program interventions is not
considered a major issue, since they have been promoted by the DOH for many
years and have gained wide acceptance among the population. Immunization, for
example, is now becoming increasingly popular. It is estimated that 70% of
infants are now fully immunized with the six antigens being offered in the
program. - The use of oral rehydration therapy (ORT) for diarrhea management is
stil]l low* because of the mistaken notion among many mothers that the
immediate objective of diarrhea management is to stop the purging. This
misconception has been abetted by physicians of the old school who have not
kept abreast of more recent research findings on the pathophysiology of
diarrhea. ORT use is high among mothers who are aware-that it is the
dehydration and not the diarrhea itself that is 1ife-threatening. The program
will seek to correct this misconception through aggressive person-to-person
and mass communications campaigns.

A multi-media public promotions campaign is currently being pilot-tested
in Regions VI, VII and X under the ORT component of USAID's Primary Health
Care Financing Project. Results of the pilot testing will form the basis for
the planning and implementation of a nationwide social marketing effort.
Training of physicians and nurses in the government and private sectors on the
use of this safe, inexpensive and effective mode of treating acute diarrheas
has been initiated, and this program will broaden the coverage of the
training. It is expected that the effects of the mass media campaign and the
more active involvement of the medical profession in promoting ORT, in
conjunction with making oral rehydration salts more readily available, will
dramatically increase ORT use.

A nationwide study conducted in July 1987 by the Philippine Information
Agency on public awareness and perception of government programs revealed that
family planning was ranked by the respondenrts as the most helpful government
program. More specifically, the Filipino's attitude toward and acceptance of
family planning can be gauged from the various national studies that have been
conducted: the National Demographic Surveys of 1968, 1973 and 1983; the
Republic of the Philippines Fertility Survey of 1978; and the Contraceptive
Prevalence Survey of 1386. These surveys have revealed that:

*Surveys done in 1988 in Regions VI, VII and X found the effective ORS use
rate among mothers to be less than 10%.
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-- Two-thirds of married Filipino women approve of modern family planning
methods.

-- More than one-half of women with three living children do not want to
nave any more children; and

-- Religion is not a significant variable for Catholics in terms of
family planning attitude and practice; for Catholic women 25 to 34

years old, the ideal family size is four children; in contrast, Muslim
women want five to seven children.

The other interventions in the integrated MCH program such as growth
moni toring, promotion of breastfeeding, control of acute respiratory
infections and prenatal, natal and postnatal services are compatible with
existing health-related practices and beliefs. Maternity services, for
example, are so consistent with the local culture that they have become the
most popular among the services offered by DOH. In fact, traditional birth
attendants have been successfully trained by the DOH to deliver this form of
maternal health care.

D. SPREAD EFFECTS

The Child Survival Program is designed to encourage the full range of
maternal and child health services to reach the intended primary
beneficiaries. .Policy reforms such as decentralization of planning and
budgeting and direct fiunds-releases to provinces will encourage the field
units to respond promptly to service delivery requirements. The program's
approach of targeting underserved areas and the use of location-specific
epidemiologic data for program planning will ensure that isolated areas will
benefit from the program and that services will be available where they are
actually needed. The program also provides technical assistance services that
will promote the availability of MCH services through various social marketing
channels in order to stimulate their demand and utilization.

Special concern is being given to the issue of DOH maintenance of the
level-of intensity and magnitude of the expanded child survival services after
the completion of the AID program. Sustaining the program will require an
annual increase of five percent to the DOH budget. Given the priority that
the national government is according the DOH and the pattern of budgetary
increases that DOH has been receiving since 1986, the annual five percent
increase that is needed to sustain the program is not an unreasonable goal.
Other measures that will be undertaken to ease the financial burden on DOH and
ensure sustainability include the aggressive promotion of family planning in
order to lessen the requirement for MCH services, and efforts to internalize
the demand for MCH services so that utilization rates will be high and
servicing of demand can be moved transitionally from the public to the private
sector.

E. POTENTIAL IMPACT

The expected direct impact of the USAID Child Survival Program is the
lowering of infant and young child morbidity and mortality, which in turn is

expected to produce a significant economi ¢ impact. Potential improvements to
the economy will be brought about by reduced treatment costs for illnesses
avoided and future earnings of children saved. As children enjoy more

Qﬁb
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illness-free days, proper growth and development is assured, school
performance will improve, and these will lead to higher productivity in later
years. ‘

i Increased child survival rates have been linked to lower fertility rates
and reduced population growth rates. These linkages make the economic impact
of the program even more significant because rapid population growth has been
Targely responsible for the erosion of the country's real economic gains.

The program is also expected to impact positively on the DOH program
management system. Policy changes that will be implemented under the orogram
are expected to improve the overall effectiveness and efficiency in the
planning and delivery of child survival-related services. Duplication and
overlapping of services will be reduced through better integration of health
programs. The goal of reducing inter- and intraregional differences in infant
and child morbidity and mortality rates will enable the DOH to give priority
to high-risk and underserved areas, thereby also addressing the important
issue of equity.

Promotion of political stability is another impact that can be expected
from the program. The intensified implementation of a decentralized and
visible program whose impact of saving children's 1ives is easily appreciable
will enable even the remotest barangays to feel the positive presence of
government. THis can broaden grassroots support for the participatory
processes of the Aquino administration... _

F. SOCIAL SOUNDNESS STATEMENT

The goal, purpose and general design of the Child Survival Program reveal
features that point to its social soundness. It responds to a real social and:
developmental need, and its design had been guided by the experience that the
DOR has accumulated in the delivery of MCH services. During the planning of
this program an incisive analysis was made of the major constraints that
prevent the DOH from maximizing its capacity to deliver MCH services, and the
program's implementation strategy is intended to address these constraints and
enhance long term sustainability. On the basis of the above, we conclude that
the program, as designed, is socially sound.

0
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ANNEX J: INSTITUTIONAL ANALYSIS

A. BACKGROUND

The DOH is making a firm commitment to child survival and has moved toward
decentralized planning, budgeting and program management in order to make
child survival services more responsive to local needs. A policy to expand
coverage of existing child survival services among the underserved and the
population at greatest risk is currently being formulated. Focused targeting
is encouraged in order to deliver essential maternal and child health services
to those in greatest need. By focusing on health problems that affect large
numbers and targeting services in underserved communities where high risk
children and mothers are concentrated, the DOH expects to achieve both equity
and efficiency in resource utilization.

As a way of encouraging the DOH efforts at expanding health szrvice
coverage and reducing child mortality, the U.S. Agency for International
Development is developing program assistance for child survival services. In
return for specified policy changes and the expanded delivery of services,
USAID will disburse tranches of program assistance funds to the GOP.

This paper analyzes the technical and administrative capacities of the
Department of Health (DOH) to plan, monitor, and supervise the implementation
of expanded levels of child survival services at the sub-national level.
Current practices in planning, monitoring and supervising Maternal and Child
Health and other public health programs- were investigated and assessed.
Planned improvements in relevant aspects of program management were also
considered and analyzed for their prospective impact on managerial
capabilities, both at central and sub-national levels.

The analysis took into account the need to establish a rational basis for s
programming and allocating additional resources for DOH child survival
activities in order to achieve meaningful reductions in child morbidity and
mortality. Variations in local situations were considered, and the need for
flexibility in planning and resource programming at the subnational level was
recognized. It also recognized the need for clear guidelines and directions
to ensure that local activities in support of child survival are nationally
coherent and cost-effective.

The manner and processes by which DOH central policies are translated into
programs and services at the operating level was investigated. Specific
attention was focused on planning, monitoring, and supervising child survival
services at the provincial and city levels. Key personnel and staff at
regional, provincial and city health office levels were interviewed to gain
insights on the processes and criteria adopted in program planning, resource
allocation and performance evaluation. Local health plans, budgets and
accomplishment reports were reviewed along with available guidelines on target
setting, costing, and monitoring. Impressions and conclusions were discussed
with key DOH officials at the central level and additional insights were
gained on the extent and degree of commonality of experiences observed in the
provinces and cities visited and the other health offices throughout the
country. Key implementation action programs needed to strengthen current
capabilities for planning, monitoring and supervising child survival services
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at sub-national levels were also discussed with central office program
managers.

B. OBJECTIVES

The primary purpose of the assessment is to determine the administrative
preparedness of the DOH to implement and manage expanded levels of child
survival-related services. The assessment also sought to examine the ways of
strengthening or developing the capacity of DOH for decentralized and
epidemiologically-based planing for child survival; to outline the technical
and administrative issues that need to be addressed preparatory to USAID
program assistance for child survival; and to recommend policy and program
impTementation actions, including technical assistance requirements of the DOH
to facilitate the effective, efficient and equitable use of resources for
¢hild survival.

C. CURRENT CAPABILITIES FOR HEALTH PLANNING

Two kinds of health plans are prepared at both national and subnational
levels. The five-year directional plans generally define the broad policies
and strategies to be adopted under each major vertical program and set
medium-term targets, both in terms of service coverage and achievement of
desired levels of improvement in health status. The annual operational plans,
on the other hand, define the service targets per year and the estimated costs
of maintenance and operating expenses needed to achieve these targets.

The operational plans serve as the basis for the preparation of annual
operating budgets. A zero-based budget is supposed to have been adopted.
However, since annual budgets are often pegged at "X" per cent increase over
the previous year's allocation or expenditure, it has been standard practice
to adopt an incremental budget plan wherein previous year's allocations are *
simply increased to match the budget ceilings for the year.

Planning is essentially top-down in the sense that general guidelines and
targets are set at the national level. Each major vertical program has
adopted a standard formula for estimating needs and costs based on national
averages. Eligible population and service targets for each major program are
defined nationally, although regional and provincial offices may deviate from
these targets. The tendency to mechanically adopt national program targets
and priorities has often reduced subnational health planning to a routine
exercise in computing numeric coverage targets and corresponding service
delivery costs without much qualitative analysis of local situations and needs.

While there are existing mechanisms for intersectoral health planning at
the provincial and regional levels, these .are generally weak and inoperative.
The Provincial Development Councils are often inactive and the Regional
Development Councils are often occupied with numerous policy formulation and
budget review functions. Hence, in most cases, operational health plans for
the province are prepared by the respective program coordinators of the -
Integrated Provincial Health Offices (IPHOs). Operational plans are prepared
for each program and consolidated, usually by the Chief of Technical Services,
to become the operational provincial health plan for the year. The individual
program plans may be discussed internally by the various program coordinators
and the budget officer for purposes of budget adjustments, but seldom would
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they be subjected to intersectoral review or discussion except during budget
hearings at the RDCs.

In provinces where integrated area development (IAD) project assistance is
available, intersectoral planning committees have been set up. The DOH field
office may be involved in these committees and may participate in
intersectoral planning exercises to determine what projects or activities
could be supported by IAD funds. In these committees, health priorities and
activities may be discussed, but it is doubtful whether they influence the
targets and priorities set by the respective IPHOs for the use of DOH funds.
At best, they can only influence the use of IAD funds for health.

As can be gleaned from the above, the existing structures and mechanisms
favor resource-based and program-based health planning. Needs assessment is
often limited to computing the number of eligible persons for specific
services. The qualitative dimension of needs is seldom taken into account.
This bias extends to the program implementation levels. Performance is geared
toward achieving the numeric targets rather than toward achjeving results in
terms of morbidity or mortality reductions. Little thought is given to the
idea of focusing services on individuals and families at highest risk because
the current monitoring and performance appraisal systems do not give
incentives to qualitative targeting. The budget system supports this same
bias by adopting average costs, which make it more convenient for workers to
focus services on the most accessible rather than the most needy. Since needy
groups are often hard to reach-and cost]y to serve, they are usually left out
of the delivery of services.

Technical and managerial skills at the provincial and city levels are
often limited. Capabilities for epidemiologically-based planning are often
nonexistent or weak. Also, quite often, the provinces with the greatest needs:
are the ones with the weakest institutional capabilities for planning and
program management. Cities are particularly weak in both program coverage and
managerial capacities. This poses a targeting problem as there is need to be
both efficient and equitable in the allocation of resources. The neediest
provinces/cities clearly need to have more resources to enable them to expand
service coverage and contribute to the achievement of national child survival
goals. However, if the institutional leadership and management capacities in
these provinces/cities are weak, they may not be able to maximally use these
resources. to achieve both coverage and mortality reduction targets.

On the plus side, DOM field officers do recognize the need for focused
ptanning and service delivery, and have expressed willingness to learn how
this can best be done at their levels. They are also generally aware of which
population groups and households are most needy and deserving of attention.
However, they do need clear policy guidelines and directions in order to focus
their efforts toward achieving impact rather than simply attaining
quantitative service targets.

D. PLANS FOR STRENGTHENING SUBNATIONAL HEALTH PLANNING

The recently approved Philippine Health Development Project (PHDP) has
made provisions for the improvement of health planning and management
capabilities at the regional and provincial levels. It has also set the stage
for the full operationalization of the risk approach to service delivery and
management. At the same time, it has addressed the issue of equity in service
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delivery by calling attention to the needs of the most deprived and
underserved segments of the population and encouraging partnership
arrangements with NGOs and other local government units in addressing the
health problems of underserved communities.

A1l provinces are expected to prepare five-year health development plans
by 1990. The planning exercise is expected to have intersectoral
participation, but will be coordinated by the IPHOs. A special
training-cum-practicum exercise will be implemented to technically prepare the
IPHOs for their substantive role in the formulation of provincial health plans
and preparation of corresponding budget proposals. A block qrant funding
mechanism will be put in place to support budget proposals prepared by IPHOs,
subject to regional or national appraisal. Block grant allocation by province
will be made centrally based on perceived needs. The respective IPHOs will
then prepare their detailed work and financial plans to expand coverage of
child survival services and avail of the block grant funds.

The provincial health planning exercises are expected to take place in
1990. Preparatory work and capacity development activities for priority
provinces will be initiated in the final quarter of 1989. Operational plans
will be updated annually. Program reviews will also be conducted annually to
assess the performance of the province in meeting planned targets. Both
physical and financial performance will be assessed based on pre-identified
indicators. Capacity-building for planning and program management will be a
continuing activity in all provinces, with priority provinces receiving more
focused attention. The annual program reviews will also be the basis for
fine-tuning the training design for staff development at the national and
sub-national levels.

Also to be set up in 1990 under PHDP is the Committee for Community Health s
Policy, which will define the approaches and strategies for reaching the most
deprived and underserved communities in the country. The Committee will
establish partnership arrangements with NGOs and local government units and
will establish a community health development fund that can be channeled to
NGO and LGU partners for purposes of improving community health conditions in
identified priority communities with special health problems. It is expected
that in these special communities, the services needed to improve health
conditions will include community organization and health management, and that
NGOs and LGUs will provide and/or manage the non-health technical inputs.

With regard to the child survival services of the DOH, a national
mechanism for integration of maternal and child health related programs of the
DOH has been set up. A Nationmal Task Force on Comprehensive Maternal and
Child Health has been organized under the Office of the Undersecretary for
Public Health Services. The Task Force is adopting the risk-management
approach to service delivery and management and has begun the task of
prioritizing provinces and cities according to specified risk factors.
Classification of provinces and communities by health risk is on-going.

