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Background: In order to financially sustain the participation of the private sector in the UHC, there is a need to find reasonable
balance of accountabilityinthe costing of health services. The costing must be based on actual resources used from the perspective
of the private health service provider.

Objective: The objective of this paper was to determine the cost of primary care services from the framework of the UHC reform
in the private sector.

Method: This is a multi-method approach to cost-identification in establishing and providing primary care health service in
the UHC. The approaches used by the authors included review of published literature, laws and policies from DOH and other
regulatory agencies. From this review, they develop the minimum facility requirement for basic primary care facility and primary
care facility with ancillary services. They used the actual expenditures of existing primary care clinics, 2021 quotations from
equipment and supplies companies, published construction rates and consensus approach to establish the cost. Based on 2021
value of Philippine Peso, they estimated the cost of constructing and operating a primary care facility.

Results: The total estimated cost of building a primary health care facility based on the DOH licensing standard was estimated
to be around PhP2,490,000. The cost of furniture and equipment as required in the DOH AO was PhP474,685. Thus, the total cost
of the construction and equipment for a basic primary care facility setup is PhP2,964,685. We estimated the annual operating
cost with the building estimated to depreciate in 20 years and the furniture and equipment in 5 years, the annualized cost
for the building is PhP124,500 and for the furniture and equipment PhP94,937. The total annual salary of the staff based on
government standards was PhP2,381,962. The maintenance, operating and overhead expenses (MOOE) which included water and
electricity, repair and maintenance, waste disposal, supplies and other fees was PhP451,190. The total annual operating cost of
a basic primary care facility is PhP3,052,590. This facility can provide basic services such as outpatient consultation and minor
surgeries. Using the same approach for the basic facility, the total annual operating cost of a basic primary care facility with
ancillary service is PhP11,023,670. This facility can provide outpatient consultation, minor surgeries and primary care services
such as health education and preventive care plus the ancillary services like pharmacy, clinical laboratory and x-ray. For patients
with diabetes, the total annual cost is PhP8,986. The significant cost driver is the clinical assessment and non-pharmacologic
intervention. The researchers found the same cost pattern for the annual cost care of patients with hypertension but with a
slightly higher annual total with PhP9,963. Their sensitivity analysis based on inflation, construction, equipment and operating
expense may increase these cost estimates by 20% in the next 5 years.

Conclusion: Based on their findings, the current per capita support from PHIC Konsulta package is not adequate in the private
sector both for wellness and care of patients with chronic condition. PHIC needs to consider adjusting per capita rates and
consider case rate payment as it is currently doing for hospital care. Without this proposed adjustment, only those patients in
the higher socioeconomic status will be capable of consulting the private sector. This scenario defeats the equity issue that is
a primary concern in the UHC.
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INTRODUCTION

The latest official Philippine National Health Account was released
last year to cover for health expenditure until 2019. The total health
expenditure reached PhP792.6 billion in 2019, 10.9 percent higher
compared to PhP714.8 billion in 2018. The largest share is still out-
of-pocket payment (00OP) amounting to PhP379.7 billion (47.9%).
The government share was PhP332.8 billion (42.0%) while social
and voluntary health insurance schemes contributed PhP80.0 billion
(10.1%). The bulk of these expenditures were spent on hospitals
PhP345.5 billion (43.6%), followed by medicines with PhP239.8 billion
(30.3%)." These significant out-of-pocket payment leads to financial
catastrophe especially among the poor.

In order to decrease the expenditures focused on hospital service,
PHIC started its primary care benefit package in 2012, then termed as
PCB1. It listed benefits like consultation and preventive health service,
laboratory and medicines. It targeted the poor as beneficiaries initially
but was later expanded to organized groups and overseas workers
programs. The package which costed PhP500 per qualified member and
dependents (family) per year. In 2018, PHIC developed the expanded
primary care benefit package (EPCB) increasing the cost of the package
to PhP750 per member and qualified dependent (family). The coverage
was expanded to include the formal sector, lifetime member and
senior citizens. Both the PCB1 and EPCB was seen as unsustainable in
the private sector, so this was accepted only by the government run
health facilities which are already heavily subsidized by public funds.
In addition, there was no formal evaluation of its effect in terms
of decreasing hospitalization and improving health of the covered
members and dependents.

