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Part 1. INTRODUCTION 
 

Universal access to health care is a cornerstone of the   country’s Philippine Development 
Plan. Numerous approaches are constantly being tried and tested and while there had 

been signiicant successes and milestones, governments—particularly those in the developing 
nations—are still searching for the right approach, one that comprehensively addresses their 
public health needs as well as complements their development goals and strategies.

Public-private partnership or PPP is such an 
approach. However, it must irst be clariied that 
PPP is not privatization. PPP does not aim to relegate 
the responsibility of the public sector to the private 
sector. PPP taps the private sector’s managerial 
expertise and resources and ills in gaps in services in 
the public sector. A PPP is a cooperative venture or 
contractual arrangement between public agencies 
and private sector partners towards clearly deined 
public or social needs.1 PPP is anchored on the 
principles of shared responsibilities, resources, risks, 
and beneits, towards the attainment of common 
goals and interests. Important drivers for the private 
sector are reasonable return of investment and 
sustainability of operations. 

The public sector is concerned with ensuring the 
eficient and ready availability of health services. 
PPPs can help both sectors meet their objectives, 
notably when PhilHelath inancing is strengthened 
by continued government support for expanded 
membership enrolment especially for the poor. This 
can ultimately redound to, say, round-the-clock 
availability of competitively priced, appropri-
ate, and safe medicine and improved delivery of 
services for their constituents.

Technical Assistance Package
for PPP in Health

The TA 7257 PHI - Public Private Partnership in Health 
was created to assist local governments and 
private sector entities that may wish to avail of loan 
packages for projects that aim to improve and 
increase eficiency of health services while offering 
private sector entities an opportunity to realize a 
reasonable rate of return on their participation.  
Improved health services can be seen as either 
improved inancial eficiency, improved coverage 
of the population, decreased prices, or enhanced 
or increased services offered.2

The Health Policy Notes of the Department of 
Health mentions four general types of PPPs in 
health in the Philippines: (1) outsourcing of clinical, 
technical (ancillary) or support services to private 
enterprises or  organizations; (2) contracting the 
direct provision of a health facility or certain health 
services with a private provider; (3) collaboration 
with the private sector to develop or deliver health 
services for a speciic disease or to speciic group 
or areas; and (4) contracting or integrating private 
insurance schemes to cover speciic populations.  

INTRODUCTION     PART I.
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FIVE APPLICATIONS 
IN PPP in HEALTH     PART 2.

Contracting a private sector for speciic services 
is not a new practice. For instance, companies 
all over the world contract third-party provid-
ers to handle security and janitorial services.  This 
approach has certain advantages because it 
allows companies to save or realign resources. 
The system also allows companies to eficiently 
change service providers if their performance is not 
satisfactory.  Such advantages of contracting out 
other services should be similar even in the public 
health sector—e.g., laboratory and pharmaceuti-
cal services.  

Such an approach in the management of public 
health services by private entities is, therefore, 
applied in parts or in whole, in countries such as 
the US, Saudi Arabia, India, and Peru. In Saudi 
Arabia, the primary motivation for entering into PPP 
arrangements is hinged on the need to improve 
the limitations posed by the policy and institutional 
environment, such as but not limited to, inlexible 
systems of the Civil Service Bureau and the Ministry 
of Finance and National Economy. The lack of 
clear administrative systems in the health sector 
and organizational factors such as the possibility of 
contracting management to enhance effective-
ness and eficiency of a government hospital are 
also cited as motivators.   Table 1 summarizes the 
key features of the proposed applications under 
this TA.

The following gives more detailed discussion on 
the ive (5) proposed applications in PPP in health 
projects in the Philippines. It is hoped that this brief 
will help clients and prospective clients in their 
decision-making, knowledge management, and 
social marketing needs. 

APPLICATION 1A: HOSPITAL MANAGEMENT 
FOR NEW HOSPITALS

The Development Bank of the Philippines (DBP) is 
currently considering a loan package for Sarangani 

Province using this model. In the pipeline is the 
construction of a tertiary hospital with 200 beds in 
Alabel, Sarangani, proposed to be managed by a 
private corporation. The infrastructural component 
will be made possible by a P200-million grant from 
the Philippine government (through the DOH) and 
the LGU’s internal funds. The DBP loan shall primarily 
be used to cover equipment and operating costs.

The medical center is primarily envisioned to 
provide adequate and compassionate health 
services for mothers and children, address compli-
cated obstetric cases, and assist other patients 
with dire illnesses. This is the LGU’s key contribution 
to the country’s commitment in addressing key UN 
Millennium Development Goals, particularly Goals 
4 (reduce child mortality) and 5 (improve maternal 
health and access to reproductive health care).

The TA Team has assisted the Sarangani LGU in 
considering options for PPP schemes in managing 
the proposed Sarangani Medical Center.Two likely 
schemes were considered, namely, contracting 
a private corporation or venture to manage all 
hospital services, and partnering with an education-
al institution with focus on health degree courses. 
The second scheme assumes that the educational 
institution is given enough incentives such as the 
provision of a donated land for the school building/s 
and the privilege to comprehensively train their 
students and interns in the ‘sister hospital.’ 
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Table 1. PPPH Applications Matrix
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Aside from the key considerations outlined in the 
box on the right, the success of this application 
depends on the following:

1. Clear agreements on the management and sharing 
of risks/ rewards;

2.  Clear delineation and management of roles.

3. Clear plans on managing the dificult transition 
period.

4. Availability of competent and committed medical 
staff. 

5.Strong implementation mechanisms to maximize 

PhilHealth coverage.

APPLICATION 1B: HOSPITAL MANAGEMENT 
FOR EXISTING HOSPITALS

Existing public hospitals in the Philippines—despite 
improvements in the delivery of health services 
inluenced primarily by the passage of the Local 
Government Code—are still contending with 
systemic, management, and sustainability issues.  
According to recent estimates, the Philippine 
government needs about PhP70-billion (medium 
estimate) in funding to be able to improve and 
modernize existing public health facilities. This 
modality then focuses on what are already 
existing, taking into consideration the value of fully 
maximizing the capital investments on and the life 
of such facilities, resulting to substantial savings 
and/or aligning of capital resources to speciic 
services that can already be contracted out to 
the private sector. An example of this PPP model 
can be seen in National Kidney and Transplant 
Institute’s Haemodialysis Unit. It partnered with a 
private sector entity to modernize it and since the 
decision, it has been experiencing a record high of 
75% capacity utilization and has qualiied to an ISO 
9001: 2000 certiication.6 

A loan package—being considered for Northern 

Samar Province—may be using this type of applica-
tion. The province is currently host to nine (9) public 
hospitals including district hospitals in Allen, Biri, 
Capul, Catubig, Gamay, San Antonio, and the 
Northern Samar Provincial Hospital.  The primary 
objective of the LGU is to ensure better health 
care services to its constituents given that 100% 
of the province’s indigent families—numbering 
about 65,000—already have PhilHealth insurance 
coverage.7 This motivational factor is crucial in 
paving the way for better health care provision 
because any attempt at partnerships with private 

KEY CONSIDERATIONS – IN BROAD STROKE

This TA provides the Philippine government a perfect 
opportunity to take a closer look at what are the 
possible implications of these modalities as well as 
the eficiency of contract management with local 
governments as the primary decision-maker. 
 
Whether for existing or new facilities, the govern-
ment should seriously consider the potential beneits 
of any PPP scheme. For instance, the contracting 
of services to private sector providers potentially 
lead to: (1) improved hospital operating eficiency; 
(2) increased ability to meet hospital objectives; 
and (3) increased ability to meet community 
objectives.4

However, another article compared matched 
contract managed and non-contract managed 
hospitals and found that the primary effect of 
contract management was to increase the ratio 
of gross-patient revenue to total expenses, associ-
ated with net proit but disappointedly contract 
management did not improve the hospitals’ 
eficiency.  They conclude that contract manage-
ment did not improve societal beneits.5    

This downside may be partly caused by operational 
and even ethical issues. For instance, in the Philip-
pines, many doctors in public hospitals also own 
or partly-own laboratories (often situated near the 
hospitals).  This has led to illegal and unethical acts 
such as sabotaging of hospital equipment, 'loss' of 
important parts, and other similar manipulation. 
This then allows the doctors to divert patients to 
their own or other doctors’ laboratories. This matter 
should then be considered by the contracted 
management irm.  

The regular monitoring of PPPH initiatives should 
therefore ensure that what the local government 
wishes—improving or increasing available services 
or improving eficiency—is achieved.    

In the Philippines, the following are the areas that 
need attention:

1. How to ensure that PPP arrangements will 
effectively support public health goals and be 
economically sound;
2. How to ensure adequate and responsive legal 
and policy environment;
3. How to establish and institutionalize PPP 
inancial mechanisms that cover disbursements 
and utilization of, and reporting on  public-
private funds; 
4. How to effectively monitor performance, 
anchored on the need to relect the beneits for 
the community; and
5. How to deepen public acceptance through 

social marketing.
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sector providers should be hinged on deeper 
appreciation of economic viability vis-à-vis social 
responsiveness.  The LGU, therefore, realizes that 
there is a need to strike the right balance between 
proitability and the social dimension. 

The TA Team has assisted the Northern Samar LGU in 
considering options for PPP schemes in managing 
their existing hospitals. Several schemes are 
being considered, namely, contracting a private 
corporation or venture to manage all the hospitals, 
partnering with private service providers on speciic 
services (e.g., laboratory services, pharmaceutical 
services, etc.8), and demonstrating a PPP scheme 
concentrating irst on one or two hospitals such 
as Allen District Hospital and the Northern Samar 
Provincial Hospitals. 

Outside of those already mentioned in 1A, the 
success of this application depends on the follow-
ing:

1. Strong implementation mechanisms through 
which the private sector entity can maximize 
the PhilHealth coverage; and

2. Strong replication if the plan is to start with 
one or two hospitals only;  

APPLICATION 2: LABORATORY SERVICES9 

Contracting private providers to render labora-
tory services is another modality worthy of consid-
eration. This—along with contracting pharmaceuti-
cal services—is also being eyed for Northern Samar. 

The more common arrangement allows suppliers of 
reagents to enable hospitals use their equipment 
for free as long as the reagents are procured from 
them.  One disadvantage in this scheme—at least 
in the private sector—is the supplier’s tendency to 
pull out the equipment if the facility does not meet a 
certain quota (e.g., minimum number of examina-
tions).  One solution under consideration is for the 
local government to guarantee that the gap will be 
paid for from the provincial funds. This will ensure, 
at the very least, a minimum proit, which will then 
lessen the pressure from the constant need to fulill 
the quota.  (This has led to unnecessary requests for 
laboratory examinations in the private sector.)
 
This scheme is already practiced in many govern-
ment hospitals—with the caveat that the COA 
is broad-minded enough to permit purchase of 
reagents that may not really be the cheapest. 
(The cheaper reagents may not include the 

Table 2. The Five Applications and Risk-Sharing

Source: Adopted from IFC, 2006, with some modiications.
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equipment.) An innovative approach that is being 
approached in Samar—which may be beneicial 
due to economies of scale—is that all laboratories 
will be contracted out to a single entity.  While 
the governor indicated willingness to support the 
exercise (for example, through his willingness to 
address the personnel problem), the TA Team 
is reviewing the other strategic aspects of the 
exercise, e.g., whether to conduct a province-wide 
exercise or single site/cluster approach, the fee 
sharing or compensation structure, and managing 
the solicitation process in a manner that maximizes 
the chances of success. 

An operational and ethical concern has also 
been discussed in ‘Key Considerations’ (page 3). 
Another similar scheme is the leasing of space by 
the provincial or district hospitals for a private entity 
to put up the equipment and provide services.  This 
is also being done in other government hospitals.  
The most obvious beneit is seen in resource use 
and management: without capital outlay, the 
facility is able to provide services.  The prices of the 
services can be agreed upon (e.g., some hospitals 
charge lower prices for charity cases while others 
use different pricing schemes for charity and fully-
paying patients—with fully-paying patients given 
priority. Obviously, this leads to political and social 
repercussions). Proit-sharing between the private 
entity and the hospital can also be arranged (e.g., 
30% of net will go to the hospital).  In such a case, 
the hospital has to ensure that COA agrees to the 
selection process.  Meanwhile, the private entity 
is responsible for maintenance, power, and even 
technicians’ salaries.

The successful implementation of this mode 
depends on the following:

1. Safe and effective but reasonably-priced 
laboratory services; clear pricing schemes. 

2. Strong legal and ethical standards including 
prohibition on the use of the ‘quota’ system. 

3. Clear procurement guidelines. 

APPLICATION 3: PHARMACEUTICAL SERVICES 

Partnering with private providers to dispense, sell, 
and distribute drugs is another scheme that is also 
now being practiced in the Philippines and consid-
ered for this TA. 

A typical case is the Botika ng Bayan model, 
implemented by Kinasangan Foundation through 
the DOH’s Botika ng Barangay Program. These 
are lagship outlets of (the Half-Priced Medicines 
Program) which are mostly privately-owned or 
owned and operated by local government units 
and other government agencies.10 It provides 
‘best-value’ healthcare products and services to 
customers by improving affordability, accessibility 
and availability. However, it is believed to be highly 
dependent on international donors and lacks a 
concrete plan for sustainability.11 Another similar 
application is the model being used by Health Plus, 
where privately-owned pharmacies are allowed to 
operate inside public hospitals.

These applications had been looked at more 
closely, with a successful development and 
adoption in Northern Samar.1 As in the case of 
contracting out laboratory services, this modality 
should also put in place the needed mechanisms to 
ensure that there will be no abuse of authority and 
manipulation (e.g., doctors prescribing medicines 
that are only available in pharmacies that they or 
their colleagues own).

The following are the enabling conditions for this 
application:

1. Safe and effective but reasonably-priced drugs, 
contraceptives, etc.; clear pricing schemes. 

2. Strong legal and ethical standards including 
prohibition on prescription of drugs that are not 
available in the hospital pharmacy. 

3.  Clear procurement guidelines. 

4.Minimalization if not elimination of ODA - 
dependency and clear plan for sustainability. 

____________________________________________________________________________________________________
 1As of this writing, the province of Northern Samar has successfully signed a three-year contract with a private sector partner that is now mandated to manage the pharmacy 
services in Northern Samar Provincial Hospital. 
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In any form of partnership, there are assets, risks, and 
beneits, which should be shared by contracting 
parties. PPP is particularly challenging because this 
is still a relatively new approach particularly in the 
health sector in the Philippines. Table 3 (adopted 
from IFC 2006) summarizes variants or types of PPP 
and aspects of investment or asset ownership, 
operational risks, and inancial risks and revenues. 

The IFC table had been slightly modiied to illustrate 
how the ive proposed modalities for this TA can 
compare as to the modalities in public private 
partnership and aspects earlier mentioned. (See 
Table 2 on page 3) There is no absolute rule or 
formula in determining what applications can 
fall under which modality. In fact, most if not all 
applications can be developed so that they can 
easily it in any of the usual modalities. However, 
for the sake of discussion and demonstration in the 
Philippine setting, this TA is looking at the proposi-
tions raised by Andersson. 

The paper of Bernt Andersson for this TA (November 
2010) mentioned that the contracting mode is the 
dominant modality in the Philippines as well as the 
franchising of pharmaceutical services.15 Although 
there is no or limited experiences in the health 
sector for joint ventures, this modality can still be 
developed given that the NEDA has developed 
clear guidelines already for joint ventures. This 
model may even be the most appropriate because 
it clearly considers PPP as a speciic legal entity. 
Adopting the Andersson table in the same paper, 

RISK SHARING 
AND MANAGEMENT    PART 3.

the ive proposed applications can be developed 
in these three key modalities (see Table 3). In effect, 
the ive PPP applications being proposed in this 
TA are possible in an LGU setting if all operational 
concerns have been addressed.  These include 
legal, accounting, regulatory, and accreditation 
matters. 

