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EXECUTIVE SUMMARY
Context

⎯ In 2019, the Philippines enacted major legislation aimed at improving health
service delivery and health financing: The Universal Health Care (UHC) Law
and the National Integrated Cancer Control Act (NICCA). These two laws have
the potential transform to cancer care in the Philippines; however, they are
both in early stages of implementation and the impact is yet unknown.
⎯ Per the legislation, the Department of Health is now responsible for
allocating its budget for NICCA implementation. However, no additional
funding was allocated for implementation in 2020, effectively reducing
funding for non-communicable diseases (NCDs) in the same year, including
funds for the Cancer Medical Access Program (MAP).
⎯ Many Filipino families, even in upper income brackets, are vulnerable to
catastrophic health spending on cancer, due to high treatment costs and
limited coverage of cancer care under public programs.

Oncology
Financing and
Performance

⎯ Cancer mortality is on the rise. By 2016-2018, cancer has been the second
leading cause of death in the Philippines. Meanwhile, expenditures on cancer
have decreased in 2019 (PhP 18.8 billion) from 2018 levels (PhP 23.0 billion).
⎯ PhilHealth – the national health insurance program – provides limited
coverage of cancer diagnosis and treatment services. PhilHealth’s Z-benefit
package, which are bundled payments from diagnosis to treatment, are in
practice underutilized by patients, limiting their effectiveness in preventing
catastrophic health expenditures due to a cancer diagnosis.
⎯ The main cost driver main cost driver for cancer care is medicines. Several
government agencies have their own medical access programs to
supplement PhilHealth’s low reimbursement levels, including claims for
medicines. However, these programs are not coordinated by any central
entity, which further exacerbates breakdowns in the care continuum for
patients.

Key Trends
and
Takeaways

⎯ The Cancer Assistance Fund for high-cost, high quality drugs will be integral
to finance innovative cancer treatment and curbing catastrophic health
expenditures.
⎯ Expansion of PhilHealth’s individual based services to cover the full
continuum of cancer must be addressed in coordination done with Local
Government Units (LGUs) and Department of Health (DOHs) programs to
support infrastructure development for population-based preventive and
screening services.
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INTRODUCTION
The global cancer burden is increasing, and countries are grappling with how to sustainably finance
comprehensive and high-quality oncology care, including access to new technologies and therapies.
An in-depth understanding of oncology fund flows, and the systems and structures that influence
them, can inform targeted policy efforts to improve financing for national cancer programs.
In the Philippines, the Universal Health Care (UHC) Law and National Integrated Cancer Control
Act (NICCA) are key recent pieces of legislation that, if implemented strategically, can better
address the equitable and rational delivery and financing of the cancer care continuum. Th UHC
Act provides a solid foundation upon which NICCA agenda can be built and strengthened. However,
due to the challenges brought about by COVID 19 in 2020, the implementation of these laws has
been delayed.
This country profile is part of a compendium funded by Merck Sharp & Dohme (MSD). This profile
analyzes oncology financing in the Philippines, focusing on how the public sector organizes finances,
and delivers the oncology continuum, and how the performance of the continuum impacts access
and outcomes. With an already large and growing cancer burden, oncology financing is being
brought into sharp focus given the challenges the Philippines health system faces in ensuring
equitable access to quality care for patients.
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M A C R O E C O N O M I C, D E M O G R A P H I C & C A N C E R B U R D E N S I T U A T I O N
MACROECONOMIC & DEMOGRAPHIC OUTLOOK
The Philippines is a lower-middle-income
country where the government is prioritizing
economic growth, even during the COVID- 19
pandemic. The Philippines has maintained real
gross domestic product (GDP) growth between
6% and 7% from 2012-2019 (Philippine
Statistical Authority, 2021). Due to the COVID19 pandemic, the GDP fell to -9.5 % in 2020
(Philippine Statistical Authority, 2021).

Figure 1. Health Expenditures in Philippines
Total Health Expenditure by Health Care Financing Scheme
Source: Philippine National Health Accounts 2020
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Prior to 2016, cancer was the third leading cause of death, outranked by vascular diseases (2nd) and
ischemic heart disease (1st) (Department of Health, 2015).
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Many Filipino families are vulnerable to catastrophic health spending to treat cancer. This is due to
limited coverage of cancer services by the national insurance fund, PhilHealth, with patients taking
on much of the cost of care with their own resources.

Box 1. Details of Cancer Burden in the Philippines in 2017
Age Groups: The majority of the cancer burden was represented in the elderly population (60 and
above). Per 100,000 people, 1,962 are new cancer case, while 1,623.41 died. Survivorship was highest
for ages 20-39. DALYs lost was highest for ages 40-59.
Sexes: Despite a lower incidence rate than females across all age groups except 60+ in 2017, men
experienced higher rates of mortality. Overall, breast cancer has the highest burden, affecting
mostly the female population. For adult males, the top cancers such as lung cancer and liver cancer
are linked to risk factors such as the high prevalence of smoking (Male = 41.33 %) and harmful
alcohol use (Male= 64.4%). (Department of Science and Technology, 2018).
Cancers: Apart from ages 0-19, 80% of the total cancer burden is attributed to the top ten cancers.
For ages 0-19, only four cancers contribute to 80% of the total burden, with leukemia causing half of
the burden. Breast Cancer is the highest burden in age groups 20-59, while lung cancer is highest for
ages 60 and above.
Source: IHME
.

