
Introduction

The Philippines’ national health insurance program 
was established in 1995 to make healthcare accessible 
to all Filipinos by providing them financial protection 
from risks when seeking treatment or care. As the 
sole public health insurance provider in the country, 
PhilHealth is key to eliminating unpredictable health 
expenses and reducing out-of-pocket (OOP) spending 
during encounters with medical providers. However, 
government data show that OOP continues to account 
for the largest portion of total health payments. High 
OOP spending, if combined with low capacity to pay 
and absence of prepayment mechanisms to reduce 
financial risks, becomes “catastrophic” to households 
affected (Xu et al., 2005).

Catastrophic health expenditure (CHE) is defined 
as OOP health spending that exceeds a certain 
proportion of a household’s expenditure, with the 
possible consequence that the household suffers 
financial hardship and subsequent impoverishment. 
In the late 2000s there was no consensus on the 
specific threshold for measuring financial catastrophe. 
Regardless, most agree that it should be defined in 
relation to the household’s ability to pay for healthcare 
services. A literature review conducted by Xu et al. 
(2007) showed that previous thresholds differ from 
5–20 percent of total income or 12.5–50 percent of 
non-subsistence income for poor families who spend 
60 percent of their income on food. Ten years later, 
the Sustainable Development Goals defined indicator 
3.8.2 as the “proportion of population with large 
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Figure 1. Catastrophic Health Expenditure, 2000–2015

Source: Wagstaff et al., 2018; Bredenkamp and Buisman, 2016; WHO and World 

Bank, 2019; Bredenkamp et al., 2017.

household expenditures on health as a share of total 
household expenditure or income.” Two thresholds 
were used to define large household expenditures on 
health: 10 percent and 25 percent of total household 
expenditure or income (United Nations, 2019). 

Globally, the proportion of the population 
experiencing CHE at the 10 percent threshold 
increased from 9.7 percent (588.5 million) in 2000 
to 11.4 percent (741.3 million) in 2005, and further 
to 11.7 percent (808.4 million) in 2010 (Wagstaff et 
al., 2018). Data from various studies have shown that 
the incidence of CHE in the Philippines more than 
doubled since 2000 (see Figure 1). Although some 
estimates suggest the incidence of CHE decreased 

9.7%

11.4% 11.7%

2.5%

7.7%
6.3%

0%

5%

10%

15%

2000 2005 2010 2015

Global Philippines Philippines polynomial trendline

9.7%

11.4% 11.7%

2.5%

7.7%

6.3%

0%

5%

10%

15%

2000 2005 2010 2015

Global

Understanding the Incidence of Catastrophic 
Health Expenditure in the Philippines
Analysis from the Philippine National Health  
Expenditure Survey, Round 1

Authors: Xylee Javier, Pamela Crosby, 
Rebecca Ross, Ma. Erlinda Ranchez-Vila,  
and Maria Socorro Santos



Box 1. Notable Healthcare Reforms on Catastrophic Health Expenditure

Universal Health Care Act: Enacted in 2019, states that all Filipinos shall be guaranteed equitable 

access to quality and affordable healthcare goods and services and protected against financial risk 

through improvement of existing health sector processes and systems, strengthening primary care and 

networks of providers and facilities, and making PhilHealth membership automatic for every Filipino.

Z Benefit Package Policy: Launched in 2012, aims to address health conditions perceived as 

economically and medically catastrophic due to prolonged hospitalization and very expensive 

treatments such as end-stage renal disease and select types of cancer. 

All Case Rates Policy: Implemented in 2011, shifts the provider payment mechanism from fee-

for-service to case-based, which simplifies reimbursement rates and improves turnaround time of 

claims processing.

No Balance Billing Policy: Established in 2011, mandates that no direct medical expense shall be in 

excess of PhilHealth coverage from eligible patients of vulnerable populations (i.e., the poor and the 

elderly) during confinement in government facilities.

between 2012 to 2015, estimated OOP spending 
increased, contributing to a 1.4 percentage point 
increase in poverty incidence in the country,1 
which translates to 1.4 million Filipinos who 
experienced poverty as a result of health spending 
(Bredenkamp et al., 2017). 

