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Executive Summary

In the last five years, the Department of Health (DOH) saw an unprecedented 
expansion in fiscal space through policy mandates such as the General Appropriations 
Act (GAA) and the passage of Republic Act (RA) No. 10354 or “The Responsible 
Parenthood and Reproductive Health Act of 2012.” The DOH budget, at PHP122 
billion, was five times the 2010 budget levels. The RPRH Law mandated increasing the 
amount of funds to procure necessary commodities and to expand services to reduce 
unmet needs of mothers. The DOH was expected to exercise technical leadership in 
a devolved health system, where health service delivery has been relegated to the local 
government units (LGUs).

The challenge, however, was in implementing programs at scale. This required the 
issuance of clear guidelines, utilization of available resources, presence of capable 
managers to customize interventions, and the availability of service providers, among 
others. Program reviews in the last five years, however, revealed that ensuring all these 
elements are in place, at the right time, and in correct combinations was difficult.

The Health Policy Development Program (HPDP) executed demonstration projects to 
show how specific policies can be implemented at scale. These projects were designed to 
address specific problems of policy implementation, and provide definite interventions 
to address the problems, which are linked to achieving desired results, as applicable.  The 
demonstration projects can be classified into two groups:

a. Those that test the feasibility of implementing recent policies; and
b. Those that determine the capacities and resources needed to implement  
 at scale.

These demonstration projects and project sites included: 
1. Support to the Demonstration Project on the Introduction of Family Planning 

(FP) Services in Cavite;
2. Support to the Demonstration Project on the Enhancement of FP Services in 

Provincial, Government-Owned Hospitals in Cebu;
3. Support to the Demonstration Project on the Establishment of Maternal, 

Neonatal, and Child Health and Nutrition (MNCHN) Service Delivery 
Network (SDN) in Tacloban City;

4. Support to the Demonstration Project on Establishing a Platform for Adolescent 
and Youth Reproductive Health (AYRH) Services in Bicol Medical Center 
(BMC);

5. Support to the Demonstration Project on Demand-Driven FP Logistics: 
Collection and Use of FP Consumption Data in Cavite;

ix



6. Support to the Demonstration Project on Contracting Private Providers to 
Reduce Missed Tuberculosis (TB) Cases in Cavite; and

7. Support to the Demonstration Project on Contracting Private Sector Providers 
to Reduce Missed TB Cases in Davao City.

The first four of these projects intended to test the operational feasibility of 
implementing the following DOH issuances such as Department Memorandum 
(DM) No. 2014-0312, or the “Guidelines on Setting Up Family Planning Services in 
Hospitals” that expands FP service availability in hospitals; DM No. 2014-0313), or the 
“Adoption of Guidelines in Establishing Service Delivery Network;  and Administrative 
Order (AO) No. 34-a, series of 2000, and AO No. 2013-0013 that provide instructions 
for reproductive health (RH) in adolescents. 

The other demonstration projects attempted to introduce innovations to test the 
capacity of the DOH Regional Offices (ROs) in exercising its mandate to effectively 
utilize its ever-increasing budget for health programs, specifically through contracting 
the private sector for various technical and/or clinical services. Special features were 
proposed in each demonstration project such as contracting a private entity to install 
an FP program in a hospital; testing a simplified approach to a routine logistics 
management process; testing a case rate that would reasonably compensate for services 
in the clinical management of drug-sensitive pulmonary TB; and contracting technical 
and/or clinical services from a private sector provider through a DOH Regional Office 
or a local government unit. 

The results of the demonstration projects show that the implementation of the existing 
guidelines of the DOH to expand and improve services to address unmet need can 
produce results. For example, expanding FP services in hospitals in Cebu and Cavite 
indeed resulted in an increase in the number of new acceptors per FP method, as well 
as an increase in the number of informed versus counselled women. It also resulted 
in improved processes within the hospitals installing FP clinics, with the FP clinics 
becoming more mindful of providing counselling to women of reproductive age (WRA) 
regardless of the reason for consult.

In Tacloban City, the implementation of the SDN Guidelines resulted in providing 
access to more than 8,000 poor households as priority population group, which is 
equivalent to 86 percent of the households included in the National Household 
Targeting System (NHTS). All six district health centers were enabled to provide 
antenatal care (ANC), normal spontaneous delivery (NSD), postpartum and FP 
services, and were accredited by the Philippine Health Insurance Corporation (PHIC, or 
PhilHealth).  The Tacloban City Hospital (TCH) was able to maintain its Level 1 DOH 
license level, and avoided being downgraded to infirmary level due to zero surgical cases 
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in the preceding year. The TCH engaged five physicians as visiting medical specialists, 
which enabled the facility to provide major surgical procedures, including caesarean 
section (CS) and bilateral tubal ligation (BTL) services. TCH providers were also trained 
in postpartum intrauterine device (PPIUD) and no-scalpel vasectomy (NSV).

In the Bicol Medical Center (BMC), AYRH services were set up according to 
the DOH issuances on adolescent RH. In collaboration with a contracted private 
institution, the BMC set up a Teen Wellness Center with a dedicated team of providers 
to counsel and provide services to teens. The hospital’s monthly census of teen services 
improved over time for general consultation, normal delivery, and FP counselling.

The implementation of an issuance on improving logistics in Cavite also showed 
improvements in the management of FP commodities such that by August 2016, 
consumption data from all Cavite rural health units (RHUs) and city health offices 
(CHOs) were collected and forwarded to the FP Logistics Hotline. This also had a 
corollary effect of integrating consumption data from additional RHUs/CHOs in the 
National Capital Region (NCR), Luzon, Visayas, and Mindanao. Beginning August 
2016, allocation lists were consequently prepared based on the actual consumption of all 
36 Cavite RHUs/CHOs, including those RHUs/CHOs in Luzon which have submitted 
consumption data through the FP Logistics Hotline. These results were attributed to: 

1. Field visits for monitoring and mentoring to all RHUs/CHOs in Cavite; 
2. Constant feedback to the Provincial Health Office (PHO) and RO partners; 
3. Documentation, advisories, and issuances from the RO and PHO; and 
4. Links with the Support to the DOH Logistics Hotline and Supply Chain 

Management Unit (SCMU).

The demonstration projects on TB in Cavite and Davao City were significantly 
affected by the election ban that prohibited procurement by government entities. 
Nonetheless, initial outputs of the projects highlighted that the private sector is a vast 
resource to address missed cases of TB, which remains untapped. While different DOH 
Regional Offices (ROs) may have various approaches to engaging them, the ROs are 
willing to reach out to private sector providers.

Despite seeing promising changes across the various demonstration projects, areas for 
improvement include specifying the details of a policy issuance, and designing and 
implementing an actual demonstration project. For instance, for any given issuance, 
the DOH tends to assume that basic elements are already in place such as an adequate 
number of trained and capable staff members, a functional logistics management system, 
a supervisory and monitoring system, and a public service arm that would be able to 
market the available services to the communities. This is not usually true; the effect 
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of these inadequacies snowball and, consequently, may significantly affect the policy 
when it gets implemented. Details of the challenges to implementing the guidelines 
mentioned here are discussed as part of the demonstration projects.

Lastly, demonstration projects are essentially bound experiments where different 
factors that affect policy implementation can be studied. It provides an opportunity to 
enhance or change current practice, and help make necessary adjustments where needed. 
However, it can only be effective if it can be implemented within the actual timelines 
of a Regional Office’s work plan; within the reasonable and acceptable practices of the 
region; through the participation of the current mix and volume of staff members; 
and with the collaboration of all stakeholders, including local government units and 
development partners. The design of a demonstration project must factor these in, as 
well as all the preparatory steps and the expected outputs or outcomes therefrom. 



1

The issuance of policy mandates and an expanded fiscal space raised expectations in 
improving the scope and coverage of health programs, and ultimately improving health 
outcomes. For example, the Department of Health’s (DOH) budget, at PHP122 billion, 
was five times the 2010 budget levels. The passage of Republic Act (RA) No. 10354, or 
“The Responsible Parenthood and Reproductive Health Act of 2012,” gave the DOH 
the mandate to increase the amount of funds to procure necessary commodities and to 
expand services to reduce unmet needs of mothers. The DOH was expected to exercise 
stronger technical leadership in a devolved health system, wherein health service delivery 
has been relegated to the local government units (LGUs).

The challenge, however, was in implementing programs at scale. This required the 
issuance of clear guidelines, utilization of available resources, presence of capable 
managers to customize interventions, and the availability of service providers, among 
others. Program reviews in the last five years, however, revealed that ensuring all these 
elements are in place, at the right time, and in correct combinations was difficult.

To demonstrate how specific policies can be implemented at scale, the HPDP executed 
demonstration projects. These projects were designed to address specific problems of 
policy implementation, and provide definite interventions to address the problems, 
which are linked to achieving desired results, as applicable.  The demonstration projects 
can be classified into two groups:

a. Those that test the feasibility of implementing recent policies; and
b. Those that determine the capacities and resources needed to implement  
 at scale.

The Year 4 Annual Implementation Plan of the Health Policy Development Program 
(HPDP) describes the demonstration projects as products that aim to generate 
evidence on how to operationalize the new mandates of the DOH, and maximize 
its expanded fiscal space. Effectively, this means that the demonstration projects 
would check the feasibility of implementing the guidelines developed by the HPDP in 
collaboration with the DOH programs, and assist the DOH Regional Offices (ROs) in 
identifying and developing new skill sets necessary for implementing the guidelines such 
as procurement, logistics management, etc.

In implementing the demonstration projects, the HPDP would have helped the DOH 
understand the nature of various operational and systemic bottlenecks that prevent it 
from implementing interventions at scale, and ultimately improve health outcomes. 

1.0
Background and Structure of  
the Report 
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The demonstration projects would have also introduced possible solutions to addressing 
these systemic bottlenecks that could be adopted for implementation by other regions. 

These demonstration projects are: 
1. Support to the Demonstration Project on the Introduction of Family Planning 

(FP) Services in Cavite;
2. Support to the Demonstration Project on the Enhancement of FP Services in 

Provincial, Government-Owned Hospitals in Cebu;
3. Support to the Demonstration Project on the Establishment of Maternal, 

Neonatal, and Child Health and Nutrition (MNCHN) Service Delivery 
Network (SDN)in Tacloban City;

4. Support to the Demonstration Project on Establishing a Platform for Adolescent 
and Youth Reproductive Health (AYRH) Services in Bicol Medical Center 
(BMC);

5. Support to the Demonstration Project on Demand-Driven FP Logistics: 
Collection and Use of FP Consumption Data in Cavite;

6. Support to the Demonstration Project on Contracting Private Providers to 
Reduce Missed Tuberculosis (TB) Cases in Cavite; and 

7. Support to the Demonstration Project on Contracting Private Sector Providers 
to Reduce Missed TB Cases in Davao City.

