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I.

OVERVIEW

In the Philippines, maternal health and family planning (FP) programs and services are considered essential
to achieving the Sustainable Development Goals (SDGs). Accordingly, the current Philippine Development
Plan for 2017-2022 has highlighted the significance of FP interventions to manage population growth and
reach the demographic dividend. To this end, Executive Order (EO) No. 12, “Attaining and Sustaining Zero
Unmet Need for Modern Family Planning,” was issued in 2017 to further strengthen the Responsible
Parenthood and Reproductive Health (RPRH) Law (Republic Act 10354), the primary policy intervention that
governs the provision of FP and maternal health services in the country. The policy recognizes the rights of
Filipinos to decide when to have children and provides the mechanisms to significantly reduce the unmet need
for modern FP by 2020 for all Filipinos. The policy also directs all concerned national agencies to allocate
resources for the FP program and mandated the local government units (LGUs) to operationalize and achieve
its objectives (Department of Health [DOH] 2017).
In light of these policy directives, and following the agreements made during the 1994 International
Conference on Population and Development (UNFPA 1995), the Philippine Commission on Population and
Development (POPCOM) has and continues to monitor the flow of resources on FP and population activities
through the conduct of the United Nations Population Fund (UNFPA)/Netherlands Interdisciplinary
Demographic Institute (NIDI) Resource Flow Survey. This survey covers both public and private allocations
and expenditures for FP and population programs services as implemented by the national and local agencies,
nongovernmental organizations, and private service providers, among others.
This report presents the key results and insights from a study conducted in 2020 by ThinkWell and UNFPA
that adapted the NIDI Resource Flow Survey methodology to document the financing dynamics between
and among public and private sector agents, particularly as they deliver FP programs and services for Fiscal
Year (FY) 2018 and FY 2019. The years 2018 and 2019 mark the full implementation of the RPRH law and
provide a good baseline for understanding FP financing in the Philippines before the COVID-19 pandemic and
the enactment of two landmark health reform laws: Republic Act 11223 (Universal Health Care Law) and
Executive Order 138 (Full Devolution). As such, this report hopes to provide insights and recommendations for
how the Philippine health system could optimize limited financial and health resources and take advantage of
the opportunities provided by the universal health coverage (UHC) law and upcoming full devolution, helping
to improve the delivery, quality, and access to FP services in the country.
II.

CURRENT CONTEXT

The Philippines has a devolved health system that directs the provision, management, and maintenance of
health services (including FP services) to local government units (LGUs) at the provincial, municipal, and city
levels. However, the inherent socioeconomic inequities and wide disparities in health governance and system
capacities across localities have also led to disproportionate financing, delivery of, and access to FP services.
Considering the limited capabilities of many of the country’s LGUs in carrying out devolved health functions,
augmentative actions have and continue to be undertaken by national and regional health authorities to
support the provision of services at lower levels.
The country’s DOH oversees the implementation of the National Family Planning Program (NFPP). The NFPP
aims to increase the national modern contraceptive prevalence rate from 24.9% in 2017 to 30% in 2022 among
all women of reproductive age, and to reduce the unmet need for modern FP from 10.8% in 2017 to 8% in
2022 (DOH 2018). The DOH promotes contraception that is medically safe, legal, non-abortifacient, effective,
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and culturally acceptable, within the context of a locally devolved health system. LGUs receive augmentative
support from the DOH through the distribution of free FP commodities, technical assistance in the
establishment of FP service packages, mainstreaming of demand generation efforts, and ensuring financial risk
protection of patients by expanding benefit packages to include FP services. To support the NFPP, the
Philippine Commission on Population and Development (formerly POPCOM) supports LGUs by facilitating FP
demand-generation activities such as advocacy materials and classes or sessions in villages.
PhilHealth runs the National Health Insurance Program and all Filipinos are automatically members of
PhilHealth under the 2019 Universal Health Care law (RA 11223). PhilHealth currently pays for some longterm FP methods (Table 1) in accredited public and private facilities. Under the UHC law, PhilHealth will also
start covering short-acting methods along with other “individual-based” health services (i.e., services that can
be accessed within a health facility or remotely that can be definitively traced back to one recipient).
Table 1. PhilHealth benefit packages for FP services
Service