Payment for pharmaceutical products have 
been found to drive OOP health spending and 
catastrophic payments (measured at the 10 
percent threshold) in the Philippines, regardless of 
income group (Bredenkamp and Buisman, 2016). 
According to the Department of Health (2018), 
the country has the most expensive drugs and 
medicines among the Association of Southeast 
Asian Nations due to limited domestic production 
and high import prices relative to international 
standards for both generic and branded 
pharmaceuticals. A survey conducted by Pulse Asia 
in 2019 revealed that 99 percent of Filipinos do not 
buy all of their prescribed medications because of 
high cost (DOH, 2019). 

Among the poor incurring catastrophic spending, 
medicines account for more than 70 percent of 
spending, while this is only 51 percent among 
wealthy households. Analysis of National Health 
Expenditure Survey (NHES) data revealed 
medicines account for 90 percent or more of total 

expenditure outside of health facilities for both 
inpatient and outpatient care, while representing 
a lower proportion, 39 percent and 21 percent, 
respectively, for care received inside a health 
facility (Javier et al., 2021).  

As the Philippines works toward universal health 
coverage, its main focus is to increase financial 
risk protection and reduce incidence of CHE 
caused by high OOP payments. According to the 
World Health Organization, prepayment schemes 
are a “direct route to elimination of catastrophic 
health expenditures” (WHO, 2004, p. 3). After 
mandatory discounts for vulnerable populations, 
PhilHealth works as the “first-peso payer” for 
healthcare by covering a fixed amount for medical 
bills; all charges in excess of that amount will 
have to be covered by other payment sources such 
as household OOP or private insurers (Picazo 
et al., 2015; Bredenkamp et al., 2017). Benefits 
packages provided by private entities are now 
mostly supplementary to PhilHealth insurance as 
they are designed around PhilHealth’s packages 
(Bredenkamp et al., 2017).

Despite several reforms and programs aimed 
at increasing access to healthcare and financial 
assistance for hospitalizations and care received 
(see Box 1), financial difficulties still prevent 

 1  Measured using the US$3.10 per day poverty line as of 2015.
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Box 2. Defining Incidence of Catastrophic Health Expenditure 

CHE = 1 if (per visit OOP health expenditure) > X * (6 months of household expenditure)

Where: 

• Per visit OOP health expenditure = household resources + personal loans + sale of property

• X = 10% or 25% threshold 

• 6 months of household expenditure = (6 x 4 x weekly expenditure) + (6 x monthly expenditure)  

+ biannual expenditure

household members from seeking care from a 
medical provider (Javier et al., 2021). Because 
of the monetary costs associated with seeking 
treatment in health facilities, even for a check-up, 
many delay or forgo facility visits while some resort 
to self-medication. This, in turn, results in poor 
health outcomes. This brief provides evidence to 
inform future health policies by presenting the 
distribution of CHE and the potential factors that 
lead to catastrophic health spending using data 
collected during the first round of the NHES. 

Methods

The Health Policy Plus (HP+) project, funded by 
the U.S. Agency for International Development, 
and the Philippines Department of Health analyzed 
NHES data on CHE for household member per 
facility visit to better understand individual health 
utilization by type of medical care. Individual-
level data on healthcare visits for outpatient and 
inpatient care were extracted from the household 
component of the NHES.2 The nationally 
representative survey of 12,425 households 
from 497 barangays was designed to capture 
health expenditure data for the most common 
conditions or service types—including newborn 
packages, facility-based delivery, pneumonia, acute 
gastroenteritis, dengue, hypertension, and kidney 
problems—aligned with 2015 PhilHealth claims 
and membership databases and 2015 top morbidity 

conditions from Philippine Health Statistics. The 
analysis presented in this brief looks at 9,788 
outpatient care visits and 1,102 inpatient care visits 
as reported for the six months prior to NHES data 
collection (which took place between November 
2018 and May 2019). This sample represents 
healthcare events for household respondents who 
had a complete recollection of financing sources 
used to pay for the healthcare services obtained 
from public and private providers. 