As a response to the passage of RA 11223 or the Universal Health
(are Act, PHIC integrated PCB1 and EPCB into the PhilHealth Konsulta
(PHIC Circ 2020-0002). The package now allows outpatient facilities of
hospitals and non-hospital to be accredited and provide the package.
The benefits covered all the identified services in PCBT and EPCB.
Another PHIC circular (PHIC Circ 2020-0022) was released specifying the
implementing quidelines for the PhilHealth Konsulta. The guidelines
specify the processes of accreditation and registration as called for
in the UHC. The significant change in the Konsulta package is the per
capita or per head costing and allowing the private sector to charge
co-payment as approved by PHIC. Per capita payment is PhP500 for the
public sector and PhP750 for the private sector.?

In order to financially sustain private primary care services in
the UHC, there is a need to find reasonable balance of accountability
in the costing of health services. The costing must be based on actual
resources used from the perspective of the private health service
provider. Such perspective must be based primarily on sustainability
and social responsibility. The resources must be identified based on
what is required by law and existing policies and the delivery of an
effective and quality primary care services based on existing practice
guidelines and clinical pathways. The charges for such service must be
a balance between what social health insurance (global payment) and
patients (co-payment) can afford to pay.

The objective of this paper was to determine the cost of primary
care services from the framework of the UHC reform in the private
sector.
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The specific objectives were to:
Determine the cost of providing primary care services based on the
DOH A0 on licensing of health care facilities and PHIC accreditation
requirements.
Determine the cost of providing continuing outpatient service to
patients with chronic illness like diabetes and hypertension.

MEeTHoDS

This is a multi-method approach to cost-identification of
establishing and providing health service in primary care under the
UHC. The approaches used included review of published literature, laws
and policies from DOH and other requlatory agencies. From this review,
the authors developed the minimum facility requirement for basic
primary care facility and primary care facility with ancillary services.
They used receipts of actual outpatient clinic, laboratory and diagnostics
expenditures, published rates of construction, current quotations from
medical equipment suppliers and consensus approach to establish the
cost. Based on 2021 value of Philippine Peso, they estimated the cost
of constructing and operating a primary care facility. Their costing may
only have a short-term time horizon of 2-3 years as most of their costing
will be dependent on inflation.

Setup of Primary Care Facility

To establish the basic requirements of the primary care facilities
to deliver effective primary care services, the authors reviewed the
licensing and accreditation standards of DOH and PHIC. The standards
for licensing primary care facility were based on the DOH AO 2020-
0047. They contain guidelines, minimum standards and requirements
for licensing primary care facilities. This was developed for licensing of
government and private primary care facilities as called for in Section
27.b of the UHC (RA 11223). We also reviewed the standards for service
delivery were based on PHIC Circular 2017-0002 - Adoption of the
Enhanced Benchbook for Hospitals and the Benchbook for Non-hospital
Facilities.

The authors considered two setups on how to deliver the primary
care services. The first setup is the basic primary care facility which can
provide basic primary care services i.e., outpatient consultation, minor
surgeries and other basic service identified in the DOH AO 2020-0047.
In this setup, the ancillary services are recommended to be outsourced.
The second setup is the primary care facility with ancillary service. This
setup can provide the basic primary care services plus other ancillary
service i.e., clinical laboratory, x-ray, and pharmacy services. These
were prioritized as these are the services needed in PHIC's proposed
primary care package. The dental and birthing services are proposed to
be outsourced.

For establishing the operational needs of primary care facilities
with ancillary services, aside for DOH A0 2020-0047, the authors also
reviewed the licensing standards for pharmacy, clinical laboratory (DOH
A0 2020-0047) and radiology facilities (DOH AO 2020-0035). They also
reviewed the accreditation standards of PHIC for non-hospital facilities.
This was based on the PHIC Circular 2017-0002 which calls for the
adoption of the Enhanced Benchbook for Hospitals and the Benchbook
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for Non-hospital Facilities. The Benchbook for non-hospital facilities
was patterned after the Benchbook for Hospitals but with the standards
designed to fit non-hospital facilities like outpatient clinics, birthing
facilities, dialysis centers, ambulatory surgical clinics, cancer treatment
centers and rehabilitation centers.

