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ABSTRACT	
  
 

MAKING MEDICINES ACCESSIBLE to the poor is essential in attaining the policy goal of health 

equity for all.  

 

 A recurring policy theme that the government has adopted towards this goal focused on the prices of 

medicines that many considered were beyond the reach of the poor majority. Towards this end, the 

government has, by way of legislation and executive orders, sought to bring medicines, especially those used 

to cure or control the most common diseases, within the reach of even the poorest households. Among the 

measures that have been adopted was the Generic Drugs Law that mandated the use of generic names in 

prescribing, labeling and marketing of drugs to give consumers more choices and discretion in their purchase 

of drugs, other than relying on more expensive “branded” drugs.  Recently, the government took more 

unprecedented steps to bring down the price of the most essential drugs. These included the importation of 

cheaper medicines from neighboring countries, the establishment of small neighborhood pharmacies selling 

medicines at subsidized prices, and the outright imposition of a price ceiling on medicines most in demand. 

 

 The expectation is that, with the prices of the most essential medicines brought down to at least half 

of their previous cost, the Filipino people, but especially those living below the poverty line, would have 

greater access to the medicines they need to maintain their health.  

 

 This study sought to test this expectation by conducting a survey among the residents of six barangays 

in three cities in Metro Manila: Manila City, Caloocan and Quezon City. While the samples were too small to 

stand for the national population, the findings of the survey do give a picture of the health behavior of the 

poorest sector, and their attitudes towards seeking to cure or control their illnesses. 

 

 A major finding is that, even with the price ceiling on medicines lowered considerably, the poor still 

find it difficult to buy the number and quality of drugs they need to cure or control their illnesses. Most of the 

respondents reported sporadic or even rare consumption of medicines. Another finding is that access to 

medical care, i.e., the availability of a doctor, is a key factor in determining access to medicine. Without 

regular consultations, respondents reported relying on other sources for information such as drugstore clerks, 

neighbors or relatives, to determine their medicine purchases. Since the most common illnesses, such as 

hypertension, diabetes, and arthritis are long-term, chronic illnesses, irregular consumption or consumption of 

the wrong medicines means most of them are in fact putting their lives at greater risk. 

 

 The study concludes that the Filipino poor are so poor that price cuts would not result in greater 

access to medicines and that the policy to mediate access to medicines through pricing intervention would 

benefit mainly the middle-class who already have access to medicines.  If the government wishes to reach the 

poorest sector, it may have to explore other means, like adopting a drug subsidy program for the poor, 

financed and administered by the national health insurance program.  
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INTRODUCTION	
  
	
  

	
  
Background	
  
Access	
   to	
   healthcare	
   as	
   a	
   basic	
   right	
   is	
   enshrined	
   in	
   Philippine	
   Constitution	
   of	
   1987.	
   	
   In	
   no	
  
uncertain	
  terms,	
   it	
  stated	
  that	
  “the	
  State	
  shall	
  protect	
  and	
  promote	
  the	
  right	
  to	
  health	
  of	
  the	
  
people	
   and	
   instil	
   health	
   consciousness	
   among	
   them”	
   (Philippine	
   Constitution	
   of	
   1987,	
   Sec.	
  
15).In	
  Article	
  XIII,	
  the	
  Constitution,	
  further,	
  elaborated	
  the	
  policy	
  of	
  the	
  state	
  with	
  regard	
  to	
  the	
  
provision	
  of	
  health	
  services:	
  	
  
	
  

“The	
   State	
   shall	
   adopt	
   an	
   integrated	
   and	
   comprehensive	
   approach	
   to	
   health	
  
development	
  which	
  shall	
  endeavour	
  to	
  make	
  essential	
  goods,	
  health	
  and	
  other	
  
social	
   services	
   available	
   to	
   all	
   the	
   people	
   at	
   affordable	
   cost.	
   There	
   shall	
   be	
  
priority	
  for	
  the	
  needs	
  of	
  the	
  under-­‐privileged,	
  sick,	
  elderly,	
  disabled,	
  women,	
  and	
  
children.	
   The	
   State	
   shall	
   endeavour	
   to	
   provide	
   free	
   medical	
   care	
   to	
   paupers”	
  
(Philippine	
  Constitution	
  of	
  1987,	
  Art.	
  13,	
  Sec.	
  13).	
  	
  

	
  
The	
  Philippines	
  is	
  replete	
  with	
  policies	
  that	
  regulate	
  the	
  production,	
  distribution	
  and,	
  now,	
  even	
  
the	
  prices	
  of	
  medicines.	
  In	
  1963,	
  the	
  Food	
  and	
  Drug	
  Administration	
  was	
  created	
  and	
  given	
  the	
  
mandate	
   to	
   establish	
   standards	
   of	
   quality	
  medicines	
   and	
   to	
   ban	
   prohibited	
   and	
  misbranded	
  
medicines.	
   	
  This	
  was	
   followed	
  by	
   the	
  passage	
  of	
  RA	
  5921	
   that	
  was	
  meant	
   to	
  ensure	
   the	
   safe	
  
distribution	
   of	
  medicines	
   in	
   the	
   country	
   and	
   the	
   establishment	
   of	
   pharmaceutical	
   education.	
  	
  
Other	
   legislation	
  aimed	
   to	
  ensure	
   the	
  availability	
  of	
   safe,	
  quality	
  and	
  affordable	
  medicines	
   in	
  
the	
  market	
  such	
  as	
  the	
  Generics	
  Act,	
  the	
  Consumers	
  Act	
  of	
  the	
  Philippines,	
  the	
  Price	
  Act,	
  and	
  
Special	
   Law	
  on	
  Counterfeit	
  Drugs.	
   	
  With	
   the	
  adoption	
  of	
   the	
  Millennium	
  Declaration	
   in	
  2000,	
  
the	
   government	
   introduced	
   new	
   policies	
   that	
   targeted	
   the	
   less	
   privileged	
   groups	
   with	
  
quantifiable	
   targets	
   that	
   include	
   the	
   provision	
   of	
   affordable	
   medicines	
   to	
   the	
   poor,	
   and	
  
collaboration	
   among	
   national	
   government,	
   local	
   governments,	
   the	
   private	
   sector	
   and	
  
nongovernmental	
  organizations	
   to	
  ensure	
  access	
   to	
  and	
  provision	
  of	
  quality	
  health,	
  nutrition,	
  
and	
  population	
  and	
  development.	
  These	
  targets	
  were	
  reflected	
  in	
  the	
  Medium-­‐Term	
  Philippine	
  
Development	
  Plan	
  (MTPDP)	
  for	
  2004	
  to	
  2006,	
  which	
  sought	
  to,	
  among	
  others:	
  reduce	
  the	
  cost	
  
of	
  medicines	
  bought	
  by	
  the	
  poor	
  to	
  half	
  the	
  price	
  from	
  their	
  2004	
  prices,	
  	
  ensure	
  low	
  prices	
  of	
  
medicines	
  either	
  by	
  importation	
  or	
  local	
  production,	
  create	
  a	
  partnership	
  between	
  government	
  
and	
   local	
   pharmaceutical	
   companies,	
   ensure	
   fair	
   competition	
   among	
   various	
   players	
   in	
   the	
  
pharmaceutical	
   industry,	
   encourage	
   the	
   use	
   of	
   generic	
   medicines,	
   and	
   support	
   community-­‐
based	
  initiatives	
  such	
  as	
  Botika	
  ng	
  Barangay	
  (BNB).	
  	
  	
  
	
  
Most	
  recently,	
  the	
  government	
   issued	
  Executive	
  Order	
  (EO)	
  821	
  imposing	
  the	
  Maximum	
  Drug	
  
Retail	
  Price	
  (MDRP)	
  that	
  was	
  adopted	
  based	
  on	
  the	
  provisions	
  of	
  RA	
  9502	
  otherwise	
  known	
  as	
  
the	
  Universally	
  Accessible	
  Cheaper	
  and	
  Quality	
  Medicines	
  Act	
  of	
  2008.	
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EO	
  821	
  listed	
  five	
  generic	
  names	
  of	
  medicines	
  falling	
  under	
  a	
  ceiling	
  price,	
  namely	
  amlodipine,	
  
atorvastatin,	
   azithromycin,	
   cytarabine	
   and	
   doxorubicin,	
   and	
   all	
   their	
   forms.	
   These	
   five	
  
medicines	
  are	
  in	
  addition	
  to	
  the	
  other	
  16	
  medicines	
  whose	
  prices	
  were	
  voluntarily	
  lowered	
  by	
  
at	
  least	
  50%	
  by	
  the	
  pharmaceutical	
  companies.	
  .	
  	
  	
  

Conceptual	
  Framework	
  
According	
  to	
  the	
  2006	
  survey	
  of	
  the	
  National	
  Statistical	
  Coordination	
  Board	
  (NSCB)	
  on	
  poverty,	
  
poverty	
  incidence	
  in	
  the	
  Philippines	
  is	
  estimated	
  at	
  32.9%,	
  i.e.,	
  33	
  out	
  of	
  100	
  Filipinos	
  are	
  poor.	
  	
  
In	
  actual	
  terms,	
  this	
  is	
  equivalent	
  to	
  27.6	
  million	
  Filipinos,	
  or	
  4.7	
  million	
  families.	
  	
  The	
  “poor”	
  is	
  
defined	
   by	
   NSCB	
   as	
   “individuals	
   and	
   families	
   whose	
   incomes	
   fall	
   below	
   the	
   official	
   poverty	
  
threshold	
  as	
  defined	
  by	
  the	
  government	
  and/or	
  cannot	
  afford	
  to	
  provide	
  in	
  a	
  sustained	
  manner	
  
for	
  their	
  minimum	
  basic	
  needs	
  for	
  food,	
  health,	
  education,	
  housing,	
  and	
  other	
  social	
  amenities	
  
of	
   life”	
   (Virola	
   2008).	
   	
   	
   It	
  was	
   also	
   estimated	
   that	
   about	
   50%	
  of	
   the	
   population	
   do	
   not	
   have	
  
much	
  excess	
  income	
  with	
  over	
  30%	
  of	
  the	
  population	
  operating	
  with	
  a	
  monthly	
  deficit.	
  