Box 2 shows how incidence of CHE was calculated 
using the NHES household component survey 
data—summarized as the proportion of household 
members for which an OOP per facility visit is 
greater than a particular percentage of household 
total expenditure.3 Results present CHE at both 
the 10 percent and 25 percent threshold. The 
comparison of OOP expenditure per individual 
facility visit to total household expenditure for 
the last six months allowed the determination 
of whether one catastrophic event can drive a 
household into extreme poverty.

Distribution of Catastrophic Health 
Expenditure and Determining Potential 
Factors 
Several factors have been associated with 
household CHE including household economic 
status, incidence of hospitalization, presence of 
an elderly or disabled household member in the 

2 Outpatient care refers to an event in which any medical care or services are provided on an outpatient basis, including for general 
check-ups, vaccination, pregnancy, walk-in services, and family planning. Inpatient care refers to an event in which any medical care 
or services are provided on an inpatient basis; that is, a person has a written order to be admitted to a hospital, infirmary, or birthing 
facility for a period of 24 hours or longer. 

3 The NHES Round 1 Analytical Report (Javier et al., 2021) estimates OOP expenditure in last six months; the estimates in this brief 
are per-visit OOP to highlight individual characteristics and events. 
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Results 

Overall, the incidence of CHE is higher among 
those who accessed inpatient care than those 
who accessed outpatient care (see Figure 2). This 
is expected since inpatient care is commonly 
associated with numerous and more expensive 
procedures or treatments as well as higher user 
fees as a result of a longer stay in a health facility. 
At the 10 percent threshold, the incidence of CHE 
is 1.3 percent for outpatient care and 30.3 percent 
for inpatient care. That is, OOP expenditure is 
greater than 10 percent of six-month household 
total expenditure for 1.3 percent of individuals 
who availed outpatient care and for 30.3 percent 
of individuals who availed inpatient care. At the 
25 percent threshold, the incidence of CHE is 0.3 
percent for outpatient care and 14.9 percent (or 
about 1 in 10 individuals) for inpatient care visits. 

Box 3. Regression Formula

(Proportion of OOP per visit to 6-month household expenditure) = β0 + βsex + βage+ 

β(household per capita expenditure group) + βresidence + βPhilHealth+ β(private insurance)+ βtype of facility + 

βhealth condition + εi

family, and presence of a family member with a 
chronic illness (Azzani et al., 2019). To identify 
the potential factors that increase the likelihood 
of CHE, a regression analysis of household and 
individual characteristics and of facility and visit 
characteristics was conducted. The incidence 
of CHE is driven by high OOP or insufficient 
household resources. Fractional logistic regression 
was employed to determine the relationship 
between the proportion of OOP expenditure to 
total household expenditure in the last six months 
and individual- and household-level characteristics 
as well as health visit details, like the use of a 
public or private health facility and type of illness 
that led to the patient visit. Separate models were 
estimated for outpatient and inpatient care.

The outcome variable was measured as the 
proportion of OOP expenses incurred during the 
facility visit to total household expenditure in the 
last six months while the control variables included 
age and sex of the patient, per capita expenditure 
level, type of residence (urban or rural), PhilHealth 
membership, having private insurance coverage, 
ownership of health facility used (public or 
private), and type of health condition (see Box 3).

This analysis is subject to the same limitations 
as the NHES. Specifically, the NHES was not 
designed to provide data on sources of financing 
by cost component. Self-selection and recall bias of 
the key informant was also possible if knowledge 
about health of other household members was 
limited. There could also be variances on the 
estimation of household expenses due to recall. 
Lastly, the NHES sample did not include the 
least accessible barangays or areas with security 
concerns. These barangays, if situated farther 
from healthcare facilities, tend to have greater 
visit expenses (for example, due to transportation 
costs), affecting both OOP and CHE.

Figure 2. Incidence of Catastrophic Health 
Expenditure among Those Who Accessed 
Outpatient and Inpatient Care
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Incidence of Catastrophic Health 
Expenditure by Care or Condition
Individuals who sought outpatient care for family 
planning and tuberculosis did not incur CHE. 
However, women who visited a healthcare facility 
for pregnancy-related services, including prenatal 
and postpartum visits, had higher incidence of 
catastrophic health spending. During outpatient 
care visits, the incidence of CHE across most 
utilized conditions was below 1 percent, except 
for fibromyalgia and muscle pain for which OOP 
expenditure was greater than 10 percent of six-
month household total expenditure for 3.16 percent 
of individuals (see Figure 3). 

