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During the World
Health Assembly in
2002, Director

General Lee Jong-Wook has
given very high importance to
improving impact of WHO
work at country level.  To
achieve this, the Country
Focus Initiative (CFI) was
announced at the WHA 2002.
This initiative builds on strong global support for greater
focus on countries.  Currently, this is being imple-
mented in the countries through the mechanism of
Country Cooperation Strategies (CCS).  Also, as a part
of organisation wide changes, CFI envisages to ensure
well led, well equipped and well staffed WHO country
teams who work in partnership with relevant partners at
country level to support member states along WHO
technical and policy lines.

The Country Cooperation Strategies (CCS) defines
strategic agenda for working in and with individual
countries.  It is an organization-wide reference for
country work, which guides planning, budgeting and
resource allocation.  It is the basis for developing “one
WHO country plan and budget” and is used for mobi-
lizing human and financial resources for strengthening
WHO support to countries in order to contribute
optimally to national health development.  In a two-
way process, it feeds into, and takes into consideration,
both the WHO strategic plan and General Programme
of Work.  It is on this context that the Country Coopera-
tion Strategy (CCS) for Philippines has been developed.

This CCS document reflects a medium-term vision
of the World Health Organization for its cooperation
with the Philippines and it defines a strategic framework

JEAN-MARC OLIVÉ
WHO Representative in the Philippines

Foreword

for working with the country.  It further clarifies WHO’s
roles and functions in supporting the Millenium
Development Goals (MDGs), the national objectives for
health (NOH) and the health sector reform agenda
(HSRA).

This CCS for Philippines is the outcome of wide
consultation between WHO and a number of develop-
ment partners, particularly the Department of Health
(DOH).

The rationale and main lines of action of the CCS
were discussed and agreed with the Government
through a series of group discussions and consultation
meetings.  It took place at an opportune time when the
Medium Term Philippine Development Plan 2004-2010
and the National Objectives for Health 2005-2010 were
being conceptualised and thus enabled WHO both to
contribute to the strategic dialogue as well as to identify
the framework for this CCS.  The national level discus-
sions were followed with consultations among Head-
quarters/ Regional Office/Country Office to finalise this
document.

I wish to acknowledge the contributions of CCS
team from WHO Headquarters, particularly Dr. Michel
Jancloes, the Regional Office, the Country Office staff,
the DOH counterparts and the development partners
who contributed to the lines of action mentioned in this
document.

Mabuhay tayong lahat!



Message

Message

As the saying goes,
there is more than one
way to skin a cat.

There is always a variety of
ways to reach our desired
health outcomes, for example
reducing child mortality,
improving maternal health,
and others. However, the
challenge to all of us, globally
and locally, is how to perform in the most cost-efficient
and productive way. With meager useful resources in
the face of vast health system reforms and an equally
large requirement for health commodities and services,
many times we fall short of our ideal goals for ourselves
and for the international community.

Moreover, efforts to achieve better health out-
comes sometimes become erratic and redundant in the
light of the various stakeholders that implement similar
or parallel projects or programs. Specific country
situations and peculiarities also contribute to a certain
extent to the difficulties faced in health system and
health program implementation.

Experience in the past showed how the different
development assistance from the international donor
community has resulted in duplication of efforts and
poor focus on its institutionalization and sustainability,
hence the limited impact to health and development.
The experiences of devolution, on top of the current
fiscal crisis, have prompted us to re-direct our efforts
towards reforms and better coordination of health
activities. Eventually, we hope to direct all assistance in
moving the HSRA to address not only access to quality
health care, especially by the poor, but also to reach the
goals set in the updated version of the National Objec-
tives for Health 2005-2010. We need to increase
investments for health as we work on health sector
development, control of disease risks, building healthy

FRANCISCO T. DUQUE, MD, MSc.
Secretary of Health

communities and other cross-cutting issues on health
human resource and information technology, as empha-
sized in the WHO strategic direction.

It is therefore a much welcome development to
have the current World Health Organization Country
Cooperation Strategy (WHO-CCS) framework. The
WHO-CCS spells out the WHO’s global and regional
directions, as it compliments the DOH pursuit for an
improved health status for Filipinos. We therefore
applaud the efforts of WHO in coming up with this
paper, aligning their strategic framework with ours, and
directing their assistance in supporting the various
priority thrusts of the Department. In so doing, we
improve cost-efficiency and manage effectively our
limited resources.

We take special note on the efforts of WHO to
support the DOH’s policy framework on HSRA and our
initiative on Sector Development Approach to Health
(SDAH). We show our appreciation to the substantial
WHO assistance to the existing programmes considered
as national health priorities, and the strengthening of
the monitoring and evaluation aspect to ensure imple-
mentation of projects in the field.

Cognizant of the responsibility of the Department
in meeting the MDG Goals and Targets by 2015, we
extend our hands to strengthening partnership and
harmonization of policies and procedures not only to
WHO and other international partners but also to all
stakeholders in health and development.

Congratulations for a job well done. Here is
hoping for better health for all in the near future thanks
to this initiative.

Mabuhay.
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The Director-General stressed in his inaugural
speech the “need to do the right things, in the
right places and in the right way”. Countries are

at the center of WHO, and must be placed “at the heart
of WHO’s work”. Thus, the targets identified by the
Director-General include allocation and management of
70 percent of overall WHO resources in countries and
regions for the 2004-2005 biennium and 75 percent
for the 2006-2007 biennium.

The majority of countries covered by the Western
Pacific Regional Office (WPRO) with a WHO presence
now have a Country Cooperation Strategy (CCS) or are
developing a CCS reflecting a medium-term vision of
WHO for its cooperation with a country. The CCS

Introduction

defines a strategic framework for working with a country,
and clarifies WHO’s proposed roles and functions in
supporting national health plans and other national
health and development frameworks. As an organization-
wide reference for country work, the CCS serves as
planning, budgeting, and resource allocation guide.
Moreover, it is the basis for developing  the “WHO one
country plan and budget” and is used for mobilizing
human and financial resources for strengthening WHO
support to countries, in order to contribute optimally to
national health development. In a two-way process, it
feeds into, and takes into consideration, both the
General Programme of Work and the Programme
Budget.

Section 1

Country Cooperation Strategy – CCS – WHO / Philippines (2005-2010) 7
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The WHO/Philippines CCS was developed
through a process of close consultation and “brain-
storming” within the WR’s office and with each
division within regional office. The CCS team was
led by the WHO Representative, Dr J-M Olivé, and
the team included the staff of the country office, Dr
M. Jancloes, DGO/headquarters, together with
regional office participation.

Due to the close proximity of the regional
office, considerably more input was given from the
region than for most CCS documents. There was
broad consultation with the Department of Health,
national counterparts and other partners in the
development of the CCS. The draft CCS document
was shared with regional office and headquarters staff
who were consulted at all stages of development
through meetings and seminars.

Introduction
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Section 2

Country Health and
Development Challenges

As of 2003, the country’s population was estimated
at over 81 million (Philippine Statistical Yearbook,

2002) and is growing at one of the highest rates in the
world, with an estimated population growth rate of 2.3
percent. According to UNICEF, this population is expected
to reach 108.5 million by 2015, the target year to reach
many of the Millennium Development Goals (MDGs).
The Central Intelligence Agency World Factbook of 2003
says that in 2004, the Philippines had the thirteenth largest
population in the world and the ninth largest in Asia. The
National Capital Region (NCR), the main artery of politics
and commerce in the country, is inhabited by at least 11
million people, making it one of Southeast Asia’s most
densely populated cities.

The Philippine population is predominantly young
with the 0-14-year age group representing 38 percent.

Those aged 65 years and above comprise only 3.5
percent of the population.

The Philippines has a strong tradition of gender
equality in both the urban and the rural communities.
There is a relatively balanced access of both sexes to
primary education and health care in general.

2.1 The Economy and Poverty Situation
Like other developing countries, the Philippines

continues to be beset by the twin problems of deficit
spending and increasing citizen demand for better
public service. The nation has run for decades on a
deficit budget. To date, national government debt totals
P3.4 trillion. It has the highest debt level among
similar-rated economies, with external debt to GDP
ratio at 76.1 percent.

Country Cooperation Strategy  •  WHO / Philippines (2005-2010)
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Struggling with a growing budget deficit, the
Philippine economy managed to sustain its growth
momentum in the first quarter as the country’s Gross
Domestic Product (GDP) accelerated to 6.2 percent
in the second quarter of 2004, from 4.2 percent in
2003. According to an ADB economist, however,
Philippine GDP would have to grow at least six
percent annually “for one decade,” with per capita
GDP rising at least 4.5 percent each year to make a
dent on widespread poverty.  (Philippine Daily
Inquirer, April 29, 2004).

The Philippines is a middle-income country but
over 40 percent of the population is estimated to be
living on less than $2 per day.  The proportion of
families with per capita incomes below the poverty
threshold increased from 28.1 percent in 1997 to 28.4
percent in 2000 (NSCB Poverty Statistics, 2000).

Poverty remains a predominantly rural problem,
accounting for nearly two-thirds of the poor in the
country.  Over half (53 percent) of the Philippine
population lives in the rural areas, while agricultural
land is owned by 18 percent of the population.  Provin-
cial disparities remain large, and the largest number of
the poorest provinces, with the lowest literacy rate and
life expectancy, are located in Mindanao.

Country Health and Development Challenges

Economic Services 24 24.5 22.1 21 20.2 18.03

Social Services 33.2 31.2 30.4 30.7 29.6 28.73

Defense 5.7 5.3 5.1 5.5 5.1 4.99

General Public Services 18.2 18 17.1 17 16.7 16.21

Net Lending 0.6 0.4 0.6 1 0.7 0.64

Debt Service 18.3 20.7 24.7 24.9 27.8 31.4

TOTAL 100 100 100 100 100 100

Table 1: National Government (NG) Expenditure per Sector

Source: National Statistical Coordination Board (NSCB)

Particulars
1999 2000 2001 2002 2003 2004

%Share of Total NG Budget

Source: Philippine Development Policy Update, World Bank
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4.5
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2.0
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Fig. 1: Annual GDP Growth Comparisons
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South East Asia
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Fig. 2: Poverty Incidence of families by Regions, Philippines 2000
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The fast growth of economic activities and of
population in the primate city—Metro Manila—has
continuously drawn more rural poor to the metropolis
and its suburban areas, thereby worsening problems of
human settlements. Similar to the experience of the
urban poor in Third World cities, these poor people end
up in the city’s periphery, deprived of basic services and
facilities.

The Philippines exhibits a large disparity in
income distribution, with a Gini coefficient of 0.4882
(NEDA 2004). This indicates that benefits from eco-
nomic growth and productive resources in the country
are distributed unequally.

Studies say that poverty reduction programs tend
to be identified with a specific administration and
therefore, tend to be coterminous with the administra-
tion that initiated it. This practice of discontinuing
programs associated with previous administrations has
been disadvantageous to the poor. The short life span of
the different poverty reduction programs has made it
difficult to realize the full impact of these programs.

Aside from the poor, there is also a growing
number of vulnerable groups in the country who are
continuously threatened and marginalized by social,
economic and environmental pressures. These groups
include disadvantaged youth, children in need of social
protection, workers in the informal sector, indigenous/
tribal peoples and urban poor settlers. More than half
(51 percent) of the estimated 588,853 informal settler
families or squatter households 2002 data of the
Housing and Urban Development Coordinating Council
(HUDCC) nationwide are in the National Capital
Region (NCR), Regions VI and IV.

