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Key messages

What is already known about this subject?
►► The prevalence of hospitalisation for congestive 
heart failure in the Philippines was recently 
reported. It underscores the role of the 
previous study in the determination of the 
economic impact of hospitalisation for heart 
failure. Currently, Philippine Health Insurance 
Corporation’s (PhilHealth) present case rate 
payment for hospitalisation for congestive 
heart failure is pegged at PHP15 700 (US$354, 
using the average US$ to PHP conversion rate 
in 2014).

What does this study add?
►► This is the first study in the Philippines that 
estimated the hospitalisation cost using both 
societal and payer’s perspective. It showed 
the disparity between PhilHealth’s case rate 
payment and the actual hospitalisation cost 
based on the study. Since the study estimate 
was limited to the conservative cost of 
hospitalisation for congestive heart failure 
(CHF) class III, the disparity would be even 
greater for patients with severe CHF (class IV). 
Such hospitalisation cost may be catastrophic 
for the patient and his family.

How might this impact on clinical practice?
►► The study results can be used to influence policy 
makers, that is, to revise the current PhilHealth 
case rate payment for hospitalisation for CHF. 
This in turn will decrease the economic burden 
on the part of the patient and his family. 
This may also lead to increase compliance to 
evidence-based guidelines.

Abstract
Objectives  Hospitalisation for congestive heart failure 
(CHF) was reported to be 1648 cases for every 100 000 
patient claims in 2014 in the Philippines; however, 
there are no data regarding its economic impact. This 
study determined CHF hospitalisation cost and its total 
economic burden. It compared the healthcare-related 
hospitalisation cost from the societal perspective with 
the payer’s perspective, the Philippine Health Insurance 
Corporation (PhilHealth).
Methods  This is a cost analysis study. Data were 
obtained from representative government/private 
hospitals and a drugstore in all regions of the country. 
Healthcare costs included cost of diagnostics/treatment, 
professional fees and other CHF-related hospital charges, 
while non-healthcare costs included production losses, 
transportation and food expenses.
Results  The overall mean healthcare-related cost for 
CHF hospitalisation (class III) in government hospitals 
in the Philippines in 2014 was PHP19 340–PHP28 220 
(US$436–US$636). In private hospitals, it was PHP28 
370–PHP41 800 (US$639–US$941). In comparison, 
PhilHealth’s coverage/CHF case rate payment is PHP15 
700 (US$354). The mean non-healthcare cost was 
PHP10 700–PHP14 600 (US$241–US$329). Using 
PhilHealth’s case rate payment and the prevalence of 
CHF hospitalisation in 2014, the total economic burden 
was PHP691 522 200 (US$15 574 824). Using the study 
results on healthcare-related cost meant that the total 
economic burden for CHF hospitalisation would instead 
be PHP851 850 000–PHP1 841 563 000 (US$19 185 
811–US$41 476 644).
Conclusions  The calculated healthcare-related 
hospitalisation cost for CHF in the Philippines in 2014 
demonstrates the disparity between the actual cost 
and PhilHealth’s coverage. This implies a need for 
policymakers to review its coverage to make healthcare 
delivery affordable.

Introduction
Congestive heart failure (CHF) is a significant 
health problem. Previous studies both in Western 
and Southeast Asian countries report a prevalence 
of 0.5%–12%.1–4 Diagnostic procedures, long-term 
maintenance medications, outpatient visits and 
hospitalisation impact significantly on the economic 
status of those with heart failure. Economic produc-
tivity is likewise affected negatively as a result of 
the patient’s reduced functional capacity. In a devel-
oping country like the Philippines, where healthcare 
delivery is usually obtained through out-of-pocket 
expenses (54.2% of health expenditures in 2016),5 6 

its economic burden especially its hospitalisation 
cost cannot be overemphasised.

The Philippine Health Insurance Corpora-
tion (PhilHealth) is the government corporation 
mandated to oversee the National Health Insurance 
Program of the country. Except for few outpatient 
packages, PhilHealth’s member benefits come in the 
form of hospitalisation coverage through its case 
rate payment schemes for specific disease condi-
tions.7–9 This scheme makes it possible for the case 
rate be deducted from the patient’s hospital bill 
on discharge. Except for patients covered by the 
‘No Balance Billing’ Policy,10 the balance is paid by 
the patient and/or by other means. After a certain 
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Figure 1  Flowchart illustrating settlement of a patient’s hospital bill including PhilHealth coverage. PhilHealth, Philippine Health Insurance 
Corporation. NBB, No Balance Billing.

processing time, the hospital receives the full case rate payment 
from PhilHealth.11 This is illustrated in figure 1.