The incidence of CHE at the 10 percent threshold 
for inpatient care across most utilized conditions 
was above 20 percent. That is, OOP was 
greater than 10 percent of six-month household 
expenditure for 20 percent of inpatient care 
visits for the specified conditions. Unspecified 
bacterial pneumonia, essential hypertension, 
and dengue are the highest with 34.9 percent, 
34.2 percent, and 31.9 percent respectively, 
followed by pneumonia from unspecified 
organism, infectious gastroenteritis and colitis, 
other disorders of the urinary system, and single 
spontaneous delivery (see Figure 3).

Figure 3. Incidence of Catastrophic Health Expenditure among Those Who Accessed 
Outpatient and Inpatient Care, by Condition
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Drivers of Catastrophic Health Expenditure
Two fractional logistic regression models were 
developed to determine factors related to the 
incidence of CHE for outpatient and inpatient 
visits separately. In the outpatient regression 
model, on average, OOP per visit was 0.8 percent 
of total household expenditure in the last six 
months. The patient subsample was 38.8 percent 
male, 58.5 percent reported as PhilHealth 
members, and 0.2 percent reported as having 
private insurance. Two-thirds of the sample in 
the outpatient care model used public health 
providers (63.4 percent). 

In the inpatient regression model, on average, 
total inpatient care OOP expenditure was 9.4 
percent of total household expenditure in the 
last six months. Again, 38.3 percent of patients 
included in the model were male, 71.1 percent 
reported PhilHealth membership, and 0.3 percent 
reported private insurance membership. More 
than 60 percent of inpatient care analyzed was 
accessed at public facilities. Lastly, more than 50 
percent of the samples used in both models visited 
a health facility due to the most utilized outpatient 
and inpatient care conditions, such as essential 
hypertension and upper respiratory infection (see 
Table 1 for conditions).4 

For outpatient care, the regression results in Table 
1 show that the proportion of OOP (per visit) to 
total household expenditure in the last six months 
is driven by socio-economic characteristics, 
like age, sex, expenditure group, and place of 
residence, as well as insurance status and type of 
health facility used. For inpatient care, younger 
age and the use of public hospitals were factors in 
lowering the proportion of OOP per visit to total 
household expenses in the previous six months.

Age: For outpatient care, the proportion of OOP 
payments to total household expenditures in the 
last six months increases by age group. Similarly, 
for inpatient care, individuals in the younger age 
group (5–17 years of age and the reference group 
of under 5 years of age) had a lower proportion 

of inpatient OOP payments to total household 
expenditure in the previous six months compared 
to those in the mainly working-age group (18–44, 
45–59) and the elderly (60 and over). These 
results imply that discount programs aimed to 
alleviate the financial burden of senior citizens for 
healthcare may not be working.  

Sex: Males had higher OOP share compared to 
females for outpatient visits. This is consistent 
with a study in Bhutan (Ministry of Health, 2018) 
that showed women had lower OOP payments 
than men. For inpatient care, there were no 
observed differences for patients based on sex.

Monthly household expenditure: For 
outpatient care, while there are significant 
differences in the proportion of OOP share 
to total household expenditure in the last six 
months for those belonging to different per capita 
expenditure groups, these shares only differ by 
0.2–0.5 percentage points. These findings mean 
that, other factors being constant, programs 
geared toward lowering OOP for the poor may 
not be working in the case of outpatient care. For 
inpatient care, there were no observed differences 
for patients based on household expenditure level.

Residence: OOP proportion among urban 
residents is lower for outpatient care than among 
rural residents. For inpatient care, there were no 
observed differences for patients based on type of 
residence.

Reported insurance coverage: While 
PhilHealth members had lower OOP payments 
relative to total household expenditure in the 
last six months compared to non-members, the 
difference is very small at 0.10 percentage points 
for outpatient care and 1.7 percentage points for 
inpatient care after controlling for expenditure 
group. The difference is more pronounced among 
holders of private insurance who accessed private 
inpatient care—lower by 5.3 percentage points 
compared to those without membership to health 
maintenance organizations and private insurance 
providers.