Country Health and Development Challenges

2.2 The Public Sector
Reforms in the public sector have been among the

priorities of previous and present Philippine govern-
ment. Reorganizing the bureaucracy and decentralizing
powers to local authorities continue to be among the
priorities. Such reforms, however, take time and cannot
be fast-tracked and may take decades before they
actually bear fruit and improve governance. Power was
devolved from national institutions to local ones.
However, at the local level, institutions continue to be
captured by elites, especially dominant political
families that form political dynasties within LGUs or
across government levels. The dominance of particular
political “clans” has had discernible effects on LGU
performance, leading to issues of governance and
accountability.

Since the restoration of democracy in 1986, the
number of civil society groups and people’s organiza-
tions has grown considerably. The government has
provided venues for people’s participation in gover-
nance, and has encouraged the participation of civil
society organizations (CSOs) and the organized basic
sectors to engage in policymaking and planning. Most
noteworthy is the commitment of various sectors
(executive officers of big business companies, govern-
ment and nongovernment organizations and UN
agencies) to the attainment of the MDGs.

With the renewed political mandate of the Arroyo
administration, focus will be placed on continuing the
battle against poverty by directing social development
and anti-poverty measures towards enhancing the
capability of the poor to find gainful income and
employment. In her State of the Nation Address
(SONA), President Gloria Macapagal-Arroyo said that
emphasis on poverty alleviation will be put forward for
the next years through specific targets such as the
creation of 10 million new jobs in six years, increase in
GDP to a sustainable 7 percent or more up to 2010; the
reduction of poverty incidence from 34 percent to 17
percent; increased investment rate from 19 percent to 28
percent of GDP in two years; increase exports from $38
billion to $50 billion in two years, development of two
million hectares of agribusiness land; and develop and
support two million entrepreneurs.

The above themes and targets form the bases of
the formulation of the Medium-Term Philippine
Development Plan (MTPDP), the country’s economic
blueprint in the next six years, starting year 2005-2010.

2.3 Health profile
Data over the years show that Filipinos are in a

better state of health now than they were 50 years ago,
but the improvement in health status was slow com-
pared to our Asian neighbors. According to the Unicef’s
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2003 State of the World’s Children report, infant
mortality rate declined from 57 (in 1990) to 29 per
1,000 live births (2001), the slowest decline in infant
mortality among neighbouring Asian countries in the
past decades (Table 2). The under-five mortality rate
(U5MR) declined from 66 in year 1990 to 38 deaths
per 1,000 live births in year 2000.

The Philippines is one of the 42 countries that
account for 90 percent of the deaths of under 5-years-
olds, and ranks second in the Western Pacific Region.
The reported top six causes of death for infants are
respiratory conditions of the fetus and newborn (20.3
percent), pneumonia (16.4 percent), congenial anoma-
lies (11.2 percent), birth injury and difficult labor and

diarrhoeal disease (both 5.3-5.4 percent).  As the infant
mortality rates are about half the figures in the National
Demographic and Health Survey (NDHS), concerns arise
about underreporting of some diseases.

The 2003 NDHS results show that only 16 percent
of infants are exclusively breastfed at between 4 and 5
months.  The median duration of exclusive
breastfeeding is less than 1 month (0.8).

Little improvement is noted in the maternal
mortality ratio (MMR), which remains high at around
170 for every 100,000 live births.  It is estimated that
more than11 women die every day.  DOH data show
that most maternal deaths are due to complications and
widespread infections (38 percent), hypertension
(27 percent), excessive bleeding (26 percent) and
complications arising from abortions (9 percent).

The total fertility rate among Filipino women
remains at 3.4, the highest level compared with
neighboring Asian countries. High fertility rates reflect
a lack of access to, and demand for, family planning
services, lower educational attainment and poverty.
The 3.4 fertility rate in the Philippines is on the
average, one child higher than the number (2.7)
reportedly preferred by Filipino women. (UNFPA
Country Brief, 2000-2004).  This has remained
consistent for the past three national demographic and
health surveys, that is for 10 years.  Statistically, one-
third of maternal and childhood deaths could be
prevented if women were able to have desired number
of children.

In 2004, life expectancy for females is 72.8 years
as against 66.93 for males (see below Table 4).  With
increasing life expectancy, chronic diseases are growing
in importance.  DOH has pointed out that the increas-
ing burden of chronic and degenerative diseases com-
pounds the persistently heavy burden of preventable and
infectious diseases in our country. This situation put
much pressure on the DOH as it attacked the nation’s
health problems on two fronts.

Philippines 29 38 170 2.3% 3.4%

Thailand 24 28 44 1.4% 2.0%

Malaysia 8 8 41 2.2% 3.0%

South Korea 5 5 20 0.8% 1.5%

Japan 3 5 8 0.3% 1.4%

Table 2: Philippine Statistics, compared with Asian Neighbours, 2001

Source: Health Care Situation in the Philippines by Sec. Dayrit

IMR
(per 1000 lb)

US Mortality
(per 1000 lb)

MMR
(per 10000 lb)

Population
Growth Rate

Total Fertility
Rate
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The leading causes of morbidity have not changed
in the last 18 years (Table 3). In like manner, the 10
leading causes of mortality also remained the same for
the last 14 years. On top of the list were diseases of the
heart and of the vascular system (Table 4).

TB remains an important and, until recently, largely
unattended disease.  The estimated annual risk of
infection is at least 2 percent and the Philippines ranks
among some 20 percent of countries that bear 80 percent

of the global TB burden. The population with access to
Directly Observed Treatment, Short Course (DOTS) has
increased from 17 percent in 1998 to 98 percent in 2002,
and the treatment success rate has been sustained above
85 percent (89 percent in 2002). Philippines is one of the
22 high-TB-burden countries that could reach the target
of 70 percent case detection and more than 85 percent
treatment success by 2005 and achieve the disease
reduction under MDGs by 2015.

1. Bronchitis

2. Diarrhoea

3. Influenza

4. Pneumonias

5. TB, all forms

6. Hypertension

Table 3: Leading Causes of Morbidity

Source: National Epiidemiology Center, Department of Helath

1986 2001 2002

1. Diarrhoea

2. Bronchitis

3. Pneumonias

4. Influenza

5. Hypertension

6. TB, all forms

1. Pneumonias

2. Diarrhoea

3. Bronchitis/bronchiolitis

4. Influenza

5. Hypertension

6. TB respiratory

Table 4: Top 10 Leading Causes of Mortality by Sex (1998)

Source: National Epiidemiology Center, Department of Helath (1998)

Cause % of Total
Deaths

Total
Number

Male Female Rate

1.  Diseases of the heart 32,260 23,570 55,830 76.3 15.8

2.  Disease of the vascular system 23,712 17,688 41,380 56.6 11.7

3.  Pneumonia 17,632 16,077 33,709 46.1 9.5

4.  Malignant neoplasm 17,457 14,633 32,090 43.9 9.1

5.  Accidents 24,160 5,714 29,874 40.8 8.5

6.  Tuberculosis, all forms 18,874 9,167 28,014 38.3 7.9

7.  Chronic obstructive pulmonary diseases 9,459 4,769 14,228 19.5 4.0
      and allied conditions

8.  Diabetes mellitus 4,262 4,557 8,819 12.1 2.5

9.  Other diseases of the respiratory system 3,780 3,736 7,516 10.3 2.1

10.  Nephritis, nephritic syndrome & nephrosis 4,417 3,036 7,453 10.2 2.1
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There is already a target date for measles elimina-
tion by 2008, starting from the 1998 campaign for
children under the age of 15 years.  In February 2004,
the Philippine Follow-up Measles Elimination Cam-
paign (PFMEC) was undertaken for all children born
after the initial campaign, rounded up to eight years
because of low coverage among the youngest children in
the 1998 Measles Elimination Campaign (PMEC).

Ninety-four percent (94 percent) coverage has been

achieved.   This campaign was the first to have coverage
validated (using a rapid coverage assessment) and mop-
up of areas with low coverage.  The PFMEC resulted in
a 93 percent reduction in measles cases compared to
comparable times last year as shown in the following
graph.

In the 2003 National Demographic and Health
Survey, 11 percent of children under five years old were
reported to have diarrhea during the two weeks preced-
ing the survey. Relatively, about one in five persons
disposed child stools unsafely (NDHS 2003).

About 10 percent of children under 5 had symp-
toms consistent with acute respiratory infection two
weeks prior to the NDHS 2003 survey. Less than half
(46 percent) accessed health facility or health staff
services.

In 2003, the country reported 43,644 confirmed

malaria cases, giving an incidence rate of 0.55/1000
population in remote rural areas of 25 highly endemic
provinces and 40 less endemic /epidemic-prone prov-
inces. Although malaria mortality rates have declined,
they continue to be high in the Autonomous Region in
Muslim Mindanao (ARMM).

Dengue incidence, on the other hand, was 28
cases per 100,000 per year (2003 data). Case fatality
rates have been decreasing since 1997 to 0.7 percent in

2003. It continues to be an endemic disease in most of
the urban centers. Serological sample surveys also reveal
a 7 percent prevalence of antibodies to Japanese
encephalitis, which needs further investigation and
surveillance.

Lymphatic Filariasis (LF) is the second major
disease leading to permanent long-term disability in the
Philippines. The LF at-risk population is estimated at 23
million but the disease is on the verge of elimination in
the country if successful campaigns could be sustained
till 2010.

The number of confirmed cases of HIV/AIDS is
low and the rate at which cases are rising is slow.
Nevertheless, in 2004, already 200 cases of HIV
infection have been documented compared to around a
100 in previous years. With the increase in sexually
transmitted infections (STIs) and the high proportion of

Fig. 3: A Comparison of Measles Cases at San Lazaro Hospital Pre- and Post PMEC and PFMEC
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unprotected sex, the potential for a full-blown epidemic
remains. Low condom use due to a low perception of
risk, the strong objection of the church, unsafe and
inadequate blood supplies and unhygienic use of
needles for injecting drugs are all worrisome factors.
Furthermore, the 2002 Young Adults Fertility Survey
indicated that approximately 34 percent of sexually
active youth, mostly males, have multiple partners. It
also indicated that 20 percent of males have paid for
sex, and of these, only 31 percent have used a con-
dom. Underlying these statistics are misconceptions
held by youth: 23 percent of them believe that AIDS is
curable and 60 percent believe that they will not
become infected (Remedios AIDS Foundation, 2003).

The success of the Philippines in managing
emerging infections particularly SARS reflects the
country’s capacity to respond to emergencies. The
Philippines successfully halted the spread of SARS
infection through effective epidemiological surveillance,
contact tracing, quarantine of suspects, and isolation of
cases. The mobilization of various government agencies
to fight the entry and spread of infection proved a vital
factor in combating the SARS crisis.

The healthy settings initiatives in the Philippines,
through the Philippine Health Promotion Programme
(PHPP), focuses on developing activities in different
locales like schools, markets, workplaces, communities

and business establishments. Significant progress has
been achieved in the healthy cities initiative,
particularly because of the active involvement and
support of the local governments and the participa-
tion of community members in the planning and
management activities. Intersectoral coordination
and health advocacy to integrate health consider-
ations in urban development are also effective
strategies in the country.