HEALTH SYSTEM STRUCTURE AND HEALTH FINANCING
The Philippine health system is in a period of transition due to the passage of the 2019 UHC Act and the
National Integrated Cancer Control Act (NICCA). These laws aim to resolve administrative and financial
fragmentation caused by the devolution of the Philippine health system in the 1990s and improve
equitable and effective coverage for all.
The roles of the three public major actors in the Philippine health system – PhilHealth, the
Department of Health (DOH), and Local Government Units (LGUs) – will evolve under these new
laws; however, detailed implementation guidelines are not yet clarified. Several guidelines are
under development to support implementation of these laws, and which will impact roles and
financing structures moving forward. Specifically, LGUs and the DOH will be responsible for the
provision of population-based services and public infrastructure development, while PhilHealth will
expand its current coverage of inpatient services to include outpatient services as well.
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Figure 3. Current Government Health Expenditures
Current Government Health Expenditureby
Health Care Financing Scheme
Source: PSA, 2020
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Under the UHC Act, 98% of the population enrolled. However, the effectiveness of that coverage is
low; as of 2019, only around 66% of health interventions were covered (PhilHealth, 2020). Benefits
primarily cover inpatient services. Medicines, outpatient consultation and services, and laboratory
diagnostics are generally not included in PhilHealth's covered interventions (Santillan and Reyes, 2020).
PhilHealth pools funds across its different membership groups and deposits them in a single unified
fund called the National Health Insurance Fund (NHIF). Based on Health Technology and Assessment
Council (HTAC) recommendations, PhilHealth is tasked with the costing and risk assessment of health
services, culminating in the development of benefit packages (bundled payments) and the design of
provider payment mechanisms. PhilHealth currently has two types of payment models: the case-rate
system, and payments defined according to packages of certain benefits. The case-rate system is for
inpatient services, and amounts are assigned to specific ICD-10 codes. Benefit packages, such as the Zbenefit package, are more comprehensive and cover both inpatient and outpatient services. An
expanded primary care benefit package is also planned; however, the priority setting process is not
transparent and is based on the PhilHealth Board of Directors and DOH Secretary's discretion and
decisions (Santillan and Reyes, 2020).
Department of Health (DOH)
The DOH sets national targets and priorities and finances select costs aside from central office
operations. Much of the DOH’s function is to support LGUs in the provision of quality health services by
funding some personnel services, capital expenditures, supplies, and commodities. (Nuevo et al., N.P.)
The DOH also owns and manages around 70 public hospitals in the country, funding operating expenses
and personnel salaries of these facilities. The DOH also has discrete financing mechanisms to supplement
LGU programming, including the DOH-Medicines Access Program (DOH-MAP) for bulk procurement and
nationwide distribution of essential medicines (Dayrit, Lagarda, and Picazo et al. 2018) and the DOH
Health Facilities and Enhancement Program (DOH-HFEP) to invest in local governments' capital
expenditures for needed equipment and infrastructure.
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Local Government Units (LGUs)
The Local Government Code of 1991 (RA 7160, 1991) decentralized governance and afforded LGUs full
fiscal autonomy over health programming. With localized power over budget decisions, allocations and
priorities are highly variable across LGUs. The health functions that were devolved to the LGUs include
the authority over local healthfacilities (infrastructure investments, hiring, salaries, etc.) and the direct
provision and management of health services, such as public health programs, health promotion, and
preventive healthcare (Dayrit, Lagarda, and Picazo et al. 2018). Health financing decisions are taken on
by local health boards, chaired by the Local Chief Executive (LCE), and the local legislative council. For
hospitals managed by the LGU, all inputs such as medicines and equipment, are procured upon review of
the Bids and Awards Committee (BAC) and approval of the LCE (Naciongayo, 2021). The national
procurement law sets guidelines on which inputs can be bought. For example, LGUs can only procure
medicines on the Philippine National Drug Formulary (PNDF) list guided by the Drug Price Reference
Index (DPRI) prices.
While the LGU was envisioned to make the health system more responsive to local communities, in
practice it has resulted in a highly fragmented health sector consisting of many autonomous local
health systems with weak ties to the DOH and its priorities. The health capacity of LGUs differs in terms
of technical, infrastructural, and human resources available, with richer LGUs having a more advanced
health system than others. The DOH utilizes different options to provide direction and advice to LGUs.
The DOH is represented in local decision-making platforms, like the local health board, through DOH
Provincial Health Teams (PHTs). The DOH also coordinates across provinces, municipalities, and cities on
the implementation of programs through its regional departments. Technical assistance can also be
provided to local facilities through DOH regional offices. However, DOH has little influence on health
expenditure and how these resources are allocated at the local level (Capuno, Rivadeneria, and Beazley
et al., 2018). With localized power over budget decisions, allocations and priorities are highly variable
across LGUs.