Demonstration projects 1 to 3 tested the operational feasibility of implementing the 
following DOH issuances:

1. Department Memorandum (DM) No. 2014-03121 which expands FP service 
availability in hospitals;

2. DM No. 2014-03132 which draws lessons for the establishment of a service 
delivery network; and

3. Administrative Order (AO) No. 34-a, series of 20003, and AO No. 2013-00134 
which provide instructions for reproductive health (RH) in adolescents.

The other demonstration projects, on the other hand, attempted to introduce 
innovations to test the capacity of the DOH Regional Offices in exercising its mandate 
to effectively utilize its ever-increasing budget for health programs, specifically through 
contracting the private sector for various technical and/or clinical services. Other special 
features of each demonstration project under this group include:

1. Testing the feasibility of using a one-page reporting system for FP 
commoditiesmwith the end goal of improving allocation at the DOH Central 
Office level;

1 Guidelines on Setting Up Family Planning Services in Hospitals
2 Adoption of Guidelines in Establishing Service Delivery Network
3 Adolescent & Youth Health (AYH) Policy 
4 Adolescent Health Development National Policy and Strategic Framework



3

2. Contracting a private entity to assist a hospital install and operationalize an FP  
 program for adolescents;

3. Developing and testing a case rate that would reasonably compensate for private 
sector services in the clinical management of drug-sensitive pulmonary TB; and 

4. Contracting technical and/or clinical services from a private sector provider 
through a DOH Regional Office (RO) or a local government unit (LGU). 

Overall improvement in the implementation of health interventions was the expected 
result of the demonstration projects.  

This report presents each demonstration project as follows:
1. A description of what the demonstration project is all about;
2. Interventions introduced through the demonstration project;
3. The results of the demonstration project; 
4. The challenges encountered, including adjustments; and
5. Recommendations for future implementation of demonstration projects. 



4 |   Demonstration Projects of the HPDP Volume 1: Executive Report



5

2.0
The HPDP Demonstration 
Projects

2.1
Demonstration 
Projects that 
Check the 
Feasibility of 
Implementing 
DOH 
Guidelines

2.1.1 Introduction of Family Planning Services in Hospitals 
in Cavite; and the  Enhancement of FP Services in Provincial, 
Government-Owned Hospitals in Cebu

A. What the demonstration is about

The passage of the RPRH Law mandated the provision of 
reproductive health services, including family planning (FP), in all 
health service delivery points. This was a welcome development as it 
would address missed opportunities for family planning, mostly in 
hospitals. Many women of reproductive age (WRA) consult hospitals 
for various concerns, for themselves or for their families, but few are 
counselled and given FP services. Women deliver in hospitals, but 
are not given postpartum FP. Children consult, or are admitted for 
various reasons, but parents are not counselled, informed, nor served 
for FP services. 

Recent attempts to provide FP in hospitals was through postpartum 
FP, specifically postpartum intrauterine device (PPIUD) trainings, 
such as the Maternal and Child Health Integrated Program 
(MCHIP) Centers of Excellence for Postpartum Family Planning 
and Intrauterine Device (PPFP/PPIUD) intervention of the United 
States Agency for International Development (USAID). However, 
FP use continued to remain flat over the years. 

To comply with the requirements of the RPRH Law, and to scale 
up FP in hospitals, the DOH issued Department Memorandum 
(DM) No. 2014-0312, or the “Guidelines on Setting Up Family 
Planning Services in Hospitals.” The guideline describes the full range 
of FP services that can be provided in hospitals. It likewise provides 
instructions on how hospitals can set up FP services in a facility; 
the recording and reporting requirements; a logistics management 
system; options for financing FP services; the management of 
complications; as well as the roles and responsibilities of public 
hospitals and DOH offices in the implementation of the guidelines. 
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However, the provision of FP in hospitals was limited by the 
following:

1. The unavailability of information to determine the existing 
capacities of providers to deliver FP; 

2. The lack of course materials for retraining staff on FP; 
3. The absence of protocol for providing FP services within 

the hospital; 
4. The stock-out of FP commodities; 
5. The lack of preparation of hospital facilities to provide long-

acting and permanent methods (LAPM) owing to ongoing 
or incomplete infrastructure projects; and 

6. The inadequate number of staff members who are 
competent to provide various FP services in a hospital.

To test if the current guidelines are sufficient to guide LGUs and 
hospitals in delivering FP services, the HPDP tested the feasibility 
of implementing the DM by attempting to install FP services in 
selected hospitals in Cavite and Cebu.

B. Interventions introduced

1. Common elements, as specified in the DM, were 
implemented in the Cavite and Cebu demonstration 
projects. 

Training of staff members was an essential element in 
implementing the DM in both Cebu and Cavite. Initial 
assessments of FP capacity showed a limited number of warm 
bodies with the necessary skills to provide FP methods in 
hospitals. Trainings on FP Competency Based Training (CBT) 
1, FP CBT 2, and postpartum intrauterine device (PPIUD) 
insertion were conducted by VisayasHealth in the Cebu project 
sites. In Cavite, trainings on FP CBT 2 and bilateral tubal 
ligation by minilaparotomy under local anaesthesia (BTL-
MLLA) were done by the Dr. Jose Fabella Memorial Hospital in 
Sta. Cruz, Manila, as there was no local training institution in 
place. 

Training also included the familiarization of hospital staff on the 
reporting forms required by DOH DM No. 2014-0312 for the 
recording and reporting of FP services in hospitals, including: 
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1) FP Service Record Form (FP Form 1); 2) Patient Consent 
Form; 3) Patient Card; 4) Field Health Service Information 
System (FHSIS) Report Form/M1; and 5) Hospital Service 
Statistics Report Form for Family Planning. This intended to 
facilitate recording and reporting of FP data to the LGU and to 
the DOH.

Participation of stakeholders were observed in both Cebu and 
Cavite. In Cebu, the Provincial Health Office (PHO) issued 
a Memorandum instructing the conduct of a semi-annual 
Hospital Service Delivery Implementation Review (HSDIR) in 
all 16 Cebu provincial and district hospitals. The memorandum 
specified that the outputs will include an action plan to improve 
the quality of the hospital, and that the results of the HSDIR 
would guide the PHO in prioritizing support to hospitals. 
Further, FP service requirements were included in the annual 
investment plan of Cebu Province, and in the 2016 and the 
2017 Gender and Development (GAD) Funds of the province.  
This affords more flexibility on the part of Cebu Province to 
respond to the needs of hospitals.  For the first quarter of 2016, 
supplies of intrauterine device (IUD) were procured by the 
provincial government in response to the stock-outs that were 
reported during the monitoring visits.

In Cavite, the PHO issued Memorandum Order No. 01 on 
Strengthening Family Planning Implementation in Cavite, that 
instructed local government satellite hospitals to set up FP teams 
and systems, including: 

a.  Designating an FP Management Team; 
b.  Ensuring the availability of personnel trained on FP CBT  
     1, 2, and LAPM; 
c.  Ensuring the availability of short-acting and long-acting  
     FP commodities and devices; 
d.  Conducting quarterly FP commodity inventory and  
     requests based on the standard DOH forms, guidelines,  
     and procedures; 
e.  Regularly promoting and providing FP services and  
     commodities to clients; and
f.  Recording, monitoring, and reporting of women aged 10  
     to 49 years served in the hospital, reached by FP  



8 |   Demonstration Projects of the HPDP Volume 1: Executive Report

     promotion, given FP counselling, provided with FP  
     method, shifted FP method, and discontinued FP use.

In Cebu, demand generation activities included conducting 
bench conferences and Usapan, which is an interactive 
session with mothers to promote FP. They also advocated for 
transportation support for the clients. In Cavite, the hospital 
used an algorithm to identify opportunities to generate demand 
for FP services among those in other units of the hospital such 
as the Regular Out Patient Department (OPD), Prenatal OPD, 
OB-Gynecology Ward, Pediatric Ward, and the like.

2. However, there were also distinct and unique features 
between the Cavite and Cebu demonstration projects. 

In Cebu, RO-VII and the PHO have already started 
implementing FP in Hospitals in 16 province-owned hospitals 
in Cebu when the demonstration project started. The project 
helped to speed up the implementation of various elements 
of the DM. The training of hospital chief nurses and FP 
coordinators in Cebu included orientation on social preparation 
for the conduct of outreach BTL/MLLA to ensure proper 
coordination with the local health centers in terms of schedule, 
resources, and other requirements. This made the providers 
realize the importance of linking with the communities and 
with the RHUs/CHOs for demand generation activities or for 
identifying clients with unmet need for permanent methods.

Supportive supervision was also strengthened in Cebu. The 
use of a supportive supervisory checklist helped chief nurses 
track the performance of their supervisee and identify potential 
areas for improvement. To ensure continuing improvements, 
chief nurses were trained on using a modified DOH Public 
Health Nurse (PHN) Supervision Manual and Setting of Local 
Service Standards of Service Delivery Excellence in Health. 
To complement the efforts, the project reintroduced the 
Hospital Service Delivery Implementation Review (HSDIR) 
tool through a series of orientations, and as part of supportive 
supervision training. Hospitals conducted the evaluation process 
with technical assistance from the Cebu PHO technical staff, 
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Development Management Officers (DMOs), and development 
partners. 

Data quality check (DQC) was also introduced among FP 
Coordinators to ensure that information on FP services were 
correct and reliable. Questionable data were verified through 
phone calls or actual visits to the hospitals. In the process, 
the FP Coordinators were trained on proper recording and 
submission of reports.

The project also aided PHO in maximizing PhilHealth benefit 
packages for FP. Potential revenues from these PhilHealth 
packages are not realized because IUD and BTL claims were 
not filed by the hospitals. Interval IUD insertions in hospitals 
were performed by midwives and nurses who were not being 
compensated under PhilHealth rules.  

To ensure that clients returned to the hospitals for follow-up 
visits, home-based cards were issued to patients right after the 
provision of FP services. The card contains the contact details 
of the FP service provider whom the clients can contact if they 
have issues and concerns regarding their chosen method. It also 
includes the schedule of follow-up visits of the client. Clients 
can either visit the hospital on their schedule or call the FP 
Coordinator.

In Cavite, a baseline assessment of 12 government-owned 
hospitals revealed that most were not providing FP services in 
hospitals, except for interval IUD insertion and BTL-MLLA 
in a Level 3 facility.  The project sites eventually were whittled 
down to include four5 LGU hospitals—one infirmary, two Level 
2, and one Level 3—to assess the applicability of DM No. 2014-
0312 to different local government facility setups.

