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by everybody, the scrvices bought by these funds benefit only a small portion of the
contributors. Along the same observation, there is absolutely no justification for gov-
ernment subsidy of specialty hospitals (health palaces), cspecially those doing eso-
teric procedures like transplants.

Inequity is also characteristic of the health carc financing in this country as
pointed out by Professor Herrin (Herrin 1993). It 1s estimated that about half of
the total health scctor expenditure comes from direct payments by houscholds to
providers. Considering the income structure of the population, it is obvious that
the majority of the population cannot avail themselves of health services. They
thercfore turn to government-provided hcalth care whercin a marked geographic
uneveness is characteristic. For example. Metro Manila residents can avail them-
selves of services offcred by relatively good public gencral hospitals. Compara-
blc facilities are not available in many regions of the country. Therefore, whilc
everyone shoulders the financial support of the government hospital system
through taxes, the services provided by these hospitals to the tax payers favor a
particular group.

Another form of inequity is embcdded in the health insurance systems both
for social insurance (Medicare) and private health insurance like the Health Main-
tenance Organization (HMQO). For social insurance for example, coverage is for those
with jobs. Premium is paid through salary deduction on which is added employers'
counterpart contribution. In practice therc is no difference in coverage and premium
betwoen those recciving very high salanies and those with minimum wages. When the
insurance privilcge is used, the highly paid get the same bencefits as the lowly paid
and both get subsidies from the employers. Inequity creeps in when the uncmployed or
self-employed who arc not covercd by the systcm are unable to avail thecmselves of
similar benefits. They not only do not enjoy insurance coverage but are deprived of
subsidy as well.

Private hcalth insurance, being profit-oriented, tends to discriminate in that
prospective clients with probable chronic and expensive diseases are disqualified
from insurance. Almost all private insurance also put a cap on coverage of catas-
trophic illness which is probably the single most important reason for getting
insured in the first place.

Inequity is present not only in managed health systems but also in systems
controlled by the market forces. The latter can have major impacts on health. For
example, while food supply may be adequate as pointed by Salvosa-Loyola and
Corpus (1991), this does not necessarily insure adequate consumption. This is
readily shown by the comparison of rate of increase of available food and the rate
of per capita consumption from 1973 to 1986. While the accompanying increase in
the population during this period contributed to thc comparatively lower rate of
increase in per capita consumption, the ability to buy food as determined by the
family income remained the major determinant of per capita consumption. The lack
of increased demand for food from the poor was dictated by the low purchasing power
of this group. In 1988 the average family spent 50.7% of its income on food. It is no
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except to identify the group covered namely, the formally employed, sclf-em-
ployed and all sectors as may be determined by the commission.

What should be provided is probably the most important issue because in the
face of limited financial resources cost-benefit is paramount. Some of the issues
associated with developing a cost-beneficial mix of health services are preventive
versus curative, hospitals versus health centers, in-patient versus out-patient, "vulner-
able group” versus everyone. Concomittant activities therefore should include cost-
benefit studies of clinical care, public health measures, and technology. Measuring
cost-effectiveness of health interventions may require developing new mcasures of
health effects. Data gathering, monitoring and evaluation will beconie absolutely
necessary while policy should be reflective of the verdict of data analysis and
interpretation.

How the services will be provided has two components. One refers to the
infrastructure facilitics and organization that will deal with the actual provision of
the services and the other concerns the raising of money to finance the enter-
prise. Regarding the provider of services, a mix of public and private providers is
inevitable. Private here may include not only the organized professions but also
non-profit, non-governmental and even community grassroots organizations. Rais-
ing the money to finance the services is currently under study by the experts.