2.4 Attainment of MDGs
Despite progress towards meeting most of the

Millennium Development Goals (MDGs), malnutrition
and maternal mortality remain substantial and it seems
quite likely that these targets will not be met without
more aggressive efforts. MDGs for which there is a
reasonable probability of success include access to
water, universal primary education and gender equality
in access to primary education, reducing child mortal-
ity, and stopping the spread of HIV/AIDS (see MDG
table next page). Moreover, without a strong economic
performance, the Philippines will be unable to meet
the MDG targets for poverty reduction. Providing
unreached mothers and children in urban depressed
areas and indigenous peoples with basic preventive
and curative services is critical if the MDG targets are
to be met.
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Table 5: Philippines MDG Health Indicators and Progress (as of March 2004)

Goals ProgressTargets Health-related indicators and targets Baseline

Sources:  NSO data on Census of Population & Housing; National Demographic and Health Survey; DOH-NEC/FHSIS; 2002 Annual Poverty Indicators Survey, NSO

Prevalence of underweight children
(0-5  years of age)

UFMR per 1000 children

IMR per 1000 LB

Proportion of 1 year old immunized against
measles

MMR per 100,000 LB

HIV prevalence among high risk groups
(HRGs)

Consistent condom use rate among HRGs

Prevalence rate of malaria per 100,000 pop.
Mortality rate of malaria per 100,000 pop.

Prevalence rate associated with
tuberculosis per 100,000 pop.
Tuberculosis mortality rate per 100,000
population

Case Detection Rate, smear+

Treatment success

Proportion of households with access to
safe water

Proportion of HH with access
to proper sanitation

Proportion of population with access to
affordable essential drugs on a sustainable
basis

Halve between 1990 and 2015, the
proportion of people who suffer from
hunger

Reduce by 2/3, between 1990 and
2015, the UFMR

Reduce by three quarters between
1990 and 2015, the MMR

Prevalence of men/women/couples
practicing responsible parenthood
(using natural, modern or artificial
methods)

Have halted by 2015 and begun to
reverse the spread of HIV/AIDS

Have halted by
2015 and begun to reverse the
incidence of malaria and major
diseases

Halve by 2015 the proportion of
people without sustainable access to
safe drinking water

By 2020 to have achieved a
significant improvement in the  lives
of at least 100 million slum dwellers

In cooperation with pharmaceutical
companies, provide access to
affordable essential drugs in
developing countries

1990
34.5%

1990
80

1990
57

1990
84.8%

1990
209

1993
>1% (1 case in
2 NHSSS sites)

1997(RFSW)
41%
1990
115.7
1990
1.4

1990
240
1990
 38.2

1990
40%
1990
70%

1991
74%

1991
74.9%

1997
Between 50% to

80%

2003 (NNS)
27.6

1998-2003 (NDHS)
40

1998-2003
29

2002
80.2%

(MCH survey,
NSO)

1998
172

2003
48.9

2003
0.1% (2 cases in
10 NHSSS sites)

2002(RFSW)
30%
1998
96.9
1998
0.8

1998
207.3
1998
38.3

2002
60%
2002
88%

2002
80%

2002
86.1%

1999
66%

1.Eradicate
extreme poverty

2.Reduce child
mortality

3.Improve
maternal health

4.Combat HIV/
AIDS, malaria and
other diseases

5. Combat HIV/
AIDS, malaria
and other
diseases

6.Ensure
environmental
sustainability

7.Develop a global
partnership for
development
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2.5 Health Sector Development
With the enactment of the Local Government

Code (LGC), which devolved major fiscal responsibili-
ties to local government units (LGUs) in 1991, the
centralized structure of the DOH was radically changed.
The devolution has broken the chain of integration and
local health services suffered some initial setbacks.
Inadequate technical skills and know how, low priority
given by LGUs to health programs and limited financial
resources and structural inefficiencies were among the
major factors that slowed down health service delivery.
The cost of devolved functions of health services turned
over to the local governments did not match the Internal
Revenue Allotment (IRA) budget provided by the
national government.

Digging further into the country’s health care
system one finds the inequities in health services.  There
is the geographic inequity where people who live in the
rural and isolated communities receive less and lower
quality health services.  And there is the socioeconomic
inequity where the poor do not receive health services
even if these were accessible, because these are not
affordable to them.  Areas with serious health concerns
are poor provinces that receive little local funding due
to their low-income status.

Equally disturbing is the mass migration of doctors
and nurses, making the rural areas (60 percent of the
population) even more vulnerable to health human
resources deficiencies.  Both public and private hospi-
tals all over the country have been lamenting the loss of
their experienced nurses and doctors.  The University of
the Philippines-Philippine General Hospital (UP-PGH),

the largest hospital in the country, loses 300 to 500
nurses of its 2,000-nurse workforce every year.  Very
recent studies show that 70 percent of all Filipino
nursing graduates are working overseas (Bach, 2003).
Another survey of nurse-medics further shows that more
than 3,500 Filipino medical doctors have left as nurses
since year 2000.  A little more than 1,500 have just
passed the national nurse licensure examinations in
2003 and 2004 (PRC, 2004).  At present, an estimated
4,000 doctors are enrolled in nursing schools.  Such
large exodus of nurses has prompted a rush to set up
nursing schools.  The number of nursing schools rose 47
percent nationwide and 84 percent just in Metro Manila
since June 2003 (Tan, et. Al, 2004).   There are also
concerns about a decline in the quality of education as
nursing schools are set up quickly.  Midwives, the front
liners in providing health services, are also seeking jobs
as caregivers in other countries. The scenario is that not
only the public health structure will collapse, but the
private health sector as well.  The whole health system
will suffer.

Despite the government’s efforts to reduce by half
the prices of commonly used medicines, the impact is
apparently not felt by the majority of the poor due to
reasons such as inadequate supply of low-priced
medicines in government hospitals, the continuing
pricing power of branded drugs from multinational drug
companies and the preference for branded drugs by
physicians and patients.

Generally, the most common source of funds for
health in the country today is still out-of-pocket
payments by users of services (around 43 percent).  The

share of health expenditure to GNP
continued to fall from 3.3 percent in
1998 to 3.1 percent in 2001.  From
1992 to 2003, allocation for health
was falling at an average of 2.15
percent (Budget of Expenditure
Sources & Financing, 2003).  Some
analysts attribute this slowdown in
national government expenditures to
the devolution of health services to
LGUs.  Moreover, there is a need to
allocate a larger share of government’s
total budget for public health care
since the current pattern shows a
larger share spent for personal health
care.  In 2002, 77 percent of health
expenditure was used on personal
health care while a meager 11 percent
was used for public health (NSCB,
2002).  In 2004, public health took a
33 percent share of the DOH budget
and hospital services took 57 percent.

Fig. 4: Maternal Health Care by Income Quintiles
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control of new diseases, particularly non-communicable
ones.

In order to address these problems, the agenda
for health sector reforms were drawn up.  The Health
Sector Reform Agenda (HSRA) is a package of inter-
connected reforms, which describes the major strate-
gies, organizational and policy changes, and public
investments needed to improve the way health care is
delivered, regulated and financed.  The HSRA seeks to:

• Provide fiscal autonomy to government
hospitals (hospital reform)

• Secure funding for priority public health
programs (public health reform)

• Promote the development of local health
systems and ensure their effective performance
(local health systems reform)

• Strengthen the capacities of health regulatory
agencies (regulatory reform)

• Expand the coverage of the National Health
Insurance Program (NHIP) (health care
financing reform)

Health financing reforms through NHIP expansion
will make hospital autonomy viable and ensure that the
poor remains protected.  Hospital reforms, in turn, will
free up resources for investment in public health
programs, health systems development and health
regulation at national and local levels.  Effective public
health programs and local health systems should relieve
the NHIP from paying for hospitalization that should
otherwise have been prevented or better handled at
primary health care levels.  Such was the envisioned
picture of the HSRA implementation

A review of the progress of HSRA implementation
since its start in 1999 finds that target activities and
outcomes have largely been unmet (Solon, et. Al,
2002). Remarkable progress, however, is noted in the
advancement of the NHIP, with a present coverage of
81 percent of the country’s population (PhilHealth data,
December 2004).  Nevertheless, the high mark in this
area is pulled down by the lack of progress in crosscut-
ting activities in other reform areas on hospital reforms,
public health and health regulation.  Convergent efforts
such as combining increased enrollment with income
retention for all government hospitals, or leveraging
health insurance market power to increase drug prices,
were not utilized.  According to the review, there is a
need for adjustments in the implementation strategy
such that all components are advancing in a synchro-
nized manner.

Considering all these, the DOH is now formulat-
ing its National Objectives for Health for 2005-2010
and its Medium-Term targets and priorities to be
incorporated in the Medium-term Philippine Develop-
ment Plan (MTPDP) of 2005-2010.

Factors limiting the capacity of the health care
system to deliver better health outcomes may be
summed up as follows: 1) poor health care financing;
2) the inappropriate health service delivery system,
where there is excessive reliance on use of high-end
hospital services rather than primary care, including
ineffective mechanisms for providing public health
programs; 3) the brain drain of health professionals;
4) excessively high prices of medicines leading to costly
out-of-pocket payments and inadequate and irrational
use; 5) inadequate enforcement of regulatory mecha-
nisms; and 6) insufficient efforts on prevention and

Table 6: Sources and Amount
of Funds for Health Care

Government 34.12 44.7 39% 37%

Social Insurance/Philhealth 6.37 9.3 7 % 8 %

Private Sources 47.93 65.4 54% 55%

  Out-of-pocket 40.96 51.1 46% 43%

  Private insurance 1.99 1.6 2 % 1 %

 HMOs 2.04 6.8 2 % 6 %

  Employer-based Plans 2.18 4.5 2 % 4 %

  Private Schools 0.77 1.4 1 % 1 %

All Sources 88.42 119.4 100% 100%

Amount
(in Billion Pesos) Percent ShareSources of Funds

for Health Care 1997 2001 1997 2001

Fig. 5: Uses Of Funds For Health

Source: NSCB, 2002 Report

Personal Health Care
77%

Others
12%

Public
Health Care
11%
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2.6 Key health and development challenges
While the population’s state of health showed

great improvements over the last decades, their pace and
scope are now at risk of being overwhelmed by the
challenges of a growing population, a constrained
economy, increasing poverty, governance issues and
various challenges to service delivery.

Development Challenges
The population growth rate of the Philippines has

serious consequences for development at all levels. The
rapid population growth is, in fact, one of the country’s
most critical development challenges. Simulations show
that it will be very difficult for the Philippines to
achieve its Millennium Development Goals for poverty
reduction unless concrete steps are taken “to check the
country’s high prevailing growth rate”.

The present constrained economy remains a major
challenge.  Unless this improves, the growing popula-
tion could worsen present problems of income inequal-
ity, unemployment, underemployment, high rates of
illiteracy, widespread criminality and other social
problems that can hardly be addressed.

The current widespread poverty inevitably contin-
ues to spread with rapid population increase.  In like
manner, achieving any significant reduction in poverty
will also require rapid economic growth.

Socio-economic disparity has had an enormous
impact on public health. Health improvements among
poor Filipinos lag behind the rest of the nation.  For
example, life expectancy of adults in the Autonomous
Region in Muslim Mindanao (ARMM) in 2000 was just
at the comparable national level reached in 1970,
indicating that in this important measure of health
outcomes, the ARMM is at least 30 years behind the

rest of the country.  The following graphs show that the
lower the income quintile of people, the lesser their
access to care and basic necessities.

Fig. 6A: People denied care, by income quintiles
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Fig. 6B: Social Determinants, by income quintiles
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Health Challenges
As a consequence of the above-intertwined

elements, inadequate resources for the health sector
continue to be a major concern. Improvements in health
system performance depend largely on funding arrange-
ments, and high levels of demand and rapidly increasing
health service costs are proving to be a strain on sources
of public financing in the country. Per capita health
expenditure is decreasing from P424 in 2001 to P398 in
2002.

