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Executive Summary

In 2010, the Department of Health (DOH) launched the “Aquino Health Agenda: 
Achieving Universal Health Care for All Filipinos,” or the Universal Health Care (UHC) 
program, through Administrative Order No. 2010-0036. The UHC program aims to 
provide every Filipino equal access to quality health care, starting with those belonging 
in the lowest income brackets as identified in the government’s National Household 
Targeting System for Poverty Reduction (NHTS-PR).

In 2011, the UHC program’s operational strategy, called Kalusugan Pangkalahatan (KP), 
was issued through Department Order No. 2011-0188. To monitor the implementation 
of the KP/UHC program on a quarterly basis, the Kalusugan Pangkalahatan Operations 
Monitoring (KPOM) was developed. The KPOM quarterly surveys monitor the 
implementation of the KP/UHC program in terms of meeting the Millennium 
Development Goals (MDGs), improving financial risk protection (FRP), and attaining 
the objectives of the Health Facility Enhancement Program (HFEP).

The KPOM was developed by consulting experts, DOH staff members, and other 
implementing partners of the United States Agency for International Development 
(USAID). They decided which indicators needed to be tracked to measure the 
implementation of the KP/UHC programs.

The KPOM gets its data directly from health facilities and from personnel working 
directly with NHTS-PR households, with the data collection done by a neutral third-
party survey firm. KPOM surveys gather information on a smaller set of indicators, 
making the data readily collectible and, in turn, available to decision-makers.

To date, there are a total of 38 KPOM indicators, nine of which are for monitoring the 
improvement of FRP, five for the attainment of health-related MDGs, and 24 for the 
attainment of HFEP objectives.

To date, there have been five rounds of data collection and reporting since the KPOM 
was launched in October 2013. The KPOM quarterly reports are presented to key 
stakeholders of the KP/UHC program, namely the Secretary of Health (SOH), the 
DOH Executive Committee (ExeCom) members, and the Philippine Health Insurance 
Corporation (PHIC, or PhilHealth).

The KPOM presents the KP/UHC program performance at all levels and enables the 
DOH and other key stakeholders to identify and address implementation issues and 
bottlenecks, intervene and correct negative trends and performance, and use available 
data for decision making to provide related instructions to various offices involved.
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The KPOM survey results have been used as basis for policy notes designed to help 
stakeholders create new policies that will improve the delivery of health services in the 
country. To date, three policy notes have been crafted by the Health Policy Development 
Program (HPDP) based on the results of the KPOM survey.

After the first four rounds of the KPOM survey, the DOH and its Health Policy 
Development and Planning Bureau (HPDPB) commissioned Dr. John Peabody to 
do an external assessment study of the KPOM implementation. The assessment study 
was done to help ensure the viability of the KPOM as a sustainable mechanism for 
monitoring the progress of KP/UHC implementation. The assessment study led 
by Dr. Peabody recommends the continued regular and timely review of KP/UHC 
implementation.

Following the results of the assessment study done by Dr. Peabody, the UPecon 
Foundation, Inc. and the HPDP (UPecon-HPDP) proposed recommendations to 
improve the KPOM. These recommendations include the expansion of the KPOM 
survey to collect key information on public and private health care facilities, selected 
public and private health care providers, patient exit, and households and household 
membership. Other recommendations from the UPecon-HPDP include other 
proposed indicators, proposed funding mechanisms, and proposed technology transfer 
mechanisms for the KP/UHC program. 



ix
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1.0
Background of the KPOM

1.1
What is the 
KPOM?

In 2010, the “Aquino Health Agenda: Achieving Universal Health Care for All Filipinos” 
or Universal Health Care (UHC) program was launched by the Department of Health 
(DOH) through Administrative Order No. 2010-0036.

The UHC program sought to provide every Filipino equal access to quality health care, 
beginning with those in the lowest income brackets, as identified in the government’s 
National Household Targeting System for Poverty Reduction (NHTS-PR).

The following year, the UHC program’s operational strategy was issued through 
Department Order No. 2011-0188, and was called Kalusugan Pangkalahatan (KP). 
To monitor the implementation of the KP/UHC program on a quarterly basis, the 
Kalusugan Pangkalahatan Operations Monitoring (KPOM) was developed and then 
launched in 2013. 

The KPOM is a quarterly survey that measures the progress of KP/
UHC implementation in terms of three thrusts, namely: gains 
towards achieving the Millennium Development Goals (MDGs), 
improving financial risk protection (FRP), and attaining the 
objectives of the Health Facility Enhancement Program (HFEP).

The DOH mandated the conduct of the KPOM through 
Department Order No. 2014-0109, or the “Guidelines for the 
Implementation and Use of KP Operations Monitoring.” As such, 
the KPOM was implemented by the DOH, particularly the Health 
Policy Development and Planning Bureau (HPDPB).

A third-party survey firm was commissioned for the data collection 
and encoding of the survey, while technical assistance on data 
processing and analysis was provided by the health projects of the 
U.S. Agency for International Development (USAID).

The KPOM survey was developed and implemented in response 
to the need for timely information on the status of KP/UHC 
implementation and, consequently, to guide decision-makers for 
operational decisions related to the KP/UHC programs. KPOM 
surveys gather information on a smaller set of indicators, making the 
data readily collectible and, in turn, available to the decision-makers. 
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Prior to the KPOM surveys, the KP Dashboard monitored the 
progress of the KP/UHC implementation when it was first launched 
in 2011. However, it was limited by its reliance on the regular data 
collection and surveillance channels of the DOH, which include 
the Field Health Surveillance Information System (FHSIS), HFEP 
Accomplishment Reports, and semestral Program Implementation 
Reviews (PIRs), among others.

These channels, however, were inadequate for the KP Dashboard as 
not only did they provide dated and unreliable data, they also did not 
provide readily available data, which hindered necessary management 
actions. This was primarily caused by delays in submission of 
data from local government units (LGUs), as well as delays in the 
consolidation of the data at the provincial level, at the Centers of 
Health Development (CHDs), and even at the DOH Central Office. 
The data from these channels were also hard to validate as there were 
cases of over-reporting KP/UHC performance for incentives.

The KPOM, on the other hand, procured its data directly from 
health facilities and the personnel working directly with NHTS-PR 
households. Additionally, the data collection was done by a neutral 
third-party survey firm, which also validated the performance reports 
from regular administrative sources such as the FHSIS, HFEP 
Accomplishment Reports, and semestral PIRs, among others.

The frequency of data collection for KPOM, done on a quarterly 
basis, also ensured that the DOH had sufficient information to 
respond to the fast-changing national health situation brought about 
by the KP/UHC implementation.

However, instead of providing a wide-ranging view, the KPOM 
was intended to provide a snapshot of KP/UHC performance at 
all levels, from the DOH Central Office down to the Operations 
Clusters, major island groups, and regional levels. As such, 
information from the KPOM was intended to guide and enable the 
DOH administration and other key stakeholders on the ground on 
how to identify and address KP/UHC implementation issues and 
bottlenecks, intervene and correct negative trends and performance, 
and use available data for decision-making and providing related 
instructions to various offices involved.

1.2
Benefits of 
the KPOM
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Consulting experts, DOH staff members, and other implementing partners of the 
USAID came together to develop the KPOM. They agreed on what indicators needed to 
be tracked to measure the implementation of the KP/UHC programs.

Members of the HPDP, specifically the Data Management Team, then developed a 
manual to serve as a guide for the implementing partners and commissioned survey 
firm of the KPOM survey. The HPDP developed this manual to provide a systematic, 
effective, and harmonized approach to the conduct of the KPOM survey. For a copy of 
this manual, please refer to Volume III of this report.

In addition to this manual, the guidelines for the implementation of the KPOM 
can be seen in DOH Department Order No. 2014-0109, or “Guidelines for the 
Implementation and Use of Kalusugan Pangkalahatan Operations Monitoring.” The 
order applies to all DOH units: Technical Clusters, Bureaus, and National Centers; 
Operations Clusters (OCs), Regional Offices (ROs), Regional Hospitals, and Medical 
Centers; and Specialty and Special Hospitals. It covers the management of KPOM 
processes and transactions, the utilization of KPOM results, the use of available 
resources to sustain its implementation, and the periodic review of KPOM processes. 
For a copy of this department order, please refer to Volume III of this report.

Unlike the KP Dashboard, which used long-term Millennium 
Development Goals (MDGs) indicators such as the “percentage of 
underweight and severely underweight children 0-59 months of age” 
as a measure, the experts suggested that KPOM use more immediate 
measures of the MDGs. Thus, it can better reflect the short-term 
changes in the progress of KP/UHC implementation, such as the 
“number of TB cases diagnosed” in a quarter.

To date, there are a total of 38 KPOM performance indicators, 
nine of which are for monitoring the improvement of financial risk 
protection (FRP), five for the attainment of health-related MDGs, 
and 24 for the attainment of the objectives of the HFEP. Below are 
the ten main KPOM indicators, namely: 

1. Proportion of families assigned to community health team 
(CHT) members who are enrolled in PhilHealth; 

2. Use of PhilHealth benefits by PhilHealth-covered patients 
who are confined in public facilities;

3. New modern family planning (MFP) acceptors; 

2.1
Identifying 
the KPOM 
Indicators

2.0
Implementing the KPOM
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4. Number of newly-diagnosed tuberculosis (TB) smear-
positive cases; 

5. Number of cured TB smear-positive patients;
6. Availability of normal spontaneous delivery (NSD) services 

in rural health units (RHUs) and urban health centers; 
7. Availability of caesarean section (CS) services in district and 

sub-provincial hospitals;
8. Delivery of HFEP equipment; 
9. Completion of HFEP civil works; and 
10. Proportion of clients expressing satisfaction with services 

and treatments received from public facilities. 

To date, there have been five rounds of data collection and reporting 
since the KPOM was launched in October 2013. The reference dates 
for the available KPOM quarterly surveys are:

1. Round 1: July to September 2013 
2. Round 2: October to December 2013
3. Round 3: January to March 2014
4. Round 4: April to June 2014
5. Round 5: October to December 2014

Due to delays in the processing of project funding, the data 
collection and reporting for the third quarter of 2014 (July to 
September) was skipped. Figure 1 illustrates the history of KPOM to 
date.

2.2
Conducting 
the KPOM 
Surveys

Q4 2013 Q1 2014 Q1 2015 Q3 2015 Q4 2015

Launched by 
DOH in

October 2013

R1 Report

Q4 2013
(R2)

Q4 2014

R2 Report

Q1 2014
(R3)

DOH-DM 2014-0013 
KPOM Report

DOH-DM 2014-0164 KPOM 
Report for Rounds 1 and 2 
Data Collection (October to 
December 2013)

DOH-DO 
2014-0109  

KPOM Guideline

Q2 2014
(R4)

Q3 2013 
(R1 Data 
Collection) 

R3 Report

Q3 2014
(skipped)*

R4 Report

Q2 2015

Q4 2014
(R5)**

R5 Report

Q2 2014 Q3 2014

Figure 1. History of the KPOM to Date
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In each round of the KPOM survey, information was gathered from 
the following sources:

1. One provincial hospital per province;
2. One city hospital per independent city;
3. One private hospital that is at least Level 2 per province or 

independent city;
4. Two district or sub-provincial hospitals per province or 

independent city;
5. RHUs per province and three health centers per 

independent city; 
6. One private lying-in clinic (PLIC) per province or 

independent city; 
7. Three community health team (CHT) members per 

province; and
8. One patient covered by the PhilHealth Sponsored Program 

(NHTS-PR/LGU) per public health facility. 

On the fifth round of the KPOM surveys, a patient exit survey was 
pilot-tested to assess patient satisfaction in terms of services and 
treatment received from public health facilities and other medical 
providers. This patient exit survey also covered beneficiaries of the 
PhilHealth Sponsored Program (SP) who availed the No Balance 
Billing (NBB) benefits from public health facilities.

Reference Dates for KPOM Survey Rounds

Note: For each survey round, the reference period is the previous quarter except for Round 5 wherein the reference 
period is two quarters prior to the survey.
* The data collection for the third quarter of 2014 (July to September) was skipped due to some delays in the 
processing of project funds.
** The decision to use the label KPOM “Round 5” was made by the DOH-HPDPB even if one data collection quarter 
was skipped. 

KPOM Round Reference Period Schedule of Fieldwork Date of Report

Round 1 
(Baseline)

Q3-2013 (July-September) October 2013 December 2013

Round 2 Q4-2013 (October-December) January-February 2014 April 2014

Round 3 Q1-2014 (January-March) June-July 2014 October 2014

Round 4 Q2-2014 (April-June) September 2014 December 2014

Round 5** Q4-2014 (October-December) May-July 2015 September 2015
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For the patient exit survey, a decision was made to interview only 
one patient per public health facility since the results of the fifth 
round of the KPOM survey were not yet designed to be statistically 
representative.

Upon examining the national level estimates, it is apparent that there 
were moderate improvements in several indicators across the five 
rounds of the KPOM survey.

For one, under indicators for financial risk protection (FRP), there 
was an increase in the enrolment of NHTS-PR families under the 
PhilHealth Sponsored Program (SP). It went up from 81 percent in 
Round 1 to 86 percent in Round 5. This increase in enrolment was 
complemented by gains in the use of PhilHealth benefits to pay for 
services in public health facilities.

The use of PhilHealth benefits to pay for services in public hospitals 
also increased from 43 percent in Round 1 to 62 percent in Round 5.

There was also a comparable increase in the use of PhilHealth 
benefits to pay for services in RHUs and health centers, as the 
percentage increased from 39 percent in Round 1 to 48 percent in 
Round 5. 

2.3
Key Results 
of the 
KPOM 
Surveys

Strategic Thrust:
Improvement of Financial Risk Protection

Main Indicator(s) Round 1 Round 2 Round 3 Round 4 Round 5 Target

1: Proportion of families 
assigned to community health 
team (CHT) members who are 
enrolled in PhilHealth

81% 79% 81% 79% 86% 100%

2A: Proportion of inpatients 
in public hospitals who used 
PhilHealth to pay for medical 
charges in the last month 

43% 35% 50% 55% 66% 85%

2B: Proportion of inpatients in 
rural health units (RHUs) with 
birthing facilities who used 
PhilHealth to pay for medical 
charges in the last month

39% 31% 35% 39% 46% 85%

Table 1. 
Results for 
Financial Risk 
Protection 
Indicators 
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For indicators under health-related Millennium Development Goals 
(MDGs), there was an increasing trend in the average number of 
new acceptors of modern family planning (MFP) from Round 1 
to Round 5. Although the average number of new MFP acceptors 
declined from 48 in Round 1 to 30 in Round 2, the average started 
increasing in Round 3 and continued to improve in the succeeding 
rounds of data collection. In particular, the improvement to 94 new 

Strategic Thrust:
Improvement of Financial Risk Protection

Main Indicator(s) Round 1 Round 2 Round 3 Round 4 Round 5 Target

3A: Proportion of eligible 
PhilHealth Sponsored Program 
(SP) beneficiaries who were able 
to avail of no balance billing 
(NBB) benefits upon admission 
in public hospitals in the last 
month 

99% 98% 97% 99% 99% 100%

3B: Proportion of eligible 
PhilHealth SP beneficiaries 
who were able to avail of NBB 
benefits upon admission in 
RHUs with birthing facilities in 
the last month 

98.8% 100% 99.83% 100% 100% 100%

3C: Proportion of sampled 
inpatients in public hospitals 
classified as PhilHealth SP 
beneficiaries who were able to 
avail of NBB benefits 

71% 100%

3D: Proportion of sampled 
inpatients in RHUs with 
birthing facilities classified as 
PhilHealth SP beneficiaries 
who were able to avail of NBB 
benefits 

85% 100%

3E: Proportion of outpatients 
in public hospitals classified 
as PhilHealth SP beneficiaries 
who were able to avail of NBB 
benefits 

57% 100%

3F: Proportion of outpatients 
in RHUs with birthing facilities 
classified as PhilHealth SP 
beneficiaries who were able to 
avail of NBB benefits 

87% 100%
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MFP acceptors in Round 5 is significantly higher among all rounds, 
and even exceeded the target of 59 new MFP acceptors. 

Indicators under access to quality care were unpredictable. Indicators 
under this category include meeting the objectives of the HFEP.

The provision of maternal delivery services in public health facilities 
was relatively unchanged. The proportion of RHUs that provided 
normal spontaneous delivery (NSD) services was practically the same 
at 51 percent in Round 1, 51 percent in Round 3, and 52 percent in 
Round 5. The same trend can be seen in the proportion of district 
and sub-provincial hospitals that provided caesarean section (CS) 
services—it was at 21 percent in Round 1, 19 percent in Round 3, 
and 22 percent in Round 5.

As for hospital equipment and facilities, there were modest gains in 
achieving the objectives of the HFEP. There was an increasing trend 
in the proportion of public hospitals that reported the completion 

Strategic Thrust:
Attainment of Health-Related Millennium Development Goals (MDGs)

Main Indicator(s) Round 1 Round 2 Round 3 Round 4 Round 5 Target

4A: Number of new modern 
family planning (MFP) 
acceptors in rural health units 
(RHUs) and health centers in 
the last month 

48 30 62 69 94 59

4B: Proportion of RHUs and 
health centers that experienced 
stock-outs or did not provide 
MFP commodities

41 42 37 37 34 0

5A: Number of new 
tuberculosis (TB) smear-
positive cases diagnosed in 
RHUs and health centers in the 
last quarter 

10 10 13 11 9 17

5B: Number of TB cases cured 
in RHUs and health centers in 
the last quarter

7 9 9 8 9 17

5C: Proportion of RHUs and 
health centers that experienced 
Category I/III TB Kits stock-
outs or did not provide TB Kits 
in the last month 

15 11 6 6 5 0

Table 2. 
Results for 
Health-Related 
Millennium 
Development 
Goals (MDGs) 
Indicators
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of their HFEP infrastructure projects—it rose from 45 percent in 
Round 1 to 52 percent in Round 3, then to 61 percent in Round 
5. And although there was no increasing trend in the proportion of 
hospitals that reported the completion of equipment upgrades as per 
HFEP, the proportion increased from 49 percent in Round 1 to 60 
percent in Round 5.

However, there was a decreasing trend in the proportion of RHUs 
that reported the completion of equipment upgrades as per HFEP—
it decreased from 64 percent in Round 1 to 53 percent in Round 3, 
then further declined to 50 percent in Round 5.

Strategic Thrust:
Improved Access to Quality Care

Main Indicator(s) Round 1 Round 2 Round 3 Round 4 Round 5 Target

6: Availability of normal 
spontaneous delivery (NSD) 
services in rural health units 
(RHUs) and health centers in 
the last month 

51% 45% 51% 53% 52% 100%

7: Availability of caesarean 
section (CS) services at district 
and sub-provincial hospitals in 
the last month 

21% 19% 19% 17% 22% 100%

8A: Proportion of public 
hospitals that are equipment 
recipients under the Health 
Facilities Enhancement 
Program (HFEP) that received 
the equipment as scheduled 

2007-2013

100%
49% 42% 42% 38% 60%

2014

32% 55%

8B: Proportion of district and 
sub-provincial hospitals that 
are equipment recipients under 
the HFEP that received the 
equipment as scheduled 

2007-2013

100%
44% 43% 40% 32% 57%

2014

33% 50%

8C: Proportion of RHUs 
and health centers that are 
equipment recipients under 
the HFEP that received the 
equipment as scheduled 

2007-2013

100%
64% 49% 53% 50% 50%

2014

33% 56%

Table 3. 
Results for Access 
to Quality Care 
Indicators
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On the other hand, the patient exit survey pilot-tested on the 
fifth round of the KPOM surveys, although not yet statistically 
representative, already yielded some positive results. It showed high 
patient satisfaction among patients of public hospitals and RHUs. In 
all indicators monitored to measure patient satisfaction, at least 93 
percent of patients gave a high rating to the sampled RHUs.