Global spending on health totalled about US $1,700 billion in 1990, or 8% of
the global income. Of this, government spent more than $100 billion or nearly
60% of the $170 billion spent on health in the developing countries of Africa. Asia
and Latin America governments spent half of the total amount ~ 2% of those
regions' GNPs (WDR 1993). Herrin (1993) estimates that the Philippines' expendi-
ture in health is around 2% of GNP and that its share of total health sector expen-
ditures is about 40%. Developed economics gencerally spend 5% or more of their
GNP on health. The persistent clamor in any discussion on health improvement is
for more money allocation. In fact, the DOH's goal is from 3% in 1990 to 7% of the
budgetin 1998.

While higher spending for health (cverything else being cqual) rcsults in
better health, the improvement in certain health parameters are not due to in-
creased spending only. China, for example spends less of its GNP on health
compared with countries with similar development, but has a much longer addi-
tional life expectancy. The same is truc for Singaporc. Egypt and Gambia get
poor health for a lower-than-predicted level of spending while the U.S. is a worse
case, getting among the poorest achievements in life expectancy relative to GNP
expenditure in health (WDR 1993).

In conclusion, providing everyone access to health services regardless of
their ability to pay for such services will not necessarily result in better health, nor
will increased spcnding in health achieve this automatically. Equally important con-
siderations in health care financing is the policy and health package that insure
maximum efficiency and efficacy in the expenditure of this money. More is not
necessarily better.
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sponds to a gain of eleven years in life expectancy! Across countries, more than
75% of the difference in health is associated with income difference.

The decline in average income per capita is particularly harsh on the poor
who can not absorb the diminished purchasing power of the houschold without
sacrificing basic necds. Again. in a country likc the Philippines where half of the
population is officially poor the effect of reduced income is bound to have major
conscquences as has been shown by studies on the trends in encrgy and nutrient
intake in relation to changing economic conditions. Food consumption as well as
encrgy and nutrient intake were generally improving or at least remained con-
stant between 1978 to 1982, But between 1982 to 1987, with a worsening of the
economic conditions, encrgy intake dropped from 1800k calories to 1750k calo-
ries representing a caloric gap of 11% to 13%. A corresponding increase of the
proportion of houscholds with per capita intake below the recommendcd levels to
69% from 67% also followed (Salvosa-Loyola and Corpus 1991).

Energy and nutrient malnutrition raise the risk of death and may reduce
physical and mental capacity. In 1990. the combined cffects of protein-cnergy
malnutrition, and iron. iodinc and Vitamin A deficiency wcre estimated 10 have
cost in direct loss 46 million disability adjusted life ycars (DALYSs), or 3.4% of the
global burden of diseasc. Child dcaths due to malnutrition-related diseases cost
231 million DALYSs with at least 60 million of the 231 million DALY attributable to
malnutrition (WDR 1993).

Population increase also puts additional demands on social institutions like
the school system. Failure 1o provide and acquire primary and secondary cduca-
tion have scrious consequences on hcalth, Households with more education en-
joy better health for both adults and children, Fcmale literacy cspecially, has
demonstrable salutary effects on health. Better-cducated women start families much
later than uneducatcd women which then contributes to the reduction of risk to
child hcalth associated with carly, cspccially tecnage pregnancies. Educated
women are morc able 1o get and usc health information. This is reflected by
betier domestic hygiene, which reduces the risk of infection, better food and
more immunization, both of which reduce susceptibility to infection, and wiser usc
of medical services. A study of 13 African countries between 1975 and 1985 showed
that a 10% increase in female literacy rate reduced child mortality by 10%, whercas
changes in male literacy had little influence. A somewhat similar study in 25 devel-
oping countrics indicated that, all else being equal, even | to 3 years of matcrnal
schooling reduced child mortality by about 15% (WDR 1993).