The delivery of public health care services has
been greatly lagging, and this is blamed in part to the
failure of LGUs to effectively carry out the devolved
health functions. At the heart of this is the poor
coordination and cooperation among LGUs and their
difficulty in shouldering the cost of devolved functions.
In addition, the limited IRA and low priority given to
health by most local governments continue to be a
challenge. LGUs have to be innovative in generating and
utilizing resources and investments for health, and
should put priority on health as well.

The private sector should contribute more to
public health. There is a need to develop central and
peripheral authority in the context of a decentralized
health system to defend the public health interests of
the population against the private sector.

Inadequate staffing levels hamper the quality of
health services.  The low salary of government health
workers contributes to the non-appealing public health
service. More and more trained and experienced Filipino
health professionals migrate to developed countries.

Reaching the unreached population is another
major challenge. Large groups of poor, marginalized and

mobile populations all have limited access to health
services. Rapid urbanization has contributed to a
deteriorating environment. In addition to limited access,
urban poor are underrepresented in surveys and cen-
suses.  Recent experiences during the last February
Measles vaccination campaign established that many
areas were systematically missed during the planning,
organization and evaluation phase.

In all cases, persons excluded from maps,
surveys and the census were at increased risk of being
missed by immunization services. One can easily
imagine that persons excluded from immunization
services were excluded from other basic health
services. For example, TB rates of people living in
depressed urban areas are four times higher than those
living elsewhere.

Data adequacy, accuracy and timeliness also need
to be addressed. The unavailability of timely and
accurate data/information makes it difficult to make
appropriate decisions and actions on policies and
programs to improve health care.

In summary, health issues that should be given
priority are:

1. Difficulties to retain and recruit frontline
health workers

2. Poor health care financing. The country is
faced with the challenge to:
a. Increase adequacy and efficiency of

patterns of public spending for health
b. Increase level of protection through social

health insurance by addressing the:
• Low benefit utilization rate of

PhilHealth
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• Sustainability of the indigent (spon-
sored) program of PhilHealth, especially
by the LGUs;

• Low level of health insurance enrol-
ment in the informal economy

c. Reduce out-of-pocket expenditures to
health among individual families

3. Continuing poor quality of health service
delivery. With the devolved health system,
the major challenge is to promote and
strengthen local health systems to make them
more efficient and effective providers of
health care.

4. Poor access to affordable essential drugs
5. The double burden of high occurrence of

communicable diseases and emerging non
communicable diseases, which are the most
common causes of death.

6. Difficulties in reaching poor and marginalized
populations

7. Health data quality, accuracy and timeliness

Given these challenges, the government is now
identifying “bold and creative moves” to help break the
economic and financial constraints in order to overcome
the cyclical relationship of poverty and health. Over-
coming these constraints will significantly improve
basic social services, particularly health.

The DOH is currently updating its HSRA imple-
mentation plan and its National Objectives for Health for
2005-2010, and it is an opportune time to integrate and
apply lessons learned from previous program implemen-
tations, particularly in harmonizing activities of the five
HSRA reform areas and synchronizing efforts of all the
government agencies, the LGUs, the donors and other
civil society organizations.

Country Health and Development Challenges



Country Cooperation Strategy  •  WHO / Philippines (2005-2010) 23

Section 3

Development Assistance and
Partnerships: Aid Flows,

Instruments and Coordination

capacity of local governments.
From 1992 to 1999, total ODA commitments

amounted to USD15.5 billion or around USD1.9 billion
annually. ODA inflows peaked in 1997 at USD2.6
billion. Over the same period, about 58 percent of the
total ODA was invested in infrastructure, followed by
agri-industrial development (22 percent) and human
development (12 percent).

From 2000 to 2003, however, ODA commitments
decreased as a result of the government’s deliberate
moves to limit ODA borrowing to high-priority projects
in order to ensure cost efficiency and fiscal discipline.
From a peak of USD13.3 billion in 2000, ODA loans

3.1 Overall Trends in Aid
Pursuant to the Official Development Assistance

(ODA) Act, the Government uses ODA to achieve
equitable growth and development through priority
development projects for improving economic and
social service facilities. The government has emphasized
the use of external resources to finance investment
rather than consumption, or long-term investment
growth rather than short-term investment and consump-
tion growth. The consensus among donors, on the other
hand, is to promote more equitable sharing of the
benefits of growth, reducing poverty at a faster pace,
and enhancing the self-reliance and the service delivery
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commitment amounted to USD10.8 billion as of
March 2004, which is 6 percent lower than the 2003
figure and 19 percent lower than the 2000 figure.
Across development sectors, the bulk of ODA was
channelled to Infrastructure Development, which
received 67 percent of the total ODA loans portfolio.
Second were Agriculture, Agrarian Reform and Natural
Resources for 21 percent. The Social Reform and
Development Sector had 8 percent while Industry and
Services had 5 percent (11th ODA Portfolio Review,
NEDA).

Both loans and grant–assisted projects support the
priority strategies of the Arroyo Administration for
comprehensive human development and protecting the
vulnerable, promoting sustainable development and use
of natural resources especially in the rural areas, and good
governance. Grants have come in various forms: capital
assistance like equipment supply and civil works,
technical assistance for feasibility studies, policy analysis,
capability building  and deployment of technical experts.
Through the years, the Asian Development Bank (ADB),
the Governments of Australia, Belgium, Canada, the
European Community, France, Germany, Japan, the
Netherlands, Spain, the United States, the United
Nations (U.N.) system and the World Bank have pro-
vided ODA grants to the Philippines.

Among funding sources, the Government of Japan
is the largest donor. It provides official development
loans and untied loans through the Japan Bank for
International Cooperation (JBIC), and grants and

technical assistance through the Japan International
Cooperation Agency (JICA). It remained the largest
source of ODA loans, accounting for 62 percent (or
US$6.8 billion with 79 loans) of  total ODA, followed
by the ADB with 14 percent (or US$1.6 billion with 39
loans), and the World Bank (WB) with 13 percent (or
US$1.4 billion with 26 loans). Other sources (like
Australia, Austria, China, Denmark International
Development Agency (DANIDA), European Investment
Bank, France, Germany, International Fund for Agricul-
tural Development (IFAD), Korea, Kuwait, NORDIC
Development Fund, Organization of Petrolium Export-
ing Countries (OPEC), Spain and United Kingdom)
accounted for the remaining US$1.1 billion from 45
loans, or 11 percent of the total ODA loans portfolio
(Source: NEDA 12th ODA Review). Among the
multilaterals, the UN System is the fourth largest ODA
provider to the Philippines.

Support for the Philippine government efforts to
meet its commitments under the Millennium Declara-
tion and Millennium Development Goals remains high
on the UN’s system agenda. The UN organizations in
the country are now guided by the UN Development
Assistance Framework (UNDAF), which stems from the
analysis of a Common Country assessment (CCS). It
holds the UN system accountable for certain develop-
ment outcomes resulting from the individual efforts of
UN organizations, and provides synergy as UN organiza-
tions work together as a team.

3.2 Aid Absorption Capacity of the Country
Starting 2001, the Government has taken serious

actions to improve disbursement and implementation of
donor-assisted projects by strengthening monitoring and
evaluation systems, adopting “friendly policy actions”
to facilitate timely funds flow to implementing agen-
cies, and appointing project implementation officers
(PIOs) in each implementing agency to ensure timely
implementation of projects in the field. These efforts
have, to a great extent, improved the absorptive capacity
of the government to disburse ODA funds and maxi-
mize thier use for development projects. A NEDA press
release in June 2004 showed that disbursements for the
first quarter of 2004 hit 91 percent of the total target
disbursement for the year. To ensure improvement of
the ODA portfolio performance, the NEDA will
continue to conduct periodic reviews with a view to
cancel portions of the loans that will no longer be
utilized due to certain constraints. While the govern-
ment has improved its capacity to utilize ODA,
attention now shifts to achieving desired project
outcomes and development impact, and increasing
efficiency in delivering services by reducing administra-
tive, project management and consultancy costs.
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3.3 ODA to the Health Sector
Approximately US$ 60 million is provided

annually in aid to the government agencies and nongov-
ernment organizations working in the Philippines to
assist the health sector. Nearly half ($26 million) of this
assistance supports population programs, while around
$17M goes to primary health care programs (including
maternal and child health, safe motherhood and
nutrition). Over $5 million is provided for supplies,
equipment and infrastructure development. HIV/AIDS
and STD prevention and control programs receive nearly
$5M. Nearly $4 million, meanwhile, goes to health
systems support programs
(includes management,
pharmaceuticals, insurance,
reform). Infectious disease
programs receive $3 million
primarily for TB prevention
and control (Donor mapping
exercise, 2003).

Since 2003, the Philip-
pines has received support
from the Global Fund Against
TB and Malaria (GFATM).
Support for AIDS just started
in 2004. The Global Fund is
meant to attract, manage and
disburse additional resources
through a new public-private
partnership in countries in
need, and contributing to
poverty reduction as part of the
Millennium Development
Goals (MDGs). The support
for these three diseases
amounts to approximately US$
28.8 million.

With the devolved health system, donors’ assis-
tance now aims at building and strengthening local
capacity to be in charge of enhancing local health
systems towards improved health service delivery.

Jointly, donors assist 71 of 74 provinces through-
out the Philippines. Major donors in health are Japan,
Worldbank, ADB, the UN agencies, Deutsche
Gesellschaft fur Technische Zusammenarbeit (GTZ), the
European Community, and the Governments of the
Australia, Canada and the United States.

3.4 Mechanisms for Donor Coordination
High-level: Government and International Community

Annual Consultative Group meetings provide an
opportunity for the Government and donors to discuss
the Government’s socioeconomic management to
coordinate official development assistance. In addition

to meetings and other coordination activities during
programming and project processing, donors in the
Philippines collaborate closely at different levels to
allow enhanced cooperation between multilateral and
bilateral funding agencies.

The Philippine government has a process in
place for ODA programming and management,
including periodic meetings with donors (singly or
jointly) for portfolio review and country program-
ming, and inclusion in the government budget if
needed. The NEDA is the country’s independent
economic development and planning agency, respon-

sible for coordinating the formulation of continuing
and integrated socioeconomic development plans,
policies and programs, including the formulation of
annual and medium-term public investment pro-
grams, programming of official development assis-
tance in the form of grants and concessional loans
from foreign governments and multilateral agencies
and organizations, and the monitoring and evaluation
of plan implementation. A project, called NEX, or
National Execution, was set up to strengthen linkages
and integration of ODA management in government’s
development planning, programming, budgeting and
monitoring cycle, using experience and lessons
learned in the past. The Project aims to further
improve this performance by improving coordination
among government and other stakeholders, as well as
other ODA partners.
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Health Sector Coordination
Government agencies have set up bureaus,

specifically to handle all matters related to foreign-
assisted projects. Within the DOH, the Bureau of
International Health Cooperation (BIHC) is tasked to
ensure that forms of assistance do not duplicate each
other and are consistent with the health sector priorities
of the government. The DOH is currently considering a
government-led coordinating mechanism similar to a
Sector-Wide Approach (SWAP).

Meanwhile, the main coordination mechanism
among donors within the health sector is the “PHN
Donors’ Group”.  The monthly meetings of this group
provide an opportunity for the government and donors
to harmonize donor inputs and exchange information on
donor activities. Besides regular meetings, an e-mail
network among these health sector donors facilitates fast
and easy coordination and exchange of information.