A paper by Akintoye (2005) examined the trends 
and risk assessment of PPP programs in the health-
care sector in the UK.  The results show that insurance 
cover and sub-contracting appear to be the most 
prominent strategies employed for managing 
out the risks.16In any PPP programs, the parties 
involved should analyze and agree which among 
the risks should be allocated to the public sector, 
the private sector, which should be shared, and 
which among them are the areas where allocation 
strongly depends on speciic circumstances.

Nevertheless, the Philippines government can still 
tap the private sector to reduce the burden on 
public inances as well as to beneit from private 
sector expertise in the delivery of health services 
and management of health facilities. 

The government should establish the necessary 
regulatory platform for PPPs, encouraging the 
private sector to inance the creation of needed 
facilities for health care and then provide these 
services using reasonable fees. The government 
should also create new laws or enhance existing 
laws to remove regulatory obstacles that are 
currently hampering growth in the health sector. 
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This monograph gives a brief overview on the legal framework, which can guide 

local governments in developing and implementing health projects adopting 

a public-private partnership (PPP) approach. It outlines the several policy instru-

ments and pronouncements as well as shares useful relections on ways through 
which these policies may be fully appreciated and adopted.

While this relection paper is based on the experiences of a technical assistance team as it worked with 
Philippine local government units (LGUs), users outside the Philippines are likely to ind the insights and 
examples shared here as relective of their own countries’ realities. 

This brief paper does not attempt to analyze the complexities of legal and institutional issues and challenges 
that often accompany innovative strategies in health development interventions. What this paper aims 

to do is give a ‘snapshot’ of the legal milieu of PPP in health, with the hope that it will encourage more 
exhaustive discourses—a learning process that ultimately leads to a more profound understanding of the 
unique needs of the health sector and how governments and private sector partners may be able to 

contribute further to the creation and ‘perfecting’ of laws and systems (to the extent that social realities 
will allow).

This paper invites readers to appreciate legal issues and challenges and once again afirm that laws and 
policies can only ind meaning in an atmosphere of transparency, trust, and good governance.

INTRODUCTION
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SCOPE AND DEFINITIONI.

This monograph discusses the legal framework 

for public private partnerships in health (“PPPH”), 

which can be undertaken by local government 

units (“LGUs”). 

A “public-private partnership” is deined as ‘a 
cooperative venture or contractual arrangement 

between public agencies and private sector 

partners towards clearly deined public or social 
needs.’1 

With respect to PPPs geared towards health 

programs or services, the Department of Health has 

deined PPP as “a cooperative venture between 
the public and private sectors, built on the expertise 
of each partner, that best meets clearly deined 
public needs through allocation of resources, risks 

and rewards”.2  

A knowledge resource material3 developed for 

ADB TA 7257 PHI: PPP in Health has expounded on 
PPP in health further: 

Contracting a private sector for speciic 
services is not a new practice. For instance, 

companies all over the world contract 

third-party providers to handle security and 

janitorial services.  This approach has certain 

advantages because it allows companies 

to save or realign resources. The system 

also allows companies to eficiently change 

service providers if their performance is not 

satisfactory.  Such advantages of contract-

ing out other services should be similar even 

in the public health sector—e.g., laboratory 

and pharmaceutical services.  

Such an approach in the management of 

public health services by private entities 

is, therefore, applied in parts or in whole, in 

countries such as the US, Saudi Arabia, India, 

and Peru. In Saudi Arabia, the primary motiva-

tion for entering into PPP arrangements is 

hinged on the need to improve the limitations 

posed by the policy and institutional environ-

ment, such as but not limited to, inlexible 
systems of the Civil Service Bureau and the 

Ministry of Finance and National Economy. 

The lack of clear administrative systems in the 

health sector and organizational factors such 

as the possibility of contracting management 

to enhance effectiveness and eficiency 
of a government hospital are also cited as 

motivators.4   

Clearly, a carefully-designed PPP, anchored on 

a sincere desire to improve health services, must 

not be misconstrued as a simple abrogation of 

government responsibilities. Doing so overly simpli-

ies a health development approach that could 
otherwise be strategic and sustainable in the long 

term, if managed wisely and eficiently.
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A.  The BOT Law

The main law that governs PPP in the Philippines is 

Republic Act No. 6957, as amended by Republic Act 

No. 7718, entitled “An Act Authorizing the Financ-

ing, Construction, Operation and Maintenance of 

Infrastructure Projects by the Private Sector and for 

Other Purposes” (the “BOT Law”) and its Revised 

Implementing Rules and Regulations5 (the “IRR”).  

The BOT Law allows the private sector to wholly or 

partly inance, construct and operate infrastructure 
or development projects that are normally inanced 
and operated by the public sector.  “Private 

Infrastructure and Development Projects” includes, 

but is not limited to, power plants, highways, ports, 

airports, canals, dams, hydropower projects, water 

supply, irrigation, telecommunications, railroad 

and railways, transport systems, land reclamation 

projects, industrial estates or townships, housing, 

government buildings, tourism projects, public 

markets, slaughterhouses, warehouses, solid waste 

management, information technology networks 

and database infrastructure, education and 

health facilities, sewerage, drainage, dredging, 

and other infrastructure and development projects 

as may otherwise be authorized by the appropri-

ate government agency or local government unit 

pursuant to the BOT Law and the IRR.6   

The eligible types of projects are enumerated in 

Section 2.2 or the IRR.7  With respect to health related 

PPP projects, education and health infrastructure8  

is listed as an eligible type of project.

Note that in the deinition of infrastructure and 
development projects and the list of eligible 

projects, the BOT Law and its IRR has a “build” or 

infrastructure component.   Even with respect 

to PPPs for health, the eligible project under the 

BOT Law is “health infrastructure”.  Other modali-

ties of PPP, such as a joint venture, management 

contract or a lease contract which does not have 

an infrastructure component9 does not appear to 

be eligible.  

Under the BOT Law, the government and the project 

proponent can enter into contractual arrange-

ments by which infrastructure and development 

projects may be undertaken.  These are:

•Build-and-transfer (BT)
•Build-lease-and-transfer (BLT)
•Built-operate-and-transfer (BOT)
•Build-own-and-operate (BOO)
•Build-transfer-and-operate (BTO)
•Contract-add-on-and-operate (CAO)
•Develop-operate-and-transfer (DOT)
•Rehabilitate-operate-and-transfer (ROT)
•Rehabilitate-own-and-operate (ROO)10 

B.  The Local Government Code

The BOT Law gave local government units the 

authority to enter into the contractual arrange-

ments listed above.11 In addition to the BOT Law, 

Republic Act No. 7160, or the “Local Government 

Code of 1991”, also gives local government units 

the authority to enter into PPPs.12 

Aside from this, local government units are given 

broad powers in the exercise of its corporate 
powers and in promoting general welfare.13  

Thus, under the general welfare clause:  “Every local 

government unit shall exercise the powers expressly 
granted, those necessarily implied therefrom, as 

well as powers necessary, appropriate or inciden-

tal for its eficient and effective governance, and 
those which are essential to the promotion of 

general welfare”.    

Local government units also discharge the functions 

and responsibilities of national agencies and ofices 
devolved to them by the Local Government Code, 

and exercise powers and discharge such functions 
and responsibilities as are necessary, appropriate, 

or incidental to eficient and effective provision 
of basic services and facilities.14  With respect to 

LEGAL FRAMEWORKII.
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health, these facilities include barangay1 health 

centers, municipal primary health care, maternal 

and child care, access to secondary and tertiary 

health services, hospitals and the purchase of 

medicines, medical supplies and equipment.

Local government units are likewise vested with 

corporate powers, which include the power to 

enter into contracts and acquire and convey real 

or personal property, subject to prior authorization 

of the Sanggunian(‘local council’) concerned.15 

They also have the power and authority to 

generate and apply resources.  This includes the 

power to develop, lease, encumber, alienate, or 

otherwise dispose of real and personal property 

held by them in their proprietary capacity.16 In this 

regard, local government units enjoy full autonomy 

in the exercise of their proprietary functions and in 
the management of their economic enterprises, 

subject to the limitations provided by the Local 

Government Code and other applicable laws.17  

The foregoing provisions clearly show that local 

government units have the power and authority 

to enter into PPP modalities.  Further, based on the 

powers granted to local government units by the 

Local Government Code, local government units 

can enter into PPP modalities that have no “build” 

or infrastructure component and appear to be 

beyond the contractual arrangements in the BOT 

Law, such as a joint venture, management contract 

or a lease contract.

C.  DOH Policy Framework
 

The Department of Health Administrative Order 

No. 2012-004 (DOH AO No. 2012-004)18 provides 

general policy guidelines in the identiication and 
selection of projects for the health sector that can 

be pursued thru a PPP arrangement.  While it only 

provides general policy directions, it is helpful for 

local government units in the course of identifying, 

selecting, implementing, and monitoring PPPs for 

health projects. In DOH AO 2012-004, PPPs are to 

be encouraged and sustained in areas of health 

care to achieve  Kalusugan Pangkalahatan. This is 

deined as a focused approach to health reform 
implementation, ensuring that all Filipinos especially 

the poor receive the beneits from health reform; 
and that the poor are given inancial risk protec-

tion through PhilHealth and that they are able to 

access affordable and quality health care in times 

of need.

Among the general guidelines and principles in 

DOH AO 2012-004 in the pursuit of PPP projects in 

health are:

Consistency of Priorities – PPP in health interventions 

that are in line with NG, DOH, and LGU develop-

mental priorities will be favored in terms of adminis-

tration, technical and operational support from the 

DOH.

Synergized Strategies – DOH will give emphasis 

on Kalusugang Pangkalahatan-related strategies 

which are supportive of PPPs.  It promotes adoption 

of PPP in health areas where these are deemed to 

be the most meritorious option for implementation 

of speciic health programs.
 

Sector Coordination – DOH shall coordinate with 

other agencies in ensuring the successful develop-

ment and implementation of PPP in health initia-

tives.

Fair Competition – Competitive bidding will be 

preferred.

Transparent process – The government will establish 

informational and procedural clearing systems.

Conditional incentives – Incentives will be provided 

in accordance with Kalusugang Pangkalahatan 

objectives and strategies.  

  1A “barangay” is the smallest political unit in the Philippines headed by a local executive often referred to as “Barangay Chairman.” The chairman is elected into ofice by 
electoral process every three years.

__________________________________________________________________________________________________
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The process and legal requirements for implement-

ing a PPP project will depend on the PPP modality.

If the PPP modality is one of the contractual 

arrangements under the BOT Law, then the process 

and requirements in the BOT Law and its IRR should 

govern.  In this regard, the IRR sets out speciic 
parameters and requirements with respect to: (a) 

identiication of eligible projects, evaluation, review 
and contract approval and implementation;19 (b) 

bidding, bid evaluation and award for solicited 

proposals;20 and (c) evaluation, bidding and award 

for unsolicited proposals.21 A PPP project approval 

and process lowchart22  is attached in Annex 1. 

If the PPP modality is not among the contractual 

arrangements under the BOT Law (i.e., lease, joint 

venture or a management contract), then the 

process for identiication, approval, and award 
is not covered by the BOT Law.  It is argued that, 

pursuant to the powers granted to, and autonomy 

REFLECTIONS ON 
PROJECT IMPLEMENTATIONIII.

conferred by the Local Government Code, local 

government units have a wide latitude in the 

manner by which it identiies, approves, bids out 
and awards PPP projects.  

Speciically, with respect to PPP projects in the health 
sector, the policy guidelines in DOH AO 2012-004 

should serve as basic principles, which include, 

among others, fair competition and transparent 

process.  It is further argued that adopting the 

procedures and requirements in the BOT Law and 

the IRR, in so far as it may be applicable, would be 

a prudent approach.  

The knowledge series where this monograph is a 

part of includes guidebooks, which offer some 

guidance in the development and implementation 

of PPP in health projects, particularly for a PPP in 

pharmacy services and a PPP in hospital manage-

ment. Readers are enjoined to refer to these 

documents for a more detailed discussion on PPP 

in health.
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ELIGIBLE PROJECTS UNDER THE PHILIPPINE BOT LAWANNEX 1

SECTION 2.2 - ELIGIBLE TYPES OF PROJECTS

The Construction, rehabilitation, improvement, 

betterment, expansion, modernization, operation, 
inancing and maintenance of the following 
types of projects which are normally inanced 
and operated by the public sector which will now 

be wholly or partly inanced, constructed and 
operated by the private sector, including other 

infrastructure and development projects as may 

be authorized by the appropriate agencies, may 

be proposed under the provisions of the Act and 

these Revised IRR:

(a) Highways, including expressway, roads, 
bridges, interchanges, tunnels, and related 

facilities;

(b) Railways or rail-based projects that may 

or may not be packaged with commercial 

development opportunities;

(c) Non-rail based mass transit facilities, 

navigable inland waterways and related 

facilities;

(d) Port infrastructures like piers, wharves, 

quays, storage, handling, ferry services and 

related facilities;

(e) Airports, air navigation, and related 

facilities;

(f) Power generation, transmission, 

sub-transmission, distribution, and related 

facilities;

(g) Telecommunications, backbone 

network, terrestrial and satellite facilities 

and related service facilities;

(h) Information technology (IT) and data 

base infrastructure, including moderniza-

tion of IT, geo-spatial resource mapping 

and cadastral survey for resource account-

ing and planning;

(i) Irrigation and related facilities; 

(j) Water supply, sewerage, drainage, and 

related facilities;
 

(k) Education and health infrastructure; 

(l) Land reclamation, dredging and other 

related development facilities;

(m) Industrial and tourism estates or 

townships, including ecotourism projects 

such as terrestrial and coastal/marine 

nature parks, among others and related 

infrastructure facilities and utilities;

(n) Government buildings, housing projects;

(o) Markets, slaughterhouses, and related 

facilities;

(p) Warehouses and post-harvest facilities;

(q) Public ish ports and ishponds, includ-

ing storage and processing facilities;

(r) Environmental and solid waste manage-

ment related facilities such as but not 

limited to collection equipment, compost-

ing plants, landill and tidal barriers, among 
others; and

(s) Climate change mitigation and 

adaptation infrastructure projects and 

related facilities.
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CONTRACTUAL ARRANGEMENTS UNDER THE 
PHILIPPINE BOT LAW

ANNEX 2

Section 1.3 DEFINITION OF TERMS

(f)  Contractual Arrangements - Refers to 

any of the following contractual arrange-

ments or, as well as other variations thereof, 

as may be approved by the President, by 

which infrastructure and/or development 

projects may be undertaken pursuant to 

the provisions of these Revised IRR.

(a) Build-and-transfer (BT) - A contrac-

tual arrangement whereby the Project 

Proponent undertakes the inancing and 
Construction of a given infrastructure or 

development facility and after its comple-

tion turns it over to the Agency or LGU 

concerned, which shall pay the Project 

Proponent on an agreed schedule its total 

investment expended on the project, plus a 
Reasonable Rate of Return (ROR) thereon. 

This arrangement may be employed in 

the Construction of any Infrastructure or 

Development Projects, including critical 

facilities which, for security or strategic 

reasons, must be operated directly by the 

Government.

(b) Build-lease-and-transfer (BLT) - A 

contractual arrangement whereby a 

Project Proponent is authorized to inance 
and construct an infrastructure or develop-

ment facility and upon its completion turns 

it over to the Agency/LGU concerned on a 

lease arrangement for a ixed period, after 
which ownership of the facility is automati-

cally transferred to the Agency/LGU 

concerned.