The training component in Cavite included orientation on the 
FP Commodity Inventory and Request Form for the Demand-
driven Logistics System, which was also piloted in Cavite. 
Simplification of the reporting process intended to facilitate a 

5 General Emilio Aguinaldo Memorial Hospital (GEAMH), Kawit Kalayaan Hospital, Dra. Olivia Salamanca Memorial District  
  Hospital, and CARSIGMA District Hospital
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Reporting 
period

WRA seen 
in the 

hospital

No. 
provided 
with FP 

promotion

Percent 
provided 
with FP 

promotion

No. 
provided 
with FP 

counselling

Percent 
provided 
with FP 

counselling

Total new 
acceptors 

of FP

Percent 
new 

acceptors 
of FP from 
counselled 

WRA

Estimated 
CPR using 
only new 
acceptors 

of FP

January 
to June 
2015

38,785 14,121 36.4% 1,217 8.6% 771 63.4% 2.0%

July to 
December 
2015

42,718 21,136 49.5% 5,996 28.4% 531 9.0% 1.3%

January 
to March 
2016

18,026 9,166 50.8% 2,969 32.4% 579 19.5% 3.2%

Source: Monitoring Checklist of Family Planning Services in Hospitals, July to Sept 2015, October to December 
2015, January to March 2016; M1, Attendance sheets of Usapan, TCL, FP Form 1

Table 1. 
Number and Percentage of Women of Reproductive Age (WRA) Provided with FP Promotion 
and Education, Counselling, and Assessment, and New Acceptors of FP in 16 Cebu Province-
Owned Hospitals (January-June 2015, July-December 2015, January-March 2016)

more efficient allocation and delivery of FP commodities in the 
frontlines. Hospital FP Action Plans for 2015-2016 were also 
developed, which included an algorithm for integrating FP in 
the different units of hospitals.

C. Results

Cebu

Process. The provision of FP services is strengthened in the 16 
province-owned hospitals in Cebu. A designated FP person in 
each facility leads in managing the provision of services, and 
in ensuring the sustainability of innovations. These include 
the regular conduct of HSDIR, supportive supervision, and 
compliance to recording and reporting requirements for FP 
services. Resources to ensure the continuation of services are 
included in the annual investment plan of Cebu Province. 

Outputs. There was an increase in the number of new acceptors 
per method, as well as increase in the number of informed 
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versus counselled women in the 16 province-owned hospitals in 
Cebu. 

More FP Acceptors among WRAs Seen in the Hospitals in 
Cebu

Table 1 (Ramos, 2016) shows that compared to the period prior 
to the demonstration study, i.e., January to June 2015, there 
have been more WRAs seen during the July to December 2015 
period of the demonstration study. 

In absolute terms, the number of acceptors during the July to 
December 2015 period of the demonstration study was less 
than that of the January to June 2015 period.  There were 195 
acceptors of lactational amenorrhea method (LAM) that could 
not be verified because there had been no follow-up visits. 
Nonetheless, the first quarter of 2016 showed promise in terms 
of the number of FP acceptors.  The result of the three-month 
period suggests that there would be at least twice the number of 
FP acceptors by the end of the six-month period.  This translates 
to higher performance compared to the July to December 2016 
period of the demonstration study, and even the January to June 
2015 period preceding it.

Increasing Number of Acceptors of Permanent and Long-
Acting FP Methods 

Figure 1 (Ramos, 2016) shows the increasing trend in the 
acceptance of permanent and long-acting FP methods among 
the WRAs seen in the 16 province-owned hospitals in Cebu. 
Prior to the demonstration study, lactational amenorrhea 
method (LAM) had been the most accepted FP method among 
the WRAs seen in the hospitals. The choice of FP method 
during the demonstration study, on the other hand, shifted 
towards BTL-MLLA, PPIUD, and interval IUD.  Acceptors of 
pills and depot medroxyprogesterone acetate (DMPA), which 
are available in health centers, have been comparatively low 
in the first quarter of 2016.  This was because most acceptors 
of the methods chose to avail of them from the health centers 
where re-supply was more accessible. There were no acceptors 
of no-scalpel vasectomy (NSV) during the June to December 
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2015 implementation period of the demonstration study. 
Acceptance of the method was expected to pick up after March 
2016 because of the presence of two trained providers who were 
expected to provide in-house and outreach NSV services.

0.0%
5.0%

10.0%
15.0%
20.0%
25.0%
30.0%
35.0%
40.0%

January-June 2015 July-December 2015 January-March 2016

Figure 1. Percent Distribution of FP Methods among Seen WRAs in 16 
Cebu Province-Owned Hospitals (January-June 2015, July-December 2015, 

January-March 2016)

Cavite

Process. The provision of FP services is strengthened in 
the four LGU-owned hospitals in Cavite. A designated FP 
management team in each facility leads in ensuring the 
provision of FP services and in sustaining innovations. These 
includes compliance to algorithm integrating FP in all hospital 
services, recording and reporting requirements for FP services, 
and assurance of uninterrupted supply of commodities using the 
Inventory and Request Form. 

Outputs. There was an increase in the number of new acceptors 
per method, as well as an increase in the number of informed 



13

versus counselled women in the LGU-owned hospitals in 
Cavite. 

In Cavite, the CarSiGMA District Hospital (CDH), Kawit 
Kalayaan Hospital (KKH), Dra. Olivia Salamanca Memorial 
District Hospital (DOSMDH), and General Emilio Aguinaldo 
Memorial Hospital (GEAMH) FP Clinic have been providing 
FP information and education to a considerable number of 
women of reproductive age (WRA). Table 2 (Tiongson, 2016) 
shows that despite a considerable number of women reached 
by FP promotion and education, only a few proceed to FP 
counselling and even fewer use modern FP methods. In CDH, 
for instance, there will only be two new acceptors instead of 99, 
because many women reported using lactational amenorrhea 
method (LAM). This appears to be the method of choice among 
most women, but the numbers are not accurate as hospitals 
mistakenly reported mothers who merely initiated breastfeeding 
as LAM users. Exclusive breastfeeding by these mothers for six 
months was not systematically and routinely tracked. If those 

Table 2. 
FP Reach of Selected Hospitals in Cavite

Hospital Quarterly average no. of 10- to 
49-year-old clients

No. of women 
counselled on FP

No. of new FP acceptors

Seen in the 
hospital

Reached by FP 
promotion

October-
December 2015

July-September 
2016

October-
December 2015

July-September 
2016

CDH 1,380 512 No record 178 99b

2c
152

KKH 1,684 270 No record 12 152b

3c
12

DOSMDH 1,197 726 160 108 171b

11c
94

GEAMH No 
consolidated 
data

No 
consolidated 
data

17a 65a 31a 100

TOTAL 191 453b

47c
356

Notes:
aCovers only those counselled at the FP Clinic of GEAMH
bWith LAM
cWithout LAM
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classified as LAM users will be taken out, the number of new 
acceptors would then drop significantly. 

Figure 2 (Tiongson, 2016) compares FP use at baseline and at 
endline. New acceptors of LAPM, particularly interval IUD 
and BTL-MLLA, registered a steep increase at endline. Most 
BTL-MLLA clients came from the outreach activities of CDH 
and GEAMH, as well as from the BTL-MLLA practicum 
held at CDH. It was observed that if the hospitals are left to 
their own devises, they would not be able to generate enough 
demand for FP services despite their FP promotion activities. 
They need to link up with health center nurses and midwives, 
as well as community-based volunteers, who are in constant 
communication with households.

Figure 2. FP Service Use in Selected Cavite LGU Hospitals at Baseline  
and Endline
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D. Challenges

Lessons in implementing the demonstration projects

In both Cebu and Cavite, hospitals were found with significant 
inadequacies in providing FP services. Both project sites needed 
a process to streamline FP services with other clinical service 
areas such as General Services, Pediatrics, and Ob-Gyne. 
There was dialogue between the provision of a full range of FP 
services in the hospitals, or conducting outreach in targeted 
sites, especially for LAPM. Additional staff members needed 
to be trained not only in clinical skills, especially for PPIUD 
and BTL-MLLA, but also for managing the provision of such 
services. Recording and reporting systems had to be set up, 
and staff members needed orientation on the forms, report 
formats, and report processes. Reporting LAM was especially 
problematic, even for those recorded only as early latching, 
because follow-up consultation was not done. Logistics 
management was another area that needed improvement 
to assure uninterrupted supply of commodities. Supportive 
supervision also needed to be strengthened in both sites to 
monitor quality of care. 

Cavite. Some delay in the implementation of the demonstration 
project was due to the unavailability of DOH-recognized FP 
training providers in the region or province. The demonstration 
project necessarily queued for the availability of trainers from 
Dr. Jose Fabella Memorial Hospital, which caused delays. This 
resulted to high transaction costs of conducting FP training 
in Cavite, e.g., failed bid owing to the lack of hotels interested 
to accommodate less than 10 training participants. Inclusion 
of accommodation and meals in the contract costs could have 
made the contract more reasonable for the proposed venues.

There were also inherent governance issues that made it difficult 
to introduce innovations in the project sites. 

Lessons in designing the demonstration projects 

Cebu. Since the demonstration project started late in Cebu, 
RO VII and the LGU were already ahead in implementing 
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interventions. The HPDP had to modify its own interventions 
to complement what were already in place to make the technical 
assistance useful to the region.

Cavite. The absence of technical experts who would closely 
monitor and oversee FP implementation in hospitals on a 
regular or full-time basis limited the engagement of the HPDP 
with local partners. Further, there was weak complementation 
of technical assistance (TA) provision to the hospitals 
because of unclear communication between implementing 
partners (IPs).6 It is important to clarify with partners what a 
demonstration project is versus the actual implementation of a 
policy. In Cavite, the demonstration project was viewed as an 
encroachment of the project site because its design included the 
expansion of a specific method (subdermal implant, or SDI), 
operationalizing SDN, and FP in Hospitals. These interventions 
were also being provided by another IP, albeit with some 
modifications.

E. Recommendations

1. Require the full range of FP methods only in higher-
level facilities, as LAPM involve surgical skills and 
human resource complements (e.g., OB-Gyne, or 
Anaesthesiologist) that may not be available in infirmaries 
or Level 1 hospitals. Level 1 hospitals and infirmaries may 
access LAPM through the FP SDN. Level 2 and 3 hospitals 
are expected to have FP clinics, and can therefore provide 
a full range of FP methods. These hospitals may also either 
provide LAPM services, or serve as the site for the provision 
of services by external surgeons or obstetricians. 

2. Require formal two-way referral mechanism for those 
given FP methods to their RHU or clinic for follow-up 
and resupply. The use of home-based cards, such as that 
introduced in Cebu, contains the contact details of the 
FP service provider whom the clients can contact if they 
have issues and concerns regarding their chosen method. 
It also includes the schedule of follow-up visits of the 

6 Formerly known as Cooperating Agencies (CAs).
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client. Clients can either visit the RHU or hospital on their 
schedule, or call the FP Coordinator.