Cost Estimates

All cost estimates were based on the 2021-peso value. The
first step in the costing was to estimate the initial capital outlay in
terms of the constructing the physical structure and procurement of
furniture and equipment. The authors used information available in
the internet, consultation with independent experts and quotations
from established suppliers. To estimate the construction of the facility,
they consulted an independent architect for the estimated construction
cost per square meter. They also looked at available internet quotation
from construction companies and consulted a construction group. For
the equipment and furniture, they referred to internet quotation and
quotation from suppliers.

The next step in their costing was to determine the annual
operations cost. They assumed that the useful life of the building facility
is 20 years while for the equipment and furniture is 5 years. This is based
on the assumed useful life of property stipulated in COA Circ 2017-
004. They also included the human resource and MOOE. The annual
human resource cost was estimated based on the government salary
standardization. They assumed that a basic primary care facility should
have a fulltime physician, nurse and midwife as required by the AO. They
also assumed that the facility needs an administrator, receptionist and
janitor. They computed for their annual salary and benefits as required
by law (DBM Circular 584). They estimated the consumable supplies,
water and electricity consumption based on a survey and actual receipts
of expenditure from a typical family practice clinic. They also estimated
outsourced services for ambulance, waste management and fees and
licenses also based on existing contracts and records of typical family
practice clinics.

The PHIC Konsulta package allows per capita payment for the
defined services defined previously in PCB1 and EP(B. The services
include primary care prevention, consultation and treatment of common
outpatient illness. The services also include radiology and laboratory
services and provision of medicines. To compute for this, the authors
estimated the amount of consumable supplies for laboratory and x-ray
needed to serve a hypothetical 10,000 patients. They also computed
the medicines required for the common morbidity conditions based on
the DOH statistics and using the Drug Price Reference Index 2020.% The
consumable supplies for laboratory, x-ray and medicines were included
in the cost estimation for primary care facility with ancillary services.

Cost of Care for Patients with Chronic lliness

To estimate the cost of care for patients with chronic disease, the
authors used uncomplicated type 2 diabetes mellitus and hypertension
asan example. There are other chronicillnesses that might be significant
additional cost to the operations of primary care facility. They used the
PAFP clinical pathway for the management of uncomplicated type
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2 diabetes mellitus (T2DM) and hypertension. The clinical pathway
specifies the careinto clinical assessment, laboratory services, medicines
and non-pharmacologic interventions that has been shown to improve
control of chronic diseases. To estimate the cost of clinical assessment,
they used the data on the annual cost for the basic primary care facility.
They assumed that clinical assessment will entail 20 minutes of the
family doctor’s time. From the annual cost, they extrapolated the 20
minutes cost per patient. For the laboratory services, they used the
annual cost of the primary care facility with ancillary services. They used
the laboratory cost estimate that included equipment, personnel and
supplies. Since the supplies and equipment utilization was computed
from a hypothetical 10,000 patient population, they extrapolated
the cost per patient. The pharmacologic intervention in their clinical
pathway specified the first and second-line drugs to achieve control.
To estimate the cost of these drugs for one year, they used the National
Drug Price Reference Index 2020.% The non-pharmacologic interventions
were mostly patient-centered health education, family-focused and
community-oriented health intervention. These are usually health
education, advice and counselling that the other clinic staff can perform.
The resources used is mostly staff time. They assumed the same process
of cost-estimation with the clinical assessment.