	
  
Conceptually,	
  therefore,	
  the	
  weak	
  economic	
  base	
  of	
  the	
  poor	
  suggests	
  that	
  price	
  cuts	
  alone	
  will	
  
not	
  result	
  in	
  their	
  increased	
  access	
  to	
  medicines.	
  	
  This	
  research	
  aims	
  to	
  validate	
  such	
  hypothesis	
  
and	
  further	
  examine	
  the	
  issues	
  that	
  impede	
  or	
  facilitate	
  broader	
  access	
  to	
  health	
  care.	
  
	
  
Specifically,	
  this	
  paper	
  seeks	
  to	
  validate	
  whether	
  or	
  not	
  the	
  chosen	
  government	
  policy	
  to	
  brinb	
  
access	
  to	
  medicines	
  did	
  in	
  fact	
  result	
  in	
  the	
  poor’s	
  immediate	
  and	
  greater	
  access	
  to	
  health	
  care,	
  
and	
  medicines	
  in	
  particular.	
  
	
  
In	
   advancing	
   this	
   study,	
   variables	
  were	
   identified	
   that	
  were	
   deemed	
   critical	
   in	
   analysing	
   and	
  
evaluating	
   the	
   impact	
  of	
   the	
  Program.	
  The	
   independent	
   variable	
   that	
  was	
  measured	
  was	
   the	
  
impact	
  of	
  Mediated	
  Access	
  to	
  Medicines	
  Program	
  and	
  the	
  Maximum	
  Drug	
  Retail	
  Price.	
  	
  
	
  
Illnesses	
   identified	
   in	
   this	
   study	
  are	
  heart	
   ailment,	
  hypertension	
  or	
  high	
  blood	
  pressure,	
  high	
  
cholesterol,	
   diabetes,	
   infection,	
   amoebiasis,	
   cancer,	
   kidney	
   stone,	
   pneumonia,	
   tuberculosis,	
  
hepatitis	
  and	
  arthritis.	
  	
  	
  
	
  
The	
   dependent	
   variable	
   measured	
   was	
   access	
   to	
   healthcare	
   as	
   measured	
   by	
   frequency	
   of	
  
consultations	
  with	
   a	
   physician	
   and	
   access	
   to	
  medicine.	
   	
   As	
   regards	
  medical	
   consultation,	
   the	
  
study	
   investigated	
   the	
   access	
   of	
   the	
   respondents	
   to	
   medical	
   practitioners,	
   the	
   frequency	
   of	
  
medical	
   consultation,	
   and	
   their	
  most	
   recent	
   consultation.	
   	
   In	
   evaluating	
   access	
   to	
  medicines,	
  
the	
   indicators	
   included	
  were	
   the	
   type	
   of	
  medicine	
   they	
   are	
   availing	
   of	
   (whether	
   branded	
   or	
  
generic),	
  the	
  source	
  of	
  information	
  in	
  availing	
  of	
  the	
  medicine	
  (i.e.,	
  medical	
  doctor,	
  drugstore,	
  
media	
  or	
  relative/friend),	
  and	
  the	
  frequency	
  of	
  accessing	
  the	
  needed	
  medicines.	
  	
  	
  
	
  
The	
  third	
  variable,	
  considered	
  as	
  the	
  intervening	
  variable,	
   is	
   income.	
  	
   Income,	
  as	
  a	
  variable,	
   is	
  
considered	
  as	
  a	
  link	
  between	
  illness	
  and	
  access	
  to	
  medicine.	
  	
  Income	
  defines	
  financial	
  capacity	
  
that	
   facilitates	
  access	
  to	
  medicines.	
  Measuring	
   income	
  is	
   intended	
  to	
  give	
  a	
  clearer	
  picture	
   if,	
  
indeed,	
  access	
  to	
  medicines	
  varies	
  according	
  to	
  income	
  brackets.	
  	
  Although	
  the	
  respondents	
  are	
  
generally	
  poor,	
  in	
  this	
  paper,	
  the	
  respondents	
  are	
  still	
  classified	
  according	
  to	
  several	
  brackets	
  to	
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find	
   out	
   the	
   magnitude	
   of	
   sensitivity	
   of	
   access	
   to	
   medicines	
   to	
   the	
   slight	
   rise	
   or	
   fall	
   of	
   the	
  
respondents’	
  income.	
  	
  As	
  the	
  research	
  focuses	
  on	
  the	
  urban	
  poor,	
  income	
  brackets	
  are	
  more	
  or	
  
less	
  homogeneous.	
  	
  Indicators	
  in	
  measuring	
  income	
  include	
  income	
  brackets,	
  expenditures,	
  and	
  
percentage	
  of	
  health	
  in	
  monthly	
  expenditures.	
  	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
As	
  presented	
   in	
   the	
  structure	
  of	
   the	
  conceptual	
   framework	
  above,	
   the	
  study	
   investigated	
  the	
  
impact	
  of	
  the	
  government	
  policy	
  on	
  access	
  to	
  healthcare,	
  specifically	
  medical	
  consultation	
  and	
  
medicines,	
   particularly	
   by	
   the	
   poor.	
   Income	
   brackets	
   were	
   associated	
  with	
   the	
   frequency	
   of	
  
purchase	
  of	
  medicines	
  and	
  medical	
  consultation.	
  	
  While	
  extraneous	
  variables	
  are	
  recognized	
  to	
  
affect	
   the	
   strength	
   of	
  MDRP	
   in	
   the	
   access	
   to	
   healthcare,	
   these	
  will	
   not	
   be	
  measured	
   in	
   the	
  
current	
  study	
  but	
  maybe	
  a	
  good	
  subject	
  for	
  future	
  studies.	
  

	
  

Constraints	
  and	
  methodology	
  
Sampling	
  Design.	
   Ideally,	
  random	
  or	
  probability	
  sampling	
  design	
  is	
  preferred	
  in	
  order	
  to	
  infer	
  
or	
   draw	
   conclusions	
   on	
   the	
   population.	
   Random	
   sampling,	
   however,	
   requires	
   equal	
  
representation	
  of	
  all	
  units	
  of	
  the	
  population	
  so	
  that	
  a	
  sample	
  can	
  be	
  said	
  to	
  be	
  representative	
  
of	
  the	
  population,	
  i.e.,	
  the	
  population	
  has	
  an	
  equal	
  and	
  independent	
  chance	
  of	
  selection	
  in	
  the	
  
sample.	
  	
  As	
  probability	
  sampling	
  design	
  requires	
  complete	
  identification	
  of	
  the	
  population	
  to	
  be	
  

Independent	
  

Variable	
  

Dependent	
  Variable	
  

MDRP	
   Access	
  to	
  Healthcare	
  

Intervening	
  Variable	
  

Income	
  

• Not	
  Prescribed	
  by	
  the	
  Doctor	
  
• Preference	
  for	
  Herbal	
  

• Nowhere	
  to	
  ask	
  for	
  help	
  
• Non-­‐Chronic	
  Illness	
  
• No	
  time	
  for	
  Consultation	
  and	
  the	
  Purchase	
  of	
  

Medicines	
  

	
   Extraneous	
  Variables	
  

Figure	
  1	
  MDRP	
  Assessment	
  Framework	
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studied	
  in	
  order	
  to	
  arrive	
  at	
  randomness,	
  this	
  study	
  does	
  not	
  meet	
  the	
  requirements	
  of	
  random	
  
sampling.	
  This	
   study	
  uses	
   instead	
  purposive	
  sampling,	
  a	
  variation	
  of	
  non-­‐probability	
   sampling	
  
design.	
  	
  	
  
	
  
Respondents.	
  	
  The	
  research	
  does	
  not	
  provide	
  a	
  scientific	
  definition	
  of	
  the	
  poor	
  and	
  of	
  poverty.	
  	
  
That	
  is,	
  as	
  the	
  paper	
  is	
  not	
  a	
  comprehensive	
  study	
  of	
  poverty	
  incidence	
  in	
  Metro	
  Manila,	
  it	
  does	
  
not	
   provide	
   a	
   metric	
   of	
   poverty	
   incidence.	
   	
   The	
   respondents	
   of	
   the	
   survey	
   are	
   transient	
  
residents	
  of	
  Brgys.	
  164	
  and	
  165	
  of	
  Tondo,	
  Manila,	
  Brgys.	
  Marulas	
  and	
  Maypajo	
  of	
  Caloocan	
  City,	
  
and	
   Brgys.	
   Botocan	
   and	
   Pinyahan	
   of	
  Quezon	
   City.	
   	
   There	
   is	
   no	
   complete	
   report	
   or	
   statistical	
  
data	
  that	
  provides	
  the	
  income	
  brackets	
  or	
  classification	
  of	
  the	
  population	
  of	
  the	
  said	
  areas.	
  	
  As	
  
such,	
   it	
   is	
  assumed	
   in	
  this	
  research	
  that	
  the	
  population	
  are	
  generally	
  poor,	
  and	
  belong	
  to	
  the	
  
definition	
  of	
  “poor”	
  by	
  the	
  NSCB.	
  	
  	
  
	
  
The	
  Survey	
  Questionnaire	
  and	
  Analysis.	
  One	
  research	
  assistant	
  was	
  assigned	
  to	
  conduct	
  the	
  
survey	
  in	
  each	
  area.	
  The	
  surveys	
  were	
  conducted	
  from	
  September	
  21	
  to	
  October	
  16,	
  2009.	
  	
  The	
  
research	
   assistants	
   requested	
   for	
   assistance	
   from	
   the	
   barangay	
   officials	
   in	
   identifying	
   the	
  
sample.	
   	
  However,	
  while	
  poor	
   respondents	
   can	
  be	
  easily	
   figured	
  out,	
   it	
  was	
  more	
  difficult	
   to	
  
identify	
   the	
   sick	
   members	
   of	
   the	
   illegal	
   settlers’	
   communities.	
   	
   Due	
   to	
   this	
   difficulty,	
   the	
  
research	
   assistants	
  went	
   from	
  house	
   to	
   house	
   trying	
   to	
   identify	
   the	
   respondents	
   that	
   fit	
   the	
  
sampling	
  design.	
  	