At present, there are no data on CHF hospitalisation cost and 
how Philhealth’s case rate payment approximates the ‘actual’ 
hospitalisation cost. It would be important to consider how 
knowledge of these data can impact on the present healthcare 
policy, given both the patient’s and country’s limited resources. 
In view of these, this study had these objectives: the general objec-
tive was to determine the economic burden of hospitalisation for 
CHF in the Philippines in 2014 using the societal perspective. 
The specific objectives were: (1) to determine the healthcare and 
non-healthcare costs and the total economic burden for CHF 
hospitalisation in the Philippines and its regions in 2014 and 
(2) to compare the healthcare-related cost of CHF hospitalisa-
tion from the societal perspective to that of the payer’s perspec-
tive (PhilHealth). The societal perspective costing include both 
healthcare and non-healthcare-related costs; however, the latter 
is excluded in the payer’s perspective. In view of this, the case 
rate payment was compared with the healthcare-related cost 
portion of the societal perspective’s hospitalisation cost.

Methodology
A scenario mimicking a usual patient in the Philippines with CHF 
class III from the time he enters the emergency room (ER) up to 
discharge from the hospital was created. This served as the basis 
for the cost analysis of the CHF hospitalisation in the country. 
This scenario was discussed and agreed on by the authors who 
are either cardiology consultants (five authors) or in cardiology 
training during the time of the study (three authors). Data on 
hospital charges were obtained through convenient sampling of 
government and private hospitals in all the 17 regions of the 
country (one government/private hospital for each region, total 
of 34 hospitals). All hospital charges related to CHF hospitali-
sation, starting from patient’s entry to the ER up to discharge 
were collected. The range in the charges from lowest to highest, 
for example, confinement in the ward versus private room were 
also collected.

However, clinical data like the duration of hospitalisation and 
patients’ mean age were obtained from the study that looked 
into the prevalence of CHF hospitalisation in 2014.12

Following PhilHealth’s classification, hospitals in the Philip-
pines are categorised as primary, secondary or tertiary (level 1 
or 2). Primary hospitals are incapable of providing the necessary 
diagnostic and treatment interventions required for patients with 
CHF. This necessitated data collection from secondary/tertiary 
hospitals. In cases of unavailability or free item/s in a particular 
hospital, the lowest possible costs were obtained from a govern-
ment hospital or the drugstore chain of the nearby region.

It was expected that patients with CHF may have comorbidi-
ties like diabetes or some of them may have concomitant condi-
tions like pneumonia; however, calculation of the hospitalisation 
costs for these other conditions/comorbidities were excluded to 
avoid confusion or too much variability in the computation.

Similar to previous local studies, the classification of the types 
of costs by Drummond et al13–15 was used in the determination 
of cost. This classification veered away from the terms direct 
and indirect costs to avoid confusion. The details are as follows:

Cost of healthcare resources consumed
This refers to fixed or overhead costs (eg, electricity) and variable 
costs (eg, supplies) for a health programme. Since the hospital 
charges already cover the cost of these resources, no items were 
included under this category to prevent double counting.

Patient and family resources
This refers to the out-of-pocket expenses shouldered by the 
patient and his family. This included cost of treatment, diag-
nostic procedures, ER charges, accommodation, professional 
fees (PFs), supplies and other charges related to the delivery 
of care. Except for the cost of medicines, the costs of all of 
these were obtained from the hospital charges. All of these 
charges (including those for medicines) are contained in 
the patient’s hospital bill. These are summarised in table  1. 
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Table 1  Components of healthcare-related hospitalisation cost for congestive heart failure (CHF)

Cost centre Number (#) Unit cost (range)

Emergency room (ER) charges: consisted of charges 
for use of oxygen/O2, cardiac monitor, electrodes, 
pulse oximeter in the ER; intravenous insertion and 
ER fees.

Number depends on the specific item, for example, cost for use 
of 2 L per nasal cannula per hour for O2 consumption.