Global Fund for AIDS, TB and Malaria (GFATM)
All GFATM grant proposals are coordinated

among a broad range of stakeholders through a Country
Coordinating Mechanism (CCM) established in the
Philippines in 2002 by merging the existing networks
for the three diseases. At present the CCM has 27
members with NGOs representing over 40 percent. The
Principal Recipient and the two Sub Recipients are all
NGOs. This set-up of having NGOs direct the program
has placed WHO in the difficult situation of ensuring
the technical soundness and proper implementation of
the projects. The DOH has also lost much of its stake in
the program and most of the resources are allocated to
the NGOs. In many provinces this creates an impression
that NGOs are running the programs. Moreover,
coordination problems between and among stakeholders
as well as technical and monitoring roles pose some
ethical issues for WHO. The technical support for the
three disease components is crucial to the successful
implementation of the programs.

UN System Coordination
Within the UN system, the UN Country Team

(UNCT) has recommended the creation of a common
program management structure called UNDAF Steering
Committee, which shall be the venue for discussing
consistency concerns and feasibility of joint programs or
areas of convergence. This body will be chaired by the
NEDA Director-General from the government and
cochaired by the UN Resident Coordinator. In the

Philippines, the UNDAF has identified five key areas
where the UN believes it can contribute: macroeco-
nomic stability; broad-based and equitable develop-
ment; basic social services; good governance and
environmental stability; and conflict prevention and
peace building. The UN agencies in the country are
grouped according to each theme, with one agency
tasked as lead convenor, WHO cochairing with UNICEF
basic social service . These theme groups are then
guided by an UNDAF Results Matrix, which links the
strategic contribution of each agency’s country programs
to the common UNDAF outcomes.

3.5 Key Challenges in Development Aid
and Partnerships

The recent ODA review done by NEDA noted that
the biggest challenge in 2004 is managing the transi-
tions at national government and local government
levels after the 2004 elections. Changes in agency and
LGU leaderships in the past have disrupted project
implementation as a result of counterpart funding being
delayed or reduced, and monitoring rendered ineffec-
tive.

Another big challenge for the government is the
current fiscal difficulty. With limited government funds,
foreign development assistance needing government
counterpart funds may have to be cancelled.

The devolved health system remains a challenge,
too since the direct implementation of most ODA
projects lies with the local government units. The
readiness, willingness and extent of cooperation of local
chief executives are critical factors that have to be
considered as well.

In a recently concluded project implementation
review of DOH, the following needs were noted: 1) a
workable coordinating mechanism among Donors, the
DOH and the LGUs; 2) within the DOH, a master
plan that can be used as a guide to identify priorities
for foreign development aid; and 3) better data
management and utilization of lessons learned for
better policy action and enhanced project implementa-
tion.

Lastly, both the government and the international
donor community are faced with the challenge of
meeting the Millennium Development Goals and
Targets by 2015. With the crosscutting nature of the
goals and targets forging partnerships and harmonizing
policies and procedures of all stakeholders is a key
factor to move the MDG agenda off the ground.
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WHO Current Cooperation

The Philippines joined as a Member State of WHO
on July 9, 1948.  On June 1, 1951, the Philippine

Government and the World Health Organization signed
a Host Agreement for the establishment of the Regional
Office in Manila.

4.1 Human Resources
WHO established its Representative Office in

January 1981.  From 1999 to August 2002, the Director
of the Building Healthy Communities and Populations
(DHP) program was acting WR.  In August 2002, the
appointment of a dedicated WHO Representative to the
Philippines has strengthened support capacity to the
Government.

The WHO country office comprises the WHO
Representative, Medical Officers on Stop TB and EPI,
Scientist/Malaria; a short-term professional responsible
for matters related to health sector development, a

Special Services Agreement holder responsible for
communicable disease surveillance and response,
emergency health action, and HIV/AIDS programs; an
Administrative Assistant; a long-term secretary; a
temporary secretary; a temporary Assistant/Informatics
and a driver.

4.2 Key Programme Areas
WHO support to the Philippines focused on

National Health Priorities supporting existing programs.
For the biennium 2002-2003 a total of US$ 4.3 million
has been provided, US$2 million from Regular Budget
(RB) and US$2.3 million from Extra Budgetary funds.
For 2004-2005, US$1.5 million has been allotted to the
Philippines from RB funds (Tables 7, 8 & 9).  A
substantial amount has been allocated for health
systems development and financing, and human
resources for health.
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Table 7.  Total obligations by programme area, WHO, Philippines, 2002-2003

Source: Plan of Action 2002-2003, Western Pacific Region, World Health Organization

Programme Area %Amount (US$)

Communicable disease surveillance and response (CSR)          657,217 15.2%
External cooperation and partnerships (ECP)          528,831 12.2%
Emergency and Humanitarian Action (EHA)            25,289 0.6%
Expanded programme on immunizations (EPI)          514,978 11.9%
Human resources for health (HRD)            79,594 1.8%
Health systems development and financing (HRF)          352,924 8.1%
Healthy settings and environment (HSE)          135,816 3.1%
Sexually transmitted infections, including HIV/AIDS (HSI)          535,491 12.3%
Malaria, other vectorborne and parasitic diseases (MVP)          570,409 13.1%
Reproductive health (RPH)            33,201 0.8%
Noncommunicable diseases, including mental health (NCD)          141,273 3.3%
Stop TB and leprosy elimination (STB)          659,215 15.2%
Tobacco free initiative (TFI)          103,559 2.4%
TOTAL  (US $)        4,337,797 100.00%

Table 8.  Regular budget obligations by programme area, WHO, Philippines, 2002-2003

Source: Plan of Action 2002-2003, Western Pacific Region, World Health Organization

Programme Area %Amount (US$)

Communicable disease surveillance and response (CSR)           115,467 5.65%
External cooperation and partnerships (ECP)           524,766 25.68%
Emergency and Humanitarian Action (EHA)             25,289 1.24%
Expanded programme on immunization (EPI)           186,024 9.10%
Human resources for health, including fellowships (HRD)             79,594 3.89%
Health systems development and financing (HRF)           349,967 17.12%
Healthy settings and environment (HSE)           135,816 6.65%
Malaria, other vectorborne and parasitic diseases (MVP)           128,843 6.30%
Noncommunicable diseases, including mental health (NCD)           141,273 6.91%
Stop TB and leprosy elimination (STB)           253,203 12.39%
Tobacco free initiative (TFI)           103,559 5.07%
TOTAL  (US $)         2,043,801 100.00%

Table 9.  Extra budgetary obligations by programme area, WHO, Philippines, 2002-2003

Source: Plan of Action 2002-2003, Western Pacific Region, World Health Organization

Programme Area %Amount (US$)

Communicable disease surveillance and response (CSR) 541,750 24.00%

External cooperation and partnerships (ECP) 4,065 0.18%

Expanded programme on immunization (EPI) 328,954 14.34%

Health systems development and financing (HRF) 2,957 0.13%

Sexually transmitted infections, including HIV/AIDS (HSI) 535,491 23.34%

Malaria, other vectorborne and parasitic diseases (MVP) 441,566 19.25%

Reproductive health (RPH) 33,201 1.45%

Stop TB and leprosy elimination (STB) 406,012 17.70%

TOTAL  (US $) 2,293,996 100.00%
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WHO has grouped the various projects for which
it provides technical and financial inputs in three
programme areas: combating communicable diseases,
building healthy communities and populations, and
health sector development. A summary follows:

4.3 Combating communicable diseases
Expanded programme on immunization

WHO, in partnership with UNICEF, continued to
support the Philippines in its national immunization
programme, for EPI and polio eradication, to reduce
morbidity and mortality from diphtheria, pertussis,
tetanus, measles and poliomyelitis by providing
immunization against these diseases for every child in
the Philippines. The Philippines has been certified as
“polio-free” in 2000. With support from WHO and
UNICEF, the routine and supplementary immunization
program in the Philippines is being strengthened. Major
steps undertaken by the Department of Health were:
(1) signing of an agreement with UNICEF securing a
continuous supply of vaccines to the Philippines, and
(2) crafting of a Five-Year Strategic Plan as a major
initiative to strengthen and facilitate coordination of all
immunization activities in the Philippines for the next
five years. The National Polio Laboratory continues to
receive financial and technical assistance from WHO.
An assessment by WHO consultants said that the
Bureau of Food and Drugs achieved five of the six
National Regulatory Functions.

The Philippines committed to eliminate measles
by year 2008. The follow-up mass vaccination targeting
children aged 9 months to 8 years old was conducted in
February-March 2004 and reached an estimated coverage
of 94 percent. A post campaign validation survey was
conducted in June-October 2004 to determine the
extent of coverage during the campaign. Other activities
include 1) National Training in EPI Program Planning;
2) Cold Chain and Logistics Planning; 3) Joint regional
EPI surveillance units (RES) and an EPI consultative
meeting and micro-planning workshop for EPI disease
surveillance.

Malaria, other vectorborne and parasitic diseases
The Roll Back Malaria (RBM/WHO) project has

continued to provide technical support to the project,
mainly in the training of microscopists, medical
officers, clinical management of malaria, establishment
of sentinel sites for drug resistance, national network of
giemsa stain production facilities and insecticide
resistance monitoring program. It also organized the
training of trainers on malaria management for field
operations.

In 2004, the AUSAID approved a project amount-
ing to US$640,000, expanding the RBM project to all of

Mindanao focusing on 10 provinces. This expanded
program also addressed operational issues such as
integrated service delivery (MCH, Helminth and TB
Control, Vitamin A) to the remote regions, targeting
indigenous populations, and malaria control in areas
with civil disturbances. It also addresses quality
assurance for malaria diagnosis, epidemic management
and provision of nets for vulnerable groups such as
pregnant women.

The malaria component of the Global Fund was
implemented through the sub-recipient, the Philippine
Rural Reconstruction Movement (PRRM). Majority of
the activities started with a detailed development of the
work plan and the signing of a memorandum of
understanding with the 24 targeted provinces. The
Global Fund project had adopted the same strategies as
the RBM/WHO program and this facilitated the sharing
of resources and technical expertise. Overall the Global
Fund malaria project has achieved majority of its targets
and, considering the financial crisis, the only challenge
is to  sustain the job of  microscopists newly employed
by local governments. The project has certainly attracted
political attention and support at all levels and this
momentum should lead to a significant impact in 2-3
years.

The Lymphatic Filariasis at-risk population is
estimated at 23 million and it is estimated that 645,000
suffer from the disease with the resulting total economic
loss estimated at $ 38.7 million per annum. The main
goal of the national program -is to eliminate LF from the
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whole country by 2010 and the main strategy is the
annual Mass Drug Administration (MDA) of the at-risk
population with two drug combination of DEC and
Albendazole for five consecutive years. It has also set
the stage for facilitating public-private partnership at all
levels. It is up to the Department of Health and its
partners to seize this great opportunity for the elimina-
tion of LF. Resources are needed to scale up the cam-
paign from the present 10 million people covered to 23
million in 40 provinces.

In the Philippines dengue is reported every year
with a three-year cycle of sharp increases (epidemics).
Dengue cases are observed to increase in the rainy
season (June- November). Deaths due to dengue in the
Philippines range from 0.4 to 2 percent of the total
number of cases recorded. The highest number of
deaths, 514 was recorded in 1998. In 2003, 164 deaths
were recorded out of 25,530 cases. Majority of deaths
are in the younger age groups (less than 15 yrs). The
program needs support to manage epidemics and scale
up their advocacy campaigns.