At the subnational level, the series of administrative reforms instituted
as early as 1985 and accelerated since 1986 has resulted in developments that
favor the decentralization of planming and financial management of health
services. The integration of planning and budgeting was initiated in 1985
when the technical program coordinators and budget officers sat down for the
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first time to jointly prepare their program plans and budgets. The adoption
of the universal child immunization policy in 1986 also paved the way for more
intensive planning and monitoring of services at the local level, and is a
positive demonstration of what can be achieved locally with a coherent
national policy and supportive national leadership.
l

There has also been a review and strengthening of the health information
system to make it more supportive of planning and management concerns at the
Tocal and national levels. A nationwide effort is on-going for the
modernization of the DOH communication and information system, starting with
the acquisition of computer and radio facilities for all provincial, city and
regional health offices throughout the country. Plans are also under way for
the improvement of the logistics and financial management systems within the
DOH in order to make them more responsive to the resource needs of programs.
Admittedly, much still needs to be done to strengthen the infrastructure and
mechanisms for rational program planning and management at subnational level,
but the stage has been set for decentralization, and the national leadership
is committed to pursuing the institutional reforms initiated in 1986.

E. INSTITUTIONAL NEEDS AND CAPACITIES

The current DOH leadership has injected a sense of purpose and urgency to
the planning and management of health services throughout the country.
Administrative reforms have been instituted and there are concrete plans to
further strengthen the administrative support systems of the DOH, particularly
in such aspects as training, public health education, information and
communication systems, logistics, financial management and, more recently,
decentralized health planning and budgeting at the provincial levels.

Planning and managerial skills at the provincial and city levels need to
be upgraded. The current practice of operational planning is inadequate sinces
it focuses only on computing numeric targets and costs based on national
standards that may not be relevant to the needs and situations in the
provinces. There is no systematic procurement plan to translate targets into
monthly or quarterly supply requirements. Procurement is still largely
governed by separate rather than integrated requisition vouchers from various
program coordinators. Analytic skills need to be upgraded, and intersectoral
participation in target setting and prioritization need to be institutionalized .
in order to make provincial health plans truly responsive to local needs.
Mechanisms and structures for intersectoral planning need to be strengthened
and activated. Provincial health planners need to be trained on the mechanics
of and rationale for epidemiological-based health planning. Attitudes need to
be ,changed and managerial capacities for risk-based health management need to
be internalized among key local health implementors and supervisors.

Yariances in local health situations, particularly with respect to child
survival, are often a function of health leadership as well as the
socio~-economic and political environment. The levels of skills differ among
provinces and cities. While there is close correlation between health status
and managerial skills in the local health office, various combinations exist’
between institutional capacities and local health conditions. It may be
useful to develop various models of health planning and capacity-building
schemes for specific types of provinces. National performance standards may
be set, but the specific subnational approaches to attain specified health
goals could be tailored to local needs and_capacities.
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There is a relatively high level of commitment and support for child
survival among provincial and city health officers and staff. What is usually
lacking is the ability to think creatively about how programs and services can
be delivered to achieve the most results. A combination of skills training
and conscientization may be needed to stimulate creativity in health planning
and management at|the local levels.

Management and supervision systems, both at provincial and district
levels, need to be strengthened and improved. The value of risk-targeting and
monitoring must be made an integral part of the performance appraisal system.
A reward and recognition system for qualitative targeting and service delivery
needs to be set up and institutionalized.

Regarding program performance and emphasis, it has been noted that the
government priority placed on immunization, breastfeeding, growth monitoring
and diarrheal disease control has contributed to morbidity and mortality
reduction among infants and children. However, success in these programs has
not been evenly spread across geographic areas and population groups.
Yariances in mortality and morbidity indicators remain high and there are
still communities and households with poor access to essential child survival
services.

Program coverage has been particularly low in cities and urban poor
areas. The basic infrastructure and management systems for public health
services in cities have lagged behind those of rural areas. Urban poor
sectors who have limited access to the private health facilities that abound
in cities have been particularly deprived. Tl

It should be noted that city health offices have been traditionally
managed and financed by their respective city governments. The move to
nationalize city health offices has only recently been implemented. Past
programs to upgrade capabilities for planning and management have been focused
on rural health facilities rather than city health offices. As a result, city
health offices have 1agged behind their rural counterparts in terms of
training and support facilities for public health services. City health
offices were also generally not covered by the restructured health care
delivery system initiated in 1975. Thus, many cities have not fielded
midwives to barangay health stations to deliver a broad range of primary
health services. Also, because City populations are large and concentrated,
city health offices often have very high worker to population ratios, making
it difficult for the health system to adequately respond to the needs of its
catchment population. C(ities are therefore a primary target for the
strengthening of child survival services. ’

While the basic MCH programs of immunization, oral rehydration,
breastfeeding and growth monitoring have achieved modest success in terms of
service coverage, the same cannot be said for acute respiratory infections
(ARIs), which are still a very significant cause of child morbidity and
mortality. Current and past program efforts to control ARIs have been
inadequate. A primary health care approach to ARI management is being
pilot-tested in Bohol Province and shows promise as an effective means of
expanding coverage of ARl services and reducing ARI-related mortality risks.
There are expected management complications in administering a nationwide ARI
program, but the magnitude and severity of ARIs in contributing to childhood
mortality demands a dramatic increase in ARI operations in order to make a
substantial impact on infant and child mortality. With these prevailing

3
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conditions, the DOH may have to face squarely the expected administrative
problems of widescale ARl operations, and make the effort to expand ARI
program coverage to all provinces. i

F. SUGGESTED CRITERIA FOR TARGETING{PROGRAM ASSISTANCE

The uneven spread of problems and opportunities for child survival makes
it necessary to focus attention on priority programs and geographic areas.
Program assistance must be targeted to achieve the most dramatic results
within a reasonable time frame. For this reason, some criteria must be
adopted in targeting assistance for child survival services. Both program and
geographic targeting are essential in assuring that the program responds to
the most urgent needs. The first suggested criterion for prioritizing program
assistance is to focus on priority child problems that have not been
adequately addressed by existing programs, i1n particular ARl management and
Dasic health service coverage 1n ci1ties and urban poor areas.

Mention was made earlier of the variances in program coverage across
provinces and households. One key factor contributing to effective program
coverage is the quality and commitment of  the health worker and program
manager. Another key factor is the geographic access of health facilities to
targeted population. As stated earlier, resource requirements for service
delivery has often been standardized based on average conditions.
Hard-to-reach areas generally require higher costs to deliver the same level
of coverage. Provinces with many hard-to-reach areas therefore tend to be
deficient in resource support and therefore unable to achieve the same level
of coverage as areas with relatively good access to services. A second
criterion therefore for prioritizing program assistance is to support current
cost-effective programs that suffer from inadequate inputs or resource support
To expand coverage. In particular, program assistance could be used to 3
improve access to services by fielding of additional health workers, provision
of infrastructure and operating support for transport of personnel and
supplies, or stimulation of consumer demand for preventive services such as
immunization, growth monitoring and oral rehydration, among others.

Qprollary to the above, a third suggested criterion for prioritizing
program assistance is to focus first on provinces and cities with many
underserved areas/groups. The focus on provinces with many underserved
communities or groups 1s suggested for purposes of equity and impact. Since
these provinces and communities are likely the largest contributors to infant
and child mortality, their expanded coverage could have a positive impact on
the overall infant and child mortality picture. Recognizing the key role of
program managers in effecting desired results in program coverage and
mortality or morbidity reductions, managerial and technical capacities must be
strengthened in those priority provinces. '

Recognizing the variations among provinces and cities, it is further
suggested that a classification of cities and provinces by typology according
to needs and capabilities be made, and corresponding planning Or management
models for each type be developed and tested accordingly. Possible types
incTude:, al high level of need with low Tevels of [PHU capability; b) high
level of need with average or high levels of IPHO capability; and c) high
Jevel of need with available support from NGOs and LGUs to supplement IPHO
management capability. Planning/management models could include: a)
intersectoral planming/management coupled with skills development and
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attitudinal change; b) internal IPHO planning/management coupled with skills
upgrading; and c) intersectoral planning and partnership arrangements, with
LGUs and NGOs actively involved in program implementation and community
organization,

G. SUGGESTED IMPLEMENTATION ACTIONS

The priority concern of the program is the strengthening of subnational
health infrastructure for child survival services and the expansion of service
coverage to levels required to effect sustained reductions in child
morbidity/mortality. A key factor in the success of the program is the
correct choice of geographic areas and program activities to be supported.
Program activities with high impact on morbidity and mortality reductions must
be supported. Communities and households that account for the largest number
and proportion of morbidity and mortality cases should be targeted for
priority coverage. Appropriate choices in program and geographiCc coverage are
a function of rational and focused planning, which hinges on accurate, valid
information and data.

Equity and efficiency considerations dictate that program support be
focused in areas of greatest need. These are areas that contribute
substantially to the levels of child morbidity and mortality and where
existing health coverage is relatively low. In order to achieve a more
precise and accurate targeting of program and geographic areas to be given
priority in program support, 1t 1s reCommended that immediate attention be
given to the revalidation ot the data base tor ydeatifying priority provinces
and areas. N

Key indicators to be used should include health status indicators as well
as program coverage indicators. Relevant health indicators could include
rates for: infant mortality, child mortality, maternal mortality,
malnutrition prevalence, specific disease morbidity and mortality, and crude
birth and death rates. Program coverage indicators could include:
contraceptive prevalence rates, percentages of medically attended births and
deaths, percentage of households with safe water supply, midwife to population
ratios, per capita health budget allocations, percentage of fully immunized
eligible children, and ORT coverage or proportion of eligible children
enrolled in under-6 clinics. In addition, indicators of program efficiency
and effectiveness may have to be developed and validated. Among the possible
indicators are: expansion of effective coverage of essential services,
reductions in morbidity or mortality, cost-effectiveness of program
interventions, etc. ,

A second major implementation action program that needs to be immediately
undertaken is the review and rezoning of midwite catchment areas, taking into
account access tactors and other anticipated difTiculties in service
deTivery. A classification of catchment area based on terrain, ease of
Travel, population size and the like, needs to be undertaken. The
classification suggested by the Cebu IPHO could be used as starting point for
discussion and policy decision making. Difficult areas should be identified
and appropriate provisions made to facilitate delivery of services to targeted
clients. Special provisions could include: the provision of transport
facilities or transport allowances, the adoption of lower midwife to
population ratios to reflect the difficulty of extending services to clients,
the provision of hardship subsidies or allowances to compensate for extra
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efforts exerted to deliver services (such as walking long distances), and the
provision of support for non-health inputs such as community organization,
Tivelihood services and the like as may be required to facilitate effective
use of nealth services. i

With the rezoning of midwife catchment areas, the need for additional
midwives is anticipated, particularly in traditionally underserved rural areas
and cities. Geographic areas where new midwives need to be recruited and
deployed should be identified. An estimated 2,000 new midwives will be
required to achieve the desired levels of coverage of services. It is
essential that the qualification standards, recruitment and screeming
procedures and pre-service training designs related to the new midwives be
developed and adopted at the soonest possible time, possibly within the last
guarter of 1983,

The strengthening of regional and provincial health planning capabilities
is another priority implementation action that needs immediate attention. For
this purpose, it is essential that a set of interrelated preparatory tasks be
undertaken. This includes: a) the conduct of program preparation workshops
for child survival, involving key central and regional health officials for
purposes of defining key policies, approaches and measures to be adopted prior
to program implementation; b) the refinement of the risk approach to
provincial health planning and management, including the methodological
processes and practical application in target setting and service management,
etc.; ¢) the development of appropriate training designs for provincial
health planners to impart skills, develop positive work attitudes, and provide
practical experiences in actual provincial planning and resource allocation;

d) setting up the plamn and budget appraisal system for locally developed plans
and budgets, and e) setting up the mechanisms for block Brant releases to
provinces with approved work and financial plans, including a system for
performance auditing and evaluation. Technical assistance may be required to
undertake the above tasks, including the training of provincial health
planners an the processes and methods of epidemiological-based health planning.

H. SUGGESTED PHASING OF PROGRAM ASSISTANCE

Most program activities in the first year will probably be devoted to
setting up the systems and infrastructure for decentralized health planning
and budgeting for child survival. These include: a) the classification of
provinces and municipalities according to risk and access factors; b) the
rezoning of midwife catchment areas based on a classification system that
takes into account both risk and access. factors; ¢) the development and
pilot-testing of various health planning and budgeting models based on
provincial ctassifications; d) the conduct of consultative workshops to
prepare regional and central program managers for their supportive role in
program implementation and to discuss policy and operations issues that need
to be addressed; e) the training of provincial health planners and the
conduct of phased provincial health planming exercises in the first.priority
provinces and cities; and f) the recruitment and training of new midwives and
other health personnel needed to 1mprove the effectiveness and outreach of
child survival services.
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I. IDENTIFICATION OF PRIORITY PROVINCES AND CITIES

As a basic program strategy, priority attention should be given to areas
that are at highest risk with respect to child morbidity and mortality. Child
risk is a function of environmental, socio-economic and behavioral factors. A
suggested means of determining risk by province involves the use of health
indicators, service access and coverage indicators, and health risk indicators
related to the major causes of death among children. Both physical and
financial access indicators such as road networks, agricultural productivity
scales, poverty incidence, etc., could also be added as criteria for
classification of provinces.

Provinces and cities that consistently rank low in many of these
indicators should be targeted for immediate technical and financial support to
enable them to catch up to their more advanced neighbors. Pockets of poverty
or risk in the targeted provinces as well as the rest of the provinces should
Tikewise be targeted for focused services. The ultimate targets of services
are the high risk households within the targeted provinces. Provinces
classified as high risk are expected to have the largest concentration of high
risk households.

The Community Health Service (CHS) of the DOH previously ranked priority
provinces and cities based on several health status and coverage indicators.
The assessment fbr the PAAD has ranked the provinces and cities based on the
following criteria:

1. Priority child problems that have not been;gaéQuate1y addressed by
existing programs, in particular ARl management and basic health
service coverage in cities and urban poor areas. ‘

2. Support of current cost-effective programs that suffer from inadequatei
inputs or resource support to expand coverage.

3. Provinces and cities with many underserved areas.
4, Classification by typology, according to need and capabilities.

The table on the following page compares these two rankings. It is
expected that the DOH will utilize these two assessments to establish the
priority list for child survival interventions, to be finalized prior toO
initial funds disbursement.

. \\D
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LIST OF PRIORITY PROVINCES AND CITIES

DOH/CHS

A. Provinces
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Masbate
Northern Samar
Surigao del Sur
Quezon
Camarines Norte
Camarines Sur
Biliran

Aurora

Antigue

Surigao del Norte
tastern Samar
Romblon
Sorsogon
Qui-ino
Zambales
Mindoro Occ.
Negros Occ.
Agusan del Norte
Abra

Nueva Ecija
Aklan

Capiz

Leyte

Sulu

Camiguin
Mindoro Or.
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Naga City
Bago City
Cadiz City
Canlaon City
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Bais City
Bacolod City
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THIS ASSESSMENT

Surigao del Sur
Catanduanes
Northern Samar
Batanes

Albay

Sorsogon
Antigue
Camarines Norte
Aurora

Quirino

Agusan del Sur
Sulu

Capiz

Mindore Occ.
Mindoro Or.
Camarines Sur
Western Samar
Camiguin

Abra
Marinduque
Quezon
Bukidnon

Cotabato City
Gingoog City
Canlaon City
Ozamis City
Dagupan City
Calbayog City
Pagadian City
Lapu-Lapu City
Tacloban City
Dumaguete City
Lucena City
Butuan City
Trece Martires
Roxas City
Dipolog City
I1igan City



PHILIPPINES
NCR

st District
Manila

2nd District
fuezon Eit?
3rd Distri;t

Caloocan City

4th District Munm,

Pasay City
Region |
fAdra
Benquet
Ilocos Norte
llocos Sur ©
-La Union
8. Province
Pangasinan
Baguio City
Dagupan City

Laoag City
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HEALTH STATUS INDICATORS BY PROVINCE/CITY
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San Carlos City
Kegion 2
Batanes
Lagayan

fugae

Isabela;

Kalinga-Apayao

Nueva Vizcaya
Buirino
kegion 3
Bataan
bulacan

Nueva Ecija
Paspanga
Tarlac
lasbales
Angeles City
Cabanatuan thy
Dlongapo City
Palayan City

San Jose City
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HEALTH STATUS INDICATORS BY

PROVINCE/CITY
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HEALTH STATUS INDICATORS BY PROVINCE/CITY
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Albay
Camarines Norte
lagarines Sur
Catanduanes
Mashate
Sorsogon
iriga City
Legaspi City
Naga City
kegion &
Aklan
Antigue

Lapiz
Guimaras
Hoile
Negros Qcc.
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bago City |
Ladiz City
Heilo City

La Carlota City
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HEALTH STATUS INDICATORS BY PROVINCE/CITY
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s S0 2! 521 A71C LIt om
2,00 160 220 30,00 A3 83 10! 0.8
2.0 191 .00 422 %4 S0 130! 0.88
27! 1870 M9 ST b0 520 L0 0.9
TN L 2.0t : : '0.00
800 Wb M2 Wbl 45: el LW 07
Cma B WAl BT 390 hel o 0% L

: 9.6 D58 L80!

