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The 3rd Report on the Implementation of the RPRH Act of 2012 is submitted to Congress in 
compliance with the reporting requirements mandated by Section 21 of R.A. 10354 and Rule 15 
of its Implementing Rules and Regulations. It contains the status and trends in RPRH outcome 
and health service utilization indicators, the policies and interventions developed and 
implemented, as well as the challenges and recommendations for the five key result areas (KRA) of 
the RPRH Law. It was submitted to the National Implementation Team, which is mandated to 
oversee implementation of the RPRH Law, and to the Secretary of Health, for approval prior to 
submission to Congress. 

 

This report was prepared by the Department of Health and the Commission on Population with 
technical assistance from USAID- Health Policy Development Program. The writing team is 
composed of Carlo Panelo, Rhodora Tiongson, Joyce Encluna, Jan Llevado, Precious Montilla, 
Faith Obach, Zenaida Recidoro, Melissa Sena, Angelito Umali, Jesusa Lugtu, Ken Raymund Borling, 
Romeo Catbagan, Jennilyn Ygaña, Ken Remollo, Erick Bernardo, Lydio Español and Jose Roi Avena. 
The document was prepared under the guidance of Maria Joyce Ducusin, Esperanza Cabral, 
Junice Melgar, Yolanda Oliveros and Rebecca Ramos. 

 
The team expresses gratitude to the officials and staff of the following institutions and civil 
society organizations that have contributed to the report: Department of Education, Department 
ƻŦ WǳǎǘƛŎŜΣ [ƛƪƘŀŀƴ /ŜƴǘŜǊ ŦƻǊ ²ƻƳŜƴΩǎ IŜŀƭǘƘΣ tƘƛƭƛǇǇƛƴŜ /ƻƳƳƛǎǎƛƻƴ ƻƴ ²ƻƳŜƴΣ UNFPA and 
USAID Implementing Partners. 
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The Department of Health (DOH) is pleased to present the 2016 
Responsible Parenthood and Reproductive Health Law (R.A. 10354) 
Annual Report. 

 
As the RPRH Law reached its fourth year of implementation, there 
have been challenges both in the national and local levels, but there 
were also gains that strengthened the engagement of all 
stakeholders to realize the aspirations elucidated in the law. 

 

In compliance with the reporting requirements mandated by Section 
21 of R.A. 10354 and Rule 15 of its Implementing Rules and 
Regulations (IRR), the Report details the achievements and setbacks 
in the implementation of    the RPRH Law by the DOH and its partner 
agencies from the national, regional, and local levels, civil society 
organizations, and development partners. 

 
The Report specifies the elements or key result areas (KRA) along RPRH programs on maternal, neonatal, 
child health and nutrition; family planning; adolescent sexual reproductive health; sexually-transmitted 
infections and HIV and AIDS; gender-based violence; and related concerns in reproductive health and 
rights. 

 
For 2016, the National Implementation Team (NIT) that oversees the implementation of the RPRH Law 
and its counterparts at the regional and local levels expanded and strengthened its work significantly in 
safeguarding the gains that have been made in the coordination, planning, monitoring and evaluation 
systems and procedures in the national and regional implementation levels. 

 
As we continue to gain ground in the midst of setbacks and challenges, let us always focus on the work 
ahead and be continually reminded that the RPRH Law was enacted four years ago to symbolize the quest 
of the Filipino people to live in an environment that provides all women, men and the youth universal 
access to comprehensive and rights-based reproductive health care. 

 
This Report attests to the success of the Filipino spirit in achieving what is rightfully theirs and to their 
steadfast determination to advance their goals in development. 

 
 
 
 
Paulyn Jean B. Rosell-Ubial, MD, MPH, CESO II 
Secretary, Department of Health 

MESSAGE 
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The 3rd Report on the Implementation of the Responsible Parenthood and Reproductive 
Health Care (RPRH) Act of 2012 comes at a pivotal point as it coincides with the beginning 
of a new Administration. It also covers a critical juncture in the implementation of the law 
as the year 2016 also marked the conclusion of the National Objectives for Health (NOH) 
and the Philippine Development Plan 2011-2016, as well as the beginning of the 
Sustainable Development Goals (SDGs), the successor of the Millennium Development 
Goals (MDGs). ¢ƘŜǎŜ Ŏƻƴǘŀƛƴ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ŘŜǾŜƭƻǇƳŜƴǘ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ ƘŜŀƭǘƘ ǘŀǊƎŜǘǎ 
including those on maternal and child health, nutrition, family planning, gender equality 
and human rights and collaboration ς all of which are critical to the RPRH Law. 

 

The first two years of implementing the RPRH Law focused on putting in place the needed 
policies and systems while the third year initiated attempts at scaling up the scope and 
reach of RPRH service delivery based on established platforms. Hence, it is in this year 
when operational issues and challenges from field implementation became more 
apparent. 

 

The progress of RPRH implementation in terms of its five Key Result Areas (KRAs) is 
summed up as follows: 

 

1. Maternal, newborn, child health and nutrition (MNCHN). From 221 per 100,000 
livebirths reported in the 2011 Family Health Survey, maternal mortality ratio (MMR) 
dropped to 204 per 100,000 live births in 2015 based on official National Nutrition 
Survey (NNS) estimate. The decline is more pronounced if the most recent NNS MMR 
of 149 per 100,000 live births is used1. However, the observed decline is not conclusive 
given the overlapping confidence intervals and large margins of error in the surveys. 
This means that greater effort is needed to reach the ŎƻǳƴǘǊȅΩǎ SDG target MMR of 70 
per 100,000 live births by 2030. The country was also able to reduce under five and 
infant mortality. However, the persistently high neonatal mortality is slowing down its 
rate of decline. On nutrition, the prevalence of underweight and stunting went up in 
2016. 

 

Major initiatives pursued towards improvement of this KRA include DOH 
Administrative Order (AO) 2016-ллор άDǳƛŘŜƭƛƴŜǎ ƻƴ ǘƘŜ tǊƻǾƛǎƛƻƴ ƻŦ vǳŀƭƛǘȅ 
Antenatal Care in All Birthing Centers and Health Facilities Providing Maternity Care 
ServicesέΣ ǘƘŜ CƛǊǎǘ мΣллл 5ŀȅǎ of life program ǘƻ ōǳƛƭŘ ŀ ǇŜǊǎƻƴΩǎ foundation for 

 

1 In the absence of official documents adopting the 2015 NNS MMR of 149/100,000 live births, this report 
still makes reference to the official 2015 NNS estimate of 204/100,000 live births 

OVERVIEW 
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growth and development, DOH Memorandum No. 2016-лмсо ά{ŎŀƭŜ-up Plan for the 
LƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ tƘƛƭƛǇǇƛƴŜ LƴǘŜƎǊŀǘŜŘ aŀƴŀƎŜƳŜƴǘ ƻŦ !ŎǳǘŜ aŀƭƴǳǘǊƛǘƛƻƴΣέ 
and AO 2016-лллр άbŀǘƛƻƴŀƭ tƻƭƛŎȅ ƻƴ ǘƘŜ aƛƴƛƳǳƳ Lƴƛǘƛŀƭ {ŜǊǾƛŎŜ tŀŎƪŀƎŜ (MISP) for 
{ŜȄǳŀƭ ŀƴŘ wŜǇǊƻŘǳŎǘƛǾŜ IŜŀƭǘƘ ό{wIύ ƛƴ 9ƳŜǊƎŜƴŎƛŜǎ ŀƴŘ 5ƛǎŀǎǘŜǊǎΦέ 

 

High MMR persists to be the main challenge in improving MNCHN outcomes. 
Improvements in service utilization such as antenatal care, postpartum visit, facility- 
based delivery and skilled birth attendance did not reach the level necessary to make 
a substantial impact on health outcome indicators. These may be explained by factors 
such as limitations in personnel that prevent health centers from routinely monitoring 
MNCHN needs of households and scaling up service provision. Meanwhile, referral 
facility capacities suffer from the unavailability of health emergency transport, blood 
supply and drugs. Many local health facilities are unable to use their PhilHealth 
reimbursements for operations as the funds go to the local treasury. It is 
recommended that PhilHealth routinely monitor and enforce compliance of 
accredited health facilities to accreditation requirements to ensure continued 
provision of quality MNCHN care. In addition, PhilHealth should enforce 
reimbursement-sharing to ensure that a significant proportion of facility income from 
PhilHealth is used to improve facility operations. 

 

2. Family planning. Modern contraceptive prevalence rate slightly increased from 43.79 
percent in 2015 to 45.05 percent in 2016 based on DOH administrative data. However, 
this is still below the 65 percent NOH target for 2016. Only 26 percent of the estimated 
6 million women who wanted to space/limit pregnancies for the year were able to use 
FP methods. Existing platforms and capacities for identifying, locating, referring and 
serving women with unmet FP need are inadequate to fully cover the estimated 
eligible population. In addition, not all health facilities have a designated FP/RPRH 
Officer and if ever some have one, said staff is often burdened with competing tasks 
that have prevented full-time FP provision. These problems are compounded by the 
{ǳǇǊŜƳŜ /ƻǳǊǘΩǎ ¢ŜƳǇƻǊŀǊȅ wŜǎǘǊŀƛƴƛƴƎ hǊŘŜǊ ό¢whύ ƻƴ ǘƘŜ ǇǊƻŎǳǊŜƳŜƴǘΣ ǎŀƭŜΣ 
distribution/ administration and even promotion of hormonal contraceptive 
Implanon and Implanon NXT. The Supreme Court has also prevented the Food and 
Drug Administration (FDA) from certifying and recertifying contraceptive products and 
as a result, no certificate of product registration of certain types of contraceptives was 
renewed/approved in 2016. If the TRO remains, contraceptives will no longer be 
available in the market for both public and private use by 2020. 