3. Install protocol to catch WRA with unmet need for modern 
family planning (UMFP), regardless of consult, such as the 
algorithm used in Cavite to reduce missed opportunities in 
other service areas of the hospital.

4. An inventory system for commodities may be improved 
by adopting a simplified Inventory and Request Form for 
appropriate allocation and distribution of commodities to 
the hospital, such as the one tried in Cavite. 

5. Maximize reimbursement from PhilHealth by ensuring 
that the hospital is accredited with PhilHealth, and that its 
physicians providing the FP services are likewise accredited. 
Clarification on PhilHealth benefit packages will reduce 
confusion on what can be reimbursed. Use of benefits 
also requires that the hospital informs its patients about 
PhilHealth membership, including the No Balance Billing 
(NBB) policy.

6. Conduct regular performance review and feedback, and 
maximize supportive supervision.  FP Coordinators and 
teams in hospitals, as well as DMOs, equipped with skills to 
monitor performance can effectively track progress against 
targets.

7. Expand the existing pool of FP training providers by 
outsourcing to academic or private training institutions to 
conduct FP CBT 1, FP CBT 2, BTL-MLLA, and other 
LAPM training. Ensure that post-training evaluation is 
included in the training plan of these institutions.

8. Clarify the responsibilities of partners, especially when there 
is more than one partner providing TA in a project site. 
This can avoid miscommunication, and misperception of 
encroachment. 
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9. Amend DM No. 2014-0312 or provide an addendum 
advising the following:

a.  The preparatory steps for implementing FP services  
     in hospitals; 
b.  The inclusion of innovations that have been shown  
     to work; and 
c.  Specifying a local or regional person (Provincial FP  
     Coordinator) to ensure the sustainability of  
     innovations in the demonstration projects. 

2.1.2 Establishment of MNCHN Service Delivery Network 
(SDN) in Tacloban City 

A. What the demonstration is about

The RPRH Law, instructs the DOH, through its Regional 
Offices and in coordination with the LGUs, to “integrate 
RPRH services, which include the provision of a full range of 
family planning services, maternal health care, and emergency 
obstetric and neonatal care into established SDN.”  Service 
delivery networks (SDNs) refer to a network of health facilities 
and providers within the health system of a province or a city, 
and which offers packages of health care services in an integrated 
and coordinated manner. To operationalize this, the DOH 
issued Department Memorandum (DM) No. 2014-0313, or 
the “Adoption of the Guidelines in Establishing Service Delivery 
Network.”

Rehabilitation of the health system in Tacloban City, 
following the devastation brought about by Super Typhoon 
Yolanda, provided an opportunity to assess the effectiveness 
and applicability of DOH DM No. 2014-0313 in a local 
context and in an operational environment. In doing so, a 
demonstration project could also facilitate the restoration of 
basic health services under a fully functioning network of health 
providers and facilities in the city. The demonstration project 
likewise intended to demonstrate the financial viability and 
operational sustainability of such a network as specified in the 
business plan developed for the Tacloban City SDN.
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B. Interventions introduced

Consistent with the specifications in DOH DM No. 2014-
0313, the following were introduced in Tacloban City:

1. Identification of priority population. This was 
predetermined by using the most recent National 
Household Targeting System (NHTS) and lists for the 
City of Tacloban’s Conditional Cash Transfer (CCT) 
Program, or the Pantawid Pamilyang Pilipino Program 
(4Ps). The lists were secured from the Regional Office 
of the Department of Social Welfare and Development 
(DSWD), and the Provincial Office of the 4Ps, respectively. 
Based on this information, the barangays where NHTS 
and CCT households are located were identified. It further 
determined that 500 Community Health Teams (CHTs) 
were needed in the communities based on the number of 
households to be covered.

Given that Tacloban City has 10,000 NHTS households, 
it was estimated that among these households, there were 
17,000 women of reproductive age (WRA) that needed the 
following FP/MNCHN services: 

a.  Current users of modern family planning (MFP) =  
     4,000; women with unmet need for modern family  
     planning (UMFP) = 4,600
b.  Expected number of pregnant women = 2,600
c.  Expected number of teen pregnancies out of total  
     pregnancies = 100
d.  Expected normal spontaneous deliveries (NSD) =  
     2,300; expected caesarean section (CS) deliveries =  
     300

Once identified, the families were visited house-to-house 
by CHTs for health profiling and Health Use Plan (HUP) 
development. The 4Ps Family Development Sessions (FDS) 
were also used as a platform to accelerate health profiling 
and HUP development. 

2. Mapping or inventory of available health care providers. 
The mapping of providers was important in determining 
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the capacities of health care providers, and for designating 
clients in need of services.  The assessment of facilities 
was best done through the joint effort of the Tacloban 
City LGU, the DOH, and PhilHealth. Furthermore, the 
functionality of facilities was assessed through quick survey 
using simple assessment forms.

Mapping showed that the Tacloban City Hospital was 
not able to handle surgical cases for the last two years. 
No deliveries were done in public primary care facilities, 
and only limited antenatal care (ANC), FP, and TB 
services were available. Results of mapping showed where 
improvements were necessary, and where referrals were 
needed.

3. Designation of priority population to facilities. This 
meant that the families were aware of the health services 
they needed; where and how to access available services; and 
that the provider was informed that the family was going to 
the facility to avail of health services.

For the initial implementation of the SDN in Tacloban 
City, the City Administrator requested that only LGU-
owned facilities be included in the network. Limiting 
SDN to public facilities risked inadequately responding to 
the needs or actual preferences of the identified clients or 
target population, especially among those households that 
were physically closer to private facilities.  For the Tacloban 
SDN, the LGU provided a dedicated transportation system 
for Suhi District Health Center (DHC) since it was situated 
farthest from higher-level facilities.

4. Monitoring the utilization and provision of health 
services. This included requesting City Link for an 
FDS schedule to discuss adherence to Health Use Plans; 
deploying CHTs to conduct a house-to-house visit to ask 
NHTS poor households if they have visited their assigned 
facilities and availed of needed services; deploying teams 
to conduct a spot-check to the providers if the families 
assigned to them have availed their specific health services; 
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and developing a list of CCT and NHTS households who 
have availed of services.

To complement the elements of the guideline, the 
demonstration project added another intervention that 
would help sustain the SDN in Tacloban City.

5. Development of a business plan for the Tacloban City 
SDN. This included the creation of an incentive scheme 
for providers, which is crucial for the financial viability 
and operational sustainability of the SDN operations. The 
business plan served as a guide for the LGU to improve the 
involvement, organization, management, and financing of 
involved health facilities, and to ensure efficient operations 
and the long-term sustainability of the SDN.  It also 
provided insights on the feasibility of undertaking similar 
improvements in the Tacloban City Hospital and District 
Health Centers (DHCs), given the availability of human 
and financial resources. The mapping activity revealed that 
the income of the Tacloban City Hospital derived from 
PhilHealth reimbursement was very low at PHP2 million, 
while the expense for its upkeep was PHP20 million 
annually. Income from PhilHealth of its District Health 
Centers (DHCs) were likewise dismal, merely PHP1,550, 
which was very low compared to the reimbursements 
collected by the LGUs from neighboring fourth- and fifth-
class municipalities.

C. Results 

Process. All six district health centers were enabled to provide 
ANC, NSD, postpartum and FP services, and were accredited 
by PhilHealth.  The Tacloban City Hospital (TCH), on the 
other hand, maintained its Level 1 DOH license level, and 
avoided being downgraded to an infirmary level due to zero 
surgical cases in the past years. The TCH engaged five physicians 
as visiting medical specialists, which enabled the facility to 
provide major surgical procedures, including CS and BTL 
services. TCH providers were also trained in PPIUD and NSV.
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Output. In a span of five months, from August to December 
2015, more than 8,000 poor households as priority population 
group were located, visited, and profiled using the prescribed 
Health Use Plan (HUP) forms. 

Table 3 shows that, of these households, almost 3,000 NHTS 
households with identified unmet need for specific health 
services were able to develop health use plans for various services 
(Encluna, 2016).  

Table 3. 
Service 
Utilization among 
Households 
Profiled

Health service Health Use Plans 
(HUPs) developed

Actual number 
served

Percent served

Unmet need  
for FP

2,893 1,736 60

Facility-based 
delivery (FBD)

717 697 97

Expanded 
Program on 
Immunization 
(EPI) 

5,813 5,702 98

Tuberculosis 
(Two-week cough)

427 387 90

Sixty percent (equivalent to around 1,736) of them availed as 
new acceptors of modern family planning (MFP) services. More 
than 700 HUPs for pregnant women intending to delivery in 
a health facility were developed, resulting to around 97 percent 
who availed of delivery services in health facilities.  Ninety-eight 
percent of children availed of immunization services offered 
by the facilities out of almost 6,000 HUPs developed for child 
immunization. There were more than 400 individuals with two-
week cough who developed HUP to seek care for the symptom, 
and around 90 percent of them availed of relevant consultation 
services in health facilities.

Income from PhilHealth improved. From January to 
August 2016, reimbursements to the DHCs amounted to 
PHP2.1 million from benefit payments for Maternity Care, 
Newborn Care, and TB-DOTS (Tuberculosis Directly 
Observed Treatment, Short course) PhilHealth packages. In 
the first quarter of 2016, Tacloban City distributed more than 
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PHP300,000 to the staff members of DHCs for their share on 
MCP (Maternity Care Package) reimbursement, pursuant to the 
Executive Order on PhilHealth reimbursement sharing scheme.

Funds coming from PhilHealth reimbursements also allowed the 
City Health Office (CHO) to hire additional professional staff 
on job order contract (i.e., nurses and midwives), and staff for 
PhilHealth claims processing as recommended by the HPDP. 
This ensured that a dedicated person will be tasked to facilitate 
the processing of claims and speeded up the submission to the 
PhilHealth Regional Office (PRO) VIII.  It also freed up other 
DHC staff members from administrative tasks and allowed 
them to focus on health service delivery. 

The Tacloban City Hospital (TCH) also reported 
reimbursement from PhilHealth amounting to PHP19 million 
from January to August 2016. The TCH budget allocation 
from the City Government also increased from PHP20 million 
to PHP28 million for 2016, allowing the TCH flexibility 
to hire an additional 30 professional staff (medical doctors, 
registered nurses, and midwives) and staff for PhilHealth claims 
processing.

D. Challenges

Lessons in implementing the demonstration project

Re-establishing SDN in Tacloban City required setting up a 
governance structure to establish lines of responsibility and 
accountability. As this involved multi-agency and multi-level 
involvement (e.g., DOH RO VIII, PhilHealth, DSWD, 
Commission on Population or POPCOM, LGU, public and 
private health care providers) this took a significant amount of 
time, and a high level of effort to coordinate all those involved.