Case Rate

Facility*

Non-scalpel vasectomy (NSV)

PHP 4,000 (US$80)

1, 2

Bilateral tubal ligation (BTL)

PHP 4,000 (US$80)

1

Subdermal contraceptive implant (SDI)

PHP 3,000 (US$60)

1, 2, 3, 4

Intrauterine device (IUD) insertion

PHP 2,000 (US$40)

1, 2, 3, 4

Source: PhilHealth 2008, 2015a, 2015b, 2018
Note: *Facility: 1 = hospitals and ambulatory surgical clinics, 2 = primary care facilities, 3 = birthing homes or lying-in clinics, 4 = rural
health units

While resource augmentation from national agencies has been critical in ensuring the sustained delivery of
FP services at the local level, it has done little to encourage LGUs to achieve full fiscal autonomy and selfefficacy as intended by a fully devolved health system. Overreliance on centrally augmented resources and
inefficiencies in resource utilization have been noted in many instances, resulting in redundancies in resource
allocation on the one hand—double dipping—and under-provision of certain functions on the other (Perez
1998a, 1998b).
The UHC Law presents an opportunity to address these financing inefficiencies by consolidating local health
financing and integrating local health system management and service delivery at the provincial level. An
upcoming attempt to achieve full and effective devolution is also backed by a recent policy, Executive Order
138 on the Mandanas-Garcia ruling, which stands to significantly shift budget allocations from national
agencies such as DOH and POPCOM toward widening the capacity of LGUs to finance parallel functions,
programs, and services at the local level. To capture the complex and intersecting roles of national,
subnational, and local agents in the financing and delivery of FP services in the Philippines, this study adapted
the NIDI Resource Flow Survey methodology and engaged a wide selection of actors from both public and
private sectors.
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III.

METHODS

A mixed-methods, participatory action research design was employed, proceeding as illustrated in Figure 1
below:
Figure 1. Research activities undertaken in generating fund flows for FP

Source: Authors

The first step of the process entailed gathering available evidence to understand the overall framework and
financing of FP in the context of the country’s devolved health system. Documents gathered included
relevant laws, policies, and issuances, as well as agency and program reports. Financial data such as annual
financial reports and audit reports were also obtained.
Guided by a scoping and synthesis of available evidence and in collaboration with UNFPA and POPCOM, a
list of respondent organizations was identified for the NIDI Survey (Table 2). Of the 17 priority organizations
identified, 14 participated, including six national government agencies, one health insurance organization, one
private sector organization, and six civil society organizations with FP initiatives at the national, subnational,
and local level.
Table 2. List of participating organizations in the NIDI survey

Source: Authors
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To ensure that the NIDI survey was accomplished in a timely, standardized manner, a “handholding
approach” was adopted to engage respondent organizations (Figure 2). This approach included:
Figure 2. Approach to data collection, quality assurance, and organizational engagement

Source: Authors

The results from the assembly of evidence and the survey were used to generate the fund flow map for FP.
The dimensions provided by NIDI Resource Flow Survey methodology (UNFPA 2008) was adapted to organize
the various elements in the map, as follows:
‒ Sources: Resource-generating activities or entities that allocate funds to agents
‒ Agents: Entities that channel funds from sources to FP functions
‒ Functions: These contribute to the goals of a FP program, including:
o Policy, regulation, and program planning
o Public sector FP commodities and supply logistics
o Public provider staff salaries
o Monitoring, evaluation, and research
o Training and human resource capacity building
o Health promotion, education, and advocacy
o Private sector FP services
o Private contraceptive sales
Financial data was then collected for identified sources of funds by examining the 2018 and 2019 reported
expenditures of the various agents across the different functions of an FP program. Because expenditure
data is often not reported or categorized by the FP functions as mentioned above, validation interviews and
data abstraction were conducted with the respondent organizations to recategorize expenditure data into the
FP functions earlier described. Furthermore, the different institutional agents often implement other programs
aside from FP, and as such, do not necessarily isolate FP-specific expenditures. To this end, the allocation rule
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was employed where the relative amount of time and level of effort applied to FP (compared to other
programs) was used to estimate FP-specific spending. For example, if an agent conducts 100 trainings in a year
and 10 of those are specific to FP, a 10% multiplier was applied to the overall training expenditures to estimate
those for FP-related training.
Once finalized, financial data across the fund flow maps were transformed into a Sankey diagram. Sankey
diagrams emphasize the major transfers or flows within a system, with line width proportional to the
relative scale of financial transfers. They help locate the most important contributions to a flow and often
show conserved quantities within defined system boundaries.
IV.