  	
  
	
  
The	
   survey	
   questionnaire	
   consisted	
   of	
   23	
   questions.	
   	
   The	
   questions	
   are	
   inclusive	
   enough	
   to	
  
cover	
   demographic	
   information	
   of	
   respondents,	
   income	
   and	
   expenditures,	
   type	
   of	
   illness,	
  
behaviour	
   toward	
   availing	
   of	
  medical	
   consultation,	
  medicines	
   used	
   for	
   the	
   illness,	
   source	
   of	
  
information	
   with	
   regard	
   to	
   the	
   medicines	
   used,	
   source	
   of	
   money	
   or	
   help	
   in	
   availing	
   of	
  
medicines,	
  types	
  of	
  medicine,	
  and	
  frequency	
  of	
  buying	
  the	
  needed	
  medicines.	
  	
  
	
  
The	
  demographic	
  profile	
  consists	
  of	
  sex,	
  marital	
   status,	
  educational	
  attainment,	
  age,	
  monthly	
  
income	
  brackets,	
  dependents	
  and	
  earning	
  members	
   in	
   the	
   family,	
  expenditures,	
   list	
  of	
   illness	
  
and	
   list	
  of	
  medicines	
  availed	
  of	
  by	
   the	
   respondents.	
   In	
   the	
  presentation	
  of	
  data	
  and	
  analysis,	
  
each	
  barangay’s	
  demographic	
  profile	
  has	
  been	
  treated	
  independently.	
  Of	
  prime	
  importance	
  in	
  
the	
   study	
   are	
   the	
   income	
   variable,	
   dependents	
   and	
   earning	
   family	
   members,	
   expenditures	
  
variables,	
   illness	
   and	
  medicines	
   because	
   they	
   provide	
   indicators	
   for	
  measuring	
   the	
   impact	
   of	
  
independent	
  variable	
  over	
  the	
  dependent	
  variables.	
  
	
  
The	
  monthly	
   incomes	
   of	
   respondents	
   are	
   grouped	
   into	
   a	
   class	
   interval	
   of	
   PhP2,500.00.	
   	
   The	
  
income	
   classification	
   is	
   divided	
   into	
   seven	
   income	
  brackets:	
   PhP1.00	
   –	
   PhP2,500	
   for	
   the	
   first	
  
income	
  bracket,	
  PhP2,501	
  –	
  PhP5,000	
  for	
  the	
  second	
  income	
  bracket,	
  PhP5,001	
  –	
  PhP7,500	
  for	
  
the	
   third	
   income	
  bracket,	
  PhP7,501	
  –	
  PhP10,000	
   for	
   the	
   fourth	
   income	
  bracket,	
  PhP10,001	
  –	
  
PhP12,500	
  for	
  the	
  fifth	
   income	
  bracket,	
  PhP12,501	
  –	
  PhP15,000	
  for	
  the	
  sixth	
   income	
  bracket,	
  
and	
  PhP15,001	
  –	
  PhP17,500	
  for	
  the	
  seventh	
  income	
  bracket.	
  	
  These	
  brackets	
  are	
  	
  observed	
  in	
  
presenting	
   and	
   analysing	
  other	
   variables	
   like	
  dependents,	
   number	
  of	
   earning	
   family	
  member	
  
and	
  expenditures	
  with	
  reference	
  to	
  income	
  brackets	
  of	
  respondents.	
  However,	
  these	
  brackets	
  
are	
  regrouped	
  in	
  presenting	
  and	
  analyzing	
  variables	
  related	
  to	
  healthcare	
  because	
  of	
  statistical	
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reasons.	
  	
  There	
  are	
  a	
  few	
  sample	
  units	
  or	
  respondents	
  belonging	
  to	
  the	
  higher	
  income	
  brackets	
  
such	
   as	
   4th,	
   5th,	
   6th	
   and	
  7th	
   brackets.	
   	
   Some	
  brackets	
   are	
   even	
   empty	
   in	
   some	
  barangays	
   like	
  
Brgy.	
  165	
  in	
  Tondo	
  Manila	
  which	
  has	
  no	
  respondents	
  for	
  1st,	
  5th,	
  6th,	
  and	
  7th	
  brackets.	
  	
  	
  
	
  
Income	
   has	
   been	
   the	
   main	
   variable	
   used	
   to	
   cross	
   tabulate	
   with	
   other	
   variables	
   in	
   order	
   to	
  
observe	
   the	
   poverty	
   situation	
   or	
   income	
   insufficiency	
   of	
   respondents,	
   other	
   sources	
   of	
  
respondents	
   to	
   gain	
   access	
   to	
   healthcare,	
   and	
   in	
   analyzing	
   the	
   behaviour	
   of	
   respondents	
   in	
  
allotting	
  a	
  budget	
  for	
  their	
  expenditures.	
  	
  Expenditure	
  variables	
  have	
  been	
  treated	
  according	
  to	
  
the	
  number	
  of	
  respondents	
  allotting	
  a	
  budget	
  for	
  particular	
  expenditures	
  such	
  as	
  housing,	
  food,	
  
utilities	
   and	
   medicine.	
   Another	
   treatment	
   of	
   expenditure	
   variable	
   is	
   the	
   amount	
   the	
  
respondents	
  allot	
  in	
  their	
  budget	
  for	
  expenditures	
  they	
  are	
  availing	
  of.	
  	
  This	
  approach	
  is	
  used	
  in	
  
order	
   to	
  observe	
   the	
  behaviour	
  of	
   respondents	
   towards	
  prioritizing	
  medicine.	
   	
   It	
   is,	
  however,	
  
the	
   delimiting	
   factor	
   in	
   this	
   research	
   that	
   communication	
   has	
   not	
   been	
   taken	
   into	
  
consideration.	
  	
  Communication	
  is	
  one	
  of	
  the	
  main	
  commodities	
  of	
  the	
  population,	
  but	
  has	
  not	
  
been	
  included	
  in	
  the	
  list	
  of	
  commodities	
  prioritized	
  by	
  the	
  respondents.	
  	
  	
  
	
  
In	
   measuring	
   access	
   to	
   a	
   physician,	
   the	
   indicators	
   used	
   are	
   access	
   to	
   medical	
   consultation,	
  
frequency	
  of	
  medical	
  consultation	
  in	
  a	
  year,	
  and	
  the	
  most	
  recent	
  medical	
  consultation	
  availed	
  
of	
   by	
   the	
   respondents.	
   	
   As	
   the	
   respondents	
   are	
   generally	
   recognized	
   to	
   have	
   an	
   illness,	
   and	
  
being	
   financially	
   poor,	
   access	
   to	
   medical	
   consultation	
   is	
   cross	
   tabulated	
   with	
   the	
   monthly	
  
income	
  brackets	
   to	
  see	
   if	
   income	
  brackets	
  have	
  a	
  relationship	
  or	
  association	
  with	
  access	
   to	
  a	
  
physician.	
   	
   Moreover,	
   the	
   frequency	
   of	
   medical	
   consultation	
   will	
   show	
   if	
   respondents	
   have	
  
access	
  to	
  a	
  regular	
  consultation	
  given	
  their	
  income.	
  	
  The	
  most	
  recent	
  consultation	
  variable	
  will	
  
indicate	
  how	
  many	
  of	
  the	
  respondents	
  have	
  updated	
  knowledge	
  of	
  their	
  health	
  conditions.	
  	
  	
  
	
  
With	
   regard	
   to	
  access	
   to	
  medicines,	
   the	
  variables	
  measured	
  are	
  availing	
  of	
  medicine,	
   type	
  of	
  
medicine	
   being	
   availed	
   of,	
   source	
   of	
   information	
   in	
   availing	
   of	
   certain	
   kinds	
   or	
   brands	
   of	
  
medicines,	
  and	
   frequency	
  of	
  access.	
   	
  The	
  variable	
  on	
  availing	
  of	
  medicine	
   is	
  used	
  to	
  measure	
  
the	
  number	
  of	
  respondents	
  who	
  have	
  access	
  to	
  medicines	
  and	
  those	
  who	
  do	
  not	
  have	
  access.	
  	
  
The	
  types	
  of	
  medicine	
  specified	
  in	
  the	
  paper	
  are	
  generic	
  and	
  branded	
  medicines.	
  	
  This	
  is	
  to	
  find	
  
out	
  what	
  types	
  of	
  medicines	
  are	
  availed	
  of	
  by	
  those	
  who	
  have	
  access	
  to	
  medicines.	
  	
  The	
  source	
  
of	
   information	
   is	
  used	
   in	
  order	
   to	
   find	
  out	
   the	
   respondents’	
   	
   sources	
  of	
   information	
  on	
  what	
  
brand	
   or	
   kind	
   of	
   medicine	
   to	
   buy	
   with	
   reference	
   to	
   those	
   who	
   have	
   access	
   to	
   medical	
  
consultation	
   and	
   those	
   without	
   access	
   to	
   medical	
   consultation.	
   	
   There	
   are	
   four	
   sources	
   of	
  
information	
   identified	
   in	
   the	
  paper,	
  namely:	
  doctor,	
  drugstore,	
  media,	
   relatives	
  /friends.	
   	
  The	
  
frequency	
  of	
  access	
  to	
  medicines	
  is	
  divided	
  into	
  frequency	
  of	
  access	
  to	
  generic	
  medicines	
  and	
  
frequency	
  of	
  access	
  to	
  branded	
  medicines.	
   	
  The	
  frequency	
  of	
  access	
  to	
  medicine	
  refers	
  to	
  the	
  
amount	
   of	
   medicines	
   being	
   availed	
   of	
   or	
   accessed	
   	
   by	
   the	
   respondents	
   as	
   needed	
   for	
   their	
  
illness	
   or	
   as	
   prescribed	
   by	
   their	
   physician.	
   	
   In	
   measuring	
   the	
   frequency,	
   the	
   scale	
   used	
  
is:“always,”“very	
   often,”“often”	
   and	
   “seldom.”“Always”	
   refers	
   to	
   the	
   complete	
   amount	
   of	
  
medicine	
  being	
  accessed	
  by	
  the	
  respondents.	
  	