The governance team also required orientation and 
familiarization with the SDN concept and the DOH DM 
before they could decide on the next steps. This should be 
included as a necessary preparatory step described in the DOH 
guideline.
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Delays in the implementation can be due to a combination of 
limited knowledge and skills of CHTs in providing information 
and using the various profiling and HUP forms, and their 
reluctance to participate in profiling and HUP development 
due to lack of travel and expense vouchers (TEVs). So even 
while there seemed to be an adequate number of CHTs for the 
target number of households, the pace of profiling and HUP 
development (an average of seven families profiled per week for 
each CHT) would not meet targets. Limitations in the skills of 
CHTs also led to a wide variation in the quality of information 
and assistance provided.

Using the FDS, while an excellent platform for reaching 
families, also faced challenges such as changes in the FDS 
schedule without prior notice, and hesitation in some of the 
midwives and Nurse Deployment Program (NDP) nurses to 
participate in the profiling and HUP development activities.

Several facilities could not be maximized as providers. There 
were 11 Barangay Health Stations (BHSs) in Tacloban City 
capable of providing family planning and prenatal services. 
However, they lacked PhilHealth accreditation and DOH 
certification.  These facilities had a catchment population 
ranging from 5,079 to 17,881 covering one to 25 barangays 
each. This was further compounded by the request to limit 
providers to LGU-owned facilities in the initial implementation, 
which effectively limited access to services.

Lessons in designing the demonstration project 

The timelines of the demonstration project underestimated the 
lead time required for the critical preparatory activities, such 
as setting up the governance mechanism, and bringing all the 
members of the Steering Committee and TWG at the same level 
of appreciation of the SDN concept and the DOH guideline.

The design of the demonstration project also did not anticipate 
that the LGU would limit the facilities in the network to only 
the LGU-owned ones. There were several private facilities that 
could also have been engaged to provide services to certain 
barangays.
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E. Recommendations

1. Underscore the need to have a champion to lead its 
implementation locally when making Guidelines on SDN. 
This champion needs to be in a leadership position as 
they are expected to bridge a complex web of relationships 
among the DOH, the LGU, the providers, and the 
communities to make it functional. Instructions should 
include specifying the leadership role of this individual and 
what is expected of them in the preparatory phase and in 
the actual implementation phase.

2. Carry out the preparatory steps simultaneously and in a 
coordinated manner among stakeholders, as doing it serially 
consequently leads to a protracted initiation of service 
provision.

3. Develop a business plan which details activities to ensure 
the sustainability of the SDN. The business plan can specify 
what can be done to maximize PhilHealth reimbursements. 
The income can then be used to hire additional staff 
members to augment the skills required per facility.

4. The LGU should lead in creating a governance mechanism 
or body involving the DOH and PhilHealth, among 
others, and in defining the responsibilities and resources 
involved in managing the SDN. The LGU should provide 
appropriate mandates, policy, and resources in the 
implementation of the SDN to make it more stable during 
changes in administration.

5. Despite the challenges, continue to maximize the Family 
Development Sessions (FDS) to reach families.
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2.1.3 Establishing a Platform for Adolescent Youth and 
Reproductive Health (AYRH) Services in Bicol Medical Center

A. What the demonstration is about

The NDHS (2013) results showed that unmet need for modern 
family planning (UMFP) increased among women below 20 
years old, and teen pregnancy is also rising. Further, data from 
the DOH shows that the prevalence of HIV among men and 
transsexuals having sex with men (M/TSMs) is also increasing, 
including those aged 15 to 19 years. Clearly, adolescents are 
exposed to reproductive health risks. To address these trends, 
the DOH issued Administrative Order (AO) No. 2013-0013, 
or the “National Policy and Strategic Framework on Adolescent 
Health and Development,” which updates an earlier issuance 
on adolescent and youth health. The passage of the RPRH Law 
further acknowledged the need to address health risks of teens.

The demonstration project at the Bicol Medical Center (BMC) 
tested the feasibility of implementing the DOH’s Adolescent 
and Youth Health (AYH) Policy and AO No. 2013-0013. It also 
introduced the element of contracting a private entity to install 
adolescent reproductive health (RH) services in a hospital.

The overall goal of the AYRH project was to assist the BMC 
in developing a template that hospitals can use as a reference 
in establishing an effective platform and resource that provides 
appropriate information and services to young people and 
their parents or legal guardians. The AYRH project intended to 
showcase two major components:

1. Demonstrate the procurement process in contracting or 
outsourcing technical services by a hospital in setting up the 
AYRH Teen Wellness Center; and 

2. Demonstrate the establishment of an Adolescent Friendly 
Teen Wellness Center (for pregnant teens) at the Bicol 
Medical Center. 
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B. Interventions introduced

The Design and Pilot-Implementation of an Adolescent Youth 
and Reproductive Health Teen Wellness Center at the BMC. 
This package included the  
following elements:
 
Development of a protocol for the provision of AYRH 
services to teen moms. A Manual of Operations for the Teen 
Wellness Center was developed. It contains a declaration of 
commitment to Quality of Care standards that include  
the following:
1. The BMC shall implement systems to ensure that: 

a.  Adolescents are knowledgeable about their own health; 
b.  Adolescents know where, how, and when to obtain  
     health services; and
c.  Parents, legal guardians, and other community  
     members and community organizations recognize the  
     value of providing such health services to adolescents  
     and support such provision and utilization of services  
     by adolescents.

2. The BMC shall provide a complete range of services that 
fulfill the needs of all adolescents through the facility and 
referral linkages and outreach; and shall have health care 
providers who demonstrate competence in providing 
adolescent-friendly care.

3. The BMC shall provide adolescent-friendly care featuring: 
a.  Convenient operating hours, and a welcoming and  
     clean environment that is respectful to the adolescents’  
     rights to privacy and confidentiality; 
b.  A complete set of equipment, medicines, supplies, and  
     technology; 
c.  Quality services to all irrespective of their ability to pay,  
     age, sex, ethnic origin, sexual orientation or other  
     characteristics; and 
d.  Adolescent participation in the planning, monitoring,  
     and evaluation of health services and in decision- 
     making regarding their own care.
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4. The BMC shall collect, analyze, and use data on service 
utilization and the quality of care, disaggregated by age 
and sex, to support quality improvement. Health facility 
staff shall be supported to participate in continuous quality 
improvement.

This Manual of Operations has the following major content:
1. An introduction which includes the purpose of the 

manual, a description of the manual, and a Declaration of 
Commitment to Quality Standards by the BMC. 

2. The BMC Adolescent Youth Reproductive Health Project 
describing the following:
a.  Rationale for the Project; 
b.  The BMC Adolescent Center; 
c.  Management Structure, and 
d.  Working relationship with other clinics within the  
     BMC. 

3. Hospital Policies on AYRH, which includes the following:
a.  General policy statement;
b.  Specific policies on information, education, and  
     communication; 
c.  Policy on the package of services; 
d. Policy on inter-departmental referrals and referrals  
     outside the BMC; 
e.  Policy on outreach activities; 
f.  Policy on staff recruitment and staff development; 
g.  Policy on operating schedule of the adolescent wellness  
     center;
h.  Policy on privacy and confidentiality; 
i.  Policy on non-discrimination; 
j.  Policy on data and records management; and
k.  Conduct of assessment of patient.

4. Hospital protocols that cover the following:
a.  Triaging of adolescent patients; 
b.  Procedure / protocol; 
c.   Psychosocial assessment of the adolescent using  
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7 HEADSSS is an adolescent history taking tool that was included in the Adolescent Job Aid of the Department of Health  
  which assesses the health and well-being of adolescents. The acronym stands for: Home, Education/ Employment, Eating,  
  Activity, Drugs, Sexuality, Safety, and Suicide.
8 CRAFFT refer to six screening questions on alcohol and drug use.

     HEADSSS7 and CRAFFT8; and 
d.  Inter-clinic departmental referrals. 

5. The Manual of Operations also includes the various forms 
that will be used by the healthcare providers in offering 
adolescent services, which include the following: 
a.  Patient Form/HEADSSS Form; 
b.  Referral Form; 
c.  Client Satisfaction Form; 
d.  Teen Mom Program Enrollment Form.

Establishment of a hospital-based AYRH team with an 
interdepartmental referral system at the Bicol Medical Center 
(BMC). The hospital-based AYRH team is multi-disciplinary, 
and is composed of a pediatrician, OB-Gyne, psychiatrist, social 
worker for psychosocial services, and a peer counsellor. The 
Teen Wellness Center established at the hospital’s outpatient 
department (OPD) was assigned a care team composed of one 
physician, one nurse, two midwives, and one social worker. 
Depending on the need, they could refer patients to other 
specialists and units of the hospital. 

Implementation of the comprehensive AYRH package 
protocol for the provision of AYRH services to teen moms. 
Following the soft-launch of the Teen Wellness Center and 
various campaigns, including social media, the hospital opened 
its services for teens. Intermediate results showed an increasing 
use of health services by teens (see the Performance Indicator 
presented in Table 4).

Capacity building of staff members on the comprehensive 
AYRH protocol. A baseline assessment was conducted in part 
to identify gaps in the skills and competencies of frontline staff. 
One training involved 30 participants from various departments 
of the BMC. Main topics covered in the training included: Basic 
Concepts on Adolescent Health Care; Global and National 
Standards on Adolescent Friendly Services; Laws on Adolescent 
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Health Care; Communicating with Adolescents and Going into 
HEADSSS; and the BMC AYRH Project and the Teen Wellness 
Center Policies and Protocols.

Another seminar attended by 42 participants consisting of 
physicians, nurses, pharmacists, as well as social services, blood 
bank, and security officers, provided basic orientation on 
handling adolescents following the standards and protocols on 
adolescent-friendly services.

Setting up of a hospital-based teen clinic at the OPD, 
as point of entry, which can provide comprehensive AYRH 
services. A dedicated area at the OPD was designated as the 
Teen Wellness Center, as a transition place while awaiting 
completion of a new building in the premises. The Center was 
assigned a team composed of one physician, one nurse, two 
midwives, and one social worker.

Services offered at the Teen Wellness Center included basic 
essential health programs; an adolescent pregnancy package; 
birthing homes; postnatal visits; screening and diagnostic testing 
for sexually transmitted infections (STIs); and referral to other 
agencies for continuing education and job placement.

The Teen Wellness Center also developed and implemented an 
AYRH communications and advocacy plan, designed to bolster 
information dissemination and improve demand generation for 
the services of the BMC Teen Wellness Center. Staff members 
conducted hospital information outreach activities to schools 
and communities such as a launching event, ad campaigns, 
social media campaigns, radio guestings, and other advocacy 
campaigns.