Sensitivity Analysis

Since their process is a bottom-up approach of cost identification,
variation may be only around 10-20%. The source of variation may
come from construction of the facility (either for renovation or bottom-
up construction, leased or acquired real property etc.), the cost of
equipment (brand new or refurbished) and supplies. Since the usable
life of building infrastructure was estimated at 20 years and equipment
at five years, the variation that it will contribute to the annual operation
may be minimal but significant to those with less capital. The human
resource cost was based on the salary standards used by the government
for health workers and is relatively fixed for a certain period. The
location of the facility (urban or rural) may affect variation in the MOOE
cost. If there will be a significant change in the next 5-10 years until the
UHC is fully implemented, inflation which is unpredictable may be the
other contributor to cost variation.

Resuts
Cost of Operating Basic Primary Care Facility

Inthe Annex Cofthe DOH AO, the recommended floor area of a basic
primary care facility with no ancillary service is approximately 80 square
meters. It also recommended to have a parking area for emergency
transport of about 9 square meters. Aside from the floor area, it also
recommended that it conforms to applicable guidelines and regulations
for construction, renovation, and maintenance. This suggests that
construction should be done by licensed and accredited constructors.
The DOH AO requires a fulltime physician, nurse and midwife as the
minimum staff. However, the AQ is also strong on good maintenance of
medical records and maintenance of a safe and clean environment. This
may require additional staff such as an administrative assistant and a
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janitor. The AO also recommended in the layout a reception area and
waiting room, consultation room, minor surgery room, a common office
where records shall be kept, toilet and janitor room. These rooms will
require different set of equipment and instrument.

The cost for operating a basic primary care facility is shown in
Table 1. For a basic, the construction cost per square meter for a rough
finish is PhP10,000 to PhP15,000, and for basic finish is PhP20,000 to
PhP25,000 per square meter. While for the elegant finish the average
square meter cost is PhP40,000 to PhP60,000.° Anindependent architect
also estimated the cost to be around PhP36,000 per square meter. For
ease of computation, the authors used the PhP30,000 per square meter.
The recommended area in square meter for a basic primary care facility
is approximately 80 square meters. The DOH recommended layout also
requires a parking area for ambulance with a size of at least 9 square
meters. Assuming that the parking area will only be a rough finish,
this will amount to PhP90,000. The total estimate cost of building
a primary health care facility based on the DOH licensing standard is
estimated to be around PhP2,490,000. The authors also estimated the
cost of furniture and equipment as required in the DOH AQ. The furniture
costed included air condition and air exhaust system, tables and chairs,
medical equipment for outpatient consultation and minor surgeries.
The total cost of furniture and equipment is PhP474,685. Thus, the total
cost of the construction and equipment for a basic primary care facility
setup is PhP2,964,685.

The annual cost of operating a basic primary care facility is also
shown in Table 1. With the building estimated to depreciate in 20
years and the furniture and equipment in 5 years usable life years, the
annualized cost for the building is PhP124,500 and for the furniture
and equipment PhP94,937. The total annual salary was the highest
portion of the annual operating cost at PhP2,381,962. This includes
13th month pay and the employer’s share of SSS, PHIC and Pag-
Ibig contributions. The MOOE which included water and electricity,
repair and maintenance, waste disposal, supplies and other fees
is PhP451,190. The total annual operating cost of a basic primary
care facility is PhP3,052,590. This facility can provide outpatient
consultation, minor surgeries and primary care services such as
health education and preventive care. Other services like laboratory
and medicines will be outsourced.

Cost of Operating Primary Care Facility with Ancillary Services

The cost for operating a primary care facility with ancillary service
is shown in Table 2. The recommended area in square meter for a
basic primary care facility with ancillary service is approximately 240
square meters. The authors allocated 18 square meters for uncovered
parking. Using the same estimate of PhP30,000 per sqm for covered and

Table 1. Cost identification for establishing a basic primary care facility.

