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ANALYSIS OF HEALTH MANPOWER BEHAVIOR: FOCUS ON
PHYSICIANS AND DENTISTS

- Abstract-

1. PHYSICIANS

The possible inclusion of outpauent care benefits in the health care financing
reform package highlights the need to determiné the altemative features of the
reform package as well as to analyze the effects the package would have vis-a-vis
the objectives of reform. The proposal also points out the need to determine the
support policies required to mitigate the adverse or unintended effects of the reform.

This study seeks to contribute to this discussion on the reform proposals.
Specifically, it seeks to provide analyses of the factors affecting physician
productivity and prices of their services at the clinic, their willingness to participate
in financing schemes, and their career decisions.

1.1  Physician productivity and prices
This part of the paper seeks to answer the following research questions:

o a. What factors affect expansion of outpatient services? What are the
impacts of expansion of services on outpatient service prices?

b. What other factors affect outpatient service prices which could have a
bearing on the design of reimbursement levels?

- In order to answer these questions, a model of a physician maximizing utility
over income and leisure was hypothesized. The model assumes that prices for
outpatient and inpatient services, the rate of hospitalization and the levels of
physician time per outpatient and inpatient service are choice variables of the
- physician which affect the patient load that he/she generates.

These are empincally implemented by estimating the determinants of
average consultations time and average consultation fees. Average consultation time
was estimated based on the premise that average consultation time partly determines
the total number of services provided or physician productivity. The paper also
estimates the determinants of average consultation fee, including average
consultation time as a factor to see the partial effects of productivity on prices.
Equations for average consultation time and average consultation fee were estimated
by three-stage least squares regression, emphasizing their simultaneous nature.

Some of the findings on the determinants of average consultation time
- include the following:



Physicians who had more years of practice, who are fellows or
diplomates of specialty organizations and who delegated tasks to
assistants had lesser average consultation time; -

Variables which represented the potential demand for physician
services at the clinic also reduced average consultation time of

- physicians;

The presence of an ecg, x-ray or ultrasound machine in the clinic
increased the amount of time per consultation; and

" Physicians who admitted most of their patients in tertiary hospitals

and who practiced in localities with higher average inpatient visit fees
had longer average consultation times.

Findings for average consultation fees include:

a.

f.

Physicians who were married and who had more years of practice
charged higher outpatient consultation fees;

Physicians practicing in independent outpatient clinics charged about
P 17 less than physicians practicing in hospital-based clinics;

The presence of an airconditioner and specialized machines also
increased outpatient consultation fees;

Physicians followed prevailing fees in the municipality or locality;
Physicians who admitted patients in tertiary hospitals charged P 21
more than those who admitted patients in primary or secondary
hospitals; and

Shorter consultation time translated to higher consultation fees.

Since consultation time affected average consultation fees, factors which
affected consultation time also affected consultation fees. The net effects therefore

include:

Variables which proxied for the demand for outpatient services have
positive effects on average consultation fees;

Presence of aircon and equipment had lower although still positive
net effects on prices. The same holds true for phy51c:1ans who admit

“ patients in tertiary hospitals;

Utilization of assistants increase average consultation fees; and



d. Variables which could proxy for greater skill and experience also had
positive effects on prices. _

Given these findings, inclusion of outpatient benefits in health care financing
reform could lead to reductions in consutation time and increases in outpatient
_ consultation fees. There could therefore be additional costs that would be incurred
~ if putpatient consultation fees are included. Estimates of the amount that need to be
~ budgeted for the implementation of the reform should thérefore consider additional
‘increases in professional fees.

Another implication of the results is that in order to increase the number of
patients that can be accommodated by physicians per hour spent in the clinic,
increasing the incidence and complexity of tasks delegated to assistants should be
encouraged. However, this would come at a cost. The effect on average

“consultation fees should therefore be corsidered in setting reimbursement levels if
greater productivity of physician time is to be encouraged.

Likewise, an active policy to solicit the participation of more productive or
better quality physicians may require that differential reimbursement be applied for
their services.

In the event of inclusion of outpatient benefits in financing schemes, there
remains the issue of which aspects of the total price or clinic characteristics (e.g.
amenities including airconditioners or special equipment) ought to be reimbursed.

Relatedly, if different reimbursement levels are applied to hospital-based and
independent clinics, then there could be.implications on the recipients of the
subsidies from this measure. This is due to initial indications that patients
patronizing these types of clinics differ W1th respect to incomes, .

" The following analysis, however,_.is to be qualified. Factors which
. determine total hours worked need to be considered in examining productivity at the
clinic. This is because only a partial measure of productivity was used.

It was noted that there could be different types of patients patronizing
independent and hospital-based clinics. This differentiation needs to be confirmed
“in order to ascertain the recipients of subsidies from differential rgimbyrsement.

Finally, errors in the data set, resulting from sampling and non-sampling
biases, provide the limits to the analysis that has been done.

1.2 Physician participation in financing schemes
This part of the paper seeks to answer the question of how important

reimbursement levels are vis-a-vis other factors in fostering physician participation
in financing schemes.



In order to answer this question, a modified model of a utility maximizing
physician was employed. A participating physician generates additional income
from financed patients, although the amounts received are partly determined by
" reimbursement rates. In addition to increments in the unit costs of practice due to

" higher patient loads, costs of collection, billings and delays also come with
physician participation in financing schemes.

Estimation of probit models of participation in Medicare and in private
financing schemes constitutes the empirical operdtionalization of these concepts.
Further, two alternative equations for participation in private financing schemes
were estimated using different reimbursement variables. Participation in our case is
defined as accreditation with the concemed financing scheme,

The results for accreditation in Medicare include the following:

- a, General practitioners are 32 percent less likely to participate in-
Medicare than specialists, so are single physicians;

b. . A physician pract.icing'i_n hospital-based clinic is 20 percent more
likely to participate in"Medicare than those practicing in independent
clinics; ’

c. The higher the average consultation fee prevailing in the
municipality, the less likely the physician is to participate;

d. Higher average per capita expenditures in the municipality of the
physician increases the likelihood of participation in Medicare; and

e. The proportion of fees reimbursed by Medicare, the time elapsed
before reimbursement ‘and the proportion of households with at least
one member of Medicare do not seem to explain participation of
physicians in Medicare well.

The respective results for participation in private financing schemes include:

a. Specialists and board certified physicians are more likely to
participate in private financing schemes;

b. Physicians who admit patients in private hospitals are more than 20
percent likely to participate;

c. The higher the average consultation fee in the municipality or
province of the physician, the lesser the propensity to participate;

d. When reimbursement is measured as a proportion of the inpatient
visit fees of the physician, then the higher the reimbursement, the
more likely the physician is to join a financing scheme;



e. When reimbursement is measured as a proportion of the average
' inpatient visit fee prevailing, reimbursement is not a significant
variable;

f. The length of time it takes to be reimbursed and the proportion of the
population who are members of HMOs or private insurance do not
seem to figure significantly in participation decisions; and

g. It seems that marketing efforts of pnva’ce health financing schemes
figure more prominently in the partxcxpatlon decisions of physicians.
These results give rise to several implications and issues. Since participation
is more likely for those practicing in hospital based clinics and specialists, efforts to
accredit general practitioners and those practicing in independent clinics may need
to be stepped up.

Given current billing practices, it would seem that varying reimbursement .
rates and reducing the delay in reimbursement may not be the more effective
measures to induce participation in Medicare. Efforts to increase utilization by
Medicare members and claiming from Medicare may be the more effective
measures.

On the other hand, substantial increases in Medicare reimbursement and
substantial reductions in reimbursement time may be necessary to change current
billing practices and encourage partlc1pat10n

The importance of financial variables in inducing participation is seen in the
results of physician participation in private financing schemes where reimbursement
‘ rates matter in physician decisions to participate.

The results could have been more refined if better measures of variables
including covered population, reimbursement rate for private health financing
schemes delays in reimbursement specially for private schemes were available.

1.3 Physician career decisions: location

How important are financial incentives in determining physician career
decisions, specifically location? This-is the question that the third section of the
paper seeks to answer.

The conceptual framework assumes that different utility levels are achieved
by physicians in locating in urban and rural municipalities. These utility levels are
further hypothesized to be affected by variables representing the physician's prior
contact with the community, characteristics of the area, presence of medical support

-and facilities, potential income-or demand-for the phystcians' services and other
physician characteristics. A probit model of physician decision to locate in an urban
or rural municipality operationalizes these concepts. The estimated coefficients are
used to simulate the effects of current policy parameters.



" The results indicate that:

a. The set of variables which represent potential demand and physician
income in an area, including average household expenditures,
average consultation fees and costs of practice as proxied by wages of
assistants, are significant determinants of the decision to locate in an
urban municipality;

b. Support services, as proxied by the:'. nuiniber of primary and secondary
hospitals also explain the likelihood of location; and

c. The set of variables which represent the physician's prior contact
with a community, age at a time of graduation and gender does not
seem to affect the decision to locate to a significant extent.

Using these results and applying the current values of current DOH
'program, it was found that a policy package consisting of both cost subsidies and
. increased compensation could encourage physicians to locate in a rural area. .
However, policies should be designed in order that probabilities are maximized at
lesser cost to the program.

One of the limitations of the model is that the characteristics of the area are
not explicitly included. This underlies the importance of using better measures of
the variables before the model can be used for finer policy analysis and design.

2. DENTISTS.

The present low levels of utilization of dental health services and the high
income elasticity for these services siggest that substantial increases in demand
could result as the general economy and the incomes of the populace improve. This
supposition ¢an lead to a host of questions as follows. Will increased demands
automatically franslate into provider availability? What then determines the

 distribution of dentists in the Philippines? Will increases in demand lead to price
.and expenditure increases? What other factors determine prices?

The paper then attempts to contribute in answering these questions by
studying dentist practice patterns, specifically their location degisions, and the
“ determinants of dentist prices.
2.1 Deantist career patterns and decisions: location
This part of the paper focuses on : 1dying the following research questions:

a. What is the current dentist distribution?

b. What are some factors which influence dentist location decisions?



' It was noted that more than 40 percent of total dentists and more than 45
percent of private dentists were congiegated in the NCR. Given this, the
probabilities of private dentists locating in Metro Manila or outside Metro Manila
were estimated. o I

The decision to locate in a certain area is hypothesized to be the result of the
dentist maximizing his/her utility over the choice of location. Utility is assumed to
be a random function because of impérfect perceptions and errors in measuring all
the variables. The level of indirect utility is hypothesized to be determined by
vectors of individual specific characteristics and values of attributes of the choices
of location. Assuming a logistic distribution of the errors, a mixed logit model of
the probability of dentist locating in the NCR or outside NCR is estimated.

The results indicate that:

The proportion of population residing in an urban area, a proxy for
the characteristics of the area, positively and significantly affects the
decision of the dentist to locate in an area;

Of variables representing the potential demand for the services of the
dentist, only literacy rates are positive and significant;

Part of the effect of increases in household incomes and demand may
be captured by the positive and significant effect of increases in the .
average incomes of self-employed dentists. The marginal effects
indicate that an increase in the average monthly income of self-
employed dentists could increase the probability of locating in an
area;

Increases in the average costs or praciice decreases the probability of
a dentist locating in that area; and

As a dentist increases in ége, the probability of locating in Metro
Manila increases. . : .

Some of the implications of the results are:

a.

To the extent that literacy rates are good indicators of having had at
least primary education, basic education may significantly affect the
demand for dental services;

Masures which tend to increase the demand for dentist services, to
the extent that they lead to increases in the incomes of self-employed

_dentists, could also increase the probability of locating in that area;

Factors which increase. the costs of doing business, whether it be
increases in the unit prices of the inputs used or shifts in the types of



services provided may therefore affect the probabilities of dentists
locating in those regions; and

d.  Changes in the age proﬁie of den’tisgs could therefore have
implications on the geographic distribution of dentists.

~The empirical venﬁcanon is limited to the extent that some of the
determinant variables, specifically those which describe the characteristics of the
area, may not be representcd or represented madeQuately Another problem which
arises in the presence of some variables which describe the particular choice is the
correlation between these variables. In this case, the estimates would therefore be
more indicative of the effects of groups of variables rather than just one and should
therefore be interpreted accordingly.

2.2 Dental service prices -
This section attempts to answer the following questions:
a. What are the effects of increases in demands on dental service prices?
b. What other factors affec-t‘ dental service prices?

In order to achieve this, the determination of dentist service prices is situated
within the context of dentist decisions with respect to mode of employment, hours
of work and levels of output. The level of prices that can be charged becomes a
factor in the determination of the particular income and leisure combination
attainable by a self-employed dentist and consequently, on the decision to be self-
employed or to seek employment elsewhere. Positing that dentists would choose to
be self-employed if the utility derived from income and leisure from self-

- employment is greater than that from employment, the level of prices observed
would therefore be affected by factors w}uch affect the prior decision to become
self-employed

The prices of single uncomplicated extractions and one-surface amalgam
fillings charged by self-employed dentists are the dental service prices that were
‘estimated. To account for the correlation of the variables which affects the mode of
practice with the variables which affect prices, Heckman's two- -step procedure was
- adopted. :

Regional dummies were used instead of regional averages of indicators such
as the number of sellers or market structure, other factors affecting demand like
income, education and incidence of dental problems, and unit costs of variable
factors of production.

Results of the probit equation for self-employment indicate that:

a. Every year increase in age lessens the probability of the dentist to be
self-employed. However, the coefficient of the sauare of age is



positive, implying that the effect of age on the probability of self-
employment 1 u-shaped;
b. Although female dentists were more liicely to be self-employed, older
o females were more likely to be employed; and '

c.  Regions where the likelihood of dentists to be self-employed is lower
. than those in the NCR include Region 1, 5, 6, 8, 9, and 10 while the
likelihood of being self-employed is hi:ghei" than that for NCR in the
Cordillera Autonomous Region (CAR).

Estimates of the prices of single extractions and one-surface amalgam fillings
‘indicate that:

a.  Although both equations share a common set of hypothesized

determinants, the list of 31gn1ﬁcant determinants is different for each
price;
b.  Every year increase in age of dentist increases the prices of single

extractions and one-surface amalgam fillings;

c. Female dentists charged less than male dentists for single extractions.
Dental specialists like orthodontists, pedodontists, oral surgeons and
prosthodontists charge: hlgher or nearly double the average price of
single extractions;

d. Dentists located in rural areas charged less for extractions than those
in urban areas;

e. .~ Ownership of equipment by the dentist increases the prices charged
for extractions and ﬂllmgs

f. Prices of extractions are _lower in Regions 2, 3, 4, and 5 than those in
the NCR and higher in Region 7 than NCR. Prices of fillings are
lower than the NCR in Regions 1, 2 and 4 while prices are higher
relative to the NCR in Region 11. Prices in the rest of the regions are
not significantly different from those in the NCR; and

g. Although the coefficients for the inverse of the Mills ratio are
insignificant, the presence of self-selection cannot be rejected due to
Iimitations in the data set,

_ The results for the probit equation imply that changes in the age and sex
distribution of dentists in the Philippines could have effects on the mode of practice
.+ choices of dentists. From the pattern of the regions where the likelihood of self-
~employment is higher, it seems that demand and income considerations do affect the
decision to become self-employed. This jmplies that as household incomes
increase, as demand for health care services increase and as the incomes of self-
employed dentists increase, the distribution of dentists across practice modes would



- ‘likely be affected.

Based on the patterns of effects of the regional dummies on prices of
extractions and amalgam fillings, movements in household incomes, literacy rates,
incidence of caries, costs of practice and number of pnvate and pubhc dentists to
levels like those in the NCR could increase prices of extractions in Regions 2, 3, 4,
and 5, and prices of fillings in Regxons 1,2, 4, and 5.' This indicates that increases
in expenditures due to increases in prices can be efcpec,ted as the levels of demand
increase.,

Taking the presence of equipment as representing possible increases in the
costs of practice, it can be expected that increases in the rate of adoption by dentists
of technological advancement in the form of new dental equipment would increase
the priyEs charged for dental care services.

It can be argued that regional dummies represented a unique combination of
the indicator vaniables at hand. The use of regional dummies, however, disables
the separation of the individual effects.of the demand factors on the dependent
variables. . While attempts to explain the effects of regional dummies can be traced
to the levels of the variables, these explanations remain as hypotheses and
conjectures which need further confirmation.



Part I: Physicians



Section 1
INTRODUCTION
1.1 OUTPATIENT BENEFITS IN HEALTH CARE FINANCING REFORM

In 1972, the Philippine Medical Care Commission was established, ushering
the implementation of a compulsory health insurance scheme, the Medicare
Program. Coverage of the original program, Medicare I, included public and
private sector employees and their dependents and lsubsequcntly, retirees and the
self-employed. Coverage of the informal sector is to be included in Medicare 11, a
program which has not been 1mplemcnted

Under Medicare, benefits are limited to in-patient or hospitalization costs.
These costs include professional fees for surgical procedures and in-patient
consultations, room and board expenses, operating room fees, drugs and medicines,
and laboratory and other diagnostic tests and procedures. Ceilings on reimbursable
amounts for hospital services depend on the type of the hospital where a patient has
been confined and on the service which has been rendered. Professional fees for
surgical procedures are currently reimbursed based on a Relative Value Scale while
non-surgical procedures are paid fixed amounts per visit. Specialists receive higher
rates than general practitioners.

Since its implementation however, the Medicare Program has failed to reach
the target support value of 70 percent. The highest proportion of total
hospitalization expenses paid for by Medicare in 1989 was 48.9 percent, the usual
being about 30 percent. It is no wonder then that clamor for expanding the
coverage of the system is ongoing.

- Pressures for expanding the coverage of the system are not limited to
increases in reimbursable ceilings for hospital expenses. Evaluation and studies
performed on the Medicare Program have broached the idea of expanding the
coverage to include primary and outpatient services. These suggestions resulted
from the perception that in covering hospital expenses only, Medicare has increased
incentives to treat patients in a hospital setting. Since hospital care is relatively
more expensive than outpatient care, this tendency has led to increasing health care
costs. Increasing health care costs have, in turn, made it difficult for Medicare
support values to catch up.

