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ABOUT THIBSEPORT

The 34 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 trerRBRhoutcome

and health service utilization indicators, the policies and interventions developed and
implemented aswellasthe challengesndrecommendationgor the five keyresultareas (KRA) of

the RPRH Law. It was submitted to the National Implementafieam, which is mandated to
oversee implementation of the RPRH Law, and to the Secretary of Health, for approval prior to
submission t@Congress.

This report was prepared by the Department of Health and the Commission on Population with
technical assistace from USAID Health Policy DevelopmentProgram. 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 Barjimgnd

Romeo Catbagan, Jennilyn Ygafia, Ken Remollo, Erick Bernardo, Lydio Espafiol and Jose Roi Avena.
The document was prepared under the guidance of Maria Joyce Ducusin, Esperanza Cabral,
Junice Melgar, Yolanda Oliveros and RebBReraos.

The team expsses gratitude to the officials and staff of the following institutions and civil

society organizations that have contributed to the report: Department of Education, Department

2F WdzAGAOST [A1KIFY [/ SYGdSNI F2NJ 2 2Y8NFRAand SI f K
USAID Implementing Partners.
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MESSAGE

The Department of Health (DOH) is pleased to present the 20
Responsible Parenthood and Reproductive Health Law (R.A. 10z
Annual Report.

Asthe RPRH.awreachedits fourth yearof implementation, there
have been challenges both in the national and local levels, but the
were also gains that strengthened the engagement of a
stakeholders to realize the aspiratioakicidated in thdaw.

In compliance with the reporting requirements mandated3®ction
21 of R.A.10354 and Rule 15 of its Implementing Rules and
Regulations (IRR), the Report details the achievements and setba
in the implementation of the RPRHLaw by the DOH and its partner
agencies from the national, regional, and local levels, civil socie
organizations, and development partners.

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

For 2016, the National Implementation Team (NIT} theersees the implementation of the RPR&lv
andits counterpartsat the regionalandlocallevelsexpandedand strengthenedits 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 implementdtiosls.

Aswe continueto gaingroundin the midst of setbacksand challengeslet us alwaysfocuson the work
ahead and be continually reminded that the RPRH Law was enacted four ye#ossgmbolize the quest
of the Filipino people to live in an environment that provides all wonmeen andthe youth universal
accesso comprehensivandrights-basedreproductive healttcare.

ThisReportatteststo the succes®f the Filipinospirit in achievingwhat is rightfully theirsand to their
steadfast determination to advance their goalsli@velopment.

Paulyn Mbial, MD, MPH, CESO I

Secretary, Department of Health
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OVERVIEW

The 3 Report onthe Implementation of the Responsible Parenthood and Reproductive
HealthCare(RPRHActof 2012comesat a pivotal point asit coincideswith the beginning

of anewAdministration It alsocoversa criticaljuncturein the implementationof the law

as theyear 2016 also marked the conclusion of the National Objectives for Health (NOH)

and the Philippine Development Plan 262016, as well as the beginning of the

Sustainable Development Goals (SDGs), the successor of the Millennium Development

Goals (MDGst KS&aS O2yidlAy (GKS O2dzyiNEBEQA RSGSt 2 LIV S
including those on maternal and child health, nutrition, family planning, gender equality

and human rights and collaboratianall of which are critical to the RPR&w.

Thefirst two yearsof implementingthe RPRHLawfocusedon putting in placethe 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}:rom 221per 100,000
livebirths reported in the 2011 Family Health Survey, maternal mortality (MMR)
dropped to 204 per 100,000 live births in 2015 based on official National Nutrition
Survey(NNSkestimate. Thedeclineismore pronouncedf the mostrecentNNSMMR
of 149per 100,000ivebirthsisused. However the observeddeclineisnot conclusive
given the overlapping confidence intervals and large margins of error in the surveys.
Thismeansthat greatereffort isneededto reachthe O 2 dzy’ §DEar@sAMMR 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 stuniwegt up in
2016.

Major initiatives pursued towards improvement of this KRA include DOH
Administrative Order (AO) 206nop GDdzZA RSt Ay Sa 2y GKS t NJ
Antenatal Care in All Birthing Centers and Health Facilities Providing Maternity Care

Services > U KS CA NHifaprogrammi/en 050kA& dRfoundatialbfoth 2 Y Q &

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 2040@Dlive births
[ o i Anniinl Dok on the bonlomecntation on the DDDL AcéofOAA |
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growth and development, DOH Memorandum No. 20161 c o -ap{ P@ah for$he

LYLX SYSyGl A2y 2F GKS t KAfALLIAYS LyaGdSaINI (¢
andAO20181 nnp abldA2yLFf t2fA08 2y GHSP)faA y A Ydzy
{SEdzrf yR wSLINPRdzOGABS | SFHEtGK o6{wl0O Ay 9Y

High MMR persists to be the main challenge in improving MNCHN outcomes.
Improvements in service utilization such as antenatal care, postpartum visit, facility
baseddeliveryandskilledbirth attendancedid not reachthe levelnecessaryo make
asubstantiaimpacton healthoutcomeindicators.Thesemaybe explainedoy factors
suchaslimitationsin personnekhat preventhealth centersfrom routinelymonitoring
MNCHN needsf 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 foroperations 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, ilRBalth should enforce
reimbursemenisharingto ensurethat a significantproportion of facility incomefrom
PhilHealth is used to improve facildperations.

2. Familyplanning.Modern contraceptiveprevalencerate slightlyincreasedrom 43.79
percentin 2015to 45.05percentin 2016basedon DOHadministrativedata. However,
thisisstill belowthe 65 percentNOHtargetfor 2016.0nly26 percentof the estimated
6 million womenwho wantedto space/limitpregnanciegor the yearwereableto use
FPmethods. 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 fultime FP provision. These problems are compounded by the
{ dzZLINBYS / 2dz2NI Q& ¢SYLIRNINE wSAGNIAYyAy3a hNR
distribution/ administation 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
asaresult,no certificateof productregstration of certaintypesof contraceptives was
renewed/approved in 2016. If the TRO remains, contraceptives will no longer be
available in the market for both public and private use6¢0.

To address these issues, this report recommends concesfiedlts 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 executneelagislative
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
| 24 Anniial Donart an tho lmanlamontation an tha DDDU At AFOAI |
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various sectors (government, private sector and cwdiety) 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
concentrationof poor womenwith unmet FPneed)and (b) private practitionerswho

can provide the service even beyond the reach and operating hours of government
facilities.