4   Complete description of co-variates is available upon request.
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Table 1. Fractional Logistic Regressions Results—OOP Share to Six-Month Total Household 
Expenditure

Socio-economic 
Category

Characteristic
Outpatient Care,  
Marginal Effect

Inpatient Care,  
Marginal Effect

Age (reference group: 
under 5 years of age)

5–17 -0.002* -0.019

18–44 -0.002* -0.053*

45–59 -0.006* 0.044*

60 and over -0.006* 0.068*

Sex Male 0.001* 0.012

Monthly per capita 
household expenditure 
(reference group: below 
PhP 1,500)

PhP 1,500–2,099 -0.002* 0.022

PhP 2,100–2,899 -0.005* -0.020

PhP 2,900–4,199 -0.004* -0.038*

PhP 4,200+ -0.005* 0.000

Residence Urban -0.002* -0.011

Reported-insurance 
coverage

Covered by PhilHealth -0.001* -0.017**

Covered by private insurance -0.008* -0.053

Type of facility (reference 
group: private)

Public -0.014* -0.096*

Most utilized conditions† 
(reference group: 
conditions outside the top 
outpatient and inpatient 
conditions, respectively)

Essential hypertension -0.004* n/a

Immunization -0.007* n/a

Pregnancy uterine -0.007* n/a

Upper respiratory infection -0.006* n/a

Fever of unknown origin -0.005* n/a

Check up -0.005* n/a

Flu -0.004* n/a

Diabetes -0.001 n/a

Muscle pain and fibromyalgia 0.000 n/a

Asthma -0.003* n/a

Single spontaneous delivery, unspecified n/a -0.051*

Dengue, unspecified n/a 0.007

Other disorders of urinary system n/a -0.018

Essential hypertension n/a -0.023

Pneumonia, unspecified organism n/a -0.031**

Unspecified bacterial pneumonia n/a 0.012

Infectious gastroenteritis and colitis, 
unspecified

n/a -0.030**

Pseudo R-squared — 0.0872 0.0662

*Significant at 5 percent; **Significant at 10 percent

† The top conditions presented in the table were identified based on the frequency of visits to health facilities of all NHES household 
respondents. The associated International Classification of Diseases (ICD-10) codes for the top health events that led to an outpatient or 
inpatient visit to a healthcare facility were determined using household member responses on the following questions: specific reason/s 
for visiting the health facility, type of care received (e.g., pregnancy-related), and final diagnosis given by the healthcare provider. 
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Facility type: The use of public facilities leads 
to a lower proportion of OOP payments to total 
household expenditure in the last six months for 
both outpatient and inpatient care. These findings 
suggest that public subsidies provide relief to 
patients regardless of facility care used.

Condition: All outpatient visits for the top 10 
most utilized conditions, except for diabetes 
and fibromyalgia/muscle pain, led to lower OOP 
payments as a proportion of total household 
expenditure in the last six months when compared 
to other conditions. On the other hand, single 
spontaneous delivery, pneumonia (unspecified 
organism), and infectious gastroenteritis and 
colitis have significant lower OOP share to total 
household expenditure compared to all other 
illnesses that led to healthcare confinement. 
Considering that pneumonia and acute 
gastroenteritis are the top two medical cases 
and normal spontaneous delivery is the third 
top medical procedure of which PhilHealth paid 
hospital claims,5 it is possible that this variable also 
captures the reduction in OOP due to the support 
of PhilHealth, national and local government 
assistance, and other charitable organizations.

PhilHealth Support
PhilHealth support refers to the share of 
PhilHealth as a payment source of the total facility 

bill. Overall, PhilHealth support was more evident 
for inpatient care than for outpatient care, with a 
greater share observed in public health facilities 
(see Table 2). Limited PhilHealth financing for 
outpatient services and medicines contributes to 
the relatively low PhilHealth support for outpatient 
visits, compared to case rates and benefits for 
inpatient care. Further analysis of the source of 
payment reveals that NHES household respondents 
reported lower PhilHealth support (20.4 percent) 
compared to data that was validated with medical 
providers (51.2 percent). This implies that patients 
are not fully aware of the total support value 
received from the government’s social health 
insurance program.