. Aside from improving Medicare coverage, the inclusion of outpatient
benefits is believed to aid in reducing total health care financing costs. As means to
access outpatient services are eased, beneficiaries are encouraged to demand
preventive care services such as check-ups and immunizations as well as to seek
care at earlier stages of the disease. At these stages, treatments are relatively more
inexpensive. Seeking care at earlier stages also prevents or minimizes the
occurrence of complications. In this way, hospitalizations required to treat
complicated and severe cases can be reduced or minimized, leading to substantlal
-savmgs in health care expendltures



That there is sufficient scope for reduction in these costs can be gleaned
- trom data on the ten leading causes of hospitalizations for 1989 from the Philippine
Medical Care Commission data (Please see Table 1.1). Acute bronchitis,
.bronchopneumonia, PTB, influenza, and upper respiratory tract infection still figure
prominently among the leading causes. That there is sufficient scope in treating
diseases in the early stages is further shown by the distribution of diagnosed acute
diseases/sicknesses by first place of consultation (Table 1.2). Of those diagnosed
. with acute diseases/sicknesses/injuries, 58.1 percent first consulted with a private
clinic, a rural health unit, a puericulture center or barangay health station. For the
National Capital Region, this proportion is 44.3 percent with the maximum of 73
percent registered in Region 8. The figure averages 60 percent for the whole
Philippines. It can be inferred that some.factors prevent those who are feeling ill
from seeking treatment while the disease is at early stages and instead- wait until the
disease is at the acute stage before consultation, It is likely that these people will be
referred to a higher level facility for treatment.

In addition, providing and ensuring access to primary and outpatient services
through expansion of social insurance may be more appropriate solutions to the
- country's health needs. From 1981-1987, the ten leading causes of morbidity have
~ included diarrhea, bronchitis, influenza, pneumonia, measles, chicken pox and
tuberculosis. Known treatments to these diseases can be performed without
confining the patients in a hospital. Outpatient consultations plus appropriate drugs
and medicines are the usual throughputs needed in the treatment of these diseases.

Even though treatments to the leading causes of morbidity are available on
an outpatient basis, it may be more and more difficult for the average workingman
to access these treatments. Sluggish economic growth and rising unemployment
have decreased real per capita incomes. Average inflation still reaches double digit
rates. Poverty incidence remained at a high 49.5 percent in 1988 which indicates
that majority of the population are unable to provide for a minimum level of
subsistence consumption.:

. Double digit inflation rates have not been confined to the non-medical
sector. Increases in the prices of private medical services have averaged 13 percent
in 1982-91, that for pharmaceuticals and medical supplies have reached 15.3 percent
for 1982-90 (Table 1.3). Data culled from surveys of consultation fees of Metro
Manila physicians show that average fees for initial consultations for all
practitioners have reached P131 and P168 in 1990 and 1991 (Table 1.4). Minimum
fees have stayed the same at P 50 for both years. In comparison, daily legislated
minimum wages for Metro Manila are-P100.57 and P127.83 for the same years.
This means that for families depending on a single minimum wage earner,
professional fees for a single consultation would mean foregoing at least fifty
percent of a day's subsistence earnings in 1990 and at least 40 percent in 1991.
Basing computations on average fees, a day's wage would not be enough even for
consultation fees for both years.” This would not include the drugs and medicines
which would be needed for treatment. Relief is not in sight as the same survey
reveals that physicians are planning to increase their fees by an average of 19



Table 1.1

' Ten Leading Causes of Hospitalization, 1989

» Number

Cause of hospitalization of cases

1. Gastroentiritis, Acute 587
2. Bronchitis, Acute 468
3. Bronchopneumonia 387
4, Bronchial Asthma 233
5. Typhoid Fever 165
6. Gastritis, Acute ' 146
7. Upper Respiratory Tract Infection 140
8. Influenza (Viral)/Flu- - 123
9. Koch's Infection/PTB 122
10. Intestinal Amoebiasis 121
2,492

Source: PMCC Survey Data Base



Table 1.2

nuInuEl anu rercent wisuinution of_Diagnosed‘A(-:ute DiseasésiSicknessllnjLiries '
by Place of First Consultation and by Health Region
' Philippines, 1987

Region Total Home Gov't. Private  Private Rural Pueri- Barangay
' Hospital Hospital Clinic Health culture Health
Unit ' Center  Station
PHILIPPINES  754,663" 6.6 18.3 17.0 21.6 21.5 1.2 13.8
NCR 97,302 7.5 19.2 29.0 21.5 8.6 1.1 13.1
REGION 1 66,052 5.8 14.6 218 204 24.4 1.4 11.8
REGION 2 35,808 3.0 19.6 7.9 211 423 - 6.1
REGION 3 101,856 78 . 223 16.9 20.4 25.1 - 7.5
REGION 4 103,153 34 - 204 17.4 223 23.0 0.6 12.9-- -}
REGION 5 39,272 1.3 15.9 22.0 22.0 189 - - - 19.9
REGION 6 54,604 14.4 20.8 8.7 25.0 19.9 - 11.2
REGION 7 63,456 12.8 10.9 4.5 13.3 24.8 7.9 25.8
REGION 8 28,719 4.9 13.3 9.0 19.0 - 409 - 12.9
REGION 9 40,732 - 38.3 12.0 8.8 12.2 - 28.7
REGION 10 56,674 4.4 14.3 283 255 15.4 0.7 11.4
REGION 11 39,506 3.0 8.3 18.3 37.0 21.8 1.2 10.4
REGION 12 - 27,529 17.1 11.7 - 3.2 31.5 19.2 27 14.6

Source: National Health Survey, 1987; Department of Health



‘Table 1.3

Inflation Rate of Private Medical Services,
Pharmaceutical and Medicinal Supplies and All ltems
Philippines, 1982-1991 (CPI: 1978 = 100)

. Private Pharmaceutical
Year Medical and Medicinal All Items

Services Supplies
1982 15.10 10.24 10.25
1983 9.25 : 12.07 9.99
1984 30.27 55.22 50.29
1985 18.70 18.53 23.16
1986 6.75 11.99 0.77
1987 5.96 7.97 3.77
1988 6.02 - 6.54 8.76
1989 4.86 7.66 10.60
1990 1147 . 8.78 12.67
1991 - 21.06 - 17.69
Average 12.94 - 15.44 14.79

Source: National Statistics Office



Table 1.4

Physician Consultation Fees for Initial Consultation
Metro Manila, 1990 & 1991

1990 1991

Consultation fees and Legislated wage (in pesos)

(Minimum fee 50.00 50.00
Average fee ~131.00 168.00
Maximum fee 600.00 600.00

(Minimum Wage ' 100.57 127.83
Ratio of Minimum Wage to: (in %)

Minimum fee 49.72 39.11
Average fee 130.26 . 131.42
Maximum fee 596.60 469.37

Sources: Wyatt Survey of Physician Fees, 1990 and 1991;
NPPS, NEDA (legislated minimum wage)




. percent. It is no wonder then that deaths without medical attendance still comprise

about 60 percent of total deaths as of 1988.

- The recognition that costs of outpatient consults are rising has partly led to

- the growth of risk-pooling schemes and pre-need plans which include outpatient

consults as one of the benefits. Estimates of the number of health maintenance

‘organization (HMO) enrollees have risen from 375,000 in 1989 to about 500,000 to

~ 600,000 in the first quarter of 1991." . Although representing barely a percent of

" total population, these numbers indicate a noteworthy increase in enrollment in just

two years. Corporate clients still make up the majority of HMO enrollees, although

this in itself is a recognition that HMOs can provide a wider range of health care

benefits to employees for lesser cost. In effect, there is an implicit demand for
such schemes which include outpatient services as part of the benefits.

This fact has been recognized by the PMCC with the PMCC-HMO tie-up.
"The rationale of the project was to increase Medicare benefits without increasing
. premium contributions. The high growth of enrollment in the tie-up project is an
indication that Medicare members perceive their need for higher benefits. It seems
that the same premium contributions did not lead to a decline in quality of care
- provided as interviews conducted by the SGV in the course of evaluation of the
tie-up show general satisfaction with the outpatient care received from affiliated
~providers. Although more evaluation is needed of the tie-up project, it points to the
potential of including outpatient care among Medicare benefits for the same
premium.

. The pressures to expand Medicare coverage, the rising costs of outpatient
-consultations, the need to reduce health care expenditures and the need to solve the

country's basic health problems all point to the inclusion of outpatient and primary
- services as a possible reform area for the social insurance program.

“.1.2 PHYSICIAN BEHAVIOR AND-OUTPATIENT BENEFITS

An important task in the operationalization of the reform proposal is the

" design of alternative features of the financing schemes. Some of the key operational
features of the reform package that would have to be decided include benefits,

~ reimbursement mode, reimbursement level and institutional arrangements.

_ ~ Benefits refer to the range of outpatient health care services which are to be
- financed. Reimbursement mode refers to the alternative ways of paying the

- providers for outpatient services. The prevailing alternative is the fee-for-service
mode where providers are paid for each service that they provide to patients. A

. capitation payment, on the other hand, would reimburse physicians a flat rate per

. .person per time period regardless of the number of consultations and services
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rendered. A salary or time-based payment such as retainer fees would compensate
-physicians a fixed amount for a time period, again regardless of the amount of
services rendered or the number of patients seen.

Reimbursement level for services refers to the amount paid for services
rendered. In a fee-for-service mode, a fixed or flexible fee schedule could be
adopted. A fixed fee schedule would pay providers-the same fixed amount for the
same service rendered. The amount could be based on the average fees in a certain
region or on costs of providing the service. An example of the latter would be the
Resource-Based Relative Value Scale which considers the costs of providing the
service in terms of physician time, effort and skill required to perform a particular
service or procedure. A flexible fee schedule, on the other hand, would vary
physician payment for the same service according to some criteria. These criteria
can include the location of the facility, the characteristics of the clinic, the
characteristics of the physician (e.g. a consultation rendered by a general
practitioner as opposed to a specialist) and the severity of the case.

The level of capitation payment may depend on a host of factors. These are
usually negotiated between the financing organization and the providers. Bases for
negotiations include expectations of morbidity rates and the respective costs of
treatment for a covered population (actuarial costs), the costs of producing the
particular health care service and provider characteristics, among others.

Institutional arrangements deal with how beneficiaries could access services
and how providers could be accredited and reimbursed. At least two arrangements
come to mind, one where Medicare directly deals with the providers of services
(and where beneficiaries access the services directly produced by these providers)
and one where there is an intermediary, either an HMO or health insurance firm
that contracts with the providers (and where beneficiaries access services from
accredited providers of these organizations).

Part of the design of alternative features of the reform package is an
assessment of the possible effects that some of these features would have.
Specifically, there is a need to know whether or not the design of the reform
package would bring the system nearer to its goals of containing costs while
improving access to health care. Whether there are unintended effects which
require other policy handles should also form part of the analysis.

Some specific aspects which need to be considered in the design of
aternative reform measures can be identified by reviewing the possible effects that
the package is expected to have on the system.

Inclusion of outpatient benefits in Medicare is expected to increase the
demand for sich services.” Given this increase, theie is the question of whether
services will be able to expand in order to meet this demand. The ability to meet
expanded requirements for services is related to the manner in which outpatient
services are produced, or to increases in productivity. Specifically, they relate to
the application of physician time inputs and other clinic inputs. How these factors



‘move would therefore indicate whether there are possible expansion in services and
the possible cost implications to the clinic of such increases in services.

The question of whewmer services wouia expand 1s partly determined by
physician willingness to accept payment from Medlcarp as compensation for
services. If too few physicians are willing to accept payment from Medicare for
outpatient services, then access to physician outpatient services would not expand.
Analysis of the role of reimbursement levels, reimbursement modes and other
factors in the physician services markét in fostering physician participation in
financing schemes is therefore a necessary input.

‘Since the increase in outpatient benefits is expected to increase demand for
services, upward pressure on prices results. There is the question of what the
potential overall impact on service prices would be. For beneficiaries of the reform
package, the answer is important in that upward movements in prices could result in
lower support values. This is illustrated with the experience of Medicare I where
increases in the reimbursement rates for services have failed to bring support values
of Medicare to their targeted levels. This has been partly blamed on the rapid
increases of prices of providers, thereby making it difficult for support values to
catch up.

For non-beneficiaries increases in the out-of-pocket prices paid may reduce
their access to health services, therefore implying some losses in welfare, If
‘non-members of Medicare are those least ablc to afford health services, then some
inequities are perpetuated. .

In these instances, the total costs of care to consumers or patients would
have increased, thus preventing the attainment of affordability and access to health
care. For the administrators of the system, increases in service prices could lead to
increasing costs and could endanger the sustainability of the reform measure.

In addition to the cost implications of the potential increases in prices
-brought out by inclusion of outpatient benefits, other factors which may affect the
pricing decisions of physicians should be considered. These factors help in
(determining appropriate reimbursement levels, or help anticipate the possible issues
.which could arise in determining reimbBursement levels. :

The need to analyze the possible effects of the reform package has pointed to
the need to study aspects of productivity and cost in outpatient services, the prices
charged for these services and physician participation in health financing schemes.

.In addition, there are concerns with respect to the long-run effects of the reform
package. These refer to the longer run effects of the reform package on the supply
of health manpower, specifically physicians.

'In a pioneering study, Reyes and Picazo (1990) have noted the uneven
distribution of health manpower, with health professionals tending to locate in
- Metro Manila and other urban areas. Fewer health professionals locate in the

relatively poor and lagging regions of the country where the need for health care by
residents may be more urgent and may be largely unmet.



Outcomes in the physician services market include the price paid for services
and the quantities of services supplied. Together with costs of producing services,
these determine physician incomes. It can be expected that the reform package
would have differing effects on incomes of physicians ia different areas owing to
differences in the demand and supply conditions in different areas. These therefore
translate to different levels of physician incomes. As such, location decisions of
physicians would be affected, either contnbutmg or correcting the imbalances in
manpower distribution,

Given these possible effects, it is imperaiive to ascertain the importance of
financial incentives in physician career choices as it affects decision on location and

specialty.

1.3 STUDY OBJECTIVES AND OVERVIEW OF RESULTS

The possible inclusion of outpatient care benefits in the health care financing
- reform package highlights the need to determine the alternative features of the
reform package as well as to analyze the effects the package would have vis-a-vis
~ the objectives of reform. The proposal also points out the néed to determine the
support policies required to mitigate the adverse or unintended effects of the reform.

This study seeks to contribute to this discussion on the reform proposals.
 Specifically, it seeks to provide analyses of the factors affecting physician
productivity and prices of their services at the clinic, their willingness to participate
_in financing schemes, and their career decisions.

1.3.1 Physician productivity and prices
This part of the paper seeks to answer the following research questions:

a. What factors affect expansion of outpatient services? What are the
impacts of expansion of services on outpatient service prices?

b, What other factors affect outpatient service prices which could have a
bearing on the design of reimbursement levels?

In order to answer these questions, a model of a physician maximizing utility
. over income and leisure was hypothesized. The model assumes that prices for
outpatient and inpatient services, the rate of hospitalization and the levels of
physician time per outpatient and inpatient service are choice variables of the
physician which affect the patient load that he/she generates.

These are empirically implemented by estimating the determinants of

" average consultations time and average consultation fees. Average consultation time
'was estimated based on the premise-that average consultation time partly determines
the total number of services provided or physician productivity. The paper also
estimates the determinants of average consultation fee, including average -

1
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" consultation time as a factor to see the partial effects of productivity on prices.
“Equations for average consultation time and average consultation fee were estimated
by three-stage least squares regression,, emphasizing their simultaneous nature.

: Some of the findings on the determinants of average consuitation time
" include the following: .

a.

Physiciaﬁs who had more years of pracnc@; who are fellows or
diplomates of specialty organizations and who delegated tasks to
assistants had lesser average consultation time;

Variables which represented the potential demand for physician
services at the clinic also reduced average consultation time of
physicians; -

The presence of an ecg, x-ray or ultrasound machine in the clinic
increased the amount of time per consultation; and

Physicians who admitted most of their pa_tiehts in tertiary hospitals
and who practiced in localities with higher average inpatient visit fees
had longer average consultation times.

Findings for average consultation fees include:

a.

&

Id
L.

Physicians who were married and who had more years of practice
charged higher outpatient consultation fees;

Physicians practicing in independent outpatient clinics charged about
P 17 less than physicians practicing in hospital-based clinics;

The presence of an airconditioner and specialized machines also
increased outpatient consultation fees;

5.

| Physicians followed prt:\}ailing fees in the municipaliity or locality;

Physicians who admitted patients in tertiary hospitals charged P 2]

~ mora than those who admitted patients in.primary or secondary

hospitals; and

Shorter consultation time translated to higher consultation fees.

Since consultation time affected average consultation fees, factors which
affected consultation time also affected consultation fees. The net effects therefore

include:

a.

Variables which proxied for the demand for outpatient services have
positive effects on average consultation fees;

[
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b. Presence of aircon and equipment had lower although still positive
net effects on prices. The same holds true for physicians who admit
patients in tertiary hospitals;

c. Utilization of assistants increase average consultation fees; and

. Variables which could proxy for gre.ner skﬂl and experience also had
positive effects on prices.

Gw n these findings, inclusion of outpahent berxcﬁts in health care financing
reform could lead to reductions in consultation time and increases in outpatient
consultation fees. There could therefore be additional costs that would be incurred

if cutpatient consultation fees are included. Estimates of the amount that need to be

budgeted for the implementation of the reform should therefore consider additional

" increases in professional fees.

Another 1mp11cat10n of the results is that in order to increase the number of

_ pauénts that can be accommodated by physicians per hour spent in the clinic,

increasing the incidence and complexity of tasks delegated to assistants should be
encouraged. However, this would come at a cost. The effect on average
consultation fees should therefore be considered in setting reimbursement levels if

greater productivity of physician time is to be encouraged.

Likewise, an active policy to solicit the participation of more productive or

‘better quality physicians may require that differential reimbursement be applied for
their services.

In the event of inclusion of outpatient benefits in financing schemes, there
remains the issue of which aspects of the total price or clinic characteristics (e.g.

. amenities inc},uding airconditioners or special equipment) ought to be reimbursed.

Relatedly, if different reimbursement levels are applied to hospital-based and

. ingependent clinigs, then there could be implications on the recipients of the
. subsidies from this measyure. This is due to initial indications that patients

- patronizing these types of clinics differ with respect to incomes.