! £3.3 | T | !

! 2.4 L2 ! !

! M. S KW L 0,60 !

! 30.1 TR DL
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HEALTH STATUS INDICATORS BY PROVINCE/CITY

LA L Este . : ¢ Total | 1
 Degree ; 'CBR ) IMR ; IMR | TMR - 0 FR § MMR | MR
1% . 1988 | 1986 | 1988 é 1987 . 1984 | 1986 | 1988

B € ) T 1 T 1 RO ) SN (3 I () RN { ) B [ !

koxas City ! ! T L33 LL50

San Carlos City X ' ‘ 3.6 : 8.0 ‘ ' 2.5 )

Silay City ! ! BN Ls0 ! L0
kegion 7 : L9 320 300 b4 A5 L1008
Bohal o v ang et 3000, 5S40 6B L3 6.92!
Cebu A N O Y X R Y B A R
Negros Or. o wdt. s W3 2l 330 4el 000
Siquijor L0 ;e BS Wel L2 T Lo o
Bais City : PoOMBL 1280 WA 25 L2 ! 0.58
Canlaon City ! s wa WA Do 2300 5.8
Cebu City ! Co28 0 90 N3 8! 100! 03
Danae City L r Rl Rl AL 10,8 L1 0.00
Dusaguste City ! Vo2l M9 83! 108 12000 0.00
Lapu-lapu City | LB RS TeT 10 L 0.80 1 035
Fandawe City | b IBS 3 Wil 5L 55 POL200 LS
Taghileran City  } - D omar omst M3 A L3I0 0.00
Toledo City  © 1 34! %27 1.0 9.2 LI 0.2
Region & ! D8 At 32! T8 k2! 2300 63
Leyte del Norte | BB 20 M2 L9 9 : Y240 0 0,08
Leyte del Sur ! Al 907 3! 2B AL D10 ! 0,00

Eastern Sasar : 27.5 16,1 ) 4.6, 8.3 3.2 5.7 2.80 ) 1.46

page §



Northern Sasar
Western Sasar
Lalbayog City
Oraoc City
Tacloban City
Biliran sub-prov.
kegion §

Basilan

Sulu

Tawi~Tani

iasboanga del Norte,

laaboanga g2} Sur
Dapitan City
Dipolog City
Pagadian City
lanboanga City
fegion 10

Agusan dei Norte
Agusan del Sur
Bukidnon

Caniguin

page b
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HEALTH STATUS INDICATORS BY PROVINCE/CITY

123 | Est : i Total | \
Degree @ CBR IR , IR0 IR : FR 1 MMR MMk
1988 1 1988 1986 . 1988 | 1987 1984 . 1986 | 1988
@ (a) B @ o @ b ()
277.9 1.9 9.5 0 A5 ¢ 1087 620 430 2.8
BT bt I Ak kT 2,000 LS
TN 5.5 WT 8.8 L300 3.8
5.8 B350 86! - 5.8 L0.50 ! 0,32
3 55,07 LY 1L3 L0 0.53
S TN Do : ! 1.40
L0 AL wI A0 W oLI: Lk
BRI Ty R EEE SIS
IR R 7290 S0 AT Al L0 3.5
1.1 124 B! 320 04! 45! HERS
LB 280 1570 T8 Bl 180! 0.9
2.6 2.9 A4 BI04 bl LN W
LA 05! B! 58! Lo
DOBIL AT 309 8.3 L0 0.00
X 65,70 39! 8.5 ! L1500 ! C.e0
A X) Ba B e CL30 109
o N T <% S T30 IR S I N AR IR
DOBID 0 bl WS a5l B 0501 0n
7.2 8! WAL 19T 35 521 100 L2
.00 B8 7 130 300 53 0.9 0.B5
0400 M WAl T 3l S0 LMl
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HEALTH STATUS INDICATORS BY PROVINCE/CITY

I e M

Est. | H i i Total ' H
! Degree © R . IR ! MR 'V TR AR L MR MM
' 1588 ! 1988 ! 1986 | 19B8 ! !9B7 ! {984 ! 1986 | 1985

v (a) ) Y P L) vl P {d) T ) Y

Misaeis Qcc ' 16.3 20,10 36,10 32,0 4.2 2 0.50 ¢+ 0.19 .

M:samis O ! S 49 35 4.6t 640 250 0.5

Surigac del Norte ! 4.3 2.4 2,101 3.5 AT .00 1,60 0.9
Butuar City ! : k.5 8.5 1 35k I AN ! L7012

Cagayan de Dro | SR VTR VO I s 2 O £.2: L 080 0,79
Singaog <ity ; : X2 Sib i Sk.B: 1.4 ' 1,30+ 0.83
Croguita City ' c 2330 KB 33 £3: P L0

Dzaeic City ! L8 39.3 1 2.3 32 U3 0,70 0.B2

Surigao City i : 32,218 30.9 1 A7 5.3: ' 2700 0,32

Tangub City ! : 26.2 1 .8 3.2 &7 v ; L9 2,8
Region (i i ! 2.5 2.0 R4 3.9 3 0.90 + 0,88

South Cotabate ! {7.4: .70 17.8. ! 24.8 ¢ 8.5 3 5.2 0.70 : 0,87

Davao de! Norte | 2.4 €61 4.0 5.3 5.5 ¢.80 : 0,38 !

-
on
-
ed
-
L+
-
-—
-
o
<4

Davao Or H

e

-
t
-
-

B it B 5l

Davac de! Sur i H : .14 8.4 | 8.1 3.2 u5.0 H 0.80 : 1.1
Surigac el Sur ! 25.B: 27! SO 424 T2 S nB0: LA
Davao ity o2& 8B 1N 82 C00: .03

ger Santps Jity | 3251 A4 Iy T R2: o 0.40 : 0.3

Region 12 ! c 2.0t 23 2W3: 300 4B 0.80: 112

North Cotabate | H 2.4 1.5 1 113 271 .2 0.80 ¢ C.gB8
“anac del Norte 2,310 x.8 ig.7 PANY IR T N L3 20 1 0.68

pace
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HEALTH STATUS INDICATORS BY PROVINCE/CITY

VLAY Est. : . i Total | )

i Degree ! , CBR y IR ' iHR , THR X FR | OMMR . MR

. 1988 ) 1988 |, 198 ! 1988 | 1987 . 1984 | 1984 | 1988

T 3 ¢ | ) I T (A | 1 ) R F V)
Larao del Sur I 2.7 16.4 ] 7.2 24,1 0.1 5.0 1,00 0 2,56
%aguindanao D20 98 L0l 2t 02) 45! D20
Sultan Kudarat : 20.0 | 20,8 12,9 | B.b ) 26 ) 3.0 0.70 1 0.88
{otabatc City X ‘ 20.2 : 115.7 % 115.8 lo.6 ) ‘ 2,10 2.98
ligan City : R Y% B AP0 B 32,5 % 10.2 ) | ; 0.40 !
Marawi City " : 10.2 ) 72.8 § 33.9 5.8 ) H 7.10 7
Sources of Data: {a) 1988 Regional Annual Reports, DOM

{b) 1986 Philippine Health Statistics

{c) Public Health Services, DOH

{d) 1988 Philippine Data Sheet, DROF & PCF

page B



PROGRAM COVERAGE INDICATORS BY PROVINCE/CITY .

3 ) ' o b ' ! ! VPER CAPITA [Budget)

P L OPT 02 Fﬁlly ‘2 Birthsii Births,1 Deaths: 1w/, 1w | |
yCoverape | Iasunized)Attended Attendad)Attended ) Sate H20)Safe #20, MesPop  FHS | HS 1 L0 | Total

1988 0 1988 | 1986 . 98B | 1986 . 1967 [ 1988 | 1988  !19BB (P):i988 (P).1988 (P)|1968 (P},

Coda) r ) b ota) e () @ ) | VR T ) A Y ¥
PHILIPPINES LB 70,98 544 B4 3hb v ALLe 15,501 0 7.B2 ) 22,07 0 6.B9 ) 34,78
uC Co580.1) 42,907 9(.8 0 BL.40 % 58.0 P8 1S, 35 ) 22,380 4820 LIS 2.1
ist District Co &S0 46,90 VT i : 29:7 11010,903 ¢ 19,420 L9 2.8 2L
Nanila voo36.2 7 4,200 99.0 0 B7.B0 . 41.B . ! JEREEELIL S SR LI : V3.2
2nd District L7830 51300 B9 Bbu0 ! BT PR L,700 0 1051 TS A8 2034 ‘
fuezon City V55,60 63,30 Be.B i BAIO D bL.O L 3.6 1B 3N L 20,40 0 L1667 054 3B.82
Ird District V2.9 51,70 8230 T.e0 T 4300 S DR R - v 0,08 18,50
Laloocan City V783 72,80 7B.6 ) 67.B0 ) 48.7 1 P 8.8 11:5,993 0 1490 ) : c 1490
4h District Mum, | 237 4E.50 ) BALS D 75500 52,0 PO LI, TI6 L 1M 1B2 ) 222 16?48
Fasay City v 95,6, BAOO T Bb.4 1 BLJD . 49.0 ) ' 4.3 31:9;403 v 16,82 i v l6.62
kzgion 1 VTR 8200 60,90 N3 B0 | P60 183,765 1 b4 ISBY L 500 27,73
Abra V850 ) Blb L 4030 e4IR G 234 VoS 3L, 1 T.4T L 24050 1L18 0 42,80
Benguet V764 70065 5 $5.7 ) BLi0 ) M2 V2,8 01:2,758 ) S.64 0 20,00 0 6740 32,39
llocos Norte 7.9 B0 7T 86.}9 Vo300 B0 BLB LZGEP L 647 L6820 8940 3L.O3
Ilocos Sur : 74.4 , ?2,60 V.3 B0, 248 ) 75.0.: 20,2 113,50 1 6,360 17.538; 10,350 3429
La Union : 96.9 VooTs9 T b7 0T8T B3 OT0.00 7640 :i:4,498 L5080 10680 7.02 0 2.7
mt. Province VT 7872 ML) bLU4 0 25,8 :. VoBA :1:1,@80 I B.bb ) 70,36 1 26,34 105.34
Pangasinan DB AN KN TIEB D BT | : 184.9 a3,67% 1 B 16 LM 2.8
Baguio City VOB B 915 9218 MDY ' , vooSbd ; v 5.5
Dagupan City V8570 TASY L BOLL L 40,120 51.0 . L1900 1 5.88 ) : N -

page |
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PROGRAM COVERAGE INDICATORS BY PROVINCE/CITY

i ]
b '

. . . . | ; ; ! 'PER CAPITRA  (Budget) -|

1 ] ] 1

v L OPT 0 1 Fully |1 Births Y Births;X Deaths: I w/ | 1w/ | :

'Coverage, lmmunizec, Attended | Attended; Attended, Sate H20)0ate H20) MW:Pop | FHS | HS | [0 . Total

1988 . 1988 . 1986 | -i9B8 | 1986 . 1987 | 1988 | 1988 1988 (P) 1988 (P)198B (P) 1988 (P)!

L N L O A C
Laoag City DBl TASE L §8.2 1 Be.b ! 520! RN N UE | W N
San Carios City | 63.2 0 80.66 0 5L 7247 L. 204! L5 5.8 ! 5.8
Region 2 C0 TO0 9 65040 2.8 D7 000 1 6TA D ILTE ! 7.0 ¢ 45,92
Jatanes L 100,01 148,00 1 944 96,020 5231 24 10,3 01:14,036 ) 26,22 0 243,09 | 0,05 | 269.36 |
Capayan CLTLET5.000 3L STT! 2030 TR0 TCLS.200 1 7.06 0 45.98 0 10.87 0 4371
Ifugan COOBLT D 8RO D 39040 79500 25,0 DB 12,984 L b0 Y 4680 L 7546 78.6b )
Isabels %0 700 L2 ehe9 D B DOAIILSE L B3R 10350 Ll 20,7
Valinga-hpayan | .00 76,00 ! 42,30 Bl.00 1 24,0 D OIBE L2607 ! bB6 ! ML20 T 449 55.55
Noava Vizaye 0 9.0 0 TR.00 0 45.90 70361 500 1 b6 L3SE 0 65000 0L 8440 4795

fuirino C L TRGL BG.B0 ) 2006 35.67 1 4.0 ! D100 J1:3,29 1 gudl ) 5805 2750 2.9 )
Region 3 LOGT.B L TR0 2.6 0 75 39,3 : 11:5,71 8L S00 LBl ALTD !
Bataan L340 BLOO . B3.0 ¢ 91520 45,0 ! 48.1.:1:4,207 7.8 ) BL39 ! 67T 95.B4
Sulazan D23 B0 1 7B B! 47.2 ) DO 6,035 1 A7 WAL LI 4259
Nieva Ezija ) 60,30 70.00 1 6071 7590 | 3.9 ! D760 (136,058 | 5.2 0 20.84 0 401 30,97 !
Faspanga 809 L BLO0 I 78.8 ! 251 3 DS ILS,ET | LEE L N4 53 R
Tarlac DOTRA B00 ! b 5. 202 D22 135,475 1 5520 2430 387 4LE2 !
Zanbales D08 L 60,00 1 SP6 72571 503 8L 136,350 1 5390 52! A.08 ¢ 45.99 !
- Angeles City : i 67.14 ’TS.é ' I Y 3 ] : ' ' : :
Cabanatuan City ! w770, B2 VoOMLE ) ' ' H : i : :
longape City | ST I TR 518 ! ! ! i : ! ! !

page 2



Falayan City
Gan Jose City
Region 4
Aurora
Batangqs
Cavite

Laguna
Ha;induque
¥indoro (cc.
¥inoaro Or.
Palawan

~ Guezon

Rizal

Foablon
Batangas City
Cavite City
Lipa City
Lucena City
Puerto Princesa

San Pablo [ity

- 22 -

PROGRAM C OVERAGE INDICATORS BY PROVINCE/CITY

! : : - : : g 'PER CAPITA - (Bucget)
X 0PT I Fully {1 ﬁirthsfl Births:l Deaths, 1 Wi Iwo : l
'Coverage!Imsunized Attended | Attended;Attended Safe H2C!Safe HQE: Mi:Pop . FHS . HS L0 | Tetal
1988 | 1988 | 1986 | 1988 1986 | 1987 | 1988 . 1988 1988 (P)!l988 (P);1988 (P)!1988 (P)!
YR by oda) o) L @) () (@ @@ (al
! LI YN : : : : : !
78,97 1 59.9 ! L2810 : : ! : : !
88.0 'OALS ! 57,000 394! : 55.5 '1:7.063 ! : YN 3|
76,0 0 76,00 0 1A 4650 1 18,10 MDD 3.5 153,302 ; AL 10025
90.0 1 8AT4 [ 5B TB.00 3320 0.0 ! 49.8 11:6,903 | : L4100 kb
2.4 ) 64520 8320 G000 393! LALL LT : HE WSS T )
640 1 T340 82,20 5100 431! b70.9 0487,23 : L6691 4856
$9.1 1 55050 22,91 43.00 % 2.7 | L 68.5 11:50,754 : 15,69 ¢ BL.97
63.8 1 6L35! 256 300 4L7! {820 114,831 ! p L 16.B5 D BLEM !
CENURI N (I X R X K LOBLO 16438 | : DL 4632
16,0 0 87,07 ! | 29T 9.4 ! 93,8 11:4,55) ! ! AU, I S,
76,01 43001 2.7 51001 327 P25 116,633 | : L7770 4968
8.5 52250 A4 T30 Sbu4 ! D25 117,907 ; Y N R M 5
7.6 0 54520 30.8. 55,60 COHLe 2024 113,49 ! : L1403 144
19,00 7RI T3 AL ! : H : ! !
.00 3992 8920 88207 69.9 ! ! ! : : : ¥
B.0 1 BT ALAL .00 T3 : : ¥ : : :
4.0 0 39.88 0 67.0 1 59.00 ! 441! : : : : : :
500 728 W2 400! 478! : ! : : : ;
0.0 0 5197 bb 1 300 1 442! ! ! ! : : :

-

ey,
o



Tagaytay City
Trece Martires
fegion §

albay
Casarines Norte
Lasarines Sur
Laianduanes
Masbate
Sorsogon

iriga City
Legaspi City
Naga City
kegion b

nklan

Antique

Capiz

Buisaras
floilo

Kegros Dcc.