Activities are also under way to scale up the Soil-
transmitted Helminths program in collaboration with
the Department of Education and UNICEF; and carry out
national survey of Schistosomiasis.
Stop TB

Tuberculosis continues to be a high priority public
health problem in the Philippines. The TB control
program made significant achievements; however, more
has to be done to achieve the 70 percent case detection
rate. The National Tuberculosis Program is improving
the Directly Observed Treatment Short Course (DOTS)

quality by introducing an upgraded quality assurance
system for sputum microscopy, expanding DOTS to
hospital facilities, introducing Fixed-Dose Combination
(FDC) for anti-TB drugs and securing uninterrupted drug
supplies for the next two years.  In addition, through the
Global Fund support and other donor agencies, e.g.
USAID, the NTP is implementing the Public-Private
Mix DOTS (PPMD) approach in order to increase the
case detection rate and improve the treatment outcome.
The results of nationwide drug resistance surveillance
will define the multidrug resistance TB in the Philip-
pines. A national TB Prevalence survey is to be con-
ducted in 2007 to assess progress.

Leprosy elimination
Leprosy has been eliminated . However, there are

still cases under treatment and there are still areas in the
country where the number of cases is significant. WHO
in close collaboration with the national leprosy elimina-
tion program will continue to support DOH’s efforts.

Sexually transmitted infections, including HIV/AIDS
WHO supported Philippine efforts in preventing

HIV/AIDS and sexually transmitted infections. The
Philippines’ multisectoral approach in addressing this
concern needs to be strengthened. The private sector,
NGOs, media, religious groups, etc. must be mobilized
to ensure full and active participation in the planning,
implementation, monitoring and evaluation of HIV/
AIDS prevention and control activities.

In collaboration with the DOH, the Philippines
National AIDS Council, Local Government Units and

WHO Current Cooperation
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the Futures Group Partnership on Local Response, the
WHO provides technical support, monitoring, supervi-
sion and evaluation of the 100 percent condom use
program (CUP) in the project sites in the Philippines. A
country mission was undertaken in 2003 and 2004 in
Urdaneta City, Dagupan City, San Fernando City in La
Union and Laoag City for technical support and capacity
building. Support to DOH and other partners are in
terms of providing funds for training on laboratory work,
surveillance and other program-related activities aside
from technical support and guidance. In 2004 other
missions were undertaken, specifically in the field of
injecting drug users (IDU) and antiretroviral medications
(ARVs).

Communicable disease surveillance and response
WHO country cooperation for CSR has a broad

scope of concerns for all other communicable diseases
except for TB and leprosy, malaria and other vector-
borne diseases, diseases under EPI, and HIV/AIDS/
STI. But it includes emerging and re-emerging
diseases of known and unknown etiology like SARS and
avian flu.  It concerns disease intelligence and disease
surveillance, outbreak investigation and response by
responsible agencies and provides support for such
activities.  For the Philippines, support has been
extended for rabies program, Japanese encephalitis,
vector control, hazard analysis and critical control
points, SARS, avian flu. Other major activities related to
control of communicable diseases of national and
global concern revolve around infection control in
hospitals and enforcing international health regulations

(IHR). As a technical organization providing support to
national and local partners in health, WHO assists in
outbreak control and management at the request of the
national government health agency.  Technical assis-
tance is in the form of local and international
missions. This was exemplified by the SARS outbreak in
2003 and the cholera outbreak in 2004.  Collaboration
with other offices of the WPRO aside from CSR was
evidently an advantage and strength of the national
office, and the WHO as a whole.

4.4 Building healthy communities
and populations
Healthy settings and environment

In cooperation with ADB and DOH, WHO
supported the conduct of studies on public health
monitoring of the Metro Manila air quality improvement
sector development program. As a result, a system for
collecting and analyzing data on health and air pollution
was established. WHO has also been helping develop
and implement strategies to ensure the provision of safe
water to households in cholera-infected areas.

Noncommunicable diseases, including mental health
Important elements of the program are the

formation of a coalition on the prevention and control
of noncommunicable diseases, including disability
prevention and rehabilitation initiatives, the establish-
ment of an alliance against cancer, and the expansion of
demonstration projects for integrated, community-based
NCD prevention and control in Pateros and Guimaras.
These projects have been used as testing grounds for the
development of interventions and capacity-building
models that will eventually be extended nationally as
part of a healthy lifestyle campaign.  In mental health,
WHO’s work in the Philippines focused on human
resources development and improving mental health
services.

Tobacco-Free Initiative
WHO supported the country’s participation in the

WHO Framework on Convention for Tobacco Control
(FCTC) and collaborated with the Philippines to
strengthen and implement national tobacco control. The
Philippines was a signatory to the FCTC on September
23, 2003 and one of the provisions include support for
tobacco-free sports.  In a collective manifestation of
support for an initiative to shield the country’s hosting of
the 23rd Southeast Asian Games in 2005 from the harmful
effects of tobacco, the Philippine Sports Commission
spearheaded the signing of a Memorandum of Agreement
on a “Tobacco-Free SEA Games”. WHO also provides
assistance in the implementation of Republic Act 9211
or the Tobacco Regulation Act of 2003.

WHO Current Cooperation
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Health promotion
WHO provided multimedia equipment to enable

Philippine health authorities to produce high quality
video messages.

Reproductive health
A key part of WHO’s work to improve maternal

health was the implementation of national plans of
action to address such areas as management of compli-
cations in pregnancy and childbirth, community
mobilization, strengthening maternal and child health
information, and improvement of care.

WHO also supports the initiatives of the govern-
ment in child and adolescent health and development
by coordinating with the DOH to expand the scope of
the Integrated Management of Childhood Illness in the
country. In the field of nutrition, the national plans of
action, and programs on infant and young child feeding,
micronutrient deficiencies and obesity prevention and
control are outlined and evaluated.

4.5 Health sector development

Health systems development and financing
WHO supports health sector development mainly

through the operationalization of an integrated manage-
ment system for the DOH and health sector systems and
processes; the institutionalization of a monitoring and
evaluation system for DOH work and financial plans;
assessment of PhilHealth’s current communication
program and the development of an integrated commu-
nication plan with an effective social marketing ap-
proach.

Health technology and pharmaceuticals
WHO supported efforts to improve access to

essential medicines, combat counterfeit and substandard
drugs, and increase the rational use of medicine,
piloting of a public education campaign. Regarding
health technology, it supported efforts to tighten the
regulatory functions for medical devices.  The current
situation regarding medical device management in the
Philippines was assessed; the staff at the Bureau of
Health Devices and Technology trained in the essential
elements of a regulatory program, and an outline was
provided on the priority activities to ensure medical
device safety in the country.

Human resources development
The installation of a health human resource

information system, the development of a human
resource master plan and the conduct of job evaluation
and capacity enhancement programs for DOH represen-
tatives who also received WHO support. These sub-

systems are necessary to adequately respond to the
human resource needs of the DOH and the health sector
in the light of the Health Sector Reform Agenda and the
national health thrusts and directions.

Health information and evidence for policy and research
WHO supported the training of health personnel

on health information and evidence use, and  is helping
promote the availability of updated health information
and accessibility.

Emergency and humanitarian action
The Department of Health received WHO backing

in its effort to strengthen national and community
capacity for emergency preparedness and response, and
humanitarian supply management in emergencies/
disasters. Recently, capacity building investigations of
communicable disease outbreaks and surveillance such
as the cholera outbreak in the province of Pangasinan,
also received support. The Philippines was also selected
by the WHO HQ as one of the pilot countries to assess
the national health preparedness and response programs
on the deliberate use of biological and chemical agents.
This will help the country not only on the objectives of
the project but also in assessing almost all aspects of
disaster preparedness.

4.6 WHO partnerships with other agencies
and comparative advantages

The Department of Health has benefited from
development assistance and technical/financial coopera-
tion mainly from bilateral and multilateral organizations
such as the ADB, World Bank, JICA and German
Technical Cooperation Agency (GTZ), and the United
Nations system. In particular, WHO was a key partner
in the nationwide adoption of the primary health care
approach in the late 70’s and the declaration of the
Philippines as polio-free in 2001. This notwithstanding,
recent developments in health, both nationally and
globally, pose a greater challenge for both WHO and
the Philippines, particularly the Department of Health
as the lead health agency, to make this biennial program
of cooperation an effective venue for pursuing health
activities.

WHO cooperates with agencies such as ADB – for
the epidemiological surveillance of severe acute
respiratory syndrome (SARS) and other emerging
infections; UNICEF on EPI-related matters, AusAID for
malaria control program and TB prevention and control
program, USAID for HIV/AIDS, in addition to JICA,
USAID, the World Bank, World Vision Canada, Spain’s
Medicos del Mundos, the Royal Netherlands Tuberculo-
sis Association (KNCV), and CIDA.

Active coordination and collaboration with the

WHO Current Cooperation
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donor community, other UN agencies and with other
development agencies are being strongly pursued for the
complementation of inputs and maximum opportunities
for the achieving health goals.  WHO shall continue to
provide technical advice on safe motherhood and
reproductive health, as well as on the child initiatives –
IMCI (integrated management of childhood illness) and
EPI. Coordination with the United Nations Population
Fund (UNFPA) shall focus on women’s health and
reproductive health. Linkages with the United Nations
Development Programme (UNDP) shall complement
the health and nutrition response of UNICEF in special
areas in Mindanao to other development initiatives.

Among UN agencies, WHO plays the central role
in coordinating health. It chairs the UN Theme Group
on HIV/AIDS and is also represented in the Country
Coordinating Mechanism (CCM) of the GFATM. WHO
is also the cochair with UNICEF of the social sector
theme group in relation to UNDAF and MDGs.

Partnerships with the World Bank, Asian Develop-
ment Bank, European Union, KfW and AusAID shall
continue to be maximized to build on opportunities for
scaling up activities for Philippines projects. Facilitating
the provision of essential supplies for children, through
UNICEF procurement services, shall be a key strategy for
coordination with development partners.

WHO also has active collaboration with many
government agencies (Departments of Education, Local
Governments, Foreign Affairs, Agriculture, Defence,
Social Welfare…) and nongovernment organizations and
private foundations. The process or mechanism to bring

the many NGOs working on health in the Philippines
into existing donor coordination mechanism, however,
needs to be enhanced. Partnerships with various Rotary
Clubs are being pursued for TB Control.

The WHO Representative in the Philippines has
actively participated in regular donor meetings and has
contributed to project proposals for the Philippines.

4.7 Support from RO and/or HQ, and country
team’s participation in RO and HQ activities

The country office receives significant support
from the Regional Office and HQ. Both offices have
supported the participation of staff in meetings of
governing bodies, technical and program review
meetings, joint mission to countries, production of
advocacy and training materials, and increasing informa-
tion exchange.

In view of the decentralization initiatives of
WHO, Regional Office funds from the intercountry
programs and headquarters are now starting to be
reflected in the country budget.

4.8 Strengths and weaknesses of WHO
cooperation, as well as key opportunities
and challenges

Many of WHO’s achievements in the Philippines
may be attributed to its strong linkage with the DOH.
With an established country office, strategically situated
within the DOH compound, WHO has maintained
close and effective working relationships with the health
department. It has firmly established itself as the

WHO Current Cooperation
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principal source of credible, trusted and evidence-based
advice on health matters.

The ability of the WHO Philippines office (WHO/
PHL) to build and maintain productive partnerships
with other development partners like donor agencies is
another key strength that has undoubtedly supported
progress towards the achievement of national health
goals. There is wide recognition within both the
Government and the international community that
WHO’s role in responding to emergencies like SARS,
provided a clear demonstration of the organization’s
strengths.

The technical expertise of the staff within the
country office, along with the support from the Regional
Office, have bolstered the continuing achievements of
WHO in the country. This includes the ability of
WHO/PHL staff to mobilize DOH staff to go out into
the field and to apply more innovative and effective
strategies; The optimization of the limited financial and
human resource of the Country Office; the good IT
network and the limited bureaucracy.