 

To address these issues, this report recommends concerted efforts to convince the 
Supreme Court to lift its restraining order on the use of the subdermal implants 
Implanon and Implanon NXT, and the registration and renewal of registration of 
contraceptives. Strong multisectoral support (to include the executive and legislative 
branches of government) is much needed to lobby for the lifting/resolution of the 
TRO.  In  addition,  the promotion  of  FP  services at  the national and  local levels by 
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various sectors (government, private sector and civil society) needs to be scaled up. 
Expansion of FP service delivery is also suggested through the engagement of (a) 
trained FP/RPRH providers in priority government health facilities (those with huge 
concentration of poor women with unmet FP need) and (b) private practitioners who 
can provide the service even beyond the reach and operating hours of government 
facilities. 

 
 

3. Adolescent sexual and reproductive health. The Philippines ranks third highest in 
Southeast Asia in terms of adolescent fertility rate with 57 births per 1,000 girls aged 
15-19 years. The 2014 Civil Registration and Vital Statistics reported that 12 percent 
(210,000) of all deliveries recorded in the country belong to girls aged 10-19 years old. 
This contributes to poor health outcomes for both the adolescent mother and her 
child. Legislative measures were introduced in 2016 to help address this problem, 
including House Bill 4231 ά!ƴ !Ŏǘ ƛƴŎƻǊǇƻǊŀǘƛƴƎ ƭŜǎǎƻƴǎ ƻƴ ǘŜŜƴŀƎŜ ǇǊŜƎƴŀƴŎȅ 
prevention and population education in the curriculum of basic education in the 
tƘƛƭƛǇǇƛƴŜǎΣέ and Senate Resolution No. 169 ά! resolution directing the Committee on 
Education, Arts and Culture to conduct an inquiry, in aid of legislation, on the status 
of the implemenǘŀǘƛƻƴ ƻŦ wŜǇǊƻŘǳŎǘƛǾŜ IŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴ ƛƴ ǎŎƘƻƻƭǎΦέ άSangguniang 
Kabataan ό{Yύ wŜŦƻǊƳ !Ŏǘ ƻŦ нлмрέ ŀƴŘ ƛǘǎ Lww ŀƭǎƻ ǇǊƻǾƛŘŜŘ ŦƻǊ ǘƘŜ ŎǊŜŀǘƛƻƴ ƻŦ ŀ 
Committee for ASRH and the allocation of funds for programs, projects and activities 
including those on ASRH. In addition, ASRH services were integrated in the MISP for 
SRH in Emergencies. DSWD also introduced Youth Development Sessions to orient 
adolescents on ASRH. On financial protection, PhilHealth issued Circular 2016-0019 
providing PhilHealth benefits (including RPRH-related packages) to marginalized 
youth populations. Most ASRH initiatives focused on trainings for service providers 
and peers, and on IEC campaigns. 

 

Attaining desired ASRH outcomes, however, is prevented by the limited number of 
facilities offering standard ASRH services, the low awareness of youth on available 
!{wI ǇǊƻǾƛŘŜǊǎΣ ŀƴŘ ǘƘŜ ƭŜƎŀƭ ŎƻƴǎǘǊŀƛƴǘǎ ǘƻ ŀŘƻƭŜǎŎŜƴǘǎΩ ŀŎŎŜǎǎ ǘƻ {wI ǎŜǊǾƛŎŜǎΦ 
Meanwhile, provision of standard SRH information in schools has not yet been in place 
since teachers are not yet trained on the updated modules on Comprehensive 
Sexuality Education (CSE). It is recommended that PhiliHealth review its policy 
confining reimbursements of adolescent deliveries to hospitals. To cover more 
adolescents, MCP-accredited facilities should also be allowed to have maternal 
services to adolescents reimbursed by PhilHealth. The standards or minimum 
ǊŜǉǳƛǊŜƳŜƴǘǎ ŦƻǊ ΨŀŘƻƭŜǎŎŜƴǘ-ŦǊƛŜƴŘƭȅΩ ŦŀŎƛƭƛǘƛŜǎ ǎƘƻǳƭŘ ŀƭǎƻ ōŜ ǎŜǘ ǘƻ ƎǳƛŘŜ ǇǊƻǾƛŘŜǊǎ 
accordingly, followed by a review of the effectiveness of various trainings on ASRH, 
for instance, Adolescent Job Aid (AJA), Adolescent Health and Practical Training 
(ADEPT) on the quality of ASRH service provision. Training of teachers on the updated 
CSE training modules should also be fast tracked and CSE must be linked with useful 
information such as the directory of ASRH providers in area, the services they provide, 
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their clinic hours and other relevant details. A study on the knowledge, attitude, 
behavior and interest of adolescents may also have to be conducted to guide the 
design of a strategic ASRH program that will provide alternative mechanisms for 
identifying and reaching adolescents via their preferred mode and channels, not 
necessarily through conventional service delivery points such as health centers. 
Moreover, there is a need for legislation that will empower minors and permit them 
to get tested and treated for HIV/AIDS without having to obtain parental consent. 

 

4. HIV/AIDS. A total of 9,264 newly diagnosed HIV cases were reported from January to 

December 2016. There is an increasing prevalence of HIV among key affected 

populations (i.e. males/transgendered males who have sex with males (M/TSMs), 

female sex workers (FSW) and people who inject drugs (PWID), especially among the 

younger age groups. One of the policies issued in 2016 is Department Circular 2016- 

лмтм ά9ƴƘŀƴŎƛƴƎ [ƛƴƪŀƎŜ ǘƻ /ŀǊŜ ƻŦ tŜƻǇƭŜ [ƛǾƛƴƎ ǿƛǘƘ IL±Σέ ǿƘƛŎƘ ŀƛƳǎ ǘƻ 

immediately link clients with reactive HIV screening test for early treatment and 

management. Another is Administrative Order 2016-ллор άDǳƛŘŜƭƛƴŜǎ ƻƴ ǘƘŜ 

Provision of Quality Antenatal Care in All Birthing Centers and Health Facilities 

tǊƻǾƛŘƛƴƎ aŀǘŜǊƴƛǘȅ /ŀǊŜ {ŜǊǾƛŎŜǎέΣ ǿƘƛŎƘ ƛƴŎƭǳŘŜǎ ŀƴ ƻǇǘ-out system, or health 

worker-initiated HIV counseling and testing for pregnant women. Strategies used to 

curb the rise in HIV cases include the pilot implementation of community-based 

screening, rollout of the Rapid HIV Diagnostic Algorithm (rHIVda) to earlier link clients 

to treatment, and establishment of additional treatment hubs for anti-retroviral 

therapy (ART). 

 

Further work needs to be done to intensify awareness campaigns among the general 
population. Specifically, there is a need to expand youth access to STI/HIV 
information, age-appropriate reproductive health education, condoms and services. 
Legal barriers hampering access of minors to testing services and condoms in public 
health facilities, owing to the need for parental consent, need to be addressed. 

 

5. Elimination of violence against women and children (VAWC). The Global Gender Gap 
Report 2016 ranked the Philippines 7th of 144 countries, narrowing the gap between 
men and women in terms of health, education, economic and political indicators. This 
high rank, however, masks the high number of cases of violence against women and 
ŎƘƛƭŘǊŜƴΦ Lƴ нлмсΣ w! млунм ƻǊ ǘƘŜ /ƘƛƭŘǊŜƴΩǎ wŜƭƛŜŦ ŀƴŘ tǊƻǘŜŎǘƛƻƴ !Ŏǘ ǿŀǎ ŜƴŀŎǘŜŘ ǘƻ 
protect children and pregnant women as well as lactating mothers from abuse before, 
during and after disasters and emergency situations. The Commission on Human 
Rights, as Gender and Development Ombud, also developed the Gender Ombud 
Guidelines that define the scope of cases covered, the investigation protocols, and the 
system for referral and monitoring. 
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It is recommended that the following legislative agenda be pursued for the 17th Congress: 
(a) Amendment of the Anti-Rape Law, (b) Expansion of the Anti-Sexual Harassment Law, 
(c) Amendment of the Family Code Regarding Grounds for Legal Separation, (d) 
Amendment of the Revised Penal Code by enacting the Anti- Prostitution Law, and (e) 
Divorce Law. 

 

The national government budget for RPRH implementation increased by 66 percent from 
PhP 20.5 billion in 2015 to PhP 34.02 billion in 2016, excluding reimbursements from 
PhilHealth. While this already appears to be a significant amount, it may need to be 
further increased in the succeeding years to fully cover the cost of scaled up RPRH 
implementation. Based on the National FP Costed Implementation Plan (CIP) 2017-2020, 
the estimated cost of full FP implementation for 2017 alone would already be PhP8.09 
billion. Given the PhP0.23 billion proposed FP budget of the DOH for the year, PhP7.87 
billion would still be needed to scale up FP. 

 

The following challenges appear to cut across the different KRAs: (a) limited government 
capacity to manage programs at scale as shown by its inability to fully absorb budgets and 
accelerate service provision at required level; (b) weak research and development that 
leads to poor design of and implementation of programs, as shown by gaps in the 
understanding of specific drivers of diseases like HIV; (c) uneven LGU support that leads 
to variation in local performance on ASRH, MNCHN, FP and other RH services; (d) weak 
monitoring and evaluation system which impedes the regular collection and use of a 
standard set of reliable data needed to accurately monitor and evaluate performance 
across different KRAs, and (d) legal barriers such as the SC TRO that threatens the future 
supply of contraceptives, and prevents effective delivery of FP programs. 