Bacolod City

rage 4
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PROGRAM COVERAGE INDICATORS BY PROVINCE/CITY

! ! ! ! : : : : 'PER CAPITA  (budget) '
L% OPT ¢ % Fully !1 Births!t airtns:'; Deaths! T w/ | 1w | : !
'Coverage, Ieaunized,Attended Attended ) Attended,Safe H20!5ate H2D, MK:Pop | FHS | KS | CO0 | Total

' 1988 | 1988 ! 1986 | 19B8 | 1986 | 1987 | 98B . 1988 198 (P):1988 (P):1988 fP):xéae (P)!
Ty R S P BT RS PY SR () BN (2 BTN Y BN PV RN ) B Y SN R TV RS PO R
D680 1 T6.5B 1 40,5 ! BL.O0 ¢ IAT ! : ; ! ! : ! :
01 221 960 K040 B0 ! ! : : : : : :
738 B6.9 ! ‘31,; Y VRN S A ! b2.7 !1:5,488 ! B.84 ! 18.98 ! 5.5 33.38 |

! 8.8 82,90 . 261! 3l.46! 16.8 ! 480 D59 106,992 1 BT 12340 6930 204!
D670 TBTE L 3960 59.68 0 24,0 ! D 73.0 14,997 1 15480 1348 7.89 0 37.05 !
DoeAB L 90,34 1 2340 4B.L6 ! 16,00 70,0 7.9 11:5,382 ! 6,90 0 25,94 1 1,09 ! 34,83
DSBS BLTb L ILEL IS 3230 26,00 30.8 k4,066 1 10361 5341 22251 BA.OS |

OIS0 A9 TN S99 3260 4000 0.4 5,646 | B.bb 1 10.80 1 5.5 | 25.02 !

D70y 7520 26490 331G 2660 26,00 364 01:6,023 1 9.284 13420 620! 26.90 ;

DOTB L 5838 ST P30 : ! : ; : : :

LS9 T2 605 ! VI N : ! : ; : ;

DSB8 b T ! : : ! : ; !

L5620 7320 ALY 5h.87 1 36,0 DO4BT 15,02 1 6240 26710 643 39.08

boo80.20 700520 IS 43300 256 61.0 0 357 01:3,425 | 6510 49360 620 1 62.07

COSS G B09 L 3280 SN W8 TR0 SLO ILTeN0 | 641l 49801 1923 75.44 !

DS B0 207 LSS LT 42,00 303 104,64 1 70040 38000 7.03 0 5208

T L 49,98 : 45,35 ! DS 23 L 230 S0 7260 49950
DS TLILL S5 ST L 4080 9.0 bl Hi,799 0 6580 28.87 1 7.08 ! 42,53

DOSBO L TR T3BL 60.06 1 226! 6.0 ! 7.1 016,351 1 5.40 0 14240 2,88 ! 22.72 |

! COTRIS L RS RN ! ! ! ! ! ! !
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PROGRAM COVERAGE INDICATORS BY PROVINCE/CITY

: : v : ! : ' ' VPER CAPITA {Budget) |

X OPT I Fully Y Birthsi Birthsl Deaths: Y w/ | 1w/ | ' .
'Coverage | lmaunized,Attendec AttendedAttended;Sate H20)5afe K20, MW:Pop | FHS | HS | CO ) Total |
1988, 1988 | 1986 . 19BB ., 1986 . 1987 | 1988 | 1988 .1988 (P)!19B8 (P))1988 (P)!1988 (P);

vodal v lal o ey Al by 0 ey 0 a) ) a0 tay L fa) @) o {a)

Bago City : P89 4.0 voo30.7 ‘ l i ‘ : : :
Cadiz City ; S DL ERE T N 1.2 ; : ' i ' . :
figilo City VAR B9 T L B l. : ‘ : ‘ I :
La Carlots City | ' 80‘62_! 80.1 R S : : ' ‘ : : '

Roxas City i boTRES T 419 HEE P A | ' ‘ : H i j

®

San Carios City : VoM 295 )

Silay City i Ve33O . ¥4% BN | ' : ‘ | ; . ' ‘
Region 7 Vo493 89340 S50 bb.BT Y 25T Vo320 014,786 : v 2040 37,960
Eanol VoL Te.Be Y 529 14.b§ VoIS 3600 53 LT, 0M 3 N Y 46?32 '

Lepu bz BTSSR MY 25490 15D B0 22,0 113,50 v Vo390 49.23

[~

Negros Or. v 24 ALY 7.380 2400 42,0 0 46,2 123,798 1 Vo Te L 60400

'1:2,183 ! : ! 129,55 !

=
w

Siquijor DSe.b . 8950 L3 ! 152! W9 B0
Bais City DS AL 3 04S: T : ! : : ! ! !
Canlaon City Vo124 26,300 10,90 045 7.0 : Vo : : : : :
Cedu City D120 50.95 0 805 1080 49.6 ! ¥ S T ! : !
Danan City {350 6700 M2 116! 6B T ! ! ! : 3
Dusaguete City | 3490 30800 809 036 7531 : S : ! ! !
Lapu-lapu City | 58.20 AbAO D 3LO! L&9: M0 : : : : ! :
andawe (ity booBL ) 4.3 8 147 158 : ' : : ) : '

Tagbilaran City 1 70,10 TL.72) 9.3 0.55; &5.9. : : : i i : '

page 3



PROGRAM COVERAGE INDICATORS BY PROVINCE/CITY

' ' ; ! o : : "PER CAPITA  (Budget)

{1 0PT | I Fully )l Births,I Births!l Deaths: 1w/ | 1w | : + :
:Coverage 1msunized,Attended Attended | Attended | Safe H20)Safe H20) MW:Pop | FHS | HS | CO ! Total

' 1988 | 1988 | 1986 ! 1988 | 19B6 . 1987 | 1988 | 1988  198B (P)/Y9BB (P),198B {F).198B (F)

S RS P R 1 NS Py S ) RO (S B 1R 1Y BT TY I S P NI (VRO T'Y
Toledo City COlRb 46270 BT b 14D : :‘ ] S ! :
Kegion 8 DOSA0 TS.000 3050 5429 243! DAL D bdL D LGN 1400 ! 3425 )
Leyie del Norte 1 GL2 0 BLID ! 29.20 4890 20.7 ) a3 e M2 1 638D 18,600 597 ! 3495
Leyte del Sur | 7.2 63.B0°1 50.3 % 62,00 18.9 ! t30.9 153,670 ¢ 5.06 ¢ 19.23 0 13.62 0 37.91)
Eastern Samar | 1.3 b6.50 1 45.00 65.30 0 364! DTS I3, 0 B3 20020 20220 4957
Northern Sasar | 418 TA0 ! 2.8 4507 0! DOBY ILA,82 ! T.21 0 1890 ¢ 350 ¢ 5761
Nestern Samar ¢ MLI D TH30 0 510 1201 25.2 ! e S0 110091 LB 17,070 2.5
Calbayog City | 239! 7.0 % Sh1 ! 46,200 3.7 TR : : C :
fraaz City LSl BNI0 L LT A0 SeL L A0 : ¥ : S
ficioan Sity 1 25,00 BLTO ! 0.6 85400 3.0 D19 11229,617 ! ! : : :
Biliran sub-prov. | 5701 85.50 3 D90 : EETRRTCRICN S : :
kegion 9 LS GLOD ! 4T.00 6420 3.9 ! :1:5,09; DOILTT L TP 10409 36,33 )
Fasilan DORT.0L 55,000 3930 41260 40.0 ! : SR SN USRI D129
Sulu SR 30,001 b2.0 1 SB.7 7581 : 17,153 ! 139 ) S L2h.40
Tani-Tani COS2BY 35000 1 E2.83) 22 L L 2E2 1 1004 8.0k ! 'o18.08
Zasboangs del Norte 85.0 | 6700 | 387 60151 <205 ! : 4,08 1 15,270 1804 R
Taaboanga del Sur | 5691 78000 ILT! BBED. 3201 550! 133,787 ¢ 18,37 1. 10.03 {2840
Dipitan Tity ! 4801 .00 S84 ! W61 G9! ! ! : ! ! : !
Dipolog City DOS2.00 TS.000 9 ee20 L SRR : ! ! !
Pagadian City Co89.0 0 78,00 1 TB.b ) 9.2 0 471 : : S : : '

sage b



iaspoanga City
kegion {0

;gusan dal Korte
Agusan del Sur
Eukidnon
Caaiguin

¥isaeis Occ
Mizaais Dr
Surigac eel Norte
butuan City
Cagayar oe Dro
fingoag City
froguita City
Orasis ity
Surigan [ity
Tangud City
fegion 1!

South Cotabato
Davan dpi Norte

Davao Or

page 7
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" PROGRAM COVERAGE INDICATORS BY PROVINCE/CITY

! : : ! :- ! : : 'PER CAPITA  (budget)

' OPT ) % Fully !Y Births)Y Births.I Deaths, 1 ul! 3 VAN X :
‘Coverage. lasunized Atiended Attended Attended Safe H20 5afe H2D. MW:Pop | FHS | HS | CO | Total |
! 1988 | 198B | 1986 . 1988 ! 1986 . 1987 | 1988 | 1988 [198B (P):198B (P)!1988 (P)!198B (P);
Cogal ) da) oMby g o) (e odal L (@) (a) () @ 1 ota)
L7300 S9.00 0 7300 TT.08 ¢ 435! : 11:32,568 | : : : :
D97 TeBA Y STl 4650 203 ©32.20:4,540 0 9.86 ! B.OS ! 3.4k 2,35
D725 BOSA ! I8! 4920 335 LT IL3,T08 0 29920 1720 .87 4921
L1034 0 94,090 30.2 3B.06 ! 35.4 D30.7 !1:5,387 ! 3.3 12,360 9.94 ! 35.63
DS940 BS.70 ! 320 19.86 0 3b ! I RREL T N R N RSV

| OB 82,57 2.8 ! C20.4 DB Mi4,182 1 BT ! 4014 531 S92 !
CoBh L 5T 403 SN D00 2,77 L 10200 1576 0 247 5.3
: 882 39.8 ! ST LOM.9 11:3,500 ! 15.36 0 4500 I.88 ¢ 23,74 "
DOBLI ! B0LI: 24! .:' 13,3 DO A1 L LLBZ 1S 28 S

: b2 380 N I ! 4l6 (1:16,390 | : | : ;
; LoAgSl: SLY I L4 113,308 : ! : :
! LS50 359! 258! C22.9 11:10,633 : : : :
! L GB.E2: 583 ! X N 'R N PUNT : ! : :
: LTI M 4L LW D514 118,02 : ! ; :
: P04 LB A R D128 116,007 ! : ! !
! Co78.61: 45.8 ) Coag! 'A13 i1:3,ox4 : ! : : !
L ' b7.68: 34,8 ) . N D723 016,289 0 7,300 27420 9710 4Ad9

! 5%.9 ) eB.6B: 358! T OB9.B 114,931 1 B.5B ) 39.74 ¢ 14220 42,54
! W R R LORT ! OBAS 1135,380 1 5830 20320 6.25 ) 32.40

: LTSS 28,3 N D926 114,040 | 9.B8 ! 39.65 ! 10.45 ) 59.9b !

3



Lavao oe] Sur
Surigac del Sur
Davao City

ben Santos City
Region 12

Nortn Cotabato
Lanac dei Norte
Lanao del Sur
Maguindanao
Sulian judarat
Cotapato City
Iligan City

Marawi City

Sourzes of Data:

page 8
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1 t 1
i [ |

10eT

1 Fully 11 Births,1 Births)l Deaths)

¥
]

1w

[l

Iw !

Coverage, Iacunized Attended Attended Attendec)Safe H20i5afe H20, MK:Pop

PER

CAPITA

(Budget)

FHS

H.S

v €0 7 Total

I
]

' 1988 | 1988 . 1986 ' 1988 | 1986 ! 1987 ! 1988 | 19BB 98B (P)!1986 (P)1988 (P)!198E (P)!
Do) e L) @) ) L@ @) @ e @ ! ()
! 60,90 1 24,6 ] 25.0 | B9.0 !1:4,536 © 15,00 ¢ 37.52 ) 173! 8425
C B eI 33 7.3 689 11:4, T4 10,65 ¢ 53770 26,400 90.82 !
! LSSl S ! 5.0 ! 75.0 ! ! ! ! !
; LR 36,9 366 2.8 ! : : | v !
3 b8 468 5.2 0.0 114,803 1 5,80 | 3435 ! 1249 1 52.64
L0 T WOl R B0 2.0 14,655 1 6,260 18.60 1 16.75 ! A1.61 !
COSM2 0 70050 AT ! 120,820 30.0 S4.0 11:4,904 1 9,021 TB.S3 1 20.63 | 109.18 !
LT3 48620 S0l 76671 28,5 :‘1:4,4400 b2 334 12,35 5.9
D59 S78 0 M9 62200 5300 W0 13,8 0SB 20910 10770 3RS0
DO 70,051 39.9 1 47960 369 $o.6 113,52 | BB B3 L L0 45,71
DM M0 TRl 03 814 1.8 11:19,952 ! o : : !
COTB D M2 481 9.2 353 : ! ! ! ! :
DB 49,080 BLT BLEZ: 847! 5’09 : : ! ! !
(a) 1988 Kegional Annual Reports, DOW

(b} 1986 Philippine Health-Statistics

{c) Public Health Services, DOM



florbidity & Mortallty Rates of iy ARl kelated Diseases, All Nges

By Frovince/City,

FILLEFF INES -
NCR

Ist District
Hanlla

2nd District
Quezon City
Srd District
Caloocan Uity
ath District thun.
Falay City
Region |

Abra v .