3. Adolescent sexual and reproductive healtiihe Philippines ranks third highest in
Southeast Asia in terms of adolescent fertility rate véthbirths per 1,000 girls aged
15-19 years. The 2014 Civil Registration and Vital Statistics reported that 12 percent
(210,000)f all deliveriesrecordedin the countrybelongto girlsaged10-19yearsold.
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 423& ! y | OG Ay O2Nl1LRNI GAy3 fSaazya
prevention and population education in the curriculum of basic education in the
t KA A lahdBeghdeReSdutiorNo0.1694 resolutiondirectingthe Committeeon
Education, Arts and Culture to conduct an inquiry, in aid of legislation, on the status
of the implemeri G A2y 2F wSLINR RdzO{ A @ SdéSanguriatgk S RdzOt
Kabataano { YO wSTF¥2N)XY ! OG 2F wnmpé YR Ala Lww
Committee for ASRH and the allocation of funds for programs, projects and activities
including those on ASRIh addition, ASRH services were integrated in the MISP for
SRH in Emergencies. DSWD also introduced Youth Development Sessions to orient
adolescents on ASRBnN financial protection, PhilHealth issued Circular 20069
providing PhilHealth benefits (ihming RPRielated packages) to marginalized
youth populations. Most ASRH initiatives focused on trainings for service providers
and peers, and on IEEampaigns.

Attaining desired ASRH outcomes, however, is prevented by the limited number of

facilities dfering standard ASRH services, the low awareness of youth on available

I {wl LINPJARSNE>X FyR GKS S3rf O2yaidN)IAylda
Meanwhile provisionof standardSRHnformationin schoolshasnot yetbeenin place

since teachersare 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, MGRccredited facilitiesshould also be allowed to have maternal

services to adolescents reimbursed by PhilHealth. The standards or minimum
NBIjdZANBYSY i a-TRNANYRIE RBDf SAOQOIYA GASE aKz2dzZ R I f
accordingly, followed by a review of the effectivesseof various trainings on ASRH,

for instance, Adolescent Job Aid (AJA), Adolescent Health and Practical Training
(ADEPTQN the quality of ASRHerviceprovision.Trainingof teacherson the updated

CSE training modules should also be fast tracked anadn@Stbe linked with useful

informationsuchasthe directoryof ASRHbrovidersin area,the serviceshey provide,
| 24 Anniial Donart an tho lmanlamontation an tha DDDU At AFOAI |
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their clinic hours and other relevant details. A study on the knowledge, attitude,
behavior and interest of adolescents maiso 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 poistich 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/IAIDS Atotal of 9,264newlydiagnosedHlVcasesvere reported from Januarto
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
AMTM Q9YKFEYOAYy3a [Ay1F3aS G2 [/ IFNB 2F t S2 L
immediately link clients with reactive HIV screening test for early treatment and
management. Anotheris Administrative Order 2086 nop G DdzZA RSt Ay Sa 2
Provision of Quality Antenatal Care in All Birthing Centers and Health Facilities
t NEGARAY 3 al GSNYAdGe [/ I NB -dutSsheldh,@6kealth ¢ KA OK
worker-initiated HIV counseling and tesg for pregnant women. Strategies used to
curb the rise in HIV cases include the pilot implementation of commiaged
screeningrollout of the RapidHIVDiagnostiAlgorithm(rHIVda)o earlierlink clients
to treatment, and establishment of addition&featment hubs for antretroviral
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, ageappropriate reproductive hedit 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. Eliminationof violenceagainstwomen and children (VAWC).TheGlobalGenderGap
Report 2016 ranked the Philippine$ @f 144 countries, narrowing the gap between
menandwomenin termsof health,education,economicand politicalindicators.This
high rank, however, masks the high number of cases of violagasst women and
OKAf RNBY® LY HnamcX w! mManyum 2N GKS / KAf RNE)
protect children and pregnant women as well as lactating mothers from abuse before,
during and after disasters and emergency situations. The CommissioHuman
Rights, as Gender and Development Ombud, also developed the Gender Ombud
Guidelineghat definethe scopeof casesoveredthe investigationprotocols, and the
system for referral anchonitoring.

[ 2ed Anniial Donart anthc lmanlomontatine a0 tha DDDLI At O |
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It is recommended that théollowing legislative agenda be pursued for thé"Tiongress:

(a) Amendment of the AnRape Law, (b) Expansion of the AB¢ixual Harassment Law,

(c) Amendment of the Family Code Regarding Grounds for Legal Separation, (d)
Amendment of the Revised Perfabde by enacting the AntiProstitution Law, and (e)
Divorce Law.

Thenationalgovernmentbudgetfor RPRHmMplementationincreasedoy 66 percentfrom

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 scaledMAapi
implementation. Based on the National FP Costed Implementation Plan (CIP2@20,7

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 year8PhP7
billion would still be needed to scale &p.

The following challenges appear to cut across the different KRAs: (a) limited government
capacityto manageprogramsat scaleasshownby its inability to fully absorbbudgetsand
accelerate service proven 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 pgormance 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, andi (egal barriers such as the SC TRO that threatens the future
supply of contraceptives, and prevents effective delivery girBgrams.

On the whole, efforts to improve the KRAs have led to mixed results. The utilization of
MNCHN and FP services suchaasenatal care, facilitpased 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 sectorsave not yet translated to impacts significant
enough to attain our targets on health outcomes, as specified in the SDG, NOH and PDP.

Apossibleexplanationisthat healthstrategiesprogramsandprojectshaverelativelylong
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 outeoenes
indicative of bigger underlying problems like poverty and the fragmentatioseovice
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 increasingHlVprevalenceandgrowingnumberof VAWQasesamongothers,

3rd Annual Report on the Implementation on the RPRH Act of 201 9



underscore the need to revisit the direction and strategies being used in thehlest
KRAs.

Recently, the President issued Executive Order (EO) No. 12 mandating the attainment of

O2dzL)t S4aQ RSAANBR FryYafe aAral§ (GKNRddzAK (GKS

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 correspondirgeanulti
budgets to ensure uninterrupted service delivery in the short to medium term.