RESULTS

Figure 3 below illustrates the flow of funds from sources to agents and to various functions of an FP
program, based on the System of Health Accounts. Sources allocate funds to agents who then use these funds
to pay for functions.
Figure 3. Flow of FP funds from sources to agents and functions

Source: Authors, based on review of official documents and key informant interviews with respondent organizations

The solid lines connecting sources to agents and functions indicate direct flow of cash (or cash equivalents)
through budgetary appropriations (for public sector agents), contributions (or premium payments to
insurance), or, as in the case of NGOs and individuals, direct spending for FP goods and services. On the
other hand, broken lines indicate indirect funding, which refers to resources (such as contraceptives) with a
monetary value that are transferred or donated by an agent to another organization that carries out a
particular FP function (or set of functions).
At this point, please note that the FP fund flows map generated is a simplified visualization of what
otherwise is a dynamic, complex, and non-linear phenomenon. FP financing in the Philippines involves a wide
range of actors in the public and private sector and at the national, subnational, and even more so at the local
level. Only the most substantial fund flows at the national level have been captured in the visualizations
presented in this report, without discounting the contributions of other financing agents, especially at the
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subnational and local level. A detailed study on the local flow of FP funds is also explored in another report,
highlighting an even more complex FP financing picture in locally devolved health systems.
In addition, FP funds may flow horizontally across sources and across agents, and in the case of public sector
agents, downward through the various levels of bureaucracy within their respective institutions. The FP fund
flow maps do not capture the temporality of fund flows and is, at best, a snapshot of expenditures made
within a fiscal year. Especially in the public sector, the flow of funds is subject to delays, volatility, uncertainty,
and politics, factors that significantly undermine the efficient utilization of FP funds and the absorptive
capacity of FP agents to carry out FP functions. Despite these limitations, the cross-sectional picture provided
by the FP fund flow map remains a valuable tool in understanding the financing flows, roles, and relationships
between and across sources and agents of a country’s FP system.
Financial data collected from the various sources and agents for FY 2018 and FY 2019 were then visualized
into a Sankey diagram to further quantify the flow of FP funds from sources, to agents and FP functions.
Figure 4 below illustrates the Sankey diagram for FP financing in FY 2018 and Figure 5 for FY 2019.
Figure 4. Sankey diagram of FP fund flows for FY 2018

Source: Authors, based on financial data collected and computed for FY 2018

Figure 5. Sankey diagram of FP fund flows for FY 2019

Source: Authors, based on financial data collected and computed from the NIDI 2019 Survey
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The advantage of Sankey diagrams over fund flow maps lies in the ability of the former to capture both the
absolute and relative flow of funds from sources to agents. The succeeding sections provide a closer analysis
of the findings from the FP fund flow maps and Sankey diagrams.
Allocation of FP Funds From Sources To Agents
In the Philippines, the major sources of FP funds include central government revenues, local government
revenues, donor funds, employee contributions, and individual and household funds (Figure 6).
Figure 6. Proportion of funds for FP by source, 2018-2019 (combined average)