Most inpatients of public hospitals expressed their satisfaction with 
the accessibility and timeliness (96 percent) and the overall technical 
quality (97 percent) of the services and treatment they received. 
Patient satisfaction was also considerably high (96 percent) among 
outpatients of public hospitals.

National estimates reveal that most inpatients (99 percent) were 
satisfied with the information they were provided about the services 
and treatment they received while confined in the RHUs.

Amid favorable patient satisfaction results, however, only 87 percent 
of inpatients who are also PhilHealth Sponsored Program (SP) 
beneficiaries felt confident about receiving needed medical care from 
public hospitals without being set back financially.

Strategic Thrust:
Improved Access to Quality Care

Main Indicator(s) Round 1 Round 2 Round 3 Round 4 Round 5 Target

9A: Proportion of public 
hospitals that are civil works 
recipients under the HFEP 
that completed the civil works 
project as scheduled 

2007-2013

100%
45% 44% 52% 59% 61%

2014

34% 38%

9B: Proportion of district and 
sub-provincial hospitals that are 
civil works recipients under the 
HFEP that completed the civil 
works project as scheduled 

2007-2013

100%
44% 47% 51% 56% 62%

2014

31% 36%

9C: Proportion of RHUs and 
health centers that are civil 
works recipients under the 
HFEP that completed the civil 
works project as scheduled 

2007-2013

100%
49% 44% 59% 60% 55%

2014

25% 56%
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In all, at the national level, the overall satisfaction index among 
inpatients who visited public hospitals is 6.6 points, against the 
target 7 points. Overall satisfaction index among the sampled 
inpatients and outpatients of RHUs is at 6.7 and 6.6 points, 
respectively. 

Strategic Thrust:
Improved Access to Quality Care

Main Indicator(s) Round 5 Target

10A: Proportion of clients (inpatients) 
expressing general satisfaction with services 
and treatment received from public hospitals 

93% 100%

10B: Proportion of clients expressing general 
satisfaction with services and treatment 
received from rural health units (RHUs)

Inpatients Outpatients
100%97% 93%

11A: Proportion of clients (inpatients) 
expressing satisfaction with the technical 
quality of services received from public 
hospitals

97% 100%

11B: Proportion of clients expressing 
satisfaction with the technical quality of 
services received from RHUs

Inpatients Outpatients
100%97% 96%

12A: Proportion of clients (inpatients) 
expressing satisfaction with the courtesy of 
medical providers in public hospitals 

94% 100%

12B: Proportion of clients expressing 
satisfaction with the courtesy of medical 
providers in RHUs 

Inpatients Outpatients
100%95% 97%

13A: Proportion of clients (inpatients) 
expressing satisfaction with the information 
provided regarding the treatment received in 
public hospitals 

94% 100%

13B: Proportion of clients expressing 
satisfaction with the information provided 
regarding the treatment received in RHUs 

Inpatients Outpatients
100%99% 96%

14A: Proportion of clients (inpatients) 
expressing financial satisfaction with services 
and treatment received in public hospitals

87% 100%

14B: Proportion of clients expressing 
financial satisfaction with services and 
treatment received in RHUs 

Inpatients Outpatients
100%

96% 94%

15A: Proportion of clients (inpatients) 
expressing satisfaction with the time allotted 
by the physician providing the services and 
treatment in public hospitals 

95% 100%

Table 4. 
Results for Patient 
Satisfaction 
Indicators



12 |   Strategic Platforms for Managing KPOM

For a comprehensive discussion of the complete results of the five 
rounds of the KPOM survey, please refer to Volume II of this report. 

Strategic Thrust:
Improved Access to Quality Care

Main Indicator(s) Round 5 Target

15B: Proportion of clients expressing 
satisfaction with the time allotted by 
the physician providing the services and 
treatment in RHUs

Inpatients Outpatients

100%94% 95%

16A: Proportion of clients (inpatients) 
expressing satisfaction with the accessibility 
and timeliness of services and treatment 
received in public hospitals 

96% 100%

16B: Proportion of clients expressing 
satisfaction with the accessibility and 
timeliness of services and treatment received 
in RHUs 

Inpatients Outpatients

100%96% 96%

17A: Overall index of patient satisfaction 
among clients (inpatients) in public hospitals 

6.6 7

17B: Overall index of patient satisfaction 
among clients in RHUs

Inpatients Outpatients
7

6.7 6.6
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3.0
Utilizing the Results of the KPOM 
Surveys

The implementation of KPOM has illustrated that an independent, third-party data 
collection mechanism can be instrumental in obtaining regular, timely, and accurate 
information on KP/UHC implementation. The conduct of regular KPOM surveys can 
provide the DOH leadership with sufficient operational information at regular intervals 
to better respond to the changes and challenges posed by the implementation of KP/
UHC programs and interventions.

The random selection of health facilities and the independent third-party data collection 
reduce the incentives for over-reporting KP/UHC performance. Additionally, the cross-
referencing with official government data, such as data from PhilHealth, allowed the 
mechanism to further validate the findings of the KPOM surveys.

As such, the results from the KPOM surveys have been used by the DOH and its 
partner agencies in different capacities. 

The KPOM quarterly reports have been presented to different 
stakeholders of the KP/UHC program, namely the Secretary of 
Health (SOH), the Executive Committee (EXECOM) members of 
the DOH, and PhilHealth, through its President and CEO.

On January 2014, then-Secretary of Health Enrique T. Ona 
issued DOH Department Memorandum No. 2014-0013, which 
ordered the dissemination of the KPOM Baseline Report. In the 
memorandum, Secretary Ona ordered the use of the report as a 
reference for units and staff members to assess their performance, as 
well as a basis for their quarterly work plans.

The reports were made available to all DOH units and staff members 
through the Intranet. The reports have also become part of the 
agenda during DOH assemblies, such as the National Health Staff 
Meeting and Operations Cluster Meetings.

3.1
At the DOH 
Central 
Office 
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The results of the KPOM survey have been used as the foundation 
for writing policy notes, designed to help stakeholders craft new 
policies that will improve the delivery of health services in the 
country. To date, three policy notes have been crafted by the HPDP 
based on the results of the KPOM survey.

The first policy note is “Gaps in provision of commodity-based 
family planning methods in public and private health facilities: Red 
flags to universal access to a full range of family planning methods.” 
The policy note looked into the provision and stock-out occurrence 
of commodity-based family planning (FP) methods in public and 
private hospitals.

Using results from the five rounds of the KPOM surveys, the policy 
note revealed the continuing and recurring gaps in the provision and 
supply of FP commodities such as oral contraceptive pills (OCPs), 
depot medroxyprogesterone acetate (DMPA), and intrauterine device 
(IUD).

The policy note made a case for KPOM as a data collection 
mechanism. It demonstrated how regular monitoring of specific 
health service indicators, such as the demand and supply of FP 
commodities in health facilities, can be used in monitoring the 
implementation of universal access to a full range of FP methods.

The second policy note is “The Health Facilities Enhancement 
Program: An Assessment of the facility-based delivery services 
of the Recipient-RHUs.” In this policy note, the HPDP used 
an independent data source—the KPOM surveys—to validate 
and monitor projects under the HFEP linked to specific service 
capabilities, in this case, the provision of normal spontaneous 
delivery (NSD) services in RHUs.

Using data from the KPOM surveys, the policy note revealed that, 
on average, only 62 percent of the sampled RHUs provided NSD 
services, and that only 32 percent were accredited to provide the 
Maternity Care Package (MCP) benefits under the PhilHealth. 
This is lower than the expected capacities of primary care facilities, 
especially since almost all municipalities in the country (99 percent) 
have at least one RHU.

3.2
Issuance of 
Policy Notes
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The results of the KPOM surveys were also disseminated to the 
DOH Regional Offices, Operations Clusters, and the PhilHealth. 
The reports generated from the results of the KPOM surveys have 
been utilized differently by these units.

At the Regional Offices, for example, KPOM quarterly reports 
were used to identify the factors that drive the status of KP/UHC 
performance in the region, particularly for those which were 
surveyed for the quarter. The KPOM quarterly reports were also used 
to identify the priority areas that needed assistance.

Most of the sampled RHUs that did not provide NSD services 
identified the lack of birthing facilities as the reason for their non-
provision of birth services. This was alarming as the DOH allotted at 
least PHP6.7 billion on HFEP projects to upgrade these primary care 
facilities from 2008 to 2014, PHP4.5 billion of which went towards 
infrastructure enhancement.

Further, data culled from the KPOM surveys implied that HFEP 
funds were more effective when provided as a combination of 
equipment and infrastructure upgrades.

The third policy note is “Bottlenecks in the caesarian section 
delivery services provision of public hospitals: Results from the KP 
Operations Monitoring.” This policy note discussed the reforms 
to enhance the capacity of district and sub-provincial hospitals to 
provide caesarean section (CS) services.

Using data from the KPOM surveys, this policy note found that only 
a fifth of district and sub-provincial hospitals provided CS services, 
and that no significant improvement was achieved during the 
implementation of the KPOM surveys.

Further analysis revealed that the lack of anesthesiologists and 
operating room (OR) facilities may be a major contributing factor 
to the inability of district and sub-provincial hospitals to provide CS 
services. A third of the district hospitals sampled (32 percent) in the 
KPOM surveys reported that the absence of an operating room led 
to their inability to provide CS services. 

3.3
At the DOH 
Regional 
Offices 
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The KPOM quarterly reports were also the basis for their 
performance targets for the identified target areas for the next 
quarter, and the basis for developing strategies to address the KP/
UHC performance gaps. DOH Regional Offices (ROs) had 30 days 
after the issuance of the KPOM quarterly reports to accomplish these 
and report outcomes during their Operations Clusters Meeting.

The Operations Clusters acted as a conduit of the KPOM results, as 
they relayed the information from the ROs to the DOH National 
Staff Meetings.

At the Philippine Health Insurance Corporation (PHIC), their 
Corporate Planning Department had used the KPOM reports 
for Round 1 to Round 4 to assess relevant actions required to 
identify priority areas, as well as to identify potential areas for 
improving KPOM implementation. The PHIC Corporate Planning 
Department was also in charge of disseminating the KPOM results 
to their Board of Directors, Chief Operating Officer, and President 
and CEO.
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4.0
Assessment of the KPOM Survey 

An internal and an external assessment of the KPOM survey was conducted to validate 
the usefulness of the data collection mechanism, and to see how it can be improved for 
further implementation in the future. 

The HPDP conducted an internal assessment of the KPOM survey 
from April to June 26, 2015. The internal review focused on specific 
issues that were raised during the dissemination activities and 
external technical reviews.

The internal assessment team of the HPDP highlighted a specific set 
of findings that surfaced during the course of their feedback sessions 
with the different DOH constituencies, as presented below:

1. Community health team (CHT) members may not have 
had adequate information regarding the enrolment and use 
of National Health Insurance Program (NHIP) benefits by 
Conditional Cash Transfer (CCT), NHTS wards, and out-
of-pocket (OOP) patient expenditures. 

2. There was a lack of information on the satisfaction of 
patients with public services.

3. Almost 100 percent NBB availment in public hospitals and 
RHUs was questionable.

4. HFEP instrument questions were insufficient to identify 
which specific HFEP projects were delayed.

After the first four rounds of KPOM surveys, the DOH  HPDPB, 
with the support of HPDP, commissioned the external review 
of the KPOM implementation as part of its review of DOH-
funded surveys. The external review was undertaken by Dr. John 
Peabody, and was done to ensure the viability of the KPOM as a 
sustainable mechanism for monitoring the progress of KP/UHC 
implementation.

The external assessment was conducted between June 23 and 
September 2015. This external review also incorporated and 
validated the findings from the internal review conducted by the 
HPDP from April to June 26, 2015. The external assessment 
reviewed the sampling design and the indicators used in the KPOM 

4.1
Internal  
Assessment 
by the 
Health Policy 
Development 
Program 
(HPDP)

4.2
External 
Assessment 
by Dr. John 
Peabody
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surveys, and identified new areas that needed to be included in 
future data collection efforts. It also solicited feedback from relevant 
DOH units, such as the DOH Central Office and the Centers for 
Health Development (CHDs), on how to further improve the data 
collection, presentation, and utilization for KPOM implementation. 
The external review is attached herewith as Appendix G. 

The external assessment revealed insightful findings about the 
KPOM mechanism, summarized below:

1. The KPOM results were not being disseminated in a 
simple, understandable, engaging and actionable format to 
the DOH Central Offices, Regional Offices, and concerned 
attached agencies.

2. The current KPOM objectives, set of indicators, and 
technical design did not undergo a participatory process 
that ensured transparency and encouraged ownership by all 
stakeholders.

3. There were multiple independent mechanisms in the DOH 
to obtain or generate data, all of which did not have clear 
quality assurance systems in place to ensure reliability and 
dependability and all of which did not provide information 
when it was needed.

4. Beyond KPOM, the DOH did not have a mechanism that 
provided to the Secretary of Health timely and reliable data 
that can be used to validate and evaluate administrative and 
program-generated data, and to serve as a quick auditing 
tool to assess operational performance.

5. There were plans to set up electronic information systems 
that cut across the different bureaus, offices, and units 
of the DOH, but there was insufficient capacity for the 

June 23 to July 7, 2015
Key informant interviews 
were conducted

June 26, 2015:
Preliminary results presented 
to HPDP UPSE

August 27, 2015:
Draft KPOM assessment 
report presented to HPDP

October 2015:
Video conference of Final 
Report with Secretary Garin

August 9, 2015:
Inception and progress 
report submitted

September 2015:
Submission of Draft Final 
report to HPDP and HPDPB

Figure 2. Timeline of the KPOM External Assessment
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DOH Central Offices, as well as the Regional Offices, to 
understand, analyze, and interpret data of varying levels of 
complexity.

This external assessment also presented a set of recommendations on 
how to further improve the KPOM methodology as a sustainable 
mechanism for monitoring the progress of KP implementation. This 
set of recommendations will be discussed in the next section. 
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5.0
Recommendations on  
“Moving Forward”

The external assessment led by Dr. John W. Peabody, attached 
herewith as Appendix A, recommended the continued regular and 
timely review of KP/UHC implementation. The external review also 
made nine key recommendations to strengthen performance and 
operations monitoring in the DOH:

1. The goals and the design of the KPOM should be able 
to adapt to the changing DOH leadership. From being 
called the Kalusugan Pangkalahatan Operations Monitoring 
(KPOM), it was proposed that the mechanism be called 
the Secretary’s Early Alert – Performance and Operations 
Data, or SEA-POD. This new mechanism will have 
“personalized” health indicators, in addition to KP/UHC-
related indicators, depending on other priority programs 
of the incumbent Secretary of Health. This will ensure 
the utilization of operations monitoring for all priority 
programs of the DOH, and not only limited to the KP/
UHC program.

2. The DOH must commit to and secure an ongoing source 
of funding from its internal budget. This will ensure the 
sustained implementation of the proposed SEA-POD, 
and will also induce a sense of ownership among key 
stakeholders in the DOH. 

3. Conduct a DOH-wide meeting to involve regional and 
provincial stakeholders. This will encourage SEA-POD 
ownership among key stakeholders in the DOH through 
the participatory process of indicator development, 
target setting, and identification of dashboard design. An 
underlying Technical Working Group (TWG), including 
representatives from the DOH Central Office, DOH 
CHDs, and PhilHealth, is also recommended to draft an 
initial list of indicators, targets, and dashboard settings for 
discussion prior to the proposed DOH-wide consultation.

4. The indicators should be reviewed and updated every 
18 months. The proposed SEA-POD indicators that will 

5.1
Recommen-
dations from 
the Peabody 
Report
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appear in the front page of the dashboard should include 
no more than five to 10 indicators, which will include a 
mix of macro indicators, program indicators, and clinical 
indicators at the patient level. These indicators should be 
easy to remove and added back, depending on the priorities 
of the incumbent administration:

a.    KP/UHC Roadmap: Targets, status, and 
interventions for the KP/UHC program. 

b.    Cabinet Assistance System Commitments: 
Achievements the DOH commits to the Cabinet, 
reflects the priorities of the DOH, and is similar to 
the KP/UHC Roadmap.

c.    Sin Tax Deliverables: Reports the DOH should 
provide according to the Sin Tax Implementing 
Rules and Regulations (IRR). 

d.    Presidential Priority Program: Including the 
populations connected to health goals, as these are 
the priority populations that are targets for DOH 
programs, particularly for the High Impact Five 
Strategy.

e.    Hospital Scorecard: An assessment of hospital 
performance as a basis for the allocation of HFEP 
funds.

f.     High Impact Five Breakthroughs: Including the 
Service Delivery Network (SDN) Formation and 
Allocation, an initiative of the DOH to scale-up 
regional and hospital operations to achieve the 
MDG and DOH targets. This has been renamed the 
High Impact Five Strategy.

5. Support the findings of the internal review conducted by 
the HPDP. As per the internal review they conducted, the 
HPDP had the following findings and recommendations:

a.    Replace the CHT member survey with a patient 
exit survey, where the respondent is a beneficiary 
of the Philippine Health Insurance Corporation 
Sponsored Program (PHIC-SP);

b.    Include patient satisfaction questions in the survey; 
c.    Remove the NBB questions from  survey 

instruments for public hospitals and RHUs, and 
instead include analogous NBB questions in the 



23

proposed patient exit survey; and 
d.    Add specific questions about the completion of 2014 

HFEP projects. 

The internal review, additionally, also recommended the 
shortening the current KPOM outpatient questionnaire 
that will be applied to the proposed patient satisfaction 
questionnaire.

6. Update the sampling design used in KPOM for the 
proposed SEA-POD. It was proposed that the total 
number of sampled facilities be increased from 1,725 (the 
sample size for Round 5) to 2,707 to arrive at representative 
intra- and inter-provincial indicators, where:

a.    Unit of analysis will be at the provincial level;
b.    Statistically representative samples will be generated 

within the province, such that all facilities below the 
level of the provincial hospital will be eligible for 
sample;

c.    Up-to-date rostering will be required;
d.    Provincial hospitals will be analyzed at the regional 

level;
e.    Province samples, roughly estimated for statistical 

significance, will be randomly sampled as follows:
i.     Provincial hospital, for aggregation at the 

regional level;
ii.    Three district hospitals, instead of two;
iii.   Three private hospitals, instead of one;
iv.    Seven private lying-in clinics, instead of three;
v.     Seven rural/municipal health units, instead 

of one;
vi.   Ten patients per provincial hospital, for 

the patient exit survey, instead of one per 
public facility sampled per province;

vii.  No CHT members, instead of three; and
viii. Sample city hospital will still be one. 

7. Present the proposed SEA-POD indicators as a 
dashboard. The proposed SEA-POD indicators should 
be streamlined and visually presented as a dashboard that 
contains adaptable and easy-to-consume trend data. The 
main SEA-POD indicators should easily fit on the front 
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page of the full report so that readers can easily get an 
overview of relevant trend data. It is also suggested that 
data be presented in graphs to visualize the trends and 
differences between data points, either across provinces or 
along a timeline. The graphs could include icons to alert the 
readers of critical values and movements, among others.

8. Formalize and regularize a dissemination plan for the 
SEA-POD dashboard. The KPOM reports were primarily 
intended for the consumption of the DOH and its internal 
offices. But since the DOH is ultimately accountable to 
the people it is serving, information about its performance 
should also be disseminated to an external audience, 
including patients and civil society in general, in a format 
and manner that is appropriate and accessible at their level. 
A quarterly reporting of the SEA-POD was proposed, as 
well as an information dissemination plan directly from the 
Office of the Secretary of Health (OSEC) to all internal 
DOH staff members, and then from the DOH to local 
constituencies.

9. Improve long-term use of SEA-POD data to formulate 
related polices at the DOH. This can be addressed 
through institutionalized data training in the DOH, and 
the creation of a robust central data department that 
reports the SEA-POD directly to OSEC. Data collection, 
data management, data analysis, and data interpretation 
knowledge and facilities in the DOH are essential for the 
SEA-POD to be effective and sustainable.