While collaboratbn 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 resptive mandates in the RPRH Law.

|
3rd Annual Report on the Implementation on the RPRH Act of 201 10



Acronyms
2PNC
4ANC
4Rs
4Ps
AECID
AHD
AIARHC
AIDS
AJA
ALL
ANC
AO
ARH
ARMM
ART
ARV
ASC
ASRH
AYRH
BEMONC
BHS
BHW
BIHC
BNS
BTL
BWC
c4acC
C4RH
CBT
CCT
CD4
CEmONC
CHO
CHR
CHSI
CHT
CICP
CONAP
CPR
CPU
CRVS
CSs
CSC
CSE
CSO
cwcC
DC

Two Posdtlatal Consultations

Four Antenatal Care Visits

Recognition, Recording, Reporting, Referral
Pantawid Pamilyang Pilipino Program

Agencia Espanola de Cooperacion International Para el Desarrollo

Adolescent Health and Development

Albay Intekgency Reproductive Health Committee
Acquired Immunodefici&yrydrome

Adolescent Job Aid

Acute Lymphocytic Leukemia

Antenatal Care Visits

Administrative Order

Adolescent Reproductive Health

Autonomous Region of Muslim Mindanao
Antiretroviral Therapy

AntiRetroviral

Ambulatory Surgical Clinic

Adolescent Sexual and Reproductive Health
Adolescent and Youth Reproductive Health
Basic Emergency Obstetric and Newborn Care
Barangay Health Station

Barangay Healtforker

Bureau of International Health Cooperation
Barangay Nutrition Scholar

Bilateral Tubal Ligation

Brokenshire Woman Center

Communication for Communicators

Filipino Catholic Voices for Reproductive Health
Competendgased Training

Conditional Cash Transfer

Cluster of Differentiations

Comprehensive Emergency Obstetric and Newborn Care
City Health Office

Commission on Human Rights

Center for Health Solutasmsinnovations
Community Health Team

Center for Innovation, Change and Productivity
Continuing Appropriations

Contraceptive Prevalence Rate

Central Processing Unit

Civil Registry and Vital Statistics

Caesarean Section

Civil Service Commission

Comprehensive Sexual Education

Civil Society Organization

Council for the Welfare of Children
Department Circular
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DepEd Department of Education

DILG Department of Interior and Local Government
JRMMC Jose Reyes Memoarial Medical Center

DM Department Memorandum

DMPA Depot Medroxyprogesterone Acetate

DOH Department of Health

DOH EB Department of Health Epidemiology Bureau
DOHRO Department of He&lfRegional Office

DOJ Department of Justice

DOLE Department of Labod Employment

DPCB Disease Prevention and Control Bureau

DPO Department Personnel Order

DSWD Department of Social Welfare and Development
DQC Data Quality Check

EINC Essential Intrapartum and Newborn Care

EO Executive Order

EPI ExpandeBrogram on Immunization

EPP Estimation and Projection Package

ERPAT Empowerment and Reaffirmation of Paternal Abilities
EU European Union

FBD Facilisbased Delivery

FCSAI Fundacion Espanol para la Cooperacion

FHB Family Health Bureau

FDA Food and Drug Administration

FDS Family Development Sessions

FESW Freelance Female Sex Worker

FSW Female Sex Worker

FGD Focus Group Discussion

FHRP Family Health and Responsible Parenting

FHS Family Health Survey

FHSIS Field HealtBurveillance 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\ppropriations Act

GAPR Global AIDS Response Progress Report (GARPR)
GAD Gender and Development

GBV Gendebased Violence

GIDA Geographically Isolated and Disadvantaged Areas
GPH Government of the Philippines

GPOBA Global PartnerskiptpuBased Aid

GRRERH GendeResponsive and Rigbésed 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

Hi5

HIV
HIV/AIDS
HPV

HSP

HUP
IACAT
IACVAWC
IEC
IHBSS
IMR

ILHZ
IPCC

IPT

IRR

IRR DC
IUD

I'YCF
JICA
JPMNCHN
KAP

KP

KRA
KATROPA
LAM

LAPM
LARC
LCATVAWC
LCE

LGBT
LGBTQI
LGU
LPPEAHD
M/TSM
M&E
MAH
MAPEH
MARP
MBFHI
MCP
mCPR
MCW
MDs
MDG
MEC
MFP

Health Facilities EnhanceRragram

High Five Strategy

Human Immunodeficiency Virus

Human Immunodeficiency Virus /Acquired Immunodeficiency Synd
Human Papilloma Virus

Health Sector Plan

Health Use Plan

InterAgencyCommittee on Anéifficking

InterAgency Council on Violence Against Women and their Childrel
Information, Education, and Communication

Integrated HIV Behavioral and Serologic Surveillance

Infant Mortality Rate

Inter_ocal Health Zones

Interpersonal Counseling and Communication

Intimate Partner Transmission

Implementing Rules and Regulations

IRR Drafting Committee

Intrauterine Device

Infant and Young Child feeding

Japan International Cooperation Agency

Joint Programme on Maternal, Neonatal, Child Health and Nutritior
Key Affected Population

Kalusugan Pangkalahatan

Key Results Area

Kalalakihang TumutugoResponsibilidad at Obligasyon Para sa Kall
Lactational Amenorrhea Method

Long Acting Permanent Method

Long Acting Reversible Contraception

Local Committees on-Arafficking and Violence Adgafosten and
Local Chief Executive

Lesbian, Gay, Bisexual, Transgender

Lesbian, Gay, Bisexual, Transgender, Queer or Questioning, and |i
Local Government Unit

Learning Package on Parent Educatidolescent Health and
Males/Transgenders who have sex with males

Monitoring and Evaluation

Market Authorization Holder

Music, Arts, Physical Education and Health

Most ARisk Population

MotheBaby Friendly Hospital Initiative

Modern Contraceptive Prevalence

Modern Contraceptive Prevalence Rate

Magna Carta for Women

Medical Doctors

Millennium Development Goal

Medical Eligibility Criteria

Modern Family Planning
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MHO
MMR
MNCHN
MNFP
MOOE
MOU
MOVE
MR