fenguat
1locos Norte
tlocos SBur
La Union

HMt. Frovince

Paqe'l

1986

teanles | Diptheria 1
B fomm e |
IH}hldltylﬂrtalltylﬂrhldltylﬂrtalltylﬂrhldltyl“rtalltylHrbiﬂltyINrtalltlerbldltyl"rtal1tylﬂrbldltylﬂrtalltyi
I Kate | Kate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate | Rate |

| HBranchitis | "Poaeumon la | Influenza [} Fertusis |

T B L e = mm e | m e 1
11,076.4 1 3.5 1 339.6°1  90.4.0 7ot t 2.2 106,01 11,21 28.81 0.1t 291 0.5)
1 548.2 | 1.2 1 248.2 1 95.6 1) 140,61 0.5 1  92.1 1 1040 7.7 1 0.0 1 5.1 -6 1
' ! ' ' \ o ' ' ! 1 ' ' )
| 306.8 1 0.7 1 4118 1 99.0 1 92,1 1 0,21 142.7 | 7.5 1 15,30 I 143 1 !
o730 0 0.9 0 1630 1 89.4 1 7301 U6 ) BA9 1 06 1 5.5 4 ! 1.7 1 70
IS73.0 01 0.9 1 253.7 1 126.8 0 1.8 1 0.0 1 95.40  #1.5 1 9.2 1 o1 4.6 1 0.3 1
1oaza.7 1.6 1 160.9 1| BA.9 1 9691 040 4.6 1 181 1 8.5 ) S 0.9t 0.t
I R4O.7 1 2.1 1 279.2 1 100.2 1 158,01 b6 1 529 7.21 ' ' ' !
|oa7i.a 1.9 1 ,,99.4 1 65.2 1 168.3 1 0.7 1 761 9.6 1 5.5 ) o e.s 1 0.1 )
12,812.7 1 0.6 1 292.3 1 1000 L 576.6 1 0.6 1 114.9 1 15,31 7.9 | I S0t 0.1
(- ' ! ! ! ! 1 I ! t ' ' '
15,434,001 1.7 1 406.8°1  112.1 17,866.5 | .91 2080 1 6.7 1 199.2 t 0.5 1 0.5 |
11,206.5-1 0.4 1 367.8 1  52.0 1 621.0 | 1.8 1 22081 4.0 1o ' ' |
11,160.4 1 .00 177.8 1 87.4 1 4S5 ) £.91 Sed A7 1.9 1 R T T T O N
I 534.9 1 5.4 1 146.6 | 107.6 | B7A.0 1 3.01  71.3 1 3.4 0 5.6 | I o6t 0.2
1 984.8 1 A0 1 945.4 1 116.3 1 3459 1 4.2 1 166.2 1 5.2 | 27.5 | I o081 0.4
12,175.4 b 30351 1 48.9 11,415.3 ) 1.7 1 171.2 | 1.7 1 4.4 ! ' |

- 8¢



Morhidity & Mortality Rates of Sin ARl Rejated Diseases, NIl Hges
Py Province/City, 1986

| Er'uulclnl tisa 1 Foeumoni a | lafluenza | IHeasles | fertusis -1 Diptheria {
|.,_..--,._.__.___..., sm ememma | e e e N.,.-,_“......l.. e mm e """""“""_"“l"""“‘"""" . ' _______________________ l ____________ S '
lHrhIdltylHrlalltylHrhldltylHrQalltylrﬁhidlty Ihrtality iMrbidityltrtalily lihbidityitirtalityitirbidityitirtalityl
| hnle I W#ate 1 Rate | lRate | tatle I KRate | Rate 1 fate | Rate | Rate | Kate | Rate ‘l
I—~——-——~~f~~~-~m—lnﬂ“m——m-—~f~—-—~—l~~~~~~~~""—~ﬂ——~——~l~—»-——————————*~~l—v ————————————————— | ;-I
Fangasinan 1 176,20 1 3,70 1 492,40 1 322,70 1 .20t 4.60 1 24,00 1 17.60 1 1 I oa.30 1 b.5) |
Baguin City 12108.30 | 1 163,70 | ‘68.60 [} a884.00 | 9.40 | 192.40 | S5.40 | 16.10 | [} 13.40 | lJi)I
Dagupan City 1201060 § 34,70 | 345.50 | 154,00 ¢ - 90410 | 38.30 | 120.20 | 52.10 | | | 0.%90 1| |
Region. 2 i | 1 1 Vo | [ | | | | | |
batanes 1%2968.80 |~ 7.10 | 486.680 1 155.20 | 138347.30 ) | 70.60 1 | | ' 7.10 10 I
Cagayan . 1 992.40 | 12.30 | 404.80 1| 125.60 | B73.60 2.80 | 74.10 | 7.70 1 13.30 | a,10 | 1.50 | 0,70 |
1 fugao . 1 683.70 | I 3/70.%0 ) q42.60 | 424.70.l I 185.60 1 12.10 ) . 1.60 | ! [} 1
lsabnf’ ’Il341.30 | 10,00 | 221.60 ) ?3.850 | 1777.80 | 0.80 1 351.70 1} 1.60 | 5.20 1 .10 1 0.70 | 0.30 |
« Kalinga-Apayao 1043 .00 | Z2.30 | 183,40 8 27.70 1 &2 10} 0.50 | 17050 | 13.40 | 3.20 0 0.90 | 2.80 | .80 |
Nueva Vizcaya 14138.20 | 100 1 742.30 1 76,20 1 2198.80 ¢ 0.30 1 100,60 ) g8.00 ) 22,80 § I - 1.40 ) 6.30 1
GQuirino 13239.30 1| H.79 | 490.‘0 I 59.60 | 1758.70 |} I 252,10 ) 1060 | 15.40 | [} 25.00 ¢ !
Region 3 ] 1 ] 1 ' ' ' ' ' ' - ) '
Bataan I 708.90 1 2.00 1 195,00 1  64L.50 1. 107 40 | 0.50 1 31.00 | .30 0 4.00 | 0.20 | 0.20 1 0.20 1}
Bulacan 11215.00 O, 1 317.90 1 7@.2D | 672.60 | .00 , 129.010 1 a.70 1 S5.20 1 (o308 NN | 0.30 | a.10
Nueva Ecija I 494.4u | 0.9 1 179.70 10 6049 | a461.60 | 0.920 | 49.50 | q.00 | S.490 | ] | 1
Fampanga I 810,10 | 1.60 1) 2;9.90 I EbH.60 | 1471.60 1 0.07 } H57.40 | g.10 1 29,00 ) ‘ | 0.70 | .30 |
Tarlac 1 468,30 | 1.40 ) 1%4.90 1 B&.70 | 379.10 | 1.00 1.115.70 | 7.50 | -25.4Q | | 1.00 | 0.30 |
Page 2
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Morbldity & Mortallty fitates of B8ix (Ml elated VDiseanes, AL Agea
By Province/City, 1986

| Bronchitis | Fnaeumonia | Fofluenza 1 Heasles | Fertusis | Diptheria A

e e e et e i e e | e e e e e e e [ e ——— e e o |

ll1rl)ldl_tyll'lrlalltylHrlJl(Iltyll'lrtalltyll'lruul.ltyll'lrtalltyli‘lrl)ldltyll'lrtalltylllrbhlltyll‘lrtal;_tylﬂrbldltylﬂrtlllty'
! Kate | Rate l".Rate | fate | ](ai'e I Rate 1| NRate | Rate | Kate | Rate | Rate | FRate |

A e TP e P e e B e Lt R e e ]

Reqgion 4 [ 1 | | | | 1 ’ | | - | A , j
Aurora 1. 973.9 1 9.3 1 296.9 1| 96.9 11,642.3 1 10,61 1454 1 104 |1 330 ) ] ' \
Ratangas : I .531.9 | 2.8 1 180.4 1 &63.1 1 424.2 | 1.3 0 47.4 1 2.7 1 16.3 | ' 0.5 | [
Cavite T ans ) 1.7 1 05,0 1 83%.9 1 302.2 ) 1.21 53501 7.6 1 2.5 1 o1 ) a.0 1 o.1 |
Laguna : I 832 1 2.5 1 191.4 1 105,10 2421 | 0.5 1 37.4 1 a.5 | 0.5 1 ' 0.7 1 0.2 i
Harinduque bo208.3 )0 7.7 0 229.3 0 90,1 1 1856 1 4.6 1 105.4 1 20004 1.6 a7t 1.5 1
Hindore Ucc. 11,560.3 1 5.0 1 229.0 1 62.5 1 .4684.9 ) 2.7 1 222,51 4341 16,01 ' 9.5 | |
Hindoro Ur. I 4747 1 10,9 1 230.4 | B87.4 | 7&7.9 ) 0.9 1 126.9 1 11.6 ) 6.2 1 0.2 1  31.4 14 0.9 |
Palawad 172,70 O 1 1990 1 | 19,7 11,686.5 | 0.3 1 126.%5 1 1.6 ) 5.0 1 ' | |
Guezon 1 387.8 1 7.4 1 139.5 1 122.9 1 285.7 1 2.6 1 26,21 14.2 1 3.3 0 1 - o.8 1 0.5 !
Rizal (S 97 WL 1.9 1 276.5 1 95.7 1 3410 0 0.9 1 38.7 ) 8.5 1 5.3 1 ' | 1
Roamblon I 697.5 1 5.6 ) 163.3 1 62.5 1 944.6 | 2.3 0 20000 11,70 11,7 ) ' 1.9 1 1.4 1
Ratangas City 1 168.0 1 1.2 1 9u.6 1| &B.9 | 5463 ) .61 8.3 1 .01 ' ' 2.4 1 1.2 1
Cavite City 11,891,4 | O314.4 1 60.2 1 193.6 | 1.0 117.2 1 15,6 | 1.0 1 ' I ]
lLipa City 1 264.3 ) 1.4 1 "135.8 1 70.4 U 148.0 | 0.7 ) 34.5 ) 7.2 1 ' ! ! i
Lucena City I oS59.3 0 4.6 1 218.5 1 110.0 1 153,41 | 2.3 01 1146 1 2881 2.3 ) ' 9.2 1 4.6 )
Fuertu Princesa I AA8.9 4.0 1 1B1.5 | 49,0 11,037.4 | 2900 11,90 5.3 1 ] ' '
San Fablo City 1454 ) 6.1 1 125.8 1 73.7 1 N30 o210 14,90 2.0 ' ] |
Tagaytay City 119,10 I 69.5 1 39.7 1 @4.4 | 1A% 5.0 ' | ] i

L | |
. FPage 3
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Horbldity & Mortalitly Rates of Siic AL Roetated Diseascs, ALl HAgeas
By Province/City,

* Catanduanes

Masbate
Garsagon
Iriga City
Leganpl City
Naga ity
Region 6
Akian
Antique
Capiz
Iloilo,
Negros {cc.
Pacolod ity
Bago City
Cadir Clty
flottlo City

Page 4

1986
[} Bronchitls | Fnewnonia 1 ﬁ}lluenza | Haaslgs ! Fertusia 1 Diptheria f
o e e g U OO S AU U [ [ I
Atrhidity itrtality dirbidityifcrtalityibchiditytiirtalityiMrbidity IMrtalityttrbidityiMrtalityiMrbidityiMrtalityd
f Rate | Rate | Rate ;Nale I Rave 1 Rate | Ralke | Rate 1 kate | Rate | Rate | Rate |
'.-____......‘._4._ P ' - - »-.-\.—.—»-—' ----------------------- l ........................ ' ______________________ l __________________ '
I 944.9 ) 12,3 ) 44d6.68 ) 134.7 11,8528 ¢ 8.7 1 1.0 | 3.9 10 .6 .1 | 39.1.1 |
11,082.3 | 3.2 1 2535.9 | 59.9 11,487.4 1 0.5 72.4 | q~.8 | 5%.4 1 [ 0.9 | o.1 1
12,0504 ) S.0 0 268.4 1 112.9 1 /97.4 1 3.0 11.s 6.1 ) 0.0 | | 1.4 1 0.5 1
) 376.1 ) .8 1 104,11 S9.0 1 711.7 1 23.9 1 33.8 | 5.6 14 ) | | '
Io1a6.0 7.8 1 154.0 ) 124.3%3 1 6.7 ) 4.7 ¢ HN7.6 1 28.9 | "w.8 |\ | 7.8 ¢ 2.3 1
1 1as.1 2.00 5351.0 1 120.0 | 669.3 1 V' 276.7 ) 0.2 ) | 1 16.3 1§ 7.0 1
[} ) 1 | | [ | ! | ) ! [ |
F 12,080,101 6.5 0 1923.4 ) 84.3 | 200,40 | 2.7 1+ 137.7 1 1.6 1 2.0 | t 3.2 9 0.8 1
l(.l?l.B [} 2.0 1 l50:3 I 162,77 11,652.5 ) 6.5 ) 92.9 | 15.1 ) 7.0 4 | 3.0 1 1.3 |
1 aal.t e zam.2 1 123010 11,009.8 4.4 1 99.9 1 15.5 ) 12.6 | ] ‘0.6 1 0.4 )
t 799.9 1) 6.2 ) 20#)3 | 8.8 | 474.6 | 1.9} 35.2 4 2.9 | 6.0 | 0.1 1 2.9 ) 0.5
I 627.1 ) $.35 10 n71| B 87.9 1 593.95 ¢ 9.1 1 37.3 1 8.1 16.2 1 0.1 l~ 1.1 1 a.5
1 450.5 1 0.3 1 1685.6 1 .61 291.6 | 6.0 1 4.8 | LU S | /7.5 10 [} 5.7 | 2.% 1
LR U N W8 )1 285.0 1 1096 1 179.3 1 8.7 1 25.9 | 2.5 | 1 ' ' )
[} 5.9 | 41.5 1 28.4 | q47.% | X.6 1 5.5 1 10.9 1 I [ | !
1 926.9 1 0.4 1 455.6 1 1510.9 1. 615.8 | 5.5 4 95.5 | 15.1 1 0.9 0. | 1.1 1 0.7 |
-y
i
-
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Morbidity & Mortality Kkates of Siu AK] lelated Diseascs, Nl) Ages
By Province/Clty, 19864

Cabu

Negros Ur,
Biguijor

Ratls City
Canlaon City
Cebu City
Dansa Uity
Dunaquftu City
Lapu-Lapu City
Handawe City
faghlaran City
Toledo City
Region 8

Lteyte del Norte
Layte dul Bur
Eastern Samar
Nor thern Gamar
Western Samar
Calbayog City
Ormoc City