 
 

On the whole, efforts to improve the KRAs have led to mixed results. The utilization of 
MNCHN and FP services such as antenatal care, facility-based delivery, skilled birth 
attendance, postpartum care and FP showed improvements. However, these along with 
the development of policies, infusion of budget and implementation of various 
interventions by the different sectors have not yet translated to impacts significant 
enough to attain our targets on health outcomes, as specified in the SDG, NOH and PDP. 

 

A possible explanation is that health strategies, programs and projects have relatively long 
gestation period, hence, it takes time before these are implemented at scale and their 
effects on RPRH outcomes are realized. It is also likely that poor health outcomes are 
indicative of bigger underlying problems like poverty and the fragmentation of service 
delivery and financing owing to devolution. In this case, a more comprehensive 
multisectoral approach may be necessary to see significant improvements in RPRH 
outcomes. Meanwhile, the high rates of maternal and neonatal mortality, adolescent 
pregnancy, increasing HIV prevalence and growing number of VAWC cases, among others, 
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underscore the need to revisit the direction and strategies being used in the last three 
KRAs. 

 

Recently, the President issued Executive Order (EO) No. 12 mandating the attainment of 
ŎƻǳǇƭŜǎΩ ŘŜǎƛǊŜŘ ŦŀƳƛƭȅ ǎƛȊŜ ǘƘǊƻǳƎƘ ǘƘŜ ǎǘǊŜƴƎǘƘŜƴƛƴƎ ƻŦ ǘƘŜ Ct ǇǊƻƎǊŀƳ ŀƴŘ ǘƘŜ 
empowerment of families against poverty. The DOH and POPCOM may use this as 
opportunity to exact stronger multisectoral commitments to aggressively scale up 
MNCHN, FP, ASRH, HIV and VAWC service delivery, with corresponding multi-year 
budgets to ensure uninterrupted service delivery in the short to medium term. 

 

While collaboration mechanisms among various government agencies, private sector, 
CSOs and development partners have been forged, agency or institutional 
accountabilities have to be regularly monitored by an oversight agency to enforce and 
speed up compliance to their respective mandates in the RPRH Law. 
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Acronyms  
 

 2PNC Two  Post-Natal Consultations  
 4ANC Four Antenatal Care Visits  

4Rs Recognition, Recording, Reporting, Referral 

4Ps Pantawid Pamilyang Pilipino Program 
AECID Agencia Espanola de Cooperacion International Para el Desarrollo 
AHD Adolescent Health and Development 

AIARHC Albay Inter-Agency Reproductive Health Committee 
AIDS Acquired Immunodeficiency Syndrome 

AJA Adolescent Job Aid 
ALL Acute Lymphocytic Leukemia 

ANC Antenatal Care Visits 
AO Administrative Order 
ARH Adolescent Reproductive Health 

ARMM Autonomous Region of Muslim Mindanao 

ART Antiretroviral Therapy 
ARV Anti-Retroviral 
ASC Ambulatory Surgical Clinic 
ASRH Adolescent Sexual and Reproductive Health 

AYRH Adolescent and Youth Reproductive Health 
BEmONC Basic Emergency Obstetric and Newborn Care 
BHS Barangay Health Station 
BHW Barangay Health Worker 

BIHC Bureau of International Health Cooperation 
BNS Barangay Nutrition Scholar 
BTL Bilateral Tubal Ligation 

BWC Brokenshire Woman Center 
C4C Communication for Communicators 
C4RH Filipino Catholic Voices for Reproductive Health 
CBT Competency-Based Training 

CCT Conditional Cash Transfer 
CD4 Cluster of Differentiations 
CEmONC Comprehensive Emergency Obstetric and Newborn Care 

CHO City Health Office 
CHR Commission on Human Rights 

CHSI Center for Health Solutions and Innovations 
CHT Community Health Team 

CICP Center for Innovation, Change and Productivity 
CONAP Continuing Appropriations 
CPR Contraceptive Prevalence Rate 
CPU Central Processing Unit 

CRVS Civil Registry and Vital Statistics 
CS Caesarean Section 
CSC Civil Service Commission 
CSE Comprehensive Sexual Education 

CSO Civil Society Organization 
CWC Council for the Welfare of Children 
DC Department Circular 
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 DepEd Department of Education  
DILG Department of Interior and Local Government 

JRMMC Jose Reyes Memorial Medical Center 
DM Department Memorandum 
DMPA Depot Medroxyprogesterone Acetate 
DOH Department of Health 

DOH EB Department of Health Epidemiology Bureau 
DOH-RO Department of Health ï Regional Office 
DOJ Department of Justice 
DOLE Department of Labor and Employment 

DPCB Disease Prevention and Control Bureau 
DPO Department Personnel Order 
DSWD Department of Social Welfare and Development 

DQC Data Quality Check 
EINC 
EO 

Essential Intrapartum and Newborn Care 
Executive Order 

EPI Expanded Program on Immunization 
EPP Estimation and Projection Package 

ERPAT Empowerment and Reaffirmation of Paternal Abilities 
EU European Union 
FBD Facility-based Delivery 

FCSAI Fundacion Espanol para la Cooperacion 
FHB Family Health Bureau 
FDA Food and Drug Administration 
FDS Family Development Sessions 

FFSW Freelance Female Sex Worker 
FSW Female Sex Worker 
FGD Focus Group Discussion 
FHRP Family Health and Responsible Parenting 

FHS Family Health Survey 
FHSIS Field Health Surveillance and Information System 
FIC Fully Immunized Child 

FNRI Food and Nutrition Research Institute 
FP Family Planning 
FPCBT Family Planning Competency Based Training 
FPS Family Planning Survey 

FY Fiscal Year 
GAA General Appropriations Act 
GAPR Global AIDS Response Progress Report (GARPR) 
GAD Gender and Development 

GBV Gender-based Violence 
GIDA Geographically Isolated and Disadvantaged Areas 

GPH Government of the Philippines 
GPOBA Global Partnership Output-Based Aid 

GRRB-IRH Gender-Responsive and Rights-Based Integrated Reproductive Health 
HARP HIV/AIDS  and ART Registry 
HCT HIV Counselling and Testing 
HBV Hepatitis B Virus 

HCV Hepatitis C Virus 
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 HFEP Health Facilities Enhancement Program  
Hi-5 High Five Strategy 

HIV Human Immunodeficiency Virus 
HIV/AIDS Human Immunodeficiency Virus /Acquired Immunodeficiency Syndrome 
HPV Human Papilloma Virus 
HSP Health Sector Plan 

HUP Health Use Plan 
IACAT Inter-Agency Committee on Anti-trafficking 
IACVAWC Inter-Agency Council on Violence Against Women and their Children 
IEC Information, Education, and Communication 

IHBSS Integrated HIV Behavioral and Serologic Surveillance 
IMR Infant Mortality Rate 
ILHZ Inter-Local Health Zones 

IPCC Interpersonal Counseling and Communication 
IPT Intimate Partner Transmission 

IRR Implementing Rules and Regulations 
IRR DC IRR Drafting Committee 

IUD Intrauterine Device 
IYCF Infant and Young Child feeding 
JICA Japan International Cooperation Agency 
JPMNCHN Joint Programme on Maternal, Neonatal, Child Health and Nutrition 

KAP Key Affected Population 
KP Kalusugan Pangkalahatan 
KRA Key Results Area 
KATROPA Kalalakihang Tumutugon sa Responsibilidad at Obligasyon Para sa Kalusugan 

ng Ina at Pamilya LAM Lactational Amenorrhea Method 

LAPM Long Acting Permanent Method 
LARC Long Acting Reversible Contraception 

LCAT-VAWC Local Committees on Anti-Trafficking and Violence Against Women and 
Children LCE Local Chief Executive 

LGBT Lesbian, Gay, Bisexual, Transgender 

LGBTQI Lesbian, Gay, Bisexual, Transgender, Queer or Questioning, and Intersex 
LGU Local Government Unit 
LPPEAHD Learning Package on Parent Education on Adolescent Health and 

Development M/TSM Males/Transgenders who have sex with males 

M&E Monitoring and Evaluation 
MAH Market Authorization Holder 
MAPEH Music, Arts, Physical Education and Health 

MARP Most At-Risk Population 
MBFHI Mother-Baby Friendly Hospital Initiative 

MCP Modern Contraceptive Prevalence 

mCPR Modern Contraceptive Prevalence Rate 
MCW Magna Carta for Women 

MDs Medical Doctors 
MDG Millennium Development Goal 
MEC Medical Eligibility Criteria 

MFP Modern Family Planning 
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 MHO Municipal Health Officer  
MMR Maternal Mortality Ratio 

MNCHN Maternal, Neonatal, Child Health and Nutrition 
MNFP Modern Natural Family Planning 
MOOE Maintenance and Other Operating Expenses 
MOU Memorandum of Understanding 

MOVE Men Opposed to Violence Against Women Everywhere 
MR Measles-Rubella 
MR GAD Men's Responsibilities in Gender and Development 
MRL Muslim Religious Leader 

MSM Men having Sex with Men 
MYCNSIA Maternal and Young Child Nutrition Security Initiative in Asia 
NAC National Advisory Committee 
NAPC National Anti-Poverty Commission 
NBI National Bureau of Investigation 

NCMH National Center for Mental Health 
NCR National Capital Region 

NDHS National Demographic and Health Survey 
NDP Nurse Deployment Program 
NEDA National Economic and Development Authority 
NGO Non-Government Organization 

NHIP National Health Insurance Program 
NHTS National Household Targeting System 
NHTS PR National Household Targeting System ïPoverty Reduction 
NIT National Implementation Team 

NMR Neonatal Mortality Rate 
NNC National Nutrition Council 
NNS National Nutrition Survey 

NOH National Objectives for Health 
NSD Normal Spontaneous Delivery 
NSV Non-Scalpel Vasectomy 
NTHC National TeleHealth Center 