32%
Central Government
Revenue

40%
Individual &
Household Funds

3%
Employer

8%
Local Government
Revnue
20%
Donor Funds

Source: Authors, based on financial data collected for FY 2018-2019

Individual funds translated to out-of-pocket (OOP) spending for both public and private services are the
main source of FP financing in 2018-2019, amounting to 40% of all FP fund sources. Central government
revenue (obtained primarily from tax revenues) is allocated to national government agencies such as the DOH,
the Department of Social Welfare and Development (DSWD) and POPCOM, their regional offices, and LGUs. In
the context of devolution, local government funds receive two key fund sources: local tax revenues and
centrally issued Internal Revenue Allotments, now renamed the National Tax Allotment.
Donor funds (20%)—flowing through local and international nongovernmental organizations (NGOs)—
continue to contribute significantly to FP financing in the country (Figures 7 and 8).
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Figure 7. Fund flows from sources to agents,
FY 2018

Source: Authors, based on financial data collected and
computed for FY 2018

Figure 8. Fund flows from sources to agents,
FY 2019

Source: Authors, based on financial data collected and computed
from the NIDI 2019 Survey

PhilHealth receives funds primarily from central government payments and employer contributions, and
secondarily from local government payments and premium contributions from individuals. In 2019, central
government premium payments totaled PHP 68,238,175,856 ($US1.36 billion) for government employees,
qualified indigent members identified through the National Household Tracking System, and senior citizens.
Local governments paid PHP 10,918,615,838 (US$218 million) in premiums for sponsored PhilHealth members.
Employee contributions and individual premium payments contributed PHP 50,096,059,161 (US$1 billion) and
PHP 24,379,873,989 (US$487 million) in PhilHealth premium contributions, respectively, in 2019.
Agent Spending Across Various FP Functions
From 2018 to 2019, the average public sector spending on FP totaled 40% of all FP expenditures across all
agents (Figure 9), which was mostly spent on the delivery of FP services as well as on FP policy and
programming. Individuals also spent significantly on FP from 2018 to 2019 (40%), mostly through OOP
spending on pharmacy-bought contraceptives (Figure 10, 24.96%), and, interestingly, on FP commodities that
are paid OOP but delivered in the public sector and should have been provided for free.
PhilHealth exerts relatively weak purchasing power over both public and private services for FP, contributing
to only 7% of all FP spending across all agents. In the public sector delivery of FP services (Figure 10), a
considerable amountof spending goes to the procurement of FP commodities (21.81%) and to provide staff
salaries (14.25%).
FP spending by local and international civil society organizations is substantial (20%) and is the primary fund
flows for financing FP activities related to health promotion, training, monitoring and evaluation, and
research. Yet spending for these functions is relatively limited, considering that FP outcomes and
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contraceptive use are highly dependent on trained health providers as well as effective demand-generation
activities.
Figure 9. Proportion of FP spending by agent, 2018-2019 (combined average)
19%
DOH

2%
POPCOM

40%
Individuals

5%
DSWD-4Ps
7%
Local Health Units

7%
PhilHealth
20%
NGOs
Source: Authors, based on financial data collected for FY 2018-2019

Figure 10. Proportion of FP spending by function, 2018-2019 (combined average)
24.96%
Private FP Sales

4.40%
Policy & Planning
21.81%
Public Commodities

9.24%
Private FP
Services
14.25%
Public Provider Salaries
6.81%
Health Promotion
4.76%
2.90%
Training M&E, Research

10.87%
Public
Operations

Source: Authors, based on financial data collected for FY 2018-2019

Visualizing the flow of funds as a Sankey diagrams provides a closer look into the spending of various agents
across different FP functions (Figures 11 and 12). DOH allocated 26% of its 2019 budget to the
implementation of the Responsible Parenthood and Reproductive Health (RPRH) law, of which PHP 2.25 billion
(US$45 million, 2.3% of the total DOH budget) went specifically to FP. In comparison, the bulk of the DOH
budget went to health facility enhancement (PHP 15.64 billion, or US$312 million) and the Expanded Program
on Immunization (PHP 7.55 billion, US$151 million). DOH indirectly finances local public sector services
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through the deployment of centrally hired, salaried health workers as well as the distribution of centrally
procured commodities. Totaling all DOH FP expenditures, it becomes apparent that the DOH executed only
approximately one half (49%) of the funds it budgeted for FP in 2019 (PHP 1.10 billion, or 1.1% of the total
DOH budget) of a PHP 2.25 billion budget (DOH 2020).
Figure 11. Fund flows from agents to
functions, FY 2018