Discussion

This analysis reveals that inpatient care imposes 
considerably higher financial burden than 
outpatient care. The likelihood of CHE during 
an inpatient visit is high regardless of age, sex, 
household expenditure level, and whether one 
resides in an urban or a rural area. This is expected 
since inpatient events, while less frequent than 
non-inpatient events, are usually associated with 
more severe health conditions which may require a 
series of diagnostics or procedures and treatments. 
Longer stays at a health facility also means paying 
for additional user fees for accommodation 

Outpatient Inpatient

Household 
component

Medical 
provider component*

Household 
component

Medical 
provider component*

All facilities 0.2% 1.1% 20.4% 51.2%

Public 0.0% 1.8% 21.9% 63.7%

Private 0.2% 1.0% 19.1% 40.1%

Number of matched samples* 919 240

* The NHES included a medical provider component to collect information from healthcare providers to validate the information reported 
via the household component. Matched samples refer to records wherein: (i) reason for visit, final diagnosis, and date of visit are consistent 
between the household component and medical provider component data, and (ii) data for both components had complete information on 
payment sources.

Table 2. PhilHealth Support among Outpatient and Inpatient Visits with Total Health 
Expenditure Greater than Zero

5   Twenty-two percent of all paid medical case claims in 2018 was for community-acquired pneumonia and acute gastroenteritis; 8 
percent of all paid medical procedure claims was for normal spontaneous delivery.
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and other amenities. Further analysis of NHES 
data show that specific health conditions such 
as unspecified bacterial pneumonia, essential 
hypertension, dengue, pneumonia from unspecified 
organism, infectious gastroenteritis and colitis, 
other disorders of the urinary system, and single 
spontaneous delivery, could lead to catastrophic 
spending (measured at the 10 percent threshold). 
These conditions are among the top 10 medical 
conditions or procedures that have been paid by 
PhilHealth. While PhilHealth membership lowers 
OOP spending for inpatient care, the presence of 
CHE implies that PhilHealth benefits packages 
often do not cover the entire hospital cost, the 
remainder of which is paid using other sources, 
mostly OOP. A study by Tumanan-Mendoza et al. 
(2015) found that the difference between estimated 
costs and PhilHealth case rate payments were 
PhP 8.5 billion for moderate pneumonia alone in 
2012. More recently, in the treatment of COVID-19 
cases, PhilHealth case rates vary from PhP 43,997 
to PhP 786,384 depending on the severity of the 
condition, an amount that is below the reported 
treatment expenses of more than PhP 1 million 
for a 15-day confinement in a private hospital 
(Magsambol, 2020). The remaining amount that 
has to be shouldered, often out-of-pocket, is a huge 
burden even for high-income families and other 
groups not covered by PhilHealth’s No Balance 
Billing (NBB) Policy. The high OOP and CHE 
demonstrated in these results are exacerbated by 
COVID-19, implying the need to update and adjust 
PhilHealth’s service and financial coverage for 
vulnerable populations.

The NHES data provide critical information about 
catastrophic health expenditure: (i) catastrophic 
spending is higher among the relatively better-
off (i.e., higher quintile in terms of per capita 
monthly expenditure) during inpatient visits; (ii) 
catastrophic spending is higher among those with 
minimal household monthly per capita expenditure 
during outpatient visits, and (iii) catastrophic 
spending is lower among those who used public 
healthcare facilities. The high-quintile household 
expenditure group has higher capacity to afford 
and utilize inpatient care which, as mentioned, is 
associated with more expensive procedures and 

treatments. Conversely, CHE during inpatient care 
visits was not observed in the lowest monthly per 
capita expenditure quintile, which may be due 
to NBB-eligibility of indigent patients and senior 
citizens or a result of non-utilization of inpatient 
care services due to limited capacity to pay. On 
the other hand, the low-income group is more 
likely to utilize outpatient care services which are 
generally cheaper than inpatient care services, 
and in some cases, are provided free in public 
facilities. However, factors such as stockouts and 
lack of equipment in outpatient facilities may lead 
to outside purchases which are paid for OOP. The 
type of healthcare facility used by the patient also 
factors into CHE incidence. Catastrophic spending 
can be driven by the unregulated co-payment fees 
brought about by balance-billing in the private 
sector.