C. Results

Process. A fully operational Teen Wellness Center was set up at 
the BMC which had a dedicated team to provide counselling 
and services for teens.
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Output. Service utilization at the Teen Wellness Center showed 
improvements in Monthly Census, as shown in the following 
table:

Table 4. 
Service 
Utilization at 
the Teen Wellness 
Center 

Services/Date August September October November December

OPD 
consultations

17 52 64 ND ND

Teen 
admissions

47 144 133 150 130

NSD / CS 45 135 118 117 / 19 105 / 20

Postpartum 
care

6 7 19 ND ND

Others 2 9 15 14 12

Source: Ilagan, 2016.

D. Challenges

Lessons in implementing the demonstration project 

Provision of AYRH services in a hospital setting requires 
a complex set of actions that should be backed by its 
management. While the policies for the provision of health 
services for teens have been in place for many years, many 
still grapple with uncertainties on how to proceed. In this 
demonstration project, health care providers required a new 
set of skills and competencies to render appropriate care to 
adolescents. The hospital setting intended for services for teens 
will be rendered needed revisiting to allow physical space for a 
discreet yet  
welcoming environment.

Contracting of services is tedious and can easily eat up 
many months of a demonstration project. The BMC 
Technical Working Group (TWG) was made up of clinicians 
who were not familiar with developing Terms of Reference 
(TOR) for third-party contracting. Also, the BMC was not 
familiar with the bid process for procurement. Further, only 
one bidder submitted the three requirements needed to qualify 
for the bid. Unliquidated cash advances of the BMC delayed 
downloading of funds from the DOH RO-V. Further, there 
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were unclear guidelines from the DOH RO-V on whether to 
issue a Memorandum of Agreement (MOA) or a sub-allotment 
guideline to transfer the funds to the BMC. This took at least 
several weeks of email exchanges between the BMC and the 
DOH RO-V, which delayed the process by three months.

Finding an appropriate contractor was difficult. There are 
very few private entities that can be engaged locally to set 
up teen services in a hospital. These organizations may also 
require time to become familiar with the concept of AYRH. 
The skill set of the organization contracted may not readily be 
what the hospital needs, which can cause some delays. In this 
demonstration project, the contracted party misunderstood its 
work arrangement, which delayed the approval of submitted 
reports. The contracted party was also unable to perform 
expectations as set forth in the TOR, even after several meetings 
were conducted. Consequently, deliverables such as ensuring 
PhilHealth coverage of the adolescent mothers and their 
newborn, and designing and using an Evaluation Tool to assess 
the effectiveness of the BMC Adolescent Youth Reproductive 
Health Teen Wellness Program, was still undelivered by the end 
of the project.

Ideally led by a senior consultant, the Project Management 
Team of the BMC was led by a junior consultant, which affected 
the turnaround time for the decision-making and approval of 
certain sets of deliverables stipulated in the TOR.  

Lessons in designing the demonstration project

The timelines of the demonstration project underestimated the 
lead time required for developing the technical specifications of 
the third-party contract, finding an eligible contractor, and for 
receiving the approval of deliverables of the contractor.

The design of the demonstration project also did not anticipate 
that the DOH RO-V itself would have some confusion in the 
instrument to be used for the specific fund transfer to the BMC.



33

E. Recommendations

1. Regular performance review and feedback, and maximize 
supportive supervision to ensure quality services and 
compliance to recording and reporting requirements. 

2. Evaluate the protocols and manual of operations as possible 
inputs to guidelines specifying setting up AYRH services in 
hospitals.

3. Install protocols to catch unmet need of adolescents, 
regardless of consult.

4. Refine the contracting documents (TOR, monitoring 
framework) as possible templates for replication. 

5. Prior to any contracting process, the implementing agency 
or its partners can conduct orientations and meetings with 
private institutions, such as civil society organizations 
(CSOs) and non-governmental organizations (NGOs), to 
share information about, and to generate interest in, the 
intended project.

2.2
Demonstration 
Projects that 
Introduce 
Innovations 

The second group of demonstration projects were those that 
intended to introduce innovations to test innovative approaches in 
addressing bottlenecks in implementing health programs typically 
managed by the DOH Regional Offices to improve MNCHN 
and TB program implementation, and effectively utilize its ever-
increasing budget for these health programs.

2.2.1 Demand-Driven FP Logistics: Collection and Use of FP 
Consumption Data in Cavite 

A. What the demonstration is about

FP commodity stock-out and oversupply have persisted partly 
because the Department of Health (DOH) has always used 
estimates of the requirements of service delivery points (SDPs) 
in allocating commodities, and does not adjust its allocation 
within a given year. Consequently, the SDPs will either 
experience stock-out before the next batch of deliveries, or 
inventories pile up and remain unused when the DOH delivers 
the same quantities in the succeeding batches. The DOH is 
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unable to collect consumption data from the SDPs and use it for 
adjusting allocation within the year, and for the annual forecast 
of requirements and procurement of commodities.

To address this, the demonstration project aimed to show 
how to collect and use FP consumption data. Using such data 
requires specific reforms in supply chain management all the 
way up to the DOH Central Office. While the demonstration 
project was led by DOH RO IV-A, with Cavite as the project 
site, the management of the demonstration project entailed 
influencing the DOH Central Office, particularly the Family 
Health Office (FHO), through the FP Logistics Hotline. As 
the Hotline was consolidating consumption data from the rural 
health units (RHUs) of other provinces, Cavite RHUs were 
asked to submit through the regular channel, that is, through 
the Hotline. 

In addition, while lessons were gathered from Cavite, validated 
by similar experiences of the Hotline and of the Pharmaceutical 
Division9, advice was also provided to the managers of the 
Hotline on what forms to use, how to process reports and 
complaints from the field, and how to process consumption 
data. This demonstration project specifically intended to 
help prevent the stock-out and oversupply of commodities at 
the frontlines by introducing the use of a one-page form for 
collecting basic information on inventory management from 
the SDPs, and use such information for adjusting succeeding 
allocation.

B. Interventions introduced

The following interventions were introduced in the project sites:

1. Introduction of a one-page Inventory and Order Form 
for the frontlines, extracting information from existing 
inventory systems, e.g., Supply Management and Recording 
System (SMRS), logbooks. 

9 At the same time the demonstration project was being implemented, the lead supply chain management (SCM) consultant  
  for the demo project was also providing support to Logistics Hotline, and advising the SCMU through the Pharmaceutical  
  Division.
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2. Training and coaching. Regional Office (RO), Provincial 
Health Office (PHO), rural health unit (RHU), city health 
office (CHO), and FP Logistics Hotline staff members were 
trained to extract, record, consolidate, and process data. 
Further coaching was also done during follow-up visits to 
all RHUs/CHOs. As a result, FP consumption data was 
submitted to the Hotline, as scheduled.

3. The Cavite PHO issued an advisory on the collection of 
consumption data to all RHUs/CHOs in March 2016 
signed by the Provincial Health Officer. All RHUs/CHOs 
in Cavite were advised by the Cavite PHO to use the FP 
Inventory and Order Form. The PHO Advisory provided 
guidelines on: 
a.  Collection, recording, and submission of FP  
     consumption data;
b.  Conduct of Review-Resupply Meetings (RRM);
c.  Reporting of stock-out, oversupply, and other logistics  
     issues to the FP Logistics Hotline; and
d.  Facilitating coordination and updating through the FP  
     Commodities Monitoring Facebook page. 

RHU/CHO FP Coordinators were requested to submit their 
accomplished quarterly FP Inventory and Order Form on 
or before the 15th of the following month, i.e., on or before 
January 15, April 15, July 15, and October 15. The FP 
Coordinators were also requested to convene a Review-Resupply 
Meeting (RRM) with their respective midwives handling FP 
commodities at the BHSs to facilitate timeliness and the quality 
of submission of FP consumption data.

4. Mobilization of health personnel deployed by the DOH 
at the SDPs to assist FP Coordinators. RHUs/CHOs with 
dedicated staff members, often assisted by NDP nurses and 
Public Health Associates (PHAs) in preparing reports to 
keep track of inventories, were able to submit reports earlier 
than those without dedicated staff members. The NDP 
nurses and the PHAs were usually more technologically 
savvy and could handle spreadsheets better than the RHU 
FP Coordinator. 
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5. Mobilization of Development Management Officers 
(DMOs) to collect and follow up consumption data. 
Consumption reports were sent to the DOH Central Office 
through the DOH RO, to be used for succeeding allocation 
and delivery. To facilitate reporting to the DOH Central 
Office, the RHUs/CHOs were also requested to report 
stock-out, oversupply, and other logistics issues to the FP 
Logistics Hotline. Adjustments in allocation and delivery 
were observed.

6. Assess for readiness to scale up to other programs or to 
other areas. The demonstration project included opening 
the FP Logistics Hotline for reports outside of the project 
site. Doing so both assessed the readiness of other regions 
for scale up, and, at the same time, introduced the concept 
of reporting stock-out, oversupply, and other logistics issues 
to the FP Logistics Hotline. Adjustments in allocation were 
subsequently done for all other areas outside of Cavite.

C. Results 

Process. By August 2016, consumption data from all Cavite 
RHUs/CHOs have already been collected and forwarded to the 
FP Logistics Hotline. The FP Logistics Hotline consolidates and 
processes all consumption data and submits recommendations 
to the DOH Family Health Office (FHO) in terms of allocation 
for the succeeding cycle based on consumption reports. In 
collaboration with the FP Logistics Hotline, consumption data 
from additional RHUs/CHOs in the National Capital Region 
(NCR), Luzon, Visayas, and Mindanao were also collected. Such 
consumption data were used to adjust the allocation for Cavite 
RHUs/CHOs, as well as for Luzon RHUs/CHOs.

Outputs. As early as June 2016, the DOH Central Office 
scaled up the use of a slightly modified Inventory and Order 
Form nationwide by issuing a Memorandum dated June 27, 
2016 to all DOH Regional Offices entitled “Submission of 
Accomplished Family Planning Commodity Inventory and 
Consumption Form.” This rolled out the collection of FP 
consumption data to all RHUs/CHOs nationwide.
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In Cavite, beginning August 2016, allocation lists were prepared 
based on the actual consumption of all 36 Cavite RHUs/CHOs, 
including those RHUs/CHOs in Luzon that have submitted 
consumption data through the FP Logistics Hotline. In short, 
in addition to attaining expected results earlier, i.e., by August 
instead of September, consumption data were also collected 
from other RHUs/CHOs in NCR, Luzon, Visayas, and 
Mindanao. Adjustments to allocation lists were also done for 
other RHUs/CHOs in Luzon, in addition to those in Cavite. 

These results were achieved earlier and were greater than 
expected because of specific strategies such as: 

a.  Field visits for monitoring and mentoring to all RHUs/ 
     CHOs in Cavite; 
b.  Constant feedback to PHO and RO partners; 
c.  Documentation, advisories, and issuances from the RO  
     and PHO; and 
d.  Links with the Support to the DOH Logistics Hotline  
     and Supply Chain Management Unit.

