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hile every Filipino is entitled to health care as provided by
the Constitution, health care in the country is regarded more
as a privilege than a right as poor Filipinos find it extremely
difficult to avail of health care services.
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Health care inequities
Infant and child mortality
While child mortality rate1 in the Philippines has been declining since
1998, the rate is still high compared to other countries in the region
such as Vietnam, Brunei, Singapore, Thailand and Malaysia. According to the State of the World’s Children Report 2009 of the United
Nations Children’s Fund (UNICEF), the Philippines is one of the 68
countries where 97 percent of all neonatal, child and maternal deaths
worldwide occur.
Based on the 2008 NDHS results, about one in every 30 children dies
before reaching the age of five. The IMR for the five years before the

61

survey (roughly 2004-2008) has declined from 29 deaths per 1,000 live
births in 2003 to 25 deaths per 1,000 live births in 2008. The under-five
mortality rate (U5MR)2 has also declined: from 40 deaths per 1,000 live
births in 2003 to 34 deaths per 1,000 live births in 2008.
Table 1. Infant and Child Mortality Rate in the Philippines, 1990-2008 (Per 1,000 live
births) (in percent)
1990

1993

1998

2003

2008

Under-five mortality rate

80

54

48

40

34

Infant mortality rate

57

34

35

29

25

Proportion of 1-year old children
immunized against measles

78		

71

70

76

Source: National Demographic and Health Survey
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The neonatal mortality rate3 is 16 deaths in a thousand live births
before they reach their first month of life and the post neonatal mortality rate is 9 deaths per 1,000 live births. Neonatal and post neonatal
deaths decreased from 1998 to 2008 with a rate of less than 10
percent. Child mortality is 9 deaths per 1,000 live births and U5MR is
34 deaths out of 1,000 live births.
According to a UNICEF study, a newborn child in the Philippines is
almost 14 times more likely to die during the first month of life than a
child born in a developed country.

Table 2. Early Childhood Mortality Rates, 2008
Neonatal, Post Neonatal, Infant, Child, and Under-Five Mortality Rates for Five-Year Periods
Preceding the Survey, Philippines, 2008
Years
preceding
the survey

Approximate
calendar years

Neonatal
mortality
(NN)

0-4

2004-2008

16

5-9

1999-2003

17

Post
neonatal
mortality
(PNN)1

Infant
mortality
(1q0)

Child
mortality
(4q1)

Under-five
mortality
(5q0)

9

25

9

34

13

31

10

41

10-14
1994-1998
18
14
32
14
1 Computed as the difference between the infant and neonatal mortality rates

45

Source: 2008 National Demographic and Health Status
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The 2008 NDHS results confirm the pattern of declining childhood
mortality in the past 15 years. But disparities across regions remain
and vary by place of residence, socio-economic status and educational level of the mother. In 2008, eight out of 17 regions were estimated
to have IMR and U5MR higher than the national average. Rural areas
are worse off with IMR of 35 deaths per 1,000 live births compared
to 20 out of 1,000 before reaching one year old.
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The U5MR has decreased: from 48 deaths per 1,000 births (1998
NDHS) to 40 in 2003 and 34 in 2008. The IMR shows a similar trend:
from 35 deaths per 1,000 to 29 deaths per 1,000 to 25 deaths per
1,000 for the three surveys, respectively.
Neo-natal deaths in the Philippines were caused by preterm birth (28
percent), asphyxia (23 percent), sepsis/pneumonia (26 percent),
congenital anomaly (8 percent), tetanus (7 percent) and diarrhea (3
percent). Indirect causes are maternal-related risk factors, newbornrelated risk factors, and low birth weight (13 percent) due to pre-maturity and poor intra-uterine growth rate.4
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Table 3. Early Childhood Mortality Rates by Socioeconomic Characteristics, 2008
Neonatal, post neonatal, infant, child, and under-five mortality rates for the 10-year period preceding
the survey, by background characteristic, Philippines 2008
Background
Characteristic

Neonatal
mortality
(NN)

Post neonatal
mortality
(PNN)1

Infant
mortality
(1q0)

Child
mortality
(4q1)

Residence					
		 Urban
13
8
20
8
		 Rural
20
15
35
12
Region					
		 National
		 Capital Region
15
7
22
3
		 Cordillera
		 Admin Region
I Ilocos
II Cagayan Valley
III Central Luzon
Challenges
IVA CALABARZON
in Attaining
IVB MIMAROPA
Universal
Health Care
V in
Bicol
the Philippines
VI Western Visayas
VII Central Visayas
VIII Eastern Visayas
IX Zamboanga
Peninsula
X Northern
Mindanao
XI Davao
XII SOCCSKSARGEN
XIII Caraga

Under-five
mortality
(5q0)
28
46

24

20
15
24
14
12
23
11
28
22
22

10
9
13
10
8
14
8
11
9
23

29
24
38
24
20
37
19
39
31
45

(2)
2
(8)
5
8
13
16
5
4
19

(31)
26
(46)
29
28
49
34
43
35
64

6

8

14

17

31

11
29
12
15

8
6
11
6

19
34
23
21

8
10
11
10

27
44
34
30

Note: Rates in parentheses are based on 250-499 unweighted children.
1
Computed as the difference between the infant and neonatal mortality rates
Source: 2008 National Demographic and Health Status
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Not surprisingly, mortality rates in urban areas are much lower than
those in rural areas. In the rural areas, the ratios are 46 deaths in
1,000 live births for U5MR and 35 per 1,000 live births for IMR, compared to 28 deaths in 1,000 live births for U5MR and 20 deaths per
1,000 live births for IMR in the urban areas.

U5MR and IMR both registered highest in ARMM at 94 deaths per
1,000 live births and 56 deaths per 1,000 live births, respectively;
followed by Eastern Visayas with 64 deaths per 1,000 live births under U5MR and 45 deaths per 1,000 live births for IMR. Notably, the
U5MR and IMR are lowest in NCR and Ilocos.
The poorest Filipinos have IMR of 40 per 1,000 births, compared to
15 per 1,000 live births among the rich, according to the 2008 NDHS.
The 2008 NDHS results also show that U5MR is most prevalent in the
rural areas and among the poorest sections of society. In every 1,000
live births, 59 children from the poorest families die before their fifth
birthday, compared to 17 children among the rich.