MR GAD
MRL
MSM
MYCNSIA
NAC
NAPC
NBI
NCMH
NCR
NDHS
NDP
NEDA
NGO
NHIP
NHTS
NHTS PR
NIT
NMR
NNC
NNS
NOH
NSD
NSV
NTHC

NVAWDocS

OAE
OB/GYNE
ODA
OFW
OHAT
oIS
ONAR
OPCCB
0SG
PAFLO
PCB PNC
PC

W

PE

PGH

Municipal Health Officer

Maternal Mortality Ratio

Maternal, Neonatal, Child Health and Nutrition
Modern Natural Family Planning

Maintenance and Other Operating Expenses
Memorandumdfiderstanding

Men Opposed to Violence Against Women Everywhere
MeasleRRubella

Men's Responsibilities in Gender and Development
Muslim Religious Leader

Men having Sex with Men

Maternal and Young Q¥ilttition Security Initiative in Asia
National Advisory Committee

National Arioverty Commission

National Bureau of Investigation

National Center for Mental Health

National Capital Region

National Demogragnd Health Survey

Nurse Deployment Program

National Economic and Development Authority
NonrGovernment Organization

National Health Insurance Program

National Household Targeting System

National Householakgeting Systéfoverty Reduction
National Implementation Team

Neonatal Mortality Rate

National Nutrition Council

National Nutrition Survey

National Objectives for Health

Normal Spontaneous Delivery

NonScalpel Vasectomy

National TeleHealth Center

National VAW Documentation System

Otoacoustic emissions device

Obstetrician and Gynecology

Official Development Assistance

Overseas Filipino Worker

Outpatient HIV/AIDS Treatment

Opportunistic Infections

Office of the National Administrative Register

Organization, Position, Classification and Compensation Bureau

Office of the Solicitor General
PopulatioAwareness and Family Life Orientation
Primary Care Benefit packageDetigery Checkup
Philippine Commission on

Women

Peer Educators

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 Providerinitiated 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

PNPWCPC Philippine National Pélitmmen an@hild Protection Unit
PO Peopl ebds Organization
POC Point of Care

POPCOM Commission on Population

PPAs Programs, Projects and Activities

PPMP Project Procurement Management Plan

PPIUD Postpartum Intrauterine Device

PSA Philippin&tatistics Authority

PSPI Population Services Pilipinas, Inc

PREVENTS Primary Care Revitalized and Enhanced Through Skills and Servic:
PTA Parenfeacher 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 Midwiéescement Program

RHO Reproductive Health Officer

RHU Rural Health Unit

RNHeals Registered Nurses for Health Enhancement and Local Service
RRFP Responsible Parenting and Family Planning
RPO Regional Population Office

RPRH Responsibarenthood 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 Artdeder

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 TetanudDiphtheria

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 Natidhr®gramme on HIV/AIDS

UNESCO United Nations Education, Scientific and Cultural Organization
UNICEF Uni ted Nations International C
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 Mends Health Divisioao
WRA Women of Reproductive Age

YAFSS Young Adult Fertility and Sexuality Survey

YDS Youth Development Session

ZFF Zuellig Family Foundation

Z0TO Zone One Tondo Organization
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KEY RESULT AREAS

KRA 1: Maternal, Newborn, Child
Health and Nutrition

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
74to 114per100,000ive birthsin 2016 the spikeismostlikelydueto incompletereports

on live births for the yedr 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 theslH#NS 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 Fida).

Figure laPhilippine Maternal Mortality Ratio, 19932016
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Source:Demographic Health Survey 1993 and 1998, Family Planning Survey 2006, Family Health
Survey 2011, National Nutrition Survey 2015, DOH Fr#9#5to 2015 and DOH Safe Motherhood
Program 2016

2Maternal Mortality Ratio (MMR) is computed as number of maternal deaths1p€;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 nmagement but not from accidental or incidental causes (WHO, 2016).
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Thelower MMRreportedin FHSI&ainlycapturesdatafrom healthfacilitiesassubmitted

by LGUs and DOH Regional Offices. It is not based on population and does not have the
large samplesize 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 offfack 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 pregnangglated complications that are hightyeventable.

Table 1.a shows that nearly half of the regions already met the target MMR of 70 per
100,000lve births.RegiondV-B,V, VI, Xland ARMM,however,reported highratiosthat

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 birth816.

Table 1a. 2015 and 2016 MMR, by region

No. of Maternal
No. of Live Births (LB) Maternal Mortality Ratio
Deaths (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
Il 61,357 59,172 40 22 65 37
11 148,698 135,800 105 99 71 73
IV-A 201,137 157,083 134 110 67 70
IV-B 45,061 48,596 30 53 67 109
\Y 115,137 103,876 141 148 122 142
\i 121,001 98,964 100 76 83 77
VII 77,246 109,442 45 84 58 77
VI 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
Xl 94,620 88,775 116 102 123 115
Xl 88,580 76,978 59 32 67 42
X 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,
whichaccountfor about70 percentof maternaldeaths.Theseare highlypreventableand

can be abated by the provision of quality obstetric care and access to Comprehensive
Emergency Obstetric and Newborn Care (CEm@hiagbldacilities.
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Philippine Statistics Authay (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 2018 still falling short of the Millennium Development Goal
(MDG) 2015 target of 19 pdr,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, 192013
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Figurelc. Prevalence of malnourished childrer5®months

In terms of nutrition, the
prevalence of underweight
30 and stunted children
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respectively, from 2013 to
2015, as shown in Figure
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Interventions

Service provision for maternal helalis anchored on DOHAO 28081 H @ G L YL SYSy A
| SIFfGK wST2N¥a F2N) wlkLAR wSRdzOGA2y 2F al (SN
provides the strategy for rapidly reducing maternal and neonatal deaths through the

provision of packages for maternal, newh, child health, and nutrition (MNCHN)
servicesTheMNCHNcorepackageof servicexonsistof interventionsat eachlife stage:

pre-pregnancy, pregnancy, delivery, pgsirtum, newborn and childare.