D. Challenges

Lessons in implementing the demonstration project 

The human resource gap limits routine inventory and 
logistics management at the frontlines. Current deployment 
of Public Health Associates (PHAs) and Public Health Nurses 
(PHNs) are temporary measures to augment staff complement. 
Existing regular staff members at the frontlines provide clinical 
services and, most of the time, can no longer do proper 
recording and reporting functions, and have limited capacity to 
use computers and handle spreadsheets.

Data processing is critical but is not done routinely. It 
should be done at the level of the DOH RO or Central Office. 
However, the limitation in terms of work load and available 
staff members necessitated data processing to be done by the 
FP Logistics Hotline before it submits consumption data to 
the FHO. Thus, one of the adjustments done was to train the 
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Hotline staff on data processing. By July 2016, the Hotline has 
been processing consumption data for the FHO.

Lessons in designing the demonstration project

During the first round of data collection, there were instances 
when the allocation list has already been used to dispatch 
commodities prior to the submission of data to the FHO. 
Especially for most RHUs/CHOs with oversupply, using the 
old allocation list means continuous oversupply and, possibly, 
expiration of commodities. An adjustment done was to 
advise RHUs/CHOs to reject deliveries when they have more 
than six months of stock of any commodity. This provided 
immediate feedback to the DOH about oversupply at the level 
of the recipient RHUs/CHOs and served as a quick corrective 
measure.

Shortages in commodities due to delays in delivery was also 
noted as a critical factor in the supply chain of public health 
commodities. This was not covered by the demonstration 
project but was part of the HPDP’s technical assistance to the 
DOH Logistics Management Division (LMD) in tracking the 
performance of the logistics service provider.

E. Recommendations

1. Assess bottlenecks, implement changes and adjustments, 
and facilitate effective logistics flow, including mentoring at 
different level of the supply chain, i.e., in terms of function 
(e.g., information dissemination, supervision, allocation, 
distribution, and monitoring) and location (e.g., DOH 
Central Office, Regional Office, PHO, and SDPs).

2. Facilitate implementation of DOH issuances by 
introducing processes and tools that simplify existing ones. 
The introduction of a simple one-page form, which was 
easy to use for the target users, allowed quick acceptance.
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3. Work closely with the LGU for local ordinances to 
support the implementation of the innovations. As it was 
a simplification of an existing yet possibly more complex 
process, it was relatively easier also to convince the PHO 
to issue an order to make the form’s use a requirement 
province-wide.

4. Complement any training with continuing and regular 
coaching to ensure the appropriate implementation of the 
innovation. The nationwide rollout of the FP Commodity 
Inventory and Order Form requires the orientation and 
supervision of users.

5. Whenever applicable, have a central-level system that 
captures the inputs from the local level to generate 
feedback, and contributes to facilitating its use outside of 
the project site.

2.2.2 Contracting Private Providers to Reduce Missed TB Cases 
in Cavite  
and Davao

A. What the demonstration is about

The World Health Organization (WHO) estimated in 2014 that 
the prevalence for all forms of TB, except HIV/TB, was at 417 
per 100,000 population, which represents a decline of about 58 
percent compared to 1990 levels. However, HPDP analyses of 
available data show that: 1) the burden of TB in the Philippines 
may be higher than previously reported; and 2) that most of the 
missed cases of TB may be focused in urban poor communities 
in large cities and provinces. Addressing the gap will require: 
1) doubling the performance outputs of existing public sector 
providers; and 2) expanding the network of TB providers to 
include the  
private sector.

The demonstration projects in Cavite and Davao City aimed to 
stimulate the participation of private providers for TB-DOTS 
care, augmenting the current capacity of the public sector in 
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managing TB cases, especially the missed TB cases. It intended 
to test the feasibility of using public funds, through the DOH 
Regional Offices, to procure clinical services from the private 
sector, consequently supporting the DOH in maximizing 
its improved fiscal space through outsourcing. Further, new 
modalities for more targeted case finding would have been tried. 
The outcome of the demonstration project, including lessons 
learned from its implementation, would have provided enough 
information for scaling it up to other regions.

B. Interventions introduced

Common elements implemented in Cavite and Davao

Quick mapping of private TB service providers to identify the 
extent or presence of providers in the private sector who were 
handling TB patients, and to provide information on how TB 
patients are managed.
  
Development of a procurement design for clinical services 
from private sector clinics, which included the following 
elements: 

1. Rationale for procuring services from private providers; 
2. Eligible participants; 
3. Target areas and populations; 
4. Incentive and payment mechanism; 
5. Allowable diagnosis and treatment regimen under the 

contract; 
6. Monitoring of contract implementation; 
7. Procedure of application; 
8. Selection criteria; 
9. Tasks of stakeholders; 
10. Approved budget for the contract; and 
11. Duration of the project.

Distinct and unique features in Cavite and Davao

Cavite. DOH RO contracting of private provider. Using the 
proposed procurement design, DOH RO IV-A agreed to invest 
in and implement a performance-based contracting of private 
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health providers to reach missed TB cases in Dasmariñas City. 
The proposed incentive for each new case of TB that completed 
treatment was generous at PHP15,000 per case. However, the 
RO IV-A procurement unit was not adept in managing the 
procurement of technical services, leading to two failed bids. 
Also, because of the election ban, the unit eventually decided 
not to pursue even the negotiated procurement. 

Davao. LGU contracting of private provider. DOH RO-
XI preferred government-to-government transactions for this 
project wherein the DOH can provide funding for various 
projects, and it is the LGU that executes the activities of finding 
missed TB cases in Davao City. The proposed incentive for each 
new case of TB that completed treatment was more conservative 
at PHP2,500 per case. To assist in this arrangement, the RO 
requested the HPDP to engage the CHO-Davao City and help 
them prepare the project proposal for funding. As it meant 
improvement of TB indicators, the CHO-Davao City became 
interested to collaborate. However, this consequently led to the 
project being halted because of the election ban.

C. Results

Process. Instruments for the contracting of private sector 
providers for TB services were developed. The procurement of 
services in Cavite went as far as two failed bidding cycles before 
the election ban started. In Davao City, the project was halted 
even prior to a presentation in the LGU council because of the 
election ban.

Output. There was no service utilization reported for both 
demonstration sites. 

D. Challenges

Lessons in implementing the demonstration projects 

Contracting of services is a new concept to the DOH 
Regional Offices, which led to delays. There was a tendency 



42 |   Demonstration Projects of the HPDP Volume 1: Executive Report

to look for precedents, specifically from other Regional Offices. 
There was also a preference for certain ways of doing things, 
such as downloading funds to the LGU rather than directly 
contracting with providers (Davao City). Different Regional 
Directors (RDs) will have different tolerances for the maximum 
amount they will want to invest in innovations. Most will likely 
be conservative, which may not be consistent with the design of 
the demonstration project.

Further, the current public procurement system is complex 
and slow. In Cavite, because of the recent rationalization, there 
was a new sta member in charge of procurement. As this was 
a new assignment, she needed training on the procurement 
process for contracting the services of private sector providers rst 
before she could start work on the demonstration project.

Both projects were significantly affected by the election ban, 
which prohibited procurement of any sort from any government 
entity.

Lessons in designing the demonstration projects 

The HPDP did not anticipate the hesitation of Regional Offices 
for innovations that require a significant amount of funding 
from their own budgets, especially if these innovations have no 
issuances to back them up or if there are no precedents in other 
regions.

E. Recommendations

1. The DOH National Tuberculosis Program (NTP) can issue 
specific budget guidelines to the Regional Offices to use 
sub-allotments in contracting the private sector to identify, 
locate, and treat missed TB cases.  In particular, this 
resource transfer shall be used to find and treat TB cases, 
provide incentives for the private sector to participate in 
TB control, comply with standards, and compel the private 
sector to report TB cases using the DOH NTP registry 
mechanism.
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2. To support the Regional Offices, technical assistance 
should include finding ways for alternative procurement 
modalities that have been shown to be legally sound and 
audit-friendly, so that the implementing office will be more 
comfortable in taking on the task. 

3. The Regional Offices of the DOH should set up and 
institutionalize a “dedicated” procurement unit to fully 
manage priority procurement and contracting items within 
the region. Moreover, the DOH ROs can establish capacity 
building programs specific for the procurement of technical 
services, i.e., needs assessment and orientation/training to 
further provide support to the regional procurement unit.

4. Plan for the timing of demonstration projects to avoid 
periods of mandatory procurement bans such as campaign 
and election periods.

5. Establish a clear signal of intent from the RO to implement 
the project through adequate budget support and the 
designation of a dedicated team for the project. This may 
include the following:
a.  Full budgetary requirements should be internalized in  
     the approved Work and Financial Plan of the region; 
b.  A project management team at the RO level should be  
     organized from the beginning, with complementary  
     staff designated to implement the project from  
     contracting, implementation of the project, and  
     monitoring through a DOH Regional Office issuance; 
c.  Reporting to the Regional Director by the lead  
     technical staff for the project on the progress of project  
     implementation on a monthly basis; and 
d.  The project team staff can be sourced through the  
     region’s job order recruitment and selection process,  
     with technical leadership coming from the Regional 
NTP Coordinator.

6. With RO approval of a project, its implementation should 
at least cover a province, with a clear intent of scaling up 
later in other provinces and regions. Such a scope requires a 
much bigger resource, which should have been internalized 
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early in the budget planning of the region or the DOH 
NTP. 

7. Scoping survey should be conducted ahead of the 
conceptualization and development of the project design.  
The RO technical staff who is designated to work on the 
demonstration project should likewise be involved in the 
development of the survey design, its implementation, 
analysis of results, and presentation of the results to the RO 
officials.
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3.0
Lessons, Challenges, and 
Recommendations 

3.1
Lessons 
from the 
Implementation 
of all the 
Demonstration 
Projects

A. Inadequate number of DOH staff members for the tasks at the 
Central Office, Regional Offices, and the frontlines. This resulted 
to multitasking and the expansion of assignments, some of which the 
designated staff members may not be ready for. For instance, in the 
Demand-driven Logistics project, one major hurdle in the RHUs was 
there was no staff member available to do routine encoding and the 
reporting of commodity inventory. 

The demonstration projects could not directly address the issue 
of inadequate number of staff members for the roles needed in 
project implementation. To help mitigate the effects of not having 
enough staff members to encode, write, and analyze reports, the 
demonstration projects included the introduction of simpler 
procedures and tools. For example, the use of a one-page form for 
collecting basic information on commodity inventory management 
from the SDPs, and the use of such information in adjusting 
succeeding allocation, was introduced in Cavite RHUs. 