The following analysis, however, is to be qualified, Factors which

'determine total hours werked need to be considered in examining productivity at the
" clinic, This is Because cnly a partial measure of productivity-was used. '

It was noted that there could be different types of patients patronizing

independent and hospital-based clinics.” This differentiation needs to be confirmed

" in order to ascertain the recipients of subsidies from differential reimbursement.

Finally, errors in the data set, resulting from sampling and non-sampling

biases, provide the limits to the analysis that has been done.



1,3.2‘ Physician participation in financing schemes.

, This part of the paper seeks to answer the question of how important
reimbursement levels are vis-a-vis other factors in fostering physician participation
in financing schemes.

In order to answer this question, a modified model of a utility maximizing
physician was employed. A participating physician generates additional income
from financed patients, although the amounts recei{xed are partly determined by
reimbucsement rates. In addition to increments in the unit costs of practice due to
higher patient loads, costs of collection, billings and delays also come with
physician participation in financing schemes.

Estimation of probit models of participation in Medicare and in private
financing schemes constitutes the empirical operationalization of these concepts.
Further, two alternative equations for participation in private financing schemes
were estimated using different reimbursement variables. Participation in our case is
defined as accreditation with the concerned financing scheme,

The results for accreditation in Medicare include the following:

a..  General practitioners are 32 percent less likely to participate in
Medicare than specialists, so are single physicians;

b. A physician practicing in hospital-based clinic is 20 percent more
likely to participate in Medicare than those practicing in independent
clinics;

c. The higher the average consultation fee prevailing in the

municipality, the less Iike‘ly the physician is to participate;

d. - Higher average per capita expenditures in the municipality of the
physician increases the likelihood of participatien in Medicare; and

e. The proportion of fees reimbursed by Medicare, the time elapsed
before reimbursement and the proportion of households with at least
one member of Medicare do not seem to explain participation of
physicians in Medicare well.

The respective results for participation in private financing schemes include:

a. Specialists and board certified physicians are more likely to
~ participate in private financing schemes;

b. Physicians who admit patients in private hospitals are more than 20
percent likely to participate;

13



c. The higher the average consultation fee in the municipality or
province of the physician, the lesser the propensity to participate;

d. When reimbursement is measured as a proport_ion of the inpatient
visit fees of the physician, then the highier the reimbursement, the
more likely the physician is to join a firancing scheme; |

e. When reimbursement is measured afs a ]'groportion of the average
inpatient visit fee prevailing, reimbursement is not a significant
variable;

f, The length of time it takes to be reimbursed and the proportion of the

population who are members of HMOs or private insurance do not
-seem to figure significantly in participation decisions; and

g. It seems that marketing'efforts of private health financing schemes
figure more prominently in the participation decisions of physicians.

- These results give rise to several implications and issues. Since participation
is more likely for those practicing in hospital based clinics and specialists, efforts to
- ageredit general practitioners and those practicing in independent clinics may need
' 'tp be stepped up.

{3iven current billing practices, it would seem that varying reimbursement
rates and reducing the delay in reimbursement may not be the more effective
measures to induce participation in Medicare. Efforts to increase utilization by
Medicare members and claiming from Medicare may be the more effective
measures.

On the other hand, substantial increases in Medicare reimbursement and
substantial reductions in reimbursement time may be necessary to change current
billing practices and encourage participation.

: The importance of financial variables in inducing participation is seen in the
. 'results of physician participation in private financing schemes where reimbursement
- rates matter in physician decisions to participate.

The results could have been more refined if better measures of variables
- including covered population, reimbursement rate for private health financing
schemes, delays in reimbursement specially for private schemes were available.

1.3.3 Physician career decisions: location
How important are financial incentives in determining physician career

decisions, specifically location? This is the question that the third section of the
paper seeks to answer.

14



The conceptual framework assumes that different utility levels are achieved
by physicians in locating in urban and rural municipalities. These utility levels are
further hypothesized to be affected by variables representing the physician's prior
contact with the community, characteristics of the.area, presence of medical support
and facilities, potential income or demand for the physicians' services and other
physician characteristics. A probit medel of physician decision to locate in an urban
or ryral municipality operationalizes these concepts. The estimated coefficients are
used to simulate the effects of current policy parameters.

The results indicate that:

a. The set of variables which represent potential demand and physician
income in an area, including average household expenditures,
average consultation fees and costs of practice as proxied by wages of |
assistants, are significant determmants of the decision to locate in an
urba,n municipality;

.. b. Support services, as prdkied by the number of primary and secondary
hospitals also explain the likelihood of location; and

c. The set of variables which represent the physician's prior contact
with a community, age at a time of graduation and gender does not
seem to affect the deciston to locate to a significant extent.

Using these results and applying the current values of current DOH
program, it was found that a policy package consisting of both cost subsidies and
inereased compensation could encourage physicians to locate in a rural area.
However, policies should be designed in order that probabilities are maximized at
lesser cost to the program,

Ore of the limitations of the model is that the charagteristics of the area are
not explicitly included. This underlies.the importance of using better measures of
the varigbles before the model can be used for finer policy analysis and design.

14 ORGANIZATION OF THE PAPER

The rest of the paper comprises the details of the models and the results.
Section 2 discusses aspects of productivity, costs and prices of physician services
with special attention to services at the clinic. Section 3 discusses physician
participation in financing schemes while Section 4 discusses physician career
decisions.

Each of the sections begins with a presentation of the trends and structure of
the variables at hand. This is followed by general descriptions of the framework
and models employed. Estimation results and a discussion of the same follow.

‘Reiteration of the results and some policy issues conclude each section.



Section 2

PHYSICIAN PRODUCTIVITY AND PRICES AT THE CLINIC

2.1 INTRODUCTION

This part of the paper aims to assess some of the factors bearing on physician
proquctivity and prices, and implicitly on costs with focus on clinic services. Trends in
physician productivity and prices in other settings are also presented. As will be made
clear in the general framework that would be presented, these variables are part of the same
decision-making process. The next part of the paper provides a description of the trends in
physician produétivity and prices, including an outline of the general relationship between
productivity, costs and prices. Aside from presenting the general trends in the variables in
question, the exercise also introduces the data to be used for further analysis and the
.possible biases that the data may have. This helps in qualifying the results and policy

‘implications later on. Another part formalizes the analytical and empirical model used in
the analysis. The last section discusses the data set used for the regression, the results and
“some policy issues and implications.

- The data on physician practice patterns used in the succeeding analysis were mainly
culled from the Outpatient Clinic Survey of the DOH-PIDS Baseline Studies. The survey
covered clinics and physicians in Regions 2,.7, 10 and National Capital Region (NCR), in
particular, two provinces in each of the regions outside NCR: Quirino and Cagayan in
Region 2, Cebu and Bohol in Region 7 and Mlsamls Oriental and Sungao del Norte in
Reglm 10

Ciinics were originally classified as either independent or hospital-based.
Tndependent clinics were those located in the communities, either attached to residences of
physicians or in buildings located in commercial areas. Hospital based clinics were those
located in medical arts buildings or in clinic spaces in hospitals being rented out to private
physicians. Independent clinics were sampled in accordance with the sample barangays of
the household survey while hospital-based clinics were sampled from the sample hospitals
of the hospital survey. Sampling of clinics was limited to five general specialties: general
practice, internal medicine, obstetrics-gynecology, pediatrics and surgery. The total
sample yielded 184 independent clinics and.182 hospital based clinics.

In addition, clinics of physicians who were affiliated with alternative financing
schemes were also sampled. This has led to the expansion of the clinic types surveyed to

include comparny clinics (representing employer-based financing), HMO/Insurance clinics
ad school clinics, |

-The total sample size.is 384 clinics and physicians broken down as follows: 6
percent from Region 2, 23 percent from Region 7, 15.1 percent from Region 10 and about
56 percent from the NCR. The sample would have been higher if not for the high refusal
rales of the physicians, specially those in the NCR. Given that the refusals may be
lsystemancally related to certain physician characteristics and practice patterns, the data to

s presented could therefore have some biases, In this regard. caution should be exercised
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in the interpretation of the results specially as the means presented are unweighted. This
limitation of the data should thus be recognized. Results may therefore be indicative rather
than definitive.

2.2 PHYSICIAN PRODUCTIVITY

This part of the paper attempr.s to document some observed trends in physician
productivity. In discussing overall productivity trends, ovérall productivity is decomposed
into its hourly productivity and physician work effort components. As it will be discussed
later on, this decomposition would prove helpful in outlining the determinants of total
productwlty

- Since physician services are inputs into the production of health, some would argue
that the true measure of productivity would be the health outcomes of patients. In this
regard, the definition of productivity that is used, the number of patients that a physician
sees in a particular time period in both clinics and hospitals, 1s limited.

Aside from abstracting from the health outcomes of patients, this measure is limited
in that services performed on the patient and the severity of the cases are not considered.
Different time intensities of services performed on patients or different time intensities
required of more severe cases would understate or overstate productivities as measured by
number of patients seen. Neither does this measure consider whether patients seen are new
or old patients, or whether the consult is a follow-up consult for chronic illness

~ An alternative measure of productivity believed to overcome these limitations would
be to consider the total amount of billings or total revenues of physicians, The main
assumption in forwarding this measure is that prices somehow reflect the different time
intensities and severities. Prices are also assumed to reflect the content of the particular
consultation or encounter. Total revenues could therefore be constructed by multiplying
total visits by price paid per visit. However, this measure would also be fraught with
limitations if prices are determined by factors other than the severity of illness. ‘Asitisa
common practice in the Philippines, different prices are charged to patients belonging to
different income classes even if the same services are performed on them. On the more
practical side, total revenue estimates from physmlans are also difficult to obtain due to
hxgh refusal rates.

In the absence of these revenue measures, the total number of patients seen in a
week is adopted. In order to qualify the productivity measure, patients are further divided
into patients seen in clinics and confined patients. This dichotomy permits differentiation
of services performed and severity of illness of patients treated in inpatient settings versus
those in outpatient settings. Further dlfferentxatlon is allowed for specialization of
physicians.

.2.'2_.1. Observea trenas 1n physician pfoduétivitj at the clinic and -af .tﬁe hospital
The first columns of Tables 2.1, 2.2, and 2.3 present physician prMuctiQity at all

iclinics, at the particular clinic survcyed and in hospitals., Looking at the average number
Fof clinic- patients seen in a week at all clinics (Table 2.1); it appears that physicians in



Table 2.1

. CLINIC PATIENTS, Ci.t JIC HOURS, CLINIC PATIENTS PER HCUR

18

AVERAGE AVERAGE :
NO. OF . NO. OF HRS. . TOTAL
CLINIC INALL . PATIENTS
PATIENTS NO. OF CLINICS NO.OF PER NO. OF
PER WEEK CASES PER WEEK CASES HOUR _ CASES
REGION
2 Cagayan Valley - 80.59 22 49.43 21 1.60 20
7 . Central Visayas 75.05 85 33.81 86 2,45 84
10 Northern Mindanao 54.17 58 34.28 58 1.95 58
. National Capital Region 49.39 ... 205 26.37 210 256 205
- For entire sample 57.89 370 30.59 375 239 367
SPECIALTY
General Practice 71.34 86 38.16 85 2.47 84

_ Internal Medicine 55,68 80 25.98 83 2.97 80
Ob-Gyne 39.36 74 27.54 74 1.73 74
Pediatrics 67.93 76 30.29 79 2.78 76
Surgery 50,92 53 30.00 53 1.72 52
YEARS OF PRACTICE )

5 years and below 58.53 45 27.93 46 2.64 45
6 to 10 years 47.59 104 31.08 104 1.88 104
1tto 15 years 58.28 76 28.88 77 2,28 76
16 to 20 years 67.21 67 31.12 67 3.50 67
21 to 25 years 65.57 21 28.88 25 2.44 21
26 to 30 years 41,61 23 35.32 22 1.36 21
31to 35 years 86.63 19 37.85 19 2.07 18
36 to 40 years 46,25 K:] 29.00 8 2.00 8

SEX
Male 5200 157 2022 157 237 155
Female 62,23 213 31.57 218 2.40 -212
NUMBER OF CLINICS

~ One 58.81 186 ' 30.4‘3 185 2.30 182
Two 55.28 113 30.86 116 2.39 113

" Three 60.63 63 29.83 65 - 2.77 63
Four 57.75 8 38.25 -8 1.59 8

Source of data: DOH-PIDS Outpatient Clinic Survey



Table 2.2 18

CONSULTATIONS, CLINIC HOURS, CONSULTATIONS PER HOUR IN CLINIC 1

AVERAGE . AVERAGE

1 NO. OF NO. OF
; CONSULTATIONS * HOURS ‘ NQ. OF

PERWEEK 'NO.OF PERWEEK NO.OF CON§SULTATIONS NO.OF
INCLINIC1 _CASES INCLINIC1 CASES __PERHOUR __ CASES -

'REGICN
Cagayan Vallsy 62.67 21 . 4229 21 1.50 19
Central Visayas 51.51 - 82 28.14 86 2.21 81
bothem Mindanao 43.57 - 54 30.84 58 1.89 54
Nalignal Capital Region 31.82 183 17.23 . 208 2.74 182
For entire sample - 40.24 340 23.27 373 2.41 336

SPECIALTY
General Practice 52.26 . 82 33.12 84 2.16 79
Inempt Madicine 38.04 69 18.83 82 2.99 ‘689
Ob(Gyne 2434 70 18.86 74 1.79 70
Podlstrios 49.32 73 22.61 79 2.88 73
?‘,grgggy 31.87 48 21.70 53 2.12 45
Y¥EARS OF PRACTICE
5 yaars ang below 2925 40 21.11 45 2.02 39
§lo 10 vears 34.66 ¢ a3 20.99 104 2.31 93
1ito 15 years 4147 71 23.42 77 2.65 71
1610 20 yaars 43.41 64 23.13 67 2.85 64
2110 35 yaars 65.55 22 23.20 25 2,56 22
2616 30 years . 34.05 21 30.95 21 . 1.32 18
311836 vaars . 4720 ¢ 15 32.63 19 1.60 14
(3810 40 yaars 3414 7 23.25 g 2.63 7

- BEX

34.46 142 2269 157 2.44 139
4437 198 23.70 216 2.39 197
TYPE OF GLINIC
“Hospital-based clinic 30.13 164 17.67 178 281 164
idepsndsnt Outpatient 49.15 163 29.43 178 2.16 159
Lompany Clinic ‘ 76.67 8 16.50 8 4.48 6
Polyclinic . 15.00 1 11.00 1 1.36 1
Schos! Clinic _ 35.50 2 16.67 3 1.31 2
4 23.00 4 1.57 4

Hiofnsurance Clinic 45.50

as ol data: DOH-PIDS Outpatient Clinic Survey
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Table 2.3

HOSPITAL PATIENTS, HOSPITAL HOURS, HOSPITAL PATlENTS PER HOUR

. AVERAGE

NO. OF AVERAGE
PATIENTS NO. OF HRS.
SEEN IN SPENTIN ° HOSPITAL

HOSPITAL NO.OF HOSPITAL NO.OF PATIENTS NO.OF
PER WEEK CASES PERWEEK CASES PERHQUR CASES

REGION

-agayan Valley 5.19 8 8.75 6 0.91 5

sentral Visayas 12.68 59 - 16.13 50 1.48 48
Jorthern Mindanao 8.69 48 11.84 45 1.22 46
\ational Capital Regio 8.49 169 - 11.39 155 1.52 151
‘or entire sample 9.30 284 - 12.33 257 1.44 250

SPECIALTY

Seneral Practice 9.36 41 13.34 34 1.48 33
nternal Medicine 9.14 66 12.47 63 1.29 60
Ob-Gyne 6.60 63 - M.47 5y 1.57 58
Pediairles 10.45 63 | 9.31 58 1.83 56

Surgery 11.74 48  16.85 42 0.96 42

YEARS OF PRACTICEZ

-5years and below 10.77 24 14.24 21 1.46 19
610 10 years 7.65 91 °~  12.06 77 1.22 77
11 to 15 years 9.50 66 11.09 60 1.69 59
£16 10 20 years 10.06 49 13.23 49 1.52 . 47
£2110 25 years - 13.38 17" 13.98 17 ~  1.83 17
{2610 30 years 10.50 14~ 942 13 1.47 12
3110 35 years 6.52 12 - 9.09 11 0.86 11
i36lo40years 8.40 5 15.75 4 057 3
SEX
Male 10.43 125 14.15 110 1.31 108

Female ' 8.42 159 10.87 147 1.54 142

NUMBER OF HOSPITALS

One _ 7.54 71 9.08 65 1.35 62
Two - 8.15 73 8.93 . B5 2.13 62
Three 10.79 128 16.29 115 1.10 115
:Four 10.32 7 12.71 7 1.10 6
Five . 11.25 3 - 6.33 3 2.31 3
hht_ ~12.00 2 849 - 2 2.06 2

BB of dafa: DOH-PIDS Outpatient Clinic Survey
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‘Region 2 see the most number of patients, while physicians in the NCR see the least
.number of patients. On the average, physicians in Region 2 see about 80 patients per week
“while those in the NCR see about 50 patients per week. However, a decline in the number
. 7f patients seen as the level of development of the region increases is not borne by the data
4smce physxcxans in Region 7 see more patients than those in Region 10. It may be that
physicians in the NCR have understated their patient loads or that the survey may have
“captured the low patient load physicians.. Anecdotal 2vid: ence would tend to support the
understatement hypothesis.

The same trend in number of patients seen is apparent as one looks at the number of
patients where the interview was obtained (Table 2.2). The number of consultations would
differ from the number of patients seen to the extent that there are other services performed
on patients aside from consultations and to the extent that physicians hold multiple clinics.
Physicians in Region 2 appear to have the most number of consultations in a week where
the interview was taken while sample physicians in the NCR appear to have the least
number of consultations in a week.

Turmning to hospital patients, the opposite trend can be seen. Physicians in Region 2
See Ing least average number of patients in hospitals in a week, only about five, while those
in Region 7 see about 12 patients a week. Meanwhile, the number of patients seen in
hospitals in Regions 10 and NCR does not differ significantly. The low number of patients
seen in hospitals in a week in Region 2 could be related to the number of private hospitals
where physicians can follow up their patients. Referrals to physicians employed in public
hospitals may be the norm instead of following up patients in private hospitals.