Capital Outlay Initial Outlay Annual Useful Life
Building Facility
Covered space 2,400,000.00
Open space (Parking) 90,000.00
Subtotal building facility 2,490,000.00 124,500.00
Equipment and Furniture
Doctor's room/examining room 122,594.43
Minor surgical room 113,974.00
Common office 130,923.00
Waiting area 87,545.00
Janitorial and electrical room 19,649.00
Subtotal equipment and furniture 474,685.43 94,937.00
Subtotal initial capital outlay 2,964,685.43
Subtotal annual useful life capital outlay 219,437.09

Salaries, Maintenance, Operating and Overhead Expenses

Annual Operating Cost

Human resource
Primary care physician

1,021,791.00

Nurse 458,475.00
Midwife 232,600.00
Administrative assistant 245,327.00
Clinical records assistant 245,327.00
Janitor 178,442.00
Subtotal annual human resource 2,381,962.00
Electricity 144,154.40
Water 62,036.52
Supplies (cleaning, disinfection etc.) 48,000.00
Repair and maintenance 36,000.00
Waste disposal 36,000.00

Miscellaneous
Fees and licenses 120,000.00
Others 5,000.00
Subtotal annual MOOE 451,190.92
3,052,590.01

Total annual operating cost
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PhP10,000 per sqm for uncovered facility, the total cost for building a
primary care facility with ancillary service is PhP7,380,000. Based on
the DOH AO, a primary care facility with ancillary service will also have
a doctor’s consultation, examination, minor surgery and treatment
rooms, a common office, reception and waiting area as in the basic
primary care facility. Based on the authors previous computations the
cost of the doctor’s consultation and examining room was PhP122,594;
minor surgery and treatment room was PhP113,974; common office
was PhP130,923; and reception and waiting area was PhP87,545. In
addition, the cost of furniture and equipment in the pharmacy was
PhP255,938; clinical laboratory PhP262,986 and radiology service
PhP1,683,743. Due to the higher backup power requirement, the
janitorial and electrical room was estimated to be PhP63,589. The
total cost construction and equipment for a primary care facility with
ancillary service setup is PhP12,101,292.

The annual cost of operating a primary care facility with ancillary
services is also shown in Table 2. With the building estimated to
depreciate in 20 years and the furniture and equipment in 5 years,
the annual useful life cost for the building is PhP369,000 and for the
furniture and equipment PhP944,258. The total annual salary was also
the highest portion of the annual operating cost at PhP6,482,549.
This is based on the salary standardization and adjusted to include
13th month pay and the employer’s share of SSS, PHIC and Pag-Ibig
contributions. The total annual MOOE which water and electricity, repair
and maintenance, waste disposal, supplies that included medicines,
laboratory and x-ray computed to serve 10,000 patients and other fees
is PhP3,227,862. The total annual operating cost of a basic primary care
facility with ancillary service is PhP11,023,670. This facility can provide
outpatient consultation, minor surgeries and primary care services such
as health education and preventive care plus the ancillary services like
pharmacy, clinical laboratory and x-ray.

Cost of Care for Patients with Chronic lliness

For patients with T2DM, the total annual cost is PhP8,986. The
significant cost driver is the clinical assessment and non-pharmacologic
intervention. This is based on the estimate that patients with diabetes
will consult monthly for the first 3 months and quarterly when blood
sugar is controlled. Medicine is not a major cost driver since the price
was based on the DPRI 2020. The authors found the same cost pattern
for the annual cost care of patients with hypertension but with a slightly
higher annual total with PhP9,630.

Sensitivity Analysis

Since their process is a bottom-up approach of cost identification,
variation may be around 10-20%. If there will be a significant change in
the next 5-10 years until the UHC s fully implemented, inflation which
is unpredictable may be the only contributor to cost variation. Using this
assumption, the overall cost estimate for operating a basic primary care
facility may be increased to PhP3,663,108 and for primary care facility
with ancillary service will be PhP13,228,404. The annual cost of care for
patients with diabetes mellitus can be PhP10,783 and for hypertension
PhP11,556.
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Discussion

In summary, we identified the cost of setting up a primary
care facility with and without ancillary services. Based on bottom-
up approach to cost estimation, the annual operating cost of a basic
primary care clinic will be around PhP 3 million and a primary care
clinic with ancillary service will be more than Php 10 million. Based
on the guideline and clinical pathway recommendations, the authors
also estimated the annual cost of taking care of a patient with chronic
disease like hypertension (PhP9,630) and diabetes (PhP8,986). These
costs cover for consultation time, patient health education, laboratory
and medicines based on Drug Price Reference Index.