Antenatal care

Antenatal care includes: (a) amgpriately timed four prenatal visits throughout the

courseof pregnancyto detectandmanagepregnancyrelated complicationsandidentify

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,
amongothers.Toensureacces®f pregnantwomento standardANCthe DOHissuedAO

2016nnop GDAZARSEAYS& 2y (GKS tNROAAAZY 27F vdz f
and Health Facilities Providing Maternity Car& NIJA OS a ¢

Demand generation activities were conducted in 201@mnocourage women to deliver in

a licensed health facility. With the support of civil society organizations (CSOs), LGUs

O2 Yy RdBuntB/R2 yaANB &daé¢ gKSNB LINSIYyLyld 62YSYy | yRk2
responsiblgparenting,reproductivehealth, proper nutrition, what to expectduringlabor

and delivery, breastfeeding and newborn screening. LGUs and CSOs also accelerated use

of ANCthroughthe provisionof free routine laboratoryproceduresandultrasoundduring
advocacyampaigndike dBuntis/ 2 y 3 NdSsagagdgiunti€ andcommunityeducation,
amongothers.Thesanterventionsalsoservedasvenuefor disseminatingnformationon

PhilHealth enrolment andenefits.

In the barangays, commun#gvel 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
pregnantwomen,assistinghem in developingpirth plans,andfacilitatingtheir accesso
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 fatis.

|
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DOH administrative data showed that the numbempoégnant women provided with at
leastfour pre-natalcheckups(ante-natal consultationsor ANC)wvent 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 toility-based delivery (FBD) as it does
not consider pregnant women who commenced ANC beyond tfidrifinester of
pregnancy. Field reports revealed that women seek ANC only when quickenfed,
whichisusuallyat 20 weeksageof gestationor at the secondtrimester of pregnancy.

Figure 1d. Maternal carservice utlization indicators, 2012016

100
80
(]
& 60
c
3
5 40
o
20
0
2012 2013 2014 2015 2016
== Antenatal Care (ANC)
—@—Post Partum Visit
—k=—Facility based delivery (FBD
=3 Skilled Birth Attendant(SBA)

Source: DOH partial administrative data 2016 and FHSIS Report2@03.2

Labor, Delivery and Pogtartum Services

Service delivery networks (SDNs) were formed to facilitate accggeghant 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@ndareferralhospitalthat canprovide CEmON@ox1ashowshow Tacloban
Cityusedits SDNhot only to improve FBDand FPin the areabut to increaserevenuedor
sustaining hospital and RHU operationsvad.

3Quickening is the perception of fetal movement beginning at 16 to 20 weeks (Cunninghana| G.
Williams Obstetrics, 22 edition, 2005.)

I —
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Box la.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 proper
casualties.The provision of health serviceswasdisrupted dueto the destruction of health facilities

in the area.ln an effort to restore usual health operations, the DOHRegionalOffice8 and PhilHealth

Regional Office (PRO) 8 requested USAID to assist Tacloban City teestablish the Service
Delivery Network in Tacloban City Hospital (TCH) based on DM 2048813 entitled Establishing
Service Deliveriletwork.

Four steps were followed in restaing SDN in Tacloban. First, NHTS and CCT beneficiaries were
identified as the priority population. The presence of community health teams (CHT) wer
confirmed in the communities, sincethey are crucial in updating risk assessmentsand profiling of
individuals in their respective communities. It is estimated that approximately 500 CHTs wer
neededto cover 10,000 NHTShouseholdsin Tacloban.Seconda map of health care providers that
would serve the health needs of the population was identified. Tise health providers were
assigned to serve specific populations. Third, a priority population was designated to specifi
health facilities. CCTs were informed through DSWD FDS activity, while NHTS households were
informed by houseto-house visits of CHTsFinally, CHTs and PLs monitor beneficiaries in term

of health serviceutilization through their individual Health UsePlans(HUP).

An SDN Network Business Plan was created to guide Tacloban City Hospital (TCH) and Distfict
Health Centers in improvingservice delivery and ensuring sustainability through financing. A

SWOTanalysiswasinitially doneto evaluatethe capacityof the said hospitals. This resulted in the
development of an incentive scheme directed at provider improve overall staff performance.
To ensure nonstock out of commaodities, outsourcing of supplies from the Philippine Society fo
Responsible Parenthood was done. In addition, costing exercises were provided to generate
appropriate costof TCHservices,and determine the corresponding feefor eachservice.

A PhilHealth sharing scheme was mandated through EO NO.-18-015, An order approving the
PhilHealth reimbursements profit sharing scheme among personnel assigned at the public health
facilities within the Tacloban CityService Delivery NetworkService charges and PhilHealt
reimbursements were directed towards a Trust Fund managed by the City Administration Offic
This shall be used by the city for drug and supplies procurement, and structural improvement f
health centers.

Using this scheme, more than 8,000 poor households were profiled using the prescribed HUP ifla
spanof eight months; 60 per cent of WRAsidentified during the profiling were categorizedasnew
acceptors of modern family planning. In addition, 9%er cent pregnant women under the SDN
availed themselves of the services of health facilities in giving birth. Furthermore, there was
noted significant increasein income of TCHin 2015, with an estimated Php19M PhilHealth benefit
payments received fromJanuary to Augus2016.

Currently, there are 3,102 BEmOJ&pable health facilities nationwid€l, 759 of which

are governmenibwned. BEmMONC training is offered in 31 training centers, mostly DOH
run hospitals. Three of such hospitals offer the coursgartnership with academic
institutions such as Bicol University, Naga College Foundation Inc. and Misamis University.

To date, there are 2 BEmMONC training programs offered to heaitkers:
I —
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the 11-day training course for doctors and rs&s, and the -fay training for midwives.
Ninety-five percentof birthing centersare now staffed by trained teams,with 52 percent
evaluated to have competencies to perform BEMONC digmnetions.

The DOH also issued AO 201éi np Gb G A 2y | Minimurg hiiaOServigkey G K S
PackagéMISPYor Sexuahnd ReproductiveHealthin HealthEmergencieand5 A & | & i S N& €
to ensure provision of EmMONC services including prenatal andppostm care during

disasters and emergencies. This policy also supports tiet sstablishment of a 24/7

referral system and clean delivery kits for pregnantnen.

ToaugmentexistingLGUnanpowercomplementfor MNCHNservicesthe DOHdeployed
4,201 midwives in 2016 under the Rural Health Midwives Placement Program (RHMPP).
This number is 30 percent higher than the 20é%el.

Skilled birth attendance (SBAYyent up from 82 percent in 2015 to 89 percent in 2016.
FBDlikewiseincreasedrom 80to 87 percentin the sameperiod (seeFig.1d),whichmay

be attributed to localhealth 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 MaternityCare Package (MCP) and Newborn Care Package (NCP) likewise
incentivized delivery in healtiacilities.