NVAWDocS National VAW Documentation System 
OAE Otoacoustic emissions device 
OB/GYNE Obstetrician and Gynecology 
ODA Official Development Assistance 

OFW Overseas Filipino Worker 
OHAT Outpatient HIV/AIDS Treatment 
OIS Opportunistic Infections 
ONAR Office of the National Administrative Register 

OPCCB Organization, Position, Classification and Compensation Bureau 
OSG Office of the Solicitor General 

PAFLO Population Awareness and Family Life Orientation 
PCB PNC Primary Care Benefit package Post-Delivery Checkup 

PC
W 

Philippine Commission on 
Women 

PE Peer Educators 

PGH Philippine General Hospital 
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 PHA Public Health Assistant  
PHIC Philippine Health Insurance Corporation 

PHO Provincial Health Office 
PIA Philippine Information Agency 
PICT Provider ïInitiated HIV Counseling and Innovators 
PLHIV People Living with HIV 

PME Planning, Monitoring and Evaluation 
PMTCT Prevention of Mother to Child Transmission 
PNGOC Philippine NGO Council on Population, Health and Welfare, Inc. 
PNSCB Philippine National Statistics Coordination Board 

PNP Philippine National Police 
PNP-WCPC Philippine National Police-Women and Child Protection Unit 
PO Peopleôs Organization 
POC Point of Care 
POPCOM Commission on Population 

PPAs Programs, Projects and Activities 
PPMP Project Procurement Management Plan 

PPIUD Postpartum Intrauterine Device 
PSA Philippine Statistics Authority 
PSPI Population Services Pilipinas, Inc 
PREVENTS Primary Care Revitalized and Enhanced Through Skills and Services 

PTA Parent-Teacher Association 
PWID People Who Inject Drugs 
PYD Program for Young Adolescents 
PYP Program for Young Parents 

Q&A Question and Answer 
RA Republic Act 
RFSW Registered Female Sex Worker 

RIT Regional Implementation Team 
RITM Research Institute for Tropical Medicine 
RH Reproductive Health 
RHMPP Rural Health Midwives Placement Program 

RHO Reproductive Health Officer 
RHU Rural Health Unit 
RNHeals Registered Nurses for Health Enhancement and Local Service 
RP-FP Responsible Parenting and Family Planning 

RPO Regional Population Office 
RPRH Responsible Parenthood and Reproductive Health 
RTI Reproductive Tract Infection 
SACCL STD/AIDS Central Cooperative Laboratory 

SBA Skilled Birth Attendance 
SC Supreme Court 

SHC Social Hygiene Clinics 
SK Sangguniang Kabataan 

SQAO Status Quo Ante Order 
SRH Sexual and Reproductive Health 
SRHR Sexual and Reproductive Health Rights 

SSESS STI Sentinel Etiologic Surveillance System 
STI Sexually Transmitted Infection 
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SWRA Sexually Active Women of Reproductive Age 
TB Tuberculosis 

TD Tetanus-Diphtheria 
TFI Tarbilang Foundation Inc. 
THKs Teen Health Kiosks 
TOT Training of Trainers 

U4U Youth for Youth Activity 
UHC Universal Health Care 
UMFP Unmet Need for Modern Family Planning 
UNAIDS Joint United Nations Programme on HIV/AIDS 

UNESCO United Nations Education, Scientific and Cultural Organization 
UNICEF United Nations International Childrenôs Fund 
UNFPA United Nations Population Fund 

UP University of the Philippines 
VAW Violence Against Women 

VAWC Violence Against Women and Children 
VAWCRS Violence Against Women and Children Registry System 

VIA Visual Inspection with Acetic Acid 
WB World Bank 
WCPC Women and Child Protection Center 
WCPMIS Women and Child Protection Management Information System 

WCPU Women and Child Protection Units 
WFS Women Friendly Space 
WHO World Health Organization 

WINS Water, Sanitation, & Hygiene in Schools 
WMCHDDs Women and Menôs Health Division and Childrenôs Health Development Division 

WRA Women of Reproductive Age 
YAFSS Young Adult Fertility and Sexuality Survey 
YDS Youth Development Session 

ZFF Zuellig Family Foundation 
ZOTO Zone One Tondo Organization 
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Status and trends 
 

The DOH Field Health Survey Information System (FHSIS) reports showed that maternal 
mortality ratio (MMR) remained almost flat from 2006 to 2015. While it increased from 
74 to 114 per 100,000 live births in 2016, the spike is most likely due to incomplete reports 
on live births for the year2. The MMR reported in national health surveys showed 
persistently higher figures, dropping from 221 to 204 per 100,000 live births from 2014 to 
2015. A large drop in 2015 can be observed if the latest NNS MMR of 149 per 100,000 live 
births will be considered. However, this is not conclusive given the high margin of error in 
the estimation (see Fig. 1a). 

 

    Figure 1a. Philippine Maternal Mortality Ratio, 1993-2016 
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Source: Demographic Health Survey 1993 and 1998, Family Planning Survey 2006, Family Health 
Survey 2011, National Nutrition Survey 2015, DOH FHSIS 1994 to 2015 and DOH Safe Motherhood 
Program 2016 

 
 

2 Maternal Mortality Ratio (MMR) is computed as number of maternal deaths per 100,000 live births. 
Maternal death is defined as the death of a woman while pregnant or within 42 days of termination of 
pregnancy, irrespective of the duration and site of the pregnancy, from any causes related to or aggravated 
by the pregnancy or its management but not from accidental or incidental causes (WHO, 2016). 

KEY RESULT AREAS 

KRA 1: Maternal, Newborn, Child 
Health and Nutrition 



 

  

3rd Annual Report on the Implementation on the RPRH Act of 2012 18 
 

The lower MMR reported in FHSIS mainly captures data from health facilities as submitted 
by LGUs and DOH Regional Offices. It is not based on population and does not have the 
large sample size necessary for a more accurate estimation of MMR. Notwithstanding 
estimation issues, both national health surveys and the FHSIS revealed the same thing: 
the Philippines is still off-track in terms of reducing MMR to 70 per 100,000 live births as 
targeted by the DOH in the SDGs. This means that a considerable number of women still 
die every year from pregnancy-related complications that are highly preventable. 

 

Table 1.a shows that nearly half of the regions already met the target MMR of 70 per 
100,000 live births. Regions IV-B, V, VIII, XI and ARMM, however, reported high ratios that 
even exceed 100 maternal deaths per 100,000 live births. Program implementation and 
data accuracy may be checked especially in areas with outlier results. ARMM MMR, for 
instance, dramatically surged from 103 to 919 per 100,000 live births in 2016. 

 
Table 1a. 2015 and 2016 MMR, by region 

 
 

Region 
 

No. of Live Births (LB) 
No. of 

Maternal 
Deaths 

Maternal 
Mortality Ratio 
(per 100,000 LB) 

 2015 2016 2015 2016 2015 2016 

CAR 35,770 38,860 15 17 42 44 

NCR 243,058 231,036 123 106 51 46 

I 90,564 84,615 42 52 46 61 

II 61,357 59,172 40 22 65 37 

III 148,698 135,800 105 99 71 73 

IV-A 201,137 157,083 134 110 67 70 

IV-B 45,061 48,596 30 53 67 109 

V 115,137 103,876 141 148 122 142 

VI 121,001 98,964 100 76 83 77 

VII 77,246 109,442 45 84 58 77 

VIII 89,584 78,151 88 89 98 114 

IX 74,229 69,127 48 40 65 58 

X 61,826 61,509 46 42 74 68 

XI 94,620 88,775 116 102 123 115 

XII 88,580 76,978 59 32 67 42 

XIII 57,508 46,229 48 39 83 84 

ARMM 73,116 73,528 75 676 103 919 

PHL 1,678,492 1,561,741 1,255 1,787 75 114 

Source: DOH Safe Motherhood Program Report, 2015 and 2016 
 

The leading causes of maternal mortality remain to be hemorrhage and hypertension, 
which account for about 70 percent of maternal deaths. These are highly preventable and 
can be abated by the provision of quality obstetric care and access to Comprehensive 
Emergency Obstetric and Newborn Care (CEmONC)-capable facilities. 
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Philippine Statistics Authority (PSA) and the National Demographic and Health Survey 
(NDHS) data showed that infant mortality rate declined slowly from 25 to 23 per 1,000 
live births from 2008 to 2013 ς still falling short of the Millennium Development Goal 
(MDG) 2015 target of 19 per 1,000 live births. This can be attributed to the persistently 
high neonatal mortality that has remained relatively constant at 17 per 1,000 live births 
from 1993 to 2008 before declining to a rate of 13 per 100,000 live births in 2013. 

 
Figure 1b. Neonatal and Infant Mortality Rates, 1990-2013 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sources: 1990 TWG on Maternal and Child Mortality, PSA-NSCB and NDHS 
1993, 1998, 2003, 2008 and 2013 

 

Figure 1c. Prevalence of malnourished children 0-59 months 
 
 
 
 
 
 
 
 
 
 
 

 

 
Source: 2013 and 2015 NNS 

 
In terms of nutrition, the 
prevalence of underweight 
and stunted children 
slightly increased from 20 
to 22 and 30 to 33 percent, 
respectively, from 2013 to 
2015, as shown in Figure 
1c. Meanwhile, marginal 
decrease was reported in 
the prevalence of wasting 
and overweight among 
under-five children. 
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Interventions 
 

Service provision for maternal health is anchored on DOH AO 2008-ллнф άLƳǇƭŜƳŜƴǘƛƴƎ 
IŜŀƭǘƘ wŜŦƻǊƳǎ ŦƻǊ wŀǇƛŘ wŜŘǳŎǘƛƻƴ ƻŦ aŀǘŜǊƴŀƭ ŀƴŘ bŜƻƴŀǘŀƭ aƻǊǘŀƭƛǘȅΦέ ¢Ƙƛǎ ǇƻƭƛŎȅ 
provides the strategy for rapidly reducing maternal and neonatal deaths through the 
provision of packages for maternal, newborn, child health, and nutrition (MNCHN) 
services. The MNCHN core package of services consists of interventions at each life stage: 
pre-pregnancy, pregnancy, delivery, post-partum, newborn and child care. 