THE NATIONAL CANCER PROGRAM
PROGRAM SNAPSHOT
Despite efforts to update the Cancer Control Program, the Philippines remains the last-ranking country
in World Health Organization Regional Office for the Western Pacific (WPRO) for cancer preparedness
(The Economist, 2020). In a study of WPRO countries in 2020, the Philippines ranks last in policy,
planning, and care delivery; the country ranked 9th out of 10 countries for health system governance.
In recognition of the growing cancer burden, the government has recently increased its efforts to
address cancer, evidenced by the convening of the National Cancer Control Committee (NCCC),
composed of multi-stakeholder representatives from the government, patient organizations, and
medical providers. This committee developed and launched the National Cancer Prevention and Control
Action Plan (NCPCAP) 2015-2020. One of the plan’s core elements is the introduction of the Z-benefit
package and recommending the DOH provide cervical cancer screening and HPV vaccination programs.
Further details about the full Cancer Control Program can be found in Annex 1.
To strengthen and improve the Philippine Cancer Control program, RA 11215, also referred to as the
National Integrated Cancer Control Act, was passed in 2019 specifically to address the high cancer
burden in the country. Based on the NICCA, Department of Health will fund implementation through its
budget. However, no funding was allocated to the NICCA's first year of implementation in 2020 (Cairo,
2020). The resulting impact was an effective reduction in the total budget for NCDs, which led to lower
funding for the Cancer MAP in 2020.
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Currently, the draft for the National Integrated Cancer Control Strategic Plan for 2021-2030 is under
consultation to successfully address bottlenecks in transition and implementation. Due to the COVID19 pandemic, strategic planning to execute the NICCA and determine the specific individuals that
comprise the National Integrated Cancer Control Council (NICCC) only began in 2020 and remains in a
very nascent stage. Without an established NICCC, the formulation of policies, programs, and reforms
that enhance stakeholders' synergy and ensure a well-coordinated, effective, and sustainable
implementation of the provision is stalled.

ONCOLOGY PROGRAM FINANCING & KEY CHALLENGES
Total Public Oncology Expenditure
Based on the 2019 estimates, the Philippine government funds just over 40% of total cancer
expenditures, with out-of-pocket payments and private insurance making up the remainder
(Philippines Statistical Agency, 2020). Cancer medicines amounted to PhP 3.84 billion in 2019,
accounting for around 55% of public expenditures on cancer, with key informants suggesting that
number might be closer to 80% (Source: AC Health 2020).
Figure 4 summarizes the oncology fund flow in the Philippines.

Figure 4. Oncology Fund Flow
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Sources
The Philippines relies on general financing from the government to fund health and cancer care, with
budgets supplemented through revenues from earmarked taxes. General tax revenue from national
and local levels feed into public health budgets. More than half (55.09%) of the DOH’s budget comes
from earmarked revenues for health, particularly the sin tax law (DOH, 2020). Other national
government agencies, e.g., Philippine Charity Sweepstakes Office (PCSO) and Philippine Amusement and
Gaming Corporation (PAGCOR), also earmark revenues for the DOH. These offices can generate their
own funds and have specific earmarking for health programs due to their respective mandates, but their
contributions to health are unpredictable (Nuevo et al, NP).
Pooling
Although the new UHC Act mandates an increase in resources for health, neither guidelines on
transition nor interagency transfers from government-owned and controlled corporation revenues
have yet been published. As of 2020, 40% of the Charity Fund for Medical Assistance Programs, and 50%
of PAGCOR revenues were still transferred to the National Treasury. Compulsory PhilHealth payroll
contributions for formal sector workers (50% employer/50% employee) will increase from 2.75% of
salary in 2019 to a maximum of 5% by 2025. Informally employed or self-employed individuals pay
premiums voluntarily, and indirect contributor (or those with no capacity to pay PhilHealth premiums)
are subsidized through the sin tax revenues.
Figure 5 summarizes the implications of the UHC Law and NICCA for public financing.
Figure 6. UHC Law and NICCA: Implications for Public Financing (In Transition)

Purchasing of Services across the Continuum of Care
Individual-based payments
PhilHealth reimburses accredited healthcare facilities for a focused set of cancer care services
using two payment modalities: the case-rate system, and the benefit packages.
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1. The case-rate system is for inpatient services and payment amounts are assigned to specific ICD-10
codes. This means that all services required to treat a specific disease will be paid for under one
defined payment ceiling.
2. Benefit packages, including the Z-benefit package, are more comprehensive and cover both
inpatient and outpatient services. This model of payments system is intended to transfer some of
the risk to facilities and provide an incentive to deliver efficient care.
PhilHealth developed the Z-benefit package in 2012 to
cover catastrophic illnesses; benefits for cancer are
limited in scope. The Z-benefit package is limited to six
cancer sites: Breast, cervical, colon, rectum, prostate,
and leukemia. The Z-benefit package covers professional
fees that account for 15-20% of the payment, while the
rest of the payment goes to surgery, radiotherapy,
and chemotherapy to treat early-stage cancers, which
have high probabilities for survivorship. Late-stage
cancer patients are not covered under PhilHealth
benefits (Santillan and Reyes, 2020).
PhilHealth contracts both accredited public and private
providers to deliver the Z-benefitspackages; however,
participation from private providers is low. Patients
eligible for the Z-benefit package pay close to zero OOP
to access care in public hospitals, which are heavily subsidized with government funds. Even though around
60% of accredited PhilHealth providers are fromthe private sector, very few private providers offer services
under the Z-benefit package because of low reimbursement rates and the narrow list of cancers and
treatments covered. The Z-benefit packages are underutilized (Figure 6)1, and are not currently serving their
purpose of preventing catastrophic health spending due to cancer.
Under the UHC law and NICCA, PhilHealth aims to update cancer care purchasing practices, expanding
coverage of the Z-benefits package and shifting from case-based payments to diagnosis- related groups
(DRGs) to increase the coverage of services and achieve greater value for money. The development of
the Z-benefit packages was not done systematically across cancer types and stages, resulting in
variances in coverage and monitoring mechanisms. The situation is improving somewhat, based on
lessons learned in the rollout of the Z-benefit package for breast cancer, evidenced by the design of the
Z-benefit package for colorectal cancer (Box 2). However, no review of all Z- benefit packages has been
conducted since their introduction, nor have reimbursements been adjusted for inflation (Roxas,
2021). The timeline on the shift to DRGs is still dependent on the prioritization of the Secretary of
Health, the PhilHealth CEO and Board of Directors, or incumbent legislators and the President.