Source: Authors, based on financial data collected and
computed for FY 2018

Figure 12. Fund flows from agents to
functions, FY 2019

Source: Authors, based on financial data collected and computed
from the NIDI 2019 Survey

Most of the FP financing from the DSWD is through the Pantawid Pamilyang Pilipino Program (4Ps), its
flagship conditional cash transfer program for poor Filipinos. Under this scheme, 4Ps beneficiaries are
required to attend an FP session once a year to be able to receive monetary assistance.
In 2019, the LGUs allocated around PHP 401.67 million (US$8.03 million) for FP activities. This FP budget
represents only 2.13% of the total budget of LGUs. Under a devolved set-up, cities and municipalities maintain
primary health care facilities in the country, which includes the City/Municipal Health Offices, Rural Health
Units, and Barangay Health Stations. Expenditures for operating these health facilities are included in the
Maintenance and Other Operating Expenses of the LGU. Looking closer at the entirety of fund flows for
financing LGUs’ delivery of FP services, it is interesting to note that even under a devolved set-up, financing of
local FP functions depends on central agencies’ financing personnel and commodities.
In 2019, PhilHealth reimbursed a total of PHP 146.43 billion, of which PHP 18.86 billion (US$2.93 billion) was
paid for RPRH-related benefits. For its four benefit packages for FP, PhilHealth paid a total of PHP 300.24
million (0.2% of all benefit payments, or US$6 million) in 2019 (Table 3). From the total FP benefit payments in
2019, PhilHealth paid 67.28% to private facilities (PHP 202 million, or US$4.04 million) and 32.72% to public
facilities (PHP 98.24 million, or US$1.96 million).
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Table 3. PhilHealth payments for its benefit packages for FP in 2019
FP Benefit Package

Case Rate

No. of Claims

Total Amount in PHP (USD equivalent)

Non-scalpel vasectomy (NSV)

PHP 4,000 (US$80)

51,242

PHP 204,968,000.00 (US$4.10 million)

Bilateral tubal ligation (BTL)

PHP 4,000 (US$80)

24,867

PHP 49,734,000.00 (US$994,680)

Subdermal contraceptive implant
(SDI)

PHP 3,000 (US$60)

15,140

PHP 45,420,000.00 (US$908,400)

Intrauterine device (IUD) insertion

PHP 2,000 (US$40)

29

PHP 116,000.00 (US$2,320)

TOTAL

PHP 300,238,000.00 (US$6 million)

Source: PhilHealth 2008, 2015a, 2015b, 2018

In 2019, PhilHealth’s support value was at 79.30% in public facilities. Given that PhilHealth FP payments in
2018 were at PHP 98.24 million, OOPs in the public sector were estimated to be PHP 77.90 million. Most of
this was spent on pharmacy purchases of contraceptives that are often out of stock in public facilities.
According to the 2017 National Demographic and Health Survey, of the 37.6% of modern contraceptive users
aged 15 to 49 who used FP services in the private sector, 30.2% bought them in pharmacies (80.32% share in
the private sector), while the rest bought them through a private health care provider (clinic or individual). DKT
is the market leader in the private sales of FP commodities in the country. In 2018, its reported total sales for
condoms and pills totaled more than 80% of all private sector market sales (or more than 90% of sales for IUDs
and injectables) (DKT 2019; Callahan et al. 2019).
Simulating Shifts in FP Fund Flows Under Full Devolution
Shifts in the flow of FP funds in the context of full devolution, resulting from the upcoming implementation
of EO 138 on the Mandanas-Garcia Ruling, may be simulated as a result of substantially transitioning
budgets from national agencies to local governments. Using the same methodologies employed in this study,
Figure 13 compares the shift in FP fund flows between the status quo against a full devolution set-up in Figure
14.
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Figure 13. Fund flows from agents to functions,
FY 2019 (status quo)

Source: Authors, based on financial data collected and
computed from the NIDI 2019 Survey

