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ABSTRACT

Background. The Universal Health Care Law seeks to optimize financing of personnel costs without compromising
quality and equitable health care among the health care facilities. This position statement aimed to identify strategies
and policy recommendations for the cost-effective financing of health personnel in public healthcare facilities.

Methods. A systematic review of literature was done to generate policy brief and key points for roundtable discussion
in collaboration with the Department of Health (DOH). The discussion was guided by the three health financing
options of DOH: (a) retain Personnel Services (PS) as DOH budget but shift Maintenance and Other Operating
Expenses (MOOE) to PhilHealth; (b) shift PS and MOOE to PhilHealth, and (c) rationalize part-time status in
government hospitals.

Results. The pros and cons of financing options were cross-examined. In Option 1, physicians in government
hospitals would receive fixed salaries from DOH / Local Government Units. In Option 2, there would be a monopsony
between PhilHealth and provincial power. Payment will be performance-driven, and balance billing will be eliminated.
Option 3 would be a set up of retaining part-time positions for physicians.

Conclusion and Recommendation. Participants deduced that for Option 1, provision of salary augmentation sources
and ensuring adequate plantilla items and level of remuneration in government hospitals should be considered,
in order to sufficiently compete with physicians’ income from private practice. For Option 2, the PhilHealth
reimbursement system should ensure timely reimbursement so as not to subject care providers to financial instabilities.
For Option 3, rationalizing part-time status should be flexible and can be applied regardless of how physicians are
paid, as this would incentivize caregivers to work harder and smarter.
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INTRODUCTION

Republic Act 11223, otherwise known as Universal
Health Care (UHC) Law, seeks to initiate reforms in
the health care system for the provision of accessible and
comprehensive health coverage for all Filipinos across the
spectrum of health promotion, disease prevention, curative,
rehabilitative, and palliative health services. The aim is for
health care to be cost-effective without increasing financial
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2012-2016." 'This translates to 3.6% of the Philippine
Gross Domestic Product (GDP). To streamline financing,
the UHC Law seeks to optimize financing personnel costs
while providing quality and equitable health care. Major
stakeholders were convened in a roundtable discussion aimed
to identify strategies to minimize duplication of personnel
cost in public facilities.

The Universal Health Care Law is expected to bring
reforms by re-centralizing health service management at
the provincial level for better accountability and a more
responsive health system. Sufficient and qualified human
resources for health (HRH) are vital in achieving universal
health coverage.? Health human resource development
(HHRD) involves the utilization of human resources
for health planning, production, and management. This
emphasizes the importance of sufficient supply and retention
of health care providers nationwide.?

In the Philippines, there is a persistent challenge of the
maldistribution of health workers, with the majority serving
urban areas leaving a significant deficit in rural and remote
areas.” Several strategies have been implemented to address
this. The University of the Philippines Manila College of
Medicine (UPCM) started the Regionalization Program
in 1985, which aims to address the inequitable distribution
of physicians in the Philippines. In 2005, this was changed
into a social contract for the student to serve his/her region
of residence for the number of years equivalent to his/her
medical education.* In addition, the DOH deploys human
health resources to complement existing health professionals
in the Local Government Units (LGUs).? In 1993, after
identifying 271 municipalities without physicians, the
Doctors to the Barrio (DTTB) Program was launched.®
Reported difficulties during their service include inadequate
LGU support, politics, and areas prone to armed conflicts.?

At the other end of ensuring quality health care, there is
also a need to improve the demand side for better accessibility
and utilization of health services, especially among the poor.
Demand-side financing (DSF) places the purchasing power
and choice of a health provider to the people, and this strategy
is seen as a means to improve service utilization.® There is a
direct relationship observed in DSF between the subsidy, its
objective, and the target beneficiary. It can be consumer-led
through vouchers, cash transfers, tax rebates, or provider-led
through capitation payment or referral vouchers which can
be given either before or after utilization of service.