1

Estimated Medicine Payment is computed as 80% of case-based payments, based on estimates by AC Health

| 14

Box 2. Lessons in the Z-benefit packages development for colorectal cancer
The development of the Z-package for colorectal was conducted in a more comprehensive mannerthan
previous packages, with the resulting package requiring multidisciplinary review before recommending
that a patient be enrolled in the package. The package also includes metrics for results and outcomes. In
comparison, enrollment in the Z-benefit package for breast cancer is decided based on the attending
oncologist’s recommendation, and there are no monitoring mechanisms in place for outcomes. Survival
rates for colorectal cancer, under the Z benefit, is comparable with international standards (Roxas, 2021).

Procurement of medicines
For DOH health care facilities, procurement is performed by the facilities themselves under the hospital
director's direction. Under the UHC Act, DOH-owned hospitals shall procure their own oncology drugs and
supplies, guided by the nationally negotiated price reference indices. Following these centrally negotiated
prices, facilities can sell oncology medicines with prescribed mark-ups. Facilities must submit a list for all the
drugs and devices that they procure with their sale prices to the DOH. Alternatively, some facilities send out
requests to the DOH to directly procure oncology drugs andequipment to augment facility stocks.
To supplement PhilHealth's payments, several medical access programs for cancers are implemented by
different national agencies such as DOH, PCSO, and DSWD. The Malasakit Center acts as a “one- stop-shop” to
process requests and approval for access to cancer treatment drugs. For the DOH-MAP,bulk-procurement is
performed for chemotherapy medicines for pediatric cancers and breast cancer, and for opiates used during
treatment. For both PCSO and DSWD, they each enter into contracts with distributors and diagnostic facilities
and negotiate prices based on volume. In 2018, the PCSO’s MAP had the highest financial coverage for
treatment, specifically for chemotherapy and radiotherapy.
However, their MAP allocation for cancer was reduced to match PhilHealth's case rate system in 2020,
which effectively transferred the burden to patients, resulting in higher OOP (Santillan and Reyes, 2020).
Table 1 summarizes the pools and programs for cancer medicines.
Table 1. Pools and Programs for Cancer Medicines
Government Agency

PhilHealth

Fund Source

Financing Programs

Premiums, sin taxes,
General
AppropriationsAct
(GAA)

Z- Benefit Packages

Payment Mode/Process
Reimbursement to facility

PhP 349.94 Million (2019)
Case rates

Cancer Medical Access
Program
DOH

Amounts (PhP)

PhP 157 Million (2020)
PhP 756 Million (2021)

Central procurement
then distributed to
facilities

Sin tax, GAA
Expanded program on
immunization

(No Data)

Central procurement
then distributed to
facilities
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PCSO

DSWD

30% of net receipts
allocated to the Charity
Fund for Medical
Assistance

GAA

Medical Access Program

Assistance for Individuals
in Crisis Situation

PhP 1.64 Billion (2018)

Negotiated contracts
withdistributors,
guarantee letters
presented to
facilities/distributors

Negotiated contracts
withdistributors,
5,000- 75,000 per patient
guarantee letters
presented to
facilities/distributors

Local Government Units

Internal revenue
allotment, Local
Government General
Fund

Social Welfare Programs

Lawmakers, LCEs

Social and Health Aid
Budget

Social or health care
assistance

Civil Society
Organizations/ Private
Foundations

Donor funds,
investmentinstruments

Varies per request
Medical and indirect cost
orreferral by health
support
providers

Varies based on LGU
income and programs

Varies, arbitrary

Guarantee letters
presented to
facilities/distributors

Direct cash assistance,
guarantee letters
presented to
facilities/distributors
Direct cash assistance, or
forwarded to hospitals

The DOH, as mandated by the UHC law, will be accountable for establishing a price negotiation boardfor the
government to have monopsony powers to bring prices of inputs and services down. All services and
technologies will also undergo HTAC for safety and cost-effectiveness before price negotiation. However, the
price negotiation board has not been established.
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The CAF will be used to support and expand the cancer medicine and treatment assistance program under
DOH, replacing the existing Cancer Medicines Access Program (CMAP) with the Cancer, Supportive Care,
and Palliative Care Medicines Access Program (CSPMAP) and shall be an integral part of the Cancer Control
Assistance Program (CCAP). Under the CAF (Figure 7), the Philippines Pharma Procurement Inc. (PPPI), on
behalf of the DOH, will bulk-order cancer medicines listed in the PNF and distribute to identified access
sites. The proposed process from the Food and Drug Administration (FDA) application to reporting the
CSPMAP is summarized below. The operational guidelines of the CAF have been drafted and are already
undergoing expert consultation. The administrative order is expected to bereleased during the second
quarter of the year (Cairo, 2021).