Following the results of the external assessment done by Dr. 
John Peabody, the UPecon-HPDP came up with the following 
recommendations to improve the KPOM mechanism: 

1. Expand the KPOM survey to collect key information on 
the following:

a.    Public and private health care facilities, including 
hospitals, infirmaries, and clinics: Availability of 
services (e.g., FP, delivery, laboratory, and diagnostic 
services) and commodities (e.g., MFP and TB), 
staffing and training, admissions, application of 
the NBB policy and use of PhilHealth benefits 

5.2
Recommen-
dations from 
the Internal 
Assessment 
of the HPDP
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in facilities, and completion of health facility 
enhancement projects; 

b.    Selected public and private health care providers, 
including doctors and midwives: Billings, income 
distribution by source, quality of care, case load and 
case mix, and referrals;  

c.    Patient exit: Sources of financing, inside and outside 
facility expenses, and patient satisfaction; and 

d.    Household and household member level: Household 
income and expenditures, health care utilization 
(outpatient and inpatient) of household members, 
insurance status, sources and uses of health 
expenditures, PhilHealth coverage rates and use of 
benefits, and financing of health care utilization.

2. Increase the number of sampled units of public and 
private health care facilities to allow for statistical 
inference of KPOM findings at the province level. Given 
the recommendations of the external assessment report, 
with some modifications based on the discussions of the 
UPecon-HPDP and the DOH-HPDPB, the following 
expanded sample size was proposed:

a.    One provincial hospital per province;
b.    One city hospital per independent city;
c.    Complete enumeration of district hospitals; 
d.    Two public infirmary/community hospital per 

province/independent city;
e.    Majority of RHUs/UHCs (50 percent, plus one 

facility) per province/independent city; 
f.    One private hospital per province/independent city;
g.    One private lying-in clinic per province/independent 

city;
h.    Ten PhilHealth-sponsored or NHTS-PR/CCT 

patients from sampled provincial hospitals;
i.     Five PhilHealth-sponsored or NHTS-PR/CCT 

patients from sampled city/district hospitals; and
j.     Three PhilHealth-sponsored or NHTS-PR/

CCT patients from sampled RHUs/UHCs and 
public infirmaries/community hospitals.

3. Expand the KPOM survey to complete the baseline 
information needed by the new administration. The 
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UPecon-HPDP also proposed the expansion of the 2016 
KPOM to cover provider- (doctors and midwives) and 
household-level surveys to collect information on quality 
of care, expenditures on health care, and financial risk 
protection. These additional surveys will include:

a.    Maximum of three providers matched with sampled 
patients of the randomized public and private 
hospitals;

b.    One provider matched with sampled patients of 
randomized public infirmaries/community hospitals/
RHUs/UHCs;

c.    Two Clinical Performance and Value® (CPV) per 
provider from sampled public and private hospitals; 

d.    One CPV per provider from sampled public 
infirmaries/community hospitals;

e.    3,600 households listed in the NHTS-PR; and 
f.    10,400 households from the general household 

population. 

Proposed Indicators

4. The KPOM provided estimates of sentinel indicators on 
efforts to improve financial risk protection, public programs 
and activities to attain the MDGs, and efforts to enhance 
public provision of health care services. Among the set 
of sentinel indicators, those considered sensitive to and 
reflective of changes in performance levels in the short term 
were selected. Targets for the main indicators were mainly 
based on KP/UHC implementation targets for 2011-
2016 as per DOH Department Order No. 2011-0188 
(Kalusugan Pangkalahatan Implementation Arrangements 
and Execution Plan) and DOH Administrative Order No. 
2012-0009 (National Strategy Towards Reducing Unmet 
Need for Modern Family Planning as Means to Achieving 
MDGs on Maternal Health). 

For the proposed expanded KPOM, we propose to retain 
the following main KPOM indicators:

a.    Use of PhilHealth benefits by PhilHealth-covered 
patients who are confined in public facilities;

b.    Availment of NBB benefits in public hospitals and 
RHUs;
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c.    New modern FP acceptors;
d.    Number of newly-diagnosed TB smear-positive 

cases; 
e.    Number of cured TB smear-positive patients;
f.    Availability of MFP and TB commodities;
g.    Availability of NSD services in RHUs/health centers; 
h.    Availability of CS services in district and sub-

provincial hospitals;
i.     Delivery of HFEP equipment; 
j.     Completion of HFEP civil works; and 
k.    Patient satisfaction. 

Sub-indicators which reflect the various inputs and 
contributing factors for the main indicators are also 
included. 

5. To ensure that the proposed expanded version of the 
2016 KPOM is in line with the policy direction and 
interests of the Health Research Division of the DOH-
HPDPB, the UPecon-HPDP assessed the current list of 
DOH indicators1 for monitoring financial risk protection, 
Millennium Development Goals (MDGs), access to quality 
care (AQC), and governance. 

With the conduct of the proposed expanded KPOM 
surveys, the DOH-HPDPB would be able to draw lessons 
on the sustainable means of implementing monitoring 
and evaluation activities. The survey could point out 
what further work can be done and provide an assessment 
between indicators that are of interest to the DOH-
HPDPB and how these compare with the available data. 
For example, some of the indicators in the DOH list 
identified as “To be Retained” are readily available in the 
Annual Hospital Statistical Reports (HSR) submitted by 
the public and private hospitals to the Health Facilities 
and Services Regulatory Bureau of the DOH. The Facility 
Survey component of the KPOM could validate some of 
information submitted in the HSR, such as the number of 
outpatients and inpatients managed, number of surgeries 

1 As of June 20, 2016, the indicative list is still under review by the DOH-HPDPB.
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performed, net death rate among inpatients, and hospital 
infection rates, among others. 

The proposed KPOM Household Survey could also provide 
information on indicators that are not readily-available 
from the Demographic and Health Surveys (DHS), such 
as prevalence of smoking and drinking. The current version 
of the DHS only asks the “Other Health Issues” section to 
the respondent of the Household Questionnaire; thus, the 
risky behavior of the youth, differentiated into males and 
females, are not covered by the available questions in the 
DHS.

6. Of the indicators identified by the DOH-HPDPB as 
priority measures to be retained, the proposed expanded 
KPOM will be able to cover six out of the seven FRP 
indicators, eight out of 29 indicators that are not available 
from the National Demographic Health Survey (NDHS) 
and not province-level indicator2, four out of the 13 access 
to quality care (AQC) indicators, and three out of 18 
governance indicators. 

Most of the DOH-HPDPB indicators that are not 
included in the proposed survey were omitted since these 
are best collected from data sources that are not part of 
the proposed expanded KPOM survey, e.g., “Mean salt/
sodium intake of adults aged 25 years old and above” is best 
obtained from the National Nutrition Survey (NNS). 

2 i.e., number of malaria-free provinces, number of filaria-free provinces, and number of rabies-free areas
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The priority indicators are listed in Table 5 below:

Table 5. 
Select “To be 
Retained” DOH 
Indicators

Thrust Indicator UPecon-HPDP Remarks

FRP •	 Coverage of all Filipinos
•	 NHIP coverage rate of Filipinos

•	 Can be obtained from the 
Household Survey

•	 “Coverage” will be defined 
as “Awareness of PhilHealth 
membership”

•	 Percent of poor families covered 
by PhilHealth as identified under 
NHTS-PR

•	 Percent of poor Filipinos covered 
by NHIP

•	 Number of indigent families 
enrolled in NHIP

•	 Percent of senior citizens covered 
by NHIP

•	 Number of senior citizens covered

•	 Percent of NHTS-PR households 
enlisted to a PCB provider

•	 Percent of NHTS-PR poor 
members assigned to PCB 
provider

•	 Can be covered by the 
Household Survey

•	 The RHU Survey can also 
include a question on whether 
the facility has a list of covered 
NHTS-PR families.

•	 We also propose collecting 
the equivalent information on 
CCT beneficiaries.

•	 No out-of-pocket cost for 
PhilHealth Sponsored Program 
claims in government facilities

•	 Percent NBB eligible patients with 
no out-of-pocket cost

•	 This is already covered by the 
current KPOM Facility Survey 
instruments.

•	 Support value •	 Can be obtained from the 
Household Survey

Dev’t 
Goals

•	 Average age of initiation of daily 
smoking

•	 Can be obtained from the 
Household Survey

•	 Average number of cigarettes 
smoked per day

•	 Percent of adults (20 years old and 
above) with hypertension

•	 These indicators would entail 
a clinical survey and cannot be 
easily determined through a 
general survey. 

•	 We propose the adoption of 
NDHS questions wherein only 
diagnosed cases were recorded: 

(i) What was (name)’s illness/
injury?
(ii) Was (name)’s illness 
diagnosed by a doctor?

•	 Percent of adults (20 years old and 
above) with high fasting blood 
sugar

•	 Percent of adults (20 years old and 
above) with high total cholesterol

•	 Proportion of adults who are 
physically inactive or insufficiently 
physically active
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Thrust Indicator UPecon-HPDP Remarks

Dev’t 
Goals

•	 Alcohol consumption of adults 20 
years old and above

•	 Can be obtained from the 
Household Survey

•	 Number of adolescent/ teenage 
pregnancy regardless of the 
outcome

•	 Can be obtained from the 
Household Survey

•	 Will be collected among 
adolescents/teenagers that are 
currently pregnant or pregnant 
in the past 12 months

Gov •	 Number of outpatients managed •	 Can be obtained from the 
Facility Survey•	 Number of elective surgeries

•	 Net death rate among inpatients

•	 Hospital infection rate

AQC •	 Upgrade and improve all health 
units and hospitals

•	 All BHS accredited for TSeKaP

•	 Can be obtained from the 
Facility Survey but only for the 
BHS with birthing facilities 
that were covered by the 
sampled RHUs/main health 
centers

•	 Increase percentage of BHS/RHU 
with BEmONC

•	 Upgrade and improve health units 
and hospitals

•	 RHUs/urban health centers 
(UHCs) upgraded 

•	 We suggest replacing this 
with more directly observable 
indicators that are linked to 
improved quality of services. 

•	 The current KPOM looks at the 
ability of HFEP-programmed 
RHUs to provide normal 
delivery birthing services and 
the availability of caesarian 
section services in district and 
provincial hospitals.

•	 Upgrade and improve health units 
and hospitals

•	 LGU hospitals upgraded

Where: FRP=Financial Risk Protection; Dev’t Goals=Millennium Development Goals; 
Gov=Governance; AQC=Access to Quality Care; and N/A=Not Applicable

7. In addition, the proposed KPOM expanded survey can also 
cover additional performance measures identified by the 
DOH-HPDPB as “For Evaluation’ (Four indicators, see 
Table 6) and “For Clarification” (11 indicators, see Table 7).
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Where: FRP=Financial Risk Protection; Dev’t Goals=Millennium Development Goals; 
Gov=Governance; AQC=Access to Quality Care; and N/A=Not Applicable

Table 6. 
Select “For 
Evaluation” DOH 
Indicators

Table 7. 
Select “For 
Clarification” 
DOH Indicators

Thrust Indicator UPecon-HPDP Remarks

FRP •	 PhilHealth members aware of 
benefits

•	 Can be obtained from both the 
Patient Exit and Household 
Survey

Dev’t 
Goals

•	 Number of TB cases notified, 
registered, and treated annually

•	 The current KPOM survey 
instruments monitors the 
number of TB cases diagnosed 
and cured in the last quarter. 
This can be modified into 
annual data. Collection of 
“notified,” “registered,” and 
“treated” data would depend on 
what information is available in 
the facilities. 

Gov •	 Percent of clients that rate the 
provided health facilities as good 
or better

•	 Covered by the current Patient 
Exit Survey

•	 Number of emergency surgeries •	 Can be obtained from the 
Facility Survey

Thrust Indicator UPecon-HPDP Remarks

Dev’t 
Goals

•	 Percent of youth who are current 
tobacco smokers

•	 Percent of youth 13-15 years 
old who are currently smoking 
cigarettes

•	 Percentage of adults who currently 
smoke cigarettes

•	 Can be obtained from the 
Household Survey. 

•	 However, since the key 
informant is the household 
head (or an adult in the 
household), the proportions 
for these indicators could be 
underestimated.

N/A •	 Percent of availability of essential 
drugs in primary level health 
facilities

•	 Percent of availability of essential 
drugs in higher-level hospitals

•	 Rather than getting the 
availability of full list of 
essential medicines, we propose 
the use of sentinel drugs that 
are expected/ required to be 
available for: 

(a) RHUs, but not birthing 
facilities;
(b) RHUs, birthing facilities; 
(c) Infirmaries; 
(d) Community hospitals; 
(e) Level 2 hospitals; and 
(f ) Level 3 hospitals.

N/A •	 Proportion of population given/
served DOH COMPACK 
medicine

•	 We propose replacing this with 
proportion of facilities with 
DOH COMPACK medicine
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Thrust Indicator UPecon-HPDP Remarks

Gov •	 Number of inpatients managed •	 Covered by the current Facility 
Survey

FRP •	 PhilHealth utilization rate •	 Can be obtained from the 
Patient Exit and Household 
Survey

•	 Share of out-of-pocket health 
expenditures in the total health 
expenditures, by income decile

•	 Estimates for the poor patients 
can be obtained from the 
Patient Exit Survey

•	 Number of health facility 
enhancement projects funded and 
started within the year

•	 Can be obtained by the Facility 
Survey

AQC •	 Health worker density and 
distribution 

•	 We suggest the use of current 
KPOM questions on staffing 
pattern (number of doctors, 
nurses, and midwives) as an 
alternative to this indicator. 
Additional questions on DOH 
deployment programs can be 
added in the Facility Survey.

Where: FRP=Financial Risk Protection; Dev’t Goals=Millennium Development Goals; 
Gov=Governance; AQC=Access to Quality Care; and N/A=Not Applicable

Proposed Funding Mechanism

8. The UPecon-HPDP proposes to fund this expanded version 
of the 2016 KPOM, provided that the Department of 
Health can provide support in terms of endorsing the 
activity to the identified survey respondents and with the 
dissemination of KPOM findings (e.g., via main report and 
brief policy notes), among others. 

9. At the moment, the Data Management Team of the HPDP, 
in consultation with a third-party survey firm, is estimating 
the full budgetary requirements and timelines needed 
to conduct the proposed surveys of facilities, providers, 
patients, and households. The coverage of the proposed 
expanded sample size and additional indicators will be 
dependent on the estimated implementation cost of the 
project. 

To provide a reference on the possible resource 
requirements of conducting the expanded KPOM survey, 
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an earlier Technical Advisory issued by the HPDP last 
January 27, 2016 showed the cost of expanding the current 
KPOM sampling design, but still without the proposed 
provider and household surveys. To derive statistically-
representative indicators at the province-level to include 
public hospitals and cover majority of RHUs/UHCs, the 
budget requirement to conduct the expanded KPOM 
survey amounted to PHP10.8 million.

Proposed Technology Transfer

10. To ensure the transfer of technology from the UPecon-
HPDP to the select members of the DOH-HPDPB 
Research and Planning Divisions, they will be invited to 
jointly work in the complete KPOM cycle, which includes 
pre-deployment activities (i.e., mobilization activities, 
training of interviewers, finalization of survey instruments 
and materials, finalization of line-by-line field guide and 
survey implementation manual, and the preparation of 
deployment plan and DOH-signed letter of endorsements, 
among others), actual fieldwork, data encoding, data 
validation, writing of data collection narratives, writing 
of the final KPOM report with comparison on the results 
from the previous rounds, and writing of brief policy briefs 
using the results of the KPOM survey.
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Appendices

Improvement of Financial Risk Protection,  
9 indicators

Main Indicator 1:
Proportion of families assigned to CHT members 
who are enrolled in PhilHealth

Main Indicator 2A: 
Proportion of inpatients in public hospitals who 
used PhilHealth to pay for medical charges in the 
last month

Main Indicator 2B: 
Proportion of inpatients in RHUs with birthing 
facility who used PhilHealth to pay for medical 
charges in the last month

Main Indicator 3A:
Proportion of eligible PhilHealth SP beneficiaries 
who were able to avail of NBB benefits upon 
admission in public hospitals in the last month

Main Indicator 3B:
Proportion of eligible PhilHealth SP beneficiaries 
who were able to avail of NBB benefits upon 
admission in RHUs with birthing facility in the last 
month

Main Indicator 3C:
Proportion of sampled inpatients in public hospitals 
classified as PhilHealth SP beneficiaries who were 
able to avail of NBB benefits

Main Indicator 3D:
Proportion of sampled inpatients in RHUs 
with birthing facility classified as PhilHealth SP 
beneficiaries who were able to avail of NBB benefits

Main Indicator 3E:
Proportion of inpatients in public hospitals classified 
as PhilHealth SP beneficiaries who were able to avail 
of NBB benefits

Main Indicator 3F:
Proportion of inpatients in RHUs with birthing 
facility classified as PhilHealth SP beneficiaries who 
were able to avail of NBB benefits

A. Complete List of KPOM Indicators
Attainment of Health-related MDGs,  
5 indicators

Main Indicator 4A: 
Proportion of new MFP Acceptors in RHUs/ health 
centers in the last month

Main Indicator 4B:
Number of RHUs/health centers that experienced 
stock-outs or did not provide MFP commodity 
(OCP, DMPA and IUD) 

Main Indicator 5A:
Number of new TB smear-positive cases diagnosed 
in RHUs/ health centers in the last quarter

Main Indicator 5B:
Number of TB cases cured in RHUs/health centers 
in the last quarter

Main Indicator 5C:
Proportion of RHUs/health centers that experienced 
Category I/III TB Kits stock-outs or did not provide 
TB Kits in the last month

Improved Access to Quality Care,  
24 indicators

Main Indicator 6:
Availability of normal spontaneous delivery (NSD) 
services at RHUs/health centers in the last month

Main Indicator 7:
Availability of caesarean section (CS) services at 
district and sub-provincial hospitals in the last 
month

Main Indicator 8A:
Proportion of public hospitals HFEP-equipment 
recipients that received the equipment as scheduled

Main Indicator 8B:
Proportion of DISTRICT and SUB-PROVINCIAL 
hospitals HFEP-equipment recipients that received 
the equipment as scheduled
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Main Indicator 8C:
Proportion of RHUs/health centers HFEP-
equipment recipients that received the equipment 
as scheduled

Main Indicator 9A:
Proportion of public hospitals HFEP-civil works 
recipients that completed the civil works project as 
scheduled

Main Indicator 9B:
Proportion of DISTRICT AND SUB-
PROVINCIAL hospitals HFEP-civil works 
recipients that completed the civil works project as 
scheduled

Main Indicator 9C:
Proportion of RHUs/health centers HFEP-civil 
works recipients that completed the civil works 
project as scheduled

Main Indicator 10A:
Proportion of clients expressing general satisfaction 
with services and treatment received from public 
hospitals

Main Indicator 10B:
Proportion of clients expressing general satisfaction 
with services and treatment received from RHUs

Main Indicator 11A:
Proportion of clients expressing satisfaction with the 
technical quality of services received from public 
hospitals

Main Indicator 11B:
Proportion of clients expressing satisfaction with the 
technical quality of services received from RHUs

Main Indicator 12A:
Proportion of clients expressing satisfaction with the 
courtesy of medical providers in public hospitals

Main Indicator 12B:
Proportion of clients expressing satisfaction with the 
courtesy of medical providers in RHUs

Main Indicator 13A:
Proportion of clients expressing satisfaction with 
the information provided regarding the treatment 
received in public hospitals

Main Indicator 13B:
Proportion of clients expressing satisfaction with 
the information provided regarding the treatment 
received in RHUs

Main Indicator 14A:
Proportion of clients expressing financial satisfaction 
with services and treatment received in public 
hospitals

Main Indicator 14B:
Proportion of clients expressing financial satisfaction 
with services and treatment received in RHUs

Main Indicator 15A:
Proportion of clients expressing satisfaction with the 
time allotted by the physician providing the services 
and treatment in public hospitals

Main Indicator 15B:
Proportion of clients expressing satisfaction with the 
time allotted by the physician providing the services 
and treatment in RHUs

Main Indicator 16A:
Proportion of clients expressing satisfaction with 
the accessibility to and timeliness of services and 
treatment received in public hospitals

Main Indicator 16B:
Proportion of clients expressing satisfaction with 
the accessibility to and timeliness of services and 
treatment received in RHUs

Main Indicator 17A:
Overall index of patient satisfaction among clients 
in public hospitals

Main Indicator 17B:
Overall index of patient satisfaction among clients 
in RHUs
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B. Policy Note, “Gaps in Provision of 
    Commodity-based  Family Planning 
    Methods in Public and Private Health 
    Facilities”
Gaps in provision of commodity-based family planning methods in public and private health 
facilities: Red flags to universal access to a full range of family planning methods 

INTRODUCTION

One of the mandates of the Responsible Parenthood and Reproductive Health (RPRH) Act of 2012 and its 
Implementing Rules and Regulations (IRR of R.A. 10354) is the provision of a full range of modern family 
planning (FP) methods in all accredited public health facilities, including medical consultations and supplies1. The 
IRR further clarifies that through Department of Health- Centers for Health Development (DOH-CHDs), 
the delivery of a full range of modern FP methods will be integrated with maternal health care and emergency 
obstetric and neonatal care into established Service Delivery Networks (SDN) for Reproductive Health Care2. 
Within this SDN, public health facilities identified and their corresponding tasks in providing the full range 
of FP methods include: (1) Barangay Health Stations, to provide information on full range of modern FP 
methods, interpersonal communication and counseling (IPCC), dispensing of condoms, NFP charts and 
digital thermometers, SDM beads, injectables (DMPA) and oral contraceptive pills OCPs; (2) Rural health 
units (RHUs)/Main Health Centers (MHCs), to provide IUD insertion and removal, DMPA injection, 
natural family planning (including counseling, procedures and materials), in addition to all BHS reproductive 
health care services and supplies; and (3) public hospitals, in addition to services provided by RHUs/MHCs 
and BHS, to provide long-acting and permanent FP methods including IUD, bilateral tubal ligation (BTL), 
non-scalpel vasectomy (NSV).