 
 

Antenatal care 

 
Antenatal care includes: (a) appropriately timed four prenatal visits throughout the 
course of pregnancy to detect and manage pregnancy-related complications, and identify 
those at increased risk of developing complications, (b) provision of macro and 
micronutrient supplementation (calcium, iron, folate, and iodine), (c) tetanus toxoid 
immunization, (d) counseling on healthy lifestyle, (e) breastfeeding promotion and 
counseling, (f) prevention and management of infection, and (g) oral health services, 
among others. To ensure access of pregnant women to standard ANC, the DOH issued AO 
2016-ллор άDǳƛŘŜƭƛƴŜǎ ƻƴ ǘƘŜ tǊƻǾƛǎƛƻƴ ƻŦ vǳŀƭƛǘȅ !ƴǘŜƴŀǘŀƭ /ŀǊŜ ƛƴ !ƭƭ .ƛǊǘƘƛƴƎ /ŜƴǘŜǊǎ 
and Health Facilities Providing Maternity Care {ŜǊǾƛŎŜǎΦέ 

 

Demand generation activities were conducted in 2016 to encourage women to deliver in 
a licensed health facility. With the support of civil society organizations (CSOs), LGUs 
ŎƻƴŘǳŎǘŜŘ άBuntis /ƻƴƎǊŜǎǎέ ǿƘŜǊŜ ǇǊŜƎƴŀƴǘ ǿƻƳŜƴ ŀƴŘκƻǊ ŎƻǳǇƭŜǎ ǿŜǊŜ ŜŘǳŎŀǘŜŘ ƻƴ 
responsible parenting, reproductive health, proper nutrition, what to expect during labor 
and delivery, breastfeeding and newborn screening. LGUs and CSOs also accelerated use 
of ANC through the provision of free routine laboratory procedures and ultrasound during 
advocacy campaigns like άBuntis /ƻƴƎǊŜǎǎέΣ άUsapang Buntisέ and community education, 
among others. These interventions also served as venue for disseminating information on 
PhilHealth enrolment and benefits. 

 
In the barangays, community-level providers (e.g. barangay/volunteer heath workers, 
traditional birth attendants, midwives and barangay council) provided both health 
navigation and basic service delivery functions. Navigation functions include tracking 
pregnant women, assisting them in developing birth plans, and facilitating their access to 
critical health services. It was only in 2016 that the DOH Safe Motherhood Program 
officially started collecting reports on the number of pregnant women, and those that 
developed birth plans. Based on these data, 81 percent of the 1,658,491 reported 
deliveries in 2016 were tracked, and 74 percent were reported to have birth plans. 
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DOH administrative data showed that the number of pregnant women provided with at 
least four pre-natal check-ups (ante-natal consultations or ANC) went up from 74 percent 
in 2015 to 79 percent in 2016 (see Fig. 1d), equivalent to approximately 1.3 million 
women. ANC rate is relatively lower compared to facility-based delivery (FBD) as it does 
not consider pregnant women who commenced ANC beyond the 1st trimester of 
pregnancy. Field reports revealed that women seek ANC only when quickening3 is felt, 
which is usually at 20 weeks age of gestation or at the second trimester of pregnancy. 

 
Figure 1d. Maternal care service utilization indicators, 2012-2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: DOH partial administrative data 2016 and FHSIS Reports 2012-2015 

 

 

Labor, Delivery and Post-partum Services 

 
Service delivery networks (SDNs) were formed to facilitate access of pregnant women to 
appropriate health facilities. They consist of community volunteers, public and private 
birthing centers capable of providing Basic Emergency Obstetric and Newborn Care 
(BEmONC), and a referral hospital that can provide CEmONC. Box 1a shows how Tacloban 
City used its SDN not only to improve FBD and FP in the area but to increase revenues for 
sustaining hospital and RHU operations as well. 

 
 
 
 

3 Quickening is the perception of fetal movement beginning at 16 to 20 weeks (Cunningham, G. et al., 
Williams Obstetrics, 22nd  edition, 2005.) 
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  Box 1a. Service delivery network amps up use of MNCHN services in Tacloban City 
 
 

Typhoon Yolanda devastated the city of Tacloban in 2013 resulting in death and property 
casualties. The provision of health services was disrupted due to the destruction of health facilities 
in the area. In an effort  to restore usual health operations, the DOH Regional Office 8 and PhilHealth 
Regional Office (PRO) 8 requested USAID to assist Tacloban City to re-establish the Service 
Delivery Network in Tacloban City Hospital (TCH) based on DM 2014-0313 entitled Establishing 
Service Delivery Network. 

 
Four steps were followed in restoring SDN in Tacloban. First, NHTS and CCT beneficiaries were 
identified as the priority population. The presence of community health teams (CHT) were 
confirmed in the communities, since they are crucial in updating risk  assessments and profiling  of 
individuals in their respective communities. It is estimated that approximately 500 CHTs were 
needed to cover 10,000 NHTS households in Tacloban. Second, a map of health care providers that 
would serve the health needs of the population was identified. These health providers were 
assigned to serve specific populations. Third, a priority population was designated to specific 
health facilities. CCTs were informed through DSWD FDS activity, while NHTS households were 
informed by house-to-house visits of CHTs. Finally, CHTs and PLs monitor beneficiaries in terms 
of health service utilization  through their  individual  Health Use Plans (HUP). 

 
An SDN Network Business Plan was created to guide Tacloban City Hospital (TCH) and District 
Health Centers in improving service delivery and ensuring sustainability through financing. A 
SWOT analysis was initially  done to evaluate the capacity of the said hospitals. This resulted in the 
development of an incentive scheme directed at providers to improve overall staff performance. 
To ensure non-stock out of commodities, outsourcing of supplies from the Philippine Society for 
Responsible Parenthood was done. In addition, costing exercises were provided to generate 
appropriate cost of TCH services, and determine the corresponding fee for each service. 

 
A PhilHealth sharing scheme was mandated through EO NO. 16-12-015, An order approving the 
PhilHealth reimbursements profit sharing scheme among personnel assigned at the public health 
facilities within the Tacloban City Service Delivery Network. Service charges and PhilHealth 
reimbursements were directed towards a Trust Fund managed by the City Administration Office. 
This shall be used by the city for drug and supplies procurement, and structural improvement for 
health centers. 

 
Using this scheme, more than 8,000 poor households were profiled using the prescribed HUP in a 
span of eight months; 60 per cent of WRAs identified  during the profiling  were categorized as new 
acceptors of modern family planning. In addition, 97 per cent pregnant women under the SDN 
availed themselves of the services of health facilities in giving birth. Furthermore, there was a 
noted significant increase in income of TCH in 2015, with  an estimated Php19M PhilHealth benefit 
payments received from January to August 2016. 

 
 
 
 

Currently, there are 3,102 BEmONC-capable health facilities nationwide - 1,759 of which 
are government-owned. BEmONC training is offered in 31 training centers, mostly DOH- 
run hospitals. Three of such hospitals offer the course in partnership with academic 
institutions such as Bicol University, Naga College Foundation Inc. and Misamis University.  
To date, there are 2 BEmONC training programs offered to health workers: 
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the 11-day training course for doctors and nurses, and the 7-day training for midwives. 
Ninety-five percent of birthing centers are now staffed by trained teams, with 52 percent 
evaluated to have competencies to perform BEmONC signal functions. 

 

The DOH also issued AO 2016-лллр άbŀǘƛƻƴŀƭ tƻƭƛŎȅ ƻƴ ǘƘŜ Minimum Initial Service 
Package (MISP) for Sexual and Reproductive Health in Health Emergencies and 5ƛǎŀǎǘŜǊǎέ 
to ensure provision of EmONC services including prenatal and post-partum care during 
disasters and emergencies. This policy also supports the strict establishment of a 24/7 
referral system and clean delivery kits for pregnant women. 

 

To augment existing LGU manpower complement for MNCHN services, the DOH deployed 
4,201 midwives in 2016 under the Rural Health Midwives Placement Program (RHMPP). 
This number is 30 percent higher than the 2015 level. 

 

Skilled birth attendance (SBA)4 went up from 82 percent in 2015 to 89 percent in 2016. 
FBD likewise increased from 80 to 87 percent in the same period (see Fig. 1d), which may 
be attributed to local health resolutions prohibiting deliveries at home as well as the 
provision of incentives to traditional birth attendants (TBA) and community health 
volunteers who bring to birthing clinics and hospitals pregnant women about to deliver. 
PhilHealth Maternity Care Package (MCP) and Newborn Care Package (NCP) likewise 
incentivized delivery in health facilities. 

 

The rate of post-natal or post-delivery check-up (PNC)5, which should be done at least 
twice - within 24 hours and within 7 days after delivery, increased from 80 percent in 2015 
to 86 percent in 2016 (see Fig. 1d). According to field reports, the low PNC rates may be 
due to disinclination of mothers, especially multigravida ones, to return to facilities owing 
to preoccupation with child care. PNC is important because most newborn and maternal 
deaths occur during or immediately after delivery. It is also a critical stage for promoting 
family planning and exclusive breastfeeding which is key to child health and survival. 