(c) Build-operate-and-transfer (BOT) - A 

contractual arrangement whereby the 

Project Proponent undertakes the Construc-

tion, including inancing, of a given 
infrastructure facility, and the operation 

and maintenance thereof. The Project 

Proponent operates the facility over a ixed 
term during which it is allowed to charge 

facility users appropriate tolls, fees, rentals, 

and charges not exceeding those proposed 
in its bid or as negotiated and incorpo-

rated in the contract to enable the Project 

Proponent to recover its investment, and 

operating and maintenance expenses in 
the project. The Project Proponent transfers 

the facility to the Agency/LGU concerned 

at the end of the ixed term that shall not 
exceed ifty (50) years: Provided, that in 
the case of an Infrastructure or Develop-

ment Facility whose operation requires a 

public utility franchise, the proponent must 

be Filipino or, if a corporation, must be duly 

registered with the Securities and Exchange 
Commission (SEC) and owned up to at least 

sixty percent (60%) by Filipinos. This build-
operate-and-transfer contractual arrange-

ment shall include a supply-and-operate 

scheme which is a contractual arrange-

ment whereby the supplier of equipment 

and machinery for a given infrastructure 

facility, if the interest of the Government 

so requires, operates the facility provid-

ing in the process technology transfer and 

training to Filipino nationals.

(d) Build-own-and-operate (BOO) - A 

contractual arrangement whereby a 

Project Proponent is authorized to inance, 
construct, own, operate and maintain an 

infrastructure or development facility from 

which the Project Proponent is allowed to 

recover its total investment, operating and 

maintenance costs plus a reasonable return 

thereon by collecting tolls, fees, rentals or 

other charges from facility users; provided, 
That all such projects upon recommen-
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dation of the Investment Coordination 

Committee (ICC) of the National Economic 

and Development Authority (NEDA), shall 

be approved by the President of the Philip-

pines. Under this project, the proponent 

who owns the assets of the facility may 

assign its operation and maintenance to a 

Facility operator.

(e) Build-transfer-and-operate (BTO) - A 

contractual arrangement whereby the 

Agency/LGU contracts out the Construc-

tion of an infrastructure facility to a private 

entity such that the Contractor builds the 

facility on a turnkey basis, assuming cost 

overruns, delays, and speciied perfor-
mance risks. Once the facility is commis-

sioned satisfactorily, title is transferred to 

the implementing Agency/LGU. The private 

entity however operates the facility on 

behalf of the implementing Agency/LGU 

under an agreement.

(f) Contract-add-and-operate (CAO) - A 

contractual arrangement whereby the 

Project Proponent adds to an existing 
infrastructure facility which it is renting from 

the Government and operates the expand-

ed project over an agreed Franchise 

period. There may or may not be a transfer 

arrangement with regard to the added 

facility provided by the Project Proponent.

(g) Develop-operate-and-transfer (DOT) - A 

contractual arrangement whereby favor-

able conditions external to a new infrastruc-

ture project which is to be built by a Project 

Proponent are integrated into the arrange-

ment by giving that entity the right to de-

velop adjoining property, and thus, enjoy 

some of the beneits the investment creates 
such as higher property or rent values.

(h) Rehabilitate-operate-and-transfer (ROT) 

- A contractual arrangement whereby an 

existing facility is turned over to the Project 
Proponent to refurbish, operate and main-

tain for a Franchise period, at the expiry of 
which the legal title to the facility is turned 

over to the Government. The term is also 

used to describe the purchase of an exist-
ing facility from abroad, importing, refur-

bishing, erecting and consuming it within 

the host country.

(i) Rehabilitate-own-and-operate (ROO) 

- A contractual arrangement whereby an 

existing facility is turned over to the Project 
Proponent to refurbish and operate with no 

time limitation imposed on ownership. As 

long as the operator is not in violation of its 

Franchise, it can continue to operate the 

facility in perpetuity.



Knowledge Series on PPP in Health 
REFLECTIONS ON THE LEGAL FRAMEWORK OF PPP IN HEALTH 15

POLICY BRIEF (PIPELINE DEVELOPMENT)ANNEX 3

This Policy Brief is a working draft that represents the views and recom-
mendations of GHD Pty Ltd and not necessarily those of the Public-Pri-
vate Partnership (PPP) Center or of the Government of the Philippines. 
It should be noted that the document is being published for comments 
on its substantive merit and policy implications. This will help the gov-
ernment to formulate well-considered and transparent policy decisions. 
Being a work in progress, there are parts that will be revised or modiied. 
Permission to cite any part of this work must be obtained from the PPP 
Center and GHD Pty Ltd.

DISCLAIMER
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ACRONYMS

ADB     Asian Development Bank
CIIP     Comprehensive and Integrated Infrastructure Program
DBM      Department of Budget and Management
DOF      Department of Finance
DOH      Department of Health
DOTC      Department of Transportation and Communications
DPWH      Department of Public Works and Highways
EIRR      Economic Internal Rate of Return
EPC      Engineering, Procurement and Construction
FIRR      Financial Internal Rate of Return
GOCC      Government Owned and Controlled Corporation
GPH      Government of the Philippines
GS      Government Support
IA      Implementing Agency
ICC      Investment Coordination Committee
IFI      International Financial Institution
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NEDA      National Economic and Development Authority
PDP      Philippine Development Plan
PIP      Public Investment Program
PNR      Philippine National Railways
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1.0 INTRODUCTION
1. This paper sets forth a suggested methodology 

within the national planning process for the identii-

cation, selection and prioritization of public private 

partnership (PPP) projects using multicriteria analysis 

(MCA)1 and Social Cost Beneit Analysis (SCBA), or 
some acceptable variation. The methodology will 

be reviewed by the appropriate authority before 

a decision is made to make this a formal process.

2. Its objective is to set forth a process within each 

Implementing Agency (IA) to identify, select and 

prioritize potential PPP projects from the long list of 

undertakings included in the Philippine Develop-

ment Plan (PDP). Selected PPP projects would be 

considered for inclusion by the National Economic 

and Development Authority (NEDA) and by the PPP 

Center and NEDA in the Public Investment Program 

(PIP) and the Comprehensive and Integrated 

Infrastructure Program (CIIP). 

Projects selected for inclusion in these plans would 

be exposed to further validation through prefeasi-
bility or feasibility studies. As will be discussed further 

below, it is recommended that the methodology 

be carried out by a team of senior staff members 

within the IA, including members of its PPP Unit, 

with external assistance of the PPP Center. It is most 
effectively used at the onset of a new administra-

tion when a large number of projects are being 

considered for inclusion in the IA’s PIP, and there is 
very little analytical content to rely on in segregat-

ing projects into PPP and non-PPP. It can also be 

used to identify, select and prioritize PPP projects 

during interim years, before the next election.

3. This paper does not purport to change the way 

projects are currently evaluated and approved by 

NEDA under Investment Coordinat ion Commi t tee 

( ICC) Guidelines, nor is it believed to substitute for 

any particular procedure or guideline used by (IAs) 

currently to identify their potential PPP projects, 

including that of DPWH described in Section 5. 

Projects judged to survive the proposed MCA 

screen described further below may be further 

tested for suitability as PPPs through a more rigorous 

prefeasibility or feasibility study.

1Although GHD has been using the term, “multivariate analysis (MVA)” in this paper, it will now use multi-criteria analysis (MCA), given that that
term and its methodology is already in use by the DPWH, as is discussed in this further below paper

____________________________________________________________________________________

2Book IV Chapter 9 of the Administrative Code of 1987

4. It is noted that every potential project can be 

the subject of an intensive investment appraisal 

given budget and other constraints of the IA. 

Hence, a less demanding procedure in cost, 

time, and data requirements is needed to select 

candidate PPP projects. The beneit of applying 
the MCA procedure is that it serves as a tool to 

reduce the number of PPP candidates that need 

to be exposed to a validating pre-feasibility study. 
However, as will be explained below, MCA analysis 
has other applications in national planning that 

NEDA and the IA may want to consider.

5. In the discussion below, the following deinitions 
regarding national government agencies apply:

• Department: refers to the primary units of 

the executive branch of the Government 
of the Philippines (GPH), as deined in the 
Administrative Code of the Philippines, to 

help with the functional distribution of the 

work of the President. Departments are 

headed by Secretaries and have jurisdic-

tion over bureaus, attached ofices, regula-

tory agencies and government owned and 

controlled corporations (GOCC) assigned 

to it by law. There are oversight Depart-

ments such as Department of Finance (DOF), 

Department of Budget and Management 

(DBM) and NEDA;

•Government-Owned-and-Control led 

Corporation: GOCCs are corporations 

owned and controlled by the executive 
branch created by special charter or law 

in the interest of the common good and 

subject to the test of commercial sustainabil-

ity. GOCCs are attached to the appropriate 

Department, with which they have allied 

functions, for policy program coordination 

and for general supervision2;

• Sub-sector Unit: an administrative unit within 

a Department (e.g., a GOCC or, otherwise, a 

component of the Department) mandated 

to provide specialized infrastructure services 
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to the public. Examples of GOCCs that are 
part of a Department include Philippine 

Ports Authority (PPA) Light Rail Transit Author-

ity (LRTA), and Philippine National Railways 

(PNR), which report directly to Department of 

Transportation and Communications (DOTC);

• Government Financial Institutions: A 

inancial institution organized as a GOCC 
under a Special Charter or the Corpora-

tion Code of the Philippines, which extends 
deposit gathering, lending or other inancial 
services to the public; for example Develop-

ment Bank of the Philippines , Land Bank of 

the Philippines; and

• Implementing Agency: Any unit of the 

Government of Philippines with the mandate 

and authority to identify, select, prioritize, 

prepare, tender, negotiate and execute a 
PPP project agreement with a private entity. 

This can be a Department as in the case of 

DPWH, or a GOCC as in the case of PPA, LRTA 

or PNR and Local Government Units (LGUs).

6. Stakeholder Consultation on this document 

was held on 5th September 2012 at Discovery 

Suites, Ortigas. The Consultation was attended by 

participants from government, private sector and 

academia who were invited to provide feedback 

on the recommendations included in the Report. 

A Summary of the consultation is provided in 

Appendix 1 and a list of attendees is provided in 
Appendix 2. The outcomes of this consultation 
have been considered and, where relevant are 

addressed in this Final version of the report. 

2.0 CURRENT PRACTICE IN 
SELECTION OF CANDIDATE 
PPP PROJECTS
7. While the PDP is being crafted, a long list of 

potential projects is drawn up at each Depart-

ment believed to be aligned with the strategic 

objectives of the PDP. Some undertakings identi-

ied in the PDP will be suitable for public sector 
procurement, with some having potential for PPP. 

There may be some limited studies available usually 

in the form of master plan, preliminary technical 

and SCBA studies. At this time, it is unlikely that 

there are any PPP-focused studies with adequate 

inancial analyses. The challenge for the IAs, under 
the direction of NEDA, is to identify the projects that 

they want to put forward for implementation each 

budget planning period; to separate out projects 
that are suitable for PPP from those that are best 

implemented through traditional procurement; to 
derive forward estimates of the costs associated 

with their respective investment programs and, 

particularly, to develop the following years’ PIP.

8. The current process is that each sub-sector unit, 

within each Department, typically, will divide the 

candidate projects into PPP and non-PPP streams, 

based on subjective criteria (with the exception of 
DPWH, as described further below), and prioritize 

them without a common framework. Some priori-

tization, undoubtedly, takes into account the level 

of investment (annual basis) established by the 

national government and issued by the DBM, based 

on the projections of Government’s iscal perfor-
mance for the medium-term period. This output 

from all Departments (of potential PPP and non-PPP 

projects) is then submitted to NEDA for consolida-

tion and possible inclusion in the PIP. NEDA, working 

closely with DBM, eventually assembles a national 

list of its prioritized infrastructure projects which 

make up the PIP and the CIIP. The CIIP, in particular, 

contains the list of infrastructure projects that meet 

the goals and the objectives set forth in the PDP. It 

includes projects appropriate for a purely private 

investment, PPPs, joint ventures, and traditional 

procurements. The PDP, PIP and CIIP, which are 

rolling plans, may be updated, or revised occasion-

ally, throughout the President’s term, with projects 
added or deducted as priorities change.

3.0 ISSUES
9. At GHD’s request, NEDA has conirmed to that, 
as PDP are developed, it is unclear how subsector 

units and IAs segregate their long list of projects into 

PPP and non-PPP, nor what criteria they employ to 

rank projects. The process of deining the PDP and 
assembling the PIP and CIIP is done quickly and, as 

a result, has a very high risk of having serious gaps. 

Once a feasibility study is done, some projects 
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originally selected for inclusion as PPPs in the PIP 

and CIIP may subsequently prove to be unsuitable 

for this kind of implementation for any number of 

reasons. Commercial sustainability may not be 

reliably predictable, level of government support 

may be too dificult to ascertain, or interest may 
be lacking on the part of the potential developers 

or their banks, etc. Such projects might have to 

be implemented through traditional procurement, 

thus requiring a reforecast of total expenditure if 
they are critically important to the PDP.

10. The weaknesses, noted above, in the process 

and use of analytical tools can lead to ineficien-

cies and waste. Projects that are unscreened, that 

prove unsuitable for PPP implementation, are of 

ten subjected to feasibility study analysis, absorb-

ing time and resources. Better and more system-

atic early project preparation, using a screening 

methodology, could end up paying dividends by 

saving staff time and money. More importantly, the 

use of tools leads to better and more sure-footed 

planning and project implementation.

11. MCA screens can be used at several levels. 

If the projects from each Department were to 

comecarefully selected and prioritized, it would 

make the job easier of arriving at a consolidated 

short list of projects to be implemented each iscal 
year during the PDP time frame. NEDA, assisted by 

the PPP Center for example, can subject this short 
list to a second MCA screen which can re-prioritize 

projects, using similar criteria but modiied or 
weighted to relect priorities at the national level. 
The purpose of doing these initial planning steps 

with some care is to ensure that scarce implemen-

tation capital is used as wisely as possible, with 

commensurate beneit accruing to the country.

12. Figure 1 low chart, overleaf, demonstrates 
where MCA would it into the low of work in Stage 1 
-that period when projects are being considered for 

either PPP implementation, or traditional procure-

ment. For most Implementing Agencies, GHD note 

that a scoping study for each project is needed 

because one cannot effectively use a screen such 

as the one being suggested if one does not have 

some idea of each project’s objectives, functions, 
siting, probable coniguration, payment structure, 
social safeguard issues, development beneits and 
how it will it into legal and regulatory framework. 
MCA, however, does minimize the amount of data 

that has to be collected.

13. Since there is a great deal of subjectivity 

involved in applying MCA, a key principle is that 

MCA should be carried out by a team of experi-
enced professionals (preferably representing 

multidisciplines) and not by a single individual, to 

ensure that the results of the analysis relect the 
collective information and understanding of facts 

and issues possessed by the IA, or PPP Center. 

14. Projects that survive the MCA screen are further 

subjected to a prefeasibility study using standard 

inancial and economic analysis, derived from 
information identiied in the second vertical group 
of boxes. This second step is needed to arrive at a 
more formal judgment regarding the likelihood of 

each project being commercially sustainable (with 

or without government support)and meeting the 

requisite economic rate of return of at least 15%. 
Those projects that formally meet both conditions 

and are judged to fall within the budgetary 

envelope of the IA may be regarded as strong 

candidates for PPP implementation and, with the 

advocacy of the Department Secretary, may ind 
their way into the PIP and CIIP. It is also easier for 

NEDA to more accurately formulate the PIP and

CIIP, if the planning process is detailed enough.

15. Potential PPP projects that pass the pre-feasibility 

test, if approved by NEDA for inclusion in the PIP are 

eligible to go on Stage 2, the Project Preparation. 

16. If NEDA accepts this recommendation, it can -- 

through the Infrastructure Committee (INFRACOM) 

-- issue guidelines to IAs to formalize a more rigorous 

system for PPP project candidate selection than 

currently in practice. These guidelines, using MCA 

methodology, would assist inn prioritizing PPP 

project s for implementat ion using SCBA, or some 

variation. This would enable creation of the PIP with 

more rigor than is done currently.