Figure 14. Fund flows from agents to functions, FY
2019 (full devolution simulation)

Source: Authors, based on computation and modelling using
NIDI 2019 Survey data as baseline

Noticeably, full devolution allows greater financial leverage for local governments to finance FP functions
more substantially. The most significant shifts in financing are seen in the procurement of FP commodities
(Figures 15 and 16) and in the financing of public provider salaries (Figures 17 and 18).
Leverage ratios, which reflect the relative financial contributions between agents, may be computed
between the current state of affairs and under a fully devolved set-up. In the case of procurement of FP
commodities, the leverage ratio between central and local funding is currently 8.99, that is, for every one unit
financed locally, central government finances are 9 times higher. It also goes without saying that in the status
quo, local supplies for FP are dependent on central government funding by as much as 20% (Figure 15). Under
a full devolution scenario, this central funding dependence is completely eradicated and the contribution of
local funding to the financing of public sector FP commodities is significantly increased from 5% to as much as
35% (Figure 16).
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Figure 15. Fund flows toward procurement
of FP commodities, FY 2019 (status quo)

Source: Authors, based on financial data collected and
computed from the NIDI 2019 Survey

Figure 17. Fund flows toward public provider
salaries, FY 2019 (status quo)

Source: Authors, based on financial data collected and
computed from the NIDI 2019 Survey

Figure 16. Fund flows toward procurement of FP
commodities (full devolution simulation)

Source: Authors, based on based on computation and modelling
using NIDI 2019 Survey data as baseline

Figure 18. Fund flows toward public provider
salaries (full devolution simulation)

Source: Authors, based on computation and modelling
using NIDI 2019 Survey data as baseline
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As for the financing of local provider salaries, the current set-up (Figure 17) shows that local governments
are only able to finance 20% of salaries and depend mostly on central agency funding (62%). Under a fully
devolved set-up, LGUs gain enough leverage to finance as much as 75% of salaries (Figure 18).
As a caveat, these simulations were arrived at using a simplified linear transfer model. But even with a fully
devolved set-up, there are many other factors that influence the ability of LGUs to effectively utilize the
transferred funds provided by EO 138. Local context, political economy, and existing public financial
management challenges must be strongly considered, and are explored in a separate study, also in
collaboration with UNFPA.
V.