With the challenges in both the supply and demand side
of the health service, the awaited change of health system
landscape through the UHC Law is hoped to redress these
issues. As a macro-policy law introduced into an existing
health system, evidence-informed policy development
of its operationalization will provide an empirical basis
with minimal bias in its implementation. Thus, the UP
Manila Health Policy Development Hub (UPM HDPH),
as the research agency, together with the Department of
Health (DOH), as the primary agency conducted research
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and a series of a multi-stakeholder roundtable discussions
to generate scientific, legal, and expert evidence for the
Implementing Rules and Regulations of the UHC Law.
Upon the deliberation of the primary agency, one of the
identified priority topics is financing health personnel.
One of the main discussion points delved on the identified
financing options of the DOH that needs further evidence:
Option 1: Retain Personnel Services (PS) as DOH budget
but shift Maintenance and Other Operating Expenses
(MOOQOE) to PhilHealth; Option 2: Shift PS and MOOE
to PhilHealth; and Option 3: Rationalize part-time status
in government hospitals.

METHODS

Qualitative research was conducted, which utilized a
systematic the review of literature and thematic analysis of
the policy roundtable discussion. The flow of research inputs
from review of literature to the crafting of the position
statement is presented.

Pre-work research

To generate scientific and legal evidence for the policy
issue, a systematic review of literature was conducted. This
was utilized in crafting the policy brief and other key points
for discussion during the policy roundtable discussion. The
review of literature focused on the inefficiencies experienced
in the current health financing scheme for health personnel
and review of local and international experience with various
health financing scenarios.

An electronic search of articles using PubMed
was done to answer questions related to minimizing
duplication in financing personnel cost. The keywords
used were "Physicians"[MeSH] AND "Reimbursement
Mechanisms"[MeSH] AND Salary, which generated 145
articles. Articles were screened by title, relevance, and abstract,
respectively. To pool broader related references, a Google
search was conducted using the above keywords. In total,
40 full-text records were included in the review (Figure 1).

Review of Literature

Inefficiencies in the current scheme of financing health
personnel

A review of demand-side strategies for Universal Health
Coverage by Bonilla-Chacin and Rathe (2018) revealed
that in many countries, there was a separation between
financing and provision. This split was justified by the need
to secure efficiency gains, with the idea of fostering strategic
purchasing. However, despite the efforts, the purchaser-
provider split remained incomplete. National government
continued to shoulder most costs, which usually include
payroll through line-item budgets.

In the Philippines, the purchaser-provider split remained
incomplete as well. PhilHealth financed resources through
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Figure 1. PRISMA diagram of article search.

the demand-side scheme. However providers were not held
accountable for their performance. Another problem was
that PhilHealth does not pay many public facility physicians
directly, and instead remit their reimbursements to the
LGUs which own the hospitals that these public physicians
work in, with the rationale that these are already paid through
their LGU line-item budgets.®

Since the Devolution, the Department of Health had
difficulty in obtaining timely access to data from health
providers both from the LGU and private sectors. Hence,
there was difficulty in regularly monitoring program
implementations. PhilHealth, as the public purchaser,
could have a more direct impact on service delivery but
failed to fully take advantage of this power. In the past, it
was deemed that the accountability of PhilHealth to DOH,
as an affiliated agency, was weak. An initiative to mitigate
this was done through the balanced scorecard, which is a
strategic planning and management system used to translate
the organization’s vision/mission into the operations. A line-
item budget system was also introduced into the DOH to
allow channeling of funds from the Department of Budget
and Management (DBM) to PhilHealth through DOH. This
holds PhilHealth directly accountable to the performance of
the sponsored program.’
Local and international experience in different
financing scenarios

Table 1 shows the different pros and cons of each scenario
based on local and international literature. The autonomy
of health facilities and improved provider accountability

on performance are valuable determinants in identifying
potential mitigating measures under each option.

Currently, local health physicians are compensated
through a combination of ways. In private practice, physicians
charge fee-for-service except for patients covered by HMO:s.
For HMO-covered patients, physicians receive retrospective
payment. Private physicians charge market-determined rates.
Physician rates vary, and the gap between charges of primary
care physicians compared to specialty care is widening which
lead to a shortage of primary care physicians.'®"

Additionally, accredited PhilHealth physicians receive
reimbursement based on the case rates of admitted patients.
For the performance of a medical or surgical procedure,
physicians are paid relative to the complexity of the
procedure, which is seen in the assigned relative value unit
(RVU). Correspondingly, the more difficult a procedure,
the higher its RVU." However, there have been complaints
about the determination of RVU, claiming that RVUs do
not reflect discrepancies among subspecialties and do not
reflect workload.?® Another claim is that RVU place a higher
premium on procedural services compared to cognitive
medical care.?!