17. An important cautionary note is that MCA 

cannot justify the viability of a PPP project; rather, it 
only indicates which projects should be developed 

further as PPP candidates. With this technique, 

several criteria can be taken into account simulta-

neously where less than full information is available. 

Importantly, the framework for implementing MCA 

(scoring rules, weighting and procedure) must 

be pre- determined and not changed during the 

process, so as to avoid manipulating the results, as 

seen from the discussion below.
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4.0 DEVELOPING THE MCA SCREEN

18. The MCA methodology speciically for identify-

ing PPP projects consists of choosing a number of

attributes (“variables”) that are likely to be predic-

tive of the outcome that is being tested for. The

variables selected can be weighted, or not weight-

ed, with the inal scoring for each project
determining its relative potential as a PPP.

19. As suggested, MCA is just a fancy word for a 

“screen,” a term that will be used throughout the

remainder of this note. In the absence of full 

information, a screen can be a useful tool for

identifying projects which are it for PPP.

20. A good generic screen can be developed by 

identifying variables derived from the broader

characteristics (“Drivers”) of a successful PPP. The 

table below identiies four Drivers believed to be
characteristic of all successful PPPs.

21. The Drivers and Variables are intended to be 

illustrative, rather than deinitive:

Table 1
Evaluation Screen

To Determine Suitability for PPP Implementation

  The “Drivers”      Conforming Evaluation Criteria

 Economic Desirability:    • Qualitative Criterion:
      Signiicant level of economic beneits can be identiied,
      OR

      • Quantitative Criterion:
      EIRR greater than 15%,

 Manageable Life Cycle Costs:                         • Land is available for project and the proposed site is   
                   functionally  convenient to the project’s objectives;
      • Site offers manageable challenges for the Engineering,
      Procurement and Construction (EPC) contractor during   

      construction;
      • Manageable environment, Health & Safety, gender,   
      resettlement or

      other vulnerable person issues are foreseen that should not   

       impact  adversely on project cost during construction or   

      operations;
      • O&M costs are high but responsive to improved    
      technoloogy management, OR, otherwise O&M costs for   

      this type of project are stable and predictable.

 Predictable and Stable Revenues:   

   

• For “Availability PPP,” revenue is predictable due to 
payment based on take-or pay, and backed by govern-

ment performance undertaking;
OR

For “Concession PPP,” revenue stream is predictable 

due to government support package, either in the form 

of Viability Gap Funding (VGF), Output Based Aid (OBA), 

minimum revenue guarantee or other such instrument;
• Demand for service is elastic relative to its price and is 
expected to remain high into foreseeable future;
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 Fit into Legal and

 Regulatory

 Framework:

• Tariff appears to be very competitive with 
alternative service providers based on a favorable 

“Affordability and Willingness To Pay” survey;
• A do-minimum scenario has been considered 
and the conclusion is that the demand for the 
service cannot be accommodated in this manner.

• There is a track record of implementation and no 
adverse judicial or regulatory rulings encountered 

thus far.

22. Note there are a total of ten variables: one 

under economic desirability; four under life cycle 
costs; four under revenue and one under legal 
and regulatory framework it. There is no reason, 
however, why there cannot be a higher or lower 

number. The key issue is to consider how the 

variable affects the project.

23. Variables (or attributes) that may apply to project 

are rarely fully positive or fully negative. Some could 

be partially positive (or partially negative) which 

means they fall into gray areas. Screens designed 

to work with PPPs take this into account by scoring 

each selected attribute, with a 0,1,3, or 5 score to 

capture white, gray or black areas, a score of 5 

being a top score for the attribute.

24. Attributes can also be weighted to take into 

account their relative importance. In Table 1, the 

evaluation criteria are already weighted. Note that 

each variable can generate up to 5 points and 

since there are 10 variables, the maximum score a 

project can receive is 50 point. Since there is only 

one variable under each of “Economic Desirabil-

ity” and “Legal and Regulatory it,” each of these 
is accorded 10% weight in the total scoring. On 
the other hand there are four variables under “Life 

Cycle Costs” and four under “Revenues,” which 

suggest that the preponderance of weight (80%) 
is provided to these two Drivers. Weights can be 

differently conigured, of course, the illustrations are 
not meant to be deinitive.

25. Aside from trying to weight and score project 

attributes through an MCA screen, there is also the 

possibility of using threshold criteria to thin down 

the number of potential projects BEFORE they are 

weighted and scored through the MCA screen. If 

the project fails any one of the threshold criteria, it 

is deemed to be unacceptable as a PPP and is not 

subjected to the MCA evaluation screen.

26. Pass/fail criteria could be organized along the 

following lines:

                 Threshold Criteria           Pass/Fail

1 Project has a clearly deined objective and
output speciications.

2 Project is a strategic priority that is part of

the Government's PIP and would have

signiicant development impact.

3 Suficiently large scale to justify PPP
transaction costs (i.e., Project Cost >P300

million).

4 Project has strong stakeholder support

based on preliminary public consultation.
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3On September 13, a GHD team met with Ms. Rebecca Garsuta, Director of the PPP Unit of the DPWH, to discuss the early pipeline
development approach taken by her unit. Also attending was Mary Rose T. Ong, Planning Oficer for the Policy Formulation Division.
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5 Project is capable of being replicated.

6 Government commitment and willingness

to provide support for project preparation

(written conirmation).

7 Project is not likely to have signiicant social
safeguard concerns.

27. Some caveats to the use of MCA are important:

• The methodology is best used with national 
agencies because they have numerous projects 

of the same type that can be compared using 

MCA. It is not so effective at the local govern-

ment level because each LGU may have several 

projects it wants to implement, but none may 

be similar to each other. It is dificult to compare 
a water distribution project with a bulk water 

supply project; or an access road with a new 
city hall; a wastewater plant with a solid waste 
disposal facility. Each project typology has its own 

revenue dynamics as we will see further below, 

which makes it dificult to compare “apples” and 
“oranges”.

• Each sector’s projects have their own peculiar 
dynamic. This is not a “one size its all” approach, 
rather it should be regarded as an approach that 

needs tailoring to each sector’s project dynamics. 
Even within sectors, the MCA screen may have to 

be modiied to take into account project typolo-

gies that may come under the jurisdiction of the 

Department; and

• The MCA technique does not guarantee a 
successful PPP, but only improves the chances of 

sound selection.

28. Use of MCA will allows us to arrive at the follow-

ing insights:

• MCA screens will differ from sector to sector on 
the revenue side and, even within each sector 

if that sector is responsible for several project 

“types”;

• The application of MCA can be done at the 
sub-sector or the sector level. If done at the 

sub- sector level, the Department reviews the 

work done by the various Subsector units, makes 

inal selections and prioritizes its PPP candidates 

according to SCBA results, with projects that 

have the highest EIRR recommended for early 

implementation;

• PPP Center’s role is to ensure quality control by 
assisting those sectors that require assistance in 

implementing this tool and subsequently review-

ing and evaluating the overall results with NEDA;

• It should be introduced as a possible analyti-
cal tool aimed at improving PPP candidate 

selection through the appropriate author-

ity, which examines these kinds of issues. GHD 
would suggest introducing MCA selectively, at 

some agencies, for example through the Sector 
Guidelines which GHD is doing.

5.0 USE OF MCA AT DPWH3

29. Discussions with DPWH, which uses MCA in a 

different way than has been proposed here, have 

been aimed at determining:

a. The implications for project development within 

DPWH, if GHD recommendations are accepted;

b. Impediments to the use of MCA to tentatively 

select -- as well as pre-feasibility studies to prelimi-

narily validate -- the selection of PPP projects for 

inclusion in the PIP and CIIP; and

c. Use of MCA to shorten the project develop-

ment process and speed up implementation.

30. According to DPWH sources, the process for PPP 

project selection is as follows:

a. DPWH selects for further study those projects 

deined at the planning stage to be potentially 
PPP-able through an update of their Master Plan. 

In the initial step, the PPP unit irst determines from 



Knowledge Series on PPP in Health 
REFLECTIONS ON THE LEGAL FRAMEWORK OF PPP IN HEALTH30

          Steps       GHD                 DPWH

Source Document 

  

Initial Step

Identiication as potential
PPP

Additional planning

Selection as PPP 

Prioritization of PPP projects

Consolidated list of PPP

projects to be included for

PPP implementation

Master Plan, where

available

Selection of a group of

projects that might be PPPable

and conducting a

minimal level of project

scoping for each, especially

if there is no Master Plan

MCA, including criteria

related to EIA and land

acquisition

Pre-feasibility study, SCBA  MCA

SCBA                                                        Unclear

To Department Secretary

for approval

Master Plan, including the

identiication of High
Standard Highways

Identiication of Short Term
Projects

Pre-feasibility Study,

Business Case, SCBA

EIA, Plan for land

acquisition

To Department Secretary for

approval

the Master Plan whether the project should be 

a High Standard Highway through its Multi-Year 

Programming and Scheduling (MYPS) program, 

a description of which is available in its web site.

b. From this list, the highways are divided into 

short, medium and long-term planning projects. 

To inalize short-term planning, DPWH undertakes 
a pre-feasibility study and a business case 

analysis. These analyses are performed prior to 

the application of MCA. The MCA screen is used, 

as suggested by GHD, to determine if the project 

is suitable for a PPP. The actual criteria used in 

the screen are similar to those proposed by GHD, 

but there are dissimilarities. The DPWH screen, for 

example, includes as fatal laws, the (a) securing 
of an environmental clearance; and (b) the 
development of an acceptable plan

for land acquisition and resident compensation. 

The screen developed by GHD does not state 

such criteria as explicitly.

c. The differences between what is being 

recommended by GHD and what is used within

DPWH are summarized below:
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31. It is clear that DPWH has its own system and 

uses MCA to validate PPP selection but only after 

extensive planning has been done. A key rationale 
used by GHD in developing its approach is that of 

arriving at a list of potential PPP projects prior to 

conducting extensive analytical content, thereby 
saving money. Hence, the sequence in planning 

recommended by GHD may be good for some 

Departments but not for others. GHD approach 

may be best suited for Departments which have 

simpler, smaller and highly replicable, project, for 

example, Department of Health (DOH), Depart-
ment of Science and Technology (DOST), Depart-

ment of Agriculture (DOA) or Department of 

Education (DepEd). But the sequence of steps may 

not be suitable for larger, more complex, projects 
such as those which are undertaken by DPWH and

DOTC. The actual methodology employed and its 

sequencing requires adjustments for revenues and 

other matters, as one goes from sector to sector as 

we point out, further below. 

32. As observed, the planning process at DPWH 

requires extensive analysis. The pre-feasibility study 
requires the consultant to perform test borings for 

the road, to draft a preliminary design that acts 

as a trace for the road, and requires an analysis 

of soil conditions and costs based on indings for 
both the road trace and soil conditions. It was our 

understanding that this is standard and while, not 

as extensive as the sub-soil analyses required for a 
feasibility study, involves signiicant detail. Further 
the environmental impact assessment (EIA) and 

the social cost beneit analysis (SCBA) analysis were 
done prior to the MCA.

33. We further inquired on cooperation with other 

agencies on projects requiring multi-agency 

cooperation. If there was a port being built, for 

example, DPWH, NPC, MWSS and other agencies 
work together to plan the needs for building the 

port. The detail and discipline required by each 

agency was similar in that respect (pre-feasibility 

study, at a minimum) to determine conditions and 

needs. We were able to gather that the planning 

process, in such cases, is similarly detailed to that 

of DPWH and requires an accumulation of a great 

deal of information -- including a prefeasibility study 

and business case -- to determine if Private Sector 

involvement was cost effective.

34. In DPWH, the project development process 

takes between 2 to 3 years. Why? Because they 

need to prepare a feasibility study, conduct market 

soundings, determine which PPP Model would be 

best suited, prior to endorsing the study to NEDA for 

approval to tender. It was unclear whether this time 

duration included the preparation of the tender 

documents and information memorandum. At irst 
glance, it does not appear possible to shorten the 

project development process signiicantly.

6.0 RECOMMENDATIONS
35. The MCA screen should be developed and 

implemented by a handful of experienced profes-
sionals within each sub-sector. These professionals 

do not need to have specialized skills; experience 
is more important. Once the screen is developed, 

and the scoring and weighting rules are established, 

they should not be changed throughout the period 

of evaluation. While the MCA screen requires 

individuals with experience and insight into their 
sector’s projects to do the design and implementa-

tion, the group may require some insights from PPP 

Center personnel who are more likely to be familiar 

with what makes a project commercially sustain-

able.

36. MCA can be used to segregate PPP from 

non-PPP projects. MCA methodology consists of 

carefully selected variables designed to screen 

out those projects that do not appear to possess 

the attribute of commercially sustainability. Such a 

screen could be used to identify and select those 

projects which do feature this characteristic from 

those that require traditional procurement. If, such 

a methodology could be combined SCBA, or a 

variation thereof, the two tools working together 

could be used effectively to identify PPP projects 

more accurately at the Department level, prioritiz-

ing them from the perspective of their importance 

to the thrust of the current Government to improve 

social and economic welfare.
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37. MCA analysis can be used in a variety of ways 

and sequences. It does not necessarily follow that 

it has to be used precisely the way in which we 

deine it here. Each sector, as we have seen from 
the description of the way in which DPWH uses 

the methodology, may want to develop its own 

approaches to the use of MCA. 

Moreover, as we have shown in the technical 

“how to guide” which has been developed by 

GHD for inclusion in the Manual, it will probably be 

necessary not only to adjust the sequence in which 

MCA is done within each sector, but also to adjust 

the relevant criteria, especially the revenue criteria.

38. It is suggested that the PPP Center lend 

assistance to the irst few sectors that implement 
MCA, and they review the screen developed 

before it is implemented.

39. Some of the more obvious advantages develop-

ing the MCA tool are the following:

• Over time and with experience, it will create 
a more sophisticated awareness amongst 

the staff as to what combination of attributes 

in a given sector makes a project PPP-able 

and, conversely, the attributes of a project 

that represent fatal laws;

• It will eliminate projects that should never 
have been considered for PPP implementa-

tion had a screen been in place, such as was 

the case with a recent mining project in the 

Philippines, thereby avoiding unnecessary 

costs and time wasting; 

• Once the screen is in place, It represents a 
quick way to choose projects for implemen-

tation as PPPs, or to judge the commercial 

sustainability of an unsolicited proposal, or to 

be able to quickly assess what attributes of 

the project FS were not dealt with in depth;

• Understanding the attributes that are 
predictive of success enable terms of 

reference for hiring external advisors to be 
drafted more accurately;

• The approach is one way of standardizing 
“quality” in PPP project development since 

it involves the irst of several “gateways” a 
project must go through before it can be 

tendered as a PPP; and

• Although the system described here 
represents initial challenges for PPP Center 

and NEDA, it ultimately improves the versatil-

ity of each PPP Center employee to handle 

diverse projects in different sector.
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This monograph gives a brief overview on inancing options available for PPP in health 
in the Philippines, taking off from the government’s thrust towards Universal Health 

Care (UHC). UHC requires comprehensive healthcare system improvement; this includes 
not just the putting up new hospitals and upgrading/modernization of existing facilities 
but also more eficiency and compassion in the delivery of services. The government 
certainly demonstrates desire and sincerity in coping with these requirements. However, 
as in many countries around the world, the public sector deals with challenges that is 
inherent in the bureaucracy. The development of new projects requires rigorous require-

ments and procedures and while such controls mechanisms help ensure transparency, 
they also impact on the bottom line and reduce eficiency.  

Therefore, partnership with a private sector provider becomes a viable option particularly when address-
ing funding requirements and capacity development.  This brief paper then presents the available inanc-

ing sources that can be considered by the government as well as private partners in pursuing PPP in 
health. 