Primary health care facilities (BHS and RHUs/MHCs) are expected to be able to provide all reproductive 
health care services prescribed to them in the RPRH IRR by the end of CY 2014, while for hospitals, the 
deadline is by the end of CY 2015. 

With the intent to provide progress snapshots of the status of the provision of a full range of FP methods in 
the first two years of RPRH implementation (2013 to 2014), this policy note looks into public and private 
provision and stock-out occurrence of commodity-based FP methods, specifically oral contraceptive pills 
(OCPs), DMPA, and IUD, from the Kalusugan Pangkalahatan Operations Monitoring (KPOM) surveys, from 
five quarters, covering the third quarter of 2013 to the second quarter of 2014 and the fourth quarter of 2014.

To clarify the terms used in this note, provision of services and commodities refers to in-facility provision and 
excludes referral to other facilities. Facilities with stock-outs refer to those who experienced at least one stock-
out incident for the specific FP commodity for the reference month. The succeeding discussion and graphs 
identify three states of commodity- based FP service provision: (1) providing method, with no stock-outs 
(green color), (2) providing method, with stock-outs (yellow color), and (3) not providing method (red color). 
Among these three, gaps in provision refer to the latter two. 

1  Implementing Rules and Regulations of R.A. 10354, Section 4.05, p. 14.
2  Implementing Rules and Regulations of R.A. 10354, Section 5.02, p. 14. 
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KEy RESULTS OF RESEARCH 

Commodity-based family planning methods continue to be provided mostly in RHUs and private lying-in 
clinics. In the last quarter of 2014, majority of surveyed RHUs provided FP methods without stock-outs: 
OCPs (92 percent), DMPA (94 percent), and IUD (71 percent). In contrast, public hospitals will need to 
catch up to comply with the guidelines of the RPRH Act to have the full range of FP services available in 
public hospitals by the end of CY 2015, since only less than half of public hospitals provide these commodities 
without stock- outs: 43 percent for OCP, 38 percent for DMPA, and 33 percent for IUD, for the last quarter 
of 2014. 

Oral contraceptive pills (OCPs)
Results from five quarters of KP operations monitoring survey data show that OCPs are provided in less than 
half (39–47 percent) of surveyed public hospitals, with stock-outs affecting 8–15 percent of OCP-providing 
facilities and occurring in all five quarters. Top three reasons cited for non-provision among surveyed public 
hospitals are ‘referred to RHU’, ‘no supply’, and ‘counselling only’. 

Private hospitals3 levels of OCP provision at 7–17 percent, with stock-outs limited to one facility, occurring in 
three of the five quarters monitored. Reasons given for non-provision of OCPs among private hospitals include 
‘referred to RHU’, ‘does not provide MFP’, and ‘referred to other facility’. 

Compared to hospitals, provision of OCPs is much higher in both public (97–99 percent) and private (62–82 
percent) clinics, as seen in Figure 2.

3  Surveyed private hospitals are those with at least license level 2 using the old classification of the hospital service capability,  
   i.e., prior to the reclassification based on DO 2012-0012.

Figure 1. Percent distribution of hospitals surveyed by provision of oral contraceptives pills 
(OCP) and stock-out experience during the reference month: public and private hospitals,  
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OCP stock-outs in these clinics occurred in all five quarters of the KPOM survey, for 4–8 percent of RHUs/
MHCs providing OCPs, while OCP stock-outs among private clinics was at 3–16 percent. Among public 
clinics reasons cited for stock-outs of OCP include ‘source has low stock’, ‘increasing demand for commodity’, 
and ‘delays in delivery’. 

Looking at KPOM data on total OCP users for the reference month for public clinics, total OCP users did 
increase from 576 in Q1, 2014 to 726 in Q4, 2014. While private clinics also increase OCP clients in the 
same period, from 8 to 20, this level is much lower. 

DMPA
Provision of DMPA in both public and private hospitals is low. Figure 3 shows that only two-fifths of public 
hospitals and less than one-fifth of private hospitals provide DMPA across the five quarters of KPOM surveys.

Figure 2. Percent distribution of clinics surveyed by provision of oral contraceptives pills (OCP) 
and stock-out experience during the reference month: public and private clinics, 2013-2014
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Figure 3. Percent distribution of hospitals surveyed by provision of DMPA and stock-out 
experience during the reference month: public and private hospitals, 2013-2014
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Stock-outs among public hospitals providing DMPA happened across all five quarters of survey data, for 
10–20 percent of these facilities. On the other hand, DMPA stock-outs among private hospitals are rare- only 
one facility had stock-outs, in two of five quarters monitored. It should be noted though that DMPA users per 
month in surveyed private hospitals ranged from 4 to 12, while these are 18 to 54 in public hospitals. 

As with OCPs, DMPA provision is high in both public and private clinics (Figure 4), at 96–99 percent and 
64–84 percent, respectively. However such high levels of provision are threatened with high stock- outs of 
DMPA for both RHUs/MHCs (11–21 percent) and private clinics (3–10 percent), across all five quarters. 
Among public clinics the commonly cited reasons for stock-out are ‘source has low stock’, ‘increasing demand 
for commodity’, and ‘amount procured not enough’. Interestingly, data on total DMPA users for the reference 
month for public clinics did increase from 254 to 344 within three quarters. On the other hand, total DMPA 
users in private clinics decreased from 17 to 14, in the same period. 

IUD
Like DMPA (Figure 3), IUD is provided in only two-fifths of public hospitals and in less than one-fifth of 
private hospitals surveyed. 

Figure 4. Percent distribution of clinics surveyed by provision of DMPA and stock-out 
experience during the reference month: public and private clinics, 2013-2014
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Figure 5. Percent distribution of hospitals surveyed by provision of IUD and stock-out 
experience during the reference month: public and private hospitals, 2013-2014
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Figure 6. Percent distribution of clinics surveyed by provision of IUD and stock-out experience 
during the reference month: public and private clinics, 2013-2014
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Compared to DMPA stock-outs (Figure 3), occurrence of IUD stock-outs in public hospitals is lower, affecting 
5–12 percent of these facilities across five quarters (Figure 5). On the other hand, stock-outs among private 
hospitals happened only in two of five quarters and with only one case each quarter. 
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About 72–97 percent of surveyed public clinics provide IUD, with stock-outs occurring in all five quarters 
monitored and affecting 2–5 percent of these facilities. Reasons cited for stock-outs in public clinics include 
‘no delivery in source clinic’, ‘source unit ran out of stock’, and ‘amount received/procured not enough. 
Among surveyed private clinics, 36–44 percent provide IUD. Stock-outs among these facilities were limited to 
1–2 percent, occurring in three of five quarters. 

CONCLUSION 

Results from five quarters of KPOM surveys revealed continuing and recurring gaps in the provision and 
supply of OCPs, DMPA, and IUD. Specific gaps for hospitals and clinics in the public and private sectors are 
summarized below. 

1. Public clinics (RHU/MHCs). Majority of surveyed RHUs/ MHCs provide OCPs (91–94 percent), 
DMPAs (75–92 percent), and IUDs (71–95 percent) without stock-outs. On the other hand, 
across the five quarters, stock-outs and non-provision of methods remain for OCPs (6–9 percent), 
DMPA (8–25 percent) and IUD (5–29 percent).

2. Private lying-in clinics (PLICs). Next to public clinics in its nearly universal provision of 
commodity-based FP methods are the private lying-in clinics, however, gaps in provision due non- 
provision and stock-outs exists for OCPs (23–46 percent), DMPAs (20–42 percent), and IUDs 
(38–45 percent). Stock-outs for OCPs and DMPA occurred across all five quarters, but only for 
three quarters for IUD. 

3. Public hospitals. FP method choice is limited in public hospitals as more than half have yet to 
provide commodity- based methods and stock-outs happened across all five quarters for all three 
methods. Public hospitals with gaps for non-provision and occurrence of stock- outs range from 
57–65 percent for OCPs, 59–67 percent for DMPAs and 60–69 percent for IUDs.

4. Private hospitals. Among the four types of facilities, private hospitals have the highest levels of gaps 
in terms of non- provision but with fewer stock-outs occurrences, resulting to gaps among 84–93 
percent for OCPs, 83–96 percentfor DMPAs, and 85–97 percent for IUD.

POLICy OPTIONS AND RECOMMENDATIONS 

These results on the provision and stock- outs of commodity-based FP methods from five quarters of KPOM 
survey demonstrate how regular monitoring of specific health service indicators, such as provision of specific 
commodity-based FP methods and incidence of stock-outs (last month) in health facilities can be used in 
monitoring the implementation of universal access to a full range of FP methods. 

Results presented in this note strictly refer to services and commodities offered in the facilities surveyed, 
however, Section 5.08 of the RPRH IRR, states should a health facility within an SDN be unable to provide 
a reproductive health care required by a client, the facility should refer the client within the same consultation 
hour to another facility within the SDN that can deliver the required services . Revisions to the KPOM 
instruments for succeeding data collection rounds could be made to capture and distinguish referrals for 
specific FP methods from actual provision of FP methods in-facility. 

The RPRH IRR has set the timelines for DOH to report on the progress of implementation, compliance 
and reproductive health outcomes. KPOM data could be utilized to validate data for the following reporting 
requirements: (1) status of public hospital compliance to the provision of full range of FP methods by end 
of CY2015; (2) annual report to President and Congress (to be submitted before end of April); (3) Review 
of Congressional Oversight Committee (COC) every five years from effectivity (April 1, 2013). To provide 
validation data for these reporting requirements, at the minimum operations monitoring data will need to be 
collected for the fourth quarter of every year. 
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Finally, as an early alert tool, DOH Execom and DOH-CHDs are enjoined to utilize these findings on service 
provision gaps in public hospitals and recurring FP supply stock-outs in both RHUs and public hospitals and 
discuss, validate, and direct action to address these gaps.
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C. Policy Note, “The Health Facilities 
    Enhancement Program: An Assessment 
    of the Facility-based Delivery Services 
    of the Recipient-RHUs”
The provision of normal spontaneous delivery (NSD) services remains a domain of hospitals despite the efforts 
of the Department of Health (DOH) to decongest the NSD patient load of hospitals by making NSD services 
readily available at the level of rural health units (RHUs) through the Health Facilities Enhancement Program 
(HFEP). Data from the nationwide Kalusugan Pangkalahatan Operations Monitoring (KPOM) Rounds 1 
to 5 shows that on the average only 62 percent of the sampled RHUs provides NSD services and that only 
32 percent are accredited to provide Maternity Care Package (MCP) benefits. This is alarming considering 
that from 2008 to 2014 the DOH has allocated at least 6.7 billion pesos on HFEP projects to upgrade these 
primary care facilities – 4.5 billion pesos for infrastructure enhancement and 2.2 billion pesos for equipping 
projects1. With the influx of funds from the Sin Tax revenues that are allotted for the upgrading of health care 
facilities, the National Government must ensure that resources are allocated to priority areas where basic health 
care provision of primary care facilities is insufficient and hospital-based health services are not available. In 
this policy note, we offer an independent data source – using the KPOM mechanism – in validating and 
monitoring HFEP projects linked to specific service provision capabilities.

Only half of RHUs in the country are providing NSD services.

The Rural Health Act of 1954 (RA 1082) mandates that RHUs are to be established in every municipality to 
make health care services more accessible in rural areas. Furthermore, RA 1082 states that each municipality 
should be serviced by at least a Category I RHU consisting of a municipal health office, a public health 

1  Source: DOH-Finance: 2008 and DOH-NCHFD: 2009-2012 HFEP SARO and 2013-2014 Status Report as of April, 2014.
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nurse, a midwife and a sanitary inspector.2 Historically, RHUs have primarily functioned as providers of basic 
health care services such as consultations/check-ups, immunization, nutrition services, health education and 
dispensing of essential medicines in a community. Despite the staffing requirements set by RA 1082, and later 
by RA 18913, the capability of RHUs to provide basic obstetric care have been constrained by lack of trained 
personnel, birthing facilities, equipment and supplies (Picazo, Pantig and dela Cruz, 2015; Department of 
Health, 2008; World Bank, 2001; Picazo, et. al, 2015).

The results of the five rounds of KPOM data collection showed that only 57–65 percent of the sampled RHUs 
are providing NSD services.4 This is much lower than expected capacities of primary care facilities considering 
that almost all municipalities in the country (99 percent) have at least one RHU5. The map below shows that 
non-provision of delivery services is primarily dominant in Luzon-based RHUs (45 percent) compared with 
Visayas (27 percent) and Mindanao facilities (33 percent).

Overlapping catchment areas?

The significantly high proportion of RHUs offering outpatient services only could be partly due to the 
continuing reliance of these facilities on nearby hospitals and private lying in clinics where inpatient services 
are already available. In the case of areas outside the national capital region and independent cities/HUCs, 
the high proportion of non-NSD provision among KPOM sampled RHUs appears to be influenced by the 

Figure 1. NSD Provision among Sampled RHUs, as of December 2014

Note: mapped data are province-level proportions 

2  Section (b) of RA 1082 mandates that a municipality, or group of municipal districts with a population of at least 5,000,  
   should have a Category I or senior RHU consisting of one municipal health officer, one public health nurse, one midwife  
   and one sanitary inspector. A municipality with a population of over 35,000 should have an additional Category II or junior  
   RHU staffed with one physician or public health nurse and one midwife or sanitary inspector. This provision was amended  
   in RA 1891 wherein eight categories of RHUs were identified. Staffing requirements of these RHUs is dependent on the  
   population of a municipality. 
3  An Act to Amend Section Two, Three, Four, Seven and Eight of Republic Act Numbered One Thousand Eighty-Two  
   Entitled “ An Act Strengthening Health and Dental Services in the Rural Areas, and Providing Funds Therefor” 
4  The first round of survey was conducted in October 2013 and covered data for the quarter July to September 2013  
   while the second round was conducted in February 2014 for the quarter October to December 2013. The third round  
   was implemented in June 2014 covering the data for the quarter of January to March 2014 while the fourth round was  
   administered in September 2014 for the quarterly data of April to June 2014. The latest data collection – Round 5 – was  
   done in June 2015 and covered the period October to December 2014.
5  Main health centers located in the National Capital Region (NCR) and independent and highly urbanized cities (HUCs)  
   were excluded in the analysis.
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presence of district and sub-provincial hospitals located in the same municipality or city. When a district 
hospital is present in the same locality, one in every two sampled RHUs (48 percent) are likely to offer 
outpatient services only. This is particularly significant in the case of RHUs in the rest of Luzon: more than 
half (50–62 percent) of RHUs that are not providing delivery services are situated in a municipality or city 
with a district hospital.

Sampled RHUs (100%)

Located in a municipality with a District 
Hospital (36%)

Located in a municipality without a 
District Hospital (64%)

With NSD (48%)
Outpatient only 

(52%)
With NSD (70%)

Outpatient only 
(30%)

Figure 2. NSD Provision among Sampled RHUs in municipalities with a District Hospitals,  
as of December 2014

6  MDG 4 aims to reduce child mortality by two thirds between 1990 and 2015 while MDG 5 targets to improve maternal  
   health and reduce maternal mortality ratio by three-quarters in the same time frame.

Inadequate infrastructure and health care providers?

Most of the sampled RHUs that do not provide NSD services have identified the lack of birthing facilities 
as the reason for non-provision of birth services. A few responded that the existing birthing facility is under 
renovation or “not yet a birthing facility” implying that there are plans for these institutions to be upgraded to 
become admitting facilities for inpatient services. 

Further analysis of the KPOM data revealed that midwife-to-population ratios of sampled RHUs that are 
providing birth services (1 midwife per 4,248 population) is significantly lower (p-value<0.001) than the 
ratios of primary care facilities that offer OP services only (1 midwife per 6,201 population). The midwife-
to-population ratios of the NSD-providing RHUs are also within the recommended ratios of the DOH [1 
midwife per 5,000 population (Galvez and Nadate, 2013)] while non-providing RHUs is 24 percent higher 
(p-value<0.001) than the DOH prescribed ratios.

The Health Facilities Enhancement Program 

In response to the Philippines’ commitment to Millennium Development Goals (MDGs) 4 and 56, the 
DOH has implemented programs to make maternal and infant care services more accessible to communities. 
One such effort is the upgrading of priority RHUs and barangay health stations (BHS) to Basic Emergency 
Obstetric and Neonatal Care (BEmONC) facilities through the Health Facilities Enhancement Program 
(HFEP). The HFEP aims to upgrade the service capabilities of selected national and local health care facilities 
in order to make these upgraded health facilities more responsive to the health needs of the catchments 
population. Prioritized in the upgrading program are RHUs that have been identified in the approved 
Rationalization Plan of the Provincial Health Care Delivery System based given the Health Needs and 
implementation plans listed in the Provincial Investment Plan for Health (PIPH) and its corresponding 
Annual Operations Plans (AOPs) (Lavado, et.al 2012). By capacitating first-contact of care facilities, 
professional provider-assisted delivery services are expected to become more accessible to mothers about to give 
birth.
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Figure 3. HFEP-recipient facilities and NSD Provision, as of December 2014

Results of the KPOM Round 5 showed that 68 percent of the sampled RHUs outside NCR and independent 
cities have at least one trained BEmONC team consisting of one doctor, one midwife and one nurse. Of the 
programmed HFEP facilities for both civil works and equipping (67 percent) in 2007-2013, three out four 
(73 percent) RHUs have trained BEmONC team. This is significantly higher (p-value=0.015) than RHUs that 
are programmed for equipment or infrastructure only, or not programmed at all (57 percent). Similar with 
the case of NSD provision, it appears that programming for both civil works and equipment have led to the 
availability of BEmONC Teams in RHUs which are instrumental in providing quality services in the facilities, 
including emergency cases for birth deliveries.