In the public health sector, physicians and health care
professionals have paid salaries, which follow the stipulated
rates from the Salary Standardization Law.'* The Magna
Carta for Public Health Workers has provision for additional
benefits depending on the basic salary, nature of work
assignment, and the employer’s ability to pay. They also
receive PhilHealth reimbursements when they practice in

PhilHealth-accredited facilities.
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Some physicians are unhappy with flat compensation
because it does not account for a physician’s subspecialty,
experience, and work rendered. It also does not incentivize
clinical productivity because it is expected as part of base
pay® Fixed salaries may lead to underproductivity and
under-provision of care.'®? Salaried physicians had shorter
consultation periods, and fewer follow-up consults.?*
However, higher quality of service was seen among physicians
who charge via fee-for-service compared to those with
salaried compensation.”

Performance-based financing gives positive motivation
for the quality of care improvement® and physician
productivity through full-time practice.”” It was viewed that
pay-for-performance and financial incentives can improve
health access and quality of service.?*-** However, financial
incentives may lead to overutilization through overdiagnosis
and overtreatment®! to avoid litigation or to increase
income.*? Physicians may focus on increasing their practice
to maximize fee-for-service and incentives.’>** Some may
also opt to provide unnecessarily more complex services and
procedures for higher RVU and incentives.?

Changing the landscape of how physicians are
compensated may be very unpopular with the profession
and would face opposition.*® However it is vital to involve
physicians in crafting compensation plans to adapt to the
structure and values of various stakeholders involved.’’-3
value-based  physician
compensation were to: (i) relate contemplated changes

Some recommendations for
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in physician compensation to strategic and financial
objectives, (ii) financial incentives should be focused on
evidence-based measures that are credible and achievable,
(iii) incentive measures and compensation plans should be
understood before implementation and (iv) complete data
transparency should be ensured.*” The quality and value of
health care delivery should be the priority regardless of how

physicians are paid.*?

Conduct of the policy roundtable discussion
The UP Manila Health Policy Development Hub in
collaboration with the Department of Health conducted the
roundtable discussion (RTD) on the Universal Health Care
(UHC) Act entitled, “Financing health services: Copayments
and personnel cost” held on the 24™ of January, 2019 at Board
Room, Philippine General Hospital. From the deliberation
of UPM HPDH and DOH, objectives of the RTD were
set, which generally aimed to identify services requiring
copayments and minimize duplication in financing personnel
cost in public health facilities. Specifically, the RTD aimed
to answer the following questions:
1. Describe the extent of inefliciencies in the current set-up
2. Identify risks, mitigating measures, and possible steps for
transition under each scenario:
Option 1: Retain Personnel Services (PS) as DOH
budget but shift Maintenance and Other
Operating Expenses (MOOE) to PhilHealth
Option 2: Shift PS and MOOE to PhilHealth

Table 1. Pros and Cons of DOH proposed options in financing personnel cost

PROs CONs

Option 1: Retain Personnel Services (PS) as DOH/LGU budget but shift Maintenance and other operating expenses (MOOE) to National Health

Insurance Program (NHIP)

e PhilHealth finances portions of the cost of health
personnel services and part of the variable cost.”

e Physicians and health care professionals will have fixed
salaries following Salary Standardization Law rates.®

e Based on the Magna Carta for Public Health Workers,
additional benefits apply depending on the basic salary,
nature of work assignment, and the employer’s ability
to pay.

e Governments are still responsible for infrastructure
maintenance and investments for primary health care
centers and local public health programs.”’

e From the Canadian experience, cost control mechanisms
through fixed budgets and pre-set physicians’ fees, are
negotiated between the ministry and provincial medical
associations to eliminate the concept of extra billing.
The government can distribute health practitioners of
varied specialties, allocate new medical graduates, and
disseminate diagnostic and surgical equipment.’