Educated women also tend to get better paying jobs. Income in the hands of
women in the home produces more health benefits for children than when the
father controls the money and spending. This was shown in Brazil and Jamaica which
in the latter's case resulted in more spending for nutritious food and child-centered
goods. In Guatemala ittakes 15 times more spending to achieve a given improvement
in child nutrition when income is earned by the father than when it is carncd by
the mother (WDR 1993).
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per day from 1978 to 1982 but dropped to 1750 kcalories in 1987, thus widening
the gap during that period from 11% to 13%, with households consuming below
recommended levels increasing from 65% to 69%; protein intake improved sig-
nificantly from 1978 to 1982 but dropped in 1987; with the exception of niacin, the
average per capita intake of vitamins and minerals have never reached the rec-
ommended levels; there is low bioavailability of iron in the Filipino diet, mean
energy intake of farmers, female textile workers and female shoemakers were
lower than their mean energy expenditures.

Iron deficiency anemia was estimated to be 37.6% in 1987 with 6- to 12-
month-old infants, the elderly, pregnant and lactating females, and boys aged 7-12
years most affected (Salvosa-Loyola and Corpus 1994). A 1987 estimate placed the
prevalence of anemia among pregnant and lactating women at 45.4% to 50.6%
(Florencio 1994). Iodine deficiency is endemic in many regions of the country
such that the prevalence of goiter among pregnant and lactating mothers is 3.3%
to 7.4%. Vitamin A deficiency is also serious as shown by the presence of Vitamin
A deficiency eye signs in 3.1% and low serum retinol levels in 4.1% of subjects
surveyed.

Neverthless, nutrition problems in the country are being addressed. The
Philippine Food and Nutrition Program (PFNP) provides the mandate, political
support, overall program design, manpower, strategies and mechanisms accord-
ing to Florencio (1994). She said, however, that because of the complexity of the
whole operation, inadequate resources, and what appears to be some degree of
disjointedness in perception by all the sectors involved in the program, the man-
date remains largely unaccomplished. The DOH for its part has embarked on
specifically-targeted programs like the Vitamin A, iodine and iron supplementa-
tion programs. Without disparaging the efforts of these agencies, it is highly un-
likely that the nutritional problems of this country will go away without decisive
solutions to root out problems productive not only of malnutrition but of a whole
lot of other problems impacting on health.

Probably the most basic solution to malnutrition is the attainment of food
security which will assurc adequate supply and universal access to food. Adequate
food supply should ensure food availability, which means that food should trickle
down to every household in the population. It means sufficient food production and
equitable distribution. In a predominantly agricultural country food production may be
more than adequate to meet the consumption of the population but if food produce are
alternatively used to earn foreign exchange, availability will suffer. This is the situa-
tion in a number of food products produced by the farm and fishing industries. Ad-
equate supply pcr sc¢ does not equate to adequate consumption. A food supply
target of at least 25% above the recommended daily allowance for calories is
necessary to accomplish the trickle down effect (Salvosa-Loyola and Corpus 1991).

Inextricably linked to food access is the purchasing power of the household.
Poverty depresses effective demand for food. FNRI estimated that in 1987 the
food threshold was P14.02 per capita per day. The food expenditures of a family
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REACTIONTO DR. ERNESTO O. DOMINGO'S PAPER

Mr. Antonio Abaya
Columnist, Philippine Star

Madam Chairwoman, officers of the National Academy of Science and Tech-
nology, distinguished guests and participants in this meeting, good morning
and thank you for inviting me to take part here.

This ts the third time | am joining the NAST in its annual meeting and |
feel comfortable with the people who are involved in science and technology
because aithough | am in the media — my academic background s tn Chemistry,
so we speak the same language. And one point of correction Madam Chair, | am
no longer with the Mantla Chronicle. I am with the Philippine Star.

Prof. Ernesto Domingo is to be congratulated for his very comprehensive
paper on the issues on health, population, nutrition, children, public health and
health care financing. This paper is really very comprehensive. It is 23 pages
long, 23 typewritten, single-spaced pages. Not being a health professional, a
nutritionist, a pediatrician, a public health official, or a health care packager, |
do not feel | am competent enough to react to the bulk of Prof. Domingo' paper
and alter going through these 23 pages, I honestly wondered why | was invited
to react to it in the first place. With your indulgence, | have decided not to tryv
to react to the whole paper as 1 would have nothing to say for or against the
many points raised by Prof. Domingo on issues that | have absolutely no
expertise or interest in. Instead | have decided to focus on that part of his
paper that dealt with population.