. Looking at the mumber of patients seen across specialties, general practitioners see
the most aumber of patients in a week, followed by pediatricians and internists. Surgeons
and obstetricians see the least number of patients. These trends may be reflective of the
relative time intensity of the services which are provided by these two specialties relative to
the others. The number of patients seen by intemnists and pediatricians could also be due to
Egre.ater proportions of follow-up and check-up cases whlch do not require as thorough a
workout,

The m—patlent setting of the most services performcd by surgeons is reﬂected in the
.number of patients seen in a week in hospitals. Surgeons sampled see about 11 confined
patJents per week on the average. Although it was expected that obstetricians would have
s'the same trend in the number of patients seen in hospitals, they register in fact the Jowest
E}number of patients seen in a week. Although it was expected that general practitioners
‘would refer patients who need confinement to other physicians, the results show that the
~number of patients seen in a week in hospitals by general practitioners may not differ
‘.sgmﬁcant‘v from the average numbers seen by internists and pediatricians.

Are there productivity differences between physicians of certain characteristics?
:The number of patients seen in a week in all clinics by years of experience indicate that
here are, although the direction in the productivity differences is not too pronounced. For
nstance, while number of patients seems to reach a high at 16 to 25 years of experience,
mcontmuous increase is seen between 5 to 15 years and no continuous decline is seen
rom 26 to 40 years. A clearer trend in productivity is seen if measured by the number of
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iz}consultations in a week. A peak is reached by physicians with 21 to 25 years of experience
 with the number of consults increasing steadily before that and declining after that period.

' Female physwlans in the sample appear to havy’ ighar number of patients seen than
male physicians, either reckoning by number of patients seen in a week or number of
consultatlons in a week.

-1
v

_ The number of patients seen in hospitals in a wetk appears to he highest for those
with 21 to 25 years of experience. Physicians belonging to this category see about 13
_patients a week on the average. Starting with physicians with 6 to 10 years experience, the
number of patients seen rises steadily up to the peak, after which a decline is seen. The

“relatively high number of patients seen in hosprta.ls in week by the least experienced
'physrcmns needs to be looked into further

- Are physicians holding multiple chmcs and hospxtal affiliations more productive
ithah those with just one? The last lines of Tables 2.1 and 2.3 provide indicative answers to
sthis question. -There seems to be no large differences in productivity between physicians
;maintaining single or multiple clinics. Although physicians maintaining three clinics see

. the most number of patients on average, they are only about two patients better off than

phy51c1ans with single clinics. It would seem therefore that physicians choose to practice in

multiple clinics in order to achieve certain levels of total productivity or patxent load for

outpatlents

On the other hand, the number of patients seen in a week seems to increase with the

. number of hospital affiliations of physicians. Those with five hospitals where patients are
“admitted have about four more patients on average than those with only one affiliation.

This seems to indicate that physician productivity in terms of patients seen in hospitals is
_affected by the constraints in the number of facilities available.

..+ 'Are there differences in the number of consultations by type of clinic? The last
iplines of Table 2.2 show that the number of consultations in a week in outpatient clinics is
hlgher than those in hospxtal based clinics. Company clinics seem to post the highest
number of consultations in a week. Physicians in HMO or insurance clinics approximate
;lhe productivity of those in independent clinics.

b
,g't2 2 2 Trends in productivity components

. Inorder to better describe the trends in the number of patients seen, it would be best
v toconmder the following identity:

Patients seen at time ¢ = Hours spent working in time ¢ *
Number of patients seen per hour

) Hours spent working reflect the work effort put in by the physician while number of
*patmnts seen in an hour reflects the productivity of each hour spent. While the first

% measure would directly reflect the physician's preferences for income and leisure, the
Eﬂd measure could be hypothesized as being affected by more technical determinants

as the level and quality of other inputs and how these are combined and employed
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ie., the orgamzatlon of the practice. The empha51s on physician hour spent in each setting
calso recogmzes the fact that physician time input is the maJor input in the producnon of
“these serv1ces

_ It should be noted, however, that the components are not entirely independent of
.one another. Greater hourly productivities in both clinics and kospitals determine to a large
extent returns to physician time. These are factors which affect time allocation between
‘lelsure and work and between outpatient and inpatient settings. ,

© " Columns 3 and 5 of Tables 2.1 and 2.3 describe the levels of these two components
of productivity. Hours spent in a week in all clinics seem to decrease as the level of
development of the region increases. Physicians in Regions 2 spend about 50 hours a week
in clinics while physicians in Regions 7 and 10 spend about 34 hours a week in clinics.
Physicians in the NCR spend on average about 26 hours in all clinics in a week. '

_ Despite lesser hours spent in a week in clinics, physicians in the NCR have greater
~ hourly productivities than their counterparts. The hourly productivities indicated for the
NNCR may be still be understated if the total number of patients seen are understated. The
. opposite trends from number of hours worked'is observed relative to the development of
- the region. As the level of development increases, hourly productivities also increase.
" Although physicians in Metro Manila spend less hours in clinics, they seem to conduct their
-~ clinic hours at a less leisurely pace than their counterparts in the other regions.

As far as the number of hours spent in a week in the clinic where the interview was
conducted, the same decline in hours worked as the level of development of the region
increases is apparent. However, the figures are not strictly comparable since physicians in
the NCR hold muttiple clinics, therefore hours worked may be divided among all the
cllmcs mamtamed

_ On the other hand, the hourly productivity trends seen in the number of patients
show that the number of consultatxons per hour is higher in Regxon 7 and NCR than in
fRegxons 2 and 10 |

) Looking at the various physician specializations in the sample, general practitioners
‘spend the highest average time working in all their clinics while internists spend the least
amount of time, * While it was expected that surgeons would be spending less time at their
clinics, results from the survey indicate that they spend on average about the same number
‘of hours as pediatricians,

The similarity in hourly productivity in the sense of total patients per hour between
ohstetricians and surgeons may oe reflective of the time intensities of the consults or
services that they deliver. Internists appear to have the highest hourly productivity,
followed by pediatricians and general practitioners.

Although internists spend less hours in'clinics, higher hourly productivities
tompensate for the lesser amount of time spert. Higher number of patients seen by
Pediatricians is a result of longer hours spent in clinics and higher hourly productivities.
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Physicians who have practiced for less than 25 years seem to be spending between
.28t0 31 hours in clinics in a week. However, those with 26 t0.35 years of experience
.seem to be spending more hours in clinics, i.e., from 35 to 38 hours. The number of hours
spent in clinics declines to about 30 hours a week for those with 36 to 40 years of
experience., '

Houfly productivities peak at 16 to 20 years expéexieﬁlce, with about 3.5 patients per
hour. Those with less than five years experience seem fo have higher hourly productivities
than those between 6 to 15 years. ' ‘

This trend seems to indicate that the-pattern in the source of physician productivity
shifts after peak productivity is reached. Before 16 years of experience, hourly
productivity seems to be the major source of productivity increases while after 20 years,
increases in hours worked seem to account for more patient encounters. Between 16 to 20
‘years, hourly productivity seems to be driving the total number of patients seen,

ééndcr differences in both hours worked and hourly productivities do not seem to
be significant,

~ Total hours worked by physicians maintaining multiple clinics do not significantly
differ from those maintaining single clinics. Hourly productivities likewise do not vary
much acress number of clinics.

‘ V'ariations in the components of productivity in different clinics are shown in the
last lines of Table 2.2. Physicians practicing in hospital-based clinics spend about 18 hours
‘aweek in their clinics while those practicing in independent outpatient clinics spend about
30 hours a week. Those working in company clinics spend about the same time as those in
‘hospital-based clinics. '

Although hourly productivity in hospital-based clinics is higher than those in
independent clinics, this does not seem to be substantially different. It seems, therefore,
.that the higher number of consultations in independent clinics is due to longer hours spent
by physicians there. Highest hourly productivity is registered for company clinics and this
lseems to be the main factor in reaching total consultations. '

‘Tuming to productivities at the hospital setting, physicians in Region 7 appear to
spend on average the most number of hours in hospitals while those in Region 2 spend the
‘least number. For the hours spent in hospitals, physicians in the NCR get to seé more
patients relative to their counterparts in the regions.

As expected, surgeons spend the highiest average number of hours for patient care in
‘hospitals, Surprisingly, general practitioners in the sample spend longer hours in hospitals
than internists and ob-gynes. Pediatricians in the sample spend the least amount of time in
hospitals. Despite shorter hours, however, pediatricians seem to have the highest hourly
+productivities in hospitals which account for their having the second highest average
;nqmber of patients seen. Surgeons, owing to time intensity of the services that they
?&rfo_’rm, have the lowest rate of patients seen per hour.
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. Looking at years of practice, a drop in patient care hours spent in hospitals is
“ apparent for those with 26 to 35 years of experience. Highest average number of patient
care hours:in hospitals is reglstered by those with 21 to 35 years of practice and those with
lower than five years of practice.” Those with 21 to 35 years of practice have the highest
average hourly productivities.

There is an interesting observation regarding the trends in the number of hours spent

.1n clinics and hospitals by years of practice of the phymc:c.n Table 2.4 presents the total

" number of hours worked in clinics and hospitals and the propomon of time spent in each
setting. Those with up to 25 years of experience spent time in hospitals from a range of
about 26 to 28 percent. However, after 25 years of practice, the proportion declines to
about 25 and then to 20 percent. While total hours worked do not decline, there is a
shifting of time spent from hospitals toward clinics. Another interesting observation is the
decline in hourly productivity in both clinics and hospitals for physicians with more than 25
yea:s of experience.

o Male physicians spend more time in hospxtals than female physicians although they

“have lesser hourly productivities. However, the higher hourly produchvmes of female
physicians are not enough to offset the lesser amount of time spent in hospitals, hence the
Jower total number of patients seen.

The behavior of time spent in hospitals by the number of hospital affiliations seem
to follow an inverted U-shape. Average hours spent in hospitals are highest for those with
-two hospital affiliations but decline afterwards. However, hourly productivities seem to
follow a U-shape. These trends therefore seem to offset each other at the level of three or
_more hospitals so that patients seen do not differ by as much.

2.2.3 Some hypotheses on factors affecting productivity components

The preceding tables have noted that hourly productivities contribute a significant
amount to the number of patients seen in clinics and hospitals. Hourly productivities can
berelated to the level and quality of inputs used in the setting as well as ways in which
rthe:y are combined. In the case of hospitals, hourly productivities may be related to the -
level of hospital inputs per physicians like the number of nurses, residents and support
jstaff ‘In the clinic setting, these factors could include the utilization of assistants and the
‘tasks delegated to them. They could also be related to the intensity of the use of other
chmc resources.

Some indications on the utilization of assistants can be seen in Table 2.5. About
».. percent of the sampled physicians indicated that they do not utilize assistants in their
clinics. Reasons cited by physicians for non-utilization of assistants include manageability
of workloads and high wages of assistants which physicians could not afford.

The way assistants are utilized also affects the hourly productivity of the physician
m the clinic. Greater task delegation could mean finer division of labor among the
productive inputs in the clinic, which may imply greater number of patients per hour spent
inclinics. The extent of task delegation is gleaned-from Table 2.6. As it can be noted,
hf;lsks delegated to assistants include clerical and office tasks, physical examination tasks,



Table 2.4

Consultation Fees, Costs*and Patient Care Hours*

o

- Average Usual Average Total Average Total Hours Spentin

3610 40 years

Feel Hours Spentin Hcurs Spentin  Hospitals/
Non-Physician  Clinics and _ Clinics Total Patient
Costs /1 Hospitals /2 Care Hours
(1) (2) (3) (4)
REGION
[l Cagayan Valley 0.90 51,90 49.40 15.22.
Vil Central Visayas 126 43.20 33.80 30.56
X Northern Mindanao 1.21 43.70 34.30 25.55
Nationa! Capital Region 1.38 34.80 26.40 27.18
SPECIALTY
‘1General Practice 0.95 43.50 38.20 21.57
Internal Medici i 1.85 35.40 26.00 27.04
'{Obstetrics-Gynecology - 1.59 36.70 27.50 26.85
Pq}dia!;‘ics 1.32 37.20 30.40 26.18
Surgery 0.93 43.30 30.00 34,57
'YEARS OF PRACTICE

5years and below 0.96 34.40 27.90 28.77
610 10 years 1.52 40.00 31.10 . 26.24
111015 years. 1.45 37.50 28.90 27.27
16to 20 years 1.40 40.80 31.10 28.52
21to 20 years 0.88 38.40 28.90 27.56
26t0 30 years 1.13 40.90 35.30 25,21
Y} to 35 years 1.77 43.20 37.90 19.75
0.97 < 36.90 29.00 36.58

' PRELIMINARY UNWEIGHTED AVERAGES

I Non-Physician costs include expenditures for re'nt, supplies, drugs, repairs, compensation of
assistants, licenses, insurance, utilities and other overhead expenses.
12 Obtained by summing the number of hours spent in all clinics plus the number hours spentin

affiliated hospitals

Source of data: DOH -PIDS Outpatent Clinic Survey




Table 2.5

Proportion of Physic'ians who Efmploy Assistants

Proportion of sample physicians who employ assistants: 74.67%

Reasons for not utilizing assistants No.of  Proportion

Cases (%)
1. Work load is manageable - 64 - 68.09
2. High costs of getting an assistant 22 23.40
3. Prefers direct supervision of patients 4 4.26
4. -~ Combinations of (1), (2),and (3) 3 3.19
5. Noregular clinic days 1 1.06
94 100.00

sSource: DOH-PIDS Outpatient Clinic Survey
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~Table 2.6

" Proportion of Physicians who Delegate Tasks to Assistants

TASKS : % of sample

A. CLERICAL AND OFFICE TASKS

Do billing 45,30
Fill out insurance forms 17.90
Schedules appts. for x-ray & other lab work 26.20
Schedules admissions to hospitals 25.90
Schedules appointments for consultation 51.30
Type progress note on chart 10.€0

B. PHYSICAL EXAMINATION TASKS

Obtain weight and height 48.40
Take BP on initial visit 26.20
Take temperature -38.90
Administer screening tests for hearing 210
Administer screening tests for vision 2.80
Perform tonometry . 1.00
Perform proctoscopic exam 1.00
Perform pelvic examination : 3.90
Collection of specimen ' -~ 13.70

C. HISTORY AND PATIENT CONTACT TASKS
Take and record routine elements of history 19.40
Take and record history of present iliness . 13.50

D. LABORATORY AND RELATED TASKS

Obtain and mount ECG tracings 10.40
QObtain venus blood samples S 6.00
. Procure Urine sample for lab 11.40
ﬂ Perform urinalysis . 7.30
' Determine hemoglobin .- . 7.00
Determine hematocrit ~ 520
Perform blood cell counts/smears 6.00
Perform pulmonary function studies 1.30
Perform skin tests ' 7.50
E. THERAPY A A
Administer immunization 7.50
Administer medications intramuscularly 9.30
Administer medications.intravenously 3.40
Perform ear irrigations 3.10
Remove sutures 9.10

Give diet instructions 9.30

Sourde of data: DOH-PIDS Outpatient Clinic Survey
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history and. patient contact tasks, laboratory and related tasks and therapy. Greater
proportions of physicians delegate clerical and office tasks relative to therapeutic tasks.
Tasks such as obtaining height and weight, taking blood pressure and temperature are the
¢ommon physical examination tasks delegated. Scheduling appointr.ents and billing are the
common clerical and office tasks delegated. Less than ten percent of sample physicians
entrust the performance of laboratory tests and therapy to assistants.

Table 2.7 reprises average consultations per hour and average non-physician costs
per consultation. Average non-physician costs per consuitation may be used as indicators
of the intensity of the use of other resources in the production of outpatient consults, It can
be noted that higher hourly productivities are coincidental with higher non-physician costs.
The intensity of the use of other resources could therefore be potential sources of hourly
productivity increases.

2.2.4 Some intermediate observations

Defined as number of patients seen in a specific time period, it was shown that there
are productivity differences across the regions of the country, across characteristics of
physicians and across number of hospitals and clinics. Added productivity differences
could be observed across different types of outpatient clinics.

These productivity differences were shown to be due to differences in both hours
worked and hourly productivities. Total number of patients seen could therefore be
attributed to movements in either or both components.

“The inverse of number of consultations per hour is the amount of time spent per
patient in a consultation. In this respect, investigating the factors which could account for
lesser time spent for consultation should give an idea on one aspect of productivity
increases. This would be the subject of further empirical investigation in the succeeding
parts of the paper. '

}'ﬁ;"j PHYSICIAN FEES AND RELATION WITH COSTS, PRODUCTIVITY AND
PHYSICIAN TIME ALLOCATION - |
:._'2_.3.1 Physician fee variations: some reasoﬁs

| Appéndix A outlines some trends and observations regarding physician fees in the
‘Philippines. These observations include the following:

a) that there are wide variations in fees charged for both outpatient and
inpatient visits and procedures,

b) there are variations in fees across regions, with Metro Manila showing the
highest level of fees,

.c) there are also differences in fees charged for the same procedure performed
by a different provider, '



_ Table 27

Averdge Consultation per Hour and Average
Non-physician Cost per Consultation

Consultation

Non-physician

per hour cost per
consultation
REGION

"2 Cagayan Valley 1.50 48.41
7 Central Visayas 2.21 66.90
10 Northern Mindanao - 1.89 51.35
National Capital Region 274 80.49

For entire sample 2.41 70,52

SPECIALTY
General Medicine 2.16 45,29
Internal Medicine 2.99 90.65
Obstetrics-Gynecology 1.79 52.26
Pediatrics 2.88 60.34
Surgery 212 129.75
YEARS OF PRACTICE
5 years and below - 2.02 60.84
6to 10 years 2.31 69.35
11 to 15 years 2.65 60.12
-16 o 20 years 2.85 95,04
21to25years - - 2.56 86.80
26 to 30 years 1.32 52.60
31to 35 years 1.60 54,96
36t0 40 years 2.68 88.83
SEX

Male ’ 2.44 90.58
Femals : © 2,39 56.26

Source: DOH-PIDS Outpatient Clinic Survey
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‘d)' specialists charge higher fees than general practitioners and among
‘ specialists, primary care specxahsts such as pediatricians and obstetnc:ans
charge lower fees than non-primary care physicians,

e) the level of fees vary by the category and bwnershxp of the hospltal
affiliation of the physmlan and -

f there are variations in inpatient profesnoml fees across room
accommaodation,

Aside from variations in the levels of fees charged, there are also differences in
nodalities applicable in the determination of inpatient fees (both visits and procedures).
While some practitioners do not charge separate visit fees from the professional fees of a
nocedure, others do. Some practitioners apply the same rate for visits and procedures
egardless of the room accommodation of the patient but as earlier seen, the more common
node is to charge according to the room. In fact, some practitioners determme their
harges asequaltoorasa percentage of the room rate.