e Could be an effective method for recruitment and
retention of physicians in under-supplied regions by
providing stable and predictable income.*°

e According to proponents of salary-based remuneration,
there is quality of care improvement through an
increase in disease prevention, health promotion, and
professional collaboration.*®

e Fixed payments lowered administrative costs for the
health care system.©

e Difficulty for DOH and PhilHealth to monitor and evaluate the sponsored
programs due to challenges in timely data accessibility and availability.

e With salaried physicians, there is a risk of possible societal opportunity cost
from reduced productivity and under-provision of appropriate care.!%?
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Table 1. Pros and Cons of DOH proposed options in financing personnel cost (continued)

PROs CONs

Option 2: Shift PS and MOOE to NHIP

e Reimbursements paid to public facilities can be
retained by the facility which may be used to settle
other operating costs (except salaries) for the
maintenance or improvement of service delivery and
facilities in the public sector.!*

o Facilities are accountable to PhilHealth for good
service delivery and quality of care.'?

e Single-payer insurers (i.e., PhilHealth) can bargain
payment for physicians, hospital rates and
purchase pharmaceuticals by bulk through virtue
of monopsony.*3

e PhilHealth needs more financial and human resources to function as an
effective purchaser of health services.'?

o Limited capacity of PhilHealth in monitoring compliance with policies given the
need for timely and accurate data.'?

e Long backlogs and delays in capitation by PhilHealth.

e Balance billing policy for health services that PhilHealth cannot fully cover,
especially in private hospitals. This is due to the absence of regulation of the
physician’s fee (PF).1214
As for the practice of HMOs, MOA with major surgical and medical specialty
societies prescribe PFs of participating doctors. Government-paid doctors
could explore this.

e Public facility health providers will have income solely from PhilHealth rather
than both fixed salaries and PhilHealth.

e Lowering pay rates may lead to under-provision of care or total pull-out of
services.®

e May give rise to the development of an alternative delivery system.

o Physicians may divide their time and give more attention to their private
patients, compromising their care for public patients. Also, physicians would
prefer a practice that would enable them to have long patient queues and a
high volume of private patients.*®

o Parallel markets where providers receive only revenue from out-of-pocket
payments. Physicians who receive high income from out-of-pocket payments
may not respond to payments offered by the public-sector.*®

Option 3: Rationalize part-time status in government hospitals

e Part-time practice may work for primary care.

e Working part-time allows more flexible schedules
allowing more work-life balance.*

e Part-time physicians may perform as well as full-time
physicians in all aspects of primary care except visit-
based continuity of care.’®

e Part-time physicians are equally productive and more
fulfilled with their work.'®

e Part-time physicians have more liberty to pursue
outside interests or commit to administrative or
educational work.t®

Part-time practice may be harder to implement in some specialties especially

in surgical practice since the responsibility of surgeons to the patients may be

hard to hand over.'”

Issue arising from physician rounds and accepting emergency calls since the

load for part-time and full-time physicians are not equivalent.¢

e Patients may prefer full-time physicians, especially those placing a high value
on continuity of care.'

e To what extent should benefits cover for part-time physicians?

o “Cost-neutral” approach- if the physician worked 60% of the full-time
schedule, they should receive around 60% of the benefits for a full-time
physician.

o Offer higher salaries to part-time physicians to compensate for the reduced
benefits. Conversely, offer full benefits to off-set the reduction in salary from
payroll tax.1¢

e May have a more complicated salary scheme due to additional considerations.

Using the productivity-based formula, the following are the options:

o hourly wage, based on local averages;

o % of full-time position’s wage equivalent to % of time worked;

o daily, weekly, or monthly payment depending on the pre-set number of days,
hours or shifts worked;

o profitability-based payments computed as revenue less overhead;

o combination (i.e., fixed salary augmented by bonus depending on pure
production, e.g., charges, encounters, RVUs, etc. compared to a target).*

Option 3: Rationalize part-time status in government

hospitals.
3.

A total of 26 discussants from various

Provide additional options as may be deemed necessary.

advantages and disadvantages of the three health personnel
financing options identified by DOH as summarized in
Table 1 was presented during the RTD for review and
inputs of the stakeholders.

national

government agencies, local government units, private sector,
hospital representatives, academe, professional societies,
HMO:s, and non-government organizations participated in
the discussion.