  That	
  is,	
  during	
  the	
  duration	
  of	
  their	
  illness,	
  they	
  
are	
  able	
  to	
  avail	
  of	
  	
  the	
  required	
  amount	
  of	
  medicines	
  needed	
  to	
  cure	
  or	
  contain	
  their	
  illness.	
  	
  
“Very	
   often”	
   refers	
   to	
   a	
   good	
   number	
   of	
   medicines	
   being	
   availed	
   of	
   by	
   the	
   respondents.	
  	
  
However,	
  no	
  matter	
  how	
  good	
  the	
  number	
  of	
  medicines	
  being	
  secured,	
  a	
  “very	
  often”	
  access	
  is	
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still	
   not	
   complete.	
   	
   “Often”	
   signifies	
   incomplete	
   and	
   fewer	
   medicine	
   purchases.	
   	
   “Seldom”	
  
means	
   incomplete	
   and	
   	
   scant	
   purchase	
   of	
   medicines.	
   	
   Inasmuch	
   as	
   the	
   indicators	
   –“very	
  
often,”“often”	
   and	
   “seldom”	
   –	
   represent	
   a	
   certain	
   amount	
   of	
   access	
   to	
  medicines,	
   all	
   three	
  
indicators	
   signify	
   	
   incomplete	
  access	
   to	
  medicines.	
   	
   They	
  mean	
   that	
   the	
   respondents	
   are	
  not	
  
able	
  to	
  access	
  completely	
  the	
  needed	
  amount	
  of	
  medicines	
  for	
  their	
  illness	
  or	
  as	
  prescribed	
  by	
  
their	
  physician.	
   In	
  analyzing	
  access	
   to	
  medicines,	
  all	
  variables	
  have	
  been	
  cross	
   tabulated	
  with	
  
income	
  in	
  order	
  to	
  find	
  out	
  whether	
  the	
   income	
  brackets	
  of	
  respondents	
  have	
   influence	
  over	
  
their	
   access	
   to	
   healthcare.	
   	
   However,	
   the	
   brackets	
   are	
   used	
   in	
   order	
   to	
   see	
   the	
  movements	
  
within	
  a	
  particular	
  social	
  class	
  which	
  is	
  generally	
  categorized	
  as	
  poor.	
  
	
  

	
  
	
  

POLICY	
  REVIEW	
  	
  

Universally	
  Accessible	
  Cheaper	
  and	
  Quality	
  Medicines	
  Act	
  of	
  2008	
  
Last	
   year,	
   the	
   Philippine	
   Congress	
   enacted	
  RA9502,	
   also	
   known	
   as	
   the	
  Universally	
   Accessible	
  
Cheaper	
   and	
   Quality	
   Medicines	
   Act	
   of	
   2008.	
   	
   The	
   law	
   aimed	
   to	
   promote	
   and	
   ensure	
  
affordability	
  and	
  accessibility	
  of	
  medicines	
  for	
  all.	
  The	
  law	
  stated	
  that	
  in	
  the	
  event	
  that	
  market	
  
competition	
  will	
  not	
  work,	
   the	
   law	
  provided	
  the	
  use	
  of	
  state	
  regulation	
  of	
  medicine	
  prices	
   to	
  
guarantee	
   the	
   public	
   	
   affordable	
   and	
   accessible	
   quality	
   medicines.	
   	
   	
   To	
   this	
   end,	
   the	
   law	
  
amended	
   several	
   existing	
   laws,	
   namely,	
   the	
   Intellectual	
   Property	
   Code,	
   the	
   Generics	
   Act	
   of	
  
1988,	
  and	
  the	
  Pharmacy	
  Law.	
  	
  	
  
	
  
Important	
  provisions	
  of	
  RA9502	
  included	
  amendments	
  in	
  the	
  laws	
  on	
  patent,	
  and	
  the	
  granting	
  
of	
  power	
  to	
  the	
  President	
  of	
  the	
  Philippines	
  to	
  set	
  a	
  maximum	
  retail	
  price	
  of	
  medicines.	
  	
  	
  
	
  
In	
   section	
  22	
  on	
  non-­‐patentable	
   inventions,	
   the	
   law	
  added	
   that	
   the	
  mere	
  discovery	
  of	
  a	
  new	
  
form	
  of	
  a	
  substance	
  which	
  does	
  not	
  result	
  in	
  the	
  enhancement	
  of	
  the	
  efficacy	
  of	
  the	
  medicine,	
  
unless	
   such	
   process	
   results	
   in	
   a	
   new	
   product,	
   is	
   excluded	
   from	
   patent	
   protection.	
   	
   The	
   law	
  
limited	
  the	
  scope	
  of	
  invention	
  in	
  section	
  26	
  as	
  not	
  just	
  referring	
  to	
  an	
  inventive	
  step	
  that	
  is	
  not	
  
obvious	
  at	
   the	
   time	
  of	
   the	
  application,	
  but	
  also	
   that	
   in	
   the	
  case	
  of	
  a	
  drug,	
   the	
   inventive	
  step	
  
does	
  result	
  in	
  a	
  new	
  product	
  that	
  employs	
  at	
  least	
  one	
  new	
  reactant.	
  	
  But	
  there	
  is	
  no	
  inventive	
  
step	
   if	
   the	
  process	
  does	
  not	
  result	
   in	
  the	
  enhancement	
  of	
   the	
  efficacy	
  of	
  a	
  known	
  substance.	
  
The	
  law	
  (in	
  Section	
  74)	
  also	
  granted	
  power	
  to	
  the	
  government	
  or	
  any	
  third	
  person	
  authorized	
  
by	
   the	
   government	
   to	
   exploit	
   inventions	
   of	
   medicines	
   without	
   agreement	
   with	
   the	
   patent	
  
owner	
  in	
  cases	
  of	
  emergency	
  or	
  the	
  circumstance	
  of	
  national	
  urgency	
  so	
  requires	
  the	
  use	
  of	
  the	
  
invention,	
   there	
   is	
   public	
   non-­‐commercial	
   use	
   of	
   the	
   patent	
   by	
   the	
   patentee,	
   without	
  
satisfactory	
  reason,	
  and	
  the	
  demand	
  for	
  the	
  patented	
  article	
  in	
  the	
  Philippines	
  is	
  not	
  being	
  met	
  
to	
  an	
  adequate	
  extent	
  and	
  reasonable	
  terms,	
  as	
  determined	
  by	
  the	
  secretary	
  of	
  the	
  DOH.	
  In	
  the	
  
same	
  way,	
   in	
   addition	
   to	
   provisions	
   of	
   Section	
   93	
   of	
   the	
   Intellectual	
   Property	
   Code,	
   the	
   law	
  
grants	
   power	
   to	
   the	
   Director	
   General	
   of	
   the	
   Intellectual	
   Property	
   Office	
   to	
   give	
   compulsory	
  
license	
  to	
  exploit	
  a	
  patented	
  invention,	
  even	
  without	
  the	
  agreement	
  of	
  a	
  patent	
  owner,	
  where	
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the	
  demand	
  for	
  patented	
  medicines	
  is	
  not	
  being	
  met	
  to	
  an	
  adequate	
  extent	
  and	
  on	
  reasonable	
  
terms,	
   as	
   determined	
   by	
   the	
   Secretary	
   of	
   the	
  DOH.	
   Further,	
   the	
   director	
   general	
   of	
   the	
   said	
  
office,	
  upon	
  the	
  recommendation	
  of	
  the	
  Secretary	
  of	
  the	
  DOH,	
  has	
  the	
  power	
  to	
  grant	
  a	
  special	
  
compulsory	
   license	
   to	
   import	
   patented	
   medicines,	
   or	
   manufacture	
   and	
   export	
   drugs	
   to	
   any	
  
country	
  with	
   insufficient	
  or	
  no	
  manufacturing	
  capacity	
  of	
  pharmaceutical	
  products	
  to	
  address	
  
public	
  health	
  problems.	
  	
  	
  
	
  
Moreover,	
   the	
   law	
  provided	
  power	
   to	
   the	
  President	
  of	
   the	
  Philippines	
   to	
   impose	
  a	
  maximum	
  
retail	
   price	
   of	
   medicines	
   enumerated	
   in	
   Section	
   23,	
   which	
   include,	
   all	
   medicines	
   for	
   the	
  
treatment	
   of	
   life-­‐threatening	
   and	
   chronic	
   conditions	
   such	
   as	
   diabetes,	
   gastrointestinal	
  
disorders,	
  urologic	
  disorders,	
  cardiovascular	
  disease,	
  pulmonary	
  disease,	
  auto-­‐immune	
  disease,	
  
skin	
  diseases,	
  neuropsychiatric	
  disorders,	
  other	
  infectious	
  diseases	
  and	
  other	
  health	
  conditions	
  
such	
   as	
   organ	
   transplant.	
   	
   To	
   the	
   same	
   extent,	
   the	
   law	
   authorized	
   the	
   DOH	
   Secretary	
   to	
  
establish	
   and	
   initiate	
   a	
   price	
  monitoring	
   and	
   regulation	
   system	
   for	
  medicines,	
   and	
   to	
   create	
  
consultative	
  councils	
  to	
  give	
  advice	
  for	
  the	
  implementation	
  of	
  price	
  monitoring	
  and	
  regulation.	
  	
  	
  	
  
	
  
In	
  accordance	
  with	
  the	
  power	
  of	
  the	
  President	
  to	
  provide	
  maximum	
  retail	
  price	
  of	
  medicines	
  as	
  
outlined	
  in	
  RA9502,	
  President	
  Gloria	
  Arroyo	
  issued	
  Executive	
  Order	
  (EO)	
  821	
  on	
  27	
  July	
  2009,	
  
which	
   prescribes	
   the	
  maximum	
   drug	
   retail	
   price	
   (MDRP)	
   of	
   selected	
  medicines	
   that	
   address	
  
diseases	
  which	
  account	
  for	
  the	
  leading	
  causes	
  of	
  morbidity	
  and	
  mortality	
  in	
  the	
  country	
  
	
  
In	
   some	
   cases,	
   the	
  high	
  price	
   of	
  medicines	
  may	
   add	
   to	
   the	
   impoverishment	
   of	
   some	
   Filipino	
  
families	
  particularly	
  those	
  who	
  have	
  limited	
  resources.	
  	