Sampled RHUs (100%)

HFEP-programmed for both equipment and 
infrastructure in 2007 to 2013 (67%)

HFEP-programmed for equipment only from 
2007 to 2013

HFEP programmed for infra only from  
2007 to 2013

Not HFEP-programmed (33%)

With NSD (68%)
Outpatient only 

(32%) With NSD (49%)
Outpatient only 

(51%)

7  The analysis was limited to HFEP 2007-2013 only. We assume that projects implemented under the 2014 HFEP will not  
   have an impact yet on the availability of NSD services as of December 2014.
8  We note, however, that the causality of events is not established using our data. Our results could also imply that HFEP  
   funds were mostly given to those with existing birthing facilities already and has been instrumental in ensuring that these  
   facilities continue providing NSD services. 

From 2008 to 2014, the DOH has allocated at least 6.7 billion pesos on projects to upgrade RHUs – 4.5 
billion pesos for infrastructure enhancement and 2.2 billion pesos for equipping projects. These translate 
to about 3.2 million pesos per civil works project and 1.3 million pesos per equipping project in HFEP-
programmed RHUs. The average HFEP budget per programmed facility should be sufficient for the 
establishment of birthing facilities through the expansion of RHU buildings/structures and the procurement 
of medical equipment and fixtures needed for maternity care package (MCP) services (based on DOH’s 
estimated budgetary requirements for construction of RHUs expansion with birthing facilities).

HFEP leads to increased quality of care?

Figure 3 below shows that 67 percent of the sampled RHUs in the fifth round of KPOM were programmed 
for both civil works and equipping projects under the 2007-2013 HFEP7. Moreover, two-thirds (68 percent) 
of these RHUs with provided civil works and equipping upgrades under HFEP were able to offer NSD 
services by December 2014 (the capacity to offer birth delivery services by RHUs given civil works and 
equipping upgrades is significantly higher (p-value<0.001) compared to RHUs who were either only HFEP 
support for upgrading equipment or received no HFEP support at all - 49 percent). Thus, the KPOM data 
implies that HFEP funds are more effective when provided as a combination of equipment and infrastructure 
upgrades8. 
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Figure 5. HFEP-recipient facilities and MCP accreditation, as of December 2014

Figure 4. HFEP-recipient facilities and availability of BEmONC Team, as of December 2014

Sampled RHUs (100%)

HFEP-programmed for both equipment and 
infrastructure in 2007 to 2013 (67%)

HFEP-programmed for equipment only from 
2007 to 2013

HFEP programmed for infra only from  
2007 to 2013

Not HFEP-programmed (33%)

With BEmONC 
Team (73%)

Without 
BEmONC Team 

(32%)

With BEmONC 
Team (49%)

Without 
BEmONC Team 

(51%)

HFEP: A missed opportunity for the financial risk protection of the poor?

DOH AO 2011-00149 states that “The accreditation of BEmONC capable facilities shall be linked to the 
Maternity Care Package. The Philippine Health Insurance Corporation (PHIC) shall grant accreditation upon 
application of the health facilities without the need for a pre-accreditation survey.” Considering the KPOM 
evidence that HFEP upgrading is associated with increased capacity to provide NSD services and increased 
availability of trained providers for emergency cases in RHUs, then it is of interest to find out whether the 
HFEP upgrading facilitates the translation of improved financial risk protection into the utilization of insured 
services. In the case of maternal care, the question is whether HFEP upgrading is associated with increased 
capacity to provide NSD services and increased availability of trained providers for emergency cases in RHUs, 
then it is of interest to find out whether the HFEP upgrading facilitates the translation of improved financial 
risk protection into the utilization of insured services. In the case of maternal care, the question is whether 
HFEP upgrading is also associated with the accreditation for the Maternity Care Outpatient Benefit Package 
(MCP). After all, enrollment in PhilHealth will only translate into improved financial risk protection if there 
are facilities that are accredited for the provision of MCP benefits.

KPOM data however reveals that only 32 percent of all sampled RHUs are MCP-accredited as of December 
2014. The accreditation status of HFEP-programmed facilities for both infrastructure projects and equipment 
(30 percent) is not significantly different (p-value=0.415) with those programmed for either equipment or civil 
works only, or not programmed at any time during 2007-2013 (35 percent).

9  Guidelines on the Certification of Health Facilities with Basic Emergency Obstetric and Newborn Care (BEmONC)

Sampled RHUs (100%)

HFEP-programmed for both equipment and 
infrastructure in 2007 to 2013 (67%)

HFEP-programmed for equipment only from 
2007 to 2013

HFEP programmed for infra only from  
2007 to 2013

Not HFEP-programmed (33%)

MCP-accredited 
(30%)

Not MCP-
accredited (70%)

MCP-accredited 
(35%)

Not MCP-
accredited (65%)
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10 Note that there are few RHUs with BEmONC-trained providers but are currently not providing NSD services. 
11 As stated in the General Appropriations Act for years 2011 to 2016.
12 PhilHealth Circular 011-2011 “New PhilHealth Case Rates for Selected Medical Cases and Surgical Procedures and the  
   No Balance Billing Policy”

We further note that MCP accreditation of RHUs that are recipient of HFEP equipping and infrastructure 
projects in 2007-2013 (30 percent) is much lower than the availability of NSD services (68 percent) and 
trained BEmONC teams (73 percent)10 in the same subset of facilities. Our findings indicate that despite 
the automatic PhilHealth coverage of the poor listed under the National Household Targeting System 
(NHTS)11, this financial risk protection may not be fully utilized by the intended beneficiaries. Without MCP 
accreditation, a much lower number of primary care facilities could be expected to provide NSD services 
with no-balance billing (NBB) to poor women who are entitled to such social health insurance benefits, 
i.e., pregnant women listed under the NHTS database of PhilHealth and other Sponsored Programs. This 
also means that the poor are missing out on the increase to the existing Maternity Care Package (MCP) 
implemented by PhilHealth to non-hospital facilities (from PHP6,500 to PHP8,000) to promote facility based 
deliveries consistent with the objectives of Universal Health Coverage (UHC) and MDGs12.

KPOM – An Independent Tool for HFEP Monitoring 

For 2016, a total of 26.9 billion pesos is programmed for HFEP implementation “with priority given to 
those located or nearby areas where there are large number of poor families or households under the National 
Household Targeting System for Poverty Reduction (NHTS-PR) or where there are no private health care 
facilities which can provide affordable and quality care” (DBM, 2016) Figures 3 and 4 earlier showed that the 
HFEP funds could be instrumental in the availability of NSD services and trained BEmONC providers in the 
RHUs while Figure 5 illustrated that the Program have yet to impact the MCP accreditation of these facilities. 
Thus, the downloading of these program funds must be specifically linked to these facility outcomes to ensure 
that HFEP funds are properly utilized. In addition to considering the presence of private care facilities, 
the DOH should also account for the presence of public hospitals in planning the programmed facility 
enhancements at the level of RHUs. Figure 3 has shown that provision of inpatient services in the primary care 
facilities could be affected by the presence of district hospitals located in the same municipalities/cities. Hence, 
the DOH could perhaps consider strengthening the referral systems and emergency transport systems in these 
areas instead of constructing new birthing homes and providing MCP-equipment.

The KPOM mechanism has illustrated that an independent third-party data collection method could be 
effective in obtaining regular, timely and accurate information on the implementation of the UHC agenda. 
The conduct of regular surveys could provide the DOH management with sufficient operational information 
at frequent and regular intervals to facilitate corrective action to enhance UHC programs and interventions. 
The random selection of facilities and the independent third-party data collection reduce the incentives for 
over-reporting KP performance. The cross-referencing with official data such as PhilHealth further enhances 
the power of the KPOM mechanism to validate the findings of the survey.
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1  Reference periods: September 2013 (Round 1), December 2013 (Round 2), March 2014 (Round 3), June 2014 (Round 4)  
   and December 2014 (Round 5). Due to some delays in the processing of project funds, the data collection for the quarter  
   of July to September 2014 was skipped.

This policy note discusses the progress of reform efforts to enhance the quality of LGU provided health services 
in terms of the capacity of district and sub-provincial hospitals to provide caesarian section (CS) services. 
Using data from KPOM Round 1 – Round 5, this note finds that only a fifth of district and sub-provincial 
hospitals provide CS services and that no significant improvement in this proportion was achieved during the 
duration of the said KPOM Rounds. Moreover, subsequent analysis revealed that the lack of anesthesiologists 
and OR facilities may be major contributing factors to the inability of district and sub-provincial hospitals to 
provide CS services.

One of the reform initiatives under the Universal Health Care/Kalusugan Pangkalahatan (UHC/KP) 
operational strategy of the Aquino Health Agenda (AHA) is the improvement of access to quality hospital 
and health facility care. This is emphasized in DOH Administrative Order (AO) 2010-0036, where it is stated 
that for all Filipinos to benefit from health reform, “government-owned and operated hospitals and health 
facilities will have to be upgraded to expand capacity and provide quality services to help attain MDGs, attend 
to traumatic injuries and other types of emergencies, and manage non-communicable diseases and their 
complications.”

To ensure adequate monitoring of UHC/KP reform initiatives including the drive to enhance the quality of 
government-owned hospital and health facility care, Section VIII of AO 2010-0036 prescribes monitoring 
the implementation of UHC/KP on a quarterly basis. Presently, this quarterly monitoring function is 
undertaken through the KP Operations Monitoring (KPOM) mechanism where the progress of UHC/KP 
implementation is assessed using select indicators of health facility enhancement, financial protection and 
MDG goal achievement that are estimated given quarterly survey data on public hospitals, private hospitals, 
RHUs, private lying-in clinics, CHT members, and patients of public facilities (the conduct of the KPOM is 
stipulated in DOH Department Order 2014-0109).

KPOM measures the progress of reform initiatives to enhance the quality of government-owned hospital and 
health facility care on several levels; from the nominal completion of Health Facility Enhancement Program 
(HFEP) projects to the more approximate measure of quality like the availability of caesarian section (CS) 
services in district and sub-provincial hospitals. It is to this latter indicator that this policy note turns to for 
the assessment of the reform initiative to enhance the quality of government health facilities. After all, district 
and sub-provincial hospitals were envisioned to be the backbone of local health systems, dispensing core health 
services such as “surgical services sufficient to provide emergency care for basic life threatening conditions, 
obstetrics and trauma” that are not provided by rural health units (RHUs). 

The proportion of district and sub-provincial hospitals providing CS services remains low and is 
practically the same in the five rounds of KPOM data collection. 

While the proportion of CS-providing district and sub-provincial hospitals increased from 17 percent in 
Round 4 to 22 percent in Round 51, this improvement is not significant (p-value=0.280). At the regional level, 
only the sampled facilities in Central Luzon, CALABARZON and MIMAROPA register proportions that are 
consistently higher than the national proportions. Moreover, all sampled district and sub-provincial hospitals 
in Central Visayas did not perform CS services during the five KPOM Rounds (see Table 1).

D. Policy Note, “Bottlenecks in the 
    Caesarian Section Delivery Services 
    Provision of Public Hospitals”
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Table 1. 
Availability of Caesarean Section (CS) Services at District/Sub-Provincial Hospitals  
in the last month

AQC7 Round 1 Round 2 Round 3 Round 4 Round 5

Philippines 21% 19% 19% 17% 22%

CAR 0% 0% 0% 0% 17%

Region I 50% 25% 38% 50% 50%

Region II 22% 0% 22% 0% 11%

Region III 64% 57% 36% 36% 50%

Region IV-A 30% 40% 50% 20% 40%

Region IV-B 40% 25% 20% 20% 22%

Region V 0% 0% 0% 8% 17%

NCR 100% 100% 100% 100% 100%

Region VI 45% 27% 25% 25% 9%

Region VII 0% 0% 0% 0% 0%

Region VIII 18% 14% 20% 20% 20%

Region IX 0% 29% 17% 0% 17%

Region X 10% 20% 13% 50% 13%

Region XI 13% 11% 11% 11% 44%

Region XII 0% 0% 13% 0% 0%

ARMM 0% 11% 33% 11% 11%

CARAGA 0% 20% 0% 10% 10%

On the other hand, the proportion of facilities that provided CS delivery services among provincial hospitals 
during the time period covered by the five KPOM Rounds remains high at 95 percent (figures not shown). 
The discrepancy in the capacity to provide CS services between provincial and lower level hospitals is quite 
visible in Central Visayas, where all provincial hospitals are capable of providing addressing CS services (figures 
not shown) while none of the sampled district hospitals report providing CS services.

The proportion of private hospitals providing CS services is significantly higher compared with district 
and sub-provincial hospitals.

In order to gauge the performance of public health facilities relative to private hospitals, the KPOM Hospital 
Survey was also administered to one private hospital with a service capability of at least Level 2 per province/
independent city.2 Figure 1 show that the proportion of private hospitals performing deliveries via CS is 
significantly higher compared with district and sub-provincial hospitals across all rounds. This comparison 
is also evident even when the sample of sub-provincial and district hospitals is limited to facilities that are at 

2  This is License Level as of December 2012. New classifications based on DOH AO 2012-0012 (Rules and Regulations  
   Governing the New Classification of Hospitals and Other Health Facilities in the Philippines) were not yet applied because  
   years 2013 and 2014 were considered as transition period for existing hospitals to comply with the provisions of the said  
   AO.
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least Level 2 (pre-AO 2012-0012 classification3) although Figure 1 does show that the proportion providing 
CS services increases by almost three-fold, from 17–21 percent to 54–61 percent. Nevertheless, rates of 54–61 
percent still fall below the target of 100 percent service capability.

21%

61%

84%

Round 1

19% 19%

58%

80%

54%

74%

17%

56%

80% 80%

22%

60%

Round 2 Round 3 Round 4 Round 5

District hospitals (all) District hospitals (L2 only) Private hospitals

Figure 1. Proportion of Hospitals Providing CS services

This wide gap in the provision of caesarian services between district hospitals and private hospitals is evident 
in the license levels of these facilities. In the latest KPOM round, less than half (45.5%) of sampled district 
hospitals were licensed as hospitals by December 2014 as the rest are licensed either as infirmaries4 (44.2%) or 
as other health facilities5 (10.4%). In the Visayas, only 30 percent of the sampled district and sub-provincial 
hospitals were licensed as hospitals by the end of 2014 (figures not shown).

The CS case load in private hospitals is more than double compared to that of public hospitals. 

In terms of case load, private hospitals have significantly higher CS delivery rates compared to district and 
sub-provincial that are also capable of providing CS services (a hospital is defined as capable of providing CS 
services when it reports provision of CS services). For example, the relative proportion of CS to total deliveries 
private hospitals (that are at least Level 2) is more than double compared to counterpart public facilities 
(including provincial, sub-provincial and district hospitals). Figure 3 illustrates that when CS patient load are 
expressed as percent share to total deliveries, around half of the clients in private hospitals deliver via caesarian 
section.

3  Service capability levels based on the 2012 DOH Licensing List were used in the analysis since it is unclear whether the  
   hospital classification indicated in the 2014 DOH Licensing List already follows the new service capability classification  
   system indicated in AO 2012-0012. The AO specified that hospitals currently categorized as Level 2, Level 3, and Level 4,  
   applying for new License to Operate (LTO) shall be given a grace period of three years to attain full compliance. Thus, it  
   may be inappropriate to use the 2014 list now as some higher level hospitals in 2012 may have yet to be reclassified given  
   the longer grace period accorded to Level 2 and higher hospitals.
4  As of October 2015, the DOH Health Facilities and Services Regulatory Bureau (HFSRB) have yet to disseminate the list  
   of primary care facilities (i.e., infirmary, birthing homes, medical out-patient clinics, OFW clinics and dental clinics).  
   Meanwhile, the accredited hospital database of PhilHealth includes a license level classification of “infirmary”. In the  
   absence of the official DOH list of infirmaries, these PhilHealth categories were used for monitoring purposes only.
5  
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Bottlenecks in the service provision of district and sub-provincial hospitals: missing anesthesiologist and 
non-existent OR facilities

In the fifth round of the KPOM data collection, the health facilities were asked for the reason of non-provision 
of CS services. The primary issues cited by the respondents from district and sub-provincial hospitals are: (i) 
No staff (i.e., surgeons, OB-GYNE or anesthesiologist) to assist in performing CS, (ii) No operating room, 
(iii) No delivery cases during the reference period, and (iv) The facility is an infirmary6 and does not perform 
CS.

In KPOM Round 5, one out of every three district hospital that do not provide CS services (34 percent) 
report the lack of assisting hospital staff as a reason for the inability to provide CS services. Furthermore, 
KPOM Round 5 data shows that the primary bottleneck for the non-provision of CS services (in terms of 
health professionals) is the lack of anesthesiologist in the district and sub-provincial hospitals; thus, while some 
of the non-CS providing district hospitals have attending OB-GYNEs or surgeons, none of these facilities have 
an anesthesiologist among the hospital staff.

In addition to the lack of an anesthesiologist, the absence of an operating room also seems to be a limiting 
factor to the provision of CS services with a third of non-CS providing district hospitals (32 percent) reporting 
such absence as the reason for the inability to provide CS services. 

As an aside, it may be useful to note that even in KPOM Round 5 that there were 18 district and sub-
provincial hospitals (14 percent of non-providing facilities) who reported being classified as infirmaries and 
should not be expected to provide CS services.

Conclusion 

The preliminary results from the KP Operations Monitoring shows that while almost all provincial hospitals 
provide CS services, only one out of five district and sub-provincial hospitals provide the said service. 
Furthermore, while more than half of district and sub-provincial hospitals are rated as Level 2 hospitals (and 

Round 1 Round 2 Round 3 Round 4 Round 5

District hospitals Provincial hospitals Private hospitals

21% 21% 21% 21%

51%

18%

52% 52% 52%

15% 22% 22%19%

49%

17%

Figure 2. CS Rates, by facility type

6  As per AO 2012-0012, hospitals that are previously licensed as Level 1 facilities but are unable to fulfill or comply with the  
   minimum requirements of a level 1 general hospital will be reclassified as “other health facilities” which includes infirmaries.  
   The sampled public hospitals that provided this response (‘infirmary’) were not excluded from the survey since the  
   third-party data collection firm were able to validate that these hospitals are serving as ‘District Hospitals’ based on their  
   catchment areas. Prior to the conduct of the survey, the Chief of Hospital (or his designee) from the sampled sub- 
   provincial hospitals were asked whether the facility services more than one catchment municipality/city. If the respondent  
   answered in the affirmative, the enumerator will proceed with the interview. If a sub-provincial hospital is located in  
   a Geographically Isolated Disadvantaged Area (GIDA) or in an island and the facility’s name has ‘District Hospital’, the  
   interview will be conducted. Otherwise, the interview will not be conducted and a replacement facility will be determined.
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thus should be capable of providing CS services), only 54–61 percent of these district and sub-provincial 
hospitals that are rated as Level 2 hospitals actually provide CS services. Moreover, it can be observed from 
KPOM Round 1 – Round 5 that the proportion of private hospitals providing CS services has consistently 
been higher compared to public hospitals that are rated with at least Level 2 service capability.

It appears from the analysis of KPOM data, that one of the major bottlenecks in the provision of CS services 
is the shortage of necessary health care professionals in district and sub-provincial hospitals. All of the non-CS 
providing facilities reported that there is no anesthesiologist in the roster of facility staff. In addition to the lack 
of hospital staff, the absence of an operating room also curtailed the provision of CS services in district and 
sub-provincial hospitals. There are of course sampled district and sub-provincial hospitals who report being 
classified as infirmary and thus are not expected to provide CS services, an argument that may not hold water 
if district and sub-provincial hospitals to begin with are expected to provide CS services.