As a columnist, | have taken strong position on this population issue and
| am prepared to join the debate. Prof. Domingo tells us that the world's
population grew from 3.28 billion in 1965 to 3.89 billion in 1973 to 5.35 billion in
1991, Current growth rate is 1.6% or about 90 million more people every year.
At this growth rate, it ts predicted that world population will reach 8.66 billion
in the year 2030 which means population will have doubled in less than 50
years. Much of this growth occurred in low and middle income countries in
Sub-Sahara Africa to Middie East, North Africa, East Asia, the Pacific, South
Asia, Latin America and the Carrtbeans and that includes the Philippines,
Philtppine population growth has declined from 3.0% in the 1950's to 2.7% in
the 1970's to 2.4% in the 1980's. Presumably with the pro-active population
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program of the Ramos government, that growth rate can be reduccd to 2.0% per
annum or even lower by the year 2000. But Prof. Domingo warns us that even if
fertility rate is cut down to replacement level by the year 2010, population will
reach zero growth ratc only at around the year 2075 at which time our population
will be 127 million. Needless to say, population increases puts stresses on food
and water supply, on housing, on education, on energy, on natural resources
and consequently the environment plus on leisure, transportation and everything
else. [n countries like the Philippines, where population growth often outpaces
economic growth, the net result is a decline in average income with the harshest
effect on the poor. This has the billiard ball effect on the nutrition and health
conditions of the population, life expectancy, food supply and ultimately cven
on their productivity at the workplace. So population really has an effect on
economic efficiency and therefore on economic growth. Prof. Domingo correctly
sees in better-educated women the key to a better health environment and the
way out of the problems caused by overpopulation:

1. Better-educated women start families much later than uneducated
women.
2 Better-cducated women are better able to get and use health infor-

mation resulting in better hygiene and less risk of infection, and
better food and more immunization.

3. In 13 African countries between 1975 and 1985, a survey showed
that a [0% increase in female literacy reduced child mortality by
0%, whereas an increase in male literacy had little influence on
alcohol intake.

4, Better-educated women are also able to get better paying jobs;
income in the hands of women at home produces more health benefits
for children than when the father is controlling the money (this
speaks a lot about the usefulness of men).

5% Retter-educated people, tend to make choices in lifestyle and health
practices that are beneficial. including a readiness to change habits
for the better. [ suppose this means that better educated people
tend to limit the size of their families out of their own volition without
anybody telling them to do so.

Prof. Domingo says that modulation ot population increase by puitting a
cap on fertility should be a major issue and 1 agree with him 100%. But he
correctly warns that the population problem is more complex than it is made to
appear and that some of the underlying assumptions sometimes turn out to be
questionable. For example, he gives us the fertility rate in Kenya which rose as
standards of living rose from 7.4 live births per woman in the 1950's to 8.12 in
the 1960's and the 1970's. Thus. it belied the assumption that families reduce
their number of children as their standard of living goes up. Similarly. Prof.
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Domingo writes that in Nigeria when the economic condition went sour, families
turned to contraceptives. But these are probably exceptions that prove the rule.
In fact, Prof. Domingo admits that the strategies recommended by the U.N.
World Population Conference 20 years ago which involved the attenuation of
poverty, the expansion of access to health and the improvement in the status of
women all met with success in the majority of nations. So some nations
succeeded, others did not. Prof. Domingo criticizes the DOH for being equivocal
in its population policy. He says that a vigorous program to push family planning
aimed at reducing fertility should be pursued. He says that thc DOH policy is
"a lot of soap" and "a policy crafted with a singular purpose of avoiding
offending anyone and pleasing all is reduced to a wish statement whose
fulfitiment is left to fate." | can appreciate Prof. Domingo’s impatience with DOH
policy because | too am in favor of a more vigorous campaign to reduce fertility
but, on the other hand, the issuc has become highly politicized because of the
objection of the Philippine Roman Catholic Church. Being a Protestant, Pres.
Ramos understandably has to walk a narrow path carefully unless his rcligion is
used against him in which case the modest success that he has achieved or can
achieve will be negated as the battle line becomes drawn along religious lines
which we do not want to happen. What [ mean is that if you take a very strong
position and deliberately antagonize the Roman Catholic hierarchy it may come
Lo pass that even Catholics who are in favor of population control may be
drawn to the other side because the debate may become drawn along retigious
lines which we do not want to happen.