Fage S

e e e e e e s m it = am = mn e w e % met e om e = am oy = T S T e e mmm s ee % % A e o R g = m Sn e e - i e ot 7 ot T 4 o e e o e e et et ot

| Wonchiltls | Foeumon la ! tnfluenza | MHeasles | Fertusis | Diptheria
oo e e e § e om o e e e | e n e m et et [ e n e et e [ e e e |
Mrbidityith-tattyllirbidity i tal ity ith bidity itirtatity iMebidity Itrtat ity irbidity INrtal ity Hrbidity IMrtal ity
! Rate lkate | Rate | Kate | Kale | Rate | Rate 1| fKate | Rate | Rate | Rate | Rate
[ O N SR ST e J oo e e e . e
| 730.4 4.7 | 200,46 1| 120.1 1 AR TR | 1.0 1 L. | 17.9 1 ] 0.7 1 (L }
1 607 .1 .01 122.4d | 76.0 1 £672.8 | 0.4 1 435.1 3.4 6.1 1 [} 0.4 ¢ 0.1
| 776 .6 2.6 1 X68.2 | 1.585.9 l- 206.7 |0 | 9.3 | 2.6 1 2.6 1| | i
l- 3515%.9% [} 77.6 1 53.6 | 1ot 6 | i 24,0 | .7 1 i 1
) _396.4 p(.ﬂ I 3x22.3 1 jldﬂ.? I 46401 1 70.9 10 155.3 | 16.1 10 3.2 1 i i
1 586.9 0.5 1 306.0 1 121.1 | 349.0 | 0.7 0 6.3 | 22.5 1 0.7 4 ! 2,7 | 0.7
| 70,2 I 307.4 | 162.3 1| 25%5.6 | | 7.8 1 1.6 1 | [} )
1 500,00 2.7 1 254.1 | 102.4 1 . 168,45 1 1.9 | 114.9 | 6.5 | 9.5 1| ! 13.9 1 3.4
11,546.5 I %61.2 ) 97.7 1. li1a.9 ) 39.4 1 490,10 1%.7 % 114.8 | | 1
1 - 322.1 w.7 l. 176.2 | &5.4 | 0.4 ) 0.7 1 59.49 | 19.6 1 2.6 1 | t
L I Y 1 27,6 0.9 1 272.6 | 2.1 1 &5.4 | 21.1 1 ! ! '
[ %6.7 1 210v.09 1 127.2 1 252.2 1 LUPA N | 42.7 | 14.9 1 [} | |
[ | | - -1 | [ [ | | ! R |
11,062.80 0.9 1 428.9 1 149.7 | 490.9 1 4.6 | 127.6 13.6 1 29.9 1| 0.1 1 o.1 1 a.l
12,17%3.2 2.8 l' 346,.3 | 78.9 1 607.3 1| 7.9 1 &£6.9 | 14.3 | 16.% | | !
11,882.1 .8 1 26826 1 &3.2 1. 925.7 1| 2,21 151.0 ) ) LI S| 185.2 | | 2.7 |
11,893.2° A.5 1 271.6 1 114,49 ) SI&.0 2.3 | 327.2 13,6 1 228.5 | | 1.1 1 0.4
11,274.2 5.4 1 $75.@ 1 AB.2 13,047.7 | 2.2 1 323.2 1 6.4 1 69.0 1 ' 0.2 1 0.2
1. X10.5 24.4 ) 313'7u| xq.0 | 184.6 | 3.4 | 142.1 | z23.0 | 100,45 | ! [}
f |22.0 I 268.3% 1 91.1 10 226.1 | | az.0 1 - 45.9 | 4.9 4 | 5.7 1} 0.8

T

i '

-
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Horbidity & Mortality Rates aof Si: (W] Ralated Disrases, ALl (ges
By Pravince/City, 1986

[} Bronchitis 1 ° Pneumonia [} Influenza | Measles | Fartusis | Diptharia [
| e e e L e e |~ ———e === e |——————————————— I

; Hebidity i tatieytirbddity W tality iiebidi byt rality iMrbidity INrtat ity il biditytMrtat ity IHNrbidity itirtal sty
! Hate | dato | Rate | HKate § Kate 1 Rate | fiate | Rale | Rate 1 Rate | Rate | Rate |

|-——_.~-~——»—_..- PRu—— _-.|.--_--.“_.---.....—.._....___.' ............................ l _____________________ . __________________ | ————————————————— '
Dapitan City ‘ I 406.8 | 1.6 1 206.6 | 60.2 1 B2T.3 1.6 1 232.7 | | 6.5 1 | [ t
Dipolog Uity ‘ 11,672,511 L4 1 44656 | 13E.E 1, 700.0 | 1.4 1 2%.4 | 4,1 4 | | 22.0 | 4,1 |
Fagadian City 14,670.7 1 - 11,006.6 | H7.35 0. [ y 318.5 ) /8.9 | 12.6 0 2.1 | 16.9 1 3.2 1
Zamboanga City I 6.6 | 3.0 1 206.8 | 91.0 1) 0 I a1.a 18.2 | 0.8 1 | 1.8 ) 0.2
Region 10 T ( | | ) ©h ) N | ' | | [
Agusan' del Norte 11,955.2 2.2 1 920.4 85.5 11,762.2 1 74.2 % 24.5 11.9 1 ' 1 1
Agusan del Bur 11,830.0 | 8.4 1 Sd1.4 &5.5 1 745.2 | 128007 1 23.4 6.8 0 ' | [
Bulk idnon 11,180.8 | 2.1 1 &63%5.6 | 69.3 11,808.0 | 0.3 1 1120 1 15.3 | 8.9 1 a.1 1 .41  0.41
Camiguin o, 700.8 ) 1.6 1 216.7 1 143.4 12,5%.5 | 1 73.3 1 30.9 | ' | 8.1 | 1.6 1
Hisamis Occ 14,928.7 | 2.0 1 &92.14 1 G7.5 11,075.9 | 3.9 1 44.2 | .7 1 5.9 1 | 0.8 1 [
Misamis Or 11,0144 | 1.1 1 306.0 1 1206 ) 403% 0 0.7 ) 73.9 1 3.9 | 1.1 QZ' 1T 2.3 01 0.2
Burigao ¢e) Norte fl,b)?.B 1 3.3 1 182.4 1| 8.0 )1 480,38 | "%.07) Q0.2 | 7.4 1 20,7 0 |' 10.9 | \
Butuan City 1 87o.0 | 1.5 1 454.5 1 163.9 1 401.0 1 0.5 1 92.4 1 28.8 | 9.3 1 to23.6 ) 1.0
Cagayan de Oro 1 248.0 1 .3 8 798.9 1+ 147.8 4+ 721.4 . 1. 273,04 40.4 | 3.6 1% ' 7.6 1% 0.3 ¢
Gingooag City 12,275.9 1 20.2 | &46.1 | 145.68 | 919.7 | 4.3 1 28s.1 | 28.7 | 469.4 1 [ ! t
Page & oo
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Morbidity & Hortality Rates of 6in altl Kelated Diseases, NIl Anes

By Froavince/City,

Davao Or

Davao del Sur
Burlohu del Sur
Davao City

Gen Bantos City
Region 12

Northh Cotabato
Lanso del Nprte
Lanao del Sur
Maguindanao .
Sultan Kudarat
Catabato Clty
fligan Clty
Marawl City

1986
[} Bronchitis | IFnetmont a ! Infiuenza t Heaslwea [} lPertuals ! Diptheria !
}
'——_—‘_.n-- u»,.._.-.—...,,»4‘_|_—._....... s e e - —'l"'_ _— e - ..._._,._.._,_,,M..',_.,_-_.,_.__.-_-._.__. ,.,_' ____________________ ‘ ————————————————— ’

lﬂrbldttylﬂrtalllylHrhtdllylHrtalltylHrhidtLylHrtalltvlﬂrhldltylHrtalltylHrbldltyl"rtalltlerbldltylHrtalltyl
I Rale | Katle | Rate | Rate | Kkale t Rate | ’hate I Rale | Kkale | Rate | Rate I Rate 1

[ B Oy [ U RO PSR S 1
12,835.3 | 1.8 11,270,201 Q0.4 12,1780 1© 2.8 1 167.5 1 5.5 1 23,2 1 ' 2.0 1t 0.8 1
14,926.9 1 14,897.2 1| 84.8 11,671.8 | | 239.2 | 7.9 1 81.9 1 1 3.2 1 0.3 |
14,161.7 | 2.2 1 B0 1 96.9 11,8379 ) 2.5 1 295.9 1 IS0 b &67.9 | 0.7 | 1.1 1 0.2 1
1 300.0 ) VP 1 279.2 1 S9.1 1 14u.4 ) T o3t 27,90 1406 ) T 2.2 1 0.9 |
11,193.8 | 1.0 1 A4&7.7 1Y 92.4 1 46l.5 | 1.0 228 0 7RG Y 21,9 | 1 6.0 | 1.0 1
) ' ' ' I ' ' ' ' ' ' I
11,0608.6 1 0.9 ) A8 1 305 1 7Az 0 0.t ) 117.8 | 01 77.4 1 1 1.2 1 0.4 1
13,3550 1 10.0 11,276.5 | 42.9 12,791.8 1 t 246.5 ) 4.2 1 296.4 1 1 3.1 0.8 1|
11,566.1 1 | 416.8 1 1.0 1 696.9 1 | 269.7 1 0.5 1 105.1 ) ' 1 '
1,091,101 1oanse.e 1. 3.1 1 63305 1 214.8 ) O 1 591 1 roas.2 Ty
11,321.0 1 0.5 11,324.7 § 25.0 12,145.7 | I as.B Lt 9.0 1 ' 1 '
IS8 b 3.0 74309 1 152.0 11,259.7 ) 1.0 1 268.4 1 §1.2 1 S50 1 16.3 1 2.0 1
11,418.4 | 2.1 S88.7 10 141.2 1 806.9 | V2577 0 19.9 1 14.0 1 1. 7.0 1.6 1
| os37.6 0 I A0S, 1. 62.5 1 A492.9 | S 1013 1 118 1 21644 1 P t1.8 1 1.7 1
___________________________________ s SO

Saurce: 19806 Fhilippioe tlealth Btatistics
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INTRODUCTION

This paper presents the Child Survival Strategy (CSS) of USAID/Manila for the
period 1990 through 1994. The Philippines is not identified by the Agency for
International Development (A.I.D.) as a "child survival emphasis country" and,
as such, is not required to develop a CSS. However, USAID/Manila has
supported several child survival interventions under the Primary Health Care
Financing (PHCF) Project and plans to develop a child survival project
starting in FY 1990, The CSS presented here draws upon lessons learned under
the PHCF project and will be used as a background context against which to
design the new project.

Among the lessons learned, the most troublesome have been the slow and
cumbersome nature of disbursement and the difficulty of identifying impacts
that could be attributed to child survival activities. The CSS takes these
lessons into account and lays the groundwork for the inclusion of high impact,
quick disbursement activities in the new project design.

Consistent with guidance from AID/W, (STATE 18702) the CSS includes the
following: ‘

- Background on the Philippines

- Discussion of child survival problems

- Health priorities of the Government of the Philippines (GOP)

- Health system resources

- Current USAID support for child survival

- Other donor support for child survival

- Overview of the strategy ' -

- Cross-cutting themes of the strategy

- Relationship to the Country Development Strategy Statement (CDSS)
- USAID staffing

I. BACKGROUND ON THE PHILIPPINES

The Republic of the Philippines consists of some 7,100 islands with a land
area of about 300,000 square kilometers. The 1988 population of 58.3 million
is expected to increase by 1.4 million to 59.7 million in 1989. 1In 1985 the
population density was 182 persons per square kilometer. In 1980
approximately 62 percent of the population was rural. There is, however, a
rising level of urbanization. The annual rate of population growth is around
2.4 parcent, the highest among major Southeast Asian countries. The
Philippines ranks among lower middle income:countries and, in 1986, had a GNP
per capita income of $560. Realistic projections of population and economic
growth suggest that the 1983 GNP ‘per capita of $820 will probably not be
regained until about the year 2000. Life expectancy in tne Philippines was
63.1 years in 1985, which marks an increase of five years in life expectancy
from 1980. In 1985, the crude birth rate was 32.2 and the crude d=ath rate
7.9. In 1980 adult literacy was 85.4 percent of the population 15-64 years
old. Rural females had a literacy rate of 76.1 while their urban counterparts
had a rate of 92.3 percent. There is little difference between male and
female literacy rates. '
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II. CHILD SURVIVAL PROBLEMS

More than half (52.8 percent) of Filipinos are under 20 years old. Of these,
20 percent (11.6 million) are less than seven years old. Although the infant
mortality rate (IMR) is considerably lower than that found in many developing
countries, at 54 it is still high and accounted for 22 percent of all deaths
in 1980. In some areas of the Philippines, the IMR rate is double the
national average. The 1980 Philippine Census statistics reported an IMR of
112 and 118 for Central and Western Mindanao, respectively.

Communicable diseases account for approximately 43 percent of infant deaths,
with Acute Respiratory Infections (ARI) being the number one cause of infant
mortality. Forty-one percent of infant deaths occur during the first month o
life, a significant proportion of these being attributable to neo-natal
tetanus (2.3 per 1000 live births).

Leading Causes of Infant Deaths, Philippines, 1980-1384
(per 1,000 1ive births)

Causes 1980 1981 1982 1984 1984
Pneumonia : 1.4 10.5 10.2  10.2 11.5
Respiratory Conditions 5.5 . 5.3 6.1 7.8 13.5
of Fetus and Newborn ‘

Diarrhea 4.0 4,7 3.4 4.0 8.7
Avitaminoses and other 2.1 4.7 1.3 1.7 2.4
Nutritional Deficiencies

Birth Injury and Difficult 1.5 1.5 1.1 1.1 - -
Labor

Measles 1.0 1.3 1.2 1.5 1.0

Acute Bronchitis and Bronchitis 1.0 1.0 0.8 0.7 3.9
Tetanus - - - - 2.3
Septicemia - .0.5 0.5 0.6 0.9

With an expected mortality among 0-5 age group of 78 per 1000 births, child
mortality remains high in the Philippines. The major causes of death in 1-4
year olds are ARI and diarrhea. In 1983, pneumonia was responsible for 40
percent of all deaths among children in this age group. Diarrhea was the
cause of 11.8 percent of deaths among children 1-4., Among children suffering
from third-degree malnutrition, diarrheal attacks resulted in death in 56
percent of all reported cases. Undernutrition continues to be a significant
factor in child mortality in the Philippines. Moderate and severe
malnutrition increased among pre-schoolers from 17.2 percent in 1982 to 21.6
percent in 1985, declining slightly to 19.0 percent in 1987.
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The health of each Filipino child is largely influenced by the health and
child rearing practices of the mother. Thus, the mother becomes a critical
element in child survival. Several maternal factors are associated with high
Jevels of infant and child mortality, inctuding continued high parity, decline
in the duration of breast feed1ng, improper weaning practices and poor
maternal nutrition.

The Philippine total fertility rate has dropped from 5.9 (1968-1972) to 4.65
(1982-1986), but it remains high and a threat to child survival. The total
contraceptive prevalence rate was 43.9 percent in 1986; a prevalence rate of
19.4 percent represents reversible clinical methods and sterilization.

There is little national data about the incidence of low birth weight of
infants. One study cites a figure of 18 percent.

A major determinant of nutritional status of infants is breastfeeding. Survey
data reveal that the initiation of breastfeeding has declined from 87 percent
in 1978 to 83 percent in 1983, Further, the mean duration of breastfeeding
has declined from 12.1 months in 1982 to 9.6 months in 1987.

Maternal mortality has dropped from 1.14/1000 1ive births in 1979 to 0.9/1000
in 1984. About one 'half (46 percent) of the maternal deaths were due to
nemorrhage before, during or after delivery; 70 percent of these deaths
occurred after delivery. It is well established that the risk of post
delivery hemorrhage increases with increasing number of pregnancies. In 1985,
only 18.5 percent of pregnant women were immunized with tetanus toxoid. The
1982 National Nutrition Survey reported that one out of every three pregnant
women in the country was deficient in iron.

III. HEALTH PRIORITIES OF THE GOVERNMENT OF THE PHILIPPINES

Prior to the 1986 revolution, the priorities of what was then the Ministry of
Health were not focused on the health problems of women and children. The
health problems of these groups are largely preventable and controllable
through early detection of the problem, immunization, promotion of proper
hygiene through education and simple curative measures. However, in the past,
the bulk of government expenditures were devoted to expensive urban-based
curative care in hospitals.

The current Government has recognized the :dichotomy between the profile of
mortality and morbidity and .the Government's response. The Medium Term
Philippines Development Plan, 1987-1992, laid out strategies that focus on
improvements in the provision and accessibility of basic health, nutrition and
child spacing services focusing on the poor, underserved and high risk

groups. The new policies emphasize more vigorous implementation of preventive
and promotive health, nutrition and family planning services. Additionally,
the new policies and strategies call for greater integration of programs
within the Department of Health (DOH); better integration of efforts among
other sectoral agencies involved in the delivery of health related services;
Lloser collaboration with the private sector; and increased attention to the
role communications can play in educating the public to the responsibility it

bears for the health of the nation's children.