Depends on the item and specific hospital (cheaper in 
government hospitals).

ER supplies: charges for use of alcohol, cotton balls, 
needles, syringes, gloves, tape, intravenous cannula, 
O2 nasal prong, tape/micropore, heplock, soluset, 
admission kit and other related items.

Depends on the item, for example, 1 roll of tape/micropore (3 
m, with 12 mm x 5 mm dimensions), 1 bottle of 250 cc 70% 
isopropyl alcohol, 50 cotton balls and so on).

Depends on the item.

Diagnostic tests*: charges for ECG, chest X-ray, 2D 
echo with Doppler, blood chemistries, electrolytes 
and so on.

Mostly done once, for example, 2D echo with Doppler. Depends on the specific diagnostic test.

Treatment:* includes both intravenous and oral 
medications.

Depends on type of treatment/dose (eg, dose and mode of 
administration of diuretic on admission/day 1 is different on day 
2 or day 3).†

Depends on the medication.

Other charges in the room: consisted of charges for 
use of O2 in the room, bedside commode, sanitiser 
(applicable in some hospitals; some hospitals).

For O2 use: charge for 2 L/nasal cannula for 20 hours in the 
room on day 1 and 24 hours on day 2.

Most of the hospitals charged O2 use per hour per # of 
litres/nasal cannula; charges dependent also on specific 
hospital, for example, PHP20/hour (US$0.45/hour) in 
one hospital or PHP200/hour (US$4.50/hour) in another 
hospital.

Accommodations (ward or private room). Depends on mean duration of hospitalisation for a particular 
region; range of mean duration of hospital days=5–8 days.

PHP100/day (US$2.25/day) for Ward accommodations in 
one government hospital;
PHP 2500/day (US$56.30) for private room in one private 
hospital

Professional fees (attending physician).
Philippine Health Insurance Corporation (PhilHealth) case rate 
or based on room charge/day multiplied by mean duration of 
hospitalisation.

PhilHealth case rate=PHP4710 (US$106),
or room rate (eg, PHP2500/day for confinement in private 
room) multiplied by the mean duration of hospitalisation.

*Diagnostic and treatment interventions as mentioned in table 2.
†Assumptions on the dose of the drugs were as agreed on by the authors.

Table 2  Class I recommendations for diagnostics and treatment 
recommendations for CHF*

Diagnostics Treatment

Initial laboratory examinations† Hypertension treatment/control.

12-lead ECG Statin treatment for dyslipidaemia.

BNP or Nt-proBNP ACE-I or ARB for patients post-MI or ACS 
with low EF.

Cardiac troponin T or I BB use for patients post-MI or ACS with 
low EF.

Chest radiograph Diuretic use for patients with 
HFrEF if with fluid retention, unless 
contraindicated.

2D echocardiogram with Doppler studies Treatment for obesity and diabetes 
mellitus.‡

Repeat measurement of EF in patients 
with previous measurement

*Recommendations from the 2013 ACC/AHA CHF Guidelines.
†Complete blood count, urinalysis, blood urea nitrogen, creatinine, glucose, fasting lipid 
profile, serum electrolytes (including Ca++, and Mg++), liver function test, and thyroid-
stimulating hormone.
‡Cost for treatment of obesity and diabetes mellitus will not be covered in this study.
ACC/AHA, American College of Cardiology/American Heart Association; ACS, acute 
coronary syndrome;ACE-I, ACE inhibitor; ARB, angiotensin- receptor blocker; BB, beta 
blocker; BNP, brain natriuretic peptidex; CHF, congestive heart failure; EF, ejection fraction; 
HFrEF, heart failure with reduced ejection fraction; MI, myocardial infarction; Nt-proBNP, 
N-terminal pro-B-type-natriuretic peptidex.

In terms of the variability in the cost of medicines among 
the hospitals included in the study, the costs of medicines were 
determined through their prices (both of the innovator drugs 
and generic equivalents) in a drugstore chain with branches in all 
the regions of the country. Drug prices from this drugstore give 
a better estimate of the out-of-pocket expenses than the interna-
tional prices that previous literature recommended.15 The above 
determination eliminated variability in the cost brought about 
by the different mark-ups in the prices of medicines representing 

the profit margins of the hospitals. In this way, the variance in 
the cost of medicine is due to the use of either innovator drug or 
different brand but of the same generics.