Overall, the NHES data show that PhilHealth 
support value is low as households continue to 
pay for the majority of health expenses. Given 
specific health conditions, these health expenses 
could prove financially catastrophic to households. 
Compared to household OOP, the contribution 
of the national health insurance program in 
health spending is very modest. The Philippine 
National Health Accounts 2014–2019 estimated 
that the contribution of PhilHealth in current 
health spending has been below 20 percent and 
fluctuating from a high of 19.4 in 2015 to a low 
of 16.8 in 2018 (PSA, 2020). A separate analysis 
of OOP expenditure using the NHES household 
component data also showed that the share of OOP 
for total health payments was very high among 
PhilHealth members even if goods and services 
were availed in public facilities (74.2 percent during 
inpatient visits; 98.4 percent during outpatient 
visits). Another important finding from the NHES 
data is that PhilHealth support for outpatient care 
is lagging behind PhilHealth support for inpatient 
care. The share of OOP for total health payments 
was observed to be significantly high during 
outpatient visits. This could be attributed to limited 
service and financial coverage of PhilHealth’s 
primary care benefits package wherein only a 
limited number of health conditions, treatments, 
and drugs and medicines are covered.
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Low PhilHealth support could also be a result 
of non-use of PhilHealth benefits due to lack 
of awareness. Previous studies highlight that 
PhilHealth indigent households were not well 
informed or aware of their right to free healthcare 
at accredited health centers (PSA and ICF, 2014; 
Omari and Karasneh, 2020). NHES data also reveal 
that 25.1 percent of beneficiaries of the Pantawid 
Pamilyang Pilipino Program (4Ps) conditional cash 
transfer program were not aware of their automatic 
entitlement to PhilHealth benefits under the 
indigent program. PhilHealth administrative data 
show that 90.4 percent of Filipinos were registered 
members in 2019 (PhilHealth, 2019). However, 
the NHES reveals a much lower coverage at 48.3 
percent. The lower insurance coverage rate from 
the NHES survey could be attributed to limitations 
in the questionnaire design but it could also 
imply that awareness of PhilHealth benefits at the 
household level is low. The difference in PhilHealth 
support as reported by household respondents 
(20.4 percent) and as reported by medical providers 
(51.2 percent) seems to validate the suggestion 
of low awareness of the government’s health 
insurance program and corresponding benefits. 
Nonetheless, the shift to automatic coverage and 
entitlement to PhilHealth benefits, without the 
need for presentation of a PhilHealth identification 
card during a health facility or provider visit, as 
mandated by the universal health coverage law, 
could rectify  
this gap.

In addition to low PhilHealth support, the price 
of health goods and services remain unregulated. 
Studies have identified drugs and medicines, 
usually outside purchases, as one of the major 
components of OOP spending. Unregulated pricing 
means medical expenses are unpredictable, 
which could pose financial problems for patients 
or households that have limited resources. Aside 
from medical expenses, non-medical expenditures 
add to the financial burden, especially among the 
poor. The average cost of transportation to a public 
health facility is PhP 61.9 and the average cost to a 
private one is PhP 131.9 (PSA and ICF, 2018). The 
NHES showed that total non-medical expenditures 
for outpatient care is PhP 143 and PhP 1,895 

for inpatient care. For outpatient care, travel 
accounted for 62.1 percent of total non-medical 
expenditure; for inpatient care, food accounted 
for 57.2 percent of non-medical expenses incurred 
during care (Javier et al., 2021).

It is recommended to increase PhilHealth’s 
coverage of benefits packages for both outpatient 
and inpatient services. In addition to expanding 
the financial and service coverage of PhilHealth 
benefits packages, reforms that will increase 
utilization of the benefit entitlements offered by 
PhilHealth should be put in place both by the 
Department of Health and the Philippine Health 
Insurance Corporation. These reforms should 
include disseminating information to all citizens 
and strengthening the capacity and capability of 
health facilities to provide services. 
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