Conduct of Maternal Death Surveillance and Response (MDSR) Training 
 

In 2016, all Safe Motherhood Program regional coordinators and Development 
Management Officers (DMOs) were trained on Maternal Death Surveillance and Response 
(MDSR) to complement the technical assistance provided by the national program 
manager to requesting Provincial Review Teams (PRTs). MDSR includes maternal death 
identification, reporting, review, and response, which can provide the essential 
information to stimulate and guide actions to prevent future maternal deaths and 
improve the measurement of maternal mortality.6 The Program likewise provided MDSR 

 

4  Also termed as Skilled Health Professional (SHP). 
5 Also termed as Post-Partum Visit/Consultation.    
6 WHO, 2011. 
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coaching to PRTs upon request but it is only limited to 4 provinces per year due to limited 
number of staff. 

 

A sample of maternal death review reports in 2016 revealed that gaps in health systems 
such as the unavailability of emergency transport, inadequacy of blood and drug supply 
in referral hospitals as well as delayed referral by lower level facilities significantly negated 
maternal and neonatal health outcomes. These gaps continue to be widespread despite 
the high rate of FBD and high PhilHealth accreditation rate for facilities. 

 
On the whole, only Regions I and III attained the 90 percent DOH target for all maternal 
health service utilization indicators (see Table 1b). Program reports attributed this to 
strong local government support and proactive regional health staff assisting LGUs in 
program implementation. FBD rate for ARMM increased from 37 percent in 2015 to 52 in 
2016 but it remains to be the region with the lowest FBD rate. 

 
Table 1b. Service Utilization Indicators per Region, 2016 

 
Regions Total 

Deliveries 
At least 4 

Antenatal Care 
Visits (%) 

Facility-based 
delivery (%) 

Skilled Birth 
Attendance 

(%) 

2 Postnatal 
Checkup (%) 

CAR 39,183 70 93 95 65 

NCR 260,901 73 93 92 84 

I 84,557 98 99 99 98 

II 59,610 83 92 94 98 

III 133,755 94 90 93 98 

IV-A 214,878 70 88 91 85 

IV-B 48,223 73 70 70 89 

V 96,714 77 90 90 92 

VI 101,328 66 90 91 72 

VII 112,858 97 92 92 89 

VIII 78,417 74 89 88 86 

IX 69,489 80 86 86 93 

X 61,826 84 84 89 92 

XI 90,243 50 90 90 89 

XII 85,713 85 84 86 40 

XIII 46,105 62 71 71 70 

ARMM 74,061 87 52 67 89 

PHL 1,658,491 79 87 89 86 

Source: DOH Safe Motherhood Program Data partial report, 2016 
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Neonatal Health Services 
 

Essential Intrapartum and Newborn Care (EINC) and the Unang Yakap 

Campaign (First Embrace) 

 

Neonatal care interventions are part of the MNCHN core package of services as provided 
for in DOH AO 2008-0029 άLƳǇƭŜƳŜƴǘƛƴƎ Health Reforms for Rapid Reduction of Maternal 
ŀƴŘ bŜƻƴŀǘŀƭ aƻǊǘŀƭƛǘȅΦέ {ŜǊǾƛŎŜǎ ŦƻǊ ƴŜǿōƻǊƴ ŎŀǊŜ ŀǊŜ ǇǊƛƳŀǊƛƭȅ ŀƴŎƘƻǊŜŘ ƻƴ ǘƘŜ 5hI 
Unang Yakap (First Embrace) campaign or the Essential Intrapartum and Newborn Care 
(EINC). EINC includes evidenced-based practices for safe and quality care of birthing 
mothers and their newborns, which are the simplest, most cost-effective preventive 
measure to significantly reduce newborn deaths.7 The DOH AO 2009-0025 mandated the 
implementation of the EINC protocol in both public and private hospitals. In lieu of a 
separate training for frontline health workers on EINC, its curriculum was already 
incorporated in the BEmONC training. To date, 95 percent of birthing centers nationwide 
already have trained personnel on the EINC protocol. 

 
CSOs, particularly Kalusugan ng Mag-ina, conducted training on Essential Intrapartum 
and Newborn Care (including Basic Newborn Resuscitation) for personnel of health 
facilities in geographically isolated and disadvantaged areas (GIDAs) and private health 
facilities. From 2010 to 2016, it has trained 13,329 health personnel (midwives, nurses, 
and physicians) nationwide on EINC and Basic Newborn Resuscitation skills. It has also 
conducted training of trainers, quality assurance training and mentoring workshops for 
4,386 personnel. 

 
 

Exclusive Breastfeeding 

 
Evidence indicates that skin-to-skin contact between mother and infant shortly after birth 
helps initiate early breastfeeding and increases the likelihood of exclusive breastfeeding 
for up to four months of life as well as the overall duration of breastfeeding.8 

 
The low percentage of postpartum women who initiated breastfeeding within 90 minutes 
of delivery dropped even further from 67 percent in 2014 to 63 percent in 2015 (see Fig. 
1e). Meanwhile, exclusive breastfeeding of infants less than 6 months dipped significantly 
from 85 percent in 2013 to 55 percent in 2014, possibly owing to several challenges in the 
implementation of the Milk Code (EO 51) and weak advocacy on breastfeeding. Slight 
increase was noted in 2015 as the rate climbed up to 60 percent. 

 
 
 

7 WHO, 2017. 
8 WHO, 2017. 



 

  

3rd Annual Report on the Implementation on the RPRH Act of 2012 26 
 

Figure 1e. Breastfeeding Indicators, 2012-2015 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: DOH FHSIS 2012-2015 
 
 

A joint report of DOH and WHO9 in 2013 concluded that weak enforcement of policies has 
opened the door for milk companies to promote and market their products despite 
stringent regulations. Further, milk companies have built consensus on their position and 
offered partnerships and funding, often crossing the line in the legality of their actions. 
Correspondingly, the Joint Programme on Maternal and Neonatal Health (JPMNH) 10 

report in 2015, revealed that during the monitoring of EINC, Infant and Young Child 
Feeding (IYCF), and Mother Baby-Friendly Hospital Initiative (MBFHI), findings supported 
that several hospitals in Region 12 and Quezon City11 that were MBFHI-accredited are not 
complying with the Milk Code and IYCF policies. For this reason, JPMNH through the WHO 
conducted capacity building on lactation management to 105 health service providers in 
various facilities in their program implementation sites. 

 

The Expanded Breastfeeding Promotion Act of 2009 (RA 10028) encouraged the 
establishment of human milk banks for storage of breast milk donated by mothers. In 
2013, the DOH issued the Manual of Operations on the Philippine Human Milk  Banking. 

 

 

9 Breastfeeding in the Philippines: A Critical Review. WHO and DOH, 2013. 
10 The Joint Programme on Maternal and Neonatal Health (JPMNH or JP) of the Department of Health 
ό5hIύΣ ǘƘŜ ¦ƴƛǘŜŘ bŀǘƛƻƴǎ όƛΦŜΦΣ ¦ƴƛǘŜŘ bŀǘƛƻƴǎ /ƘƛƭŘǊŜƴΩǎ CǳƴŘ ό¦bL/9CύΣ ¦ƴƛǘŜŘ bŀǘƛƻƴǎ tƻǇǳƭŀǘƛƻƴ CǳƴŘ 
(UNFPA), World Health Organization (WHO)) and the Australian government seeks to assist the Philippine 
Government in rapidly reducing maternal and neonatal deaths. The JPMNH was implemented from 2009- 
2016. 
11 Program implementation sites of the two-year Phase 2 Joint Programme on Maternal and Neonatal 
Health (JPMNH) in 2015 were: seven (7) municipalities (Aleosan, Arakan, President Roxas, Midsayap, 
Lebak, Kalamansig, and Malungon) and three (3) provinces (North Cotabato, Sultan Kudarat, and 
Sarangani) in Region 12 and District 2 of Quezon City in the National Capital Region. 
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To date, there are 12 public and private hospitals nationwide that have a functional 
ƘǳƳŀƴ Ƴƛƭƪ ōŀƴƪ ŦŀŎƛƭƛǘȅΣ ǘƻ ǿƛǘΥ 5Ǌ WƻǎŜ CŀōŜƭƭŀ aŜƳƻǊƛŀƭ IƻǎǇƛǘŀƭΣ tƘƛƭƛǇǇƛƴŜ /ƘƛƭŘǊŜƴΩǎ 
Medical Center, Philippine General Hospital, Ospital ng Makati, St. Lukes Medical Center, 
Quezon City General Hospital, The Medical City, Taguig District Hospital, Vicente Sotto 
Memorial Medical Center, Bicol Medical Center, and Zamboanga City Medical Center. In 
2016, the Eastern Visayas Regional Medical Center launched the human milk bank in 
Tacloban City. 

 
 

Immunization at Birth 

 
The National Immunization Program (NIP) instructs the provision of first dose of Hepatitis 
B (Hep B) and BCG to newborns within 24 hours after birth. Most recent DOH data, 
however, showed low coverage of both antigens. Coverage for BCG is higher compared 
to Hep B but it has started to decline beginning 2013 (see Fig. 1f). 

 
Figure 1f. Immunizations Given at Birth, 2012-2016 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Sources: FHSIS 2012-2015 and EPI Program Report 2016 

 

The DOH has employed various strategies to improve the birth dose of Hep B vaccination 
coverage, such as the enactment of Mandatory Child Immunization Law; inclusion of FIC 
as one of the indicators for Conditional Cash Transfer (CCT) program of the DSWD; scaling 
up of EINC in hospitals and lying-in facilities; inclusion in the PhilHealth Newborn Package; 
among others. As a result, Hep B coverage rate increased steadily since 2012 but started 
to plateau in 2015. The Hep B coverage at birth is relatively low compared to that of BCG. 
This was due to poor recording and reporting of Hep B vaccination especially in health 
facilities not trained on EINC. Further, practically 20 percent of all home births assisted by 
SBA do not follow Hep B administration policy. 
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Child protected at birth (CPAB) covers infants born to mothers who received two doses 
of tetanus toxoid one month before delivery. Current CPAB rate is at 85 percent. Maternal 
and neonatal tetanus are among the most common life-threatening consequences of 
unclean deliveries and umbilical cord care practices, and are indicators of inequity and 
access to immunization and other maternal, newborn, and child health services.12 WHO 
and UNICEF already reported elimination of neonatal tetanus in the Philippines in 2015 
except for ARMM. 