Source: Cairo, 2021; Authors
The establishment of a Health Technology Assessment (HTA) agency hopes to improve funding priority-setting
and the regulation of drug prices. A key provision of the UHC Law is the institutionalization of a Health
Technology and Assessment Council (HTAC). The HTAC is mandated to ensure that all supplies, drugs,
interventions, and health technologies that the government will procure should show sufficient costeffectiveness, cost-benefit, quality, and ethical soundness. Within the first two years of implementation, the
HTAC working with the Health Technology Assessment Unit of the DOH will review current benefit packages,
technologies, and medicines. According to key informants, even if several FDA-approved innovative anticancer drugs are available in the market, without HTAC review and approval, these cannot be covered under
a PhilHealth benefit package. However, the role of HTAC is recommendatory; thus, it is not uncommon that
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legislators and other government executives, including the President, may approve medicines' procurement
despite lack of evidence for cost- effectiveness and safety. Fast-tracking of certain commodities to be included
in the PNF can be done, depending on the agency's political will, backed by the executive, such as the fasttracking of COVID-19 vaccines.

Population-based services
Two cancer registers collect oncology service information, but challenges in interoperability and
technological infrastructure limit the impact of collected data.
1. The population-based registry is managed by the Philippine Cancer Society and the DOH, covering
the National Capital Region. The World Health Organization International Agency for Research
on Cancer uses data from the population registry to extrapolate annual cancer burden
statistics and estimates for the Philippines (Tiangco, 2021).
2. The hospital-based registry – Cancer Research and Registry Philippines (CARE PH) – tracks patient
progress through the cancer care continuum. Since there is only one health information
system for CARE PH's registry, interoperability is not as great a concern. Estimates from CARE
PH's registry are near real-time and are frequently updated within three months (Tiangco,
2021).
Despite several efforts by PhilHealth to harmonize EMRs and HIS guidelines, most patient data and forms are still
paper-based (Santillan and Reyes, 2021). The UHC law establishes an agenda to make available up-to-date
information regarding health goods and services being offered, but interoperabilityof EMRs and capability
limitations need to be addressed first. Many areas in the country still confront challenges of internet
availability and slow speed as well, hampering a transition from paper-based patient medical records and
reimbursement forms to e-registers (Santillan and Reyes, 2020). Combined with a lack of capacity (human
and technical) to process and analyze data, these challenges lead to policies based on outdated data and
statistics.
LGUs are primarily responsible for promotion and prevention services, but the varied levels of resourcing
and prioritization of these services results in mixed performance at the local level. Prevention programs in
the Philippines include tobacco restriction laws and vaccination against cancer-causing viruses. However, there
are still no guidelines on how to drive these services forward through LGUs. LGU prioritization will always
depend on the incumbent LCE and revenue generation and budget prioritizations are both variable across local
governments resulting in inequitable prioritization of cancer care. Without prevention, cancer incidence is
unlikely to be reduced, and the health system will continue to search for expanded funding for medicines
access programs to reach health outcome goals, such as reduced premature mortality (Sustainable
Development Goal 3.4). LGUs are likely to struggle to invest greatly in this space in the near-term as mandates
to focus on investments that respond to COVID-19 needs (e.g., digital technologies) will be prioritized
(Gonzales, 2020).
As LGUs and the DOH have not received guidance from the NICCC on how to share responsibility for
investing in population-based cancer services, much of the Philippine population still lacks access to
affordable cancer care. Under the NICCA, the LGUs are expected to deliver population-based services and,
together with the DOH, ensure the necessary infrastructure and human resources needed to provide cancer
care. Capital expenditures are the responsibility of LGUs for public facilities, though the DOH can provide
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support as needed. The DOH-HFEP funds capital expenditures such as magnetic resonance imaging (MRI) and
positron emission tomography-computed tomography (PET-CT) used for cancer diagnosis. In addition, DOH
procures in bulk and distributes HPV vaccines for cervical cancer prevention. Infrastructure and equipment
investments are particularly important because PhilHealth benefits only reach areas with accredited facilities.
Usually, these facilities tend to be in geographically accessible and more urban areas, or those with richer
LGUs (Roxas, 2021). Apart from the NICCA and UHC law, a new incentive mechanism under the Seal of Good
Local Governance Act aims to close some of these gaps (Box 3).
Box 3: The Seal of Good Local Governance (SGLG) Fund
The Seal of Good Local Governance (SGLG) Fund establishes a performance-based payment
mechanism to incentivize acts deemed necessary to improve local governance. The account was
established under RA 11291, or the Seal of Local Governance Act of 2019. The special account under
the General Appropriations Act shall be utilized to issue incentives to LGUs according to seven
performance criteria, including Health Compliance and Responsiveness. This incentive aims to trigger
increased health budgets in LGUs to deliver more quality population-based services such as
prevention and early screening. However, no clear guidelines have been set up yet to implement
the act.