The major source of cost is the initial investment for infrastructure
and equipment. This is based on the licensing requirement by the DOH.
While the infrastructure has a usable life of 20 years and equipment
5 years, the human resource requirement is also very significant
especially when the government salary standardization rate is used.
Aside from infrastructure, equipment and hiring of human resource,
training of hired staff may also be significant to achieve the quality-of-
care standards that is also required by the licensing standard. Previous
studies have shown that ongoing training and continuing education
are the most commonly used for the services in the facility to achieve
quality. There may also be varying cost depending on the complexity of
the disease, its treatment and other component of management.® From
perspective of the public sector, this may not be a significant problem
since their infrastructure, equipment and human resource are paid for
by the government from tax collection and national government budget
allocation. For the private sector, all investment cost will be shouldered
by the health care provider or investors. If the current payment system
of fee for service will still be applied, the cost of care in the private
sector will significantly increase under the UHC. As a result, only those
who can afford fee for service will consult the private sector while the
poor will consult the government primary care provider.

PHICis currently proposing changes to the method of payment for
private healthcare providers, including capitation, pay-for-performance
schemes, etc. Pay for performance based on achievement of targeted
quality care has been shown to improve quality. But payment must also
be aligned to the cost of inputs needed to provide quality care. Pay for
performance does not always lead to cost-effective care because of
potential overuse which was historically proven with the PHIC cataract
package. Mixed capitation with fee for service is another option.
However, current results indicate that the proposed capitation rate
proposed by PHIC Konsulta of PhP750 per capita may not be enough for
the private sector. Government facilities are availing it because all their
capital investment and human resource cost is paid for by public funds.
If Konsulta will be applied to the private sector, capitation payment
based on the capacity of social health insurance and private existing
payment methods plus a fee for service may be applicable.

The earlier version of Konsulta Package was the EPCB which
was mainly a wellness health promotion service package. Aside from
wellness and health promotion service, the Konsulta also includes
care of common chronic diseases like hypertension and diabetes.
Hypertension and diabetes mellitus are highly prevalent in low-
and middle-income countries and a leading cause of morbidity and
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Table 2. Cost identification for establishing a primary care facility with ancillary service.

Capital Outlay Initial outlay Annual Useful Life

Infrastructure

Covered space 7,200,000.00

Open space 180,000.00

Subtotal building facility 7,380,000.00 369,000.00
Equipment and furniture

Doctor's room/examining room 122,594.43

Minor surgical room 113,974.00

Common office 130,923.00

Waiting area 87,545.00

Pharmacy 255,938.00

Clinical laboratory 2,262,986.43

Radiology 1,683,743.00

Janitorial and electrical room 63,589.00

Subtotal equipment and furniture 4,721,292.86 944,258.57

Subtotal initial capital outlay

12,101,292.86

Subtotal annual useful life of capital

1,313,258.57

Maintenance, Operating and Overhead Expenses

Annual Operating Cost

Human resource

Primary care physician 1,021,791.00
Nurse 458,475.00
Midwife 232,600.00
Administrative assistant 245,327.00
Clinical records assistant 245,327.00
Janitor 178,442.00
Pharmacist 275,665.00
Pharmacy assistant 237,263.00
Clinical pathologist (Part-time) 510,895.50
Medical technologist (4) 1,329,604.00
Laboratory aide (2) 518,526.00
Radiologist (Part-time) 510,895.50
Radiology technician 259,263.00
Health physicist/safety officer 458,475.00
Subtotal human resource 6,482,549.00
Electricity 281,095.10
Water 101,951.72
Laboratory supplies (consumable) 1,379,187.85
Radiology supplies (consumable) 735,482.00
Pharmacy supplies (consumable) 204,145.96
Other Supplies (consumable) 86,000.00
Repair and maintenance 120,000.00
Waste disposal 60,000.00
Miscellaneous
Fees and licenses 240,000.00
Others 20,000.00
Subtotal annual MOOE 3,227,862.63
Total annual operating cost 11,023,670.20

VOL. 60 NO.2 DECEMBER, 2022

265



Table 3. Cost identification for bundle of services for uncomplicated T2DM and hypertension.