There are, however, some weaknesses that WHO/
PHL has to contend with. First, it has very limited staff
for the wide scope of activities that it performs. Second,

it has limited funds and sometimes this results in a lack
of bargaining power with bilateral and UN organization
and with a strong presence in the field. The country
office also has insufficient control over the nature and
timing of Headquarters’ initiatives and visits to the
Philippines. At times, such HQ priorities do not always
correspond with country priorities. As a result, the
office’s capacity to offer adequate and effective local
support may occasionally be jeopardized.

There is also some difficulty in partnering with the
private sector due to legal and ethical issues. One
example is that of the Global Fund Program, where
WHO has no control because it is the NGOs who have
the legal entity to run or direct the program.

HQ must clarify the role of WHO vis-a-vis this
new partner at country level. On the other hand, WHO
still recognizes the opportunity for using the global fund
programs to justify its technical and scientific capacity.

Moreover, while the impending challenges of new
emerging diseases, the exodus of health workers,
decreasing health budget and poor data quality are at
hand, the Country Office remains optimistic as WHO-
HQ continues its effort to strengthen the office’s
capacities in both financial and technical resources.

WHO Current Cooperation
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WHO Policy Framework:
Global and Regional Directions

Priorities expressed in recent WHA resolutions
include the need to enhance global health security,
accelerate progress towards achieving the Millennium
Development Goals, responding to the burden of
noncommunicable diseases, promoting equity in
health and ensuring accountability

Under the 2006-2007-program budget these areas
were identified for greater emphasis:

• Epidemic alert and response
• Making pregnancy safer
• Child and adolescent health
• Surveillance, prevention and management of

chronic non-communicable diseases
• Tobacco
• Planning, resource coordination and oversight

Section 5

The Director-General stressed in his inaugural speech
the “need to do the right things, in the right places

and in the right way”.  The real center of the work of
WHO is countries, he said, and countries have to be
placed “at the heart of WHO’s work”.  The targets
identified by the Director-General include manage-
ment and expenditure of 70 percent of overall WHO
resources in countries and regions for the 2004-2005
biennium and 75 percent for the 2006-2007 biennium.

The majority of countries in the WPRO with a
WHO presence now have a Country Cooperation
Strategy (CCS) or are developing a CCS reflecting a
medium-term vision of WHO for its cooperation with a
country, and defining a strategic framework for
working with a country.  The CCS clarifies WHO’s
proposed roles and functions in supporting national
health plans and other national health and develop-
ment frameworks.  The CCS is an Organization-wide
reference for country-work, guiding planning, budget-
ing, and resource allocation.  It is the basis for
developing the “WHO one country plan and budget,”
and is used for mobilizing human and financial
resources for strengthening WHO support to coun-
tries, in order to contribute optimally to national health
development.  In a two-way process, it feeds into, and
considers, both the General Program of Work and the
Program Budget.

WHO develops its program budget guided by the
principles of results-based management, priority
setting from Member States–with priority areas
identified based on recent World Health Assembly
(WHA) resolutions as well as global and regional
collective mandates such as the Millenium Develop-
ment Goals (MDGs)–and promotion of decentraliza-
tion, moving resources to regions and countries.
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WHO Policy Framework:  Global and Regional Directions

The fiftieth session of the Regional Committee for
the Western Pacific endorsed the document WHO in
the Western Pacific Region: a Framework for Action as a
set of guiding principles for WHO’s work in the
Western Pacific Region in the early years of the 21st
century.  The Regional Committee requested Member
States to work with WHO to implement the
Organization’s programme of technical cooperation in
line with the approaches described in the Framework
for Action.  The Regional Director was asked to
implement the approaches outlined in the Framework
for Action, with particular attention to least developed
countries.

The Framework for Action identified four main
challenges for WHO and the tasks associated with
them:

• improve our understanding of the changing
needs of member states;

• reform WHO;
• strengthen partnerships; and
• achieve more with fewer resources.
In order to meet these challenges, the Regional

Director identified the four major themes listed below,
each of which has action- and outcome-oriented
strategic focuses:

• Combating communicable diseases;
• Building healthy communities and populations;
• Health sector development; and
• Reaching out.
In line with the Regional Director’s desire for

WHO to become more focused on priority problems at
the country level, there has been increasing dialogue
with the member states and other international
partners and their involvement in policy-making and
evaluation of WHO’s performance has grown.  In
addition, WHO has undergone a process of reform
and restructuring as outlined in the Framework for
Action.  This included cultural and orientation reforms,
changes in the management framework and organiza-
tional structure, strengthening of country presence
and operations, and reforms in personnel manage-
ment and staff development.

Achieving better health for all by promoting the
development and implementation of appropriate
propoor health policies and interventions is therefore
central to WHO’s work. However, the capacity of key
ministries of Member States to address poverty in health
remains weak. Therefore, a major objective of WHO’s
support to countries and areas is the strengthening of
both the capacity and commitment to develop and
implement propoor health policies and interventions
across sectors, in the context of recent global
initiatives. Strengthened commitment and capacity
will catalyze action and support the development and

implementation of appropriate propoor health policies
and interventions in member states.

The MDGs have focused the efforts of the world
community on achieving significant, measurable
improvements in people’s lives, with the elimination of
poverty as the overarching priority. Targeting health
interventions will promote progress towards the MDGs,
particularly among the least developed countries in the
Region. WHO supports efforts of member states to
create an enabling environment for poverty alleviation
and to strengthen health systems, as prerequisites for
ensuring equitable access to efficient and good
quality health services for all.  If the number of people
in extreme poverty is to be halved by 2015 (the target
of the MDG on poverty), health policy development
and systems implementation must be more effective
in achieving greater equality of health outcomes and
greater equity in health financing.

Besides supporting member states in activities
to achieve the MDGs, the future support of WHO will
focus on: conducting advocacy and strengthening
awareness; building national capacity for MDG
monitoring and reporting; providing guidance on
standard definitions, means of verification, data
sources, and methods of estimation; and assessing
the extent to which progress is propoor and equitable.

Many developing countries in the Region face
common challenges in developing and implementing
policies to address poverty, health and equity, and in
incorporating them into their national agenda for
socioeconomic development. There is growing aware-
ness that the achievement of national goals depends to a
large extent on health improvements among the poor
and disadvantaged. If these are to be achieved,there
must flow greater investments in health to strengthen
health systems, particularly those providing essential
health services, and the financial burden associated
with health care must be reduced. In addition, there is
a need to integrate technical and financial resources
to strengthen the sustainable development of health
systems. The Regional Office and country offices
already work closely with governments to support
national efforts to address these concerns, and this
work will be intensified.

WHO provides technical assistance to support
propoor health policies in many areas.  This includes
work to promote universal access to essential drugs;
improve social protection, especially against cata-
strophic health expenditures, through propoor health
care financing mechanisms; strengthen knowledge and
evidence through national health accounts, cost-
effectiveness analysis and other operational research;
and make services accessible to all, especially the
poor and marginalized.
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Strategic Agenda
for WHO in the Philippines

WHO’s cooperation agenda is guided by the living
realities of the Filipino people and by the

progress report on the MDGs by 2015, prepared by
the Philippine Government in close collaboration with
the UN Country Team. The agenda is expected to
provide clear directions for the current and future
tasks of WHO through its collaborative programs
(2004-2009). It is a road map with indications of a
cohesive mix of approaches for the best possible
long-term impact, especially for the population groups
with the lowest development capacity and opportunity.

It will be also used as a policy framework
directing WHO in terms of role, core functions,
program priorities, resource allocation, expected
impact and results. These directions will also guide

the country program delivery, providing better synergy
between interventions and mobilizing required techni-
cal and financial resources. The choice of strategic
directions has been based on consensus between the
staff of WHO country, region and headquarters offices,
and the DOH.

6.1 Criteria for strategic directions
The Government of the Philippines has made

poverty alleviation a policy priority. The Medium-Term
Philippine Development Plan focuses on the following:
macroeconomic stability with equitable growth based
on free enterprise; agriculture and fisheries moderniza-
tion with social equity; comprehensive human develop-
ment and protecting the vulnerable; and good gover-

Section 6
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nance and the rule of law. These main policies are
implemented through public sector reforms decentral-
izing powers to local authorities. More specifically, the
DOH has worked out national health policies and a
Health Sector Reform Agenda (HSRA).

Philippine society benefits from two key develop-
ment ingredients: a remarkable gender equality and a
high level of literacy and education. Family values are
strong. Still, great disparities exist between different
segments of society, including unequal access to
basic preventive and curative family health services.
The rationale for choices of strategic directions is
guided by health policies of the State and its determi-
nation to pursue reform; and by the identified determi-
nants of health inequalities of Filipino families.

6.2 WHO Philippine Strategic Directions
Bearing this in mind, WHO has identified four

interrelated strategic directions:
1. Advocacy and partnership on the health of

families;
2. Health sector development;
3. Health for unreached populations;
4. Control of disease risks.

1. Advocacy and partnership on the health of families
How best can WHO stimulate interaction

between local and central government authorities,
health care providers, civil society groups, national and
international aid organizations, funding agencies and
the public, to ensure effective health services delivery to
the whole population?

Currently, efforts and initiatives could yield better
results if carried out in a harmonized way. WHO as an
authority on health could make a difference by
advocating to and linking many strategic groups:
among them, local government units (LGUs), leagues
of local chief executives, NGOs, the media and other
UN agencies and partners on health. The development
of these links is expected to lead to policy develop-
ment and implementation, better performances and
more engagements for health.

WHO will aim to:
a) facilitate the linkages between and among the

DOH , NGOs and LGU executives, and other
UN agencies especially in the poorest areas;

b) ensure relevant public health issues are on the
agenda of different leagues, including the
league of local chief executives (LCEs);

c) provide evidence-based guidance to LGU
executives on ways to ensure coherence and
complementarity of the work of existing
partners at the local level;

d) involve the media on health issues of public

Strategic Agenda for WHO in the Philippines

concern with the participation of high-level
scientists, leaders, professionals and the
population;

e) provide technical support to key coordination
structures such as the GFATM, donor agencies
and other stakeholders.

The core function of WHO is to be catalytic, by
facilitating linkages, communication and interaction. As
a result of its authoritative position worldwide and its
technical excellence, WHO can easily take this unique
leadership role. There is a demand for such a role from
WHO.

It is expected that this will result in the following:
a) reinforce the authority and governance capacity

of LCEs;
b) encourage stimulated LCEs to take public

health initiatives;
c) enhance open awareness of policy-makers on

peoples’ views on health and allow policy
changes on critical issues such as health
insurance, drugs and fertility awareness;

d) reinforce the policy consistency between the
government and key partners and improved
public services delivery through effective
partnership;

e) strengthen the DOH capacity to help stream-
line partner projects so that they address
national priorities.
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2. Health Sector Development
How will WHO facilitate better service delivery

in a decentralized environment with an increasing
population demand?

Those with the greatest health needs should have
access to basic preventive and curative public health
services. The most critical constraints are related to
human resources and health financing.

To improve the public sector, WHO will aim to:
a) facilitate the development of an adequate

health labor force, especially for frontline
health work (e.g. midwives, community health
liaison, sanitary inspectors, medical technolo-
gists);

b) improve affordable access to drugs;
c) develop capacity of the LGUs in managing

health systems at the local level;
d) ensure financial sustainability of public health

services, with equity through efficient financing
schemes;

e) enforce compliance with government policies,
through clear regulations;

f) develop an adequate health management
information and reporting system for better managerial
and policy decisions.