While this relection paper is based on the experiences of a technical assistance team as it worked with 
Philippine LGUs, users outside the Philippines are likely to ind the insights and examples shared here as 
relective of their own countries’ realities. 

Finally, this brief paper does not attempt to analyze the complexities of inancing issues and challenges 
that often accompany innovative strategies in health development interventions. What this paper aims 
to do is give a ‘snapshot’ of the inancing options for PPP in health, with the hope that it will encourage 
more exhaustive discourses—a learning process that ultimately leads to a more profound understanding 
of the unique needs of the health sector and how governments and private sector partners may be able 
to contribute further to the development and enhancement of inancing mechanisms and programs.

INTRODUCTION
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The inancing sources outlined here are not exhaus-
tive but should already be useful when considering 
PPP in health arrangements. The listing categorizes 
funding sources into two: (1) sources that can be 
availed by local governments; and (2) those for 
private sector entities. 

A.Funding sources for local governments

1. LGUs Own Budget – Internal Revenue Allotment

IRA is the share of LGUs from the national govern-

ment revenues. This is largely based on land area 
and population.  Typically, the IRA for municipalities 
accounts for about 90% of total revenues.  Since 
cities have more sources of local revenues, their IRA 
ranges from 50% to 70% only. These are normally 
being utilized for personnel and other mainte-

nance/ operating expenses.

Presidential Decree 144 provides that each 
province, city, and municipality appropriates in its 
annual budget no less than 20% for development 
projects.

For loan servicing, 20% of IRA and local sources of 
the LGUs may be  allocated/utililized.

2. Collections of Local Taxes and Permits

These include earnings from local sources such 
as those from business permits and other income-
generating projects of the LGUs.

3. Grants from the Department of Health (DOH)

DOH is giving grants to certain government 
hospitals, the amount of which depends on consid-

erations such as the number of beds to be put up.  
Among the basic requirements are the conduct of 
a feasibility study and application for a permit to 

construct.  These grants are not returned or repaid 

to DOH. For the current year, DOH has about P80 
billion budget from where it gets the grants given to 

government hospitals.

While the technical assistance team worked with 
local governments, it has considered DOH as a 
possible source of grants for PPP projects being 
considered for Northern Samar, Sarangani Province, 
and Camarines Sur. 

4. Contributions from Legislators 

The Priority Development Assistance Funds (PDAF) 
is a funding mechanism in the Philippines released 
through the members of the House of Represen-

tatives. “This makes possible the implementation, 

in every congressional district, of small-scale but 
signiicant projects which cannot be part of large-
scale projects of national agencies. These projects, 
which are generally in the form of infrastructure, 
health, education and social aid packages, direct-
ly touch the lives of district constituents.”1  While 

this source of funding is sometimes criticized for 
several reasons, among them, the seeming lack of 
transparency in disbursements2, local governments 
should see this as a possible source of resources for 
the improvement of health facilities and services.
      

In the Philippines, legislators are allocated P200 
million (for senators) and P70 million (for representa-

tives). Through this program, the public is provided 
with accurate information on the projects being 
implemented. For 2007 and 2008, P411 million 
and P538 million in PDAF funds, respectively, were 
utilized for the health projects.
      

5. Sin Taxes

House Bill 5727 carries the proposed revised taxes 
on tobacco and alcohol products.  The original 
amount expected to be collected was pegged 
at about P60 billion. However, the tax rate was 

 1Philippine House of Representatives website.
 2The current administration has imposed new and stricter measures in the release and utilization of the funds through the National Budget Circular 537 issued in 
February 2012.

____________________________________________________________________________________________________

FINANCING SOURCESI.
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reduced by about 50% when the Lower House 
approved the bill in June 2012. 
                

The current practice allows the collection of sin 
taxes, which are divided among provinces that 
produce tobacco.  With the approval of the 
law, there will be an increase of tax rates and a 
provision that allows the allocation of the revenues 
to all provinces. The revenues may be utilized for 
health projects.

The Senate approved its version of the bill, at irst 
reducing by about 50% the rate. This would have 
reduced the collections to about P15 billion.  This 
had brought negative reactions from other senators 
and several government ofices, rendering the 
previous Senate version quite a controversial one. 
Finally, in an attempt to settle the issue, Senator 
Frank Drilon endorsed a higher rate, which will is 
expected to raise about P40 billion.  This version was 
eventually approved by the Senate during the third 
and last reading.

6. Reimbursements/Global Budget from the Philip-

pine Health Insurance Corporation (PhilHealth)

 

Reimbursements from PhilHealth help both private 

and government hospitals to cover the costs of 
healthcare of member-beneiciaries. However, 
a common concern is the long processing time, 
sometimes extending up to 90 to 120 days.  This 
long processing time is often rooted to tedious 
documentary requirements and technology-
related issues. This long processing time affects the 
liquidity position of hospitals.  

In its desire to improve its services through timely 
reimbursements, PhilHealth is embarking on system-

ic and innovative solutions, among which is the 
establishment of a global budget scheme, which 
allows the release in advance 50% of  the recorded 
total reimbursements of a hospital from previous 

year.  It hopes to implement the new scheme late 
this year or in early 2013. 

7. Bond  Floatation

Under Section 284 of the Local Government Code 
of 1991, LGUs are given the power and authority to 
establish a corporation (with an LGU and a private 
sector entity as stockholders) that shall be respon-

sible for the eficient and effective implementation 
of development plans, anchored on the LGU’s 
objectives, priorities, and income-generation 
strategies.

The Bangko Sentral ng Pilipinas (BSP) under Circular 
No. 402. s. of 2003, issued the Revised Guidelines on 
Floatation of Bonds by LGUs.
                            

With the bond loatation, LGU or the newly-
organized corporation issues long-term bond 
carrying ixed rates, with a single maturity or a series 
of maturities.  The LGU or the new corporation 
will be the issuer of the bonds.  Services of a fund 
manager/arranger are usually engaged to handle 
marketing, negotiations, and other functions for an 
average fee of 3% based on the face amount of 
the bond.                                                                                                                   

                                 

Since bond loatation is too expensive, it is only 
feasible for LGUs where the size of the bonds is large 

enough to offset the ixed cost of issuing bonds. 
Some LGUs have availed of this option in funding 

their respective projects. They include Caloocan 
City (in Metro Manila) and several LGUs in Luzon 
and Visayas. Certainly, local governments in other 
countries may have a similar mechanism.
                  

8. Securitizations of Assets

The LGUs or the newly-formed corporations (as 
discussed in no. 7) may consider securitization of 
assets.

Securitization is the process by which the entity sells 
some illiquid assets like long-term receivables from 
a private irm.  Through this, the LGU or the new 
corporation can have an access to funds to inance 
certain projects such as those for PPP in health.    
The services of a fund manager/arranger may be 
also engaged to handle marketing, negotiations, 

and other functions for an average 3%  fee based 
on the amount of assets sold.                                            

9.Loans

           

The loans mentioned here are categorized into two: 
the irst coming from the Municipal Development 

Fund Ofice and the other, from the loan facilities of 
the government inancial institutions (Development 
Bank of the Philippines and the Land Bank of the 

Philippines) which are available for both public and 
private sectors.      

a. Loans from the Municipal Development Fund 

Ofice (of the Department of Finance). The 
Municipal Development Fund (MDF) was created 
through Presidential Decree No. 1914, dated 
March 29, 1984. This is a special revolving fund 
made available for re-lending to LGUs for the 
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implementation of various highly developmental 
projects.  The Department of Finance implements 
the credit administration activities while project 
evaluation activities are handled by the Depart-
ment of Public Works and Highways. 

To simplify project evaluation and credit delivery 
processes, the Municipal Development Fund 
Ofice (MDFO) was created in November 
1998 through Executive Order No. 41.  Its major 
functions include administration of the Municipal 
Development Fund Second Generation Fund 
(MDF-SGF) and fund administrator of foreign-

assisted projects (FAPs) implemented by other 
agencies.

The MDFO Policy Governing Board approved the 
allocation of P4.7 billion from second genera-

tion funds for the implementation of several 

inancing windows for LGUs.  The existing health 
facility provides funding for health centers, lying-
in clinics, and hospitals of provinces, cities, and 
municipalities.        
                             

Basic Terms and Conditions  

Interest Rate - Ranging from 6.5% to 7.5%, ixed, 
depending on the class of the province, city, or 
municipality
Repayment  Period - up to 15 years with 3 years 
grace period
Collaterals - deposit of amortization due to MDFO’s 

account 
                

MDFO also utilized German’s KFW for its 

health projects with a total fund allocation of 
E10,000,000.00.  The fund has already been fully 
disbursed this year.                                                                           

b. Loans from other government and private 

inancial institutions

Facility in the Development Bank of the Philip-

pines (DBP) – DBP is a 100% government owned 
inancial institution which is classiied as a develop-

ment bank but may perform other functions as 
a thrift bank.  Its primary objective is to provide 
banking services to medium and long-term needs 
of  agricultural and industrial enterprises with 
emphasis on small and medium-scale industries.      
                              

DBP’s development thrusts are primarily focused 
on ive (5) priority areas: social services, environ-

ment, infrastructure and logistics, micro-SMEs, 
and industrial lending.  To support these thrusts, 

it has initiated programs on sustainable logistic 
developments, solid waste management, 

environment development program, and social 
services. In the area of social services, DBP 
established the Sustainable Health Care Invest-

ment Program (SHCIP) in 2007 to support the 
health sector reform agenda and implementa-

tion framework -FOURmula ONE for Health (F1) 

of the Department of Health.  For this program, 

two (2) Oficial Development Assistance (ODA) 
funds are available:  US$50 million each from the 
Asian Development Bank’s (ADB) Credit for Better 

Health Care Project (CBHCP) and Germany’s 
KFW.

                                          

Asian Development Bank (ADB) Credit for Better 

Health Care Project (CBHCP)   

                                                                                                

Basic Terms and Conditions:

Priorities: Health care loans for LGUs, private and 
primary healthcare providers
Interest Rate (applicable to both LGU and private 
partner) - ranging from 6.69% to 7.57% p.a.
Repayment Period - up to 15 years, with 3 years 
grace period

Collaterals                  

LGU - Assignment of portion of IRA equivalent to 

3 months’ amortizations

Private - Real estate/machinery and equipment
Participation to the total project cost

LGU - up to 90%
Private - up to 80%

 

Coverage - Outside Metro Manila/rural areas; the 
fund has a technical assistance (TA) component  
that has assisted LGUs, which had established or 
are considering PPP (Northern Samar,  Sarangani, 
and Camarines Sur)        

                                                                                         

German Fund (KFW) 

 

Basic Terms and Conditions (applicable for both 
LGUs and the private partner)

 

Priorities - Hospitals, clinics, health centers, labora-

tories and schools
Interest Rate - 7.4%, ixed
Repayment Term - maximum of 15 years, with 3 
years grace period
Collaterals-              

LGUs - assignment of portion of IRA equivalent to 

3 months amortizations

Private - real estate/chattel  
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Participation to the total project cost
LGUs - up to 90%  
Private - up to 80%  

 

Coverage - urban/rural

Note: Reinancing is allowed

Own Funds (of DBP)

Basic Terms and Conditions

Interest Rate - from 6.0% to 8.75% p.a.
Repayment Term - usually 5 to 7 years   
Grace period depending on the cash low of the 
project
                                                            

Collaterals - real estate/chattels
Participation to the total project cost - up to 70%

Facility in the Land Bank of the Philippines (LBP) – The 

LBP is also a 100% government inancial institution 
that strikes a balance of fulilling its social mandate 
of promoting countryside and development while 
remaining inancially viable. Its dual function makes 
LBP unique.  The proits derived from its commercial 
banking operations are used to inance the Bank’s 
developmental programs and initiatives.

                                     

Over the years, LBP has successfully managed its 
tough balancing act as evidenced by the continu-

ous expansion of its loan portfolio in favour of its 

priority sectors: the farmers  and isherfolks, small 
and medium enterprises and microenterprises, liveli-
hood loans and  agribusiness,  agri-infrastructure 
and other agricultural and environmental-related 
projects, socialized housing, and hospitals.

Own Funds (of LBP)  

Basic Terms and Conditions

Interest Rate 

Repayment Period - up to 5 years
Collaterals - real estate/chattels
Participation to total project cost - 70%

     

Facilities available for the private sector partners

The private sector partners of the government 
are expected to have the inancial capabil-
ity and technical competence to undertake PPP. 
The corporation’s available liquid assets may be 

utilized, but if these are not suficient, the stockhold-

ers will have to invest fresh/additional funds.  They 
may also access other facilities. Two of these facili-
ties are briely discussed here. 

1. Suppliers’ Credit

This may be used for the pharmacy requirements 
of the hospitals.  Under this scheme, the private 
partners are offered certain privileges by their 
suppliers. An example is the lexibility to pay the 
medicines within 30 to 45 days after the procure-

ment, without additional charges.    

Suppliers usually grant this accommodation 
to long-time clients with satisfactory payment 
record.

2. Loans

Of course, private sector partners may also access 
loans in government inancial institutions such as 
DBP and LBP. They may also access facilities in 
private commercial banks. Loan features offered 
by three banks are briely described below.

                

Banco De Oro (BDO)

Basic Terms and Conditions

Interest Rate - ranging from 7.5% up to 8.5% 
(loating), repricing is done monthly or annually
Repayment Term - up to 5 years, but may be 
extended

               

Collaterals - real estate/chattels
Participation to the total project cost - up to 70%

Metropolitan Bank and Trust Company (MBTC)

Basic Terms and Conditions

Interest Rate - ranging from 7.0% up to 10.0% 
(loating)
Repayment Term - based on cashlow, not to 
exceed 10 years
                       

Collaterals - real estate/chattels
Participation to the total project cost - up to 70%   

Bank of the Philippine Islands (BPI)

Basic Terms and Conditions

Interest Rate - 9.25% (loating)
Repayment Term - up to 10 years

Collaterals - real Estate/Chattels

Participation to the total project cost - up to 70%

- 8.0% for a short -term loan of up 
to 1 year
- 10.0%, ixed, for term loan of up 
to 3 years      
- 12.0%, ixed, for term - loan up 
to 5 years
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If a government entity intends to undertake the 
construction of a new hospital or its current hospital 
requires modernization or needs acquisition of more 
modern hospital equipment, inancing sources 
are normally not suficient. PPP in health offers an 
opportunity to address this inancing gap.  

However, in the side of the private partners, a 

common concern is the lack/insuficient real 
estate/chattel to secure a loan.  It is, therefore 
recommended that government and private 
banks offer inancing windows that will address the 
private partners’ concern on collateral issue. 

In the case of DBP, the following may be consid-

ered:
  

1. Credit line facility for inventory build-up for the 
pharmacy operations of government hospitals 
(under a PPP scheme), against “assignment of  
inventories” and issuance of postdated checks
                  

Basic Features:

Name of the Facility – Credit Line for Private 
Partner in Public-Private Partners in Health for 
Inventory Build-up 

Eligible Projects - Government Hospitals operat-
ing under PPP 

Eligible Borrowers 

Amount of Loan - up to 70% of the pharmacy 
requirements for 6 months

Interest Rate - prevailing rate for non-prime clients

Loan Repayment
Term - up to 180 days, extension/roll-over allowed

Fees - a one-time service fee shall be charged 
upon approval equivalent to 1.0% of the loan

Collaterals - continuing assignment of inventories/
postdated checks                                                                 
                            

Other Requirements 

      

                      

 

- Single Proprietorship

- Partnership 

- Corporation           

REFLECTIONS AND 
RECOMMENDATIONSII.