Policy options and recommendations

Although it appears that private hospitals cope for the limitations of public hospitals in the provision of 
CS services, both the national and local governments should address the limited capacity of district and 
sub-provincial hospitals to provide CS services. Even if we abstract from the specific focus of improving the 
capacity of public to provide CS services, health policy direction as exemplified by the development of the 
Implementing Rules and Regulations (IRR) of RA No. 10354 (The Responsible Parenthood and Reproductive 
Act of 2012) lean towards public hospitals having operating rooms with standard equipment and provision for 
sterilization of equipment and supplies as well as consulting specialists in medicine, pediatrics, OB-gyne and 
surgery. 

Although the implementation of the DOH Health Facilities Enhancement Program (HFEP) appears to 
be a step towards enhancing the infrastructure and equipment capability of public hospitals, it is not clear 
whether the HFEP is responsive or targeted to address specific upgrading requirements. The ambiguity 
in the effectiveness of HFEP enhancements can be discerned from KPOM data. For example, of the 43 
sampled district and sub-provincial hospitals not providing CS services, 93 percent (40 facilities) report 
being were included in the list of facilities for upgrading under 2007-2014 HFEP civil works projects. The 
high proportion of district and sub-provincial hospitals that are not able to provide CS services among 
those programmed for upgrading raises the question of whether HFEP projects are responsive to upgrading 
requirements.

An additional challenge in the provision of quality care involves the shortage of hospital staff. For most 
district and sub-provincial hospitals, this is manifest in the scarcity of surgeons and anesthesiologists. In the 
current setup of devolved health service provision, the responsibility for hiring of hospital staff including 
specialists falls on the shoulder of the LGUs. To guarantee that adequate health care is provided to all Filipinos, 
particularly the poor, the DOH must ensure that LGUs maintain the appropriate health staff to manage and 
run public hospitals. In the Guidelines and Procedures for the Implementation of the Government Hospital 
Upgrading Project under the CY 2008 Health Facilities Enhancement Program Funds of the DOH (DO 
2008-0162), a Memorandum of Agreement (MOA) was required to be executed between the CHD Director 
and the Provincial Governor. The MOA states the one of the responsibilities of the Province is to submit a 
Health Resource Complement to the Center for Health Development (CHD). In 2013 however, the DOH 
issued Department Circular 2013-009 (Guidelines for the Availment and Processing of Heath Facilities 
Enhancement Program FY 2014) wherein the MOA/Service Level Agreement signed by HFEP recipient, Local 
Health Executive and DOH “stating the recipient’s counterpart to meet the goal of HFEP (e.g., hiring the 
required human resource capacity building, maintenance of supplies and materials… etc.)” is specified as no 
longer mandatory.
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Thrust Indicator

FRP Indicator 3.
PhilHealth members aware of benefits 
(KP)

Indicator 7.
Average No. of Days of claims processed 
(BAR)

Indicator 8.
% of hospitals with PhilHealth 
engagement (BAR)

Indicator 11.
Review and Revision of Case Rates with 
Co-pay (KP)

Indicator 15.
Number of TB cases registered with 
PhilHealth

Indicator 16.
Percent of registered TB cases enrolled 
to PhilHealth availing PhilHealth 
reimbursement

Dev’t. 
Goals

Indicator 2.
Percent of provinces with MMR lower 
than or equal to the 

a. regional target and 
b. national target

Indicator 4.
Percent of provinces with UFMR lower 
than or equal to the

a. regional target and 
b. national target

Indicator 15.
Proportion of Infants given BCG for 
TB (KP)

Indicator 16.
Proportion of Infants given 3 doses of 
OPV (KP)

Indicator 18.
Proportion of senior citizens immunized 
against influenza (KP)

Indicator 19.
Senior citizens immunized against 
pneumonia (KP)

Dev’t. 
Goals

Indicator 20.
Percent of children 12-59 months old 
given deworming tablet/ syrup every 6 
months

Indicator 24. 
•	 Adolescent Birth Rate (MDG)
•	 Adolescent Birth Rate (10-14; 15-

19) Per 1000 live births (SDG)
•	 NDHS: Age specific fertility rate 

(15-19)

Indicator 31.
Number of TB cases notified, registered 
and treated annually (SDG)

Indicator 40.
Proportion of women age 15-49 with 
knowledge of HIV preventive methods 
(MDG)

Indicator 47.
Proportion of children under 5 sleeping 
under insecticide-treated bednets

Indicator 48.
Proportion of children under 5 years old 
with fever treated with appropriate anti-
malarial drugs

Indicator 55.
Proportion of households using an 
improved drinking water source (MDG)

Indicator 57.
Proportion of households with sanitary 
toilet facilities (MDG)

Indicator 62. 
No. of Smoking Cessation Clinics 
established

Indicator 70.
Proportion of population below 
minimum level of dietary energy 
consumption (MDG)

Indicator 71.
Proportion of HHs with per capita 
intake < 100% dietary energy 
requirement (MDG)

Indicators for evaluation

E. Draft List of DOH-HPDPB Indicators
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Thrust Indicator

FRP Indicator 1.
•	 Coverage of all Filipinos (KP)
•	 NHIP Coverage Rate of Filipinos 

(SDG/ PrExC)
•	 Coverage Rate (BAR)

Indicator 2.
•	 % of Poor Families Covered by 

PhilHealth as identified under 
NHTS-PR (KP)/ PDP) 

•	 % of poor Filipinos covered by 
NHIP (PrExC)

•	 No. of NHTS-PR Indigents 
Covered (DBCC)

•	 No. of indigent families enrolled 
in NHIP (Sin Tax)

Indicator 4.
•	 % of senior citizens covered by 

NHIP(PrExC)
•	 NHIP: No. of senior citizens 

covered (DBCC)

Indicator 5.
•	 % of NHTS-PR HHs enlisted to a 

PCB Provider (KP & CAS)
•	 % of NHTS poor members 

assigned to PCB provider (BAR)

Indicator 6.
•	 No Out-of-Pocket Cost for 

Sponsored Program Claims in 
Government Facilities (KP)

•	 % NBB eligible patients with no 
out of pocket cost (PrExC)

Indicator 12.
Support Value (SDG)

Indicator 13.
% Social Health Insurance Expenditure 
(SDG)

Dev’t. 
Goals

Indicator 3.
Underfive Mortality Rate (UFMR) 
(MDG)

Indicator 5.
Infant Mortality Rate (MDG)

Indicator 6.
Neonatal mortality per 1,000 live births 
(SDG)

Gov. Indicator 1.
Budget Utilization Rate (Obligation) 
- KP

Indicator 2.
•	 Disbursement Rate
•	 Budget Utilization Rate 

(Disbursement) - KP

Indicator 3.
DOH hospitals ISO 9001:2008 certified 
(KP)

Indicator 4.
No. of quarantine/ isolation rooms 
established in airports/ports (KP)

Indicator 7.
% of stake-holders that rate health 
policies as good or better

Indicator 9.
Ave % of training participants that rated 
the training as good or better

Indicator 10.
% of requests for training support acted 
within a week upon receipt of request

Indicator 12.
% of clients that rate the provided health 
facilities as good or better

Indicator 21.
No. of emergency surgeries

Indicator 32.
% of entities with either valid or 
invalid permits/ licenses/ accreditation 
monitored at least once a year (BAR)

Indicator 33.
% of violation and complaint cases 
resolved (BAR)

Indicator 36. 
Number of consultative meetings 
conducted for policy formulation 
(PrExC)

Dev’t. 
Goals

Indicator 54. 
Prevalence of Soil Transmitted 
Helminthiasis (SDG)

Indicators to be retained
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Thrust Indicator

Dev’t. 
Goals

Indicator 7.
•	 Percentage of Pregnant women 

delivering at facilities (MDG)
•	 Proportion of births delivered in 

health facility (SDG/PrExC)
•	 Pregnant women delivering at 

facility (KP)

Indicator 8.
Proportion of births attended by skilled 
health personnel (MDG/SDG/ PrExC)

Indicator 9.
•	 Proportion of pregnant women 

with at least 4 antenatal care visits 
(SDG)

•	 Antenatal care coverage (at 4 visits) 
(MDG)

•	 Proportion of pregnant women 
with 4 or more prenatal visits 
(FHSIS)

Indicator 10.
Proportion of post-partum women with 
at least 2 postpartum visits

Indicator 11. 
•	 Number of Caesarean Births
•	 % Caesarean Births

Indicator 12.
•	 Proportion of Fully Immunized 

Children (MDG)
•	 Percent of Fully Immunized 

Children (SDG)
•	 No. of Children Fully Immunized 

(DBCC)
•	 Infants Fully Immunized (KP/

CAS)
•	 No. (Sin Tax) / % (PrExC) of 

Infants Fully Immunized 

Indicator 13.
Proportion of Infants given 3 doses of 
PENTA Vaccine 

Indicator 14. 
Proportion of Infants given Hep B 
vaccine (Birth dose)

Indicator 17.
Proportion of 1 year-old children 
immunized against measles (M/SDG)

Indicator 25
•	 Birth Rate by age of mother 

during delivery (SDG)
•	 NDHS: Age specific fertility rate

Dev’t. 
Goals

Indicator 27.
•	 Number of adolescent/ teenage 

pregnancy regardless of the 
outcome

•	 NDHS: % of women 15-19 years 
old who have begun child bearing 

Indicator 28.
Contraceptive Prevalence Rate (all 
methods)

Indicator 29.
Unmet Need for FP (MDG)

Indicator 30.
TB Case Detection Rate, all forms (KP/
CAS/MDG)

Indicator 32 
TB Cure Rate Increased (PDP)

Indicator 33.
TB Treatment Success Rate (KP/CAS/
MDG)

Indicator 34. 
Incidence rate of TB (MDG)

Indicator 35.
TB Prevalence Rate (MDG)

Indicator 36.
Death rates associated with tuberculosis 
(MDG) 

Indicator 37.
Number of HIV/ AIDS cases diagnosed 
and given treatment (DBCC) 

Indicator 41.
Proportion of population with advanced 
HIV infection with access to anti-
retroviral drugs (MDG)

Indicator 42.
HIV Case Fatality among those living 
with HIV/AIDS (M/SDG)

Indicator 43.
No. of Malaria-free provinces (MSDG)

Indicator 44.
Deaths due to malaria (MDG/KP)

Indicator 46.
No. of malaria cases diagnosed and 
treated (DBCC)

Indicator 49.
No. of Filaria-free provinces (SDG)

Indicator 50.
Prevalence of Schistosomiasis (SDG)
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Dev’t. 
Goals

Indicator 51.
Dengue Case Fatality Rate

Indicator 52.
Percentage of Post exposure prophylaxis 
against rabies (SDG)

Indicator 53.
Number of Rabies-free areas (SDG)

Indicator 56.
Proportion of families with access to safe 
water increased (MDG, PDP)

Indicator 58.
Proportion of families (HHs) with access 
to sanitary toilet increased (MDG)

Indicator 59.
Morbidity of poisoning cases due to 
chemicals admitted/ consulted at the 
health facility

Indicator 60.
Mortality of poisoning cases due to 
chemicals admitted/ consulted at the 
health facility

Indicator 63.
Average age of initiation of daily 
smoking

Indicator 64.
Average number of cigarettes smoked 
per day

Indicator 66.
Percent of adults (20 years old and 
above) with hypertension

Indicator 67.
Percent of adults (20 years old and 
above) with high fasting blood sugar

Indicator 68.
Percent of adults (20 years old and 
above) with high total cholesterol (low 
HDL, high LDL, high triglycerides)

Indicator 69.
Proportion of adults who are physically 
inactive or insufficiently physically active

Indicator 72.
Mean salt/sodium intake of adults aged 
25 years old and above

Indicator 73. 
Alcohol consumption of adults 20 years 
old and above (Prevalence of )

Dev’t. 
Goals

Indicator 74. 
Proportion of binge drinkers 20 years 
old and above

Indicator 75.
Prevalence of obesity among adults

Indicator 81.
Presence of 13 IHR core capacities for 
surveillance and response

Gov. Indicator 5.
% of existing policies reviewed/ updated 
in the last 3 years (BAR)

Indicator 6.
% of policies , plans, MOAs involving 
LGUs and other partners disseminated

Indicator 8.
No. of health human resource from 
LGUs and other partners trained (BAR)

Indicator 18.
Number of out-patients managed (BAR)

Indicator 20.
Number of elective surgeries

Indicator 22.
Net death rate among in-patients (BAR)

Indicator 23.
% of clients that rated hospital services 
as good or better (BAR)

Indicator 24.
•	 % of in-patients with hospital-

acquired infection (BAR)
•	 Hospital Infection Rate (PrExC)

Indicator 26.
No. of permits, licenses and 
accreditations issued for health products/
establishments/facilities/devices and 
technologies (BAR)

Indicator 27.
% of authorized or accredited entities 
with detected violations of license or 
accreditation conditions (BAR)

Indicator 28.
% of applications for permits, licenses or 
accreditation acted upon within 3 weeks 
upon application

Indicator 29.
% of applications acted upon within 
FDA Charter timelines (permits, licenses, 
certifications for health establishments, 
products and devices) (KP)
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Thrust Indicator

Gov. Indicator 30.
No. of inspections of regulated products/
entities (BAR)

Indicator 31.
% of submitted inspection reports that 
resulted in the issuance of notice of 
violations and penalties imposed (BAR)

Indicator 35.
Number of cases acted upon within 30 
days (BAR)

Indicator 38. 
Number of provinces and chartered 
cities who achieved 50% green rating in 
their LGU scorecard

Indicator 45.
Percentage (%) of compliant licensed/
registered health facilities, health 
establishments and health products to 
regulatory standards

Indicator 46.
Percent of persons with disease of 
international concern responded to and 
contained

AQC Indicator 1.1 
•	 Upgrade and improve all health 

units and hospitals:
•	 All BHS accredited for TSeKaP 

(UHC)
•	 Indicator 1.2
•	 No. of Barangay Health Stations 

upgraded: PHIC-TSEKAP 
accredited BHS (DBCC)

Indicator 2.1 
Barangays with Schools but no BHS 
(TSeKaP accredited) (UHC)

Indicator 2.2
No. of Barangay Health Stations 
upgraded: School-based BHS (DBCC)

Indicator 3.1
No. of Barangay Health Stations 
upgraded: Birthing Facilities (existing) 
(DBCC)

Indicator 3.2 
Upgrade and improve all health units 
and hospitals: Birthing BHS accredited 
for MCP (UHC)

AQC Indicator 3.3
Increase percentage of BHS/RHU with 
BEMONC (PDP) 

Indicator 5.
Upgrade and improve health units and 
hospitals: RHUs/Urban Health Centers 
upgraded (out of 3,074) (UHC)

Indicator 6.
•	 Upgrade and improve health units 

and hospitals: LGU hospitals 
upgraded (out of 664)

•	 Health Facility Enhancement 
Program Hospitals: LGU 
Hospitals (DBCC)

Indicator 7.
•	 Upgrade and improve health units 

and hospitals: DOH regional 
hospitals upgraded (out of 70) 
(UHC)

•	 Health Facility Enhancement 
Program Hospitals: DOH regional 
hospitals (DBCC)

Indicator 8.
•	 Upgraded and Improve Health 

Units and Hospitals: Blood Service 
Facilities (UHC)

•	 Health Facility Enhancement 
Program Hospitals: Blood Service 
Facilities (UHC)

Indicator 9.
•	 Upgraded and Improve Health 

Units and Hospitals: National 
Reference Laboratories (UHC)

•	 Health Facility Enhancement 
Program Hospitals: National 
Reference Laboratories (DBCC)

Indicator 10.
•	 Upgraded and Improve Health 

Units and Hospitals: Treatment 
Rehab Centers (UHC)

•	 Health Facility Enhancement 
Program Hospitals: Drug Abuse 
(DBCC)

Indicator 11.
•	 Upgraded and Improve Health 

Units and Hospitals: Regional 
Quarantine Stations (UHC)

•	 Health Facility Enhancement 
Program: Quarantine Stations 
(DBCC)
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Dev’t. 
Goals

Indicator 76.
Number of road traffic injuries per year

ONEISS:
% of reportable case of injury due to 
transport or vehicular crash

Indicator 77.
Number of deaths due to road traffic 
injuries per year

ONEISS:
Number of deaths due to transport of 
vehicular crash-related injury

Indicator 78. 
•	 % Availability of essential drugs 

in health facilities at all levels 
according to the National Drug 
Formulary (SDG)

a. % availability of essential drugs 
in primary level health facilities

b. % availability of essential drugs 
in higher level hospital

•	 % of target population provided 
with commodities OR Number 
of health facilities given essential 
medicines among all number of 
health facilities (PrExC) 

Indicator 80.
•	 % of population covered by an 

out-patient drug benefit
•	 NCPAM-Pharmaceutical Division
•	 Proportion of population given/

served DOH COMPACK 
medicine

Gov. Indicator 19.
•	 Number of in-patients managed 

(BAR)
•	 Number of patients managed (in-

patient and out-patient) by DOH 
hospitals 

•	 (PrExC)

Indicator 40.
Number of drug abuse cases 
rehabilitated/ admitted at TRCs)

Indicator 41.
•	 Percent of drug abuse cases 

managed and completed treatment 
(PrExC)

•	 Number of drug abuse cases 
managed and completed treatment 
(SDG)

AQC Indicator 12.
•	 Upgraded and improve health 

units and hospitals: Psychiatric 
Facilities (UHC)

•	 Health Facility Enhancement 
Program: Psychiatric Facilities 
(DBCC)

Indicator 13.
•	 Upgraded and improve health 

units and hospitals: RITM 
Biosafety Lab (UHC)

•	 Health Facility Enhancement 
Program: RITM Biosafety 
Laboratories (Biosafety Level 3) 
(DBCC)

Indicator 14.
•	 Upgraded and improve health 

units and hospitals: Provision of 
mobile dental services (UHC)

•	 Health Facility Enhancement 
Program: Mobile Dental (DBCC)

Thrust Indicator

FRP Indicator 9.
•	 Utilization of Medical Assistance 

Program (MAP) (KP)
•	 No. of indigents provided with 

medical assistance (PrExC and 
SinTax)

Dev’t. 
Goals

Indicator 38.
•	 HIV prevalence among the 

population (15-24 years old) 
(SDG)

•	 Proportion of population living 
with HIV at a given time (MDG)

•	 % reduction rate in HIV 
prevalence

Indicator 61.
No. of provinces with NCD Registries

Indicator 65.
Percent of youth who are current 
tobacco smokers

GYTS:
Percent of youth 13-15 years old who 
are currently smoking cigarettes
GATS:
Percentage of adults who currently 
smoke cigarettes

Indicators that need clarification
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Thrust Indicator

AQC Indicator 4.1 
Upgrade and improve all health units 
and hospitals: RHUs/Urban Health 
Centers accredited for TSeKaP, TB-
DOTS, MCP (UHC)

Indicator 4.2
Upgrading all RHUs and Urban Health 
Centers into 3 in 1 PHIC accredited 
facilities (DBCC)

Gov. Indicator 43.
Number of issued regulation documents 
(permits, License to Operate (LTO), 
Market Authorization, Certificate of 
Accreditation, etc.) within Citizen 
Charter timeline

Dev’t. 
Goals

Indicator 26.
Number of pregnant teens who were 
counseled on sexual or reproductive 
health (SDG)

NDHS: 
Percent of women, 15-19 years old, 
who visited the facility in the past 12 
months and had discussion on FP

FRP Indicator 7.
Average No. of Days of claims processed 
(BAR)

Indicator 10.
•	 10.1 PhilHealth Utilization Rate 

(SDG)
•	 10.2 NHIP Utilization Rate 

(PrExC)

Indicator 14.
Share of out of pocket health 
expenditures in the total health 
expenditures, by income decile (SDG)

OR 

%Share of out of pocket health 
expenditure (NHA)