WHO functions will be to:
– provide high-quality technical advice based on

experiences sharing and country operational
research;

– produce guidelines for purpose of policy
implementation, training, supervision, evalua-
tion and decision-making;

– facilitate interaction between health care
providers, health institutions and government
authorities;

– develop the capacities of the local and central
government authorities.

The main WHO program areas identified will be
organization of health services, human resources for
health, health sector development and financing, health
information and evidence for policy, and access to
essential drugs.

WHO interventions are expected to result in the
following:

a) initiate actions required to reduce the health
human resource gap, especially for frontline
health workers;

b) facilitate efforts to reduce the price and
increase access of essential drugs;

c) strengthen health systems at national, but
more important at the local level;

d) influence the expansion (coverage and contents
of the package) of the health insurance scheme;

e) facilitate the development, dissemination and
application of key health regulations related to
decentralization reform;

f) improve the adequacy and accuracy of key
health data and their use by the DOH and
other stakeholders

3. Health for unreached populations
How can WHO respond faster and better to health

needs of unreached mothers and children? How can
WHO ensure that the public health impact of decen-
tralization will reduce high health risks and the eco-
nomic burden of disease i.e., reducing household assets
and the productivity of the poorest populations?

Currently, 25.8 million people are not covered by
public health program and have little access to basic
health services. The strategy will be to target the
unreached. More specifically, this would mean to focus
on three specific population groups: mothers and
children living in slum areas, indigenous peoples, and
adolescents. Selected entry points (such as the EPI) will
be used to link the health workers and the families. This
service delivery will include a health literacy program
(including responsible parenthood and breastfeeding).
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WHO functions will be to:
a) provide evidence for new public health

approaches based on operational research;
b) monitor and evaluate the magnitude and extent

of the impact achieved among these popula-
tions, often not covered by surveys;

c) produce guidelines for incremental implemen-
tation of programs

d) facilitate synergy between key public health
programs related to integrated child, adoles-
cent and mother health.

The WHO program areas identified specifically
will be: Child and Adolescent Health, Integrated
Management of Childhood Illness, the Expanded
Programme of Immunization; Making Pregnancy Safer,
Reproductive Health, and HIV/AIDS. The following
programs will be also be involved: Malaria, Stop
Tuberculosis, and Health Systems Development. The
manner of carrying out these programs will be rein-
vented, with a view to encourage more creative ways
of thinking, to be responsive to “people” solutions
rather than to resort to preconceived interventions.

WHO interventions are expected to:
a) develop a model system for delivering mother-

child and adolescent health services to urban
poor families and indigenous populations, by
linking health workers with communities;

b) document the burden of diseases and the main
barriers to the access of basic public health
services and goods;

c) set standards for training, supervision,
monitoring and evaluation for reaching the
unserved, including integrated public health
outreach;

d) modify accordingly the approach of specific
programs such as the EPI, Making Preg-
nancy Safer, Child and Adolescent Health,
Tuberculosis, Malaria and HIV/AIDS, Environ-
mental Health and Health Systems Develop-
ment.

4. Control of Disease Risks
Given the epidemiological pattern of mortality

and morbidity across the whole country, there is a
need for balance between the control of communi-
cable and noncommunicable diseases.

How can WHO best help reduce health risks
that are emerging due to environmental, socio-
economic and technology changes?

WHO will play its advocacy and technical
advisory roles in areas where institutional support to the
government is lacking or in areas where WHO is the
international authoritative body for policy and strategy

guidance.
WHO will continue and even intensify support for

the control of tuberculosis, malaria, intestinal parasito-
sis, lymphatic filariasis, leprosy, dengue, schistosomia-
sis, rabies, vaccine-preventable diseases (including
expansion of hepatitis B vaccine coverage) and sexually-
transmitted infections, including HIV/AIDS and food
and waterborne diseases. WHO will intervene to a
greater extent on public health aspects related to
behavior (e.g. tobacco and breast-feeding), environmen-
tal health and noncommunicable diseases (mental
health and cardiovascular diseases).

To reduce disease risks, WHO will aim to:
a) scale up public-private mix for tuberculosis

and malaria program extension;
b) participate in assessment of health risks and

their determinants (in particular, mental health,
cardiovascular disease, HIV/AIDS, food and
waterborne disease and environment hazards)
and in large diffusion of results;

c) mobilize partners, especially at the local level
and provide technical support to the central
level;

d) provide health information and evidence for
policy decision and for public education;

e) provide technical assistance to develop and
implement national strategic plan and policy
framework for NCD prevention and control in
an effective way.

f) Support ratification and implementation of
WHO’s Framework Convention on Tobacco
Control.

WHO core functions will be to:
– provide scientific and technical guidance on

specific disease control program;
– facilitate coordination mechanisms and

resource mobilization;
– develop the health sector capacity,

especially in LGUs covering urban de-
pressed areas and indigenous popula-
tions.

WHO interventions are expected to:
a) not only accelerate achievement of specific

disease targets, but also reduce specific
disease risks in depressed urban areas and
of indigenous populations;

b) develop an adequate alert and surveillance
system (especially related to compliance with
revised International Regulations);

c) enhance capacity for program monitoring,
supervision and evaluation.

Strategic Agenda for WHO in the Philippines
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Supporting and Implementing
the WHO Cooperation

Strategy in the Philippines

This CCS serves as a WHO organization-wide
reference for cooperation with the Philippines, to

guide WHO for country planning, budgeting, program
implementation and resource mobilization.  It is the
basis for developing a “one WHO country strategy,
plan and budget”.

WR/Philippines, WHO/WPRO and headquarters
staff have identified changes to be made on an
incremental and structural basis over the next few
years.  Shifts in policy directions obviously would
mean shift in resource allocations, in the staff profile
and in the development of new capacities.

After a brief description of shifts on the content of

WHO cooperation, consideration will be given to the
implications of CCS on human and financial resources to
be mobilized.  At last the expected specific responsibili-
ties of the WHOs country, region and Headquarters level
will be identified in order to ensure smooth implementa-
tion of the CCS.

7.1 Shift on the content of cooperation
The proposed new agenda for WHO cooperation in

the Philippines has been the result of country situation
analyses and discussions, with national partners and
vision-sharing among all WHO level staff.  The pie chart
below shows the budget allocation pre-and post-CCS:
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These pie charts show a shift in the budget
allocation towards:

– advocacy/partnerships
+0.08%  +USD257,000

– health sector development
+5.0% + USD 714,000

– health for unreached populations
+4.4% +USD1,109,000

– communicable disease
-17.8%  +USD445 000

– noncommunicable disease
+6.2% +USD762,000

– strategic budget
+2.0% +USD152,400

Population at risks focuses on Mother, Adolescent
and Child Health, which are a WHO priority at both
the country and global level..

Increasing and Improving WHO Budget
The most important programs should continue at

least at the same level of funding as today, i.e. EPI,
tuberculosis and malaria.  It means that substantial
increase should come from any Regular Budget

increase (an expected result from the new WHO
decentralization policies) and from intensive resource
mobilization in the Philippines.

Based on the content shift, the budget required for
implementing CCS should be increased by 75 percent.  If
we want to maintain the same level of funding for
communicable disease while increasing the budget
proportion for health system development, noncommuni-
cable disease control and focus on population at risk,
USD3.3 million should be mobilized.

If there is no substantial increase from the regular
budget, an intensive effort for resource mobilization has
to be made.  It means that current extrabudgetary
obligations amounting to USD 2,294 million (i.e. 53
percent) will go up to USD5.593 million (143 percent).
Currently, the extrabudgetary resources are provided
mainly from global programs in 2004-2005 (the
Philippines received only 1.4 percent of regional
extrabudgetary resources in the 2004-2005 biennium
as of September 30, 2004, if we exclude the funds
raised locally for malaria, this percentage is even
further down to 0.3 percent.

The budget shift could be illustrated by strategic
directions, source of funding and biennium as shown below.
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Appealing for money at country level means that
more technical resources will be needed to hold
discussions with potential funding agencies and to
prepare proposals to the donors.  Also it will imply
special reporting if funds are designated to various
projects.  While the scenario for mobilizing resources at
country level seems to be good, some technical or
financial support must also be provided by headquar-
ters and regional office from funds reallocated to
countries and regions for the sixth WHO global
priority areas, as this CCS includes the priority areas.
A 2 percent budget allocation has been devoted for

flexible initiatives that WR could identify as being very
relevant but not planned.

Strengthening WHO technical assistance
WHO Philippines currently has three full-time

professional staff and two short-term professional staff.
The time of two and a half full time- professional staff
and one short-term professional staff is allocated to
communicable diseases, half a full-time professional
is allocated to unreached populations and one short-
term staff is allocated for advocacy and health
systems.  Based on this CCS analysis, it is obvious
that the technical assistance capacity has to sub-
stantially increase in the area of human resources for
health, mother and child health, health care financing
(the current position should be sustained), noncom-
municable disease, communicable disease surveil-
lance and response, HIV/AIDS/STI and policy analy-
sis/communication (i.e. six additional national staff).
Full-time expertise should be devoted to these areas,
using local expertise.  Short-term back-up needs (2-3
times a year) should be ensured by the regional office
or/and headquarters, in particular for monitoring and
evaluation each strategic direction and for program
development in health information, organization of
health services, regulation development, guidelines
development. This back-up should be reviewed and
planned jointly with the regional office and headquar-
ters clusters once every two years. The Philippines is a
pilot country for the Global Management System (GSM)
and this will also make demands for increased capacity
and infrastructure for the WR’s office.

Advocacy on partnership 1
on the health of families

Health sector development 1 2

Health for unreached populations 0.5 0.5 1

Control of disease risks 2.5 1 2.5 3

Total 3 2 3 7

Proposed change in the staffing of WR’s office pre- and post - CCS

National

AfterBefore

InternationalNationalInternational
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7.2 Shift in one WHO working together
To get better results at country level, the three WHO

levels have to agree on a joint support to Philippines.  This
should include a common understanding of the issues as
expressed in the CCS, a common engagement and an
agreement on the modus operandi.  Below are indications
on what is expected from each level.

The country office
� No need for reprofiling or restructuring; but for

recruiting, as soon as possible, the staff
required, starting with a national officer.

� Revisiting existing plans to prepare the 06-07
operational plan and to indicate HQ and RO
support needed for this biennium from budget
reallocated to countries by HQ.  This could
be considered in the area of HIV/AIDS, Health
System and Family Health.  In the revision,
the country expected results should be
refined.

� Approaching as a team the work in areas
identified to improve access to basic services to
families or risks.

� Making of project proposals and joint market-
ing  to donors.

� Initiative by WR of a progress review every
three months (based on CO calendar) along
with the monitoring of CCS implementation
with one RO and HQ participant.

Supporting and Implementing the WHO Cooperation Strategy in the Philippines

The Regional Office
� The units who have promised technical support

should start collaborating immediately, while
those to be also involved should plan their
support during the joint operational planning
exercise.

� The regional program managers should separate
regional/intercountry activities from specific
country support and share the concern for long-
term development capacity-building in a
sustained way.  Ad hoc support should be
minimized.

� The regional office will need to provide support
to the country office for issues related to
emergency and humanitarian action and other
emerging issues following a regional approach,
in collaboration with headquarters.

Headquarters
� The Philippines country office should benefit

from the reallocation of resources from HQ to
RO and CO.  Special advocacy on this should
be made to CCO and PRP.  The CCS should
also be promoted among HQ program manag-
ers having available financial or human
resource capacity.

� HQ/EGB should follow up donor capital and
requests sent by the WR to specific donors.

� HQ must participate in CCS monitoring.