- submission of the contract 
executed  between 
LGU and the private                                           

partner

- subject to standard 
documentation  and other 
requirements of DBP 
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Amount of Loan - up to 70% of the total project 
cost

Interest - ranging from 6.69% up to 7.57% p.a. 
(ADB-CBCHP Fund)

                     

Equity Requirement - equity of 30% is required  

Tenor - up to 15 years, with maximum 3 years 
grace period depending on the project’s cash 
low

Fees 

Collaterals 

Other Requirements 

2. Term Loan Facility for Private Partners in Public-
Private Partnership in  Health for the Construc-

tion of New Hospitals/Upgrading/Moderniza-

tion of Existing Hospitals/Acquisition of Hospital 
Equipment Under PPP (mortgage against real 

estate/chattels and issuance of postdated 
checks
             

Basic Features:

Name of Facility - Partially Secured Term Loan 
Facility for Private Partners in Public-Private 
Partnership in Health

Eligible Projects 

 

Loan Purposes   

Construction of new hospital 
Modernization/repair of existing government 

hospital

Acquisition of new hospital equipment

Eligible Borrowers - Single Proprietorship

- Partnership

- Corporation 

- a one-time service fee shall be charged 
upon approval equivalent to 1.0% of the 
loan

- commitment fee equivalent to .15% of the 
undrawn/undisbursed  balance

- real estate/chattels (at least 60% 
should be secured)
- postdated checks for the collateral 
short (not more than 40%)

- submission of contract 
executed between the LGU 
and the private partner

- subject to DBP’ standard 
documentation and other 
requirements

- Government hospitals 

under PPP (Construction of 
new   building/modernization/

upgrading of existing building/ 

Acquisition of hospital  
equipment)

Note:   

Checklist of requirements, guidelines on credit line, and term loan facility for private partners under PPP in 
Health are in Annexes A, B, and C.
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Sample Checklist of Requirements for Loan Facilities
(Source: Development Bank of the Philippines) ANNEX A

LENDING FACILITIES FOR PRIVATE PARTNERS IN
PUBLIC-PRIVATE PARTNERSHIP IN HEALTH

CHECKLIST OF REQUIREMENTS

I. General 

1. Application Form
2. Business Registration (from DTI/SEC/DOH/DOLE)
3. Business Permit (from LGU)

For Corporations:

By-Laws & Articles of Incorporation
Board Resolution & Secretary’s Certiicate authorizing the loan, indicating  the authorized 
signatories

II. Additional Requirements 

   Real Estate Collateral

Two Copies of Sketch / Location Map 
Two copies of TCT/OCT

     Chattel Collateral

        Afidavit of Ownership & Certiication of Non-Encumbrance with 
        Speciications
        Copy of OR/CR (for transportation equipment)

       Postdated Checks

           To cover amortizations falling due until loan maturities.
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Term Loan (Start-up) 

• Business Plan
• Statement of Assets, Liabilities and Net Worth of Principal Borrower/s
• Bank Statement for at least three (3) months
• Business Evaluation Form
• Projected Financial Statements

Term Loan (Existing)

• Audited Financial Statements for the past three (3) years 
• Business Plan
• Statement of Assets, Liabilities and Net Worth of Principal Borrowers/s
• Business Evaluation Form
• Bank Statement for at least three (3) years
• Projected Financial Statements

Credit Line (Inventory Build-Up)

• Business Plan
• Statement of Assets, Liabilities and Net Worth of Principal Borrower/s
• Bank Statement for at least three (3) months
• Business Evaluation Form
• Projected Financial Statements

CREDIT FACILITIES FOR PRIVATE PARTNERS 
IN PUBLIC-PRIVATE PARTNERSHIP IN HEALTH
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Sample Guidelines for Credit Line Facility for Inventory Build-up
(Source: Development Bank of the Philippines) ANNEX B

CREDIT POLICY MEMORANDUM  

Date :                 CPM No.: 
Supersedes :   Subject:

(Please ensure that this CPM is disseminated to all concerned oficers and staff)

 I. POLICIES
1. Coverage

These Guidelines shall apply to credit line facility for inventory build-up for pharmacy 
operation of government hospitals under  PPP.

2. Objectives

The primary objectives of these Guidelines are as follows:
 

a. To enhance credit access of private partners with limited real estate/chattels to secure 
loan for inventory build-up for pharmacy operation of government hospitals under PPP.

b. To enable the bank to further support the government program for Universal Health 

Care (UHC) which focuses on PPP.

3. Eligible Projects

Pharmacy operations of government hospitals under PPP.  

4.  Eligible Borrowers

The following are eligible borrowers:
 

a. Single proprietorship

b. Partnership

c. Corporation 

 Credit Line Facility to Private Partners under the   Public-
Private Partnership in Health (PPP-Health)

___________________________________________________________________________________________________



Knowledge Series on PPP in Health 
FINANCING OPTIONS FOR PPP IN HEALTH12

5. Eligible Loan Purpose

Inventory build-up for pharmacy operations of government hospitals under PPP

6. Loan Amount

Loan amount shall be up to seventy percent (70%) of total inventory requirements of the 
pharmacy. 

7. Equity Requirement

a. The borrower shall put up a minimum equity of 30% of the total inventory requirements 
of the pharmacy.  Equity may be in the form of cash/deposit with the bank.

8. Loan Repayment Term

Up to 180 days, extension/roll-over allowed, subject to payment of the required fees.. 

9.  Interest Rate 

a. The interest rate shall be the prevailing rate for non-prime clients.

10. Fees

a. A one-time service fee shall be charged upon approval of the loan equivalent to 1.0% 
of the loan.

b. Documentary Stamp tax shall be deducted directly from the proceeds of the loan. 

c. Monthly interest rates are inclusive of Gross Receipt Tax (GRT).

11. Collateral

a.Continuing Assignment of Inventories

 

b.Postdated Checks  
 

12.  Deposit Requirement

The borrower shall be required to open a deposit account with DBP and shall be encour-
aged to maintain a higher average daily balance than the minimum maintaining balance. 
A higher deposit level may be used as a basis for loan pricing using Account Proitability 
Analysis (APA) in case the borrower is leveraging for a lower interest rate.  

13. Approval

Delegated Authorized Credit Limit (DACL) per CPM __ shall be followed.

14. Documentation

Continuing Assignment of Inventories and Promissory Note with Disclosure are the 
documents required to be executed by the borrowers as evidence of loan availment.
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II. PROCEDURES
1. Marketing Units (MUs) shall secure from prospective borrower the required documents 
enumerated under Annex _________.  

2. MUs shall also secure from prospective borrower the Loan Application and duly 
accomplished DBP format Application Form (Annex ___) including a  Business Plan 
(Annex___) which shall be illed out by the borrower. 

3. MUs shall use the attached Credit Application (CA) Face (Annex __) and applicable 
CA Body format (Annex___ ) as transaction medium in recommending loans for approval.

4. MUs shall follow the Cash, Administration, Market, Production (CAMP) analysis format 
under Annex____ in determining the Borrower’s Risk Rating relative to the pricing and 
acceptability of the project for inancing. 

5. MUs shall require client to sign the duly accomplished Promissory Note with Disclosure 
Statement  under  Annex ___ for every loan availment.  

6. The projects subject to these guidelines are required to undergo Project Evaluation and 
Endorsement Report (PEER) and sign off by the Program Development.

7. The turn-around-time from loan application, approval, and releasing shall be _______ 
(___) working days from date of submission of complete documents. 
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III. CONTROLS
1. Review and audit of loans approved and granted under these Guidelines shall be 

based solely on the provisions of these Guidelines. In case of conlict or inconsistency in the 
interpretation of existing credit policies, the provisions of these Guidelines will be applied.

2. A monthly Loan Portfolio Report shall be submitted by the Branches/RMCs to Branch 
Banking Sector for its submission to ManCom copy furnished Program Development.

3. A quarterly program evaluation and monitoring shall be done jointly by the Program 
Development and the Branch Banking Sector wherein a report thereon shall be submitted 
to ManCom for information.

For strict compliance.

   

                  

                                             Head, CPS 
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Sample Term Loan Facility 
(Source: Development Bank of the Philippines) ANNEX C

I. POLICIES

1.Coverage

These Guidelines shall apply to term loan facility for government hospitals under PPP.

2.  Objectives

The primary objectives of these Guidelines are as follows:
 

a.To enhance credit access of private partners in PPP-Health with limited real estate/
chattels to secure loan to be utilized for government hospitals under PPP – construction 
of new building, modernization/upgrading of existing building and acquisition of hospital 
equipment.

b.To enable the bank to further support the government program for Universal Health Care 

(UHC), which considers PPP.

3. Eligible Projects

Government hospitals under PPP - construction of new building, modernization/upgrading 
of existing building and acquisition of hospital equipment.  

4.  Eligible Borrowers

The following are eligible borrowers:
 

a. Single proprietorship;

b. Partnership;

c. Corporation; 

Date :                 CPM No.: 
Supersedes :   Subject:

(Please ensure that this CPM is disseminated to all concerned oficers and staff)

Term Loan Facility to Private Partners under the Public-
Private Partnership in Health (PPP-Health)

___________________________________________________________________________________________________
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5. Eligible Loan Purposes

a. Construction of new hospital building;

b. Modernization/upgrading of existing hospital building

c. Acquisition of hospital equipment

6. Loan Amount

Loan amount shall be up to seventy percent (70%) of total project cost. 

7. Equity Requirement

The borrower shall put a minimum equity of 30% of the total project cost.  Equity may be in 
the form of cash, labor, pre-operating expenses.  

8. Loan Repayment Term

Up to ifteen (15), with three (3) years grace period. 

9.  Interest Rate 

Interest rates ranging from 6.69% to 7.59% depending on account tagging.

10. Fees

a. A one time service fee shall be charged upon approval of the loan equivalent to 1.0% 
of the loan.

b. A .15% commitment fee shall be collected on the unreleased/undisbursed amount

c. Documentary Stamp tax shall be deducted directly from the proceeds of the loan. 

d. Monthly interest rates are inclusive of Gross Receipt Tax (GRT).

11. Collateral

a. For the secured portion – up to 60% f loan 

        Registered real estate mortgage on the land/land improvements covered by  
        Transfer Certiicate of Title
  

        Chattel mortgage on equipment      

b. For the unsecured portion – not more than 40% 

          Postdated checks
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12. Pre-approval Requirements

 

13.  Deposit Requirement

The borrower shall be required to open a deposit account with DBP and shall be encour-
aged to maintain a higher average daily balance than the minimum maintaining balance. 
A higher deposit level may be used as a basis for loan pricing using Account Proitability 
Analysis (APA) in case the borrower is leveraging for a lower interest rate.  

14. Approval

Delegated Authorized Credit Limit (DACL)  per CPM __ shall be followed.

15. Documentation

Registered Real Estate Mortage/Chattel Mortgage, Promissory Note with Disclosure are 
the documents required to be executed by the borrowers as evidence of loan availment.

II. PROCEDURES

1. Marketing Units (MUs) shall secure from prospective borrower the required documents 
enumerated under Annex _________.  

2. MUs shall also secure from prospective borrower the Loan Application and duly 
accomplished DBP format Application Form (Annex ___) including a Business Plan 
(Annex___) which shall be illed out by the borrower as part of the pre-approval require-

ments.

3. MUs shall use the attached Credit Application (CA) Face (Annex __) and applicable 
CA Body format (Annex___ ) as transaction medium in recommending loans for approval.

4. MUs shall follow the Cash, Administration, Market, Production (CAMP) analysis format 
under Annex____ in determining the Borrower’s Risk Rating relative to the pricing and 
acceptability of the project for inancing. 

5. MUs shall require client to sign the duly accomplished Promissory Note with Disclosure 
Statement  and  Annex ___ for every loan availment.  

6. The projects subject to these guidelines are required to undergo Project Evaluation and 
Endorsement Report (PEER) and sign off by the Program Development.

7. The turn-around-time from loan application, approval, and releasing shall be _______ 
(___) working days from date of submission of complete documents. 
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III. CONTROLS

1. Review and audit of loans approved and granted under these Guidelines shall be 

based solely on the provisions of these Guidelines. In case of conlict or inconsistency in the 
interpretation of existing credit policies, the provisions of these Guidelines will be applied.

2. A monthly Loan Portfolio Report shall be submitted by the Branches/RMCs to Branch 
Banking Sector for its submission to ManCom copy furnished Program Development.

3. A quarterly program evaluation and monitoring shall be done jointly by the Program 
Development and the Branch Banking Sector wherein a report thereon shall be submitted 
to ManCom for information.

For strict compliance.

                

                                                        Head, CPS 
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This brief document tackles procurement procedures for PPP in health projects and speciically aims to:

1. Identify and examine procurement issues related to PPP arrangements;

2. Examine the same issues in relation to RA 91841  and its revised implementing rules and 

regulations; and

3. Relect on the same issues in relation to ADB’s procurement guidelines.

The accounts and relections here are based on the analysis of project-related documents and materials, 
observations and interactions with the provincial government of Northern Samar, Philippines, meetings/
discussions with project-related agencies, and   of course, the consultants’ meetings. 

This paper takes a slightly different approach vis-à-vis the other papers in the Monograph Series where this 
knowledge resource is a part of. While this still summarizes the issues and challenges in the procurement 

process, it follows a ‘story-telling approach’. This seems an appropriate way to describe the procurement 
issues, that is, a narration based on a chronology of events as the technical assistance team worked with 
a local government. 

While this relection paper is based on the experiences of a technical assistance team as it worked with a 
local government in the Philippines, users outside the Philippines are likely to ind the insights and examples 
shared here as relective of their own countries’ realities.

1R.A. 9184 (and its Implementing Rules and Regulations or IRR) is the Philippine Government Procurement Reform Act. This is the most important reference documents in 
government procurement. The law, which took effect on January 26, 2003 provides for the standardization and regulation of the procurement activities of the government. The 
IRR, which took effect in October 8, 2003 initially covered public procurement, but have been revised in 2008 to include procurement for foreign-assisted projects in agree-
ment with various development partners. Hence, the Revised IRR of R.A. 9184 came into being last July 22, 2009.

_____________________________________________________________________________________________________

INTRODUCTION
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A number of general issues (mostly audit-related) in 
PPP arrangements in health had confronted the TA 

at the onset. An assessment of the records indicated 

that COA has documented the issues, being a part 
of its function to review government contracts. The 

contracts were those implemented by a number 
of government hospitals with far better experience 
in PPPs for health than the TA team’s prospective 
clients, the LGUs. Documents on these issues are in 
Annex A, with examples as follows:

1. Non-equitable revenue sharing scheme 
(RSS) between the government hospital and 
the private partner for reasons like: (i) the 
costs of the  hospital investments were not 

considered in the calculation; (ii) costs of 
operating expenses for salaries, utilities, etc. 
were not charged against the gross income 

collection of the RSS project; and (iii) net loss 
was purely shouldered by the hospital

2. Non-conduct of a feasibility study and 
cost-beneit analysis by the hospital before 
entering into a RSS arrangement. Viabil-
ity of the project could therefore not be 
determined for lack of such study/analysis.

3. Procurement of services was directly 
negotiated with the private partner which 

did not only violate RA 9184, but it also did 
not ensure the reasonableness of the cost of 

services offered by the private partner and 
the proit sharing percentage

4. Collection records of the private partner 

were either not submitted to the government 

agency or were delayed in the submission, 
resulting in the non-veriication, or delayed 
veriication of the accuracy of the collections

5. Oficial receipts for the government’s 
income from the RSS were issued by the private 
partner instead of the government agency. 
This was not reportedly in consonance with 
government regulations. 

Except for item 3, the sample issues above are 
obviously not procurement issues. They are govern-
ment accounting concerns raised by COA in the 
course of some agencies’ implementation of 
PPP in health. The preliminary issues encountered 
by the TA team were not purely “COA issues” as 
then described, but government accounting and 
auditing concerns that need three (3) things:

1. Clariication among the auditors, accoun-
tants and lawyers of the affected PPP in 
health-implementing agencies;  

2. Compliance of the affected PPP in health-
implementing agencies with COA’s require-
ments or proposed solutions; and

3. Agreements with COA on alternative 

solutions in case the required compliance 
could not be easily fulilled due to legal 
constraints.