Clinical Pharmacologic Non- Annual
Laboratory . pharmacolog
Assessment Intervention . Total
Interventiol
Type 2 DM
1st Visit 481.00 419.00 200.00 481.00
2nd Visit 481.00 419.00 100.00 481.00
Continuing Care 1,924.00 1,676.00 400.00 1,924.00
Total 2,886.00 2,514.00 700.00 2,886.00 8,986.00
Hypertension
1st Visit 481.00 419.00 240.00 481.00
2nd Visit 481.00 419.00 240.00 481.00
Continuing Care 1,924.00 1,676.00 960.00 1,924.00
Total 2,886.00 2,514.00 1,440.00 2,886.00 9,630.00

mortality. The complications that arise lead to significant cost to the
health system. Thus, primary care level intervention has attracted
renewed calls for their implementation.’” There is enough evidence to
support the effectiveness of management of people with multimorbidity
and common comorbidities in primary care and community settings.®
Team-based primary care to improve control has also been shown to be
cost effective.” Existing policies also exist to ensure access to medicines
for these diseases and is an essential component of the UHC strategy."
The Philippine Academy of Family Physicians has also developed clinical
pathways for the management of these conditions in family and
community practice. The guideline recommendations include multiple
intervention across multiple consultation that are patient-centered,
family-focused and community oriented." Despite the modelling the
authors used was a longer prescription lengths and follow-up which
were associated with lower costs and higher quality-adjusted life-years
in previous studies, their costing for the annual care of patients with
diabetes and diabetes and hypertension that incorporates a holistic
service is also much more that the Konsulta Package per capita rate that
PHIC s going to pay the private sector.

Current findings as well as other studies with economic analyses
of team-based primary care, suggest that payment for care must be
restructured if patients are expected to enjoy the benefits of high-
quality and effective primary care.” If PHIC will not restructure the
package, the burden of cost accountability will be substantially passed
to private primary care clinics and eventually to the patient. This
situation is the main reason for the recommended for reforms in the
UHC. PHIC can restructure the Konsulta Package by having different
outpatient case rates similar to the diagnosis related group case rates
it is currently implementing for hospital care. There must be a different
case rate for wellness ervices across the different age group and
different case rates for those with chronic illness.

Private primary care clinics on the other hand also have cost
accountability rather than simply passing the cost to their patients as
out-of-pocket payments. Out-of-pocket payments might threaten the
equity of financing and increase unmet primary care needs. Higher fee-
for-service might decrease the utilization of needed service in patients
with multiple chronic condition especially for the poor. This will result
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to significant socioeconomic inequalities to health service in the private
sector and bring into question the current financing arrangements
of outpatient health care as seen even in higher resourced setting.”
The private primary care clinics can implement and a socialized fee-
for-service where patients who are socioeconomically disadvantaged
should be charged less compared to those who can afford to pay.

The effects of our proposed changes in payment methods on
health outcomes is uncertain since there are no strong evidence on
its effect on access and actual utilization. It is uncertain if changing
payment models by PHIC without including cost-accountability for
professionals would have similar effects. But there is a need for testing
these models of payment methods for healthcare providers working
in private outpatient healthcare settings in UHC implementation.
Such models can always be adjusted after evaluating the impacts and
unintended consequences of these payment interventions.'®

CoNcLUSION AND RECOMMENDATIONS

Despite the basic sensitivity analysis we conducted, current
findings provide a bottom-up approach to costing of health services and
presently, the most accurate estimate based on licensing requirements
at 2021-peso value. The authors also presented an accurate cost
estimate of primary care service for patients with chronic illness like
diabetes and hypertension. Based on their findings, the current per
capita support from PHIC Konsulta package is not adequate in the
private sector. PHIC need to consider adjusting per capita rates and
consider case rate payment as it is currently doing for hospital services.
Without this proposed adjustment, only those patients in the higher
socioeconomic status will be capable of consulting the private sector.
This scenario defeats the equity issue that is a primary concern in the
UHC.
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