The variance in the PFs is due to the following. The lowest 
in the range, that is, the PhilHealth case rate (30% of CHF case 
rate payment), is applicable for patients admitted in the wards 
of government hospitals. This is in compliance with the govern-
ment’s ‘No Balance Billing’ policy.16 However, for those who 
opted to be admitted in private rooms, PF higher than the Phil-
Health case rate is allowed, whether the patients get admitted in 
a government or private hospital. The common practice is that 
the PFs are charged based on the daily costs of the rooms (room 
rate) and the duration of hospital day.

Production losses
Defined as ‘wealth lost to society due to disease’,17 this equates 
to the loss of income due to the patient’s hospitalisation. In the 
Philippines, at least one companion/relative stays with the patient 
during the hospitalisation period, resulting to the said compan-
ion’s income loss. The mean age of the patients with CHF in the 
study was 52.6±15 years, with 48% of the study population in 
the 40–59 years age group,12 hence the following assumptions 
were used: (A) only the caretaker is economically productive; 
(B) both the caretaker and patient are economically produc-
tive; however, since the patient has CHF, even if he improved 
on discharge, he might not be 100% economically productive, 
hence the assumption of 50% economic productivity.

Production losses may be calculated through several tech-
niques. This study used the method by which the Organization 
for Economic Cooperation and Development determines labour 
productivity, that is, by dividing a country’s gross domestic 
product (GDP) by the total number of employed persons for 
a particular year.8 9 For the region’s specific production losses, 
its GDP and number of gainfully employed persons for 2014 
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were used for the specific production losses per region. There 
was one region whereby the number of gainfully employed 
persons for 2014 was not reported because of the tremendous 
damage brought by a typhoon during that time. In view of this, 
the number was obtained by averaging the reported number of 
gainfully employed persons the year before and after 2014.

Cost due to the consumption of other resources
This category included the expenses for transportation and 
meals incurred by the patient’s companion during the hospitali-
sation period. This consisted of the average cost (or incremental 
cost) of three meals and two snacks per day and a conservative 
estimate of the cost of commuting daily from the companion’s 
residence to the hospital and vice versa via public transporta-
tion. In contrast with other cost items, the food and transpor-
tation estimates did not have a range of costs. Instead, the total 
reflected the sum of the daily estimate of the food and transpor-
tation expenses for each region.

In the Philippines, the family size is relatively large, and it is 
a customary practice to have home-cooked meals for the entire 
family in order to save on cost. The daily food for a family of 
6±1 is fixed. When one member of the family purchases food at 
the hospital, there is almost no change in the expenses (almost 
nil savings) for family meals cooked at home; however, there will 
be a marked increase in food expense brought about by buying 
meals in the hospital. Furthermore, the cost for meals and snacks 
purchased at the hospital used in the study was relatively conser-
vative (real costs might be higher), thus even if we assume some 
savings in not eating at home, the additional cost will still be 
near the estimated cost used in the study.

The food costs were influenced by the locality or region where 
the patient was confined, that is, the expenses were incurred in 
the National Capital Region (NCR) or in areas outside NCR 
(AONCR). The costs were higher for NCR than in AONCR.

The mean duration of hospitalisation (dependent on the 
region where the hospital is located) was used as the multiplier 
whenever needed for a particular cost centre. For example, the 
cost of accommodations based on the specific room rate was 
multiplied by the mean duration of hospitalisation expressed in 
number of days.

The reference time period was 2014 since the data for the 
prevalence of CHF hospitalisation12 was for 2014. The costs 
were expressed in Philippine peso (PHP) and converted to 
US dollars (US$) using the 2014 average conversion rate of 
PHP44.40 to US$1.00.18 Adjustment to the 2014 real price was 
done through the consumer price indices of 2014 and 2016, the 
year the cost data were collected.

The treatment interventions and diagnostic procedures 
followed the class I recommendations of the 2013 American 
College of Cardiology/American Heart Association for the diag-
nosis and treatment of Congestive Heart Failure19 that are appli-
cable to the local setting. These are listed in table 2.