SUMMARY OF GENERAL ISSUESI.
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Foreseeing that similar concerns could affect the 

required output of the TA team, i.e., development 
and promotion of PPP in health modalities, it priori-
tized coordinative efforts with the COA in order to 

clear the road for the LGUs that will likely pursue PPP 
projects in health. A series of discussions with COA 

oficials took place and produced a plan to hold a 
consultation-workshop. The workshop participants 
would include COA national and local auditors 

and other interested stakeholders such as DOH, 
NEDA-PPP Center, GHD and ADB. 

The workshop aimed to: (i) discuss common 
COA-related issues on PPP implementation; (ii) 
review existing COA guidelines that address the 
issues; and (iii) issue recommendations for the 
development of COA guidelines on PPP in health. 

However, the plan was indeinitely postponed. The 
COA oficials decided to defer their participation in 
any activity towards the development of auditing 
guidelines on PPP in health until DOH signs its draft 
Administrative Order (AO) on the Policy Framework 

for Public-Private Partnership in Health. Inasmuch 
as the draft AO has then been pending for several 

months and seeing that it would not be promptly 
signed, the team decided to instead maximize the 
outcomes of its earlier consultation-meetings with 
COA. Said meetings have already drawn signiicant 
advice from the agency on a number of concerns, 
enough to equip the team with a strategy on how 
to pursue the intended procurement of pharmacy 
services.

Using COA’s document that presented indings/
conclusions regarding the review of RSS arrange-
ments in six (6) hospitals, the team closely studied 
all the documents it has thus far drafted to ensure 

protection of an LGU from similar indings. These 
include the business plan and bidding documents 

that need to be discussed with the provincial LGU 
of Northern Samar. Conident that the TA was in 
the right track, a shepherding mission commenced 
in the province, followed by a few more, until the 
provincial BAC became ready to advertise the call 
for bids.



Knowledge Series on PPP in Health 
REFLECTIONS ON PROCUREMENT FOR PPP IN HEALTH 5

The team carried out these shepherding in the 

provincial LGU of Northern Samar. Reasons for 
the choice are: (i) the LGU’s head continued to 
manifest interest in pursuing a PPP in health project 

on pharmacy services; (ii) the TA team had a 
nearly inalized the TOR for pharmacy services; (iii) 
the business plan for the province was substan-
tially completed; (iv) the draft bidding documents 
needed conirmation; and (v) the LGU head was 
ready to provide a counterpart work group to the 
TA team. 

The initial mission focused on the status of the 

planned workshop with COA. This was necessary 
since the LGU earlier expected that the workshop 
would push through. At that time, the LGU needed 
assurance that there will be no COA issues in their 

PPP in health project, hence, they looked forward 
to seeing the auditing guidelines on PPP in health. 

The team then presented COA’s indings on the RSS 
arrangements in the six hospitals. Item-by-item, the 
body distinguished which issue would likely apply 
or not apply to their project. In parallel, the team 
presented the draft TOR for pharmacy services and 
the relevant aspects of the business plan to prove 

that the planned PPP for health in the province 

addressed the applicable COA issues.

PROCUREMENT ISSUESII.

A series of team visits followed the initial mission, 
during which the team had discussions and work 

sessions with the BAC members, budget and 
accounting personnel, legal personnel, hospital 
oficials, among others. The work sessions resulted in 
a inalized TOR for pharmacy services, completed 
business plan, updated bidding documents, and 
a draft contract. The work sessions were done 

as a group and on one-on-one settings with 
the concerned LGU personnel to ensure clarity, 
comprehension, preparedness, conidence, 
transparency, etc. for the entire procurement plan 
of the LGU’s maiden PPP in health project. 

On the procurement agenda, the issues appeared 

simple while others seemed complicated:

1. The LGU’s Bids and Awards Committee 
(BAC) needed guidance on what type of 
bidding document to prepare;  

2. Due to the innovativeness of the modality, 
the BAC also needed guidance on what 
bidding procedures to employ;

3. The term Approved Budget for the Contract 

(ABC) as deined in the IRR of RA 9184 could 
not be applied in the subject modality;
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4. The project was classiied as services, and 
yet bid and performance securities were 
required; moreover, the amount of the bid 
security was based on a factor other than the 
estimated cost of the project as what the IRR 

of RA 9184 provides;

5. The project having been classiied as 
services did not undertake an eligibility 
screening and short listing of eligible irms as 
provided for in the IRR of RA 9184;

6. The bidders who attended the pre-bid 
conference indicated that they have no prior 
understanding of the nature of the subject 

bidding;

7. The selling price of the bidding documents 

was unreasonably high compared to what 
the cost should be;

8. The innovativeness of the project unfavor-
ably affected the target procurement 

timelines - they had to be postponed three 
times and the LGU spent more than three 
months before the original plan to publish the 

invitation for bids was realized;

9. The bidding documents that were issued to 
interested bidders did not include the draft 

contract. The LGU seemed to have decided 
on this as a matter of practice in public 

bidding;

10. The LGU became uncertain in pursuing 
the contract award seeing that the draft 

contract failed to incorporate the original 

plan to provide a standby letter of credit 
(L/C) in favor of the private partner. 

The LGU successfully awarded a PPP in pharmacy 
contract in October 2012 although it was not 

able to observe the original target procurement 

timelines due to the complexities of the project. A 
sample schedule is shown in Annex B.
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Issue no. 2:  Due to the innovativeness of the 
modality, the BAC also needed guidance on 
what bidding procedures to employ.

The experience of the BAC is limited to the 
bidding procedures as embodied in the 

Philippine bidding documents. In addition, 
their usual procurement activities are 

construction/works and goods. It is compli-
cated for the BAC members to design a bid 
evaluation procedure that calls for qualii-
cations evaluation combined with revenue 

sharing evaluation. This is what the pharmacy 
services TOR called for. This dificulty among 
the BAC members signals the need for the 
government to start developing PPP in 

health-speciic bidding documents that the 
LGUs can refer to when planning their PPP in 
health projects.

Issue no. 3:  The term Approved Budget for 

the Contract (ABC) as deined in the IRR of 
RA 9184 could not be strictly applied to the 
modality.

The BAC had a problem posting the project’s 
invitation to bid in PhilGEPS for lack of an 

ABC. The project appeared to have no ABC 
when it could not provide information on 

what the estimated contract cost will be. The 

business plan presented by the TA team to 
the LGU described inancial projections of 
the pharmacy operator’s revenues, after-
tax proits, required equity, etc. To solve the 
problem, the BAC opted not to post the bid 
invitation in PhilGEPS, but instead published 
the invitation in a national daily. The deinition 
of the ABC in the IRR of RA 9184 may need an 
expansion, if not an amendment.

Issue no. 4: The project was classiied as 
services and yet bid and performance securi-
ties were required; moreover, the amount of 

REFLECTIONSIII.

1. How the procurement issues relate to 
     RA 9184 and its IRR

The issues outlined above are discussed in detail 

below, particularly as they relate to RA 9184 and 
its IRR.

Issue no. 1: The LGU Bids and Awards Commit-
tee (BAC) needed guidance on what type of 
bidding documents to prepare.

The then proposed PPP in health for Northern 

Samar Provincial Hospital (NSPH) called for 
the lease, management, and operation 
of the pharmacy. Based on the TOR of the 
bid package, it was understandable for 
the BAC not to know what kind of bidding 
document to prepare. The Government 

Procurement Policy Board (GPPB) provided 
all LGUs with only three (3) templates of 
bidding documents – that for goods, works, 
and consulting services. There is no govern-
ment template for a bidding document 

on a project similar to what is on hand – a 

project that asks a private partner to provide 

goods and services, render managerial and 
administrative work, provide training, pay 
rent to the LGU, and offer the highest that it 
can for the government’s revenue share in 
the sale of the goods.

The templates also speciically provide 
that the Instructions to Bidders (ITB) portion 
should be unchanged. While it may be easy 
to classify the PPP in pharmacy project as 
procurement of services, it would not be easy 
for the BAC to break the rule on not changing 
the ITB portion of the templates. The TA team 
changed the ITB for the PPP in pharmacy 
project when the procurement consul-
tant offered to develop the draft bidding 

document and customized the same to the 

needs of the TOR. In partial compliance with 

the existing procurement law, the consultant 
used as reference the harmonized bidding 

document for consulting services.
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activities knowing that the project is novel and 

may be implemented for the irst time.

Issue no. 9: The bidding documents that were 

issued to interested bidders did not include 

the draft contract. The LGU seemed to have 
decided on this as a matter of practice in 

public bidding. 

The draft contract is a standard component 

of the bidding documents. All the Philippine 

bidding documents for procurement of 

works, goods, and services include a draft 
contract. It is a subject of discussion before 

the post-qualiication and recommendation 
for contract award. This points to the lack of 

knowledge on the LGU procurement manuals 
that were developed by the GPPB to guide 
the LGUs in the correct implementation of the 
procurement law. Prospective implementers 

of PPP in health projects should, therefore, 
take note of this requirement.

Issue no. 10: The LGU became uncertain in 
pursuing the contract award seeing that 

the draft contract failed to incorporate the 

original plan to provide a standby L/C in 
favor of the pharmacy operator. 

The standby L/C intends to fund the billings 
of the pharmacy operator in case they 
remain unpaid beyond the 30-day payment 
processing time of the LGU. Considering 
the importance of the said provision, the TA 
provided the LGU with the revised version 
of the contract incorporating the standby 
L/C provision. When asked if the concerned 
additional contract provision would not 

constitute grounds for question by losing 
bidders, the following explanations were 
given:

a. The standby L/C is not the principal source 
of funds to pay the pharmacy operator. It can 
only be used if the 30-day grace period for 
payment processing by the LGU is exceeded. 
It may not even be used at all if the PLGU is 
able to convince the pharmacy operator not 
to tap the resource. 

b. The standby L/C was meant to encourage 
the PLGU to exercise due diligence in prepar-
ing and submitting reimbursement claims to 

PhilHealth, otherwise the documents will be 
returned unpaid and the 30-day payment 
processing time of the PLGU is used up.

c. The standby L/C provision was not incorpo-
rated in the draft contract and the draft 

contract was not issued to all the bidders, 
hence, the winning bidder has no undue 
advantage over the others.

2. How the procurement issues relate to 
     ADB’s procurement guidelines

The procurement issues encountered in the LGU 
of Northern Samar do not directly affect ADB’s 
procurement guidelines because the Bank is not 
funding the concerned PPP in health contract of 

the province. The local government only availed 
of the technical assistance services of the team 

funded by the ADB TA 7257. 

However, for future PPP in health projects that will 
be funded by ADB, guidelines speciically for PPP in 
health projects with revenue sharing arrangements 

may be developed. Said guidelines should be able 
to respond to concerns such as those enumerated 

above. 

Guidance on what type of harmonized bidding 
document to use, how should the bid and perfor-
mance securities be calculated, and how should 
the contract cost be estimated are only a few of 
the items to reckon with in a PPP in health procure-
ment. The two (2) Bank guidelines now in use, 
namely Guidelines for the Procurement of Goods 

and Works and Guidelines on the Use of Consultants 

by ADB and its Borrowers are distinct and depart-
mentalized. The initial PPP in health contract used 

by Northern Samar requires provision of goods and 
services, rendering administrative and manage-
rial tasks, recruitment and training of pharmacy 
personnel, payment of rental to the purchaser and 
providing a revenue share to the purchaser out of 

the sale of goods. Projects similar to this will beneit 
from well-deined procurement guidelines.
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Social marketing and knowledge management are two important 

aspects in the development and implementation of PPP in health 

interventions: social marketing helps sell the idea of ‘better healthcare for 

all’ while knowledge management helps people and institutions capture 

experiences and lessons and share them with other and future users.

The TA team that developed this knowledge series had the opportunity to get deeply engaged in the 

community level—through its works with Philippine local governments, namely, Northern Samar, Sarangani 

and Camarines Sur—and such involvement brings to the fore important insights and learnings. Such insights 

are captured in these knowledge resources, which are important contribution of this project to national 

and global discourses on PPP in health, and aimed at ensuring that lessons learned on the ground and 

with other stakeholders are captured, assessed, and enhanced for possible adoption in program develop-

ment. Developed programs and applications can ultimately be adopted and replicated elsewhere.

While this relection paper is based on the experiences of a technical assistance team as it worked with 
Philippine LGUs, users outside the Philippines are likely to ind the insights and examples shared here as 
relective of their own countries’ realities. 

This paper invites readers to consider and adopt social marketing and knowledge management interven-

tions as they develop and implement PPP in health projects. May the insights enshrined here accompany 

readers in their journey towards better healthcare for all. 

INTRODUCTION
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A. Overview

Social marketing is the selling of an idea, a program, 

or a way of life that leads to behavior change. The 

selling is usually to the general public, although 

there are segments of the public that are consid-

ered to be the “intended” audience.

In the context of the Public-Private Partnership 

(PPP) in health, national and local government 

agencies/units oficials, private sector partners, 
health practitioners, and the beneiciaries of health 
services are the primary audience of social market-

ing. The general public, however, is addressed 

since they are expected to avail of health services 

one way or the other throughout their lifetime. 

The end goal of the social marketing efforts is 

changing the behavior and the perception of the 

entire population. The acceptance of different 

stakeholders becomes paramount to the success 

of PPP in health.

Experts agree that PPP in heath is better implement-

ed by not selling the partnership itself. The concept 

of partnership is communicated only to the internal 

groups or public of participating government 

agencies, prospective private sector partners, and 

local government implementers. For the general 

public that will beneit from PPP in health, it is the 
selling of the improved health services that is most 

important.

The long-term goal of behavior change, the 

changing of the mindset of the general public that 

is desired by program managers, therefore, is seen 

to be at the end of a spectrum of outcomes. This 

is the ideal situation where the general community 

patronizes the health services provided by govern-

ment through PPP in health, in whatever forms and 

modalities they will have (e.g., even if they result to 

slightly higher costs).

The costs of health services, perceived by the masses, 

particularly indigents, as “free”, are actually being 

subsidized by the national government through 

the insurance package under PhilHealth and other 

local and national programs. This fact should be 

communicated to the masses in understandable 

terms to disabuse the notion that health services to 

the poor are “dole-out” programs. 

In this context, proponents of PPP in health who play 

the role of catalysts and designers of the program 

should be presented as champions of better and 

eficient health services rather than just reformists of 
the current system through the so-called partner-

ship with the private sector.

PPP in health should be seen as the means for 

better and eficient health services rather than an 
end by itself.

This approach tends to defocus the incorrect 

perception of the general public that PPP in health 

is “privatization” and, therefore, would lead to 

higher costs of services. It also delects the notion 
that government is abrogating its responsibilities to 

provide health services to the community to the 

private sector.

B. Issues and Concerns in Social Marketing

In implementing PPP in health, basic issues have 

arisen as stakeholders are engaged in the develop-

ment and implementation of the program. These 

include the issues of ownership, personnel displace-

ment, cost of services, and capability of program 

implementers to “market” the program.

Ownership

The common perception of PPP in health is govern-

ment assigning the responsibility of health care to 

the private sector. Thus, all the trimmings of privati-

zation come to play and some stakeholders criticize 

PPP in health as an abrogation of government’s 

responsibility for health services to the general 

public. 

The challenge posed, therefore, is to clearly 

inform the public that PPP in health is a partner-

ship approach where health services remain to be 

the responsibility of government and the entry of 

a private sector partner is aimed at improving the 

quality of health service and elevating the eficien-

cy level of such service. 

The issuance of policy instruments such as executive 

orders and administrative orders and, eventually, a 

SOCIAL MARKETING 
FOR PPP IN HEALTH

     PART I.
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contract between the government and the private 

sector partner will address this unfounded fear as it 

is expected to contain clear terms of engagement 

that are beneicial to both parties.