KEY INSIGHTS

Even with 30 years of implementing a devolved health system, financing of local FP services and functions
remains highly dependent on central government funding. For instance, local commodity security still
depends on FP supplies procured by national agencies such as DOH and POPCOM, and most local governments
no longer employ their contraceptive self-reliance mechanism, as provided by the DOH Administrative Order
2010-0027, which mandates self-subsistence of contraceptives at the local level. In the same light, local
governments have, over the years, become over-dependent on centrally deployed health personnel to provide
FP services in their areas and thus have very little impetus to proactively meet the health human resource
complement needed by their constituents. Underlying this state of fiscal dependence and seeming lack of
fiscal self-reliance is a complex history of underbudgeting and underspending, for health in general, and for FP
in particular; chronic under-prioritization of FP services versus other health programs; and a lack of political
will among many of the country’s LGUs.
Public underspending of budgeted funds for FP is substantial and undermines the effective
operationalization of FP functions. The diagrams presented in this report portray only government revenue
that is actually spent, which is approximately 63% of budgeted amounts. Notably, the DOH managed to spend
49% of its annual allocated budget for FP in 2019. Underspending may be explained by poor budget
preparation and planning, lax budget execution, and lack of “absorptive capacity” on the part of implementing
agencies. Spending hesitancy and restrictive procurement policies in place also delimit effective utilization of
obligated FP funds. As a result, underspending often contributes to FP initiatives not being fully realized, and if
they ever do get launched, they are not as comprehensive, accessible, and holistic. Efficient and transparent
utilization of funds also affect the timeliness and regularity in the provision of FP commodities and delivery of
FP services.
“Double-dipping” in the financing of public sector FP services points to unclear delineation of financing roles
among public health institutions. This is very clear in the financing of public sector FP commodities, where
local health units receive commodities for free from DOH, POPCOM, and even NGOs, and yet PhilHealth
reimburses them fully for FP services—including the price of the commodity. Notwithstanding the inefficient
use of limited financial resources, multiple and fragmented procurement from multiple agents also diminishes
the benefits of pooled procurement mechanisms, including volume purchasing discounts, quality
standardization, and equitable distribution. While collaborative, interagency governance is strongly
recommended for national FP programs (UNFPA 2008), inability to address unclear and poorly delineated
governance roles further confuses financing roles for FP functions.
PhilHealth has limited purchasing power over FP services in both public and private sectors. This limits
PhilHealth’s ability to demand quality and affordability among its accredited providers and expand access to its
FP benefit packages, especially for poor Filipino women. PhilHealth’s limited financing of both public and
private sector FP services is rooted in the underwhelming number of providers accredited to provide its FP
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benefit packages. As of 2019, only 19% (1,055 out of 5,512) of PhilHealth-contracted birthing homes (both
public and private) for the maternal care package are accredited by PhilHealth to provide its FP benefit
packages, that is, one PhilHealth accredited facility to offer long-acting reversible contraceptives benefits for
every 20,000 women of reproductive age. A 2019 ThinkWell report explores challenges encountered by
primary care providers in getting accreditation from PhilHealth, which includes prohibitive, costly, and
confusing regulatory processes; delays in the processing and payment of claims; and perceptions of low
profitability of PhilHealth’s case rates for FP.
The recent passage of the Philippine UHC law (RA 11223) provides great opportunities to address existing
issues and gaps in FP financing. The UHC law mandates universal insurance coverage through PhilHealth. The
law also expands primary care benefits to be delivered by health care provider networks (HCPNs) within the
context of a province-wide health system. Participation in HCPNs contracted to local government offers the
potential for small, local private providers to benefit from PhilHealth payments and to access DOH-subsidized
commodities (including, for example, contraceptives). HCPNs can help remove barriers to the participation of
private-sector providers in PhilHealth and can also facilitate effective referral. For example, providing
emergency maternity services can help private- sector providers strengthen their businesses while delivering
social good.
OOP spending for FP remains the largest source of FP financing in the country. Limited access to PhilHealthaccredited FP providers, combined with the limited reach and scope of public FP services, push many Filipino
women to purchase FP services and goods from the private sector, where commodity prices are highly variable
and mark-ups are often significant. A more focused study on the factors contributing to high and variable
market prices of FP commodities may be warranted. OOP expenditures even for public-sector FP services is
also a special cause of concern and is due to the limited availability of FP commodities in public health
facilities. Looking into the supply chain and procurement challenges encountered by public health facilities
may provide further clarity on commodity insecurity issues at the local level.
Some essential functions of FP continue to be underfunded. Policy development and advocacy,
contraceptives logistics, health promotion and advocacy, health information system/management information
systems, monitoring, and capacity building/training were either underfunded or not funded at all. This greatly
impacts the achievement of FP outcomes, which are highly dependent on these aspects of effective FP
programming, adequately trained health providers, and effective demand-generation activities.
Effectively implementing full devolution through EO 138 holds potential for strengthening the capacity of
local health systems to effectively finance FP functions and achieve self-reliant FP health systems. The full
devolution simulations generated by this study indicate that greater fiscal space theoretically translates to
greater self-reliance and increased efficacy of local health systems in financing locally provided FP services.
However, whether the larger fiscal space will translate to gains in FP and other health outcomes will still
depend largely on the political will and absorptive capacity of the LGUs. LGUs will need to create well-costed
and implementation-ready plans and implement those within schedule. The capacity of LGUs to procure
commodities currently being procured by the DOH will also be crucial; technical assistance from the DOH on
this is necessary to ensure that LGUs are capacitated during transition. Organizationally, restructuring may be
important in ensuring that LGUs have the technical and personnel capacity to invest in and operate
information systems, provide FP services and commodities at health facilities, develop and conduct demandgeneration activities, and train both existing and new health staff. These factors will determine whether the
LGUs can make use of additional funds resulting from full devolution.
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