The sensitivity analyses consisted of a one-way analysis 
through a tornado diagram and scenario analyses for the best 
and worst case scenarios.13 The best case represented the lowest 
possible cost while the worst case the other end of the spectrum.

The economic burden per region was estimated by multiplying 
the cost of hospitalisation by the number of patients hospitalised 
for CHF in every region. The total economic burden of CHF 
hospitalisation for 2014 was obtained by multiplying the overall 
mean cost of hospitalisation by the reported total number of 
CHF hospitalisation in the country.12

The summary of the assumptions is as follows:

1.	 The estimation of cost was for CHF class III patients. 
Generally, CHF class I–II patients are rarely hospitalised, 
while class IV/severe CHF patients might require intubation 
and staying in the intensive care unit (ICU). Some hospitals 
in the study are not equipped with ICU facilities. Limiting 
the cost to class III patients would simplify costing, decrease 
variability and avoid extrapolation of ICU costs to other hos-
pitals. This, however, would lead to conservative estimates as 
the higher end in the cost spectrum was excluded.

2.	 Diagnostic and therapeutic interventions as listed in table 2.
3.	 Types of costs included:

a.	 Healthcare cost: confinement in ward (government hos-
pital), use of generic equivalents if available, PF based 
on PhilHealth case rate payment for CHF, lowest charge 
for diagnostic procedures, use of prices from drugstore 
chain for cost of supplies and other related items (unless 
the cost for other items were cheaper in government hos-
pitals) represented the lowest in the range of the costs. 
Confinement in a private room (private hospital), use of 
innovator drugs, PF based on room rates, use of hospital 
charges for cost of supplies and other items represented 
the highest in the range of the costs.
Innovator drugs are the branded drugs that first came out 
in the market for a specific generic, for example, Lipitor 
for atorvastatin. The pharmaceutical company of the in-
novator drug holds the patent for that specific generic. 
Once a patent has expired, other pharmaceutical compa-
nies can come out with other drugs of the same generic. 
In the Philippines, many drugs of the same generic are 
also branded, hence the term ‘innovator drugs’ is used to 
differentiate these drugs from other branded drugs of the 
same generic.

b.	 Non-healthcare cost: this refers to production losses and 
cost of meals and transportation expenses (details given 
in the specific section).

4.	 Treatment costs of comorbidities/concomitant conditions 
(eg, diabetes mellitus and infections) were excluded. Like-
wise, the use of medical devices, for example, cardiac re-
synchronisation therapy was excluded since its high cost is 
beyond the reach of most Filipinos with heart failure. More-
over, availability of such devices is limited to very few cen-
tres. Thus, inclusion of its cost in heart failure hospitalisation 
in the Philippines is deemed unrealistic.

5.	 Adjustment of the costs/charges collected in 2016 to 2014 
values (since patient confinement was in 2014). .

Results
Determination of brain natriuretic peptidex of N-terminal 
pro-B-type-natriuretic is included in the examinations with a 
class I recommendation; however, the study excluded this cost 
(PHP1000–PHP2800) in the calculation. This is in view of the 
usual practice of many Filipino clinicians of non-adherence to 
this guideline recommendation. This is probably due to the rela-
tively high cost of this laboratory test and the problem in its 
availability. Among the 34 hospitals in this study, it was available 
in only four hospitals (three private and one government).

Table 3 shows the healthcare-related cost of hospitalisation for 
CHF in the country for 2014 expressed in Philippine peso (PHP) 
and US dollars (US$) using the societal perspective. It gives the 
estimated lowest to the highest cost from both a government and 
a private hospital in the 17 regions in the country in 2014.20 The 
lowest hospitalisation cost was seen in a government hospital 
in Central Visayas, while a private hospital in this same region 
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Table 4  Non-healthcare cost and total cost of hospitalisation for congestive heart failure in the Philippines in 2014

Regions* 

Non-healthcare cost in Philippine peso (PHP)
(same for government or private hospital) 

Total cost of hospitalisation (healthcare+non-healthcare costs) 
in PHP†

Government hospital Private hospital Production losses
Other 
resources‡

Total non-
healthcare cost

National Capital Region 26 970–40 450 5250 32 200–45 700 52 500–84 000 68 200–105 300

Cordillera Administrative 7120–10 680 3000 10 100–13 700 30 000–38 300 42 200–61 500