Table 4. Child Mortality Rates by Wealth Status and Mother’s Educational Status, 2008
Neonatal, Post Neonatal, Infant, Child, and Under-Five Mortality Rates for the 10-Year Period Challenges
in Attaining
Preceding the Survey, by Background Characteristics, Philippines, 2008
Background
Characteristic

Neonatal
mortality
(NN)

Post neonatal
mortality
(PNN)1

Infant
mortality
(1q0)

Child
mortality
(4q1)

Universal Health
Care in the

Under-five
Philippines
mortality
(5q0)

Wealth Quintile					
Lowest

20

20

40

19

59

Second

19

10

29

9

38

Middle

15

9

24

8

32

Fourth

15

8

23

4

27

Highest

10

5

15

2

17

Mother’s education					
No education

(37)

(50)

(87)

(53)

(136)

Elementary

16

16

32

15

47

High school

19

10

29

8

37

College

11

5

15

3

18

Note: Rates in parentheses are based on 250-499 unweighted children.
1
Computed as the difference between the infant and neonatal mortality rates
Source: 2008 National Demographic and Health Status
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The mother’s educational attainment is related to mortality rates: children born to mothers who have limited or no education had a lesser
chance of reaching their 5th birthday when compared to mothers
with education. U5MR is 136 deaths in 1,000 live births compared
to 18 deaths per 1,000 live births for children whose mothers have
attended college.
For the past 10 years, the trend in gender disparity in mortality rate
shows that more male children die than female children. IMR is consistently higher for male children than for female children. For males,
IMR is 31 deaths per 1,000 live births, compared to 25 deaths per
1,000 live births for females.
Immunization
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Immunization is one of the most important and cost-effective interventions that the government’s health system can provide to the poor and
most vulnerable populations. Routine immunization of children and
women leads to the control and eventual eradication of preventable
diseases if they receive prompt and appropriate treatment when they
are sick.
According to the WHO, a child is fully immunized if s/he has received
the following vaccinations before reaching one year of age: one dose
of BCG vaccine at birth or at the first clinical contact; a measles vaccination at about nine months of age, and three doses each of diphtheria, pertussis, tetanus (DPT) vaccine and oral polio vaccine (OPV).
In the Philippines, immunization rates had steadily gone up from 1990
until 1999. When the government changed its strategy of procuring
vaccines in 2000, the coverage plummeted because the supplies
were not delivered on time and inevitably resulted in stock shortage. Complete immunization coverage for children below 2 years old
reached almost 70 percent in 2003.
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Table 5. Vaccination Status, 2008
Percentage of children age 12-23 months who received specific vaccines at any time
before the survey (according to a vaccination card or the mother’s report), and percentage
with a vaccination card, by background characteristics, Philippines, 2008
2003

2008

70

76

All basic vaccinations (1-12 months)

60

70

All basic vaccinations (12-23 months)

70

80

Measles

Source: National Demographic and Health Status

The 2008 NDHS data shows that the proportion of fully immunized
children increased to 70 percent from 60 percent in 2003. The data
indicates that four in five children (or 80 percent of children age 12-23
months) received all of the basic vaccinations against six preventable
childhood diseases: tuberculosis, diphtheria, pertussis, tetanus, polio
and measles; and 70 percent of children received them before reaching one year old. Only six percent of children have not received any
vaccination.
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Data from the 2008 NDHS show (see Table 6) that immunization coverage also varies a little by residence: 81 percent in urban areas and 79
percent in rural areas, although there are large variations by region. As
expected, ARMM has the highest U5MR and IMR; it also has the lowest
vaccination coverage rate at 31 percent. Children in Western Visayas
have the highest vaccination coverage at 92 percent. The percentage of
children age 12-23 months who have received the six immunizations is
85 percent or higher in CALABARZON, Caraga and Western Visayas.
Full immunization coverage increases with mother’s level of education,
from 26 percent among children whose mothers have no education
to 87 percent among children whose mothers have attended college.
In general, immunization coverage increases with wealth status; only
64 percent of children in households in the poorest areas are fully
immunized, compared to 87 percent of children in households in the
highest wealth quintile.
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Table 6. Vaccinations by Background Characteristics
Percentage of children age 12-23 months who received specific vaccines at any time
before the survey (according to a vaccination card or the mother’s report), and percentage
with a vaccination card, by background characteristics, Philippines, 2008
Background characteristics

Measles

All basic vaccinations1
(1-12 months)

Sex
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Male
85.0
Female
83.8
Residences		
Urban
86.8
Rural
82.1
Region		
National
Capital Region
87.7
Cordillera
Admin Region
90.8
I
Ilocos
84.9
II
Cagayan Valley
88.9
III Central Luzon
85.4
IVA CALABARZON
90.5
IVB MIMAROPA
77.6
V
Bicol
76.3
VI Western Visayas
90.4
VII Central Visayas
87.5
VIII
IX
X
XI
XII
XIII
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Eastern Visayas
77.3
Zamboanga Peninsula
78.3
Northern Mindanao
80.8
Davao
88.8
SOCCSKSARGEN
80.9
Caraga
91.1
ARMM
35.8
Mother’s education		
No education
(32.5)
Elementary
71.0
High school
88.5
College
90.9
Wealth Quintile		
Lowest
71.4

80.5
78.5
82.3
76.8

83.4
84.0
75.8
79.3
77.9
87.4
70.6
71.3
91.5
82.9
80.3
81.5
83.0
84.1
77.0
89.4
30.6
(25.9)
65.9
83.3
87.4
63.6

Background characteristics
Second
Middle
Fourth
Highest

Measles

All basic vaccinations1
(1-12 months)

85.1
86.8
93.2
91.3

81.6
82.3
89.4
87.1

Note: Figures in parentheses are based on 25-49 unweighted children.
1
BCG, measles, and three doses each of DPT and polio vaccine (excludes hepatitis B)
Source: 2008 National Demographic and Health Status

Maternal health care
Improving the quality of maternal health services is an important part of
the health care system. The number of maternal deaths has stayed high
despite more than two decades of efforts. The high rate of death among
pregnant women only characterizes the country’s inequitable health care
system. This number will not decrease significantly until more women
have access to skilled birth attendants and to improved health facilities.
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Improve maternal health is the Millennium Development Goal 5
(MDG5).