The rate of poshatal or postdelivery checkup (PNC) which should be done at least
twice - within 24 hoursandwithin 7 daysafter delivery,increasedrom 80percentin 2015

to 86 percent in 2016 (see Fig. 1d). According to field reports, the low PNC rates may be
dueto disinclinationof mothers,especiallymultigravidaones,to return to facilitiesowing

to preoccupation with child care. PN&Cimportant 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 igdeild health and survival.

Conduct of Maternal Deatlsurveillance 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 providgdthe national program
managerto requestingProvincialReviewTeams(PRTs)MDSRncludesmaternal death
identification, reporting, review, and response, which can provide the essential
information to stimulate and guide actions to prevent futuneaternal deaths and
improve the measurement of maternal mortalitf.he Program likewise providédDSR

4 Also termed as Skilled Health Professional (SHP).

5 Alsotermed as PosPartumVisit/Consultation

6WHO,2011.
|
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coachingo PRTsiponrequestbut it isonly limited to 4 provincesper yeardueto limited
number ofstaff.

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 argdsdipply

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 ratéefalities.

On the whole, only Regions | and Il 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 healdff sassisting LGUs in
programimplementation.FBDrate for ARMMincreasedrom 37 percentin 2015to 52in

2016 but it remains to be the region with the lowest FBi2.

Table 1b. Service Utilizatn Indicators per Region, 2016

Regions Total At least 4 Facilitybased = Skilled Birth 2 Postnatal
Deliveries | Antenatal Care delivery (%) | Attendance Checkup (%)
Visits (%) (%)

CAR 39,183 70 93 95 65
NCR 260,901 73 93 92 84

| 84,557 98 99 99 98

I 59,610 83 92 94 98

I 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
Vil 112,858 97 92 92 89
Vil 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
Xl 85,713 85 84 86 40
Xl 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 carenterventions are part of the MNCHN core package of services as provided
forin DOHAO20080029¢ L Y LJ S W8ajthiRéfofmfor RapidReductiorof Maternal
FYR bS2ylFalrt a2NIlfAGedeE { SNIBAOSaA F2N) ySgo2l
Unang Yakap (First Embracg@mpaign or the Essential Intrapartum and Newborn Care
(EINC). EINC includes evidenbeded practices for safe and quality care of birthing
mothers and their newborns, which are the simplest, most @dfgctive preventive
meaasire to significantly reduce newborn deathfhe DOH AO 2083025 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
incorparated in the BEmONG®@aining. Todate, 95 percentof birthing centersnationwide
already have trained personnel on the E{NGtocol.

CSOs, particularlgalusugan ng Magna, conducted training on Essential Intrapartum
and Newborn Care (including Basicwiern 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 EINand Basic Newborn Resuscitation skills. It has also
conducted training of trainers, quality assurance training and mentoring workshops for
4,386 personnel.

Exclusive Breastfeeding

Evidencendicatesthat skinto-skincontactbetweenmotherandinfant shortlyafter birth
helps initiate early breastfeeding and increases the likelihood of exclusive breastfeeding
for up to four months of life as well as the overall duratiobr@fastfeeding

Thelow percentageof postpartumwomenwho initiated breastfeedngwithin 90 minutes

of delivery dropped even further from 67 percent in 2014 to 63 percent in 2015 (see Fig.
le).Meanwhile exclusivebreastfeedingf infantslessthan 6 monthsdippedsignificantly

from 85 percentin 2013to 55percentin 2014,possiblyowingto severalkchallengesn the
implementation of the Milk Code (EO 51) and weak advocacy on breastfeeding. Slight
increase was noted in 2015 as the rate climbed up tpeg@ent.

"WHO, 2017.
SWHO, 2017.

I —
3rd Annual Report on the Implementation on the RPRH Act of 2012 25



Figure leBreastfeeding Indicators, 2012015
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Ajoint report of DOHandWHGQ in 2013concludedhat weakenforcementof policieshas
opened the door for milk companies to promote and market their products despite
stringentregulations Further,milk companieshavebuilt consensu®n their positionand
offered partnerships and funding, often crossing the line in the legality of their actions.
Correspondingly, the Joint Programme on Maternal and Neonatal Health (JPNINH)
report in 2015, revealed that during the monitorirg EINC, Infant and Young Child
Feeding (IYCF), and Mother Bdfriendly Hospital Initiative (MBFHI), findings supported
that severahospitalsin Regionl2 andQuezonrCity'! that were MBFHiaccreditedare not
complyingwith the Milk Codeand1YCHpolicies Forthisreason JPMNHhroughthe WHO
conducted capacity building on lactation management to 105 health service providers in
various facilities in their program implementatisites.

The Expanded Breastfeeding Promotion Act of 2009 (RA 10028) encduthge
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.

9Breastfeeding in the Philippines Critical Review. WHO and DOH, 2013.

0 The Joint Programme on Maternal and Neonatal Health (JPMNH or JP) of the Department of Health

65hl 0 GKS ! YAGSR bliAz2ya o0A®dSdE ! yAGSR bl iA2ya /[ KATI

(UNFPA), World Health Organization (WHO)) and the Aisstrgbvernment seeks to assist the Philippine

Government in rapidly reducing maternal and neonatal deaths. The JPMNH was implemented frem 2009

2016.

1program implementation sites of the twgear Phase 2 Joint Programme on Maternal and Neonatal

Health (PMNH) 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 Natiquitdl@egion.
|
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To date, there are 12 public and private hospitals nationwide that have a functional
KdzYlty YAt oFlyl FLOAftAGEY G2 6A0GY 5N wW2aSs
Medical Center, Philippine General Hospital, OspigaMakati, StLukes 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 Medicalt&2daunched the human milk bank in
Tacloban City.

Immunization at Birth

TheNationallmmunizationProgram(NIP)instructsthe provisionof first doseof 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 (sed fig.

Figure 1f.Immunizaions Given at Birth, 2012016
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TheDOHhasemployedvariousstrategiesto improvethe birth doseof HepB vaccination
coverage, such as the enactment of Mandatory Clmichunization Law; inclusion of FIC
asoneof the indicatorsfor ConditionalCashTransfe(CCTprogramof the DSWDscaling

up of EINGn hospitalsandlying-in facilities;inclusionin the PhilHealthNewbornPackage;
among others. As a result, Heg@verage rate increased steadily since 2012 but started
to plateauin 2015.TheHepB coverageat birth isrelativelylow comparedto that of BCG.