Region I Ilocos Region 3960–5940 2750 6700–8700 31 600–40 200 45 300–54 400

Region II Cagayan Valley 3070–4600 2500 5600–7100 23 600–37 900 31 400–48 900

Region III Central Luzon 6240–9350 3000 9200–12 400 30 700–40 000 34 300–54 100

Region IV-A CALABARZON 8820–13 230 3000 11 800–16 200 28 000–32 400 41 300–58 100

Region IV-B MIMAROPA 3190–4780 2500 5700–7300 26 700–36 200 29 400–38 200

Region V Bicol Region 2830–4250 3250 6100–7500 26 600–36 400 34 900–47 200

Region VI Western Visayas 3930–5890 3250 7200–9100 31 600–42 300 37 000–50 700

Region VII Central Visayas 7180–10 770 3500 10 700–14 300 26 000–51 600 42 600–73 300

Region VIII Eastern Visayas 3370–5060 2750 6100–7800 24 500–37 200 28 800–33 900

Region IX Zamboanga 3970–5950 2750 6700–8700 25 200–38 700 35 200–51 800

Region X Northern Mindanao 6020–9020 3250 9300–12 300 24 700–27 700 36 300–57 500

Region XI Davao Region 6630–9940 3250 9900–13 200 27 100–34 500 37 600–55 600

Region XII Soccsksargen 4340–6510 2750 7100–9300 25 000–29 100 30 000–43 100

Region XIII Caraga 2970–4460 2750 5700–7200 25 800–28 900 34 400–46 700

Autonomous Region in 
Muslim Mindanao

1600–2400 2000 3600–4400 21 500–24 700 27 100–33 400

Overall mean: Philippines 7600–11 500 3100 10 700–14 600§
(US$241–US%329)

35 270–50 690¶
(US$794–US$1142)

*Regions of the Philippines as of 31 December 2014.
†Rounded-off to the nearest hundred.
‡Estimate per region (point estimates).
§Based on gross domestic product of the Philippines in 2014 and overall mean length of hospital stay.
¶Based on overall mean cost of healthcare-related and non-healthcare-related hospitalisation cost.

had the second highest hospitalisation cost. The highest hospi-
talisation cost was seen in a private hospital in the NCR, though 
the difference between the first and second highest was only 
PHP600 (US$13.51).

The overall mean cost for hospitalisation was about PHP25 
000–PHP36 000 (US$563–US$811). This mean was obtained 
from the average cost from the 17 regions from each sector, that 
is, either government or private hospital and then multiplied 
by the distribution of hospitalisation (57.9% and 42.1% were 
confined in private hospital and government hospitals, respec-
tively). If the mean cost was obtained through the classification 
of the hospitals, the mean cost for the government hospitals was 
PHP19 340–PHP28 220 (US$436–US$636), while the range 
was PHP28 370–PHP41 800 (US$639–US$941) for the private 
hospitals.

Using PhilHealth’s perspective, the hospitalisation cost as 
reflected in its case rate payment is PHP15 700 (US$354), 
regardless of the severity of CHF.

Table 4 gives the non-healthcare cost for hospitalisation for 
CHF in the regions of the country. In contrast to healthcare-re-
lated cost, the non-healthcare cost was the same whether the 
patient was confined in a government or private hospital. This 
table also shows the total cost of hospitalisation, that is, sum 
of both healthcare and non-healthcare costs in the 17 regions 
and the overall mean cost. The overall mean hospitalisation cost 
was not simply the sum of the costs from the regions divided by 
the number of hospitals. Instead, it was influenced by the mean 
production losses, reflective of the country’s 2014 GDP and the 
mean duration of CHF hospitalisation of all patients for 2014.

The tornado diagram (figure 2) illustrates the one-way sensi-
tivity analysis. For example, the cost of diagnostics was changed, 
but the other costs were kept constant. This diagram showed 

that the total healthcare-related cost of hospitalisation is most 
sensitive to changes in the cost of diagnostic procedures while it 
is least sensitive to the cost of medications.

The economic burden for healthcare-related expenses for 
CHF hospitalisation in 2014 using the societal perspective was 
PHP851 850 000–1 841 563 000 (US$19 185 811–US$41 476 
644). With the payer’s perspective, this would be PHP691 522 
000 (US$15 574 824).