MDG Goal 5: Improve Maternal Health
Target A: Reduce by three quarters, between 1990 and 2015,
the maternal mortality ratio
5.1 Maternal mortality ratio (52 maternal deaths per 100,000
live births by 2015)
5.2 Proportion of births assisted by skilled health personnel

Target B: Achieve, by 2015, universal access to reproductive
health
5.3
5.4
5.5
5.6

Contraceptive prevalence rate (COR)
Adolescent birth rate
Antenatal care coverage
Unmet need for family planning
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By all indications, MDG5 remains to be the least likely to be
achieved. The maternal mortality ratio (MMR) and proportion of
births attended by skilled health
personnel are the indicators set
under MDG5. While the country
has embarked on responses
to reduce MMR, in many cases
the results have lagged behind
or faltered for long periods and
are still far from the MDG5 target of 52 maternal deaths per
100,000 live births.
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In the 2006 NSCB Technical
Working Group Mortality Statistics, MMR of 0.014 fell short of the
required annual rate of 0.031. The Philippines is one of the 55 countries that accounts for 94 percent of all maternal deaths in the world.5
It is one of the highest in the region, with just Cambodia and East
Timor having more maternal deaths.6 In 2004, on the International
Conference on Population and Development, it was reported that the
ratio of maternal deaths in the Philippines was 170 while Thailand
had 44 and Malaysia had 41. The UP Population Institute projects the
number of maternal death to be about 4,700 annually (meaning 12
Filipino pregnant women die each day). This projection was based on
MMR of 200 per 100,000 live births for 2008. In the 2008 NDHS, 26
percent of women 15-24 years of age have begun childbearing. Research has shown that Filipino teenage mothers have contributed to
20 percent of all maternal deaths in the country, a thousand of which
are abortion related.7
There has been a declining trend in MMR, from 209 per 100,000 live
births in 1993, to 172 in 1998 (NDHS data), and 162 in 2006 (DoH,
Field Health Services Information System) (see Figure 1).

Figure 1. Maternal Mortality Rate

0
0
0
0
0

0

1993

1998

2006

Discrepancies in MMR show a wide disparity between poor and rich
regions. In 2006, MMR was highest in ARMM with 1.3 percent, followed by CARAGA with 1.2 percent and Region IVB (MIMAROPA) and
Region XI (Davao) with 1 percent.8
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Among the leading causes of maternal mortality in the Philippines are
other complications related to pregnancy occurring in the course of
labor, delivery and puerperium;9 hypertension complicating pregnancy, childbirth and puerperium; postpartum hemorrhage; pregnancy
with abortive outcome; and hemorrhage in early pregnancy. Over half
of the cases of maternal deaths remain unreported. In 2002 alone,
56 percent of recorded maternal deaths in the civil registry were unaccounted for. 10
Health-related practices that affect maternal health are antenatal care
(ANC), including iron supplementation and tetanus toxoid vaccination;
delivery care and services; postnatal care; and problems accessing
health services. Antenatal care is essential to monitor the health of the
mother and the baby and to diagnose pregnancy-related problems.
The quality of antenatal care services provided to pregnant women
can be assessed in terms of the type of service provider, the number
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of antenatal care visits made,
including whether a tetanus
toxoid injection was received,
the timing of the first visit,
and the services and information provided during their antenatal checkups.
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According to the 2008 NDHS,
91 percent of women with a
live birth in the five years preceding the survey received
antenatal care services from
a skilled provider (52 percent
provided by a nurse or a midwife and 39 percent provided
by a doctor). Five percent of
women received antenatal
care from a traditional birth
attendant, or hilot, while 4
percent did not receive any
antenatal care services at all.
These figures indicate that
there has been an increase
in the proportion of births attended by a skilled provider
(from 88 percent in 2003 to
91 percent in 2008), and a
decline in the percentage of
births assisted by a traditional birth attendant (from 7 percent in 2003 to 5 percent in
2008) (NSO and ORC Macro,
2004).

Table 7. Provision of Antenatal Care, 2008
Background
characteristic

Doctor

Nurse

Residence								
Urban
52.5
1.8
Rural
25.9
1.0
Region								
National Capital Region
63.8
3.2
Cordillera Admin Region
50.4
2.7
I Ilocos
48.3
0.4
II Cagayan Valley
27.8
1.5
III Central Luzon
50.7
1.1
IVA CALABARZON
55.7
0.2
IVB MIMAROPA
28.8
1.6
V Bicol
29.5
0.7
VI Western Visayas
33.7
1.3
VII Central Visayas
21.0
1.7
VIII Eastern Visayas
29.2
2.0
IX Zamboanga Peninsula
18.7
0.4
X Northern Mindanao
26.2
0.9
XI Davao
25.9
0.4
XII SOCCSKSARGEN
13.5
1.4
XIII Caraga
22.8
3.0
ARMM
21.5
1.3
Mother’s education								
No education
6.1
1.8
Elementary
12.6
1.2
High school
35.6
1.7
College
69.3
1.1
Wealth Quintile								
Lowest
8.6
1.0
Second
24.0
1.7
Middle
39.6
1.9
Fourth
61.6
1.5
Highest
80.1
0.8

Note: If more than one source of ANC was mentioned, only the
1
Skilled provider includes doctor, nurse, midwife
Source: 2008 National Demographic and Health Status