How then can these variations be explained? The more obvious explanations would
efer to differences in the severity levels and difficulty of the cases that are encountered by
shysicians. Fees in these cases would somehow reflect the higher costs due to more
ntensive use pf physician skills, know- how and time. About 40.7 percent of respondents
n the DOH-PIDS survey noted that they base fees depending on the illness of the patient
Table 2.8).

The costs of practice, including implicitly the physician wage are also possible
:xplanations for the variations in prices. About 18.4 percent of respondents to the DOH-
PIDS survey noted that the cost of living and operational expenses are some of their bases
for settmg fees.

Some attribute these price differences to the quality of physician services provided.
l-Iowever there are disagreements on the measures or indicators of quality to be used.
These give way to a variety of variables which are used to indicate quality such as
physician characteristics including years of practice, specialization, board certification; the
physical characteristics of the facility, equipment and clinic amenities; and or the
performance of accepted or standard procedures and others. The relationships of these
variables and the health outcomes of patients have not clearly been established.

In addition, the Wyatt survey results indicate that one of the major bases for setting
physician fees is the patient's ability to pay. Hence room accommodation of patients,
which is used as and indicator of ability to pay, is used as a basis for differential charging
by physicians. The oft given rationale for this practice is the charity motive, that is
subsidizing poorer patients at the expensé of richer patients. From the Outpatient Clinic
Survey of the PIDS-DOH Project, about 74.45 percent of respondents cited that they base
fees on the economic status of the patient and 20.88 percent base fees on the room
gccommodation.

On the other hand, these differences in prices could be taken as evidence of the



‘Table 2.8

~ Physician Bases for Setting Fees

Bases for price setting Percent of
Respondents

.Econo_mic status of patients 74.45

Depends upon illness 40.66
Fee structure of other doctors - 39.01
- Predetermined fee structure 29.12
Relationship with patient 29.88
Room accommodation 20.88
Self—structurec! fee 20.05
Cost of living / Operational expenses 18.41
If patient has health insurance 17.86

Source of data: DOH-PIDS Outpatient Clinic Survey
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price-setting power of physicians and hence could be related to the structure of the

physician services market. The effects of the market structure on prices is relevant in
analyzing the effects of the number of physicians on physician prices. Does the increase in
the nuinber of physicians increase or decrease competitive pressures? What are the effects
of movements in competitive pressures on the levels of physician fees? An indicator of the
qogmzance of competitive pressures in the market for physxuan services is the response of
physicians that they base fees on the fee structure of other doctors (39.01 percent of
»spondents) or a “predetermined fee structure' (29.12 percent of respondents)

3.2 Qutline of the relationships

- As an illustration of an analysis based on some of the concepts of the previous
iscussion, some results of the Qutpatient Clinic Survey of the DOH-PIDS project are to be
resented. ' These results are not used definitively, rather they could point to certain trends
hich could be validated in more detail. This part of the paper also seeks to set the stage
r the integration of further empirical analysis of outpatient productivity, costs and prices.

The first three columns of Table 2.9 enumerate the unweighted mean minimum,
aximum and-usual fees charged for outpatient consultations by region, specialty of
hysician, years of practice and type of clinic. Independent clinics are those located in the
ommunities, either attached to residences of physicians or in buildings located in
ommercial areas, Hospital based clinics are those located in medical arts buildings or in
linic spaces in hospitals being rented out to private physicians.

The trends in the physician fees in the survey essentially follow those from the
econdary data presented in the Appendix. Lowest consultation fees prevail in Region 2
/hile highest fees prevail in Metro Manila. Average minimum and average fees for
tegion 10 are higher than those in Region 7 while the reverse is true for high fees.
-onsultation fees of general practitioners ajré lower than specialist fees,

- Physmans who have bcen practicing for no more than five years charge lower than
heir more experienced counterparts. Fees of phys:cnans practicing for 6 to 20 years are
ather flat, followed by decreases in the next ten years, increases again by the 31st year and
[ decrease after the 35th year. The sampled physmlans therefore do not show a continuous
nerease in consultation fees as years of practice increase.

Consultation fees of physicians practicing in hospital-based clinics are higher than
hose in independent clinics.

How much of these variations are caused by cost differences? The fourth column of

1able 2.9 presents non-physician costs per consultation in clinics. Costs have been
tomputed as the sum of expenditures for rent, supplies, drugs, repairs, compensation of
asistants, licenses, insurance, utilities and other overhead expenses. These costs have been
dvided by the weekly rate of consultations. Note that to the extent that there are other
getvices that the clinic provides, the costs per consultation may be overstated. Supplies and
E‘ugs used for these other services are allocated to consultations. To the extent that some

Ihe inputs used are unpald then costs could be understated. Examples of these cases are.



‘Table T

- Consullations: Fees: Costs and R;te_

Average  Average Usual Avér.ige' . Averagé Average ) Average ) Average Mean "Mean Mean Welighted Average
Mininum Fee Fee Maximum Fee Non-Physician Minimum Fee Usual Fee/ Maxmum Fee/ Proportion Proportion -Proportion  Average Fee/ Consuliations
{Pesos) {Pesos) {Pesos) Costs per Cost per Cost per "Cost per of low of middle of high - Cost per per Hour /2
Consultation /1 Consultation Consuftation  Consutiation Income income Income Consuttation
(Pesos) ' . patients patients patients  (11}=[{5)"(8)]+
) (2 & (4} S SR EFEVG M= = @ (C)] (10} {6)'(9)]+ (12
- - (710}
REGICN

Il .Cagayan Valley 28.10 " 43.80 67.00 48.41 0.58 0.90 1.38 0.57 0.31 0.14 : 0.79 1.50
VIl Central Visayas 44.70 59.90 - 9420 : 47.56 0.94 . 1.26 1.98 0.51 0.38 0.12 1.18 221
X Northem Mindanao 47.90 63.10 78.70 5232 0.92 1.21 150 0.46 0.40 a.13 - 1.09 . 1.89

Natlonal Capltal Reglon 74.40 101.60 12520 73.40 1.01 1.38 1.71 0.38 0.50 0.13 128 2.74

SPECIALTY
General Practice 34.20 45.10 66.00 47.45 0.72 085 1.39 0.61% 0.27 0.11 0.85 2.18
Internal Medicine 75.00 .98.30 122.50 5321 1.41 1.85 2.30 0.36 0.49 0.14 1.73 299
Obstetrics-Gynecology '67.60 92,40 “19.40 - 5806 - 1.16 1.59 - 206 v+ 035 - 0.55 ‘G.13 1.54 ° 179 -
Pedialrics 60.40 - 8430 107.10 64.05 0.94 1.32 1.67 0.41 0.47 0.12 1.20 288 -
Surgery 66.80 91.30 12570 - 98.31 068 - - 0.93 1.28 0.42 0.44 0.14 0.87 212 .
YEARS OF PRACTICE
5 years and below : 50.90 62.10 87.00 64.90 0.78 0.96 1.34 050 . 039 00 088 . 202
610 10 years 65.60 89,40 112.00 £58.91 1.1 152 1.80 0.38 0.50 0.14 T 144 231
1110 15 yoars 63.90 83,50 110.80 §7.73 1.1 1.45 1.92 0.39 0.48 0.13 1.38 2.65
16 10 20 yoars 53.50 83.30 100.80 59.34 090 1,40 1.70 045 ° 042 0.12 1.20 2.85
21 to 25 years 63.20 76.50 . 95.00 87.33 0.72 .88 1.09 0.37 0.48 0.18 0.85 2.56
26 to 30 years 41.30 62.50 . 79.00 55.23 0.75 1.13 1.43 0.56 0.30 G.13 0.95 1.32
31to 35 years - 79.20 97.20 143.30 54.96 1.44 1.77 2.61 0.50 0.38 0.12 LA 1.60
36 to 40 years 65.80 86.20 120.00 88.83 0.74 0.97 1.35 0.54 c.29 0.13 0.86 2.70
TYPE OF CLIN{C

Hospital Based Clinlc 75.80 103.20 136.80 69.45 1.09 1.49 197 0.35 0.52 0.13 1.42 2.60

independent Clinic 46.30 62.10 78.70 . 54.17 0.85 115 1.45 0.51 0.37 0.12 ©1.03 2.20

* PRELIMINARY UNWEIGHTED AVERAGES .

11 Non-Physlclan costs Include expendilures for rent supplies, drugs, repalrs, compensation of assislants,
licenses, Insurance, utilities and other overhead expenses.

2 Obtalned by dividing the number of consultations In a week by the number of hours spent In a week In the clinle.

Source of data: DOK-PIDS Outpatient Clinfc Survey

peE
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clinics which are attached to physician resxdenees and unpaid famlly members who are
actmg as assistants.

Comparing these costs with prices gives us an idea on how pnces move with non-
physician costs. As it can be seen, costs per consultation are highest in the NCR. Costs in
Regions 2, 7 and 10 do not differ by large amounts from each other. Average costs per
consultation per specialty show that costs of general practxt.oners are lowest, followed by
internists then by OB-Gynes. Pediatricians may have h:gher costs per consult on account
. of drugs used for immunization. Surgeons in the sample had the highest costs per consult
~ due to higher costs of utilities, compensation for assistants, supplies and drugs.

Again, physicians with lower than five years practice have higher costs per
consultation than those with more. Costs per consult are relatively flat from 6-20 years of
practice, and from 26-35 years of practice. The data show a relatively large increase in
costs for those who have had 21-25 years of practice. The reasons for this increase remain
to be investigated in more detail. Those who have been practicing from 36 to 40 years
have higher costs. The increase in costs for latter may reﬂect lower patient loads while
clinic costs are Stlll high. .

- Costs per consult in hospital based-clinics are also higher than those for independent
‘chnics.  An investigation of the cost components show that on average, expenditures for
hospital-based clinics are not the highest. However, it may be reasonable to suppose that
physicians in these clinics spend for all of these items unlike in independent clinics when -
one or more cost items are not spent for, most particularly rent.

It appears from the data that costs may matter in setting physician fees. Whatever
efficiencies to be garnered in decreasing costs could therefore translate to lower physician
fees.

The differences between non-physician costs and consultation fees could be used as
very rough indicators of the returns to physicians in the provision of outpatient services.
Note that these returns include the compensation for physician time as an input as well as
entrepreneunal inputs of the physician.

Columns 5-7 of Table 2.9 present the ratio of minimum, usual and maximum
consultation fees with cost per consultation. A:ratio greater than one indicates that fees are
hlgher than costs; the greater the ratio, the higher is the return that physicians earn.

Average minimum fees are lower than non- physxman costs per consultation in
Regions 2, 7, and 10, while they are just about equivalent in NCR. As the relative
development of the region increases, the ratio of minimum fees to costs approaches one.
These indicate that physicians waive the returns to their effort in charging their minimum
fees, since they are just about recovering the non-physician costs per consult,

On the other hand, usual fees are higher than costs per consults except in Region 2.
EWCVCI‘ this proportion is very near one. Maximum fees are everywhere higher than costs
tconsultation. It is apparent that in both usual fees and high fees; the excess of fees over
m increases with the relative income of the region, Margins are highest in the NCR
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“and lowest in Region 2.

Looking at specialties, the ratios are everywhere greater than one for maximum
fees, with GPs having lowest ratios as against internists having about a value of 2.3, For
"'low fees, internists and OB-Gynes still have ratios greater than one. Of note are the low
'ratios registered by surgeons. It could be argued that somé of the consultations provided
by surgeons may in fact be follow-up consultations of inpatient procedures. The fees for
these consults has been included in the fees for those procedures already.

As it had been stated earlier, newer physicians have lower margins relative to older
" phiysicians. Lower margins are also apparent with those who have practiced for 36 to 40
years. Higher margins are apparent with physicians in hospital-based clinics than those in
independent clinics.

Given the structure of prices, it can be noted that physicians earn different returns to
;their time in charging their minimum, maximum and usual prices. These differences vary
by region, specialty of the physicians, years of practice and type of clinic. Since there are
dlfferences in the returns to physician time in charging these fees, one could ask whether
‘the quantity or the quality of the services provxded to those charged with these prices varies
accordmcrly
S
Lookmg at the ratio of consultation fees and non-physician costs can also provide
insights into the provision of charity care or price discriminating behavior of prysicians. If
¢harging their minimum fees constitutes the provision of charity care, this could well
indicate that physicians could reduce fees up to the level of non-physician costs or even
lower. Higher margins charged for maximum fees could therefore be means to recover the
waiver of physician returns in the charging of minimum fees. Calculation of a simple
average of margins from charging low and high fees results in a value which is very near
the margin from charging usual fees. '

The extent to which physicians could practice price discrimination depends on the
dlstnbutlon of his patients according to income. Columns 8-10 of Table 2.9 presents the
mm proportion of patients belonging to the three income groups. Note that these
propomons are the physician's perceptions of the distribution of his patients across the
income groups. It can be supposed that these proportions are based on relative incomes
rather than absolute incomes since no definite income ranges were given as standards by
whlch physicians would classify patients. It can also be supposed that these propomons
bave already been affected by the physician's pricing decisions, i.e., that this is the
distribution of his patients according to income given the structure of minimum, maximum
‘_and average fees that the physician charges.

. As expected the average propomon of low income patients is lowest in Region 2

' andhlghest in the NCR. As the relative development of the region increases, the
propomon of those in the middle income ranges broadens. Note that the mean proportion
of high income patients does not seem to vary by significant amounts across the reglons

Obstetricians and internists have the lowest mean proportions of patients belonging
TEihe lowest income groups while general practitioners have the highest. Nearly half of
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the patients of specialists belongs to the average income groups while the figure is about
thirty percent for general practitioners. The proportion of high income patients seems to be
stanonary across specxaltxes

* Younger physicians seem to have higher proportions of patients belonging to the
._lowér income groups and the least proportion of patient$ belonging to the highest income
‘zoups.  Of note is the increase in the proportions of patients belonging to the lower
income groups for physicians with longer years of practice, i.e., from 26 years and over.
This could be indicative of preferences of older physicians to provide more charity care
than their younger counterparts.

About half of the patients of independent clinics are perceived to belong to low
income groups, while half of those who patronize hospital-based clinics belong to the
average income groups. The same stationary proportion of high income patients is shown.

. From the trends in the perceived distribution of patients according to income, it
would seem that the shift in the patient compositions occurs between the lower income and
the average income groups. Those with high incomes seem to be a stable percentage of
patients. A meaningful question to ask is whether these patients are enough to subsidize the
poorer ones, or if there are subsidies coming from the middle income patients as well.

Assuming that physicians charge minimum fees to low income patients, usual fees
o average income patients and maximum fees to high income patients, a weighted average
return could be computed. Column 11 presents the weighted average fee to consultation
cost ratio.
' The first observation regarding the margin that has been computed is that they are
generally still greater than one. Therefore, there are could still be positive returns to
-physicians in differential pricing for outpatient consultations. Exceptions to these cases are
‘for physicians in Region 2, those who are general practitioners and those who have had less
than five years of practice, and those who have had 21-30 years of practice. The latter are
E’S\errising since one would expect older physicians to have higher positive returns,

The second observatlon is that the welghted returns seem to be everywhere lower
smnan the margins obtained from charging just the usual fees of physicians. The difference
Tanges from .02 to about .20 points. Among the regions, the difference is highest for
L]’legions 2 and 10. Among the specialties, those of pediatricians and internal medicine
:moved by larger amounts. Physicians in independent clinics had lower returns from
.dlfferentlal pricing than those in hospital-based clinics. It would seem from the results that
,_on the average, physicians earn lower returns on a per consultation basis from the practice
;of charging different fees to different patient groups.

This finding.could lead to the assertion that.diffezential pricing by physicians in fact
lowers the returns that they get from the practice of medicine. However, the analysis has
ed with one crucial assumption, i.e., that the services provided to both low income
ind high income patients are the same. Assuming the structure of returns connected with
harging different prices to patients of different income groups, there is the question of
W these different returns affect the number of consultations and services prescribed for
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" hese patients. Are physicians prescribing lower amounts of care for lower income patients
glative to higher income patients? This question is relevant to ask especially if physicians
im to achieve the usual return given by average fees. Some increases in the quantity of
ervives provided may therefore be resorted to in order equalize returns, and therefore

ower average physician margins may not be realized.

In the economics literature, returns to'a factor of production are related to its
roductivity, the higher the productivity, the higher the réturns. Therefore, higher returns
o physicians may be related to their relative productivities.

A very rough partial indicator of physi.cian productivity at the clinic is the number
~ f consultations per hour. As was noted earlier, this measure abstracts from the case-mix
of the consultations as well as the severity of illnesses of patients of certain physicians.

The last column of Table 2.9 reprises the number of consultations per hour shown
earlier. On a regional basis, it can be seen that NCR physicians seem to be more
productive in the sense of consultations per hour while those in Region 2 are least
productive. These differences are reflected in the returns to physician work as measured by
usual fees over costs per consultation.

Basing on specialties, it can be noted that while pediatricians seem to be nearly as
productive as internists, internists are getting higher returns again as measured by usual
fees over costs per consultation. It could be asserted that differences in the margins and
productivities across specialties may be reflective of higher intensity of work effort. Do
consultations performed by internists involve more effort than those of pediatricians? On
the other hand, there could be other factors that are influencing pediatrician fees and
¢onsequently the returns to pediatricians relative to internists.