  According	
  to	
  the	
  survey	
  of	
  the	
  National	
  
Statistical	
  Coordinating	
  Board	
   (NSCB)	
   in	
  2006,	
  33	
  out	
  of	
  100	
  Filipinos	
   (33.2%	
  of	
   the	
  country’s	
  
population)	
  live	
  below	
  the	
  poverty	
  line.	
  	
  Inflation	
  in	
  all	
  items	
  in	
  the	
  market	
  has	
  also	
  risen	
  to	
  19%	
  
in	
   2006	
   according	
   to	
   the	
   said	
   survey.	
   	
   Given	
   the	
   rising	
   prices	
   of	
   commodities	
   particularly	
  
medicines,	
   low	
   income	
   families	
   would	
   have	
   limited	
   access,	
   or	
   have	
   no	
   access	
   at	
   all,	
   to	
  
medicines	
  critical	
  to	
  health	
  and	
  survival.	
   	
  In	
  view	
  of	
  this	
  perceived	
  situation,	
  the	
  EO	
  mandates	
  
the	
   reduction	
  by	
   at	
   least	
   50	
  percent	
  of	
   five	
  medicines	
   that	
   address	
  diseases	
  of	
   public	
   health	
  
concern.	
   	
   These	
   medicines	
   include	
   amlodipine,	
   atorvastatin,	
   azithromycin,	
   cytarabine	
   and	
  
doxorubicin,	
  and	
  all	
  their	
  forms.	
  	
  These	
  five	
  medicines	
  given	
  the	
  MDRP	
  are	
  not	
  	
  compliant	
  with	
  
the	
  rates	
  proposed	
  by	
  the	
  DOH	
  and	
  DTI.	
  	
  These	
  are	
  in	
  addition	
  to	
  the	
  16	
  other	
  medicines	
  which	
  
pharmaceutical	
   companies	
   reduced	
   by	
   	
   at	
   least	
   50%	
   as	
   a	
   consequence	
   of	
   an	
   appeal	
   by	
   the	
  
President	
  during	
  a	
  consultation.	
  	
  	
  	
  

SURVEY	
  ANALYSIS	
  
The	
   respondents	
   in	
   each	
   barangay	
   were	
   treated	
   and	
   analyzed	
   independently	
   in	
   order	
   to	
  
minimize	
  errors.	
  This	
  is	
  to	
  contain	
  the	
  uniqueness	
  of	
  each	
  barangay	
  even	
  if	
  they	
  belong	
  to	
  the	
  
same	
  city.	
   	
  This	
  approach	
   is	
   to	
  emphasize	
  that	
  respondents	
  of	
  each	
  barangay	
  have	
  their	
  own	
  
unique	
   characteristics	
   and	
   behaviour	
   in	
   terms	
   of	
   demographic	
   profile,	
   behaviour	
   towards	
  
illness,	
  and	
  access	
  to	
  healthcare.	
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Access	
  to	
  physicians	
  
Based	
   on	
   the	
   statistical	
   results	
   of	
   the	
   surveys	
   among	
   the	
   six	
   barangays,	
   the	
   findings	
   suggest	
  
that,	
   whereas	
   the	
   respondents	
   belong	
   to	
   the	
   low	
   income	
   strata,	
   their	
   access	
   to	
   physicians	
  
varies.	
  Respondents	
  from	
  some	
  barangays,	
  like	
  Brgys.	
  164	
  and	
  165	
  are	
  able	
  to	
  access	
  physicians	
  
for	
   medical	
   consultation	
   than	
   respondents	
   from	
   Brgys.	
   Marulas,	
   Maypajo,	
   Botocan	
   and	
  
Pinyahan.	
  	
  However,	
  the	
  question	
  of	
  medical	
  consultation	
  goes	
  beyond	
  having	
  visited	
  a	
  doctor,	
  
but	
   also	
   involves	
   the	
   frequency	
   and	
   timing	
   of	
   consultation.	
   	
   Frequency	
   and	
   the	
  most	
   recent	
  
consultation	
   are	
   important	
   factors	
   to	
   consider	
   because	
   the	
   respondents	
   suffer	
   from	
   various	
  
types	
  of	
   illnesses.	
  The	
  most	
  common	
  are	
  high	
  blood,	
  high	
  cholesterol,	
  diabetes	
  and	
   infection.	
  	
  
All	
   these	
   types,	
   like	
   any	
   other	
   illness,	
   require	
   regular	
   or	
   periodic	
   medical	
   consultation.	
  	
  
However,	
  when	
  the	
  respondents	
  were	
  asked	
  about	
  access	
  to	
  a	
  periodic	
  or	
  regular	
  consultation,	
  
majority	
   said	
   they	
   had	
   insufficient	
   access	
   to	
   a	
   quality	
   medical	
   consultation,	
   i.e.,	
   periodic	
  
consultation	
  and	
  updated	
  information	
  on	
  their	
  health	
  conditions.	
  	
  The	
  graph	
  below	
  summarizes	
  
the	
  access	
  of	
  respondents	
  to	
  medical	
  consultation.	
  	
  	
  
	
  

	
  

	
  
Figure	
  2	
  Access	
  to	
  MDs	
  

	
  
The	
  graphs	
  indicate	
  that	
  it	
  is	
  only	
  in	
  Brgys.	
  164	
  and	
  165	
  where	
  the	
  gap	
  between	
  the	
  number	
  of	
  
respondents	
   who	
   are	
   able	
   to	
   afford	
   access	
   physicians	
   for	
   medical	
   consultation	
   and	
   those	
  
without	
   access	
   is	
   very	
  wide,	
  while	
   the	
   gap	
   in	
   the	
   other	
   four	
   barangays	
   is	
   very	
   narrow.	
   	
   This	
  
means	
   that	
   in	
   the	
   other	
   four	
   barangays,	
   there	
   are	
   many	
   respondents	
   who	
   are	
   left	
   without	
  
objective	
   information	
   about	
   their	
   health	
   conditions.	
   	
   On	
   the	
   other	
   hand,	
   in	
   terms	
   of	
   the	
  
frequency	
  of	
  medical	
  consultation,	
  the	
  graph	
  shows	
  that	
  most	
  of	
  the	
  respondents	
  in	
  Brgys.	
  164,	
  
165,	
   Marulas,	
   Maypajo	
   and	
   Botocan	
   have	
   limited	
   information	
   on	
   their	
   health	
   conditions	
   as	
  
these	
  respondents	
  have	
  less	
  access	
  to	
  a	
  regular	
  consultation.	
  The	
  respondents	
  have	
  only	
  once	
  a	
  
year	
  consultation.	
  Several	
  respondents	
  also	
  had	
  their	
  most	
  recent	
  consultation	
  in	
  the	
  previous	
  
years,	
  showing	
  that	
  the	
  respondents	
  have	
  no	
  updated	
  knowledge	
  or	
  information	
  of	
  their	
  health	
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conditions.	
   	
   In	
   totality,	
   most	
   of	
   the	
   respondents	
   do	
   not	
   only	
   have	
   insufficient	
   access	
   to	
   a	
  
physician,	
  but	
  do	
  not	
  also	
  have	
  updated	
  information	
  on	
  their	
  health	
  conditions.	
  
	
  
Insufficient	
  access	
  to	
  a	
  physician	
  has	
  a	
  deeper	
  impact	
  on	
  the	
  attitude	
  of	
  the	
  respondents	
  in	
  the	
  
way	
   they	
   medicate	
   their	
   illness.	
   	
   A	
   number	
   of	
   respondents	
   across	
   six	
   barangays	
   have	
   been	
  
dependent	
  on	
  illegitimate	
  sources	
  of	
  medical	
  information	
  due	
  to	
  lack	
  of	
  access	
  to	
  a	
  physician.	
  	
  
The	
  graph	
  below	
  presents	
   that	
   there	
  are	
   several	
   respondents	
  who	
   rely	
  on	
  drugstores,	
  media	
  
and	
  relatives	
  as	
  the	
  primary	
  sources	
  of	
  information	
  on	
  the	
  type	
  of	
  medicine	
  to	
  take,	
  other	
  than	
  
medical	
  doctors.	
  	
  	
  

	
  
	
  

Table	
  1	
  Sources	
  of	
  information	
  on	
  medicines	
  

The	
  graph	
   indicates	
  that	
   in	
  barangays	
  where	
  respondents	
  have	
   low	
  access	
  to	
  a	
  physician,	
   the	
  
respondents	
  would	
   tend	
   to	
   rely	
  on	
  drugstores	
  and	
   relatives	
  as	
  a	
   substitute	
   for	
  a	
  physician	
   in	
  
medicating	
  their	
  illness.	
  	
  These	
  substitutes	
  are	
  unreliable	
  sources	
  of	
  information	
  as	
  they	
  are	
  not	
  
qualified	
  professionally	
  and	
  legally.	
  	
  However,	
  since	
  income	
  insufficiency	
  influence	
  the	
  access	
  of	
  
the	
   respondents	
   to	
  a	
  physician,	
   it	
   can	
  be	
  assumed	
  that	
   their	
  practice	
  of	
   relying	
  on	
  unreliable	
  
sources	
  of	
  information	
  may	
  be	
  due	
  to	
  scarce	
  monetary	
  resources.	
  This	
  statistical	
  result	
  has	
  an	
  
impact	
  on	
  the	
  quality	
  of	
  medicines	
  that	
  the	
  respondents	
  are	
  taking.	
  	
  As	
  there	
  is	
  less	
  access	
  to	
  
physicians	
   due	
   to	
   affordability	
   issues,	
   and	
   less	
   access	
   to	
   the	
   right	
   information	
   on	
   the	
  
respondents’	
  health	
  conditions	
  as	
  a	
   result	
  of	
   income	
  scarcity,	
   then	
  there	
   is	
  a	
  great	
  possibility	
  
that	
  the	
  respondents	
  who	
  have	
  less	
  access	
  to	
  a	
  physician	
  are	
  not	
  taking	
  the	
  right	
  medicines	
  (in	
  
the	
  right	
  amounts)	
  for	
  their	
  illness.	
  	