Midwife

Hilot

No one

Other/
missing

Total

								
39.9
2.3
3.5
0.1
100.0
61.1
7.6
4.2
0.2
100.0
								
27.4
1.5
4.1
0.0
100.0
38.8
1.1
7.1
0.0
100.0
41.3
3.5
6.4
0.0
100.0
65.5
2.7
2.6
0.0
100.0
43.9
0.5
3.6
0.3
100.0
39.5
1.0
3.5
0.0
100.0
54.9
9.7
4.9
0.0
100.0
61.8
5.2
2.8
0.0
100.0
59.5
1.8
3.3
0.4
100.0
74.4
0.6
2.0
0.3
100.0
59.0
4.1
5.7
0.0
100.0
66.8
9.4
4.3
0.4
100.0
65.2
2.7
5.0
0.0
100.0
67.3
5.3
0.8
0.4
100.0
71.2
7.3
6.6
0.0
100.0
70.7
1.3
2.2
0.0
100.0
23.9
48.9
4.4
0.0
100.0
								
36.1
39.4
16.6
0.0
100.0
66.8
10.5
8.7
0.2
100.0
56.8
3.1
2.6
0.1
100.0
26.8
1.6
1.2
0.0
100.0
								
67.5
14.5
8.2
0.2
100.0
65.7
4.3
4.1
0.2
100.0
54.4
1.5
2.6
0.0
100.0
34.4
1.2
1.1
0.1
100.0
17.4
0.1
1.5
0.0
100.0

Percentage receiving
antenatal care from
a skilled provider1
94.2
88.1
94.4
91.8
90.1
94.8
95.6
95.4
85.4
92.0
94.6
97.1
90.2
85.9
92.2
93.6
86.1
96.6
46.7
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44.0
80.6
94.2
97.1
77.1
91.4
95.9
97.6
98.3

e provider with the highest qualifications is considered in this tabulation.
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Receipt of antenatal care from a skilled provider (see Table 7) is higher
in urban areas (94 percent) than in rural areas (88 percent). In majority
of the regions, 90 percent to 80 percent of women received antenatal
care from a health care professional. As expected, there are wide
variations in ANC coverage and services across regions: ARMM has
the lowest antenatal coverage at 47 percent followed by Zamboanga
Peninsula with 77 percent. Central Luzon and NCR have the highest
antenatal coverage with 92.4 percent and 92.1 percent, respectively.
Seven percent of pregnant women in Cordillera Administrative Region
(CAR) and SOCCSKSARGEN received no antenatal care.
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Midwives are the most popular antenatal care providers in 11 regions.
In five Luzon regions (NCR, CAR, Ilocos, Central Luzon, and CALABARZON), antenatal care is provided mostly by doctors. In ARMM, 48.9
percent or almost half of women were attended by a traditional birth
attendant.
Live Birth Delivery
More than half or 56 percent of mothers gave birth at home while 44
percent gave birth in a health facility.
This reveals that there are still a staggering number of births not being attended by a skilled birth attendant. In the 2008 NDHS results,
36 percent of births were attended by a hilot or traditional birth attendant (TBA). This is to be expected because the majority of deliveries
take place at home. Based on the same study by the NDHS, only 62
percent of births were assisted at delivery by health professionals, 35
percent by a doctor and 27 percent by a midwife or nurse. While the
proportion of births attended by a health professional has increased
slightly from 60 percent in 2003 (NSO and ORC Macro, 2004), it remains lower than the target set by the DOH (80 percent by 2004).
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There are large disparities in the delivery assistance by a skilled provider according to background characteristics of the mother and her

residence. Poor women are always least likely to receive maternal
and reproductive health care services. Births in urban areas are twice
as likely to be delivered in a health facility as those in rural areas. In
urban areas, 78 percent of births are attended by skilled professionals, compared to 48 percent of births in rural areas.
Women in the lowest wealth quintile received the least health care
services during delivery: 71.4 percent were assisted by hilots or TBA;
and only 9.4% were attended by a doctor. In contrast, 77 percent
of the women from the highest wealth quintile were assisted by doctors during child birth. Poor women who experience difficulties cannot avail of life-saving services: about 1.3 percent of them delivered
by caesarian section (C-section), compared to 27.7 percent of the
women in the highest wealth quintile.
Births in rural areas are more likely to be delivered at home than births
in urban areas (70 and 40 percent, respectively). Across regions,
delivery in a health facility is most common in NCR (69 percent). In
five regions, at least 70 percent of births occurred at home: ARMM
(85 percent), SOCCSKSARGEN (77 percent), MIMAROPA (73 percent),
Zamboanga Peninsula (71 percent), and Cagayan Valley (70 percent).
Eighty-seven percent of deliveries in NCR are assisted by health professionals (57 percent by a doctor and 30 percent by a midwife or
nurse). In contrast, 80 percent of births in ARMM are assisted by a
hilot or TBA. Interestingly, 12 percent of births in CAR are assisted by
a relative or friend and 1 percent are delivered with no assistance.
The best way to reduce the risks of complications and infections that
may cause the death or serious illness of the mother and the baby or
both is to increase the proportion of deliveries in a safe and clean environment and under the supervision of skilled attendants and health
professionals. However, the majority of the Filipinos, especially the
poor, have yet to see a skilled attendant and many of our health facilities in the rural areas are located beyond the ideal four (4) kilometers
from an individual’s residence.
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The HIV/AIDS epidemic, dengue outbreak and spread of other
diseases
The Asian Development Bank (ADB)-UNAIDS Study Series pointed out
that the countries of Asia and the Pacific are at a “make-or-break”
point in HIV/AIDS. From the time the first HIV case was first detected
in the early 80s, the incidence of the epidemic has remained low11
and its prevalence rate remains to be below (0.01% among people
15-49 years old) in the Philippines. Over the past years, however, the
number of new HIV reported cases has rapidly increased.
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The DOH lists four high-risk behaviors that have contributed to the
spike in the number of HIV infections in recent years: unprotected
sex with multiple sex partners, unprotected anal sex between males,
unprotected sex with commercial sex workers, and injecting drugs
with used needles.
Anyone engaging in these types of behavior is at risk, but even among
them, the DOH enumerates the “most at risk populations” (MARPs)
which have the highest proportion of infections: sex workers, males
who have sex with other males (MSM), injecting drug users (IDU) who
re-use and share needles, and the clients of commercial sex workers.
There is a fifth group along the chain of HIV spread that is equally at
high risk: the partners of each person in the four identified groups.
Experts describe the surge in HIV cases among Filipinos as “disturbing” and “terrifying,” considering that HIV infections have increased
significantly in the last three years, mainly among MSM and a community of IDUs in Cebu this year.
The increasing number of HIV reported cases constitutes one of the
most pressing health threats in the country today.
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The Philippine HIV and AIDS Registry that records confirmed HIV blood
tests submitted by clinics and hospitals nationwide recorded 4,971