Physician productivity seems to incredse with the years of practice, up to about 25
years and then decreases thereafter. Again these are roughly consistent with the trend in
physician margins. The same is true for type of clinic-- physicians with hospital-based
clinics seem to have higher productivities than those with independent clinics. This is
toughly consistent with the margins in Table 2.9, |

‘ Since physician returns and fees seem to be related to productivity, it could be
worthwhile to scan the determinants of physician productivity in order to see the effects on
‘prices.

It was noted earlier that the fees physicians receive for certain services could
influence their behavior in the choice of services to provide and their input mixes. The
‘major input in the production of physician services is physician time. Therefore, the time
dlocation decisions of physicians could have implications on the mix of physician services
‘that are produced.

~ The first column of Table 2.10 reproduces the ratio of usual consultation fees to
¢osts per consultation. The next column indicates the number of hours spent by physicians

}i’npqtient care in hospitals and clinics in a week. The third column enumerates the number
hoihours spent in clinics while the fourth column enumerates the proportion of hours spent
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Consuitation Fees, Cost_s and Patient CarvHours*
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Average Usual 'Average Total  [Average Total

Hours Spent in

Fee/ Hours Spentin  Hours Spent in Hospitals /
Non-Physician Clinicsand: ~  Clinics Total Patient
Costs /1 « Hospitals 2 Care Hours
) (1) (2) (3) (4)

REGION

Il Cagayan Vailey 0.90 51.90 49.40 15.22
Vi Central Visayas 1.26 4320 33.80 30,56

X :Northern Mindanao 1.21 43.70 34.30 25,55

" National Capital Region 1.38 34.80 26.40 - 27.18
SPECIALTY

General Practice 0.95 43.50 38.20 21.67
Inlemal Medicing 1.85 35.40 26.00 27.04
Obstetrics-Gynecelogy . 1.89 36.70 27.50 26,85
Pediatrics 1.32 37.20 30.40 26.18
Surgery 0.93 43,30 30.00 34.57
[YEARS OF PRACTICE
15¥ears and below ).96 34.40 27.90 28.77

b,1Q years 1.52 40,00 31.10 - 26,24

1110 15 years 1.45 37.50 28.90 27.27
b 160 20 years 1.40 40.80 31.10 28,52
i 11025 years 0.88 38.40 28.90 27.56
i to 30 years 1.13 40.90 35.30 23.21
; flo 35 years 1.77 43.20 37.90 19.75
1810 40 years 0.97 36.90 29,00 36,58
H

'PRELIMINARY UNWEIGHTED AVERAGES _ :
H Non-Physician costs include expenditures for rent, supplies, drugs, repairs, compensation of assistants,
: keenses, [nsurance, utilities and other overhead expenses.
R20btained by summing the number of hours spent in all clinics plus the number hours spent in

- affilated hospitals.

Swae of'data: DOH-PIDS Outpatient Clinic Survey
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;in hospltals in a week. Note that the time spent.in hospltals 1s specifically stated as the
{hme spent in caring for confined patients. Time spent in a hospital-based clinic caring for
Outpatients is considered a part of time spent in clinics.

The average proportion of time spent in hospitals is lowest in Region 2, followed by
l\\.leﬂ 10, NCR and Region 7, respectively. The trend of the number of hours spent in
ichmcs and the proportion of time spent in hospitals is contrary to what could be expected if
one just took into account the margins of consultation fees and non-physician costs, It
would seem that the higher the margin, the longer the time spent in caring for confined
ntients relative to outpatients. Trends coming out of the tabulation by specialty indicate
hat higher margins in clinics may not translate into longer hours spent in clinics.

Aside from considerations of severity of cases that physicians handle, the probable
xplanation for these trends is that margins that physicians receive for providing inpatient
are may be higher than those for outpatient visits. These higher returns may provide the
sounter-incentive for physicians to spend less time at the clinics. Likewise, the analysis has
xen limited to time allocation decisions. The results need to be validated by looking at the

ictual number of servxces that is preseribed for patients in both an inpatient and outpatient
hettmg -

The preceding discussion has illustrated the interrelationship between physician

productivity, costs and prices. A system view of the factors affecting these variables is
herefore the subject of the next section.

24 PHYSICIAN BEHAVIOR: A MODEL
. As a springboard to the formulation of the framework of the study, the first section
shall deal on the general process followed by physicians in deciding on the care of patients.

The different roles of the physician in this process and the various outcomes of the process
are also descn’bed.

The second section focuses on the formalization of this process in a model of
physician behavior which would be adopted in this study.

5_41 Physician decisions

' The process followed by the physician in the treatment of patients can be
)tprescnted by Figure 2.1, The process is initiated by the patient approaching the
physncmn for care. Initial contact between the patient and the physician could occur in a

‘Pysician's private clinic, the outpatient department of a hospital or a hospital emergency
‘foom. .

- In any of these settings, the phy51c1an is the one approached regarding decisions on
‘letrmtment which is to.be given to the patient. This is due to the feature of the health
aremarket where consumers have little or no information on diseases, their causes and the
llernahve courses of treatment. Physicians are entrusted the task of coordinating the
gseof caring for patients, including the determination of the amounts of health care

which are consumed by patients. - This includes services which he/she produces
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ach as consultations or visits, surgical and other special procedures. The physician's

legree of influence extends to services whxch he/she does not produce directly. For

nstance, the physician essentially determines the types and amounts of drugs and medicines
o prescribe to patients, and the types and amounts of diagnostic tests to order. The

hysician determines the number of days a patient would be confined in a hospital, if a

atient is to be confined at all, as well as utilization of the services of other physicians

hrough referrals ' ‘

‘The physician does not only dec1de on what and how much services are to be |
mhzcd by the patient but also where these services would be performed or accessed. For
nstance, he/she could decide to perform | minor surgical procedures in outpatient clinics or
na higher level facility such as a primary hospital. He/she may decide to refer patients to
ntside laboratories for tests and other diagnostic procedures, or decide to confine patients
n a hospital for the same work-out.

This role of the physician as a decision maker is supplemented by his/her role as
)rovxder of inputs in the production of the services that are prescribed for the patient.
ﬂulth care services such as outpatient and inpatient consultations, surgeries and diagnostic
ind therapeutic procedures among others are produced using physician time as the major
nput. - Due'to the level of specialized knowledge and skill necessitated in the performance
f thése services, there may be limited input substitution possibilities available. The
shysician's time and effort are necessary inputs in the production of these services.

‘Physician time, like physician output, can be allocated according to the type of '
service produced as well as the setting at which the service is produced. Practitioners
divide their working time between the clinic and hospital, and between specific clinics and
hospitals. In addition to patient care, teaching and research and administrative duties in the
hospital or clinic may occupy the physician's time.

~ Atthe clinic setting, physicians are not only providers of their own time, they are
a]so entrepreneurs employing and paying for inputs such as assistant hours, medical
supplles and drugs, and medical equipment. They are not just managers of the course of
care for patients but also of their own clinic firms. In the production of outpatient services
atthe clinic settmg, the physician decides on the amount of clinic inputs to use. Together
vnth the unit prices for these inputs, utilization of these inputs partly determines the cost of
Dmductlon of physician outpatient services.

- For the physician services rendered to patients, physicians decide on the prices to
ot Together with the prices set by hospitals and other producers of health goods and
services, these prices determine the total outlays of patients for health care. Physician
mfluence on this outlays stems from two possible sources, the amount of services and
f._goods that physicians prescribe, and the level of prices charged for physician services.

However, these payments do not wholly translate into physician incomes. Physician
weomes from clinics would depend on how much revenues are garnered less the costs of
poducing these services. Since the patient bears the cost of the hospital inputs used in
oducing physician services, the income that physicians receive from hospital based
tvices that he/she provides depends on the charges for the services less any costs that
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Be/she incurs in order to access these inputs. These costs may not be pecuniary at all.
They may take the form of time spent servmg in hOprtal commxttees and other
uministrative functions, -

From this model, several outcomes are apparent. “The first outcome is the welfare
of the patient. Welfare would encompass both improvements in health status as well as the
financial burden that patients would have to bear for the cost of care. The second is the

‘iffects physician decisions would have on the total income that they would receive in the

s¢ourse of their practice. This income could come from both outpatient and inpatient
-physician services.

\-.2.4.2 A Model of physician behavior

. Given the description of the process followed by physicians in managing the care of
*‘7pat1ents, a model of physician behavior is postulated. The physician's objective is first

defined, followed by deﬁnmons of the arguments which mﬂucnce the physician objective
ﬁmchon :

P.hysmmnﬂh}ﬁcnxes Several alternative ways of representmg physician objectives
“have been proposed in the literature. The earliest tendency was to characterize the
‘physician as a profit-maximizing firm: The physician was therefore characterized as a
‘usual business firm which chose the level of services it offered in order to maximize net
Tevenues.

-This characterization of the physician as a profit-maximizing firm was further
qmodlﬁed by proposing that physicians made decisions in order to achieve a target level of
income. These models were proposed in order to fit the observed trends in the data
Ielating physician prices, incomes and workloads. It was widely observed that increases in
Physician supply as embodied in physician population ratios were positively related to
physwum fees. Further, increases in expendltures for physician services were not fully
l',xplmned by increases in physician workloads.! These models proposed that practitioners
lhlfled the level of demand for their services to prevent downward movement in prices and
promote higher utilization of their services thereby leading to a preservation of their
incomes. The level of target incomes was assumed to depend on the incomes of other
physxclans and professwnals

The view has been criticized on the grounds that variations in target incomes and
frade-off between increased fees and increased visits to achieve the target income cannot be
easxly explained, and that the evidence did not adjust for increased accessibility of patients
(L., reduction of time costs for patients) and quality of visits that could underlie increases

! Fuchs (1986) in his study of the supply of surgeons and the demand for

Eoperations found a positive effect of supply on price with an elasticity of 0.5 at the means
woi the variables. Redisch, Gabell and Blaxall (1981) present data from the 1975 Physician

..‘ ey in the United States which indicate that fee levels are posmvely related with
B 'cxan density.
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:in;expenditures.

In addition, the characterization of the physician as a proﬁt-maxxmlzmg firm has
been ]argely modxﬁed by considering the office-practice as a simple owner-operated firm.
The physician has been considered as a self-employed worker instead of being just an
ttrepreneur. A simple owner-Operated firm might choose to maximize a function of
profits and of the owner's or manager's leisure. Tranﬂamg this to physicians gives rise to
the characterization of the physician as maximizing utility derived not only from net
income but also from leisure time. This characterization was used by Sloan (1975) in
analyzing the physician's hours of work decision.

. Integrating the characterization of the physician firm as a simple owner-operated

firm plus the concern over other aspects of practice has led to the formulation of "extended
utility maximization" models. Practice style as an argument in the extended utility function
had been cited in order to take account of physician preferences over the style of medicine
lhat they decide to practice and the lifestyle that they seek outside of practice. Aspects of
this objectives include preferences over certain types of patients or clinical problems (see
for example Feldstein 1970). Physician preferences for convenience and attributes of
practice such as patient load also enter into the inclusion of practice style as an argument in
the utility function.

- Given these developments, it is proposed that physicians maximize utility and not
]ust profits or income. Arguments which enter the utility function include physician
income and leisure. It is further assumed that physician preferences over style of practice
and other lifestyle considerations are captured by physician preferences over leisure,
Formally, these translate to:
U =U (Y™, L; MDCHAR) (2-1)
" where U = Physician utility

MO = “Physician income.

L Physician leisure

- MDCHAR Vector of physician characteristics affecting preferences for

income and leisure

Tncreases in physician income and leisure are expected to increase physician utility
atdecreasmg rates. With Uj; as the change in utility due to a change in argument i, U, > 0,
;< 0. Increasing physician income without increases in leisure. The same holds for
Iireases to physician leisure without commensurate increases in physician incomes,

Physician 1 e1sure.  1ne total amount ot leisure time that the physician enjoys
ds on the number of patients that she sees in both the outpatient and inpatient setting
the amount of time spent per patient. Assuming that:
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t = quantity of physxcxan time per service at the outpatlent settmg or
| ~ clinic

£ = quantity of physncxan time per servxce at. the inpatient settmg or

hospital
N == practice size or patient load of the physician at the clinic
a = proportion of patients hospitalized - '
T = total time available to the physician.
Then:
L = T - (N + t'aN). (2-2)

. It is assumed in the following analysis that one service is performed per patient.
Increases in the number of patients seen at the clinic decreases the amount of leisure time
that the physician can enjoy. On the other hand, these can be offset by decreases in the
quantity of physician time per service that is spent for each patient. Qut of the total
number of patients seen in the clinic, a proportion, @, would be referred to hospitals for
tonfinement and further workout. The greater the proportion of patients hospitalized, the
preater are the demands on physician working time.

Physician Income.  In general, physician income is the excess of physician
revenues over costs. Physician revenues are obtained from the total number of physician
outpatient and inpatient services rendered multiplied by the prices charged for these
services. Physxcxan costs at the outpatient setting are costs associated with producing
oufpatient services. Since the patient pays for the charges for hospital inputs used in the
production of physician inpatient services, then the costs to the physician would just be the
costs of accessing these hospital inputs.

“Letting N and a be as defined earlier and

.Pc.

Unit price of physician outpatient service
"P** = Unit price of physician inpatient service
Eﬁ&sician revenues is therefore characterized as PN + P"aN.

Expenditures of the physician in the production of physician outpatient services -
'Eonmst of the payments to the non- physwxan inputs used in the production of these services.
’mese inputs used include time spent by physician aides, medical secretaries and
non-medical personnel in the clinic, drugs, medicines and other medical supplies, clinic
‘space and utilities. It is assumed that the greater the number of patients, the higher are
vthese costs. It is further assumed that the higher the wages and input prices paid for these
»non physmlan inputs, the higher are these non—physwlan costs.

‘Further, non-physician costs are likewise assumed to be affected by a vector of
¢ characteristics which pertain to certain attributes of the outpatient services performed
£ amenities (see for example Held and Pauly, 1983). Such amenities or attributes of the
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output include location of the facilities, presence of certain clinic amenities like

axrcondltloners and magazines, or the availability of other clinic services. Depending on
}thc attributes or amenities, these are expected to increase or decrease non-physician costsin
the clinic.

Let.
c = Non-physician costs of producing physician outpatient services.
W™ = Vector of prices for clinic inputs,

CLNCHAR =Vector of clinic characteristics.
The costs of producing physician outpati_é_'ht services could therefore be characterized as:
C* = C° (N, Wh?, CLNCHAR) o (2-3)

~ As noted earlier, the costs of hospxtal inputs that physicians use in the production of
physmlan inpatient services are borne by the patient. However, it can be expected that
there would still be some costs that physicians bear in order to gain access to hospital
facilities. These costs may include monetary outlays such as shares of stock that physicians
may need to purchase or non-monetary outlays such as participation in various hospital
committees. These costs could also include delays in admitting patients or low priority
given to the particular physician's patients. It is expected that the number of patients that
physicians hospitalize would affect these costs. These costs could decrease to the extent
that physicians become more familiar with the operations, staff and facilities of the hospital
as he/she admits more patients. Further, hospital administrators may give higher priority
to a specific physician's patients if he/she is a regular "client® of the hospital. On the other
hand, participation in various hospital activities may increase as the number of admitted
Jatients increases.
Fgg; It is also expected that these costs are dependent on the inputs and characteristics of
the hospital where physicians admit patients. For instance, a higher level facility may have

nore stringent accreditation criteria for physicians. On the other hand, a hospital with
more beds may be able to accommodate patients more readily than smaller ones. The
ownershxp of the hospital may affect the ability of physicians to apply hospital inputs in
ways which enhance his/her productivity (Pauly 1982).- Physicians admitting patients in
l&chmg hospitals may also spend some of their time for teaching purposes, thereby
mcreasmg the time costs to the physician for admlttmg patients.

- The cost of accessing hospital inputs for the physician therefore takes the form:
C' = C"(HOSCHAR, aN), (2-9)
where

: C' . = Costs to physician in accessing hospital inputs,
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HOSCHAR = Vector of hospital characteristics including ownership and
| . hospital inputs, :
Depending on the particular characteristic, HOSCHAR could have negativé or positive
effects on physician costs. The number of patients hospitalized may have positive or
negative effects on these costs. K - ‘

[

Therefore :
Y™ = PN + P'aN - C(N, W™, CLNCHAR)
- C'(aN, HOSCHAR)  (2-5)

‘ Physician Patient Y.oad. In the model that-is proposed, the physician patient load or
- practice size, N, is analogous to the demand function for the physician services. The

~ practice size or patient load of the physician is proposed to be affected by the physician's
treatment and pricing decisions (McCombs 1984, Farley 1986). The patient load function
therefore incorporates elements of the physician's role as the clinical and economic agent of
the patient as well as market constraints, '

Implicit in the consideration of number of :patients is the level of patient benefits
that are derived from the physician's treatment and pricing decisions. The higher the level
of patient benefits derived from a particular physician, the higher is the number of patients
the physician expects to have. This contention assumes that patients can evaluate the
Services provided by physicians with enough accuracy. Physicians lure and retain patients
- by giving them good service. The size of the physician’s practice is therefore dependent on
 the patient benefits that are obtained and patient satisfaction with these services.

This representation of number of patients as dependent on the level of patient
satisfaction also incorporates the elements of ethical constraints governing physician
practices. Incorporating ethical constraints in physician practices has previously been
opérationalized by including the level of patient benefits as a direct argument in the utility
function of the physician. In the formulation proposed, patient benefits still enter into the
‘utility function of the physician insofar as they affect the patient load and ultimately the
income of the physician.

. Improvements in health status as well as the consumption of other goods and
services are elements in the determination of patient benefits.

- That improvements in health status determine patient benefits highlights the
observation that physician services and other health goods and services are consumed only
insofar as they contribute to the improvement of the health status of the patient,

Improvements in the health status of a patient are assumed to depend on the quantities of

health care services consumed by the patient. Since physician time inputs are major inputs

inthe management of care and the provision of the service itself, patient health and benefits

wreassumed to be positively affected by physician time inputs in the clinic and at the

Dogpital. These are also consistent with the observation that patients evaluate the quality of
e service rendered by the amount of time spent by the physician with the patient.