In 2014, PhilHealth reported coverage of 87% of the popula-
tion.21 Extrapolating this to 100% would mean that the economic 
burden for healthcare-related expenses for CHF hospitalisation 
would be PHP1 014 107 000–PHP2 192 337 000 or PHP823 
240 000 using the societal or payer’s perspective, respectively.

Using the mean total hospitalisation cost seen in table 4, the 
total economic burden of all the patients hospitalised for CHF 
in 2014 would approximately be PHP1 553 502 000–PHP2 232 
692 000 (US$34 988 784–US$50 285 856).

Discussion
The overall mean healthcare-related hospitalisation cost for CHF 
in the Philippines in 2014 using the societal perspective (PHP25 
000–PHP36 000) took into account all cases of hospitalisation 
in the country, whether the patient was confined in a govern-
ment or private hospital. Disparity is seen between this amount 
with PhilHealth’s/payer’s perspective whose case rate payment 
for CHF hospitalisation is PHP15 700. This case rate can also be 
compared with the mean healthcare-related hospitalisation cost 
in government or private hospitals, which ranged from PHP19 
340–PHP28 220 and PHP28 370–PHP41 800, respectively. One 
would argue that comparison should not be done with those in 
private hospitals since this includes the profit margins of these 
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Figure 2  Tornado diagram: effects of the different components in the CHF hospitalisation cost. CHF, congestive heart failure.

facilities. It is expected that the difference between PhilHealth’s 
case rate payment with the mean cost in government hospitals 
would be smaller as compared with the cost in private hospi-
tals. There was even one government hospital whose estimated 
lowest hospitalisation cost was lower by a few hundred pesos 
than PhilHealth’s case rate payment. One must be cautious in 
the interpretation of this data considering that this low cost was 
influenced by the minimal charges on many items (with some 
items provided for free), a feature inherent in government hospi-
tals. For example, ward accommodation charge of PHP100/day 
(US$2.25/day). This amount would not cover the expenses for 
the meals, nursing and other services that the hospital provides. 
This means that a considerable amount for the patient’s hospi-
talisation is shouldered by the hospital. The hospital, in turn, 
has to source funds either from its budget provided by the local 
government or from charitable institutions. Private hospitals, in 
contrast to government hospitals, are expected to charge their 
patients for all the expenses incurred in the provision of the 
services plus a certain amount representing their profit.

For those who were hospitalised in private hospitals or those 
who availed of private rooms in government hospitals, the incre-
ment between the actual hospitalisation cost and PhilHealth’s 
case rate payment are paid through: out-of-pocket expenses, 
private health insurance or through the patient’s employer. In 
cases where the patient has no private medical insurance, and 
his/his family’s resources are already insufficient, he may also 
seek help through charitable institutions. In a local study, it was 
reported that 69% and 25% of hospitalisation cost for pneu-
monia was paid through out-of-pocket expenses and private 
medical insurance, respectively. Only 6% was paid through the 
patient’s employer. However, part of this 6% may be considered 
as out-of-pocket expenses since this can be a hospitalisation loan 
that has to be paid through salary deductions once the patient 
returns to work.15

In terms of the performance measures for CHF, these are 
evidence-based standards of care, focusing on specific diag-
nostic or therapeutic actions.22–24 There are three items in 
these measures that are applicable to this study. These are the 

measurement of left ventricular systolic function and treatment 
with beta blocker and ACE inhibitor or angiotensin receptor 
blocker. Their cost represented 12%–25% of the mean cost of 
healthcare-related hospitalisation cost. It contained the cost of 
the ‘minimum standards’ for the diagnosis and management of 
CHF but did not consider the costs inherent to a patient’s hospi-
talisation like accommodations, PF and other laboratory/thera-
peutic interventions.