Dev’t. 
Goals

Indicator 19.
Senior citizens immunized against 
pneumonia (KP)
No. of pneumococcal vaccines provided 
(DBCC)

Dev’t. 
Goals

Indicator 39.
Percentage of young people ages 15-24 
reporting the use of a condom during 
sexual intercourse with a non-regular 
sexual partner in the last 12 months 
(MDG)
Condom Use last high-risk sex (SDG)

Indicator 45.
•	 Malaria Incident Cases per 

100,000 persons per year (SDG)
•	 No. of Malaria Cases (KP/MDG)
•	 Malaria Morbidity Rate decreased 

(PDP)

Indicator 54. 
Prevalence of Soil Transmitted 
Helminthiasis (SDG)

Indicator 79.
•	 Median Consumer price ratio of 

selected essential medicines in 
public and private health facilities

•	 Proportion of population with 
access to affordable essential drugs 
on a sustainable basis (MDG)

Gov. Indicator 11.
•	 Number of LGUs and other health 

partners provided with health 
facilities (BAR)

•	 Number of health facility 
enhancement projects funded and 
started within the year (PrExC)

Indicator 13.
% of facilities given funding fully 
operational within 6 months from the 
approval of request by the LGU (BAR)

Indicator 14.
Percentage of provided health facilities 
that are fully operational three years after 
acceptance/ installation (BAR)

Indicator 15.
% of stake-holders who rate the 
commodity supply service as good or 
better (BAR)

Indicator 16.
% of requests for commodities met in 
full within 48 hours (BAR)

Indicator 25.
% of patients with level 2 or more 
urgency rating attended to within 30 
minutes (BAR)
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Gov. Indicator 34.
% of stake-holders who view DOH 
enforcement as satisfactory or better 
(BAR)

Indicator 17.
Percent of target population provided 
with commodities

Indicator 37. 
Percent of areas (provinces, cities, 
municipalities) provided with technical 
assistance through knowledge and 
information, investigation and response 
to outbreaks and disasters (PrExC)

Indicator 42.
Number of health facilities monitored 
and evaluated (PrExC)

Indicator 44.
Ratio of quarantine personnel at point 
of entry and exit

Indicator 39.
Number of blood units collected by 
Philippine Blood Center (PBC) – 
(PrExC)

AQC Indicator 15.
•	 Health Human Resources 

Deployed: UHC implementers/ 
DTTB (Doctors) – (UHC) 

•	 Health and Human Resource: 
Doctors (DBCC)

Indicator 16.
Health Human Resources Deployed: 
Nurses (UHC)

Indicator 17.
•	 Health Human Resources 

Deployed: Midwives (UHC)
•	 Health Human Resource: 

Midwives (DBCC)

Indicator 18.
Health Human Resource Deployed: 
Public Health Associates (UHC)

Indicator 19.
Health Human Resource Deployed: 
Dentists(UHC)

Indicator 20.
Health worker density and distribution 
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Technical Advisory on the Budget Requirement of the Proposed Revisions to the KPOM Sampling
UPecon-Health Policy Development Program

January 27, 2016

1. This document is an update of the technical advisory issued by UPecon-HPDP to Usec. Lilibeth C. 
David of the Department of Health (DOH) last November 12, 2015. The previous version of the 
technical advisory described the resource requirements of the revised KP Operations Monitoring 
(KPOM) sampling design that was proposed by the external assessment study (of the first four rounds 
of KPOM implementation) undertaken by Dr. John Peabody. The KPOM assessment study was 
commissioned by DOH-HPDPB to help ensure the viability of the KPOM as a sustainable mechanism 
for monitoring the progress of KP implementation. One of the key recommendations of the external 
assessment was to increase the number of sampled units of public and private health care facilities to 
allow for statistical inference of KPOM findings with the province as unit of the analysis and arrive at 
representative intra- and inter-provincial indicators. 

2. Given the recommendations of the external assessment report with some modifications based on the 
discussions of UPecon-HPDP and DOH-Health Policy Development and Planning Bureau (HPDPB), 
the following sample size is proposed:

a. One provincial hospital per province
b. One city hospital per independent city
c. District hospitals from 2 to 3 per province/independent city

i.   Option 1:Complete enumeration
ii.  Option 2: Majority of district hospitals (50 percent + 1 facility) per province/independent city

d. One private hospital per province/independent city
e. One private lying in clinics per province/independent city
f. Majority of RHUs/UHCs (50 percent + 1 facility) per province/independent city 
g. From 1 patient to 5 patients per public hospital
h. From 1 patient to 3 patients per RHU/UHC

The revised sampling frame will allow the estimation of select indicators to be representative at the 
provincial level. Under Option 1, information from the provincial hospitals, city hospitals and district 
hospitals can be aggregated to derive statistically-representative indicators at the province-level. Both 
Option1 and Option 2 propose to survey majority of RHUs/UHCs to cover a larger sample of primary 
care providers.

3. UPecon-HPDP in consultation with a third-party survey data firm estimated the budgetary requirements 
and timelines needed to conduct the next round of KPOM. Following the description in item (2) the 
samples sizes of the proposed revisions to the sampling design is shown in Table 1.

The estimated costs for the two options above are PHP10.8 million and PHP9.99 million, respectively. 
This is inclusive of the training of interviewers, actual fieldwork, data encoding and project management.

F. Technical Advisory on the Budget 
    Requirement of the Proposed  
    Revisions to the KPOM Sampling
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Facility Type Round 5 Sample Option 1 Option 2

Provincial Hospital 68 68 68

District Hospital 154 369* 246**

City Hospital 24 24 24

Private Hospital 101 97*** 97***

Private Lying-In Clinic 95 94 94

RHU/Urban Health Center 342 1,449 1,449

Provincial Hospital - Patient Exit 68 340 340

District Hospital - Patient Exit 154 1,845 1,230

City Hospital - Patient Exit 24 120 120

RHU/Urban Health Center - Patient Exit 342 4,347 4,347

Total Facilities 784 2,101 1,978

Total Patient Exit 588 6,652 6,037

Option 1 Option 2

Pre-deployment activities 6 weeks* 6 weeks*

Fieldwork 11 weeks 9 weeks

Encoding and validation of data for 40% of sample 6 weeks** 5 weeks**

Encoding of data for 60% of sample (cumulative) 2 weeks 2 weeks

Encoding of data for 80% of sample (cumulative) 2 weeks 2 weeks

Encoding of data for 100% of sample (cumulative) 2 weeks 2 weeks

Data validation, writing of data collection narrative and final report 8 weeks** 7 weeks**

Total 34 weeks 30 weeks

Table 1. Proposed Sample Size of the External Assessment Team

Table 2. Schedule of Activities: Option (1) and (2)

* Complete enumeration of all district hospitals
** Covering majority of district hospitals per province: 50 percent + 1 facility
*** Lower sample in Round 6 due to reclassification of facilities’ licensing levels in 2014.

* inclusive of questionnaire and field manual revisions based on updated list of indicators of DOH-HPDPB
* encoding schedule will overlap with the actual fieldwork
** data validation will overlap with encoding of data

4. Assuming that pre-deployment activities will begin by April 2016 and accounting for a longer period 
of field work due to the 2016 national and local elections, the entire KPOM cycle will be completed in 
30-34 weeks. The complete KPOM cycle includes pre-deployment activities (i.e., mobilization activities, 
training of interviewers, finalization of survey instruments and materials, finalization of line-by-line field 
guide and survey implementation manual, preparation of deployment plan and DOH-signed letter of 
endorsements, etc.), actual fieldwork, data encoding, data validation, writing of data collection narrative 
and writing of the final KPOM report with comparison on the results from the previous rounds.
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For Option (1), the final report will be available by November 2016 while for Option (2) the final report 
will be submitted to DOH by October 2016. Annex A and B provides the detailed Gantt charts of 
activities for Options (1) and (2), respectively.

5. In summary, the two alternatives are as follows:

Option 1 Option 2

Sample size 2,101 facilities
6,652 patient exit

1,978 facilities
6,037 patient exit

Timeline 34 weeks 31 weeks

Cost PHP10,800,000 PHP9,990,000

Starting date Second week of 
March 2016

Second week of 
March 2016

Submission of final report November 2016 October 2016

Table 3. Summary of Proposed Options for the next round of KPOM

UPecon-HPDP recommends implementing Option (1) since this will allow DOH to analyze more indicators 
that are representative at the province level. With the expanded sampling frame covering all provincial, 
city and district hospitals and majority of RHUs and main health centers, it is best to implement the 
KP Operations Monitoring on an annual basis. For the purposes of continuity, UPecon-HPDP further 
recommends that the proposed sixth round of KPOM cover the last quarter of 2015 as its reference period. 
This will enable a three-year comparison of the same quarterly period (October to December) beginning 
2013 (reference period of KPOM Round 1) and 2014 (reference period of KPOM Round 5). Covering the 
last quarter of the year will allow a more comprehensive assessment of different DOH programs and activities 
such as the completion of the HFEP infrastructure and equipping projects, and the delivery of MFP and TB 
commodities at the service delivery points. 

G. KPOM External Assessment  
    Conducted by Dr. John Peabody

KPOM Evaluation Final Report
External Review

September 27, 2015

John W. Peabody, MD, FACP, PhD
Mark C. Ang, MD, DPSP, MoS

Background

The Universal Health Care/Kalusugan Pangkalahatan (UHC/KP) is the strategic framework of the Aquino 
government for achieving universal health care for all Filipinos and focuses on three main thrusts: (1) rapid 
expansion in National health Insurance Program through Philhealth enrollment and benefit delivery using 
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national subsidies for the poorest families; (2) improved access to quality hospitals and health care facilities 
through accelerated upgrading of public health facilities; and (3) attainment of health-related MDGs by 
applying additional effort and resources in localities with high concentration of families who are unable to 
receive critical public health services.

As part of USAID technical assistance to the DOH, the health policy development program (HPDP) is 
supporting the Department of Health (DOH) in establishing an operations monitoring mechanism intended 
to provide regular, timely and accurate reports on the overall performance in implementing the UHC/KP. 
The result from KP operations monitoring (KPOM) is expected to allow the DOH administration (1) to 
make corrective actions and intervene (2) to address specific bottle necks, aside from feeding into the decision 
making process that will fine tune specific strategies and (3) to provide supplemental instructions to various 
offices.

The quarterly data collection mechanism of the KPOM has been implemented by the DOH since October 
2013, and has undergone 4 rounds of data collection and reporting. Round 1 covered the third quarter of the 
2013 calendar year; round 2, the 4th quarter of CY 2013; round 3, the 1st quarter of CY 2014; and round 
4, the 2nd quarter of CY 2014. The 3rd quarter of CY 2014 was skipped and round 5 corresponds to the 4th 
quarter of CY 2014. Data for round 5 have been collected and are being processed by HPDP (see Figure 1).

The Health Policy Development Program initiated the design of the KPOM mechanism and developed the 
survey instruments. They engaged a third party survey firm for the collection and encoding of Rounds 1 to 3 
of KPOM data. For the fourth and 5th (latest) KPOM rounds, the DOH provided budgetary support through 
their research funds under PCHRD management.

Launched by 
DOH in

October 2013

Q3 2013 
(Round 1) 

Q1 2014 
(Round 3) 

Q3 2014, 
skipped 

Q4 2013 
(Round 2) 

Q2 2014 
(Round 4) 

Q4 2014 (Round 5*) 
data collected, 
processing on going

KPOM internal assessment
(April-June 26, 2015)

KPOM external assessment
( June – September 2015)

Figure 1. KPOM History to Date

* The decision to use the label KPOM ‘Round 5’ even though one data collection quarter was skipped was made by 
DOH HPDPB

INTERNAL ASSESSMENT By THE HEALTH POLICy DEvELOPMENT PROGRAM

The Health Policy and Development Program conducted an internal assessment from April to June 26, 2015 
which focused on specific issues that were raised during the dissemination activities and external technical 
reviews. 

Specific key findings

The HPDP internal assessment team highlighted a specific set of findings that came up during the course of 
their feedback sessions with the different DOH constituencies. These are presented below:

1. Community Health Team members may not have adequate information regarding the enrolment 
of/use of NHIP benefits by Conditional cash transfer (CCT)/National housing targeting system 
(NHTS) wards and out of pocket patient expenditures. 
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2. There is lack of information on the satisfaction of patients with public services.
3. Almost 100 percent no balance billing (NBB) availment in public hospitals and RHUs is 

questionable.
4. Health Facility Enhancement Program (HFEP) instrument questions are insufficient to identify 

which specific HFEP projects were delayed.

In response to these specific issues, the HPDP internal assessment team proposed the following 
recommendations: 

1. Replace CHT member survey with patient exit survey where the respondent is a beneficiary of the 
Philippine Health Insurance Corporation Sponsored Program (PHIC-SP).

2. Include patient satisfaction questions on: 
a.  General Satisfaction 
b.  Technical Quality 
c.  Interpersonal Manner 
d.  Communication 
e.  Financial Aspect 
f.  Time spent with Doctor 
g.  Accessibility and Convenience

3. Drop the No Balance Billing (NBB) questions from the hospital and RHU instruments and 
include analogous NBB questions in the proposed Patient Exit survey 

4. Add specific question on the completion of HFEP 2014 projects

ExTERNAL ASSESSMENT PROPER

Objectives of the external assessment

As part of its review process of DOH-funded surveys, the DOH Health Policy Development and Planning 
Bureau (HPDPB), with the support of HPDP, has commissioned this external review of the first four rounds 
of KPOM implementation to achieve the following objectives:

1. Review the knowledge and utilization, and solicit feedback from relevant DOH-Central Office 
units and Centers for Health Development (CHDs), of KPOM impact on improving data 
collection, presenting results and utilizing findings

2. Review the survey, sampling design and indicators of KPOM and identify new areas that need to 
be included in succeeding data collection efforts

3. Validate the internal review by HPDP of the instruments, field protocols and operations process of 
survey data

This assessment presents a set of recommendations on how to further improve the KPOM methodology as a 
sustainable mechanism for monitoring the progress of KP implementation.

This external review also incorporates the findings of the internal assessment that HPDP conducted in April to 
June 26, 2015.

The external assessment was conducted between June 23 and September 2015 (see Figure 2). A series of key 
informant interviews were conducted from June 23 to July 27, 2015. The respondents of the interviews were 
from select DOH central offices including the office of the secretary, Disease Prevention and Control Bureau, 
Health Facility Development Bureau, Disease Prevention and Control Bureau, Health Facilities and Services 
Regulatory Bureau, Health Policy and Development Bureau, and Logistic Management Division; DOH 
regional offices including MIMAROPA, CALABARZON, and NCR; and Philhealth central offices. Refer to 
appendix for a complete list of respondents. Key issues and common themes from the interviews were distilled 
and summarized. 

Preliminary findings were presented to HPDP UPSE. The inception and progress reports were submitted 
by August 20. A draft assessment report was presented to HPDP in August 27 and revised based on initial 
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comments on September 2. The final report will be submitted to HPDPB and presented to Secretary Garin, 
tentatively, by October 2015.

June 23 to July 7, 2015
Key informant interviews 
were conducted

June 26, 2015:
Preliminary results presented 
to HPDP UPSE

August 27, 2015:
Draft KPOM assessment 
report presented to HPDP

October 2015:
Video conference of Final 
Report with Secretary Garin

August 9, 2015:
Inception and progress 
report submitted

September 2015:
Submission of Draft Final 
report to HPDP and HPDPB

Figure 2. Timeline of the KPOM External Assessment

Summary of External Assessment Findings

Ten important issues surfaced from the key informant interviews and are summarized in the succeeding 
paragraphs. Actual specific instances that reflect these issues during the interviews are identified and referenced. 
The KPOM system/mechanism in its present form is unable to seamlessly transition across DOH leaderships. 
The design lacks important aspects that allow for continuity, sustainability, and independence from irrelevant 
external pressures.

“Secretary Garin likes the KPOM because the method used random sampling, but she does not like the 
idea that CHTs should be involved.” 1

“Sec Garin is focusing on measures of quality” 2

“The focus of DOH right now is to concentrate efforts on the NHTS identified poor which are in the 
43 priority provinces” 3

“Director says that any health information that is collected should be revisited in light of all the new 
programs” 4

“KPOM focus should be realigned to the priorities of the current secretary.” 5

“HPDPB should sit down with the ExeCom to re-evaluate the indicators because of changing 
priorities.” 6

1. The KPOM results are not being disseminated in a simple, understandable, engaging and 
actionable format to DOH central offices, regional offices, and concerned attached agencies.

“DOH NCR says that KPOM reports are not being discussed” 7

1  KII with DOH- HPDPB_2015-06-23 summary, page 2 
2  KII with DOH- HPDPB_2015-06-23 summary, page 6
3  KII with DOH- HPDPB_2015-06-23 summary, page 8
4  KPOM Assessment Orientation_DOH CO_2015-06-23 summary, page 25
5  Exit Meeting with HPDPB_2015-06-26 summary, page 3
6  Exit Meeting with HPDPB_2015-06-26 summary, page 3
7  KII with DOH- NCR_2015-06-23 summary, page 10
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“HPDP says that dissemination of KPOM reports among the central offices is limited.” 8

“DPCB representatives feel that they were bypassed during the development of the KPOM indicators. 
They recommend that the central offices should also be consulted.” 9

“KPOM not presented to them properly. They were not told what to expect and how to use the data 
from the KPOM reports.” 10

2. The current KPOM objectives, set of indicators, and technical design did not undergo a 
participatory process that ensures transparency and encourages ownership by all stakeholders.

“DPCB representatives feel that they were bypassed during the development of the KPOM indicators. 
They recommend that the central offices should also be consulted.” 11

“Director says that indicator development should involve everybody.” 12

“HPDPB says that that KPOM was started because Sec Ona wants to monitor performance of KP. He 
also chose what indicators to include.” 13

3. There are multiple independent mechanisms in DOH to obtain or generate data, all of which do 
not have clear quality assurance systems in place to ensure reliability and dependability and all of 
which cannot provide information when it is needed.

“DPCB says there are lots of data sources that DOH uses: KMITS, iClinicSys, and Injury database” 14

“DPCB says that programs each develop their own methods to generate data which entails a lot of work 
and causes a lot of stress.” 15

“HPDPB admits there are no data quality checks for data provided by the programs.” 16

4. Beyond KPOM, the DOH does not have a mechanism that provides to the secretary timely and 
reliable data that can be used to validate and evaluate administrative and program generated data, 
and serve as a quick auditing tool to assess operational performance.

“The main problem of the FHSIS, which is the existing system for monitoring health data, is that is not 
timely. The DOH is compelled to get data directly from the program managers who can give updated 
data.” 17

5. There are plans to set up electronic information systems that cut across the different bureaus, 
offices, and units in the DOH, but there is insufficient capacity for DOH COs as well as regional 
offices, to understand, analyze, and interpret data of varying levels of complexity.