people living with HIV from 1984 to April 2010, with an average of
29 new cases per month registered for 2007. The first and second
quarters of 2008 had an average of 40-50 new cases in a month. The
registry’s reports were in trickles, but starting December 2009, the
monthly updates began listing more than 100 new infections, with a
notable percentage among males: 126 in December 2009, of whom
121 were males; 143 in January 2010 (125 males), 130 in February
(120 males), and 120 in March (104 males). This has surpassed the
total number of HIV cases annually since the HIV and AIDS Registry
started. Thus, from a low and slow character, it has become a growing phenomenon.12
Table 8. Number of Recorded HIV Cases (as of April 2010)
Demographic data
Total Reported Cases
Asymptomatic cases
AIDS cases
By Gender
Males
Females
Youth 15-24 years old
Children <15 years old
Reported deaths due to AIDS

April 2010
154		
152
2
154		
144
10
36		
0		
1		

JanuaryApril 2010

Cumulative data:
1984-2010

547		
4,971
539
4,131
8
840
547
493		 3725*
54		 1235*
162		
886
1		
53
1		
319

Challenges
in Attaining
Universal Health
Care in the
Philippines

*Note: No data available on sex for eleven (11) cases.
Source: DoH-National Epidemiology Center, April 2010

In April 2010, the HIV and AIDS Registry had 154 new HIV Ab seropositive individuals confirmed by the STD/AIDS Cooperative Central
Laboratory (SACCL). This was a 133% increase compared to the
same period last year (n=66 in 2009). Of the 154 individuals reported, most of the cases (94%) were males. The median age was 28
years (age range: 18-54 years). The 25-29 year age-group registered
the highest number of cases (34%). NCR accounts for 44 percent or
67 of the reported HIV cases.
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The 2009 Integrated HIV Behavioral and Serologic Surveillance that
determined the knowledge and behavior of at-risk populations and
tested them for HIV showed that from 2006 onwards, 74 percent of
HIV infections were occurring mostly among men. Sexual contact remains to be the most common mode of HIV transmission in the country. The predominant mode of transmission however has significantly
shifted from heterosexual to bisexual and homosexual contact.
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From January to April 2010, sixteen of the 154 (10 percent) reported
cases were OFWs; fourteen (88 percent) were males. All cases acquired the HIV infection through sexual contact. In 2009, a total of
164 returning overseas Filipino workers (OFWs) were reported to be
infected with HIV. This figure is the highest since 1984, but it only accounts for 20 percent of all individuals reported in the same year. In
2008, a total of 123 OFWs diagnosed with HIV comprised 23 percent
of all reported HIV cases in the country. The increasing proportion of
OFWs with HIV is indicative of the lack or absence of active government monitoring in this sector.
Reliable HIV data is a precondition for taking effective action against
the epidemic. The current HIV surveillance systems in the country are
overly dependent on limited data sources. The government needs
to examine multiple sources of data to come up with an accurate
understanding of the patterns, trends, and scale of the epidemic. The
government could never be complacent with the unreported cases.
Dr. Eric A. Tayag, director of the DoH Epidemiology Center that conducts a survey every two years, said 53 percent of all HIV cases
were reported in the last five years; of these, 62 percent were MSM.
Among HIV-positive drug injectors, 86 percent were males. He further
explained that “more males are getting infected because more males
are practicing high risk behavior.”
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The rise in cases among IDU is more upsetting, as infection through
injecting drug use is faster than sexual transmission. From only seven
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HIV cases in 22 years, one in 2008 and zero in 2007 and 2009,
HIV infections were noted among 63 IDUs in Cebu in the first three
months of 2010 alone. In Zamboanga City, the DoH Region IX has
recorded at least nine cases of persons diagnosed as suffering from
the HIV during the first four months of this year. This is the first time
that Zamboanga City registered such a big number of HIV-AIDS cases
for just a short period of time.
Among the age groups, from 2006 to 2007, males aged 30-34 and
females 25-29 years old dominated the infected groups; but in 2008,
the cases appeared to be among the younger set: 25-29 for males
and females, with huge increases in males 20-24 years old, a trend
that continues up to the present. In the 2007 survey, seven tested
HIV-positive among respondents; in 2009, there were 70 (46 males
and 24 females aged 15 to 41).
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Figure 2. HIV Cases by
50 & older
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Until 2007, the high rate of infection was concentrated in Metro Manila and Metro Cebu, but in 2008 and 2009, the list included Metro
Davao. All the country’s 17 regions and 72 of its 80 provinces are
now reporting HIV cases.
The survey reflects the urgency of the situation and shows a two-year
doubling time of infections. In 2000, from one new infection reported
every three days, it rose to one case per day in 2007; and two a day
in 2009. Based on this trend of increases, the government cannot afford to remain complacent. Dr. Tayag stressed that for 2010 the HIV
epidemic is more alarming: from April 12 to June 30, there were 316
new HIV cases. By December 2010, there would be more than 1,500
new cases, and a range of 4,000 to 7,000 by 2011. This means that
about four new cases will be reported per day in 2010.
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In the bigger populace, young people who are at the receiving end of
a barrage of social influences are just as vulnerable to acquiring HIV.
This is according to a study by the UP Population Institute and the
Commission on Population on the sexual risk behaviors and knowledge of HIV and AIDS among young workers in call centers and other
industries in Metro Manila.
The study found that one-fifth (or 20 percent) of more than 400 respondents in all industries have multiple sex partners; 34 percent have casual
sex; 14 percent pay for sex, and 15 percent have same-sex encounters.
Only 11 percent perceive their risks for HIV infection. Regardless of industry, risky behaviors are high, and levels are slightly higher among call
center employees when it comes to unprotected sex, sex with many partners, commercial sex and casual sex. This is especially alarming in view
of the fact that the country’s call-center industry employs those who had
attained college education and are therefore expected to have access to
more knowledge on HIV/AIDS and safer sex practices.
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The Operational Plan of the AIDS Medium Term Plan: 2005-2010
(AMTP-IV) required about P849 million for 2007-2008. Given the aver-