The mean non-healthcare-related cost amounted to PHP10 
700–PHP14 600, representing about 30% of the total economic 
burden of hospitalisation for CHF. The calculated non-health-
care costs were conservative estimates and may underestimate 
the actual cost for a particular patient or to society. However, 
it should be noted that different ways of measuring produc-
tivity losses may result in underestimation or overestimation of 
the actual cost to society. This is exemplified by studies, which 
compared the human capital approach to the friction cost method 
in the determination of productivity costs. The human capital 
approach resulted to significantly higher costs (69 times higher 
in one study) as compared with the friction cost method. The 
human capital approach based its computation on gross wages/
earnings, while the latter method rely on the time an organisa-
tion needs to restore productivity to the level it had prior to the 
decrease in production due to disease.13 17 25 26 However, the cost 
for the consumption of other resources was based on a single 
(also conservative, with no best and worse case scenario) daily 
estimate for food and transportation (public transportation) 
expenses per region, which may contribute to the underestima-
tion of the actual non-healthcare cost.

Considering that the daily minimum wage of a Filipino 
labourer in the NCR (highest among all regions) in 2014 
amounted to PHP414–PHP459,27 the effect of CHF hospital-
isation on the average Filipino family could be catastrophic. In 
this study, 1869 (4.2%) patients went ‘home against medical 
advice’ because the family could not afford anymore the esca-
lating hospitalisation cost. It is also for the same reason that 
some patients absconded. Unfortunately, this would mean stop-
ping treatment, and the likelihood of fatal outcome is high. For 
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other patients, their hospitalisation could lead to loss of savings 
allotted for their children’s education, even for those who earn 
more than the minimum wage.

It should be borne in mind that the cost estimation for this 
study was rather conservative. It did not include treatment 
cost for the most severe type, CHF class IV. These patients will 
possibly stay in the ICU, require the use of artificial ventilators/
prolonged hospital stay and other costly measures, resulting to 
increased hospitalisation cost. Moreover, the study excluded the 
cost of expensive cardiac implantable electronic devices for heart 
failure. Thus, it is expected that the study results are much lower 
than in countries where these expensive diagnostic and thera-
peutic interventions are given.

In view of the marked difference between the case rate 
payment and ‘actual’ hospitalisation cost, due consideration 
must be given to increasing the coverage and having at least 
two different case rates to reflect the severity of CHF, either 
class III or class IV/severe. This would be in the same way that 
coverage for pneumonia is differentiated into either moderate 
(PHP15 000) or high risk (PHP32 000).28 Increasing the case 
rate payments would increase access to healthcare and decrease 
the catastrophic effects of CHF among Filipino families and may 
increase treatment adherence. Moreover, increased government 
spending brought about by these payments will help it attain its 
targets for several healthcare financing indicators. To illustrate, 
the Department of Health included the following targets for 
2014: 6.0% for government spending on health as percentage of 
total government spending, 45.0% for out-of-pocket spending 
and 19.0% for PhilHealth spending both as percentage of total 
health expenditures. These were missed since the actual data for 
these indicators were 5.0%, 55.8% and 14.2%, respectively.5 
However, this increase in PhilHealth spending can be sourced 
from the new tax law. This law provides for the increase in 
taxes for cigarettes and sweetened beverages, which in turn will 
support measures to prevent and control non-communicable 
diseases and provide more PhilHealth benefits among other 
programme.29

It is important to know the percentage of CHF class IV 
patients; however, the present PhilHealth reporting does not 
discriminate between class III and IV patients. An ongoing 
CHF registry being conducted by the Philippine Heart Associ-
ation includes the above item in its data collection. Although 
this registry is limited to tertiary hospitals/centres with cardi-
ology training programme, an approximation of the percentage 
of CHF Class IV patients may be extrapolated from this study. 
Having different case rate payments for CHF class III and IV will 
provide the nationwide data of these classes of CHF patients in 
the future.

Lastly, revising the CHF case rate payments would emphasise 
its clinical importance and rectify inequity in terms of coverage 
of some relatively benign conditions in contrast to CHF. For 
example, the present CHF case rate payment (PHP15 700) is 
much lower than those for excision of synovial cyst of the popli-
teal space (Baker’s cyst) and correction of hallux valgus/bunion 
whose coverage are PHP20 980 and PHP20 980–PHP23 080, 
respectively.28

Conclusions
The calculated healthcare-related hospitalisation cost for CHF in 
the Philippines in 2014 demonstrates the disparity between the 
actual cost and PhilHealth’s coverage. This implies a need for 
policymakers to review its coverage to make healthcare delivery 
affordable, especially for patients with CHF.

Furthermore, the huge economic burden of hospitalisation for 
CHF may mean loss of some opportunities for the average Fili-
pino family.
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