  Less	
  access	
  to	
  physician,	
  therefore,	
  does	
  not	
  only	
  result	
  in	
  
less	
  updated	
  information	
  on	
  the	
  respondents’	
  health	
  conditions,	
  but	
  also	
   in	
  doubts	
  about	
  the	
  
medicine	
  that	
  they	
  need	
  to	
  take	
  to	
  cure	
  or	
  contain	
  their	
  illness.	
  	
  
	
  
In	
   a	
   similar	
  manner,	
   access	
   to	
   a	
   physician	
  may	
   also	
   depend	
   on	
   availability.	
   	
   From	
   a	
   national	
  
perspective,	
   the	
   number	
   of	
   doctors	
   in	
   the	
   country	
   has	
   been	
   declining	
   due	
   to	
   migration	
   to	
  
developed	
  countries	
  particularly	
  the	
  United	
  States	
  and	
  Canada.	
  	
  As	
  Filipino	
  doctors	
  can	
  hardly	
  
practice	
   their	
  profession	
   in	
   these	
   countries,	
  many	
  of	
   them	
  shifted	
   to	
  nursing.	
   	
  Of	
   the	
  35,000	
  
active	
  practicing	
  doctors	
  in	
  the	
  list	
  of	
  the	
  Philippine	
  Medical	
  Association,	
  4,000	
  have	
  shifted	
  to	
  
nursing	
  while	
  6,000	
  are	
  now	
  practicing	
   in	
  different	
  parts	
  of	
  the	
  world.	
   	
   In	
  the	
  Philippines,	
  the	
  

0	
  
10	
  
20	
  
30	
  
40	
  
50	
  
60	
  
70	
  
80	
  
90	
  
100	
  

Brgy.	
  164	
   Brgy.	
  165	
   Brgy.	
  Marulas	
   Brgy.	
  Maypajo	
   Brgy.	
  Botocan	
   Brgy.	
  Pinyahan	
  

Doctor	
  

Drugstore	
  

Media	
  	
  

Relajves	
  



14	
  	
  	
  Assessing	
  the	
  Government	
  Medicines	
  Access	
  Policy:	
  Is	
  it	
  pro-­‐poor?	
  

	
  

impact	
  of	
  the	
  medical	
  doctors’	
  exodus	
  resulted	
  in	
  the	
  lack	
  of	
  access	
  of	
  the	
  poor	
  to	
  physicians	
  as	
  
the	
   doctor	
   to	
   patient	
   ratio	
   at	
   present	
   is	
   one	
   doctor	
   for	
   28,000	
   Filipinos.	
   	
   The	
   migration	
   of	
  
doctors	
   has	
   caused	
   the	
   closure	
   of	
   10%	
   of	
   the	
   more	
   than	
   2,500	
   registered	
   hospitals	
   in	
   the	
  
country.	
  	
  	
  Specifically,	
  121	
  municipalities	
  in	
  the	
  country	
  do	
  not	
  have	
  a	
  doctor	
  (Asian	
  Pacific	
  Post,	
  
Accessed	
  on	
  September	
  28,	
  2009).	
  	
  Furthermore,	
  most	
  hospitals	
  are	
  found	
  in	
  highly	
  urbanized	
  
cities	
   and	
   other	
   urbanized	
   areas,	
   with	
   a	
   remaining	
   few	
   found	
   in	
   rural	
   areas.	
   	
   As	
   doctors’	
  
availability	
  is	
  declining	
  particularly	
  in	
  public	
  hospitals	
  and	
  barangay	
  centers,	
  the	
  poor	
  have	
  been	
  
finding	
   it	
   increasingly	
   difficult	
   to	
   avail	
   of	
   doctors’	
   services.	
   	
   The	
   poor	
   have	
   scarce	
   income	
  
resources,	
   thus	
   their	
   access	
   to	
   a	
   physician	
   is	
   dependent	
   on	
   public	
   and	
   free	
   medical	
  
consultations.	
  	
  Because	
  of	
  limited	
  public	
  resources,	
  they	
  may	
  be	
  impelled	
  to	
  participate	
  in	
  the	
  
market	
   scheme	
   of	
   patient	
   and	
   doctor	
   transactions.	
   Access	
   to	
   private	
   doctors	
   may	
   not	
   be	
   a	
  
problem	
   for	
   the	
  middle-­‐	
  and	
  upper-­‐income	
  classes	
  because	
   they	
  have	
   the	
   financial	
  means	
   to	
  
pay	
  for	
  a	
  consultation.	
  	
  However,	
  the	
  lower	
  income	
  class	
  may	
  find	
  themselves	
  confronted	
  with	
  
very	
  limited	
  access	
  to	
  private	
  medical	
  doctors	
  simply	
  because	
  they	
  cannot	
  afford	
  to	
  pay	
  for	
  the	
  
doctors’	
   services.	
   	
   This	
   same	
   argument	
   is	
   evident	
   in	
   the	
   statistical	
   findings	
   discussed	
   above	
  
showing	
  a	
   correlation	
  between	
   the	
   income	
  brackets	
  and	
  access	
   to	
  medical	
  doctor.	
   	
  Although	
  
the	
  statistics	
  presented	
  may	
  not	
  be	
  conclusive	
  of	
  the	
  population	
  because	
  of	
  the	
  sample	
  design,	
  
they	
  are	
  reflective	
  of	
  the	
  capacity	
  of	
  the	
  lower	
  income	
  class	
  in	
  reference	
  to	
  healthcare.	
  	
  	
  
	
  
	
  

Affordability	
  of	
  Medicines	
  
The	
   availability	
   of	
   medicines	
   in	
   the	
   market	
   or	
   the	
   promotion	
   of	
   stores	
   offering	
   low-­‐priced	
  
medicines	
  does	
  not	
  guarantee	
  access	
  of	
  medicines,	
  particularly	
  by	
  the	
  poor.	
  	
  In	
  a	
  market	
  driven	
  
economy,	
   availability	
   of	
   medicine	
   supply	
   in	
   the	
   market	
   at	
   lower	
   cost	
   secures	
   the	
   access	
   to	
  
medicines	
  by	
  those	
  who	
  have	
  the	
  capacity	
  to	
  pay.	
  	
  However,	
  for	
  those	
  living	
  below	
  the	
  poverty	
  
incidence	
  level,	
  access	
  to	
  cheaper	
  medicines	
  in	
  the	
  market	
  may	
  be	
  nearly	
  non-­‐existent.	
  	
  	
  
	
  
The	
   accessibility	
   of	
  medicines	
   is	
   dependent	
   on	
   the	
   capacity	
   to	
   pay	
   of	
   the	
   population.	
   	
   As	
   a	
  
market	
   economy,	
   the	
   accessibility	
   of	
   medicines	
   to	
   the	
   consumer	
   is	
   based	
   on	
   market	
  
transactions,	
  i.e.,	
  the	
  consumer	
  has	
  to	
  purchase	
  the	
  desired	
  medicines	
  from	
  the	
  market	
  within	
  
the	
  constraints	
  of	
  his	
  budget.	
  	
  However,	
  if	
  the	
  budget	
  constraint	
  is	
  narrow,	
  then	
  the	
  consumer	
  
has	
   to	
   rationalize	
   the	
   allocation	
   of	
   his	
   budget	
   according	
   to	
   the	
   most	
   affordable	
   basic	
  
commodities.	
   	
   This	
   situation	
   is	
   evident	
   in	
   the	
   statistical	
   presentation	
   above.	
   	
   Among	
   the	
   six	
  
barangays,	
  the	
  respondents’	
  budget	
  for	
  medicine	
  has	
  always	
  been	
  found	
  near	
  or	
  at	
  the	
  bottom,	
  
despite	
  the	
  fact	
  that	
  a	
  good	
  number	
  of	
  them	
  allot	
  a	
  budget	
  for	
  medicines.	
  
	
  
With	
  regard	
  to	
  access	
  to	
  medicine,	
  most	
  of	
  the	
  respondents	
  among	
  the	
  six	
  barangays	
  were	
  able	
  
to	
  purchase	
  the	
  medicines	
  prescribed	
  to	
  them	
  or	
  which	
  they	
  deemed	
  fit	
  for	
  their	
   illness.	
   	
  The	
  
graph	
  below	
  summarizes	
  the	
  number	
  of	
  respondents	
  who	
  purchased	
  medicines	
  and	
  those	
  who	
  
do	
  not	
  purchase.	
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Table	
  2	
  Able	
  to	
  buy	
  medicines	
  

	
  
	
  
Generally,	
   most	
   of	
   the	
   respondents	
   would	
   tend	
   to	
   find	
   the	
   means	
   to	
   gain	
   access	
   to	
   the	
  
medicines	
  they	
  need	
  despite	
  scarce	
  financial	
  resources	
  as	
  presented	
  in	
  the	
  graph.	
  Respondents	
  
also	
   apparently	
   prefer	
   generics	
   rather	
   than	
   branded	
  medicines.	
   	
   There	
   are	
   408	
   respondents	
  
availing	
  of	
  generic	
  medicines	
  and	
  139	
  respondents	
  with	
  access	
  to	
  branded	
  medicines	
  in	
  the	
  six	
  
barangays.	
   	
   Respondents	
   would	
   avail	
   of	
   generic	
   medicines	
   because	
   they	
   are	
   cheaper	
   than	
  
branded	
   ones,	
  while	
   several	
   respondents	
  would	
   prefer	
   branded	
  medicines	
   because	
   they	
   are	
  
more	
  effective	
  than	
  generics,	
  and	
  they	
  are	
  also	
  prescribed	
  by	
  their	
  physicians.	
  	
  However,	
  when	
  
the	
   frequency	
   of	
   the	
   access	
   of	
   respondents	
   to	
   the	
   amount	
   of	
   medicines	
   is	
   considered,	
   the	
  
statistics	
  would	
   suggest	
   that	
   the	
   respondents	
   are	
  not	
   able	
   to	
   avail	
   of	
   the	
  needed	
  amount	
  of	
  
medicines	
   to	
   cure	
   or	
   to	
   contain	
   their	
   illness	
   despite	
   even	
   if	
   most	
   of	
   them	
   buy	
   generic	
  
medicines.	
   	