 
Infant health 

 

National Immunization Program 

 
The National Immunization Program is committed to free immunization services and 
ensures that Filipinos, especially the poor, have access to recommended essential 
vaccines. The administrative coverage of fully-immunized children (FIC) has steadily 
decreased from 77 percent in 2013 to 64 percent (1.76 million infants) in 2016. 
Meanwhile, administrative coverage of most antigens improved in 2016, with Pentavalent 
vaccine reporting the highest coverage at 81 percent. 

 

It can be recounted that in the 2015 RPRH Annual Report, the WHO and UNICEF officially 
documented that the Philippines has already eliminated maternal and neonatal tetanus 
in 16 out of the 17 regions, ARMM being the exception. In 2016, efforts to totally 
eliminate neonatal tetanus in ARMM and Region IX were conducted through supplemental 
tetanus vaccine immunization targeting 80 percent of women of reproductive age. DOH 
reported a coverage of 86 percent in the first round ς higher than the minimum 80 
percent required by WHO. 

 

Other operational challenges to the immunization program include the: (a) limited time 
devoted by midwives to finding and immunizing the target population group owing to 
preference for deliveries as well as competing demands from other public health 
programs, and the (b) high DOH estimate of target clients. Stock out of Pentavalent 
vaccine due to global procurement issues has likewise limited immunization coverage 
from 2015 until the 1st  semester of 2016. 

 

Integrated Management of Childhood Illness (IMCI) 

 
Integrated Management of Childhood Illness (IMCI) includes elements of prevention and 
treatment of the most common conditions affecting young children such as pneumonia, 

 

 
12 WHO, 2017. 
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diarrhea and ear infection. In line with this, the DOH procured Zinc and Oral Rehydration 
Salt (see Table 1c) to protect children from complications of diarrhea. 

 
Table 1c. Commodities Procured for the Sick Child, DOH 2016 

 
Commodity for the 

Sick Child 
No. of target 
beneficiaries 

No. of units procured 
and distributed 

Zinc drops for 6-12 
months 

98,005 98,005 bottles 

Zinc  for 13-59 months 49,021 49,575 bottles 

Oral rehydration salt 210,014 1,062,330 sachets 
 

 

 
 

Source: DOH Family Health Office 

Nutrition 

 

National government efforts in 2016 were geared toward ensuring adequate nutrition for 
the First 1,000 days of life. Studies show that this is a critical period for growth and 
development. In support of this, several bills were filed in Congress seeking to improve 
nutrition in the First 1,000 Days. One of these bills approaches the problem holistically 
through provision of health, nutrition, education and social welfare services among 
children 0-8 years old. It targets maternal malnutrition during pregnancy as a cause of 
stunting, and strengthens promotion of breastfeeding, complementary feeding as well as 
food fortification. In line with this, the DOH issued DM 2016-лмсо ά{ŎŀƭŜ-up Plan for the 
LƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ tƘƛƭƛǇǇƛƴŜ LƴǘŜƎǊŀǘŜŘ aŀƴŀƎŜƳŜƴǘ ƻŦ !ŎǳǘŜ aŀƭƴǳǘǊƛǘƛƻƴέ ǘƻ 
further strengthen its efforts on micronutrient supplementation, complementary feeding 
for infants and exclusive breastfeeding. 

 

Part of the DOH ANC program is the provision of macro- and micronutrient 
supplementation for pregnant women and adolescent girls, which intends to help prevent 
deficiencies in calcium, iron, iodine, and folate in vulnerable populations. With 
Department Memorandum (DM) 2016-лмсм ά/ŀƭŎƛǳƳ {ǳǇǇƭŜƳŜƴǘŀǘƛƻƴ ŦƻǊ tǊŜƎƴŀƴǘ 
²ƻƳŜƴΣέ ǘƘŜ 5hI Ƙŀǎ ǎǘŀǊǘŜŘ ǘƻ ǇǊƻŎǳǊŜ ǘƘŜ ŎƻƳƳƻŘƛǘȅ ƛƴ нлмсΦ Lǘ ŀƭǎƻ ǇǊƻŎǳǊŜŘ ƻǘƘŜǊ 
nutrient supplements to assist LGUs in providing micronutrients for vulnerable 
populations. Table 1d shows the estimated number of recipients of such supplements as 
well as the volume procured and distributed by the DOH.
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Table 1d. DOH-procured macro- and micronutrient supplements for 
women aged 10-49 years, 2016 

 

Nutrient Supplements13
 Estimated no. of 

target beneficiaries 
Number of units procured 

and distributed 

Ferrous Sulfate + Folic Acid 
tablet 

1,194,233 236,458,134 

Iodine capsule 1,194, 233 2,627,313 

Calcium carbonate 1,283,098 10,889,661 

Source: DOH Family Health Office 

In addition, the DOH procured micronutrient supplements for infants and children in 2016 
(see Table 1e). In 2013, the National Nutrition Survey (NNS) reported that the prevalence 
of anemia in children 6 months to 1 year of age was 39.4 percent ς still the highest in 
populations grouped by age. Still, this is a marked improvement over the 2003 (66.2 
percent) and 2008 (55.7 percent) rates. 

 

          Table 1e. DOH-procured micronutrient supplements for infants and children, 2016 
 

Micronutrient supplement Total number of 
target beneficiaries 

Number of units procured 
and distributed 

Vitamin A capsule 100,000 IU for 6-11 months 1,400,099 1,540,109 capsules 

Vitamin A capsule 200,000 IU for 12-59 months 11,200,793 30,836, 405 capsules 

Iron Drops 15 mg elemental iron/0.6 ml for low 
birth weight infants 

548,838 1,207,446 bottles 

Micronutrient Powder for anemic 6-23 months 
old 

513, 145 67,735,140 sachets 

{ƻǳǊŎŜΥ 5hI /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘ 5ŜǾŜƭƻǇƳŜƴǘ Division 
 

 
 

NNC is also drafting the Philippine Plan of Action for Nutrition (PPAN) 2017-2022, which 
is set to be released in нлмтΦ tt!b ŜƳōƻŘƛŜǎ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ƳŜŘƛǳƳ ǘŜǊƳ ǎǘǊŀǘŜƎƛŜǎ ŦƻǊ 
attaining national targets on nutrition. 

 

Challenges and Recommendations 
High MMR 

 

¶ Maternal deaths are still due to highly preventable causes. These preventable 
causes are hypertension and hemorrhage, which can be allayed through timely 
and adequate obstetric care and postnatal services. 

 

Recommendations. While a MNCHN Manual of Operations is available and 
includes packages from pre-pregnancy to post-natal care, there is a need to 

 

13 Calcium is a macronutrient while iron, folate, and iodine are micronutrients. 
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develop a comprehensive implementing guideline on the provision of antenatal 
care. The national operation of the policy on the Provision of Quality Antenatal 
Care in all Birthing Centers which was signed in September 2016 needs to be 
configured to local situations to appropriately guide Municipal and City Health 
Officers as well as other health staff providing maternity and newborn care. 
Furthermore, the 2008 MNCHN policy (Implementing Health Reforms to Rapidly 
Reduce Maternal and Neonatal Mortality) needs to be aligned to current 
approaches and the SDGs. 

 

¶ Challenges in the Family Planning program implementation. Studies have shown 
that maternal deaths usually occur if pregnancies are unplanned; therefore, family 
planning services should be in convergence with the maternal care program. 

 
Recommendations. Contraceptives should be accessible to women and men of 
reproductive age; but most especially to sexually active adolescents (aged 10-19 
years) and multigravid women. Family planning advocacies and services must be 
integrated during antenatal and post-natal care and in various entry points in 
health facilities. 

 

¶ Health system delays persist. While service utilization indicators are marginally 
increasing compared to previous years, this does not translate to significant 
improvements of maternal and neonatal health outcomes. This might be probably 
due to health system delays like unavailability of emergency transport, lack of 
blood and drugs in referral hospitals and untimely decision-making for referral are 
common difficulties in implementation. 

 

Recommendations. There is a need to assess the EmONC implementation in the 
country, specifically the conduct of training courses in various institutions and the 
post training mentoring, evaluation and monitoring. Secondly, use of donated 
ambulance and transportation services from the DOH and the Philippine Charity 
Sweepstakes Office should be monitored. Moreover, PhilHealth policies on claims 
reimbursements should be reviewed. The agency should also monitor and enforce 
the use of facility share in reimbursements to sustain its operations. 

Increasing prevalence of under nutrition 
 

¶ Underweight and stunting rates are increasing. While nutrition interventions are 
incorporated in various MNCHN strategies, nutrition program is sadly overlooked 
in contrast to maternal care and family planning programs. Interventions from the 
DOH are predominantly procurement of nutrition commodities for augmentation 
of LGU supplies for vulnerable populations. 
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Recommendations. Studies have shown that effective nutrition interventions 
should focus on pregnant and lactating women and children 0-2 years old. 
Therefore, all nutrition-related interventions integrated in the maternal, neonatal, 
infant, and child health must be highlighted through a strong IEC or behaviour 
change communication (BCC) campaign during antenatal and post-natal 
consultations. Promotion of appropriate infant and young child feeding practices 
especially exclusive breastfeeding must be strengthened through strategies 
proven to be effective like peer-to-peer counselling and coaching. The Health 
Promotion and Communication Services must intensify its campaign on proper 
nutrition specifically through television commercials, radio and social media to 
reach a wider segment of the vulnerable population. 