Intensities i in the use of clinic and hospital resources in the provision of outpatlent and
inpatient services are realized by mcludmg clinic and hospital characteristics in determining
improvements in health and therefore in patient berefits. Physician decision on the rate of
hospitalizations, which signals the use of inpatient services, also inputs in the determination
‘of health improvements and patient benefits. Changes in the health status of patients due tc
‘different levels of time inputs of physicians per ser:vicé at both the clinic and the hospital
nd the different levels of clinic and hospital mput'? are bound by the degree of substitution
and complementation of these mputs in the productxon of health services.

Consumption of other goods and services is represented by patient income after
paying for physician and other health goods and services. Increases in the prices charged
by physicians for inpatient and outpatient services therefore reduce the net income of the
patient. These are expected to reduce patient benefits and therefore the number of patients
of the physician. Increasing hospitalization rates also increases expenditures for medical
tare and therefore reduces net income.

The formulation of the practice size function is also amenable to the inclusion of
éassumptlons on product d1fferent1at10n in health care. Each physician can be thought of as
‘Uclivering services which are differentiated with respect to the type or style of the output,
he characteristics of the facilities wherein they are produced, and the characteristics of the
‘physicians delivering them in addition to the patient benefits that they result in. These
attributes can either characterize the level of quality of the services produced or the level of
amenities provided to patients. We can therefore think of a vector of clinic, physician and
“hospital characteristics and amenities which patients consider in choosing which physician
to patronize. One such characteristic is location of the facilities where physicians practice.
"Another possible characteristic is whether the physician is a specialist or not. As Held and
Pauly (1983) define it, the critical notion is that "quality" or "amenity" causes patients to
“choose one facility over another.

- Ttis also expected that N, like the usual demand function, is affected by the prices
charged by other providers of care. The lower the prices charged by other prowders the
icsser is the number of patients that the physician can expect-to have. Other socioeconomic
tharacteristics of the population like income and health needs which affect demand are also
pssumed to affect the number of patients of a particular physician.

Our practice size or patient load function then becomes:

N = N(, £, P, P", a, CLNCHAR, HOSCHAR, MDCHAR,
PATCHAR, F°, P*) (2-6)

Where:

MDCHAR = Vector of physician characteristics,

PATCHAR = Vector of patient characteristics including income and health necds,
P = Vector of prices charged for outpatient services by other providers
P = Vector of prices charged for inpatient services by other providers
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lntegratmg the specxﬁcatlon of the patient load function in the formulanon of physician
mcome and leisure results in:

YMP = PEN( &, th, P°, P!, a, CLNCHAR HOSCHAR, ML UHAR,
PATCHAR 12° B“)

+ P'aN( €, £, P°, P*, o, CLNCHAR, HOSCHAR,
MDCHAR, PATCHAR, P, P*)

- CE(N(t, t, P, P*, g, CLNCHAR, HOSCHAR, MDCHAR,
PATCHAR, P, P*), W™ CLNCHAR)

- CYaN(t, ', P*, P*, a, CLNCHAR, HOSCHAR, MDCHAR,
PATCHAR, P°, P*), HOSCHAR),  (2-7)

L = T-(@EN(E & P, P o, CLNCHAR, HOSCHAR,
o MDCHAR, PATCHAR, P, P*)

+ tgN( ¥, &, P°, P*, g, CLNCHAR, HOSCHAR,
MDCHAR, PATCHAR, ¥, P")). - (2-8)

These definitions of income and leisure are therefore substituted in the physician
utllity function (2-1). Physicians therefore choose the levels of time inputs, t° and t*, pnices,
Fand P*, and hospitalization rate @, in order to maximize utility. It can be argued that
hospital charactenstlcs and clinic charactensncs are also offshoots of physician decisions on
hospital accreditation and investments in clinic space and equipment. For the following
analysis, however, these variables are considered as predetermined on the assumption that
these decisions have been made at a prior time. Recognizing that they are affected by the
-same variables considered by the physician in determining prices and Ume per service
‘introduces some biases in the empirical ana1y31s

“The first order conditions for maximization then become:

dufer = aU/aYMD ( P*.aN/at" + aP". aN/at
-3C¢/3N.3N/3tt - IC*aaN (a.aN/are ))
- 9U/BL (N + t°.aN/at° -+ at".aN/at°) ‘= 0 (2-9)

Wt = oU/AY™ ( P*.aN/at* + aP*.aN/ot
-6C°/aN.aN/at" - 6C/2aN (a.8N/ath )
dU/eL. (t°.aN/6t° + aN + at®.oN/ot°) =0 (2-10)

AN = U/aYM? (N + P°.ON/OP° + aP" 8N/aP*
-6C°/aN.aN/opP° - 8C"/éaN (a.6N/GP* ))
- 8U/aL ( t°.aN/aP° + at®.aN/oP*) = 0 (2-11)
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/e = JU/oYMP (P°.aN/3P" + aN + aP*.aN/aP*
g -3C/aN.oN/3P" - 8C*/8aN (a.aN/aP" ))
dU/aL ( t .aN/aP" + at"oN/eP*) =0  (2-12)

Wlda = aU/aYMP (P°.0N/da + PN + aP".oN/oa
- -3C%/aN.aN/da - 9C*aaN (N + a.dN/da))
- - U/AL (t.aN/éa + at™.éN/éa + 'N) =0 (2-13)

The first order conditions (2-9)-(2-13) state that levels of physician time per
outpatient and inpatient service, prices of outpatient and inpatient service and the rate of
hospitalization would be chosen so that the additional increases in utility due to income that
these variables generate are just equal to the decreases in utility due to decreases in leisure
generated by the same. The amount of offsetting of income and leisure depends partly on
the relative valuations that individual physicians place on increases in income relative to
increases in leisure and on the degree or extent of movements in physician income and
lelsure

 For example, the first bracketed term in condition (2-11) details the net increase in
income due to an increase in outpatient service price. The first term inside represents the
direct effect on revenues from outpatient services due to an increase in prices. This is just
gquivalent to the number of patients served. However, to the extent that the patient load
decreases due to a decrease in patient income and benetits due to an increase in prices, then
the direct revenue effect is diluted. These diminution occurs for revenue from both
outpatient services and inpatient services, i.e., the second and third terms. Diminution in
the latter occurs since the physician has a lesser number of patients who can be referred for
further workout in the hospital. However, the net income effect is also determined by the
effects of the price changes on the costs to the physician at both the clinic and the hospital.
These are represented by the last two terms inside the first bracket.

The second bracketed term represents the change in leisure due to the price changes.
Smce the number of patients is expected to decrease due to the price change, commensurate
gncreases in leisure would result. The physician may therefore not mmd that revenue
x‘mcreases are not large aslong as his leisure time is increased.

. To the extent that increases in costs due to higher patlent loads do not completely
)_ffset the increases in revenues due to greater amount of physician time per outpatient
ervice, then increases in income would result from greater amounts of physician time per
grvice. However, these would result in less leisure time for the physician as his patient
Jad at both clinics and hospitals and the time required to care for these patients increase.

These relationships support the observation that physicians may nct act as pure or
rrfect agents of the patients. Since the physician has other objectives such as the
mximization of his income or leisure, or the attainment of a particular style of practice,
hen considerations regarding patient welfare will be balanced off or traded off with their
tifects on these physician objectives.

B

Assuming that an optimum exists, solving conditions (2-9)-(2-13) would yield the

fiices, time per service and hospitalization rates that would optimize the physician's utility.
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. The solution values depend on the signs and magnitudes of several important relationships
“which include: 8U/aY™®, aU/aL, aN/at", 3C*/aN, 8C"/aaN, éN/at* , aN/aP*, aN/aP", and
N/aa. Optimal values of the endogenous variables can be expressed as functions of the
exogenous variables. The effects of the exogenous variablés in the model can theretore be
considered as representing the net effects taking into consnderanon the underlying
relatlonshlps

. Optimal values of the physician choice variables carn therefore be expressed as:

£ = (CLNCHAR HOSCHAR, MDCHAR, PATCHAR, W™, P, p*),
' = ¢ (CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, w‘““ P, P"),

P = P (CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, W™, B, P"),
"p}'f: P* (CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, W™, P* P"),
¢ =d (CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, W™, ¥, B*),

.. Substituting these optimal values in (2-6) also solves for N’. Repeated substitutions
of the values of the choice variable and N” in (2-2) solve for L', in (2-3), (2-4) and (2-5)
solve for C*°, C**, YMP*, and finally into (2-1) for U" as functions of the exogenous
‘variables. '

. Since the focus of the paper is on productivity and prices at the clinic, estimates of
the optimal values of t* and P* would be generated.

~ Although estimates of the system of equation as functions of exogenous variables
-are helpful, the relationships between some of the physician choice variables are lost. To
partially address this problem, it was assumed that one of the choice variables in the model
has been preallocated or solved beforehand. Solving the optimization problem treating one
of the choice variables as preallocated gives solution values to the other choice and
endogenous variables as functions of the exogenous variables and the preallocated choice
variable, For the purposes of the paper, the physician time per outpatient service was
chosen as the preallocated choice variable. The choice of this variable as preallocated is
expected to give indications on the relation between time inputs of physicians and
outpatlent service prices..

The equatlons that would be estimated would therefore take the form:
f = &' (CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, W™, B, P,

F' = P (CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, W™, ¢, B", t°),
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2.4.2 Empirical implementation

To estimate the functions, linear functional forms are assumed. These are in the
form: - : _

£ = 00 + al"*CLNCHAR + a2'*HOSCHAR + a3'*MDCHAR + a4'*PATCHAR
+ a5 *W™F + 06'*P° + a7 *P" + e,. :

P = b0 + bI'*CLNCHAR -+ b2'*HOSCHAR + b3'*MDCHAR + b4'*PATCHAR
+ b5 *WNP 4 p6'*P° + DT B + b8'*" + ey,

where ai's and bi's are vectors of parameters corresponding to the set of explanatory
variables. :

Since the level of time inputs per outpatient service, t%', are the results of optimizing
behavior of the physician, then estimating the set of equations by ordinary least squares
result in inconsistent estimates of parameters. To get around this problem, the system of
cquatlons is estimated using three-stage least squares.

25 © DATA AND RESULTS
2.5;1 Data set and variables

Several data sets from the various surveys of the DOH-PIDS project were linked in
order to come up with the data set used for the regression runs, Physician characteristics,
clinic characteristics, and physician time allocation and prices were obtained from the
Outpatient Clinic Survey. Variables on the household incomes and expenditures and other
characteristics were obtained from the Household Survey in municipalities corresponding to
the location of the clinic. The characteristics of the hospitals where physicians admit
patients were culled from the DOH-Bureau of Licensing and Regulation hospital statistical
reports and the Hospital Survey of the project. Other secondary data were sourced from
published sources. Table 2.11 presents the list of variables used, their definition and
source, :

) , A
" Table 2.12 presents the definitions and descriptive statistics of the variables used in
the regression runs. Of the total sample clinics, about 169 observations with complete
responses to the variables were used in the analysis. The high drop-out rate of respondents
‘due to missing data precluded the estimation of average consultation time and average
consultation fee by specialty of the physictan. Dividing the sample into the five specialties
and running the equations on these subsamples would tend to highlight the differences
across specialties in the case mix, illness profile and the types of services provided. A less
than perfect substitute to correct this is the inclusion of specialty dummies in the regression
uns.

To represent the price of outpatient service, the average consultation fee of the
physxclan is used. This variable was chosen since, as outlined earlier, there could be bases
tfor charging minimum and maximum consultation fees which cannot be sufficiently
ktontrolled in the regression. These variables include severity of the illness of particular



" Table 2.11

List of Variables, Definition, and Source

Variable Definition Source
CONS1AFE  Ave. consultation fee of physician (in pesos) DOH-PIDS Outpatient Clinic Survey
CONS1TIM Amount of time spent per consultation (in minutes) DOH-PIDS Outpatient Clinic Survey
YRSPRACN  Number of years in medical practice DOH-PIDS Qutpatient Clinic Survey
SEX _ Female : DOH-P!DS Cutpatient Clinic Survey
MARRIED Married o DOH-PIDS Outpatient Clinic Survey
MDSPEC Physician is a specialist - " DOH-PIDS Qutpatient Clinic Survey
DIPFEL Physician is a diplomate or fellow of any specialty organization DOH-PIDS Outpatient Clinic Survey
PRIVPART Physician is accredited in any private insurance or HMO DOH-PIDS Outpatient Clinic Survey
MEDPART Physician is accredited with Medicare DOH-PIDS Outpatient Clinic Survey
DELEGATE  Physician delegates some tasks to assistants DOH-PIDS Outpatient Clinic Survey
IOPCH1 Independent ocutpatient clinic DOH-PIDS QOutpatient Clinic Survey
AIRCON Aircon Is present In clinic DOH-PIDS Outpatient Clinic Survey
MEANFEE Mean consultation fee in the province by specialty (in pesos) DOH-PIDS Outpatient Clinic Survey
USXRYECG Presence of an ultrasound/x-ray/ecg - . DOH-PIDS Outpatient Clinic Survey
RENTZ2 Monthly rent per sq. meter DOH-PIDS Outpatient Clinic Survey
AVEPCEXP  Ave. per capita expenditures in municipality of physician (m pesaos) DOH-PIDS Household Survey
POPNEED % of population in need _ Census of Population & Housing, NSO
MEANWARD Mean inpatient visit fee in ward in the province by speacialty (in pesos) DOH-PIDS Outpatient Clinic Survey
TERBR Tertiary hospital Bureau of Licensing and Regulation, DOH
OWNPRIBR  Private hospital Bureau of Licensing and Regulation, DOH

£S



Table 2.12 -

Descripntive Statistics c* Variables

Minimum Maximum-

Variable Mean Std. Dev.
Ave. consultation fee of physician in pesos 85.17751 46.00043 20 300
Amount of time spent per consultation'in minutes 18.6213 7.85651 3 - 30 ..
Number of years in medical pract|ce 14.94675 0921132 2 58 |
Female 0.59172 0.45288 0 1
Married 0.81065 0.39295 0 1
Physician is a specialist 0.88166 0.32397 0 1
Physician is a diplomate or fellow of any specialty organization 0.23077 0.42258 0 1
Physician is accredited in any private insurance 0.34911 0.47811 0 1
Physician is accredited with Medicare 0.76331 0.42631 0 1
Physician delegates some tasks to assistants - 0.83432 0.3729 0 1
Independent outpatient clinic 0.38462 0.48795 0 1
Aircon is present in clinic 0.70414 0.45778 0 1
Mean consuitation fee in the province by specialty (in pesos) 85.16831 27.51887 31.25 - 113.5
Presence of an ultrasound/x-ray/ecg 0.30769 0.46291 o 1.
{Monthly rent per sq. meter ‘ 63.0857 92.81323 0 . 929.36798
Ave. per capita expenditures in municipality of physician (in pesos) 1079.67756 395.99255 215.16266--1639.4739 -
% of population in need 22.06764 15.2892 2.08916  43.97541
Mean inpatient visit fee in ward in the province by spec:alty (in pescs) 388.3723 390.51447 18.756 11685136
Tertiary hospital 0.78107 0.41475 0. 1
Private hospital 0.86982 0.3375 0 : 1

Number cf observations: 169

145
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‘pauents, tne specinc incomes of particular patients and other patient characteristics such as
sbbornness or inquisitiveness. To the extent that there are differences in the severity of
llness of patients patronizing a specific physician, then using average consultation fees
does not completely purge the data of effects of severity. Using average consultation fees
asthe dependent variable in the regression implies that the model cannot capture price
dlscnmmatxon on an individual patient basis. The mean consultation fee in the data set is
aboutP 85,18, with a minimum of P 20.00 and a lTla.leUlTl of P 300.00.

To represent physician time input for outpatient service, average time per
consultation is used. The choice of this variable is occasioned by the same reasons as the
choice of average consultation fee. Average consultation time in minutes is about 18.62.
This translates to about three consultations per hour. Anecdotal evidence suggests that this
fime may be on the high side. The minimum average consultation time that appears is 3
minutes, or 20.consultations per hour whxle the maximum is 30 minutes, or two patients an
hour.:

‘ Phy51c1an characteristics included in the analysis are the actval years of practice,
gender civil status, specialty, board accreditation and accreditation with both Medicare and
pnvate financing schemes. The average years of practice in our sample is about 15 years.
More female physicians are represented in our sample, and about 81 percent are married
physicians. About 88 percent are medical specialists, 76 percent are accredited with -
Medicare and about 35 percent are accredited with private financing schemes such as

HMOs and private insurance companies.

The average consultation fee in the province of the physician is included to
represent the prices charged by other providers for outpatient services. These averages
were computed excluding the fee of the particular sample physician. To the extent
possible, these averages were average fees per specialty, i.e., they are average fees of
physicians in the same specialty. The average consultation fee of other providers ranged
from P 31.25 to P 113.5 with a mean of P 85.17.

To represent the prices of other providers for inpatient services, the average visit fee
for a patient accommodated in wards in the province is used. This would tend to understate
lhe visit fees of physicians since this is the most inexpensive room accommodation
possxble This variable was constructed by converting the charge for a patient confined for
the physician's top cause of hospitalization into their visit equivalents. For instance, the
pmfessmnal fee charged per episode was converted into visit equivalents by dividing the
charge by the number of days confined and the number of physician visits per day. In
ases where the top cause of hospitalization was a procedure, deliveries for obstetrician-
gmecologists for instance, the fee for the procedure was also converted into visit
squivalents by the same procedure. As in the case of outpatient fees, the averages were
tmputed by specialty and excluding the particular sample physician. The descriptive
dtistics show that the mean average visit fee for a patient accommodated in wards is P
388 37 with a misimum-of P 18.75 and a maximum of-about P 1168.5.

Average monthly per household member household expenditure in the municipality
of the physician is included in order to represent the levels of incomes of patients. This
asure was used instead of household income since this is believed to capture the more
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smanent aspects of the income of househalds. The data set yielded average per
susehold member income of about P 1080.00 with minimum income of P 215.00 and
aximum of P 1540.00.

To serve as an indicator of the potential health servu,e requxrements and demands of
¢ population, the proportions of the population belonging to certain population groups
dlieved to constitute the main clientele of physicians were included. For pediatricians,

e population below 5 years old was considered while the proportion of females of
nroductive age was considered for obstetrician-gynecologists. Due to the higher

cidence of chronic diseases among the elderly population, the population group

msidered for internal medicine specialists is the proportion over 65 years of age: For
.neral practitioners and surgeons, the sum of these three groups was assumed to represent
e relevant population in need.