Personnel displacement

In introducing PPP in health in a government set-up, 

the immediate reaction of public health workers 

is the “fear” of losing their jobs since there is a 

general perception among them that they lack 

the conidence of measuring up to qualiication 
standards usually set by the private sector. 

This is best addressed by the program administra-

tors, in the case of hospitals, and local executives, 

for local government units, who will assure the 

health workers affected by the PPP in health that 

their tenure of ofice and their civil service rights will 
be respected and that options such as absorption 

by the private sector, transfer of positions within 

the government structure, and early retirement/

separation packages are available. 

The private sector partner is also brought into 

the assessment of the above options and will be 

required to support them to assure the best arrange-

ment that would beneit the health workers.

Cost of services

PPP in health may result in slightly higher cost of 

services owing to the fact that the quality of service 

will be raised. Equipment, inventories such as 

medicine and supplies, and facilities are expected 

to be improved under the set-up. In addition, the 

regular return on investment that the private sector 

usually aims for will be factored in. 

Government has to negotiate a reasonable 

package with the private sector partner and guard 

excessive returns that would unduly raise the costs. 

Partial subsidy by the government and the 

availability of PhilHealth insurance for the informal 

and indigent sectors would assure that there will be 

no radical negative effects on the cost of health 

services.

Capability of program implementors to market 
PPP in health

Government, with the support of the private sector 

partner, should have the capability to launch a 

social marketing program before, during, and after 

the PPP in health initiative. There should be a task 

force composed of regular oficers of the govern-

ment and the private sector partner that would 

communicate the beneits of PPP in health and 
address recurring issues that might be raised by 

concerned stakeholders in the health sector.

Information materials and consistent dialogue 

with the stakeholders should be part of the regular 

activities. The social marketing plan will tend to 

vary depending on the capacity of the implement-

ing units, the government and the private sector 

partner, to assign budget, personnel, and strate-

gies for such purpose. 

There should be, however, basic components of 

the plan that need to be installed. These include 

a clear public relations pitch that would show the 

general public that the partnership is transparent, 

apolitical, and sustainable, and would beneit the 
general populace in the long run.

Oficers of the government and the private sector 
partner should have uniied messages, materials, 
and spokespersons to mount this public relations 

effort. They should have the skills to continually 

talk to the public in public assemblies, through the 

tri-media (radio, television, and print), the social 

media and address frequently asked questions and 

criticisms of the PPP in health.

C. The Northern Samar experience

The PPP in pharmacy services was implemented 

in Northern Samar under a Technical Assistance 

Program of the Asian Development Bank-Develop-

ment Bank of the Philippines consortium for the 

Credit for Better Health Program (ADB TA 7527 PHI:  

Public-Private Partnership in Health). The Provincial 

Government developed and implemented the 

pharmacy project where the management of the 
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hospital pharmacy was assigned to the private 

sector.

The pharmacy in the provincial hospital was beset 

with the usual problems of inadequate supply of 

medicine, delayed purchases leading to stock-

outs, and expired inventory. Although the provin-

cial government has yearly budgets for medicine, 

the problems still persisted for the past years. The 

province, through the inspired leadership of the 

local executive, decided to invite the private 

sector to manage the pharmacy to avoid the 

bureaucratic requirements for procuring medicine, 

upgrade the facilities in the pharmacy, ensure the 

availability of medicine, and improve the pharma-

cy services in the hospital.

Initially, the perception of the general public, 

particularly those in the local government structure, 

was that it was a “privatization” project where the 

hospital pharmacists will be displaced and the 

cost of health services, particularly medicine, will 

increase. Furthermore, there were criticisms that 

the project was a political strategy of the Governor 

of the province to help him get re-elected in the 

coming election.

Initial steps

The province, led by the Governor, mounted a 

series of orientation sessions, through formal and 

informal meetings with the provincial oficers 
and staff, health workers, and some sectors of 

the province. The plan was discussed and the 

active participation of the legal and auditing 

units of the province was sought. 

The key message of the Governor regarding 

the PPP in health project is that the pharmacy 

operations continues to be the province’s 

responsibility and that its management is being 

assigned to the private sector to guarantee 

continuous supply of medicine, improved 

pharmacy operations, and upgrading of 

pharmacy facilities.

When the issue of personnel displacement 

arose, the Governor himself, made the 

pronouncement that there will be no provincial 

staff, particularly the pharmacists, who will lose 

his/her job. He will assure options that would be 

beneicial to the affected staff.
Through the Technical Assistance team of 

ADB-DBP, the terms of reference (engagement) 

were drawn up and approved by the provin-

cial government through a council resolution. 

The provisions of the agreement ensured that 

the cost of medicine and the accompanying 

health services in the pharmacy operations 

would not drastically increase. 

Funding of the program also involves govern-

ment subsidy for health care, particularly the 

availability of support for indigents, a more 

comprehensive social health insurance, and a 

global budget, which is now being developed 

by PhilHealth. The Provincial Government of 

Northern Samar included such subsidies in the 

inancial equation. This guarantees lower cost 
of medicines because there is now the ability of 

the province to pay the medicines, which will 

be consumed by indigent patients. 

Implementing a PPP in health project requires 

an appreciation of the political climate. In 

Northern Samar, the contract for the PPP in 

pharmacy covers a multi-year period (three 

years). This will be very well beyond the term 

of the current Governor. The LGU, therefore, 

needed to seek the approval of the provincial 

legislative body. The Governor consulted all 

the key provincial department oficers and 
addressed unfounded fears. There is high level 

of conidence in the province that key oficials 
understood and accepted the project.

Furthermore, another key message that the 

Governor continually say is that the “social” 

dimension of the project dictated its terms and 

conditions more than any political agenda.

The usual requirements for bidding govern-

ment projects were followed. These include the 

publication of the request for bidders, pre-bid 

conference, the bidders conference, and the 

selection of the winner by the Bids and Awards 

Committee.
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Simultaneously, the province started develop-

ing a social marketing plan through the Provin-

cial Advocacy and Communication Team 

(PACT) organized by the Governor through an 

administrative order. The team was composed 

of oficers of the key departments of the 
province, including health, legal, planning, and 

communication/public relations. 

The members of the PACT went through an 

orientation/training program on the basics 

of social marketing and public relations. 

Afterwards, they prepared the social marketing 

plan and had it approved by the Governor. 

Some members of the PACT, if not all, will be the 

spokespersons of PPP in health and will support 

the Governor in media and public forums. Materi-

als such as brochures and tarpaulins will support 

the interpersonal communication strategies 

that will punctuate the public relations efforts of 

PACT through community assemblies, sectoral 

meetings, and visits to the communities. Media 

practitioners will likewise be approached and 

invited to support the program. For this purpose, 

media kits and information materials are being 

developed, and appearances in radio and 

television programs are being conducted by 

the Governor and selected members of the 

PACT. 

The participation of the private sector partner 

in the social marketing efforts is very important. 

Thus, public relations and communication plans 

and strategies should jointly be implemented by 

the government and its private sector partner. 

D. Overall impressions

The social marketing plan of the implementors of PPP 

in health should be developed and implemented 

early on, when the PPP in health project is still being 

designed. This will allow program managers to 

anticipate roadblocks and criticisms and respond 

to them positively.  It also allows the government to 

carefully select its private sector partner.

PPP in health needs “champions” who will 

spearhead the social marketing initiative. They 

will drive the program so that it is understood and 

accepted by the affected public. There should be 

awareness that the social marketing plan is key to 

sustainability and leads to behavior change. Thus, 

“buying in” of key stakeholders in the program 

should be a primary goal of PPP in health.

Furthermore, monitoring and evaluation of the 

PPP in health is also important to document best 

practices and loopholes for the beneit of other 
government and private sector organizations that 

are interested to undertake a PPP in health.
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A. Overview

Knowledge Management is about developing, 

utilizing and “packaging” today’s knowledge so 

future users can adopt and improve on them.  D. 

Skyrme further elaborated on the concept of KM, 

saying, it “is the explicit and systematic manage-

ment of vital knowledge and its associated process-

es of creating, gathering, organizing, diffusion, 

use, and exploitation. It requires turning personal 

knowledge into corporate knowledge that can 

be widely shared throughout an organization and 

appropriately applied.” 

In the context of PPP in health, KM has to do 

with considering knowledge (including insights 

and experiences) as an important resource—in 

understanding, promoting, and deepening 

PPPs—and building, managing, and sharing such 

knowledge so that present users can fully utilize and 

capitalize on them and future users adopt/reuse 

and continuously improve them. 

The movers behind this technical assistance project 

worked together to leave behind a ‘legacy’ that will 

enable individuals and institutions to carry on and 

continuously improve on what has been started. 

For instance, ive applications in PPP in health had 
been considered and lessons from the inception 

phase to actual implementation captured in these 

KM resources. It is hoped that these knowledge 

resources will be useful to implementers and 

stakeholders as they also embark on developing 

and implementing PPP in health programs.

In a nutshell, developers of KM resources for PPP in 

health may consider the following:

1.Development of user-friendly knowledge 

resources that will offer implementers and 

stakeholders ‘roadmap’ and guide in the 

development and implementation of PPP in 

health applications and programs;

2.Increasing access of prospective clients and 

users to systematized knowledge resources on 

PPPs in health; 

3.Stimulating discussion and shared learning on 

how to develop and beneit from PPP in health 
applications and programs; and

4.Engaging national and local implementers in 

the development and ownership of knowledge 

resources on PPP in health, inter-linking them 

through a knowledge ePortal;

B. Key Components: The ADB TA 7257 PHI: 
PPP in Health Experience

Despite the short duration of the technical 

assistance package, its rich experiences with local 

governments and national government agencies 

had been captured in knowledge resources, which 

can hopefully be used and adopted by users all 

over the world. 

The KM components undertaken by this TA project 

are described below. PPP in health project develop-

ers and implementers may refer to this listing should 

they also plan for a KM intervention.

1. Conduct of desktop research/review of 

     literature 

Beginning a KM intervention necessitates the 

conduct of desktop research on PPP in health 

(and related topics) so valuable reading 

materials can become sources of information 

and insights. The development of a listing and 

compilation of useful resources may be shared 

with the community particularly prospective 

project planners and developers.

2.  Development of knowledge resource series

Through this TA, user-friendly knowledge resourc-

es had been developed. They offer implement-

ers and stakeholders ‘roadmap’ and guide in 

the development and implementation of PPP in 

health applications and programs. 

The following are the materials under the 

Knowledge Resource Series:

2.1 Printed Materials

Templates - terms of references (TOR) and 

contracts

Frequently-asked questions 

Guidebooks in PPP in Health           

Knowledge as a Resource: 
Forging and Promoting PPP in Health 
through Knowledge Management

   PART 2.
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Guidebook on How to Develop a PPP in 

Pharmacy Services

Guidebook on How to Develop a PPP in 

Hospital Management

Resource Books

Resource Book on PPP in Birthing Homes

A Resource Book for Capacity Development 

(Training)(focus on Social Marketing and 

Knowledge Management) 

Monographs

Brief on PPP in Health Applications

Legal and Policy Issues 

Financing Options 

Procurement Process

Social Marketing and Knowledge Manage-

ment

Report on the PPP in Health Manila 2012 (a 

regional learning event)

2.2 Development of online portals

While it has not been publicly launched yet, a 

website (Partners for Health) with URL at http://

partnersforhealth.ph had been developed and 

can eventually become an information and 

knowledge resources hub.   

This website can be a perfect venue for sharing of 

information about and encourage public-private 

partnerships in health. It also envisioned to serve 

as online portal for health knowledge resources, 

useful templates, public forum, and social 

marketing tool. The site can also help in linking up 

experts and institutions to users and prospective 

users and share stories on good or best practices.       

A special feature of any future website or ePortal 

for PPP in health is a discussion facility where 

users/visitors can send questions to speciic 
specialists and expect responses to their inquiries 

via “Contact Us” page, blog posts, FAQs, and 

even scheduled live forums and streaming. For 

example, if an LGU executive has a question 

related to health inancing, then he can enjoy an 
option to send an email directly to a inancing 
expert if his concern is not included in the FAQs or 

in other KM materials.

Another useful site was developed speciically 
to carry information and KM resources for the 

international learning event, PPP in Health Manila 

2012. The URL is found at http://pppinhealthma-

nila2012.com. Details on the learning event are 

discussed in No. 3. 

2.3 Audio-visual presentation titled, “Partnerships 

for Health”

3.Conduct of an international learning event

PPP in Health Manila 2012 took off from a strong 

desire to offer a platform for a closer scrutiny of 

public-private partnerships (PPPs) as they apply to 

the health sector. Convened by the Philippines’ 

Department of Health, Development Bank of the 

Philippines, Philippine Health Insurance Corpora-

tion, United Nations Economic Commission for 

Europe, World Health Organization (WHO), and 

Asian Development Bank, the event was organized 

based on the theme, Developing Models, Ensuring 

Sustainability: Perspectives from Asia and Europe. It 

aimed to:

1.Showcase salient case studies and best practic-

es in Asia, Europe, and in other parts of the world 

and highlight key lessons; 

2.Initiate a policy dialogue on the adoption of 

PPPs in addressing key health problems; and

3.Discuss the main barriers to implementing 

successful PPP projects in health and how to 

put in place a follow-up platform for continuing 

cooperation.

4.Support to capacity development 

An important component in any social develop-

ment interventions is on capacity development. 

Individuals and institutions and who intend to 

adopt PPP in health require capacity development 

particularly in the development of feasibility studies 

and robust inancial models/assessment, drafting 
of terms of references and other legal documents, 

management of bids and tenders, implementa-

tion of monitoring and evaluation systems, and 

development and management of knowledge 

management (KM) and social marketing (SM) 

programs. 

Capacity development helps in ensuring successful 

and sustainable implementation of PPP modalities 

and applications in the health sector. To this end, 

KM should serve as a mechanism through which 

capacity development activities such as trainings 

and workshops may be successfully implemented 

and replicated. Manuals and resource books may 

be developed to enhance learning and exchange.
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Developing and implementing PPP in health projects 

need not be daunting tasks. Social marketing and 

knowledge management interventions can help 

ensure that stakeholders and implementers can 

continuously learn and share important lessons and 

develop their skills and capacities. Such sharing, 

dialogue, and capacity building support project 

development and enhancement. Lessons learned 

should be continuously adopted and enhanced 

for all generations to come.

Another urgent concern is on how to deepen public 

appreciation of PPP in health as one of the strate-

gies in attaining public health goals, and in the 

process, change or inluence behaviors, thereby 
contributing to better health care for all. 

Social marketing and knowledge management 

offer platforms for deepening stakeholders’ commit-

ment toward ensuring more eficient, affordable, 
accessible, and safer healthcare services, and 

rallying people behind them.

Partners from both the public and private sectors 

may consider the following in their social marketing 

and knowledge management activities:

Prioritizing the delivery of more eficient, afford-

able, accessible, compassionate, and safer 

MOVING FORWARD

healthcare services (remembering that good 

publicity/coverage automatically follows if 

users/beneiciaries are satisied);

Ensuring the development of campaigns, which 

are anchored on a clear audience analysis; 

involving users and stakeholders in the develop-

ment and conduct of such campaigns;

Capitalizing on the power of the media, includ-

ing social media; however, due diligence must 

be practiced in ensuring that resources are not 

wasted on responding to negative publicity 

incessantly; and

Appreciating that knowledge resources are 

living documents and can never ever be ‘inal’; 
continuous dialogue should be seen as part of 

the development process and platforms where 

these materials can be continuously enhanced, 

modiied, and improved.

Social marketing and knowledge management 

interventions are necessary in an environment 

where there is a stronger clamor for genuine 

partnerships in health and transparency in 

governance. Implementers and stakeholders 

should consider such interventions as part of the 

over-all project design. 