In general, collective analysis of the strengths and
weaknesses of different options in mitigating duplication
of personnel cost was the locus of the discussion. The

Policy Analysis

Thematic analysis of the RTD transcription was done
using the discussion questions as the sub-themes. In citing
insights of the participants in the position statement, their
identities were not disclosed for confidentiality. Nevertheless,
all participants were informed that the proceeding of
the RTD would be published with their names in the
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Acknowledgment Section. To confirm consensus, the
draft of the policy paper was circulated to the participants
for inputs and approval, then reviewed by all the members
of UPM HPDH before submitting to the Chancellor for
review and approval. Both the policy discussion and review
of literature were utilized in crafting the policy paper.

RESULTS AND DISCUSSION

The Universal Health Care Law is expected to bring
reforms by re-centralizing health service management at the
provincial level for better accountability and a responsive
health system. With the current challenges in both the
supply and demand side of the health service, the awaited
change of health system landscape through the Act is hoped
to redress these challenges.

In the current setting, physicians in government health
facilities are salaried by DOH or Local Government
Units. In addition, for PhilHealth accredited facilities,
reimbursements are also received. Hence, there is a possible
duplication in payment. The DOH is eyeing for three options
deemed to bring forth the needed policy reforms for cost-
efficient health financing. Arguments for and against the
different scenarios were presented in the discussion.

Inefficiencies abound in the current set-up

During the discussion, ground experiences on the
current scenarios on provincial health systems were shared.
One discussant reported that in one provincial hospital,
a physician with plantilla item in a Level II hospital could
earn as much as PhP 100,000 per month from PhilHealth
reimbursements on top of a fixed salary. On the other hand,
contractual physicians would gain PhP 30,000 to PhP 40,000
per month from PhilHealth reimbursement shares. This could
unintentionally have a downfall wherein physicians would
opt to stay in higher-level hospitals, refusing deployment
to infirmaries or municipal hospitals, where PhilHealth
reimbursement is less.

An issue that was raised regarding the retention of
the medical officer plantilla item at the municipality, while
re-nationalizing to the provincial level is the fear that the
personnel services cap would prevent the Provincial City
Health Board from hiring doctors or health professionals,
even if there will be more funds to pay for these doctors
or health professionals. A review of the health professional
to population ratio is warranted to secure evidence for the
raising of this personnel services cap.

Identifying risks, mitigating measures, and possible
steps for transition in each scenario

Option 1: Retain PS as DOH / LGU budget but shift
MOOE to NHIP

There is a need to determine whether the perceived
shift would affect personnel in rural health units and other

Financing Health Personnel

non-hospital-based health workers. Also, the government
teaching-training hospitals and district hospitals might
have different dynamics in personnel salaries and MOOE,
which might call for modified set-up.

In this option, physicians will receive fixed salaries from
DOH / LGU and would not get PhilHealth reimbursement
shares. However, with the current salary standardization, the
salary for consultants and medical specialists in government
hospitals cannot compete with what physicians earn in
private practice. Hence, physicians may be inclined to transfer
to private health facilities where they are allowed to have
PhilHealth and HMOs capitation on top of their basic pay.

While it can be argued that the pooled funds from
PhilHealth should not be considered as duplication of fees,
but rather as augmentation, however, the intended salary
augmentation will not be possible in Option 1, leaving
the low basic salary as the sole source of professional fees.
'This may cause a problem in the retention and acquisition
of health care workers and may worsen the emigration of
skilled and experienced health professionals. Nevertheless,
some specialists may still opt to serve in a government
health facility due to non-monetary reasons, e.g., familial,
personal passion, patriotism, others.

Another challenge is the lack of doctors in rural health
units (RHU). Lack of serving physicians in the RHU pushes
more patients to go to secondary and tertiary hospitals for
health complaints that could have been managed earlier or
more cost-efficiently in the RHUs.

Option 2: Shift PS and MOOE to NHIP

For Option 2, there will be a monopsony: PhilHealth
and provincial power. This is the current setup among HMOs,
which could be adopted by social insurance. The provincial
service delivery network or the city service delivery network
should be able to monitor their members that balance billing
will not be allowed. Payment will be performance-driven and
serve as the basis for incentives. Another suggestion is that,
when physicians reach a specific target, then they can receive
commission for additional services rendered. However,
there is hesitancy in the operational efficiency of this option,
since if health professionals solely depend on performance-
based fees from PhilHealth, delayed reimbursements might
expose them to financial instability.