5y
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The GOP has already begun to increase budgetary allocations to the DOH. The
DOH budget has steadily increased since 1975.

Budget .of the Department of Health

i 1975 1980 1985 1988
- Billions of Pesos 0.72 1.36 3.4 4,99

- Percent of National Budget 3.40 3.50 5.10 5.70

In 1985, the DOH used only 14 percent of its budget for preventive care.
Currently, approximately 25 percent of the DOH budget is used for preventive
care, 67 percent for curative care, and the balance for training and
administrative services.

Since the 1986 Revolution, the DOH has had strong political and competent
managerial leadership, committed to revitalizing the DOH through strengthening
and intenrating key interventions in the Maternal and Child Health (MCH)
programs, including Control of Diarrheal Diseases (CDD), immunization,
nutrition, treatment of respiratory infections, maternal care and child
spacing. ‘

The immunization component of the DOH program seeks to increase the percentage
of vaccinations in the under one year old age group from 25 percent in 1985 to
90 percent in 1990. To accomplish this, the DOH has embarked on an ambitious
program which includes the training and retraining of personnel, vaccine
distribution via a cold chain, communication and education of mothers, and
improved monitoring and evaluation. The nutrition element of the DOH program
combines the promotion of breastfeeding and appropriate weaning practices with °
the provision of micro-nutrients to mothers and children. Nutrition education
and the promotion of growth monitoring are also important components of the
DOH pregram. These activities are aimed at improving the four major
nutritional problems in the Philippines: Protein energy malnutrition and
deficiencies in Vitamin A, iron and iodine. In the past, the Nutrition
Service of the DOH has focused on the provision of micro-nutrients, food
supplementation and nutrition education to attack these problems. Operation
Timbang (OPT), the yearly weighing of pre-school children by midwives, has
been the major source of nutritional status information for the DOH. But
inadequate coverage of the pre-school population (less than 50 percent
coverage) has made it difficult for the Nutrition Service to adequately use
this methodology for planning.or for identifying children at risk.

Diarrheal disease remains one of the major public health problems in the
Philippines. Among children under five, it is the second leading cause of
mortality and morbidity, with an official mortality rate of 2.1 per thousand
and a morbidity rate of 19 per thousand. The COD program of the DOH includes
production of ORESOL, an Oral Rehydration Solution (ORS), which is distributed
through the DOH delivery system; in-service training of DOM personnel to
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familiarize them with and promote the use of Oral Rehydration Therapy (ORT);
development of Information, Education and Communication (IEC) materials on
ORT; and improved disease reporting in order to gain more accurate information
on the actual incidence of diarrhea mortality and morbidity. To strengthen
the CDD program, the DOH is collaborating with the Philippines Pediatric
Society in order to encourage pediatricians to recommend use of ORT as the
preferred treatment of diarrhea.

ARIs, chiefly pneumonia, are the number one killer of infants and children in
the Philippines. There is currently no national program to reduce infant and
child mortality from ARI, but an ARI plan has been drafted. A pilot project
in Bohol Province has demonstrated that Filipino midwives and mothers can be
taught to detect moderate to severe ARI cases and that midwives can
responsibly treat ARI with oral antibiotics and instruct mothers in proper
home management of respiratory illnesses.

The maternal health care program of the DOH is designed to provide ante-natal,
postnatal and safe birth delivery to the women of the Philippines. rurther,
in 1987, the DOH began to promote the concept of the health benefits of child
spacing alongside the provision of maternal care services through the DOH
delivery system. Although the DOH recognizes that the present svstem is
inadequate to meet the needs of Filipino women, it is a major provider of
clinic-based health and family planning services.

IV, HEALTH SYSTtM RESOURCES*

Health care services are provided through public and private hospitals, Rural
Health Units (RHUs), Barangay Health Stations (BHSs), private physicians,
various non-governmental organizations (NGOs) and traditional health
practitioners.

In 1986, there were 1,949 hospitals, 1,363 private and 586 public. Of the
total, 956 were primary care hospitals, 703 were secondary care hospitals, and
290 were tertiary care hospitals and medical centers. Private hospitals
accounted for 83 percent of primary care hospitals, 57 percent of secondary
care hospitals, and 59 percent of tertiary care hospitals.

Primary care hospitals are relatively small hospitals with 1imited diagnostic
and treatment capabilities in general medicine, simple surgical procedures,
obstetrics and pediatrics. Their large numbers indicate the inadequacy of
preventive and promotive health care services-being delivered in the rural
areas through the RHUs and BHSs.

The hospital bed ratio was one bed per 600 population for the entire country;
however, these beds were unevenly distributed across the country. In 1985,
there were about 90,000 hospital beds, about half of which were accounted for
by private hospitals. They were highly concentrated in the National Capital
Region, where the hospital bed ratio was 1:200. In the rest of the regions
the hospital bed ratio ranged from 1:600 to 1:1,000.

. . s

* Information in this section is derived from The Poverty Challenge in the
Philippines: What is to be Done?, The World Bank, March 1988.
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There is still significant differential physical access to public health
facilities. Public health services for the rural population are provided
mainly through the RHUs and BHSs. In 1985, there were 1,991 RHUs, each
serving close to 30,000 population on the average. Each RHU is headed by a
municipal health officer who is a physician, and is staffed by a public health
nurse, sometimes a public health dentist, a sanitary inspector and four or
five public health midwives. There were 7,991 BHSs, each serving close to
7,000 population on the average. A BHS is staffed by a trained midwife and
serves as the base for a team of volunteer Barangay Health Workers (BHWs) at a
rate of 1/20-30 households. Both RHUs and BHSs are relatively more evenly
distributed across the country than hospital beds as far as ratios to
population are concerned. However, such relatively even ratios to population
tend to hide the fact that some BHSs and RHUs are more accessible to the
population residing close to major transportation networks and closer to
towns, while a large part of the population still resides in remote rural
areas quite far from these health facilities.

Aggregate ratios of government health workers to population reveal that the
least number of workers are nutritionists, with a ratio of 1:86,000 population
in 1985, followed: by dentists with a ratio of 1:48,000 population, and
sanitary inspectors, with a ratio of 1:28,000 population. Physicians, nurses
and midwives have ratios of about one per 6,000 population.

When both private and government health workers are combined, one finds
substantial differences in the regional distribution of health manpower.
Although public health personnel are relatively evenly distributed across the
regions, the population residing close to public health facilities have better
physical access to these personnel than the population .residing in more remote
areas. Particularly evident is the primacy of the National Capital Region for

both private and public personnel although the ratio of midwives to population

is lower,

The formal public and private health care delivery system is supplemented by
various NGOs which provide mainly maternal and child health, family planning
and nutrition services. Although they attempt to focus on the depressed areas
in the country, their size of operations is relatively small. Because their
coverage is small, and because a large proportion of the rural population does
not have easy access to modern public health services from the RHUs and BHSs,
a large majority of the rural population continues to rely upon the services
of traditional health practitioners.

V.  CURRENT USAID SUPPORT FOR CHILD SURVIVAL PROGRAMS

A. Primary Health Care Financing Project

The proposed FY 1990 Child Survival Project is the logical continuation of the
child survival efforts initiated under the PHCF Project. Along with ORT,
field epidemiology training and a focus on immunization and social marketing,
these activities were part of a rolling design effort which had altered the
focus of PHCF from an emphasis on financing,;chemes, studies and primary care
services to an emphasis on child survival activities.

Az
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In 1985, USAID added a $4 million grant component by amending the existing
PHCF Project to support the DOH COD program. The purpose of this activity is
to assist the DOH expand its effort to reduce mortality from diarrheal disease
through increased utilization of ORT. To achieve this purpose, three main
activities are being undertaken:

1) Training of medical professionals and para-professionals within the
DOH services delivery network:

2) Development of IEC materials for the public and health communities,
using all channels of communication, including TV and radio;

3) Strengthening of institutional capacity of the DOH to manage,
coordinate and monitor the national CDD program.

In 1988, long and short-term Technical Assistance (TA) is being provided to
the DOH through a buy-in to PRITECH. This component, provides a Resident
Operations Advisor to work with the CDD program management team of the DOH,
Short-term TA to assist the DOH in the following areas is also being provided:

Improving current ORS distribution channels and coverage.

Strengthening training and private sector promotion.

Promoting preventive interventions.

Conducting evaluations and operations research.

Improving the information services of the DOH.

To enhance the DOH's capability to plan a communications strategy and
implement social marketing activities in support of the CDD program, USAID
initiated a buy-in to the HEALTHCOM project in 1987. This buy-in provides
approximately $900,000 to support a Resident Advisor for two years and the
local private sector sub-contracting of IEC promotion via mass media. The
HEALTHCOM will assist the DOH in planning, testing and partially implementing
EPI and ORT campaigns and with the development of a research methodology to
evaluate the impact of the communications programs on levels of awareness and
changes in health behaviors with respect to the child survival program.

A further buy-in, this one to the REACH project in.1988, enabled USAID to
support a Resident Advisor to the national immunization program. The Resident
Advisor provides the DOH's Expanded Program of Immunization (ZPI) Unit with
program management assistance, develops IEC materials and provides training
and disease surveillance. The Resident Advisor arrived in country early in
1988 and will provide assistance to the program through the PACD. The Advisor
also serves as a liaison between USAID and the DOH for implementation and use
of USAID-funded activities and commodities related to immunization,
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There is a shortage of professional epidemiologists in the DOH, In 1986,
epidemiological services were practically nonexistent. Yet, the successful
implementation of child survival activities will be determined, to a great
extent, on the DOH's capability to understand the epidemiology of diseases
affecting children. Based on the preceptorship type training program of the
Epidemic Intelligence Service of the U.S. Centers for Disease Control (CDC),
the $2.2 million Field Epidemiology Training Program (FETP) Component of the
PHCF project provides support through a Participating Agency Service Agreement
(PASA) with CDC. This support includes the provision of a long-term Resident
Advisor from CDC, national staff, laboratory support and in-country training.
This two-year training program is designed to develop a cadre of trained field
epidemiotogists (30 over the five-year period) who can gather and analyze
Philippine epidemiologic information in order to support the design and
evaluation of an effective public health program. Currently six trainees are
in their second year of training and seven trainees are enrolled in the first
year program.

Under the PCHF project USAID also supports a number of activities in the area
of research, monitoring and evaluation for child survival. Through a grant to
the World Health Organization (WHO) and a PASA with the Bureau of the Census,
support is being provided to the DOH to review and suggest modifications to
tne Department's health information system. Reducing the reporting
requirements, streamlining the process and training personnel are priorities
for this activity. Finally, through co-sponsorship of a Tier 11l study in
collaboration with Johns Hopkins and San Carlos University in Cebu, USAID is
assisting in furthering the state-of-the-art of impact evaluation of child
survival interventions, not only in the Philippines but globally.

The current PHCF project is thus addressing sevéra] important aspects of the
CSS. This project, with its current PACD, is due to expire before the new

¢nild survival project is fully in place. It will be important, therefore, to:

extend the PHCF project for a period sufficient to ensure an orcerly
transition between projects. This is especially critical because several
specific aspects of the PHCF project, such as Resident Advisors, can be
expected to also be included under the new project.

B. Title Il Food Assistance

A major nutrition intervention in support of the Mission's child survival
activities is Title Il Food Assistance. The 1988 value of the food
commodities is $10.3 million. Food is distributed through two U.S. voluntary
agencies, namely Cooperative for American Relief Everywhere (CARE) and
Catholic Relief Services (CRS). CARE collaborates with the Department of
tducation, Culture and Sports and the DOH to reach 1.8 million primary and
pre-school children while CRS works through the Department of Social Welfare
and Development and with the Social Action Centers of the Catholic Church to
reach 920,000 pre-school children. Other nutrition interventions include an
$800,000 grant to Helem Keller International to support the Philippine Food
and Nutrition Institute; and to assist the DOH to conduct baseline surveys,
train staff, assess the magnitude of Vitamin A deficiency and plan for a

npational program. ’

S Ss— X L R R - - T Y. e — - -a T b e i P TL LR




-9 -
C. Child Spacing and Population

Since 1967 USAID has provided approximately $80 million in bilateral and
central population assistance to the Philippines. The Population Planning III
Project (1981-1988) has provided about $39 million in bilateral funds to
support family planning service delivery, training, IEC, demographic
measurement and private sector activities. About $6 million has been provided
through centrally-funded contractors and grantees to support small research,
training and IEC activities. USAID will continue to support child spacing and
population activities through a new Population Sector Support Project which is
scheduled to be authorized in FY 89.

VI. OTHER DONOR SUPPORT FOR CHILD SURVIVAL

There are saveral other bilateral, multilateral and private donors cooperating
to provide assistance to the DOH's child survival programs. They are the
Canadian International Development Agency (CIDA), Australian International
Development Assistance Bureau (ADAB), Japan, United Nations International
Children's Fund (UNICEF), WHO and Rotary International.

CIDA

CIDA began its support to the Philippine health sector in 1987. This
five-year package of assistance provides Canadian $5 million for the purchase
of the total DPT and measles vaccine requirements of the DOH and the provision
of a Resident Advisor in the cold chain. In September 1988, CIDA gave an
additional Canadian $5 million to UNICEF's Area Based Child Survival and
Development Program. (A description of this program is presented below.)

CIDA is anticipating a request from the GOP to provide vaccines for the period
1991-1995, which it will 1ikely support.

ADAB

Since 1983 ADAB has provided assistance to the DOH to implement an ARI pilot
project in Bohol Province. This grant of about Australian $2.10 million has
provided technical assistance, training, education materials and operations
research. Much of the technical assistance and operations research has been
conducted by the Research Institute for Tropical Medicine. This project has
demonstrated over the last five years that midwives can successfully identify
ARI and treat the infections with antibiotics, as well as teach mothers how to
identify ARl and properly manage their child's i11ness. The pilot activity
will end in 1991, A wealth of information has been generated concerning the
treatment of ARI in the Philippines over the last nine years. ADAB is willing
to consider future support in ARI control programs provided the DOH builds
upon the experience gatned and lessons learned in'the Bohol pilot areas. ADAB
" has also provided Australian $4.5 million through UNICEF for the purchase of
syringes and needles.
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UNICEF

The 1988-1992 plan of operations for Strengthening Health Services for Child
Survival and Maternal Care is a $5.83 million program with three main
components: EPI, care of the mother and the under-six child, and CBD through
promotion of breastfeeding. |

In 1987, the DOH adopted the Under Six Clinic as the integrating mechanism for
the delivery of MCH care at all levels.- The UNICEF program is designed to
support and expand this initiative with the goal of decreasing maternal and
child mortality through full immunization coverage and improvement of the
quality of services to women and children. UNICEF and CIDA are assisting the
DOH in the implementation of the Area Based Child Survival and Development
Program. The project works directly with seven provincial governments and,
through these local governments, with the NGO community. At the provincial
level, the project collaborates with local government agencies tc provide
¢hild survival services, equipment and training aimed at improving health and
nutritional status of women and children, The total cost of this five-year
DOH program (1988/89 to 1992/53) is $20.06 million, of which UNICEF will
provide $3.41 million and CIDA about $5 million.

O

WHO provides technical assistance and funds to support mid-level training and
workshops in support of child survival activities. In 1989, the regional CDD
advisor will become the national CDD/ARI advisor to assist the DOH in
launching a national ARI program. WHO has also provided technical assistance
to the curricula of the medical and nursing schools to include state-of
-the-art information in CDD and EPI. WHO is particularly interested in
assisting the DOH to examine ways in which individual child survival
activities can complement each other and in the structuring of programs to
maximize the benefits of the individual interventions.