   The	
   graph	
   below	
   will	
   illustrate	
   the	
   impact	
   of	
   income	
   scarcity	
   on	
   access	
   of	
   the	
  
respondents	
  to	
  the	
  amount	
  of	
  medicines	
  needed.	
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As	
   explained	
   in	
   the	
   methodology,	
   “seldom”	
   represents	
   scant	
   and	
   insufficient	
   amount	
   of	
  
medicines	
  while	
  “always”	
  represents	
  consistent	
  and	
  enough	
  amount	
  of	
  medicines	
  needed	
  for	
  
their	
   illness	
   or	
   as	
   prescribed	
   by	
   their	
   physician.	
   	
   Among	
   the	
   four	
   categories,	
   only	
   “always”	
  
represents	
   the	
   full	
   and	
   complete	
   amount	
   of	
  medicines	
   being	
   purchased	
   or	
   availed	
   of	
   by	
   the	
  
respondents.	
  Across	
  barangays,	
  the	
  graph	
  shows	
  that	
  only	
  a	
  few	
  of	
  the	
  respondents	
  are	
  able	
  to	
  
access	
   the	
   complete	
   amount	
   of	
   medicines	
   necessary	
   for	
   the	
   maintenance	
   or	
   cure	
   of	
   their	
  
illness,	
  whereas	
  most	
  have	
   less	
   access	
   to	
   the	
   complete	
   amount	
  of	
   needed	
  medicines	
   even	
   if	
  	
  
they	
  are	
  availing	
  of	
  generics	
  which	
  are	
  a	
  lot	
  cheaper	
  and	
  within	
  their	
  budget.	
  	
  This	
  distribution	
  
is	
  similar	
  also	
  to	
  the	
  respondents	
  with	
  access	
  to	
  branded	
  medicines.	
   	
  The	
  graph	
  presents	
  that	
  
only	
   a	
   few	
   of	
   the	
   respondents	
   can	
   avail	
   sufficiently	
   of	
   the	
   complete	
   amount	
   of	
   medicines	
  
necessary	
  for	
  their	
  illness.	
  	
  	
  
	
  
	
  

	
  
	
  
This	
  distribution	
  of	
  respondents	
  can	
  be	
  better	
  illustrated	
  and	
  figured	
  out	
  in	
  table	
  below.	
  
	
  

Frequency	
  of	
  Access	
  to	
  Medicines	
  Type	
  of	
  
Medicine	
   Seldom	
   Often	
   Very	
  Often	
   Always	
  

Total	
  

Generics	
   297	
   101	
   3	
   7	
   408	
  

Branded	
   81	
   47	
   3	
   8	
   139	
  
Table	
  4	
  Compliance	
  per	
  barangay	
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   branded	
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   therefore,	
  
illustrates	
  that	
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  the	
  respondents	
  of	
  the	
  six	
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  with	
  a	
  total	
  sample	
  
population	
   of	
   600,	
   only	
   15	
   respondents	
   have	
   access	
   to	
   the	
   complete	
   amount	
   of	
   medicines	
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needed	
   for	
   their	
   illness	
   as	
   required	
   or	
   prescribed	
   by	
   their	
   physicians	
   for	
   both	
   generic	
   and	
  
branded	
  medicines.	
  	
  The	
  rest	
  of	
  the	
  respondents	
  have	
  incomplete	
  access	
  to	
  the	
  needed	
  amount	
  
of	
  medicines	
  for	
  their	
  illness.	
  The	
  statistics	
  may	
  not	
  be	
  conclusive	
  of	
  the	
  entire	
  population,	
  nor	
  
of	
  Metro	
  Manila	
  due	
   to	
   the	
   sampling	
  design.	
   	
  However,	
   it	
   is	
   reflective	
  of	
   the	
   capacity	
  of	
   the	
  
poor	
  population	
   in	
   its	
   transactions	
   in	
   the	
  market	
   to	
  avail	
  of	
  healthcare	
  services.	
   	
  The	
  statistic	
  
reflects	
   that	
   for	
   the	
  poor	
  who	
  earn	
  between	
  PhP1.00	
   and	
  PhP7,500.00,	
   access	
   to	
   healthcare	
  
using	
  the	
  market	
  scheme	
  really	
  means	
  incomplete	
  access.	
  	
  They	
  may	
  use	
  all	
  their	
  means	
  to	
  avail	
  
of	
  healthcare	
  services,	
  but	
  access	
  may	
  still	
  be	
  incomplete	
  due	
  to	
  income	
  insufficiency.	
  	
  
	
  
Inasmuch	
   as	
   the	
   statistic	
   cannot	
   be	
   generalized	
   to	
   the	
   population,	
   it	
   is	
   still	
   reflective	
   of	
   the	
  
behavior	
  of	
  the	
  poor	
  towards	
  their	
  medicine	
  and	
  health	
  needs.	
  	
  It	
  reflects	
  their	
  capacity	
  to	
  pay,	
  
and	
  how	
  far	
  they	
  can	
  afford	
  their	
  need	
  for	
  medicines	
  given	
  the	
  market	
  prices.	
  	
  At	
  the	
  national	
  
level,	
   comparing	
   the	
   income	
   and	
   expenditure	
   of	
   Filipinos	
   in	
   the	
   survey	
   of	
   NSCB	
  may	
   give	
   a	
  
better	
  understanding	
  of	
  the	
  capacity	
  to	
  pay	
  of	
  Filipino	
  consumers	
  in	
  general.	
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NSCB	
  statistics	
  can	
  hardly	
  avail	
  of	
  the	
  complete	
  amount	
  of	
  medicines	
  they	
  need.	
  They	
  do	
  their	
  
best	
  to	
  find	
  access	
  to	
  medicines	
  necessary	
  for	
  their	
  health,	
  but	
  they	
  cannot	
  sustain	
  the	
  amount	
  
needed	
  to	
  cure	
  or	
  to	
  contain	
  their	
  illness.	
  	
  The	
  statistics,	
  therefore,	
  reflect	
  that	
  the	
  population	
  
within	
   these	
  deciles	
  may	
   also	
  have	
  difficulty	
   in	
   accessing	
   the	
   complete	
   amount	
   of	
  medicines	
  
they	
  need	
  for	
  their	
  illness.	
  	
  
	
  
These	
   results	
  have	
   substantial	
  bearing	
  on	
   the	
  medicine	
  policy	
  of	
   the	
  government	
  particularly	
  
the	
  MDRP.	
  The	
  main	
  objective	
  of	
  MDRP	
  and	
  other	
  government	
  programs	
  is	
  to	
  make	
  the	
  most	
  
needed	
  medicines,	
  in	
  relation	
  to	
  the	
  morbidity	
  and	
  mortality	
  statistics	
  of	
  the	
  country,	
  	
  available	
  
and	
   accessible	
   	
   to	
   the	
   poor	
   population.	
   However,	
   even	
   after	
   the	
  maximum	
   retail	
   price	
   was	
  
passed,	
  reducing	
  the	
  price	
  of	
  selected	
  medicines	
  by	
  half,	
  the	
  poor	
  from	
  the	
  lowest	
  deciles	
  may	
  
still	
  not	
  benefit	
  from	
  the	
  government	
  initiative	
  because	
  even	
  the	
  lowered	
  price	
  of	
  medicines	
  is	
  
beyond	
   their	
   capacity.	
   In	
   the	
   statistics,	
   it	
   is	
  presented	
   that	
   the	
   respondents	
   from	
  Brgys.	
   164,	
  
165,	
  Marulas	
  and	
  Maypajo	
  usually	
  avail	
  of	
  the	
  medicines	
  covered	
  by	
  the	
  MDRP.	
  	
  However,	
  the	
  
frequency	
  of	
  their	
  access	
  shows	
  that	
  they	
  can	
  only	
  avail	
  of	
  a	
  very	
  limited	
  amount,	
  i.e.,	
  seldom,	
  
and	
  can	
  barely	
  afford	
  to	
  always	
  avail	
  of	
  medicines	
  due	
  to	
  financial	
  constraints.	
  Moreover,	
  it	
   is	
  
also	
  presented	
  that	
  most	
  of	
  the	
  respondents	
  would	
  avail	
  of	
  generic	
  medicines	
  because	
  they	
  are	
  
affordable	
  and	
  within	
  their	
  budget,	
  and	
  only	
  a	
  few	
  avail	
  of	
  the	
  branded	
  ones.	
  	
  However,	
  even	
  if	
  
generic	
   medicines	
   are	
   widely	
   accessed,	
   most	
   of	
   the	
   respondents	
   still	
   could	
   not	
   buy	
   their	
  
required	
  amount.	
  	
  On	
  the	
  other	
  hand,	
  those	
  who	
  access	
  branded	
  medicines	
  could	
  barely	
  meet,	
  
as	
   well,	
   the	
   complete	
   amount.	
   	
   In	
   this	
   regard,	
   no	
   matter	
   how	
   low	
   the	
   price	
   ceiling	
   being	
  
provided	
   by	
   the	
   government,	
   the	
   poor	
   within	
   the	
   1st	
   to	
   3rd	
   deciles	
   may	
   still	
   have	
   difficulty	
  	
  
accessing	
  the	
  complete	
  amount	
  of	
  medicines	
  they	
  need	
  for	
  their	
  illness.	
  	
  	
  
	
  
Basing	
  on	
  the	
  picture	
  of	
  the	
  situation,	
  it	
  can	
  be	
  hypothesized	
  that	
  in	
  the	
  Philippines,	
  complete	
  
accessibility	
  of	
  medicines	
  in	
  the	
  market	
  may	
  only	
  be	
  possible	
  for	
  the	
  middle	
  class.	
  	