“HFDP agrees that there is a need to develop data literacy among DOH CO community.” 18

8  KII with DOH- NCR_2015-06-23 summary, page 12
9  KII with DPCB (including FHO and NTP)_2015-06-23 summary, page 25
10 KII with HFDB_2015-06-25 summary, page 11
11 KII with DPCB (including FHO and NTP)_2015-06-23 summary, page 25
12 KPOM Assessment Orientation_DOH CO_2015-06-23 summary, page 10
13 KPOM Assessment Orientation_DOH CO_2015-06-23 summary, page 13
14 KII with DPCB (including FHO and NTP)_2015-06-23 summary, page 6
15 KII with DPCB (including FHO and NTP)_2015-06-23 summary, page 5
16 KPOM Assessment Orientation_DOH CO_2015-06-23 summary, page 15
17 KPOM Assessment Orientation_DOH CO_2015-06-23 summary, page 17
18 KII with HFDB_2015-06-25 summary, page 12
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19 KII with LMD_2015-06-25 summary, page 13
20 Exit Meeting with HPDPB_2015-06-26 summary, page 2
21 Exit Meeting with HPDPB_2015-06-26 summary, page 9
22 Joint WHO / World Bank Group Discussion Paper. Monitoring Progress towards Universal Health Coverage at Country  
   and Global Levels: A Framework. World Health Organization and the World Bank. December 2013. Available from:  
   http:/www.who.int/healthinfo/country_monitoring_evaluation/UHC_WBG_DiscussionPaper_Dec2013.pdf
23 Raul Fabella, et. al. (editors). Room For Maneuver. Social Sector Policy Reform in the Philippines. The Asia Foundation. 2014.  
   Available from: http://www.asiafoundation.org/publications/pdf/1329

“In the future the LMD will be looking and managing the supply chain with the help of the LMIS.” 19

“KPOM system requires that end users have a certain level of data sophistication.” 20

“Training in data management and analysis already part of the plan.” 21

External Assessment Recommendations: KPOM becomes the SEA-POD

This external review lays down 10 recommendations in support of strengthening performance and operations 
monitoring in the DOH. The recommendations are based on the key informant interviews, validated desk 
review findings of the HPDP internal assessment, and current best evidence.

1. Reaffirm and recommend the ongoing regular, timely and accurate reports on implementing 
Universal Health Care 

This review reaffirms and recommends the ongoing and regular, timely, and accurate reporting on 
the implementation of UHC.

The importance of having a functional progress and operations monitoring system is highlighted 
by the WHO and the World Bank, in a joint discussion paper, maintaining that investing in the 
development of a comprehensive set of indicators and survey instruments for assessing coverage of 
services and financial protection is an important global public good and a good value for money in 
the pursuit of the goal of UHC22.

Performance and Operations Data monitoring is therefore an essential aspect to achieve UHC and 
other DOH objectives. This system increases DOH’s awareness of its progress vis-a-vis its goals. A 
regular stream of performance data to the ExeCom allows DOH to identify areas that are lagging 
behind and create the necessary impetus to focus and consolidate improvement efforts on that area 
to sustain the progress of DOH towards achieving UHC and other strategic objectives.

An overall data management and delivery system is needed at DOH. While discussions are under 
way to form a data center, SEA-POD should serve as a specific catalyst to expedite this process. 
However, this review does not recommend different DOH units collecting and keeping their own 
data as this creates unnecessary redundancy and increases the cost of maintaining and managing 
an operations and performance monitoring system. A fragmented system only adds layers of 
opportunities for errors to accrue.

2. KP Operations Monitoring goals and design need to adapt to new and future DOH 
leadership

Implementing reforms in the Philippines is fraught with its intricacies and peculiarities and 
Fabella et. al. (2014) warns that for reforms to be successful, they have to be flexible. He said 
that while policy reform needs to be well planned, programs should be able to quickly adjust to 
shifting political realities and change tactics as needed on the fly. Changing realities, in this case 
the regular changes in the DOH leadership, may call for compromises. But these should not mean 
entirely shelving their critical set of technically sound non-negotiable provisions. He also stressed 
that because reforms challenge current deeply embedded beliefs in the existing political culture, 
programs should be willing to experiment with different political strategy mixes.23
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Because the acronym “KPOM” has been intimately, albeit rather inadvertently, associated with 
the previous DOH leadership, we propose that this operations monitoring mechanism be called 
“Secretary’s Early Alert – Performance and Operations Data” or SEA-POD, pronounced /si:- pad/. 
The dash is an important component of the acronym because it makes the name catchy and easy to 
recall, facilitating buy-in.

The adoption of this name should facilitate rapid endorsement and adoption of this mechanism 
from one secretary to another, and from one administration to the next. By adapting to the current 
Secretary’s priorities while simultaneously containing real time data on UHC and other priority 
programs, the utility of operations monitoring will be manifest.

3. DOH will have to commit to and secure ongoing funding from internal budget

Although the 4th and 5th rounds of data gathering and analysis were funded using the Philippine 
Council for Health Research and Development (PCHRD) as a conduit, SEA-POD, as we call 
it now, is not a research program but rather an integral gear in DOH operations. There is thus a 
mismatch between the mandate of the conduit agency (PCHRD) and the objectives and design of 
the SEA-POD.

The challenge of PCHRD acting as an external conduit for the funding is that it adds another layer 
to the operations of the SEA-POD, one that may not be relevant to the objectives and goals of the 
performance and operations monitoring system as proposed. 

Furthermore, based on the KIIs, the DOH has enough funding to implement the SEA-POD. 
Funding can be sourced from the research funds appropriated to each of the DOH units, realigned 
and then included as a distinct line item in the next DOH budget.

4. To identify dashboard and drill down indicators and to improve SEA-POD ownership, a 
DOH-wide meeting including regional and provincial representatives should be convened

The most effective way to induce ownership of the SEA-POD is to involve stakeholders in a 
participatory process of indicator development and target setting. Broad level participation is 
the key to transparency and ownership and indicator definition and targets setting should be a 
consultative process (Anas El Turabi 2011). However, prior to a DOH-wide meeting with all 
stakeholders, an efficient strategy would be for a technical working group to convene and draft 
SEA-POD dashboard and drill down indicators. This will facilitate active participation and 
meaningful discussions during the DOH-wide consultation.

The technical working group tasked to come up with the set of indicators should include members 
from the DOH Central office, PhilHealth, and the Regional Offices as subject experts and 
technical experts are required for laying down the foundations of indicator definition and target 
setting. Ideally this Working Group should be convened with all due haste meeting before the end 
of Q3.

5. In reality, SEA-POD indicators extend beyond UHC and any current leadership; accordingly, 
the indicators should be reviewed and updated every 18 months

Because the DOH strategic objectives invariably are reevaluated and modified with each change in 
leadership, the SEA-POD set of indicators, especially those that should appear in the front page 
dashboard should be reviewed and modified accordingly. In other words the dashboard should 
reflect the current Secretaries state of policy priorities.

To streamline the process of indicator review, update and target setting, the Technical Working 
Group will need to prepare science-based protocols for creating the dashboard and drill down 
indicators and target setting.
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The group should agree on a set of criteria and guiding principles that would be used to decide 
what indicators should be included including, but may not be limited to:

i.    The SEA-POD dashboard should consist of no more than 5-10 indicators. This set of 10 
indicators should be easily and quickly removed and added back depending on the 
priority of the Secretary.

ii.   The SEA-POD drill down indicators, behind the dashboard, should include a mix of 
macro indicators, program indicators, and clinical indicators (patient level). The following 
list is adapted from the Performance Delivery Unit concept draft terms of reference 
(document is annexed to this report as an attachment) provided to the reviewers. The 
actual set of indicators that will be included from this extensive list shall be decided upon 
by the technical working group, subject to the approval, again, by the current secretary:

1.    KP Roadmap- targets, status, and interventions for KP
2.    CAS Commitments - Cabinet Assistance System Commitments are 

achievements the DOH commits to the Cabinet, reflects priorities of DOH and 
is similar to the KP roadmap.

3.    Sin Tax Deliverables- Reports the DOH should provide according to the Sin Tax 
IRR 

4.    Presidential Priority Program and populations connected to health goals (NHTS, 
BUB, 43 priority provinces, 29 ASAPP municipalities, 5 Double Category 
Provinces, WNI)- these are the priority populations that are targets for DOH 
programs, particularly for the High Impact Five Strategy

5.    Hospital Scorecard- Assessment of hospital performance as a basis for allocation 
of Health facility enhancement funds.

6.    High Impact Five Breakthroughs including SDN Formation and Allocation-
Initiative of DOH to scale-up regional and hospital operations to achieve MDG 
and DOH targets renamed as High Impact Five Strategy

iii.   The set of indicators should be the most sensitive to temporal and regional variability in 
the respective aspects of the health system they intend to measure

6. Endorse the findings of the internal review assessment on the instruments, field protocols and 
operations process of survey data and processing

Related to our recommendations to make the SEA-POD a product of participatory and 
consultative process, we fully endorse the main recommendations of the Health Policy and 
Development Program in their internal assessment of the KPOM. The HPDP recommendations 
are focused on modifying the instruments in response to the consultations and feedback that they 
have gathered. We include the recommendations in full below:

i.    Replace CHT member survey with patient exit survey where the respondent is a 
beneficiary of the Philippine Health Insurance Corporation Sponsored Program (PHIC-
SP).

ii.   Include patient satisfaction questions on: 
•	 General Satisfaction 
•	 Technical Quality 
•	 Interpersonal Manner 
•	 Communication 
•	 Financial Aspect 
•	 Time spent with Doctor 
•	 Accessibility and Convenience

iii.  Drop the No Balance Billing (NBB) questions from the hospital and RHU instruments 
and include analogous NBB questions in the proposed Patient Exit survey 

iv.   Add specific question on the completion of HFEP 2014 projects
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The External Review strongly supports the idea of a Patient Satisfaction Questionnaire (PSQ). Overall, the 
PSQ, however, is too long. This is underscored by the time commitment that will be required to analyze 
these data, which ultimately is at cross purposes to SEA-POD’s recommendation for quick real time reports. 
The External Review team, therefore, encourage that the survey instrument be hosted as outlined below 
and that check boxes be used instead of verbal or verbatim responses whenever possible. The following 
recommendations are specified for the OP questionnaire but apply to the IP PSQ as well. (Figure 3)

A.3 Section needs to be shortened. Combine 3.1 and 3.2. If a card is present have the enumerator fill out 
the additional information.

4.1 Change to a list of services (check one): Was this an OP visit for you or a family member (add check 
box (you, child, etc.)

Was this visit for (check one): new consultation, new consultation with medications, procedure/minor 
surgery, follow up for chronic condition, follow up for chronic condition with medication(s), other

4.2 Check bill first then ask

5.1 Drop combine 5, 6 7 and 8. Shorten to: How much did insurance pay? How much did you pay 
excluding medications? How much did you pay for medications?

16 - 25. Drop. This is another study or can be done in the future as the surveys become more routine 
and easily facilitated.

Unit of Analysis:
•	 Statistically representative samples are generated within province; all facilities below the level 

of their provincial hospital eligible for sample
•	 Up-to-date rostering is required
•	 Provincial hospitals are analyzed at the regional level
•	 Within province samples, roughly estimated for statistical significance, will be randomly 

sampled as follows*:
1. (The) provincial hospital (for aggregation at the regional level)
2. 3 district hospitals
3. 3 private hospitals
4. 7 lying-in clinics
5. 7 rural/municipal health units
6. 10 patients per provincial hospital (for the patient exit survey) 

*N.B.: Formal calculations of sample size will be dependent on provincial rostering

Figure 3. Specific Recommendations to the Patient Satisfaction

Figure 4. Proposed SEA-POD Sampling Design

7. Sampling design should be extended to arrive at representative intra- and inter-provincial 
indicators

To address the issue of the representativeness of the sampling design of the SEA-POD, specifically 
for indicators that get data from district hospitals, private hospitals, rural health units (RHUs), and 
lying-in clinics, and allow for valid inferences with the province as the unit of analysis, this review 
recommends increasing the number of sampled units for these facilities, as outlined in Figure 4 
as an illustrative example. This increases the total number of sampled units from 1,725 (round 5 
sample size) to 2,707 (proposed), an increase of 57 percent. Illustrative sample calculations are in 
Table 2.
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8. The SEA-POD needs to be streamlined and presented as a dashboard throughout DOH; drill 
down data and trend data should be included as appendices

A Dashboard is a visually engaging presentation of a small key set of indicators that focus on 
aspects that are most critical for achievement of an organization’s strategic objectives (Ganapati, 
2011).

The core indicators of the SEA-POD should be presented in a Dashboard that fit on the front 
page of the full report. All the key information of interest should be easily visualized without the 
need to flip through multiple pages as doing so fragments the data. A dashboard on the front page 
should facilitate the user in making connections among the performance indicators of interest. The 
Dashboard should make efficient use of report space in a manner that is referred to as “maximizing 
the data-ink (i.e., the ratio of data-ink to total-ink)” (see Figure 5).

Because the SEA-POD is meant to track performance and operations, the use of graphs can 
condense complex data and allow visual assessment of trends or differences between data points, 
either across provinces or along a timeline. The graphs could include icons that would alert the 
reader of critical values and up or down movements, among others.

The SEA-POD should be collected and reported at the provincial level so that benchmarking 
among provinces showing absolute and relative trends could be used to foster healthy competition.

Table 1. 
Sample Sizes for Rounds 4, 5, and Proposed 

Type of respondent

Total 
number 
of health 
facilities/

CHT 
members

Round 4 Round 5
External Review 

Proposal

Number 
sampled per 

province/
independent 

city

Total  
number

Number 
sampled per 

province/
independent 

city

Total  
number

Number 
sampled per 

province/
independent 

city

Total  
number

Provincial hospital 68 1 68 (100%) 1 68 1 68 (100%)

District/sub 
provincial hospital

580 2 158 (27%) 2 154 3 237 (41%)

City hospital 30 1 24 (80%) 1 24 1 24 (80%)

Private hospital (at 
least level 2)

703 1 94 (13%) 1 102 3 282 (40%)

Rural health unit 
(RHU)

2,875 3 343 (12%) 3 343 7 800 (28%)

Private Lying In 
clinic

1,278 1 98 (8%) 1 99 7 686 (54%)

CHT members 212,427 3 348 3 348 0 0 (0%)

Patients N/A 0 0 1 (per 
public 
facility 

sampled 
per 

province)

587 10 (per 
hospital)

610

Total number of 
sampled units

1,133 1,725 2,707
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Figure 5. Examples of Dashboard Enhancements
•	 Easy to consume
•	 Contains trend data
•	 Adaptable
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9. The SEA-POD dashboard requires a formal and regularized (quarterly) dissemination plan 

In light of finding a general lack of awareness of KPOM mechanism, which was used exclusively by 
executive leadership, an active dissemination plan is needed. Because the dashboard represents the 
Secretaries priorities and FHSIS is biennial (?) SEA-POD reporting should be quarterly. To realize 
the full potential of a monitoring system, awareness needs to be expanded to all internal and select 
external stakeholders.

With the lack of awareness of the KPOM was the limited distribution of the data findings. Despite 
their utility, stakeholders who had contributed to the findings did not adequately engage in the 
results and the necessary policy actions expected (1) to make corrective actions and intervene, (2) 
to address specific bottle necks, feed into an evidence based policy making process that will fine 
tunes specific strategies and (3) to provide supplemental instructions to various offices. 

Dissemination should be based on the principle of universal transparency and availability within 
DOH and facilities and externally to PhilHealth, providers and patients.

The UNDP affirms that “dissemination is as important as the development of knowledge 
products.” And that “only an efficient system of dissemination will ensure that the target recipients 
receive the monitoring and evaluation feedback that is relevant to their specific needs.”24

Two recommendations would ameliorate this. First dissemination, directly from the OSEC should 
be made internally to all DOH staff. This would serve to underscore the Secretaries priorities as 
well as the data driven nature of DOH work. Just as significantly, local constituencies will want to 
see the data for benchmarking and for relative performance. One of the benefits of a disseminated 
and widely available set of measures is that it will foster competitive rivalries and challenge the 
quality of and meaning of the data. Data that shows distributions further enhances and accelerates 
policy be demonstrating what is possible in the most successful sites (see Figures 6 and 7).

Currently, the KPOM reports are primarily intended for the consumption of the DOH and its 
internal offices. But because DOH is ultimately accountable to the people it is serving, information 
about its performance should also be disseminated to an external audience including patients and 
the civil society, in a format and manner that is appropriate at their level.

24 United Nations Development Programme. 2009. Handbook on planning, monitoring, and evaluating for developing results.  
   New York: A.K Office Supplies. Available from http://web.undp.org/evaluation/guidance.shtml#handbook

Figure 6. SEA-POD Constituency and Dissemination Audience: Current
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Figure 7. SEA-POD Constituency: Tomorrow

10. There is a long term need to improve use of data to formulate policy at DOH. Two critical 
steps are required: DOH data training and the creation of a robust central data department 
that reports directly to the OSEC

DOH knowledge and facility with data collection, data management, data analysis, and data 
interpretation are essential for the SEA-POD to be effective. Indeed, DOH data sophistication is 
essential for every other program in DOH, including PhilHealth. Currently, these capabilities are 
modest in some areas and less in others. DOH capacity training is therefore required to promote 
evidence-based policy-making. This training should be viewed as core to all DOH activities. 
Accordingly, an annual required training course is recommended for all mid-level and senior 
DOH function areas. Training is expected to build upon the previous year’s course. Ideally training 
should come with competency requirements.

The short practical annual courses in data science will have emphasis on collection, management, 
and analysis. The annual course should be designed to train these people to acquire the habit and 
skill of critically evaluating the quality of information they use. An understanding of how data is 
collected, managed, and analyzed should give DOH staff the right perspective on how data is used 
and should make them appreciate the value of ensuring the quality of the SEA-POD. These courses 
and seminars should be designed to create a culture of data transparency, and reproducibility in 
a manner that would encourage evidence based decision-making: using the best data available in 
terms of quality and reliability.

An illustrative, practical design would be for the training courses to involve participants, targeting 
the top-level managers, middle-level managers, and the staff from the different DOH central 
offices, and asked to identify key problems in their operations and then identify what information 
they need so they could develop solutions to the problems. The workshops can be design so that 
the outputs are solutions to actual problems in their respective units. These workshops would help 
staff realize the importance and usefulness of available, timely, reliable data. Such workshops and 
seminars could be spearheaded by the HPDPB with technical help from third parties.

Institutionalization of this mechanism will be facilitated by the creation of a robust central data 
department that reports directly to the OSEC. This unit should ideally be put under the HPDPB 
as it is the unit that has the primary mandate to provide technical support to the OSEC in 
planning and policy making.
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Appendix I.
List of Key Informants during the Orientation and Actual Interviews

Name Office/designation

Asec. Nestor Santiago Office of the Secretary

Dir. Eduardo Janairo MIMAROPA

Dir. Irma Asuncion Director, Disease Prevention and Control Bureau

Dr. Corazon Flores Regional Director, DOH RO IV-A

Dr. Frollaine A. Dela Cruz NCR

Dr. Joyce Ducusin Director III, OIC, FHO

Dr. Loi Teoxon HFDB

Dr. Lyn Vianzon Division Chief, HFDB

Dr. Mario Baquilod DPCB - Infectious Disease Office

Dr. Rosendo Sualog Medical Specialist, HFSRB-SDD

Dr. Socorro Santos HPDPB

Engr. Dave Masiado Logistics Management Division

Mr. Francisco Soria Jr. Vice President, PhilHealth Central Office Quality Assurance Group

Mr. Gilda Salvacion Diaz Senior Manager, PhilHealth Central Office Standards and Monitoring 
Department

Mr. Jessie G. Atanacio HPDPB

Mr. John Basa Senior Vice President, PhilHealth Central Office Health Finance Policy Sector

Mr. Lemuel Untalan Senior Manager, Corporate Planning Department

Ms. Andrea Margareth Ora HPDPB

Ms. Frances Rose E. Mamaril HPDPB

Ms. Janice Olea Statistician, PhilHealth Central Office Corporate Planning Department

Ms. Jelai Rojas HPDPB

Ms. Liane Punzalan CALABARZON

Ms. Lita Orbillo DPCB-Family Health Office

Ms. Mariecar Mangosong HPDPB

Ms. Naomi Simon Administrative Services, LMD
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The Kalusugan Pangkalahatan Operations Monitoring (KPOM) was 
developed by the Department of Health (DOH), the implementing 
partners of the United States Agency for International Development 

(USAID), and other consulting experts to monitor the implementation of 
the Kalusugan Pangkalahatan/Universal Health Care (KP/UHC) program. 

The KPOM surveys gather information on key health indicators on a 
quarterly basis to make data readily available to major stakeholders and 

decision-makers involved in health policy development.