This was due to poor recording and reporting of Hep B vaccination especially in health
facilitiesnot trained on EINCFurther,practically20 percentof allhomebirths assistedy

SBA do not follow Hep B administratipalicy.
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Child protected at birth (CPAB) covers infants born to mothers who received two doses
of tetanustoxoid onemonth beforedelivery.CurrentCPABate isat 85 percent.Maternal

and neonatal tetanus are among the most common-tifeeatening consequences of
unclean deliveries and umbilical cord care practices, and are indicators of inequity and
access to immunization and otheraternal, newborn, and child health servic8sVHO

and UNICEF already reported elimination of neonatal tetanus in the Philippines in 2015
except forARMM.

Infant health

National Immunization Program

The National Immunization Program is committed toefrienmunization services and
ensures that Filipinos, especially the poor, have access to recommended essential
vaccines. The administrative coverage of fullynunized children (FIC) has steadily
decreased from 77 percent in 2013 to 64 percent (1.76 milliwiants) in 2016.
Meanwhile, administrativecoverageof mostantigenamprovedin 2016,with Pentavalent
vaccine reporting the highest coverage atflcent.

It canbe recountedthat in the 2015RPRH\nnualReport,the WHOand UNICEBfficially
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
eliminateneonataltetanusin ARMMandRegioriXwere conductedhroughsupplemental
tetanus vaccine immunization targeting 80 percent of women of reproductive age. DOH
reported a coverage of 86 percent in the first rougchigher than the minimum 80
percent required byVHO.

Other operational challenges to the immunization program incltree (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 oRenfavalent
vaccine due to global procurement issues has likewise limited immunization coverage
from 2015 until the 1 semester of 2016.

Integrated Management of Childhood Iliness (IMCI)

Integrated Management of Childhood lliness (IMCI) includes el&sredf prevention and
treatment of the most common conditions affecting young children such as pneumonia,

12ZWHO, 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 protechildren from complications of diarrhea.

Table 1cCommodities Procurd for the Sick Child, DOH 2016

Commodity for the No. of target No. of units procured
Sick Child beneficiaries and distributed
Zinc drops for €.2 98,005 98,005 bottles
months
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

Nationalgovernmenteffortsin 2016were gearedtoward ensuringadequatenutrition 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 @nolilolistically
through provision of health, nutrition, education and social welfare services among
children 08 years old. It targets maternal malnutrition during pregnancy as a cause of
stunting,andstrengthenspromotion of breastfeedingcomplementaryfeedingaswell as

food fortification. In line with this, the DOH issued DM 201& ¢ o -ap P@uh for$he
LYLX SYSyGldA2y 2F GKS tKAfALIWLIAYS LyGdS3aNFGSR
further strengthenits efforts on micronutrientsupplementationcomplementaryfeeding

for infants and exclusivereastfeeding.

Part of the DOH ANC program is the provision of maaod micronutrient
supplementatiorfor pregnantwomenandadolescengirls,whichintendsto helpprevent

deficiencies incalcium, iron, iodine, and folate in vulnerable populations. With
Department Memorandum (DM) 206 mc M &/ I £ OAdzy { dzLJLJX SYSy d G A
22YSys¢é (GKS 5hl KFa adFNILISR (2 LINRBOda2NBE (KS
nutrient supplements to assistGUs 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 th©H.

|
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Table 1d. DOKbrocured macre and micronutrient supplements for

women aged 1049 years, 2016

Nutrient Supplements? Estimated no. of
target beneficiaries

Number of units procured
and distributed

Ferrous Sulfate + Folic Acid 1,194,233 236,458,134
tablet

lodine capsule 1,194, 233 2,627,313
Calcium carbonate 1,283,098 10,889,661

Source: DOH Family Health Office

In addition,the DOHprocuredmicronutrientsupplementdor infantsandchildrenin 2016
(seeTablele).In 2013,the NationalNutrition Survey(NNSYyeportedthat the prevalence
of anemia in children 6 month® 1 year of age was 39.4 percenqsitill the highest in
populations grouped by age. Still, this is a marked improvement over the 2003 (66.2

percent) and 2008 (55.7 percemgtes.

Table 1e. DOHbrocured micronutrient supplements for infants andhildren, 2016

Micronutrient supplement Total number of | Number of units procured
target beneficiaries and distributed

Vitamin A capsule 100,000 IU fod & months 1,400,099 1,540,109 capsules
Vitamin A capsule 200,000 IU for-82 months 11,200,793 30,836, 405 capsules
Iron Drops 15 mg elemental iron/0.6 ml for low 548,838 1,207,446 bottles
birth weight infants
Micronutrient Powder for anemic-83 months 513, 145 67,735,140 sachets
old

{ 2dz2NOSY 5hl / KAf RNIDiskan

I St GK 5S@St2LIYSy

NNC is alsdrafting the Philippine Plan of Action for Nutrition (PPAN) 200272, which

issettobereleasedimnmT @ tt
attaining national targets on nutrition.

Challenges and Recommendations
High MMR

I'b SY02RASaA

GKS O2dzy i NE QA

1 Maternal deaths are still due to highly preventable causé&hese preventable
causes are hypertension and hemloage, which can be allayed through timely
and adequate obstetric care and postnagatvices.

Recommendations.While a MNCHN Manual of Operations is available and
includespackages from prpregnancy to poshatal care, there is a nead

13Calcium i® 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 Birthig 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 (Impkeming Health Reforms to Rapidly
Reduce Maternal and Neonatal Mortality) needs to be aligned to current
approaches and the SDGs.

1 Challengesn the FamilyPlanningprogramimplementation. Studieshaveshown
that maternaldeathsusuallyoccurif pregnanciesre unplanneditherefore, family
planning services should be in convergence with the maternalpcaggam.

RecommendationsContraceptives should be accessible to women and men of
reproductive age; but most especially to sexually active adoles¢aged 1619

years) and multigravid women. Family planning advocacies and services must be
integrated during antenatal and posiatal care and in various entry points in
health facilities.

1 Health system delays persisthile service utilization indicator@re marginally
increasing compared to previous years, this does not translate to significant
improvementsof maternalandneonatalhealthoutcomes.Thismightbe probably
due to health system delays like unavailability of emergency transport, lack of
bloodanddrugsin referralhospitalsanduntimelydecisionmakingfor referralare
common difficulties inmplementation.