 
 

 

KRA 2: Family Planning  
 

Status and trends 
 

Modern contraceptive prevalence rate 
(mCPR) showed minimal increase over 
the past four years since the 
implementation of the RPRH law (see Fig. 
2a). While mCPR rose from 43.79 
percent14 in 2015 to 45.05 percent15 in 
2016, it still fell short of the 65 percent- 
target in the NOH 2011-2016. 

 

Fig. 2b shows that only Regions XII and 
CARAGA were able to meet the target on 
mCPR. Regions I, II and XI came close with 
a mCPR of more than 60 percent. 

 
 
 
 
 
 
 

14 Based on DOH administrative data 
15 Based only on DOH administrative data as of the third quarter of 2016; Computed by dividing the total 
number of current FP users (5.7 million) by the total number of eligible population (12.8 million), 
multiplied by 100

Figure 2a. Modern CPR, Philippines, 2013-2016 

 
 
 
 
 
 
 
 
 
 
 

 
Sources: Field Health Service Information System Annual 
Reports 2013 and 2014; DOH administrative data 
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Based on DOH administrative data, the number of new modern family planning (FP) 
acceptors tripled from over half a million in 2014 to more than 1.5 million in 2016. While 
this represents significant progress, this number covers only 26 percent of the estimated 
six million women with unmet need for modern FP method in 2016. Fig. 2c shows the 
huge gap between unmet need and new modern FP acceptors at the subnational level for 
the year. 

 

Nearly half (48 percent or more than 2.8 million) of women with unmet need are 
concentrated in five areas: Regions IV-A, NCR, III, VI and VII, with Region IV-A topping the 
list. Difficulties in addressing unmet need seems to be a common problem in all regions 
as none was able to cover even half of the estimated total number of women with unmet 
need for FP. Region IV-A reported the highest coverage at 70 percent (623,409 women) 
while Regions IVB, VII and XI had the least coverage at only less than 5 percent. The 
average coverage rate for the country is only 19 percent. 

Figure 2b. Modern CPR 2013-2016, by region 
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Source: DOH administrative data, 2016 
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Figure 2c. Estimated total unmet need vs. new modern FP acceptors by region, 2016 

 

Source: DOH administrative data, 2016 
 

Around 5.7 million women were reported to be using modern FP methods in 2016. Table 
2a illustrates that women often used short-acting modern FP methods. Pills, which were 
used by 2.3 million women in 2016, continued to be the most commonly used as shown 
by its increasing share in the method mix from 2014. DMPA ranked second with 981,466 
users, followed by female sterilization with 626,124 acceptors, and intrauterine device or 
IUD with 493,673 acceptors. Natural FP - Lactational Amenorrhea Method (NFP - LAM) 
appeared to have a considerable share at 9 percent but this figure is certainly bloated as 
it included those who merely initiated breastfeeding in health facilities, not strictly 
mothers who exclusively breastfed for six months post-partum. Meanwhile, male 
sterilization has been the least used and preferred method as shown by its 0.3 percent 
share in the method mix for the past three years. Progestin subdermal implant (PSI), 
which was provided for only two months owing to the TRO, even reported a bigger share 
than that of male sterilization with 108,535 acceptors in 2016. 
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Table 2a. FP method mix, 2014-2016 
 

 
Modern Method Share in 2014 

(%) 
Share in 
2015 (%) 

Share in 2016 
(%) 

Pills 36.9 38.7 41.8 

DMPA 16.3 15.6 18.1 

Female sterilization 12.4 13.8 11.6 

IUD 10.9 8.0 9.1 

NFP-Lactational Amenorrhea Method (LAM) 14.1 13.2 10.6 

Condom 4.5 4.7 4.0 

Male sterilization 0.3 0.3 0.3 

NFP -Fertility awareness-based (FAB) method 3.5 3.5 2.5 

Progestin subdermal implant (PSI) 1.1 2.2 2.0 

Total 100 100 100 

Source: DOH administrative data 
 

Interventions 
 

One of the major reasons identified to have hampered delivery of FP services is the lack 
of a simple and sustainable mechanism for identifying and linking women needing 
ƳƻŘŜǊƴ Ct ǎŜǊǾƛŎŜǎ ǘƻ ΨǉǳŀƭƛǘȅΩ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎΦ ¢Ƙƛǎ ōǊƛƴƎǎ ǘƻ ŦƻǊŜ ŀ ǿƘƻƭŜ ƎŀƳǳǘ ƻŦ 
issues concerning commodity availability and distribution, personnel FP training and 
competency assessment, demand generation and health care access. Various 
interventions were pursued by the DOH, POPCOM, the civil society and development 
partners in 2016 to address these issues. 

 

¢ƻ ƘŀǊƳƻƴƛȊŜ ŜŦŦƻǊǘǎ ƻƴ CtΣ tht/ha ƛǎǎǳŜŘ .ƻŀǊŘ wŜǎƻƭǳǘƛƻƴ bƻΦ н {Φ нлмс ά!ŘƻǇǘƛƴƎ 
the Collaborative Framework and Strategies for the Implementation of the National 
CŀƳƛƭȅ tƭŀƴƴƛƴƎ tǊƻƎǊŀƳ ŀǎ ŀ tǳōƭƛŎ IŜŀƭǘƘ ŀƴŘ tƻǇǳƭŀǘƛƻƴ aŀƴŀƎŜƳŜƴǘ LƴǘŜǊǾŜƴǘƛƻƴΦέ 
It harmonizes the outcomes of both the family health and the population management 
programs, and defines the roles and strategies to be adopted by DOH and POPCOM in the 
implementation of the National FP Program. 

 

¢ƘŜ 5hI ǎǳǇǇƻǊǘŜŘ ǘƘŜ ŘǊŀŦǘƛƴƎ ƻŦ ŀƴ 9h ŀǘǘŀƛƴƛƴƎ ŀƴŘ ǎǳǎǘŀƛƴƛƴƎ ΨȊŜǊƻ ǳƴƳŜǘ ƴŜŜŘ ŦƻǊ 
ƳƻŘŜǊƴ CtΩ ǘƘǊƻǳƎƘ ǘƘŜ ǎǘǊƛŎǘ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ wtwI !ŎǘΦ Lǘ ǎǇŜŎƛŦƛŜǎ ǘƘŜ strategies 
for meeting this goal: (a) mainstreaming of RPRH concerns in local development planning 
and investment programming, (b) strengthening of DOH role in overseeing RPRH 
implementation, such as in the assessment of gaps in policy implementation and in the 
identification of interventions needed to ensure equitable and expanded access to RPRH 
ǎŜǊǾƛŎŜǎΣ ŀƴŘ όŎύ ŜƴŦƻǊŎŜƳŜƴǘ ƻŦ ƻǘƘŜǊ ŀƎŜƴŎƛŜǎΩ ŎƻƳǇƭƛŀƴŎŜ ǘƻ ǘƘŜƛǊ wtwI ƳŀƴŘŀǘŜΦ ! 
DOH AO corresponding to the EO was also prepared in 2016. 

 

As part of its efforts to sustain FP provision, the DOH, together with development 
ǇŀǊǘƴŜǊǎΣ ŘŜǾŜƭƻǇŜŘ ǘƘŜ άbŀǘƛƻƴŀƭ Ct /ƻǎǘŜŘ LƳǇƭŜƳŜƴǘŀǘƛƻƴ tƭŀƴ нлмт-нлнлΣέ ǿƘƛŎƘ 
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estimated a total of PhP7.87 billion-financial gap between the DOH budget for 2017 and 
its total budgetary requirements for FP. Full implementation of this Plan is expected to 
avert over 886,000 hospitalizations for abortion complications and nearly 3.2 million 
unintended pregnancies ς equivalent to around PhP10.7 billion annual savings. 

 

Ensuring availability of FP commodities 

 
Table 2b shows the FP commodities procured by the DOH in 2016, which can only cover 
2.2 million women in one year. While this volume can meet the commodity needs of 96 
percent of the 2.3 million16 poor women who wanted to limit or space births in 2016, this 
is only sufficient for a third of the total estimated six million women who wanted FP for 
the year. The gap becomes even larger when the commodity needs of current FP users 
are taken into account. 

 
 

Table 2b. FP commodities procured in 2016 

 
Commodity Quantity Estimated no. of women 

that can be served in 1 
year 

Combined Oral Contraceptives (COC) 20,000,000 cycles 1,333,333 

Depo Medroxyprogesterone Acetate (DMPA) 1,500,000 vials & syringes 300,000 

Intra Uterine Device (IUD) 500,000 pieces 500,000 

Sympto thermal method (STM) 143,000 charts 11,917 

Cervical Mucus Method (CMM) 143,000 charts 11,917 

Basal Body Temperature (BBT) Method 143,000 charts 11,917 

Standard Days Method 12,500 cycle beads 12,500 

Total  2,181,583 

Source: DOH administrative data 
 

DOH regional offices including DOH-ARMM were provided buffer stocks equivalent to 10 
percent of the regional allocation, 5 percent of which may be accessed by CSOs and DOH- 
retained as well as LGU hospitals. Table 2c shows that the FP commodities were equitably 
allocated among regions in 2016 with those having the highest estimated unmet need for 
modern FP (Regions IV-A, NCR and III) getting the biggest shares. 

 
 
 
 
 
 

16 Based on the DOH estimate of unmet need for modern FP among women of reproductive age belonging 
to poor households, as identified by the DSWD in the National Household Targeting System 