In my opinion, the Ramos position (as articulated by the DOH) of making
information available on various methods of family planning and letting couples
decide for themselves which methods 1o use is reasonable and pragmatic given
the vocal and bitter opposition of the Roman Catholic Church to even this
moderate approach. Whatis probably lacking is the concerted effort to promote:

[ The idea of a small family as the socially accepted norm.

2, The ideal of the better educated woman as the preferred Filipina. A
inedia blitz to sell these to concept in advertising, in movies. on
television would condition couples to choouse the most effective
means of family planning without putting the Ramos government on
a collision course with the Roman Catholic church. So | think that
the efforts should come from the private groups to sell the idea of a
small family and the better educated woman through radio. through
T.V., through movies, but hopefully without using Lolit, Rufta and
Nanette, maybe Gretchen Baretto. In the medium and long term, |
can se¢ the Church, the Roman Catholic Church changing its position
on contraceptives as il had changed its position to other moral issues
in the past. Perhaps, just perhaps, the next Pope will be more open
on this issue m which case the conservative position of Lhe
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Philippine church will be undermined and become irrelevant. In the
meantime, let us worry about how we are going to feed, clothe, educate
and find jobs for 127 million Filipinos by the year 2075. Thank you and
good day.
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a.  preventive, promolive, diagnostic, curative. and rchabilitative

scrvices,
b.  tcaching, training of health manpower,
C. research; and

d. communty services.

In our first role, we have been not only centers of excellence,
but centers of wellness as well. We have cooperated with the follow-
ing programs of the DOH: Expanded Program Immunization (EPI) of
the six immunizable diseases; as "patak” centers against polio: AIDS
awareness campaign; established volunteer blood donors directory:
"sagip mata" movement, cancer screening; “alay puso.” elc.

All clinical departments in tertiary medical centers have teaching and
training programs accredited with the corresponding speciality socie-
ties. Private hospitals do this inspite of its high cost and the institutions’
limited or scanty resources. The worst part of the game is the intrigue
shown by a group or association of doctors who declared that resi-
dents, even in teaching training hospitals should have employer-em-
ployce relations and be subjected to mimimum wages eight hours work,
extra time, overtime, security of tenure and all other fringe benefits.
The i1dea of these godfather associations is that training hospitals are
exploiting the residents and that they should be allowed to unionize.

Research is very limited in the Philippines especially so in the private
setting but we have made the preparation of scientific papers as part
of our requirements before the assignment 10 the next higher grade
or graduation from their Post Graduate Intern (PGI).

Incidentally, through the years. we have acquired certain pro-
prictary data which may be very uscful for the CMC at least.

Our tourth and biggest role s 1n our community projects. Gone are the
days when hospitals are the white elephants or the ivory towers that
people just look up 1o, We have adopted a concept of hospitals without
walls sa we can reach out to cur community. Philippine hospitals have
been requested to "adopt a barangay or barangays” so they can relate
with the community.

STEPS TO BE TAKEN TO ADDRESS THE ISSUES

b

Al present, we have about 44,000 barangays with their own chairmen
and kagawads. These can make the hospital the core of the primary
health care system and be a part of our massive and continuing Infor-
mation, Education and Communication (IEC) campaign.