OPTIONS FOR IMPROVED ONCOLOGY FINANCING
Addressing the myriad challenges in oncology financing in the Philippines requires systemic change. The
legislative and governing bodies in the Philippines can create and guide effective implementation of the UHC
Act and the NICCA so that aims of these laws can be realized, and the burden of cancer mitigated. Through
implementation, public and private stakeholders can be encouraged to work together to provide a more
equitable and rational access to cancer care in the country.
Using a strategic purchasing lens (Mathauer, et al., 2019), three dimensions play a key role in improving
oncology financing for better healthcare service delivery: 1) Designing Benefits, 2) Provider Payments, and 3)
Governance. The following are the proposed options for improved oncology financing in the Philippines:

Option 1

Improve evidence-based decision making through investments in technological
infrastructure.

Policy
Investments in technological infrastructure to solve interoperability problems and
intervention logic digital transformation of paper-based data can contribute to near-real time
estimationof demand and supply of inputs. Stronger generation and use of
expenditure and pricing data can help to reduce pricing variation and improve the
design of benefits packages that more closely reflect actual costs.
Technical and
administrative
feasibility

Contractual obligations and (non) financial incentives can be explored and developed
to help drive, re-shape and influence provider behavior in shifting to better health
information systems and electronic medical records.
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Political
acceptability

The government can learn from private-driven initiatives such as CARE PH on system
design and interoperability between facilities.

Option 2

Leverage available evidence to review cancer care benefits under PhilHealth packages
and use of the Cancer Assistance Fund.

Policy
Data-sharing of all parties involved from procurement, service delivery, and
intervention logic monitoring of health outcomes is essential for updating Z-benefits costing and
appropriations for the CAF.
Technical and
administrative
feasibility

While HTAC reviews existing benefit packages, PhilHealth can take initiative to adjust
all Z-benefit packages according to inflation rates of medicines prices/ healthcare
inputs from the year they were previously estimated. If reviews of existing benefit
packages are delayed, DOH can supplement cancer medicines and treatment under
the CAF to diminish risk of catastrophic health spending.

Political
acceptability

Data-sharing between public and private entities must abide by the Data Privacy Act of
2012 to uphold confidentiality. Monitoring its effectiveness must be mandatorily
reported to verify if innovative cancer drugs will be preferred over chemotherapy.

Option 3

Centralize decision-making on all public cancer interventions.

Policy
Enforce active and strategic purchasing through the UHC law for DOH to be
intervention logic accountable for price negotiation, and the NICCA, stating that the NICCC should be
charged with setting policy.
Technical and
administrative
feasibility

Streamlining all purchasing of inputs and drugs through the approval of the DOH-DPCB
Cancer Program Manager, while the Cancer Council has not been created, including
those from DSWD and PCSO MAPs, will increase appropriations for the CAF.
Moreover, price negotiation based on volume will bring prices down.

Political
acceptability

Transition of funds from other agencies for UHC needs to be pushed by the DOH,
Department of Budget and Management (DBM), and Department of Finance (DOF).

Option 4

Leverage NICCA implementation process to put oncology financing on the national
agenda by strengthening public-private partnership.

Policy
The passage of the UHC Act and the NICCA reflected successful collaboration between
intervention logic the public and private sectors. Similarly, the implementation of both laws increases
the possibility of fair representation of and participation from non-government
organizations, private players, and the government.
Technical and
administrative
feasibility

Modernizing the cancer program to provide more comprehensive services and the
review of new technologies and innovative drugs will require intensive and sustained
effort. The inclusion of private players, experts, and advocates can fast-track the
formulation of necessary guidelines for NICCA implementation.
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Political
acceptability

DOH, PhilHealth, and private actors can use the NICCA as motivation to increase
overall cancer financing and improve how it is used to drive better delivery of the
oncology continuum. Continuous engagement with legislators, particularly those in
the committee on health as well as appropriations can ensure that the NICCA is
progressing as envisioned.

SUMMARY & CONCLUSIONS
Securing sufficient resources for quality cancer care and access to lifesaving medicines will be a challenge
for all countries. As it moves into the implementation period of the 2019 laws, the Philippineswill face
critical decisions as it confronts an increasing burden and greater demand for new treatment modalities
and technologies. This country profile aims to presents potential policy options with consideration for the
dynamic nature of the current policy and political environment and the many implementation decisions
that are still pending.
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A N N E X 1 - C A N C E R C O N T I N U U M & C H A L L E N G E S I N T H EP H I L I P P I N E S
Different health system public actors (DOH, LGUs and PhilHealth) are responsible for financing different
parts of the continuum. Without the proper guidance or tools, cohesion has been challenging, threating
program comprehensiveness.
Prevention
There is a lack of clear prioritization of resources within the DOH for health promotion for cancer prevention.
Prevention is mostly done through the DOH Health Promotion Bureau (DOH-HPB), focusing on raising
awareness on risk factors and celebrate specific cancer awareness months. While in transitiondue to the
early stages of the NICCA law, going forward, disease-based health promotion will be undertaken by the DOH Disease Prevention Control Bureau's Program Manager for Cancer. Addressingrisk factors and promoting
healthy lifestyle will be done through the DOH-HPB (Cairo, 2021). Apart from targets of budget utilization and
media campaigns as indicators of success, no studies are published by the DOH on the effectiveness of its
health promotion activities, particularly those targeted towards cancer prevention.
For preventable cancers wherein vaccination plays a key role – such as Hepatitis B, and HPV, financing the
distribution and delivery of the products to health care facilities has been problematic. While PhilHealth
provides Hepatitis B vaccination under the newborn package, some health providers do not administer it after
birth. They require the mother and child to come back for a follow-up to administer the vaccine and charge
OOP for the vaccine despite it being paid for by PhilHealth. HPV vaccination is administered in public primary
care facilities under the local health unit, with central procurement and distribution to LGUs managed by the
DOH Expanded Program on Immunization (DOH-EPI). However, weak warehousing capacity causes delays to
vaccines delivery to the LGUs, with the inputs near expiry or already at their expiration date upon arrival. Due
to the new primary care benefit package, HPV vaccination will be done by facilities and reimbursed by
PhilHealth. However, PhilHealth currently has nomonitoring mechanisms on how the primary care benefit
package is used and which services are administered (Santillan and Reyes, 2020).