  The	
  first	
  up	
  
to	
  the	
  third	
  deciles	
  would	
   likely	
  have	
   less	
  access	
  to	
  medicines	
  because	
  their	
   income	
  does	
  not	
  
match	
   their	
   expenditures.	
   It	
   can	
   be	
   assumed,	
   basing	
   on	
   the	
   statistics,	
   that	
   the	
   poor	
   are	
   not	
  
really	
   the	
  ones	
  enjoying	
   the	
  mediated	
  access	
   to	
  medicines	
  program	
  of	
   the	
  government.	
   It	
   is,	
  
rather,	
  the	
  middle	
  class,	
  who	
  in	
  terms	
  of	
  income,	
  can	
  already	
  afford	
  to	
  purchase	
  the	
  medicines	
  
they	
  need.	
  	
  	
  

CONCLUSION	
  
Earlier	
   legislative	
   enactments	
   have	
   focused	
   on	
   guaranteeing	
   safe	
   and	
   quality	
   medicines.	
  
Recently,	
  with	
  the	
  advancement	
  of	
  the	
  MDGs,	
  the	
  government	
  initiated	
  programs	
  and	
  laws	
  that	
  
sought	
  to	
  reduce	
  the	
  price	
  of	
  medicines	
  available	
  to	
  the	
  public	
  at	
  the	
  most	
  affordable	
  cost.	
  	
  	
  
	
  
The	
   recently	
   adopted	
   MDRP	
   introduced	
   a	
   ceiling	
   price	
   for	
   selected	
   medicines	
   that	
   are	
  
considered	
   essential.	
   	
   The	
  Department	
   of	
   Health	
   and	
   the	
  Department	
   of	
   Trade	
   and	
   Industry	
  
initiated	
   medicine	
   importation	
   and	
   sold	
   these	
   imported	
   medicines	
   at	
   government	
   hospitals,	
  
Botika	
  ng	
  Barangay	
  and	
  Botika	
  ng	
  Bayan,	
  which	
  offer	
  cheaper	
  prices	
  than	
  the	
  privately	
  owned	
  
pharmacies.	
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However,	
   basing	
   on	
   the	
   results	
   generated	
   in	
   this	
   study,	
   the	
   poor	
   population	
   may	
   still	
   not	
  
benefit	
  due	
  to	
  their	
  seriously	
  inadequate	
  financial	
  resources.	
   	
  The	
  statistics	
  have	
  been	
  bold	
  in	
  
illustrating	
  the	
  correlation	
  of	
  income	
  insufficiency	
  and	
  less	
  access	
  to	
  medicines.	
  In	
  fact,	
  only	
  15	
  
out	
  of	
  the	
  600	
  respondents	
  were	
  able	
  to	
  meet	
  the	
  complete	
  amount	
  of	
  medicines	
  they	
  need,	
  
while	
  the	
  rest	
  have	
   insufficient	
  access.	
   	
  The	
  numbers	
   in	
  this	
  study	
  suggest	
   that	
   the	
   lower	
  the	
  
income,	
  the	
  lesser	
  is	
  their	
  	
  access	
  to	
  physicians	
  and	
  medicines.	
  	
  
	
  
In	
  analyzing	
  the	
  current	
  mediated	
  access	
  to	
  medicines	
  programs	
  of	
  the	
  government	
  particularly	
  
the	
  MDRP,	
  the	
  association	
  between	
  income	
  scarcity	
  and	
  insufficient	
  access	
  of	
  the	
  poor	
  to	
  these	
  
medicines	
  is	
  very	
  evident.	
  	
  The	
  government	
  has	
  been	
  banking	
  on	
  the	
  reduction	
  of	
  price	
  and	
  the	
  
promotion	
   of	
   generic	
   medicines	
   which	
   are	
   relatively	
   cheaper	
   and	
   affordable	
   than	
   branded	
  
ones.	
  	
  	
  And	
  yet,	
  regardless	
  of	
  price	
  reduction,	
  the	
  poor	
  can	
  still	
  hardly	
  avail	
  of	
  this	
  commodity	
  
as	
  affordability	
   is	
  relative	
  to	
  the	
  capacity	
  of	
  the	
  buyer	
  to	
  pay.	
   	
  The	
  statistics	
  have	
  shown	
  that	
  
only	
  a	
  few	
  can	
  completely	
  avail	
  of	
  the	
  medicines	
  they	
  need	
  to	
  contain	
  their	
  illness	
  or	
  to	
  sustain	
  
their	
  health	
  conditions.	
   	
  Most	
  of	
   the	
  poor	
  can	
  hardly	
  avail	
  of	
   the	
  medicines	
   they	
  need	
   in	
   the	
  
market	
  no	
  matter	
  how	
  cheap	
  the	
  generic	
  medicines	
  may	
  be	
  because	
  of	
  insufficiency	
  of	
  income.	
  	
  
As	
  the	
  empirical	
  data	
  has	
  shown	
  quite	
  clearly	
  the	
  weak	
  capacity	
  of	
  the	
  poor	
  in	
  transacting	
  in	
  the	
  
market,	
  the	
  mediated	
  access	
  to	
  medicines	
  programs	
  such	
  as	
  the	
  MDRP	
  and	
  Botika	
  ng	
  Barangay	
  
may	
  not	
  benefit	
   the	
  poor	
  after	
  all.	
   	
  The	
  middle	
  class	
  who	
  have	
  more	
  financial	
   resources	
  than	
  
the	
  poor	
  may	
  be	
  the	
  ones	
  primarily	
  enjoying	
  the	
  programs.	
  	
  
	
  
A	
  critical	
  factor	
  in	
  the	
  program	
  scheme	
  is	
  the	
  use	
  of	
  market	
  transactions.	
  	
  It	
  is	
  assumed	
  that	
  by	
  
reducing	
  the	
  prices	
  of	
  medicines,	
  or	
  by	
  offering	
  cheaper	
  medicines,	
  then	
  the	
  poor	
  are	
  already	
  
provided	
  with	
  access.	
   	
  However,	
  since	
  their	
   income	
  remains	
   insufficient	
  to	
  support	
  their	
  daily	
  
sustenance,	
   it	
   is	
   very	
   unlikely	
   they	
   will	
   now	
   be	
   able	
   to	
   buy	
   medicines,	
   even	
   if	
   these	
   are	
  
necessary	
  for	
  good	
  health	
  .	
  	
  	
  
	
  
How	
  low	
  a	
  ceiling	
  price	
  should	
  be	
  imposed	
  to	
  make	
  the	
  medicines	
  affordable	
  to	
  the	
  poor,	
  when	
  
they	
  can	
  hardly	
  even	
  afford	
  to	
  buy	
  food	
  for	
  their	
  daily	
  existence?	
  	
  	
  
	
  
In	
  this	
  regard,	
  government	
  resources	
  channeled	
  to	
  these	
  programs	
  meant	
  to	
  benefit	
  the	
  poor	
  
population	
  may	
  have	
  been	
  wasted	
  as	
  the	
  target	
  group	
  may	
  have	
  not	
  been	
  properly	
  served.	
  	
  	
  
	
  
The	
  government	
  and	
   the	
  private	
  sector	
  may	
  not	
  have	
  gained	
  at	
  all	
   from	
  the	
  current	
  scheme.	
  	
  
Nobody	
  is	
  a	
  winner	
  in	
  the	
  current	
  program,	
  but	
  all	
  may	
  have	
  been	
  losers	
  as	
  the	
  poor	
  could	
  not	
  
afford	
   the	
   medicines,	
   the	
   government	
   may	
   have	
   wasted	
   resources,	
   and	
   the	
   private	
   sector	
  
(pharmaceutical	
  companies)	
  may	
  have	
  not	
  earned	
  from	
  an	
  expanded	
  market	
  including	
  the	
  poor	
  
even	
  after	
  the	
  price	
  reduction.	
  	
  	
  
	
  
What	
  can	
  be	
  done?	
  	
  
Clearly,	
  there	
  is	
  a	
  need	
  to	
  find	
  a	
  new	
  approach	
  in	
  dealing	
  with	
  the	
  health	
  care	
  demands	
  of	
  the	
  
poor.	
  	
  Mandated	
  price	
  ceiling	
  will	
  be	
  ineffective	
  in	
  broadening	
  access	
  to	
  health	
  care	
  by	
  the	
  poor	
  
unless	
  such	
  ceiling	
  is	
  substantially	
  low	
  enough	
  to	
  reach	
  the	
  poor.	
  The	
  recent	
  50%	
  reduction	
  was	
  
a	
  substantial	
  reduction	
  but	
  still	
  failed	
  to	
  reach	
  the	
  poor.	
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A	
   new	
   approach	
   should	
   consider	
   the	
   provision	
   of	
   access	
   to	
   physicians	
   and	
   medicines.	
   An	
  
approach	
  that	
  considers	
  subsidizing	
  the	
  healthcare	
  needs	
  of	
  the	
  poor	
  may	
  sound	
  more	
  practical	
  
and	
   may	
   seem	
   to	
   address	
   the	
   real	
   problems	
   of	
   the	
   poor	
   in	
   accessing	
   	
   healthcare	
   than	
   the	
  
market	
   driven	
   scheme.	
   	
   There	
   are	
   already	
   current	
   practices	
   and	
   structures	
   that	
   may	
   be	
  
rationalized	
   and	
   expanded	
   to	
   cover	
   the	
   poor’s	
   needs.	
   	
   For	
   example,	
   PHILHEALTH	
   Insurance	
  
could	
   be	
   an	
   instrument	
   by	
   expanding	
   its	
   coverage	
   to	
   include	
   medicines	
   for	
   the	
   poor.	
  	
  
Otherwise,	
   if	
   the	
  market	
   is	
   still	
  applied	
  as	
  a	
  yardstick	
   in	
  providing	
   for	
   their	
  healthcare	
  needs,	
  
even	
   if	
   the	
   barest	
   minimum	
   price	
   is	
   offered,	
   the	
   program	
   may	
   still	
   marginalize	
   the	
   less	
  
privileged	
  for	
  the	
  same	
  reason	
  that	
  their	
  income	
  would	
  never	
  be	
  sufficient	
  as	
  it	
   is	
  only	
  meant	
  
for	
  the	
  most	
  basic	
  commodities	
  and	
  daily	
  sustenance.	
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