age total spending of about P311 million per year, there is a funding
gap of about P227 million or P113.5 million annually. For the government to be able to reverse the effect of HIV epidemic in the next three
years (or by mid-term of the Aquino administration), it has to shoulder
the financial burden of P2.6 billion for treating Filipinos with HIV.
During the HIV Summit 2010, former DoH Secretary Esperanza Cabral noted that more than 70 percent of spending for HIV and AIDS
programs and services come from the international community;
a mere 20 percent come from domestic sources and 13 percent
from the private sector. Currently, the country’s biggest donor is the
Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM), which
has funded HIV prevention programs around the country and provided
free antiretroviral (ARV) drugs for persons living with HIV (PLHIV). More
than 800 PLHIV are currently receiving the free ARVs.
Tuberculosis
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The Philippines ranks ninth on the list of 22 high-burden TB countries
in the world, according to the WHO Global TB Report 2009. TB has
consistently been in the top 10 causes of morbidity and mortality in
the country, in fact ranking eighth in both categories in 2003.
In 2007, approximately 100 Filipinos died each day from the disease,
but significant strides have been made in increasing case detection
and treatment. In 2004, based on the Philippines country profile of
the United States Agency for International Development (USAID), the
country achieved a TB case detection rate of 72 percent, exceeding
the target of 70 percent set by the WHO; in 2007, case detection
reached 75 percent. Still, the country’s current ranking translates to
some 250,000 Filipinos being infected with TB annually and reports
indicate 75 patients dying every day from the disease.
The National Tuberculosis Program (NTP) was initiated in the country
in 1968 and was integrated into the general health service based
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on the WHO recommendation. Though the DoH remains to be the
body tasked to formulate and monitor the program through its Center
for Health Development (CHD), the direct delivery of NTP services is
the responsibility of LGUs in accordance with the devolution of health
services. The main strategy of the NTP is the Directly Observed Treatment Short course (DOTS) recommended by the WHO.
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Financing of the Tuberculosis Control Program covers the treatment of
TB cases, laboratory diagnosis, capability-building of health workers,
operation of Public-Private Mix Department (PPMD) units, advocacy,
monitoring and evaluation and other operating expenses. An annual
amount of P606.877 million is needed to finance the programs and
projects to combat TB in the Philippines. But only P428.077 million is
provided by DoH and the Official Development Assistance (ODA). A total gap of about P178.8 million per year, or roughly P1.967 billion for
the 2005 to 2015 operations, is still required to finance TB control.
Malaria
The country has been listed by the WHO among the ten malaria endemic countries in the Western Pacific Region.
The Philippine Malaria Country Profile 2008 shows that 57 of the 79
provinces are malaria endemic, although 90 percent of cases are
found in 25 provinces.13 The islands of Cebu, Leyte and Catanduanes
are malaria-free. In 2008, DoH declared six more provinces malariafree, bringing the total to 22 out of 81 provinces. The provinces of
Marinduque, Sorsogon, and Albay in Luzon; Eastern and Western Samar in the Visayas; and Surigao del Norte in Mindanao were declared
malaria-free after having had no reported indigenous cases for five
consecutive years. In 2006, Benguet, Cavite and Masbate were likewise declared free of malaria.
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A report by the Asian Development Bank (ADB) indicates that malaria
is no longer a serious health problem and no longer a leading cause

of death in the country.14 Malaria cases were said to have been decreasing since the 1990s.15 However, figures tell otherwise with an
increasing trend from 1999. In 2006, according to the WHO World
Malaria Report 2009, the number of malaria cases was estimated to
be 124,152.
Although it is no longer the leading cause of morbidity in the country,
malaria is still a major public health threat. In 2008, some 11,885 individuals got sick with malaria. This figure translates to 13.3 percent
morbidity rate per 100,000 population.16 However, malaria national
surveillance mechanisms vary differently in quality and completeness,
thus giving little information on the real picture of the malaria burden
in the country. Aggregated data in the sub-national and regional levels
present another story. While some have made progress as evidenced
by the decrease in reported cases, other provinces continue to report
malaria incidence.
Dengue
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Dengue, known as “break-bone fever” because it can be extremely
painful, is prevalent in the Philippines. From about 50,000 recorded
dengue cases in 1998, it afflicted more than 84,000 in the first nine
months of 2010. As of September 11, some 84,023 Filipinos have
fallen ill of dengue, a figure which is 117.73 percent higher than the
number of reported cases for the same period in 2009.
These high figures graphically illustrate the tragic state of Philippine
health care. Dengue is considered an easily preventable disease. Despite this, 543 deaths have been monitored across the country this
year. Eastern Visayas registered the highest figure at 70, marking a
31 percent upsurge from 2009.
DoH records as of August showed that other regions heavily affected by dengue include Western Visayas with 10,026 reported cases
(more than thrice the 2,977 cases reported during the same period
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in 2009); Soccsksargen, 6,470; Calabarzon, 5,739; Eastern Visayas,
5,543; Metro Manila, 4,744; Davao, 4,658; and Northern Mindanao,
3,935. Of the dengue patients, majority of whom were male, 77 percent ranged in age from 1 to 20 years old. The provinces of Iloilo,
Capiz and Guimaras had to declare a state of calamity when the cases of dengue rose nearly four times from August to September this
year.
In the Bicol region, the number of dengue cases has topped the
1,000-mark. The DoH regional office said that 1,003 cases had been
recorded from January to August 19 this year. In 2009, the number
of recorded cases for the entire region was 943.
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The treatment for dengue in a public hospital costs at least P7,000
and the patients have to queue in the so-called Dengue express-lanes
in public hospitals for a long and dangerous time. Although public hospitals are relatively cheaper, these are understaffed and ill-equipped.
So far there is no definite cure yet for dengue. Instead, what are
being treated in dengue patients are the symptoms. The patients’
vital signs are monitored to prevent dehydration and blood tests are
administered often to monitor the blood platelet count. Some have to
undergo blood transfusion, which is costly, if the platelet count plummets to a life-threatening level.