Screening
Funded screening programs for various cancers are limited on the national level but are on the
government’s agenda to be expanded. The DOH currently covers visual inspection using acetic acid forcervical
cancer. In the pipeline are mammograms for breast cancer and fecal immunochemical tests forcolorectal
cancers (Cairo, 2020).
Even if the DOH prioritizes screening cancer interventions, there is no assurance that LGUs will follow and fund
DOH recommendations. Since health functions are devolved to LGUs, not all of them prioritizescreening, and
the decision depends on the LCEs to issue an ordinance on cancer screening for local health units. Moreover,
uneven distribution and/or lack of HRH to deliver the logistical support to carry out screening procedures
leads to inequitable health outcomes for LGUs, with poorer LGUs left behind (Cairo, 2020).

Diagnosis
Many Filipinos tend to go directly to tertiary or higher-level facilities for their health needs. Based on interviews
with various medical providers and patient organizations, this results in a focus on financing those high-
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access points and pushes away the prioritization of funding for cancer prevention and early diagnosis. Medical
providers have noted that limited PhilHealth financing, human resources, infrastructure, and poor healthseeking behaviors challenge the ability to perform early diagnosis.
When done on an outpatient basis, biopsy procedures are not covered by PhilHealth payments, unlessthe
patient is hospitalized and is diagnosed with cancer. Even if supplemented with private health insurance, the
cost of diagnostics can easily exceed coverage under an individual’s health plan. Moreover, since outpatient
care is mostly OOP, many Filipinos only seek care when their conditions are already dire. Based on key
informants, approximately half of all cancers are undiagnosed. In many death certificates, a common postmortem misclassification is to categorize the immediate cause of death as a cardio-pulmonary arrest. Thus,
cancer burden estimates in the Philippines are likely underestimated.
For indigent patients, accessing diagnostic procedures referred by pathologists, requires compliance
with time-intensive requirements to avail of aid given by agencies such as PCSO or DSWD. Based on the
medical abstract and other requirements needed, PCSO, and DSWD, give out guarantee letters to
patients for diagnostic facilities that they have entered into a Memorandum of Agreement (MOA) to
bring down the total cost. However, since these diagnostic facilities may not be strategically located
near the patient, OOP for health services is then substituted as indirect costs (i.e., transportation).

Treatment
PhilHealth developed the cancer-focused Z-benefit package in 2012 to cover inpatient and outpatient
diagnosis and treatment costs, but benefits are limited in scope to focus on cancers with high
probability of survivorship. The Z-benefit package is limited to six cancer types, (18 Z-benefit packages in
total). The Z-benefit package covers professional fees, surgery, radiotherapy, and chemotherapy to
treat early-stage cancers, which have high probabilities for survivorship. Criteria for availing exclude
late-stage cancer patients (PhilHealth, 2020). The Z-benefit packages can be available in PhilHealth
accredited Z-benefit providers, and these are often public health facilities. In terms of expenditure,
those eligible for the Z-benefit packages pay close to zero OOP, but this is only for public hospitals. Since
the government highly subsidizes public hospitals, and doctors are given fixed salaries by the hospital,
the reimbursements can cover most of the treatment inputs.
The development of the Z-benefit packages for major cancer types was not done concurrently so the
coverage and monitoring mechanisms for different cancer types and stages vary. Lessons in the cost ofa
Z-benefit package for breast cancer have led to a better, more systematic process. Hence, the
colorectal cancer package is recognized to provide better coverage or support value for cancer care,
which the private sector engages. However, no review of all Z-packages has been done since their
establishment, nor are they adjusted for inflation (Roxas, 2021).
Due to the UHC law and NICCA, PhilHealth aims to expand current coverage of the Z-benefit packages and are
aiming to shift from the case-based system to diagnosis-related groupings (DRGs) to increase funding for
cancer interventions. However, the timeline on the shift to DRGs is still dependent on the prioritization of
the Secretary of Health, the PhilHealth Chief Executive Officer and Board of Directors, orincumbent
legislators and the President.
Though there are various mechanisms to support financial access to treatment services, there is varying
awareness of the Malasakit Centers (BOX 4) and the support they offer. To supplement PhilHealth's
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payments, several medical access programs for cancers are implemented by different national agencies such
as DOH, PCSO, and DSWD. For DOH's CMAP, it covers childhood and breast cancer, morphine, and other opioids
used in the treatment and palliative phase. In the pipeline are morecancer sites covered by the DOH-CMAP,
particularly colorectal, leukemia, gynecological cancers, leukemia, and non-Hodgkin lymphoma. For both PCSO
and DSWD, the approved amount requests are variable, and the criteria process is not transparent.
Nevertheless, the PCSO MAP is the highest financial coverage for treatment, specifically for chemotherapy
and radiotherapy. However, their MAP allocation for cancer was reduced to match PhilHealth's case rate
system in 2020, resulting in higher OOP forpatients.
Box 4. The Malasakit Center Act (RA 11463)
The Malasakit Center Act acts as a one-stop-shop coordinator for financing cancer diagnosis and
treatment. Social workers in the Malasakit Center facilitate DSWD- Assistance to Individuals/Families in
Crisis Situation (AICS), PCSO MAP, DOH Medical Assistance to Indigent Patients Program (DOH- MAIP), Persons
with Disability (PWD) eligibility, and other available public financing mechanisms (Gepte, 2020). However,
not all Malasakit Centers embedded within hospitals fulfill their mandate. Hence, patients, out of their
own accord, still solicit support from different government agencies andother financing sources.
Currently, the Malasakit Center budget augments the Medical Assistance for Indigent Patients Program
of the DOH, and in total is allocated its PhP 10.4 billion for all diseases in 2020 (Gepte, 2020).