Another barrier is political interference in delivering
quality and accessible healthcare services. This can hamper
the proper implementation of policies, failing to attain the
target output. In the UHC Law, it is imperative to minimize
or eliminate the politicized decision making, to have
efficient health care delivery.

The provincial health board will be tasked to manage
the special health fund. Based on the previous discussion on
province-level integration, it was proposed that the governor
will head the board and a steering committee comprised of
representatives from each municipality and other sectors.
This is stipulated in Section 19 of the Act stating that “....
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Table 2. Summary of insights of RTD discussants on the advantages, disadvantages, and issues/problems arising from the DOH
proposed options in financing health personnel

Advantages

Disadvantages

Issues/Problems

Option 1: Retain Personnel Services (PS) as DOH/LGU budget but shift Maintenance and other operating expenses (MOOE) to National Health

Insurance Program (NHIP)

e Re-nationalizing to the
provincial level through
the Provincial / City Health
Board can place a salary cap
on physicians.

e Physicians will receive fixed
salaries from DOH/ LGU and
would not get PhilHealth
reimbursement shares. The
basic salary as the sole source
of professional fees

e Some specialists may still
opt to serve in a government
health facility due to non-
monetary reasons, e.g., familial,
personal passion, patriotism,
others.

In the current salary standardization
scheme, the salary for consultants
and medical specialists in government
hospitals cannot compete with what
physicians earn in private practice.

e Personnel services cap may prevent the Provincial / City

Health Board from hiring doctors or health professionals,
even if there will be more funds to pay for these doctors or
health professionals.

It is unclear if the financing scheme would affect personnel
in rural health units and other non-hospital-based

health workers.

Government teaching-training hospitals and district hospitals
might have different dynamics in personnel salaries and
MOOE, which might call for modified set-ups.

Physicians may be inclined to transfer to private health
facilities where they can have PhilHealth and HMOs
capitation on top of their basic pay.

The pooled funds from PhilHealth can be considered as
augmentation of basic pay, not as duplication of fees.

The emigration of skilled and experienced health professionals
to private facilities may worsen.

Despite available plantilla items, rural areas still lack doctors.

Option 2: Shift PS and MOOE to NHIP

e There will be a monopsony:
PhilHealth and provincial
power.

e The network should be able
to monitor their members that
balance billing is not practiced.

e Payment will be performance-
driven and serve as the basis

If health professionals solely
depend on performance-based
fees from PhilHealth, delayed
reimbursements might expose
them to financial instability.
Political interference in delivering
quality and accessible healthcare
services can hamper the proper

Physicians would opt to stay in higher level hospitals and
may refuse deployment to the infirmary or municipal hospital,
where PhilHealth reimbursement is less.

It was suggested that when physicians reach a certain

target, then they can receive a commission for additional
services rendered.

It is imperative to minimize or eliminate politicized decision
making, to have efficient health care delivery.

for incentives. implementation of policies.

e The operational definition of “a representative” to the
Provincial or City Health Board should be clarified as to how
many representatives will be included, whether it is one each
municipality or one for the whole province.

Option 3: Rationalize part-time status in government hospitals

o Better schedule flexibility and
more income opportunities for
health professionals.

e Part-time status for physicians
can be applied in either Option
1 or 2 scenarios, regardless of
how physicians are paid.

employing full-time positions.

scheme and benefit coverage.
e Physicians might lean towards

e May have more complicated salary

greater prioritization for private
patients due to better compensation.

e More physicians may prefer part-time e In some institutions, a full-time position is divided among
positions that result in difficulty in

individual practitioners. The practice of part-time status
becomes more prevalent since medical specialists and allied
medical professionals who offer home care therapies receive
higher fees in private practice.

e Some physicians who are employed as full-time physicians
may perform less than part-time in terms of workload and
hours of work. The deliverables should be clearly stated for
part-time physicians.

municipalities and cities included in the province-wide and
city-wide health systems shall be entitled to a representative
in the Provincial or City Health Board.” Some of the
discussants were concerned about the operational definition
of “a representative” and suggested that there needs to
be a clarification as to how many representatives will be
included, whether it is one each municipality or one for the
whole province.