B. Inadequate capacity of DOH staff members for the roles 
involved in the demonstration projects, compounded by the 
rationalization process. Consequently, new staff members took 
over critical positions for which, as the demonstration projects 
revealed, they may need retooling or training for. In general, all 
of the demonstration projects required some form of capacity 
building among its partners as a critical step to implementation. The 
governance team in Tacloban City needed orientation on the concept 
of SDN and the DOH DM that guides its implementation. This 
was also manifested in the FP in Cavite and Cebu projects where the 
expansion of FP services in hospitals needed a series of trainings first 
to have an adequate number of staff members with service capacity. 
AYRH service providers in the BMC also needed skills development 
prior to launching the services of its Teen Wellness Center. The 
introduction of the one-page Inventory and Request Form in Cavite 
necessitated training. This was also evident in the Missed TB Cases 
project in Cavite, where a new staff members had to manage the 
complex procurement of technical services. 
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Handholding-type capacity building was implemented in the 
demonstration sites. For example, the Cebu demonstration project 
seemed to have moved more significantly than the others because 
there were consultants located in Cebu who could render staff 
members who were involved in the project. In contrast, the other 
demonstration projects were conducted through intermittent visits of 
consultants coming from Manila.

C. Systems complexities make it difficult to set up innovations. 
For example:

1. Local governance issues may pose challenges to the 
implementation of the project design;

2. The government procurement system necessitates long 
processing times which significantly affects the timelines of 
the demonstration projects;

3. Some Regional Offices (ROs) may have a preference or 
familiarity with financial transactions, such as contracts; 
and 

4. Because proposed interventions are new, the DOH ROs 
hesitate to pursue them without written mandates or 
guidelines from the DOH Central Office.

Local governance issues may significantly limit or challenge the 
introduction of innovations in project sites. Background information 
on the selection of project sites should include an assessment of 
the governance structure (e.g., political mapping), as well as the 
relationships of stakeholders, to anticipate possible bottlenecks and 
prepare activities to mitigate such effects. If scoping surveys are 
necessary, these should be conducted ahead of the conceptualization 
and development of project design, with RO technical staff members 
participating in the development of the survey design.

The Missed TB Cases project in Davao City, where the DOH 
RO-XIclearly preferred a government-to-government mode of 
transferring funding assistance to the LGU, was also a system 
concern. It was observed that, while the leadership would be willing 
to assume some risks in innovations, the staff members who would 
carry out the instructions and details of the activities had practical 
concerns regarding the lack of precedents and/or guidelines for 
implementation. 
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To help alleviate the concerns of the RO, the DOH NTP can issue 
specific budget guidelines to use sub-allotments in contracting the 
private sector to identify, locate, and treat missed TB cases. Support 
for the use of this budget allocation could be a procurement unit 
familiar with the procurement and contracting of private sector 
services. 

To address some of the systems issues encountered in the 
implementation of the demonstration projects, the HPDP aided 
in facilitating some processes. For example, the HPDP aided in 
developing TOR and monitoring framework; in finding alternative 
options for contracting; and in providing references to similar 
outsourcing projects in other sectors that passed audit. The HPDP 
also provided reports and data analyses based on the demonstration 
projects to help partners better understand the concepts presented 
and the interventions proposed.

D. Unrealistic timelines. The nature of a demonstration project is 
to deliver a set of specific interventions within a given timeframe 
and to expect results within this period. But project implementation 
needs to work within the contexts and timelines of the client as well. 
They have an annual work plan commitment and the projects were, 
realistically, “add-on work” for DOH staff members, who relegated 
the projects to a lower level of priority, especially if the technical 
assistance was provided at a distance. 

1. The project year was different from the client’s, such that by 
the time the HPDP develops a concept of a demonstration 
project, the DOH has already started its annual work plan, 
with its own targets and benchmarks. Any activities of the 
project, if they have no direct effect on DOH targets and 
benchmarks, are treated as secondary, and are considered 
extra work by DOH staff members.

2. Implementation of the demonstration project often 
required specific trainings, i.e., on FP methods or on the 
procurement process. The demonstration project’s timeline 
does not always fit the training schedules of the DOH. This 
led to some delays. 
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3. Most of the demonstration projects included a procurement 
element to be carried out by government sector partners, 
either the DOH or the LGU. Partners are particularly wary 
about this because of the audit implications for their offices 
and persons. Hence, they tend to proceed slowly, which was 
a “delay” from the HPDP perspective.

4. Plan for the timing of the demonstration projects to avoid 
campaign and election periods that include mandatory 
procurement bans. 

The demonstration projects were carried out to work according 
to the timelines and benchmarks of the clients, either the DOH 
Regional Offices or the LGUs. To the extent possible, the HPDP 
adjusted project timelines and extended them where necessary, i.e., 
the Missed TB Cases project in Cavite, which was extended by 
another year to allow the interventions to be carried out.

In instances where trainings were urgently needed, the HPDP carried 
out arranging the technical and logistic requirements. For example, 
in the FP in Hospitals project in Cavite, the HPDP went through 
great lengths to make the PPIUD trainings possible. In the BMC 
Teen Wellness Center in Bicol and the Missed TB Cases in Cavite, 
the HPDP provided tutorials on procurement processes to delegated 
staff members.

E. Client expectations must be managed, and clarity of the 
demonstration project concept has to be ensured. To manage 
expectations of clients, the HPDP developed concept notes on 
demonstration projects with specific focus, i.e., finding missed TB 
cases through contracting private sector providers, or setting up 
AYRH services in a hospital. This clarified the project’s intent and 
targets early on in negotiations  
with clients. 

In the demonstration projects on establishing FP in Hospitals 
in Cebu and SDN in Tacloban City, service utilization was also 
specified as outcomes, making the technical assistance clearer to 
the Regional Offices. This specification also allowed presentation of 
before and after comparisons.



49

3.2
Lessons for 
the Conduct 
of Future 
Demonstration 
Projects  

3.2.1 For demonstration projects that check the feasibility of 
implementing DOH guidelines

1. In issuing guidelines or policies, the DOH tends to assume that 
basic elements are already in place, such as an adequate number 
of trained and capable staff members, a functional logistics 
management system, a supervisory and monitoring system, and 
a public service arm that would be able to market the available 
services to the communities. This is not usually true. Assessment 
of parameters or assumptions should always be the initial step 
prior to issuing guidelines. In this manner, the DOH or the 
LGUs can step back and address the challenges prior to issuing 
the guidelines.

2. Having a local staff member (as seen in the FP in Hospitals 
demonstration project in Cebu), or a staff member who can visit 
regularly (as in the Demand-driven Logistics demonstration 
project in Cavite), who is able to provide handholding assistance 
on a more regular basis can significantly improve the chances of 
implementation. 

3. Establishing an SDN without a clear lead will not work. This 
champion needs to have a clear grasp of the concept of SDN 
and needs to be in a leadership position so that they can give the 
necessary instructions and be followed. 

4. Developing a business plan for SDN operations improves the 
organization, management, and financing of the network.

3.2.2 For demonstration projects that introduce innovations

1. Demonstration projects will encounter technical challenges 
when innovations are introduced at the DOH Regional Office 
level. There was a tendency to look for precedents, or proof that 
the use of the innovation did not have audit problems, especially 
when it involves using government funds. Even with good 
evidence, Regional Directors will set low limits to the funds 
they will make available for innovations. They will negotiate and 
actively join discussions about the merits of the proposal, but 
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they will be cautious in committing a significant amount. The 
design of a demonstration project should anticipate this. 

2. Contracting of services is a new concept to the DOH Regional 
Offices, and this is compounded by the current public 
procurement system, which is complex and slow. Regional 
Directors also have certain preferences for spending, such as 
downloading funds to the LGU instead of contracting directly 
with providers. Contingency measures should be in place for 
adjustments.

3. A concrete signal to proceed with a demonstration project 
must be a clear signal of intent from the RO to implement the 
project through adequate budget support and the designation 
of a dedicated team for the project. The budget should be 
able to support at least a province-wide implementation of a 
demonstration project.

4. The RO should agree to implement a demonstration project 
in a province, with a clear intent of scaling up later in other 
provinces and regions.  This means the resource allocation 
an RO agrees to should be big enough to cover the intended 
breadth and scope, and it is internalized in the budget planning 
of the region or of the DOH National TB Program. 

5. Timing should also be as consistent as possible to those of the 
partner Regional Office to facilitate and maximize the effects of 
activities.  Introduction of new activities that are not consistent 
with their work plan will more likely be perceived as “add-
on, unpaid work” by the RO staff. This makes gaining their 
cooperation difficult. Projects need also to be timed properly 
to avoid significant delays, such as campaign and election bans, 
which prohibits procurement of any sort from any government 
entity. 

6. Introducing processes and tools that simplify existing ones 
improve the chances of implementation of issuances and 
program guidelines, as shown in the demonstration project on 
Demand-driven Logistics. The one-page inventory and reporting 
form made simple a usually tedious process of reporting. 
Hence, there was better compliance and, subsequently, better 
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outcomes, i.e., allocation adjustments not only for Cavite but 
also nationwide. 

7. Work closely with the LGU for local ordinances to support the 
implementation of the innovations. When the PHO comes 
to appreciate that the innovation introduced saves time and 
improves processes locally, he or she is more likely to support its 
institutionalization. 

8. Complement any training with continuing and regular coaching 
to ensure the appropriate implementation of the innovation. 
Whenever applicable, have a central-level system that captures 
the inputs from the local level resulting from the capacity 
building. This generates feedback on the usefulness of the 
innovation, facilitates the institutionalization of the innovation 
introduced, and reinforces the need to use it routinely.

9. The design of a demonstration project should include 
specifications of the research component early on, so that 
the determinants of its success or the factors that limited 
its implementation can be studied further. Where baseline 
information specific to the project is not available, the design 
includes this as a necessary first step, such as the Missed 
TB Cases demonstration project in Cavite and Davao. The 
specification and definitions of indicators, as well as routine 
data collection necessary to track progress, must be included. 
Indicators for the demonstration project can be as close as 
possible with those already monitored by the DOH to avoid 
additional work for partners involved in the activities.
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A.  Samples of Local Ordinance to  
 Implement a Demonstration Project

1. PhilHealth Profit Sharing Scheme within the Tacloban City Service Delivery 
Network (SDN)

Appendices
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2. Memorandum on Strengthening Family Planning Implementation in Cavite 
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3. Cavite Provincial Health Office (PHO) Advisory on the Submission of FP 
Consumption Reports and the Conduct of Review-Resupply Meetings 
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The Health Policy Development Program (HPDP) executed demonstration projects 
to determine and test the capacities and resources needed to implement specific 

policies of the Department of Health (DOH) at scale. These demonstration projects 
have been designed to provide definite interventions to address specific problems in 
policy implementation. The results of these demonstration projects show that the 
implementation of existing DOH policies and guidelines can expand and improve 

services to address unmet need.