Rotary International

Since 1980, Rotary International has provided virtually all of the DOH's
requirement for polio vaccine. Rotary has informally committed to continue to
provide all of the vaccine through 1990, after which it will phase out its
contribution at the rate of 20 percent each year.

Japan

In 1988, the Philippine government submitted a grant request to Japan in
support of upgrading the Alabang Vaccination Laboratory to enable the
Philippines to become self-sufficient in the manufacture and provision of DPT
vaccines. The reguest includes support for complete renovation of the Alabang
facility including new equipment and technical assistance. A Japanese team
will conduct a needs assessment in late 1988-early 1989,
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The World Bank

The Philippine government and the World Bank are discussing a $100 million
health sector project for 1990. Three major components are planned:

1) Programs to support DOH impact -programs, i.e. MCH/FP, CDD, EPI,
malaria, schistosomiasis and TB;

2) Programs to improve the institutional capabi]ity of the DOH to
deliver services;

3) Support to community-based programs through NGOs.

In addition to a $40M IBRD loan, the project will seek grant fund buy-ins from
other donors totalling another $38M with $20-25M GOP counterpart.

VII. OVERVIEW OF THE USAID/MANILA CHILD SURVIVAL STRATEGY

The 1990-1994 Child Survival Strategy of USAID/Maniia for the Philippines is
basaed upon the health status and programmatic background described above. It
also reflects the strategic and tactical guidance prepared by A.I.D.

The central thrust of USAID's approach to child survival is to support those
interventions that are known to have the greatest impact on mortality. These
interventions are ORT, EPI, treatment of ARI, child spacing and possibly
nutrition {especially breastfeeding). USAID will work with public and private
sector groups to assist them to plan, implement and institutionalize these
interventions.* It is especially important to continue to encourage the DOH
to remain firm about its emphasis on promotive and preventive puplic¢ nealth
measures targeted to mothers and children. USAID plans, therefore, to
continue many aspects of the support and technical assistance being provided
to DOH, but relying less on centrally-funded projects and more on a
bilaterally funded package of TA.

There is concern, however, about the absorptive capacity of the DOH. This
concern, coupled with USAID's commitment to encourage the private sector,
leads USAID to include a private sector component in the child survival
strategy. This component includes support for Private Yoluntary Organizations
(PY0s) as well as for private, for-profit health resources.

USAID/Manila shares the concerns of A.I.D. regarding -the sustainability issues
inherent in an expanded child survival program. There is no question that the
" greater emphasis the DOH now places on preventive and promotive programs will
require greater resources. However, we concur with the 1988

*As noted earlier, child spacing is not included here because USAID support
for family planning will be provided under the new population project.
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World Bank Report, that it is too soon to estimate the amount of additional
resources that will be required to finance preventive, promotive and simple
curative services. It is not yet clear how the pattern of demand for these
services will evolve as a result of the new planned activities. This demand
will require increases in certain cadres of trained personnel, drug supply and
facilities. As the DOH gains more experienck in implementing child survival
activities, operations research will be required to enable the DOH to obtain
realistic cost estimates. It is at this point that USAID should assist the
DOH to address sustainability.

VIII. CROSS-CUTTING THEMES OF THE STRATEGY

Overall, USAID will support the momentum of the DOH and the private sector to
expand the coverage of child survival interventions in the Philippines. These
interventions are the prevention and treatment of ARI and diarrheal diseases,
jmmunization against childhood communicable diseases and tetanus, and
interventions that improve the nutritional status of women and children. The
program of support will provide financial, technical and commodity assistance
to child survival activities (ORT, EPI, ARI and nutrition) that reflect the
six cross-cutting themes listed below:

1. Increased access to services through decentralization.

2. Enhancement of integrated services.

3. Communication strategies that help families to meet child survival needs.
4. Training to improve management and technical expertise.

5. Mobilization of the private sector.

6. Selected, highly-targetaed research studies.

A. Increased Access to Services Through Decentralization

The health status of children varies widely among different parts of the
Philippines, and child survival services are unevenly distributed. The DOH~
suggests that as much as 30 percent of the population live in underserved
areas. : :

The GOP has initiated some overall pilot decentralization activities, with an
emphasis on four provinces. The DOH has also established a policy whereby
funds in some categories can flow directly to the district level, giving
District Health Officers some budgetary discretion. As discussed above, some
donors have concentrated their efforts in particular areas. This has added to
the unevenness of resource distribution in the health sector. :

The Poverty Challenge in the Philippines: What is to be Doniif‘wor1d Bank
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Given the spotty nature of service delivery and external assistance, there
would be some advantages for USAID to select certain underserved areas as the
target of its support. In the past, due in large part to the policy that all
USAID funds be channelled through the Department of Budget and Management
(DBM), this option has been difficult to implement. Based on current World
Bank and DOH negotiation with DBM this situation is expected to change,
permitting CS project design efforts to examine USAID's alternatives with
regard to directly funding the activities of DOH at sub-national levels.

B. Enhancement of Integrated Services

DOH policy calls for the provision of child survival services at Under Six
Clinics to be held at the Rural Health Unit and the Barangay Health Station.
It is at these clinics that the DOH programs (ORT, EPI, ARI, promotion of
breastfeeding and child spacing) come together in an integrated fashion.
USAID support for ORT and EPI has contributed to the development of the Under
Six Clinic concept. This support will continue under the new project.
Further, as the DOH adopts plans to integrate the treatment of ARI, the
project design effort will examine ways in which USAID might be supportive of
such integration. As the number one cause of death among small children, the
inclusion of ARI treatment is a priority.

Midwives are the mainstay of the child survival effort, assisted by BHWs and
supervised by public health nurses. In actuality, midwives often find
themselves without assistance or supervision., While supportive of the ideas
behind this policy, USAID is concerned that the care provided by midwives is
of widely differing quality. There are not enough public health nurses to
provide the needed supervision. ' Even where there are nurses, they usually
lack the transportation needed to conduct supervisory visits. A recent DOH
personnel decision will create a new category of supervising midwife. USAID
sees this as a positive move to both provide the necessary oversight and
create -a zareer path for midwives. Training of midwives in supervisory skills
and their support through the provision of equipment and transportation is a
priority. USAID is willing to assist this effort as well as a major expansion
of the number of midwives in the DOH network.

Midwives will require reliable and steady access to supplies of drugs,
educational materials and refresher training in order to carry out their added
responsibilities. To guarantee this access, DOH must establish and maintain a
system which delivers drug supplies and educational materials on time and in
the amounts required. USAID will help the DOH locate the problems in the
Jogistics system and will assist the DOH in addressing these problems as is
appropriate. Midwives also need to be able to move around their catchment
area, especially if they are to take on responsibility for active case finding
and targeting within the community. USAID has provided a number of small
motorcycles for midwife transportation and is prepared to do much more in this
priority area.
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C. Communication Strategies that Help Families to Meet Child Survival Needs

Studies show that the majority of mothers do not know that severe cases of ARI
and diarrheal disease are life threatening. This suggests that child
mortality is as much the result of ignorance as of disease.

The DOH recognizes the importance of IEC and has recently established a new
division to serve the department's needs in this area. While it has begun to
show considerable promise, especially in social marketing through the media,
this division remains small, understaffed and underequipped. USAID will
continue to assist the DOH to enhance its social marketing capability through
the support of a Resident Advisor, equipment and training, and the production
and dissemination of messages with child survival themes.

While very supportive of DOH's initiatives in this area, USAID considers it
essential that the department define its responsibilities in IEC in the
broadest sense. While social marketing through the mass media is an important
component of IEC, there is also a need for materials for use of face-to-face
communicators as health workers discuss ORT, immunization, breastfeeding and
other aspects of child survival with families. Health workers at all levels
need audio-visual aids to help them to explain, reinforce and personalize the
messages transmitted through the mass media. This is all the more important
whan a number of different groups (DOH, PVOs and private practitioners) are
working within the same community. If materials with consistent messages are
not available, there is considerable risk that mistakes will be made and
credibility lost. USAID wil) assist the DOH to help families in this way.

Given the emphasis being placed on IEC by the DOH, and given the central role
that 1EC could play in increasing child survival, a comprehensive IEC plan
should be developed. Such a plan would identify a long-term social marketing
program for child survival, determine the range of audio-visual materials that
would be needed to support the marketing effort and recommend resource
requirements. USAID is willing to support the development of such a plan, in
close collaboration with the DOH, as part of the project design process. The
new project will include assistance in implementing aspects of such a plan.

3

D. Training to Improve Management and Extend Technical Expertise

The DOH recognizes the importance of training and has initiated a variety of
training activities. More is needed, however, in order to meet the
anticipated demands. USAID will continue to assist the DOH with training
support. -

In the area of management, there is some concern that there are insufficient
numbers of competent managers. Management skills are needed to support tne
increasing emphasis on child survival at the regional, provincial and district
levels. DOH officials at these levels are being given increasing
responsibility for supervision, budgetary planning and disbursement and other
aspects of program management. Training in management functions would be
useful to them.

. ’
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A training program designed to address these needs could also serve as a
resource to officials at the central DOH in Manila., Senior officials at
headquarters are under a great deal of pressure and do not always have staff
upon whom they can rely. A management training program would prove useful in
developing skills among mid-level officials so that they may take on,
increasing responsibility.

Communication management training would also be of value to DOH. Social
marketing requires careful management of a complex process involving
sophisticated contractors, and the DOH needs a cadre of communications
managers who can take on this function. At present there are not enough
people with these skills to manage the expanding IEC agenda. The
preceptor-based training program for epidemiology would be a useful model for
this new program.

Less formal training strategies are also needed to complement child survival
program implementation. Trainers at the provincial level must be trained to
fulfill their responsibilities to midwives and nurses at the periphery. This
is especially important as new child survival interventions are introduced,
such as treatment of ARI and tetanus toxoid immunization concurrent with
childhood immunization. USAID is willing to assist the DOH with the extension
of technical expertise through training of trainers and the support of local
training. A further aspect of training that is of interest to USAID is
follow-up and regular reinforcement of concepts, facts and messages that have
been included in child survival training. This can be done through a mixture
of continuing education approaches and newsletters or bulletins. The routine
meetings that take place at the district, provincial and regional lavels
provide good opportunities for using techniques such as video tapes for
in-service training. USAID would be witling to make equipment available for
this purpose.

E. Mobilization of the Private Sector

The DOH cannot meet all Philippine child survival needs alone, nor should it.
There is a thriving private sector in health that must be mobilized to share
the burden. The private sector includes traditional practitioners,
self-employed doctors, nurses and midwives, for-profit hospitals and other
facilities, professional associations and PV0s. It is estimated that
two-thirds of health expenditures are in the private sector and that well over
half of the Filipino people choose to go first to a private sector resource.

The DOH has already taken some creative and innovative steps to incorporate
the private sector into the child survival movement.. For example, the
Philippine Pediatric Society is de=sply involved in appropriate treatment of
diarrhea, and discussions are underway with the Hospital Association to .
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integrate private hospitals into EPI and, maybe, child spacing. Activities of
this kind are valuable first steps towards a more integrated approach. USAID
stands ready to support further collaboration through grant support to private
groups through the DOH. ‘

There is a tradition of PV0Os in the Philippines and some 22,000 organizations
exist. Many of these PVOs have objectives in health and/or child survival and
are in a position to serve people who do not have access to DOH services. A
USAID priority is to encourage and support those PVOs that a) meet child
survival needs, b) complement the service provided by the DOH, ¢) are willing
tc cooperate with other providers and d) meet standards of medical quality and
fiscal responsibility.

There are a number of alternate approaches that could be used to channel USAID
child survival support to PVO efforts. One would be to expand the assistance
given in collaboration with PL 480 food. A second avenue would be to add
funds to the PV0D Co-Financing Project. Another way of reaching PVOs would be
through UNICEF. UNICEF currently collaborates with the DOH in seven provinces
to assist local government offices and local PVOs to work together to address
community needs. A fourth alternative would be through local planning grants
made by DOH to local PV0Os, a model being supported under the planned World
Bank Project. Finally, it may be possible for USAID to identify an indigenous
PV0 to serve as an umbrella group through which PVO child survival efforts
could be coordinated and supported. The design team for the new targeted
project will analyze these approaches and determine to what extent each could
be used as a way of enhancing USAID's child survival assistance effort,

It is crucial to the success of child survival interventions in the
Philippines that there be consistency among providers. Therefore, PV0s and
commercial private sector organizations must be encouraged to cooperate
closely with the DOH at every level. Such cooperation should include shared
plans and joint planning wherever appropriate, participation together in
training sessions, and the use of identical or complementary health education
~materials. Private sector and DOH providers should see themselves as mutually
supportive of the same goals, not as competitors. USAID support of for-profit
and not-for-profit organizations to undertake child survival activities will
reflect this need for consistency,

F. Selected, Highly Targeted Research Studies

USAID does not usually support much in the way of health research. Presently
" PRICOR has an AlD/Washington-funded, operations research project underway to
identify some of the operational constraints in EPI, CDD and growth
monitoring. However, in the Philippines, there are several areas in which
targeted research is needed in order to develop sound policy. A research
agenda and criteria for USAID support will be developed as a collaborative
effort of the DOH and USAID building upon our current support to Health
Information System development and the National Health Survey.

Perhaps even more important than the sponsorship of research activities is the
gompilation and dissemination of research figdings. The targe quantity and
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high quality of researchers in the Philippines means that a considerable
amount of research relevant to child survival has already been undertaken.
Findings of this body of relevant research need to be assessed and integrated
into ongoing activities,

IX, RELATIONSHIP TO THE CDSS

USAID's CSS is designed to complement the current CDSS and the Interim
Strategic Concept Paper (September 1988). The overall obJective of both
documents is to raise the 11v1ng standards of the country's rural popu1at1on
by harnessing the resources in both the public and private sector to increase
coverage and effectiveness of child survival interventions, including child
spacing and promotion of breastfeeding activities. Although the primary focus
of the CSS is rural, the strategy recognizes the desirability of reaching poor
urban area women and children with an intervention package of child survival
activities.

The CSS complements the policy agenda of USAID, which includes broadening of
consciousness among government officials about the implications of rapid
population growth on the development objectives of the Philippines. The
strategy further complements USAID's private sector emphasis by building upon
the recent efforts of the DOH to collaborate more fully with both the private
commercial sector and the PY0 community. The CSS also seeks to find creative
ways to implement child survival activities by assisting the DOH in
decentralizing responsibility and authority for program initiatives. These
cross-cutting themes are part of the overall USAID strategy to improve the
access of the poor to a selected package of maternal and child care services,
targeted towards reducing mortality from diarrhea, respiratory and
vaccine-preventable diseases and improving the delivery of ch11d spacing
services.

X.  USAID STAFFING REQUIRZIMENTS

The strateqy presented here will become the basis of USAID's 1990-1994 Child
Survival Project. USAID has one full-time U.S. direct-hire Health Officer and
two Filipino professionals who will be responsible for the management of this
new project. 1In addition to the health staff, USAID also has a direct-hire
Population Officer and three Filipino professionals who provide assistance to
the management staff on population activities. Additional technical expertise
and management support of their efforts is provided by the direct-hire Office
Chief. -

In order to facilitate the integration and implementation of USAID support to
the DOH's child survival efforts, USAID will continue to support the use of
Resident Advisors for specific components of the program, i.e. CDD, EPI and
IEC, however, we expect to rely more on a TA package under one b11atera17y
funded umbre11a ‘than the current fragmented TA under multiple central buy-~ins
and inter-governmenta] agreements. The concept of a Project Management Staff
located in the DOH to facilitate the administrative aspects necessary for
project implementation has worked well for beth the DOM and the Mission. This
mechanism is expected to continue under the new project. USAID will also

continue to call upon the services of Filipino professionals for selected
project activities.
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