Failed public health care financing
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The country’s deteriorating health care situation is urgent not just for
the poor themselves but for all Filipinos whose general welfare depends on the good health of all. Radical changes in various arenas
of the health care sector are imperative in order to reverse these
trends. One of these is in public health care financing. Compared to
other countries in the region, the country’s level of health expenditure
is below the 5 percent international standard set by the WHO. For
the Philippines, the 5 percent GDP health expenditure is estimated at
P440 billion.17

Embarrassing
In the 2009 World Health Statistics, the Philippines registered a measly 3.8 percent share of total health expenditure to GDP in 2006.
Compare this to Vietnam’s 6.6 percent and Malaysia’s 4.3 percent.
The government spent a total of P234.4 billion for health care in 2007,
which accounts for 3.2 percent of GDP. Though the total health expenditures showed slight improvements during the period of 2005-2007,
the trend, according to the NSO, is decelerating both at current and
constant prices. 18
In 2000 prices, the real per capita DoH spending is from P172 in1998
to P81 in 2006. This is way below the WHO estimate for health spending per person which is around $35 dollars or about P1,575. In 2009,
public spending on health per Filipino per day was at P83.04 for a
population of 88,566,732, based on the DoH computation.
The average budget allocation for health since 2001 under the former
administration of Gloria Arroyo was just 1.8% of the total budget – the
lowest share for health spending among the last three administrations
(Aquino, 3.1%; Ramos, 2.6%; and Estrada, 2.4%).
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Table 9. Comparative Health Budgetary Allocation, 2007-2011, in Billion
Pesos
Current Year

Amount in billion pesos
(health)

General Appropriations
(in trillion pesos)

2007

P 11.5

P1.226

2008

P 18.91

P1.227

2009

P 23.67

P1.415

2010		

P 24.65

P1.41

2011		

P 32.63

P1.645 (proposed)
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For fiscal year (FY) 2011, the proposed budget of the DoH in the
amount of P32.63 billion ranks seventh among all national government agencies. It accounts for 4.24 percent of the P1.645 trillion
national budget for FY 2011. Of this, P32 billion (95.8 percent), based
on the Health Policy Development and Planning Bureau (HPDPB), is
allocated to the Office of the Secretary. As proposed for FY 2011,
hospital services amounting to P16.43 billion (or 50 percent of the
total DoH budget) will be allotted while public health item will only get
a 28 percent share (P9.12 billion).19
The country’s poor, who cannot afford to pay for healthcare and rely
on free or subsidized government services, are the most affected by
low government spending on health.
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Budget support for public hospitals such as Tondo Medical Center,
Rizal Medical Center, East Avenue Medical Center, Quirino Memorial
and the Philippine Heart Center, among others, have been decreasing. This is one reason why out-of-pocket payments for health care
services are increasing in the Philippines. According to the 2007 Philippine National Health Accounts (PNHA), 54 percent of healthcare expenditures came from out-of-pocket payments made by the patients;
only 9 percent was shouldered by social health insurance, with 13
percent coming from the national government and local government
units, and 11 percent from other sources. This practice is debilitating
to the poorer majority of Filipinos whose pockets are empty to begin
with.
The National Health Insurance Law, which established the Philippine
Health Insurance Corporation (PhilHealth), called for health insurance
for all Filipinos by 2010. However, from the time PhilHealth was created fifteen years ago, out-of-pocket payments have shot up from
40 percent to 54 percent of health expenditures. The national health
insurance program devotes much of its resources reimbursing health
care facilities and providers in the more developed and urbanized
areas while reimbursements remain very low in rural and among the

poorest areas. PhilHealth coverage, according to the 2008 NDHS, is
lowest in the poverty-stricken provinces of the Autonomous Region
for Muslim Mindanao (ARMM).
With health insurance protecting only some 38 percent of Filipinos
(2008 NDHS), PhilHealth has fallen short of its targets. As currently
implemented, the Social Health Insurance scheme is far from its vision of ensuring “sustainable, affordable and progressive social health
insurance, which endeavors to influence the delivery of accessible
quality health care for all Filipinos.” PhilHealth has to increase its
coverage, because enrollment in private health insurance is way out
of the average Filipino’s budget; only 2 percent of Filipinos are covered by private insurance or have membership in health maintenance
organizations (HMOs).