As far as the community 1s concerned. the massive media infor-
mation, education and communication campaign has emphasized Pub-
lic Health Issucs. Aside from this we train and teach them about;
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CONCIL.USION

Let me quote from Paine and Sicm Tjam in the book- Hospitals and the
Health Carc Revolution:

"An understanding of the principal health problems of individuals, and hence
of communities, should be the basis of all health carc. Analysis of these problems,
of what can be donc about them with the knowledge and resources available
cnables decisions to be made about priorities and programs.”

An essential precondition to successful primary health carc is a supportive
political climate in which health is vicwed as part of total human development and
the right of every individual, specially the children.

Over the past 20 yecars, many people have begun to question the relevance
and effectiveness of national health systems in both developing and industrialized
countrics. In particular, there is a growing awareness that health workers other
than physicians arc ablc to provide care, that hospitals employing sophisticated
technology are not the only places where care can be delivered, and that the
medical model is not the only possible foundation for a national hecalth system.
Exploration of alternative approaches to health care has led to a revolutionary
process of change aimed at the protection and promotion of health and formalized
in WHOs Global Strategy of Health for All by the ycar 2000. This strategy empha-
sizes the principles of primary health care as the foundation for a new approach
in which medical technology and hospitals, rather than serving a minority of sick
pcople, accept a new responsibility, that of participating in the development of a
total health system capable of meeting the needs of the whole population. The
resulting radical and sometimes unsettling changes are now affecting hospitals all
over the world.

The dictionary tells us that a revolution is a great upheaval or a complete
change in, for example, outlook. social habits or circumstances. The health care
revolution, as we understand it, is a great change of the more gradual kind. At its
simplest, the health care revolution, as we implied in the previous paragraph, is an
attempt to integrate hospitals into a necw style of health care system centered on
primary health care.

More expansively, it could bc described as an international crusade founded
on the principle that health is a basic human entitlement, to which all should have
equal access and an equal right, irrespective of nationality, residence, wealth or
social position; for the achievement and maintenance of which all should take
some responsibility, in relation to themselves and to others; and in the pursuit of
which everyone must be concerned — with doctors and other profcssional health
workers playing a major and esscntial role, but not necessarily the predominant
onc.

Maraming Salamat po Mabuhay Tayong Lahat!

Reference: Monograph No. 1
Hospitals and the Health Care Revolution by Paine and Siem Tjam
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hcavy responsibility. All of you are aware that food animals are the important
sources of protein that a person must partake in order to maintain good health.
The meat of these animals must be safe for human consumption. It must come from
healthy and not discased animals which may harbor zoonotic diseascs.
Veterinarians, by virtuc of their profcssional training, can recognize these dis-
eased animals including the meat through ante-mortem and post-moriem inspec-
tion and thereby condemn them as unfit for human consumption. Some of these
discases like anthrax, TB or salmonellsis can be deadly to man. The maintenance
of the sanitary conditions wherein the animals are slaughtered, i.e.. abbatoirs, the
meat processing plants arc likewise the responsibility of the veterinarian, Com-
parative medicine, as the term implies, is the use of laboratory animals in studying
the effects of drugs and harmful microorganisms and then applying these recac-
tions in humans, the objective of which is to find a cure tor human diseases. For
this purpose, the production of laboratory animals, ¢.g. rabbits, guinea pigs, mice,
rats, dogs, cats, etc., 1s an important responsibility of the veterinanan in public
health. The upsurge in the occurrence of mental discases and rclated neurologi-
cal disturbances in man have been alleviated by the use of animals as companions
or pets that cven assist the blind as "seeing eye dogs". Protection of the cnviron-
ment from farm wastes and poisonous chemicals, e.g., pesticides, is in the domain
of the veterinanan. Our country is noted for disasters, natural and man-made
(trees, floods, typhoons, earthquakes, volcanic eruptions), During these occur-
rences, the veterinarian must sce to 1t that the food animals are fit for human
consumption.

These are. in brief, the responsibilities of the veterinarian in protecting and
maintaing public health.