Deciding how to expand or update cancer care benefits is hampered by limited available evidence to
drive decision-making. Oncology services operate across multiple actors in the health system with
records and databases that are not integrated. The lack of a technological infrastructure to create
interoperable e-records across facilities and then integrate electronic medical records (EMRs) across
public and private facilities limits the ability to generate forecasts for procurement of oncology drugs or
purchasing of cancer services. A full understanding of what services and inputs are required by the
population and delivered through the public system can drive decision-making. This foundation of
evidence can improve demand forecasting and improve estimations of package costs, support the
government to set effective price ceilings, and drive analysis of population needs when it comes to
benefits.

Palliative Care
There is currently no public palliative care financing available, and the DOH has not developed clinical
practice guidelines for palliative care. The DOH is currently the Manual of Operations, Procedures and
Standards and Training Modules on palliative and hospice in the Philippines. (Cairo, 2021; Rosario, 2020)
The lack of human resources combined with no budget allocation to deliver palliative care at the onset
of diagnosis with multidisciplinary teams is a big gap. According to several key informants who are
medical providers, the limited palliative care practice for cancer care in the country are private facilities
based in the large urban metropolis - Metro Manila, Cebu City, Davao City.
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Follow-up Survivorship and Rehabilitation Care
There are currently no publicly funded national programs for follow-up survivorship and rehabilitation
services, but the DOH aims to expand its cancer program to include these interventions. These services
are entirely financed through OOP or through individual requests to foundations and civil society
organizations that advocate for cancer care, or through incumbent legislators and LCEs. However, with
the NICCA law, the Department of Health aims to expand its cancer program to include follow-up
survivorship and hospice care, and the interventions that PhilHealth does not cover (Cairo, 2020).

Governance
At the national level, mechanisms are also in place to monitor the performance of the national
agencies, however, most mechanisms are geared towards utilization of the budget and are not linked
with health outcomes. It is the Department of Budget and Management (DBM) and Committee on
Appropriations (COA) which monitors the financial performance of the DOH through Financial
Accountability reports submitted monthly or quarterly (Capuno, Rivadaneria, and Beazley et al., 2018).
The DBM monitors spending progress through the Budget Execution Documents and Two-Tier Budgeting
Approach according to the priorities set by the department (Nuevo et al., NP).
A new proposed HTA institution is likely to change how funding priorities are made, but limited technical
capacity could limit its rigor. A key provision of the UHC Law is the institutionalization of a Health
Technology and Assessment Council (HTAC). The HTAC is mandated to ensure that all supplies,drugs,
interventions, and health technologies that the government will procure should show sufficient costeffectiveness, cost-benefit, quality, and ethical soundness. Within the first two years of
implementation, the HTAC working with the Health Technology Assessment Unit of the DOH will review
current benefit packages, technologies, and medicines. Even if several FDA-approved innovative anticancer drugs are available in the market, without HTAC review and approval, these cannot be covered
under a PhilHealth benefit package. However, the role of HTAC is recommendatory. Fast-tracking of
certain commodities to be included in the PNF can be done, depending on the agency's political will,
backed by the executive, such as the fast-tracking of COVID-19 vaccines.
Development of clinical practice guidelines (CPGs) for cancer treatment is underfunded by the
government, and patient navigation, including available financing options, is not included in the
guidelines (Roxas, 2021). Most guidelines focus on the clinical aspects of specific treatment, do not
always integrate patient navigation, and are created every three years. Moreover, because the patient
does not have guidelines, where and how to access financing sources are not included. To keep up
withthe continuous updates on CPGs, such as those done by National Comprehensive Cancer Network
(NCCN), it is much better to adopt and localize them. Moreover, the CPGs must include patient
navigation and access to fund sources, which can be facilitated through the Malasakit Centers. Full
utilization of its mandate to fast-track process of application for indigency, PWD, and accessing the list
of all available fund sources (both private and public) are better integrated in the yearly updates. This
makes the creation of CPGs more efficient and continuously updated with the fast-changing medical
practices and fund-sources (Roxas, 2021).
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