RecommendationsThere is a need to assess the EmONC implementation in the
country, specificalljthe conductof training coursesn variousinstitutionsandthe

post training mentoring, evaluation and monitoring. Secondly, use of donated
ambulance and transportation services from the DOH and the Philippine Charity
Sweepstake®fficeshouldbe monitored.Moreover,PhilHealthpolicieson claims
reimbursementshouldbe reviewed.Theagencyshouldalsomonitor andenforce

the use of facility share in reimbursements to sustaijitsrations.

Increasing prevalence of under nutrition

1 Underweightand stunting rates are increasing While nutrition interventionsare
incorporated in various MNCHN strategies, nutrition program is sadly overlooked
in contrastto maternalcareandfamily planningprograms.Interventionsfrom the
DOH are predominantly procurement of nutrition commaodities for megtation
of LGU supplies for vulneralpepulations.

|
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Recommendations.Studies have shown that effective nutrition interventions
should focus on pregnant and lactating women and childrea @ears old.
Therefore all nutrition-relatedinterventionsintegratedin the maternal,neonatal,
infant, and child health must be highlighted through a strong IEC or behaviour
change communication (BCC) campaign during antenatal and-npteit
consultations. Promotion of appropriate infant and yowtgld feeding practices
especially exclusive breastfeeding must be strengthened through strategies
proven to be effective like pedn-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 vulneralglepulation.

KRA 2: Famili?lanning

Status and trends

Figure 2a. Modern CPR, Philippines, 2€ACBL6

Modern contraceptive prevalence rate
(mCPR) showed minimal increase ove -
the past four vyears since the
implementation of the RPRH law (d&g. >0
2a). While mCPR rose from 43.7¢ 40 = 13
percent4 in 2015 to 45.05 percehtin | 30 :

2016, it still fell short of the 65 percent | 29
target in the NOFR2011-2016.

10

Fig. 2b shows that only Regions XII an

2013 2014 2015 2016

CARAGA were abite meet the target on

mMCPRRegiong, Il and XIcameclosewith ~ Sources: Fieltiealth Service Information System Annual
a mCPR of more than @@rcent Reports 2013 and 2014; DOH administrative data

14Based on DOH administrative data

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

I ————————
3rd Annual Report on the Implementation on the RPRH Act 8012 32



Figure 2b. Modern CPR 202816, byregion
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Source: DOH administrativiata, 2016

Based on DOH administrative data, the number of nhew 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 peotehé estimated

six million women with unmet need for modern FP method in 2016. Fig. 2c shows the
hugegapbetweenunmetneedandnewmodernFPacceptorsat the subnationalevelfor

the year.

Nearly half (48 percent or more than 2.8 million) of womeithwunmet need are
concentratedin five areas:RegiondV-A, NCRJII, VIand VII,with Region\-Atoppingthe

list. Difficulties in addressing unmet need seems to be a common problem in all regions
asnonewasableto coverevenhalf of the estimatedtotal numberof womenwith unmet

need for FP. Region-Wreported the highest coverage at 70 percent (623,409 women)
while Regions IVB, VIl and XI had the least coverage atesmsijthan Spercent. The
average coverage rate for the country is onlyp&gcent.
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Figure 2c. Estimated total unmet need vs. new modern FP acceptors by region, 2016
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Source: DOdministrative data, 2016

Around 5.7 million women were reported to be using modern FP methods in Z@bg

2a illustrates that women often used sheatting modern FP methods. Pills, which were
used by 2.3 million women in 2016, continued to be the tre@snmonly 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 626,1&zceptors, and intrauterine device or

IUD with 493,673 acceptors. Natural FPactational Aranorrhea Method (NFPLAM)
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 simonths postpartum. 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),
whichwasprovidedfor only two monthsowingto the TROgvenreported abiggershare

than that of male sterilization with 108,535 acceptor2@16.

I —
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Table 2a. FP method mix, 202016

Modern Method Share in 2014  Share in Share in 2016

(%) 2015 (%) (%)
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
NFRLactational 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 awarenessbased (FAB) method 3.5 3.5 2.5
Progestin subdermal implanPSI) 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

Y2RSNY Ct aSNBAOSaA

G2 Wjdza tAGeQ KSIFfOK

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.

¢2 KIFENXY2YATS STFT2NIA

2y Ct 3
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the Collaborative Framework and Strategies for the Implemgon of the National

tdoft A0 1 SkHEOK
It harmonizes the outcomes of both the family health and the population management
programsanddefinesthe rolesandstrategieso be adoptedby DOHandPOPCONh the

CFrYAf& tflyyAy3d tNRINIY

implementation of the National HProgram.
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DOH AO corresponding to the EO was also prepar2alié.

27
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for meeting thisgoal: (a) mainstreaming of RRRoncerns in local development planning

and investment programming, (b) strengthening of DOH role in overseeingRPRH
implementation, such as in the assessment of gaps in policy implementation and in the
identification ofinterventions needed to ensure equitable and expanded access to RPRH

20KSNJ | 3Sy

27

As part of its efforts to sustain FP progrs the DOH, together with development
bl GA 2uynkutn XSGt ¢/ KAGAKS R
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estimated a total of PhP7.87 billidmancial gap between the DOH budget for 2017 and
its total budgetary requirementfor FP. Full implementation of this Plan is expected to
avert over 886,000 hospitalizations for abortion complications and nearly 3.2 million
unintended pregnancies equivalent to around PhP10.7 billion annual savings.

Ensuring availability of FP commdads

Table 2b shows the FP commodities procured by the DOH in 2016, which cazowety

2.2 million women in one year. While this volume can meet the commodity needs of 96
percentof the 2.3 million*® poor womenwho wantedto limit or spacebirthsin 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 intoaccount.

Table 2b. FP commodities procured in 2016

Commaodity 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 & syringe 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: DOlddministrative data

DOH regional offices including D@IRMM were provided buffer stocks equivalent to 10
percentof the regionalallocation,5 percentof whichmaybe accessedy CSOsandDOH
retainedaswell asLGUhospitals. Table2cshowsthat the FPcommoditieswere equitably
allocatedamongregionsin 2016with thosehavingthe highestestimatedunmetneedfor
modern FP (Regions-A/ NCR and Ill) getting the biggesares.

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