The exodus of health care professionals
Health care professionals continue to leave the country in droves.
Philippine Overseas Employment Agency (POEA) data show that more
than 33,964 nurses were deployed abroad from 1995 to 2000. Aside
from the United Kingdom and the US, Filipino nurses have also been
hired in Austria, Norway and Japan. Midwives who are in the front line
of health care provision are also seeking jobs as caregivers in other
countries. In 2009, POEA reported that 13,014 professional nurses
and 319 professional midwives went to work overseas.
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Aside from migration, equally alarming during the past several years
is the trend of health care professionals shifting to careers that would
grant better compensation, like doctors taking up nursing as a second course with the objective of working abroad as nurses. According
to former DoH Secretary Dr. Jaime Galvez-Tan, at a rate of 1,200 per
year, at least 9,000 doctors have become “nursing medics.” About
80 percent of public health physicians have taken up or are enrolled
in nursing courses.20
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The country’s health care system is in the sad state of disrepair especially in rural areas where health care facilities and services are badly
needed. In November 2005, the Private Hospitals Association of the
Philippines (PHAP) reported that some 800 hospitals have partially
closed for lack of nurses and doctors,21 while some 200 hospitals
have already closed. Among the hospitals that closed were the Almagro Community Hospital in Western Samar, the Tapul Municipal
Hospital, Tangkil Municipal Hospital, Pangutaran District Hospital,
Siasi District Hospital and Panamao District Hospital in Sulu, and the
Sergio Osmena District Hospital in Zamboanga del Norte. In Sulu,
majority of the municipalities have only one doctor. The municipalities
of Pata, Talipao, Lugus and Pandami have no doctors at all.
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Partially closed were the Calbayog District Hospital, Gandara District
Hospital, Basey District Hospital and Tarangnan District Hospital in
Western Samar, the Malipayon District Hospital, San Jose District
Hospital and San Andres District Hospital in Romblon, and the Jolo
Provincial Hospital. In Samar and other poor provinces like Kalinga,
Apayao, Mindoro, Sulu, Agusan and ARMM, one can find areas with
no hospitals.

Weak health regulation
Health regulation applies not only to those who produce or provide
health services and goods but also those who finance, utilize or consume them (such as pharmaceutical companies, manufacturers of
medical device, etc.).
For the past years, there has been an increasing range of policies
required for effective health regulation, including Republic Act (RA)
No. 8344 or the Act Prohibiting the Demand of Deposits or Advance
Payments, RA 9439 or the Anti-Hospital Detention Law, RA No. 9502
otherwise known as the Cheaper Medicines Law of 2008, and RA
9711 or the Food and Drugs Administration Act of 2009.
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The system for health regulations has been chronically weak, ineffective and has not been used as an effective policy instrument. According to the Blueprint for Universal Health Care 2010-2015 and
Beyond, the country’s healthcare sector suffers from “regulatory capture,” being primarily driven by the interests of the enterprises trading
in health care goods. Pricing and marketing of pharmaceuticals and
other health care products have distorted national expenditures on
these items in such a way that essential, life-saving goods are either
too expensive or absent from the market while items of dubious value
dominate trade and commerce.22

Conclusions
It will be impossible to achieve universal health care without greater
and more effective investment in health systems and services.
The widening health inequities, slow progress in reducing maternal
deaths, high population growth, mal-distribution of health professionals and skilled workers, failed public health care financing and weak
health regulation are among the realities that the government must
address to reform the health system towards universal health care. To
fulfill the right to health of its citizenry, the government must be guided by the WHO’s Framework for Action, which identifies “six building
blocks” of universal health care: service delivery; health workforce;
information; medical products, vaccines and technologies; financing;
and leadership and governance (stewardship).23
To address these challenges, according to the Blueprint for Universal
Health Care, radical reforms in all components of the health system
are required. Such reforms must be aimed at achieving universal
health care in the country over a reasonable period of time (10-15
years). This means that every Filipino should have access to high
quality health care that is efficient, accessible, equitably distributed,
adequately funded, fairly financed, and directed in conjunction with an
informed and empowered public. The overarching philosophy is that
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access to social services is based on needs and not on the capability
to pay.24
There are a number of ways by which the government can attain universal health care, some of which can be done within the medium
term:
1.

a.
b.
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The government must go beyond the distribution of PhilHealth
cards. Universal health care should mean that every Filipino will
get not merely the card but more importantly, appropriate quality
health care. The government must develop an initial package of
basic health services to be made available to every Filipino given
the present resources available to the health system:

c.

expanding PhilHealth’s outpatient health care benefits;
expanding the coverage of the Cheaper Medicines Law for all
non-patent pharmaceutical products; and
ensuring that the 100 most essential drugs (in generics) are
available in every health facility all the time.

2.

The government should institutionalize public health financing at
5 percent of the national budget.

3.

High population growth rate should be addressed (the country’s
projected population for 2010 is 94 million; 102.9 million for
2015). More than this, the Aquino government must realize that
the controversy over the reproductive health bill concerns more
than demographic targets or contraceptives, as the bill’s opponents would have everyone believe.

4.

Strict enforcement and implementation of the following laws on
the right to health:
a.	RA 7305, the Magna Carta of Public Health Workers
b.	RA 8344, the Anti-Hospital Detention Law

c.	RA 9173, the Nursing Act of 2002
d.	RA 9502, the Cheaper Medicines Law
5.

Full implementation of the Food and Drugs Administration Act
of 2009 (RA 9711) based on the principle that health concerns
take precedence over business interests. Registration and other
regulatory requirements for health goods should be re-designed
to ensure not only safety and effectiveness but also affordability
of health products.

6.

A Presidential Legislative Agenda for Health that will harmonize
existing laws related to health; guide actions of local government
units, national government agencies and the private sector in
safeguarding public health; and stipulate sanctions against violations and acts of negligence.

7.

Address the HIV epidemic, with the principle that prevention
through education is the most cost-effective means of addressing it. The government should also ensure the strict and effective
implementation of the Philippine HIV/AIDS Prevention and Control
Act of 1998 (RA 8504) by providing sufficient funds in the HIV/
AIDS prevention program and integrating HIV prevention in education at various levels.

8.

Sustaining the “Doctors to the Barrio” Program.

9.

Boosting the country’s health infrastructure by constructing more
Rural Health Units and District Hospitals and providing them with
modern health facilities.

10. To address the woeful healthcare systems in the poorest areas,
contributions from low-income and the poorest municipalities and
provinces for PhilHealth premiums can be waived; such funds can
instead be used to improve health facilities and services in these
areas.
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