Option 3: Rationalize part-time status in government
hospitals

It was reported during the discussion that though
plantilla positions in government health facilities are
available, they are not quickly filled up as some physicians

prefer part-time positions. This is due to schedule flexibility
and more income opportunities. It is also interesting to note
that in some institutions, a full-time position is divided
among individual practitioners. The practice of part-time
status become prevalent since medical specialists and allied
medical professionals who offer home care therapies receive
higher fees in private practice.

On another note, there are instances when employed
full-time physicians perform less than part-time in terms
of workload and hours of work. This can be attributed to
the gained security from tenured items in the government.
To ensure quality service provision, the deliverables should
be clearly stated for part-time physicians.
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As a public servant, patient welfare must always come
first. However, if private practice is placed in the equation,
physicians might lean towards greater prioritization for
private patients due to higher compensation. Lastly, there
was a consensus that rationalizing part-time status in health
facilities should be flexible and can be applied in either
Option 1 or 2 scenarios, regardless of how physicians are paid.

A summary of the insights from the discussants of
the RTD, comparing the advantages, disadvantages, and
issues/problems arising from the DOH proposed options
in financing health personnel, is presented in Table 2.

Additional options as may be deemed necessary

To achieve cost-efficient health financing, another
option in financing personnel cost is for the health
professionals to have a fixed salary and still allow them to
have augmentation from PhilHealth reimbursement up
to a certain amount. Once this amount is reached, further
augmentation can be restricted. This can incentivize the
retention of health professionals in government health
facilities while preventing the abandonment of charity or no
balance billing (NBB) patients.

Another concern raised in the discussion is the
“moonlighting” practice, which is becoming the preference
of new medical graduates, rather than taking residency
training. Moonlighting is defined as the extracurricular
provision of medical services for remuneration outside
the bounds of residency training programs.*’ It is strongly
attributed to higher fees received. However, this arrangement
lack continuity of patient care and compromises the quality

of service.
CONCLUSION AND RECOMMENDATIONS

The UHC Act is expected to increase fundings for
healthcare for the efficient provision of equitable quality
health services and commodities. Examining all possible
financing schemes with the best available evidence and
experience will identify the mechanisms that would yield the
best allocational efficiency. There is a consensus that each
of the presented financing options requires actions on the
current policy gaps. Further, the flexibility of terms among
health personnel must be considered to augment salaries with
other sources. Discussions revolved around impacts on the
financial security of the health personnel while ensuring the
provision of fair and quality services. To be able to shift the
personnel salaries and MOOE from DOH to PhilHealth,
there must be a critical analysis if the existing and projected
PhilHealth financial and human resources would be sufficient
to cover and manage all of these, respectively. Even though
there are more resources allocated to fund the UHC, it
is important to note the efficiency of fiscal sustainability.
'This means that allocation and technical efficiency must be
improved, and primary care is strengthened.

Financing Health Personnel

Based on the review of literature and policy discussion,
the following are recommended:

1. Forthe options to minimize duplication of personnel cost,
there is a need to determine whether the perceived shift
would affect personnel in rural health units and other
non-hospital-based health workers. Also, government
teaching-training hospitals and district hospitals might
have different dynamics in personnel salaries and
MOOQOE, which might call for modified set-ups.

2. 'There must be a clear operational definition of "a
representative” and clarify how many representatives will
be included in the provincial health board, as stipulated
in Section 19 of the Act.

3. For Option 1, consider providing another source of salary
augmentation for physicians. Also, ensure adequate
plantilla items in LGU-maintained hospitals.

4. For Option 2, given that salaries solely depend
on PhilHealth, it is imperative to fix PhilHealth
reimbursement system for timely reimbursement.

5. Political interference in delivering quality and accessible
healthcare services can hamper proper implementation
of policies that may lead to failure in attaining the target
output. In the UHC Act, it is imperative to minimize or
eliminate politicized decision making, to have efficient
health care delivery.

6. Part-time status schemes should be flexible, and can be
applied to either Option 1 or 2 scenarios, regardless of
how physicians are paid.
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