"+ The category and ownership of the hospital where the physician admits the most
umber of patients are considered to represent the hospital characteristics and inputs
vailable to the physician. Whilé more detailed hospital input measures like the ratio of
ursing staff to physician or the number of.beds to physician could have been used, the
ata set was plagued with missing values for these variables. While the Hospital Survey
ad more extensive hospital characteristics and input data, a lesser number of clinics and
hysnc1ans could be matched to them. The category and ownership variables were resorted
ysince they can be assumed to be correlated with the level of inputs and other hospital
haracteristics anyway. About 78 percent of the physicians in the data set admit the most
umber of their patients in tertiary h05p1tals About 87 percent admit more of their patients
1pnvate hospitals.

‘The presence of airconditioners, ultrasound, x-ray and ecg machines, and whether
e clinic is hospital-based or independent are the relévant clinic characteristics considered.
e presence of an airconditioner can be considered as representing the level of amenities
resent in the clinic. The presence of these specialized equipment may signify that the
linic is offering diagnostic and laboratory services other than consultations. Whether the
linic is a hospital or independent clinic may have different implications as far as access to
hechmc and qualifications of the physicians practicing there are concerned. These could
Jso represent the intensity with which other clinic resources are utilized. About 70 percent
if clinic in the data set have airconditioners, about one third have either an ultrasound, x-

ay or ecg machine in their clinics, and about 38 percent of our sample are independent
linics.

An additional variable is included to identify the average consultation time. This
nriable is whether the physician delegates tasks to assistants. This additional variable can
% considered as a clinic characteristic since it could be indicative of the quality of the
outpatient service rendered. On the other hand, it can also be considered as a physician
tharacteristic reflecting his/her relative preferences for supervision and control over
wriliaries,
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ﬁ%ﬂ Results

The three stage least squares estimates of the average consultation time and average
tonsultation fee equations are presented in Table 2.13. ‘The determinants of consultation
ime would be discussed first followed by those for fees. The !atter shall include discussion
of the interaction of variables determining both.

Tt would seem that on the whole, the set of regressors i wie vaa well. R-squared
.19 for consultation time and about .31 for average consultation fee. These are
wnsidered as reasonable for cross-section data.
Average consultation time decreases with increases in the years of practice of the
physician. For every year of practice, average consultation time is slashed by about .12 of
aminute. At the average years of practice, this translates to about 1.93 minutes.
Con51der1ng physician preferences, clinical abilities, and demand for older physician
iervices could serve to explain these effects.

Years of practice of physicians are correlated with physician age. Higher
jrererences of older physicians for more leisure time could serve to explain the lesser time
spent per consultation. According to the framework forwarded, decreases in time per
‘nsultation could serve to increase leisure directly by reducing the total clinic time
. pquirements for a particular patient load and indirectly by reducing the patient load.

On the other hand, the negative effect of years of practice on time may be due to
inereases in clinical abilities. As Eisenberg (1986) has pointed out, younger physicians,
lmllke older ones, have not yet had “time to mature clinically, to understand the limits of
hsnng, and to gain experience in clinical judgement.” The effect of experience on clinical
bilities is important in ensuring that adverse health outcomes do not result from the

‘ductions in the time spent per service by physicians in the clinic.

It could also be that older physicians have already established their practices and
lbuld therefore have relatively more stable patient loads than younger physicians. They
ny 'therefore have less need to attract more patients into their practices. -Stability of
Ehent loads of older physxclans may also be an offshoot of the characterization of medical
mas a reputation good, i.e., that consumers ask for recommendations of friends,
zlatwes and associates in choosmg their physicians. In this respect, older physicians may
nbetter known to consumers than younger ones, and would therefore be able to attract

[nhents despite lesser consultation time spent.
¥ ' :

Older physicians with relatively more stable patient loads also have more extensive
Hes on patient history. These files substitute for lengthy interviews, specially in the case
dconsultatlons/check-ups related to chronic illness, thereby reducing consultation time.?
The arguments of clinical abilities and medical care as a reputation good could also
[kinvoked in the explanation of the negative effect of board certification of the physician

*This was pointed out by Dr. Raul Fabella.



Results of Estimation :
Average Consultation Time and Average Consultation Fee

" Table 2.13

AVE. CONSULTATION

AVE. CONSULTATION

Durbin-Watson Statistic

VARIABLE TIME FEE
Coefficient t-stat Coefficient t-stat

Constant 26.3552 42783 34.6885 0.9129854
Number of years in medical practice -0.129034 -1.98377 ~ 1.07575 3.05392 **
Female .-0.631104 -0.481787 -4.88261 -0.70202
Maried 0.557231 0.368967 16.4200 2.1361 =™
Physician is a specialist -2.13787 -0.858203 -6.65335 -0.49856
Physician is a diplomate or fellow of any specialty organization -3.11784 -2.14433 ™ 2.61873 0.323982
Physician is accredited in any private insurance -0.28682 -0.22532 4.6°585 0.695435

)| Physician is accredited with Medicare 2.2218% 1.5661 9.48308 1.20534
Independent outpatient clinic -1.87576 -1.18542 -17.023 -2.13164 **
Aircon s present in clinic 2.53574 1.66774 * 22.5097 - 2.78406 **
Presence of an ultrasound/x-rayfecg 2.76309 1.98558 ** 21.3527 2.68038 *
Monthly rent per sq. meter 0.00345828 0.566871 0.067676 2.0998 **
Mean consuitation fee in the province by specialty 0.001E5082 0.042037 0.403913 1.96692 **
Mean inpatient visit fee in ward in the province by specialty 0.00609665 2,69299 ** 0.02:079 1.50033
Ave. per capita expenditures in municipality of physician -0.00454865 -2.01793 = -0.00681728 -0.545369
% of poputation in need -0.130815 -1.96045 ** - -0.315394 -0.831929
Tertiary hospital 3.334186 2.14898 ** 21.5068 2.61053 **
Privata hospiltal . 0.426207 0.228738 -7.7134 -0.780215
Physlclan delegates some tasks to assistants -5.61068 -3.34986 **
Amount of ime spent per consultation {in minutes) . -2.08127 -1.72306 * -
** Significant at the 5% leve]
* Significant at the 0% level
Mean of the dependent variable 18.6213 85.1775
Standard deviation of the dependent variable 7.85651 46.0004
Sum of squared residuals 8346.54 256220,
Variance of residuals 49.3878 1516.09
Standard error of regressicn 7.02765 38,8371
R-sgquared 0.195247 0.311504

1.62387 1.46395

8S



59

on the average consultation time. If board fellows and diplomates are better able to
tiagnose illness and to prescribe specific treatments than those that are not, then
‘eonsultation time is expected to decrease. This is bome out by the evidence as about 3.12
‘minutes are removed from consultation time when the physician is a board fellow or
diplomate. ] : |

. Asin years of practice, board certification of the physician may also be used by
patients as a signal on the quality of the services that a particular physician provides. This
reduces the need to use consultation time as 2 means to attract patients into the practice.

If it is supposed that board accredited physicians may'be seeing sicker patients in
. general due to referrals, then it would seem that the severity of the illness of patients
reduces the average consultation time. This could indicate that physicians confronted with
‘more severely ill patients would substitute physician time in the clinic with physician time
- in the hospital and hospital inputs.

The presence of an x-ray, ecg or ultrasound machine in the clinic increases the
. average consultation time by about 2.76 minutes. If used as indicators on the intensity of
 the use of other resources in the clinic, then it can be argued that the sign of these
" coefficient should be negative. Since these machines are expected to facilitate diagnosis
“and monitoring of disease, they substitute for physician time in a way.

The positive effect of the presence of equipment in the results can be due to several
sctors. The physician may not be completely delegating the operation of the machines to
Jinic assistants. Some amount of physician time may therefore be spent operating the
nachine itself or supervising its operations. ‘This is borne out by cross-tabulations which
ndicate that of the 101 physicians who have either one of these machines, only about 47.5
felegate laboratory and related tasks to assistants.

Increases in the time per consultation with the presence of equipment may also
increase the time spent by the physician in interpreting the results of the tests and
zxplaining the same to patients. '

The presence of these special equipment in the clinic of the physician indicates that
other higher value services aside from consultations can be offered by the physician. These
services generate additional revenue for the physician aside from consultation fees. The
greater the number of patients of the physician, the greater is the potential number of
patients who can be prescribed the services of the equipment in the clinic. Greater use of
these equipment do not only translate to greater revenues but to lesser average fixed costs
as utilization rates of the equipment increasé. Increases in the time spent by physicians in
consultation may therefore be used as a tool to generate a sufficient patient base for these
services.

The presence of an airconditioner was included in the analysis to represent the level
of amenities present in the clinic. If the level of amenities substitutes for physician time in
attracting patients, a negative sign is expected for the coefficient of the variable in the
regression. The moie than two-minute increase in consultation time with the presence of
an airconditioner seems to indicate that the presence of amenities may not sufficiently
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igtitute for physician time in attracting patients. On the other hand, the airconditioner
nbe considered as a fixed equipment. Increasing consultation time in order to increase

¢ number of patients could be-used, as in the presence of diagnostic machines, to increase
tlization of the fixed equipment and therefore realize decreases in average fixed costs.

The delegation of tasks of physicians to assistants further decreases average
msultation time by about 5.61 minutes. This is supportive of the hypothesis that time
iputs of aides and assistants could substitute for physician time in the performance of
utpatient services. This is broadly consistent with findings in the US literature on
rduction functions for physician services (Reinhardt 1972, Brown 1988, Frank and
nube 1687, Goldman and Grossman 1983) which found significant positive marginal
roducts of assistants' time in the production of physician services. However, most of
hese studies found that assistants were not utilized efficiently. i.e., that they were
nderemployed relative to physician time. Unfortunately, the results cannot indicate
whether assistants are being utilized in the most efficient manner, This has implications on
whether further decreases in consultation time can occur as more tasks are delegated to

isistants.

Sample physicians (about 229) who reported utilization and payment of assistants
ay each of their assistants from P 120.00 to P 5000.00 in a month, an average of P
124239, These amount to P 120.00to P 8000 total wage bill for clinic assistants or an
warage of P 1594.63 in 2 month. These figures, on average, represent about 27 percent of
son-physician costs at the clinic. It would appear therefore that decreases i the time spent
by physicians per consultation would entail some costs as far as the wage bill to assistants.

. Average inpatient visit fees of other providers increase the average consultation
time. At the average level of the variable, this translates to about 2.37 minutes increase in
the average consulitation time. '

~ Some possible explanations for this trend would take off by some assumptions
iitgarding inpatient visit fees of other providers and the inpatient visit fees charged by the
[aticular physician. Higher levels of inpatient visit fees of other providers could mean
it the particular physician could also charge higher inpatient visit fees. This could also-
e used by the practitioner as indicative of what the particular patients in a locality could
kbt in terms of inpatient visit fees.

Viewing the physician as someone taking into consideration the net welfare of the
mteat, it could be that physicians are substituting outpatient services for inpatient services
when the costs of inpatient services to the patient are likely to be high. Thig substitution
wnld take two forms. Some of the patients with marginal indications for hospitalizations
maybe treated on an outpatient basis. Likewise, hospitalized patients may be discharged
woner but made to visit the physician for post-confinement check-ups. These types of
msultations may alter the case-mix of physicians at the clinic to those which require

knger consultation time on the average.

~ On the other hand, higher inpatient visit fees imply that higher revenues could be
ted by physicians by confining patients in hospitals. Longer consultation times could
E&fore be used as tools to attract patients from which a certain proportion would be
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omitalized. This is similar to the argument on the effects of the presence of specialized
gﬁuipmeht in clinics on consultation time outlined earlier. . This argument assumes that the
crease in revenues from increased hospitalizations would more than offset the decrease in
kisure time that increases in the number of clinic and hospital patients would result in.

1e decrease in leisure time occasioned by increases in hospitalizations may not be
1 great if the physician could substitute hospital inputs for his/her time in the production of
inpatient services. Such hospital inputs include nursing staff, interns and residents and
olher medical personnel.. In particular, interns and residents could substitute for physician
lime in care of hospitalized patients and could therefore increase his/her productivity, and
rduce the time necessary for him/her to visit the patient. Pauly's (1982) results support
the effects of hospital inputs on hospital visit productivity.

_This seems to be borne by the effect of the category of the hospital on average
tnsultation time. Physicians who primarily admit patients-in tertiary hospitals have about
333 minutes longer consultation time. Tertiary hospitals in the Philippines usually have
;;telat'ively more specialized medical personnel than secondary or primary hospitals. In
f;yarﬁcular, training hospitals for interns and residents are usually tertiary hospitals. In this
Eg_eSpgct, the availability of these personnel may encourage consultant physicians to delegate
“ome of the patient management work, thereby reducing the time requirements for their
‘grvices.  Physicians with tertiary hospital affiliations could therefore increase average
consultation time, increase the number of clinic and hospital patients without as much
increase in the time requirements for the service.

_ Decreases in the average consultation time as average per member household
.apenditures and as the population in need increase imply that increases in demand reduce
e average consultation time. A per peso increase in per capita household expenditures
*would tend to decrease consultation time by .004 of a minute, a decrease of 4.91 minutes at

he mean level of expenditures. A percentage point increase in the potential population ‘
Rquiring care decreases average consultation time by .13 of a minute, a decrease of 2.89
minutes at the mean level of population in need.

‘These movements can be interpreted in several ways. According to the framework
forwarded, physicians need not increase consultation time in order to attract more patients
E)_the presence of sufficient demand. There would be sufficient number of patients even if
@ysicians do not alter the time spent per consultation.

. The decrease in.the average consultation time could also be explained by the

'mesence of queues in situations where demand is relatively high. A number of studies

‘hve noted that physicians substitute patient waiting time for increases in office visits, i.e.,
§:&tpatient delay enhances provider productivity (Sloan and Lorant 1977, Mueller 1985,
*faden 1991, De Vany, House and Saving 1983). This increase in productivity occurs as
PFA likelihood and length of breaks in the production process are reduced.

‘For instance, a physician with a queue of waiting patients can draw from this pool

orger to minimize slack time due to late arrivals of patients with appointments or while
Eﬁng for some delegated procedures to be finished. Reduction in slack time may reduce
hropensity of the physician to chat or'get into lengthy explanations on the disease. The
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Flysmlan may also use the time patients wait in order for assistants to retrieve medical files
wd conduct routine physical examination tasks on the pauent. As the results indicate,
?degahon of tasks to assistants reduces consultation time: This is therefore one avenue
ihere a queue of patients due to higher demand could serve to reduce consultation time.

‘Another possible reason why physicians would reduce consultation time in the
presence of a queue would be in consideration of the total time that patients spend in the
dinic, This time includes waiting time and the consultation time itself. If it is assumed
hat patients would be unwilling to pay lower prices for longer time spent in clinics, then
physicians could reduce consultation time in order to reduce total time and therefore
prevent prices from falling. ThlS is specially relevant if hxgher income patients have higher
vppOftumty costs of time.

The results on the average consultation time of physicians therefore indicate that
pysician characteristics which may affect her clinical abilities and preferences for leisure
alfect the length of consultation. The way the practice is managed as proxied by task
dclegahon also affects consultation time. The level of demand for outpatient services
wrves to decrease consultation time while the possibility of eaming higher revenues from
iugher valued services may encourage the use of consultation time to increase the patient

b, ,

In the interpretation of the effects of the exogenous vanables on prices, direct
atects as well as indirect effects working through consultation time would be considered.
Tible 2.37 presents the direct and indirect effects of variables on physician prices.

It was expected that increases in the time spent by physicians in a consultation
vmu'd tend to increase the professional fees charged for the consultation. However, our
Teaults indicate the opposite, i.e., lesser time spent by physicians on average in a
wnsultamn tends to increase the average consultation fee of the physician. A minute
idecreas“ in consultation time increases average consultation fee by about P 2.08.

. The effect of consultation time on prices may better be explained by resorting to the
inants of consultation time as estimated Spcciﬁcally, it was found that consultation

aparhcular patient load, the higher are the prices that he/she could charge for the same
Tervices, The effects of consultation time on prices could therefore be interpreted as
*ltﬂecung the effects of demand on outpatient fees,

_ The average per member household expenditures therefore have upward effects on
Z‘]nces (Table 2.14). For-every peso increase in expenditures, average consultation fees
shove by P..009. At the mean level of expenditures, this translates to about P 10.22. A
ERrentage point increase in the proportions of population in need also increases prices by




" Table 2.14

Indirect and Direct Effects on Prices

{in pesos)
, : Indirect  Value of Direct Value of Net Value of
Variable Effects* effects at Effects** effectsat Effects effects at
- the mean the mean - the mean
[1] [2] {3] [4} [5=1+3] [6=2+4]
Number of years in medical practlce 0.26855 4.01 1.07575 16.08 1.3443 20.10
Married ' N .16.8833 - 168833 - -
Physician is a diplomate or fellow of any spec:alty organlzanon 6.48907 - - - - 6.48907 -
Independent outpatient clinic - - -17.023 - -17.023 -
Aircon is present in clinic ‘ -5.27756 - 22.5097 - 17.23214 -
Presence of ultrasound/x-ray/ECG -5.75074 - 21.3527 - - 15.601 -
Monthly rent per square meter - - 0.067676 4.30 0.067676 4.30
Average consultation fee in province by specialty , 0.403913 34.40 0.403913  .34.40
Average inpatient visit fee in ward by province by specialty -0.012689 -4.90 - - -0.012689 -4.90
Average per capita expenditure in mumc;pahty of physician 0.0094681 10.22 - - 0.009469 10.22
% of population in need 0.27247 6.00 - - 0.27247 6.00
Physician is affiliated with a tertiary hospital -6.93929 - 21.5068 - 14.56751 -
Physician delegates some tasks to assistants - 11.677 - - - 11.677 -

* computed by multiplying coefficient of variable in consultation time equation by coefficient of consultation time in consultation

fee equation
** coefficient of variable in consultation fee equation

€9
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;ﬁpenditures for the same could therefore lead to decreases in consultation time and
fiereases in the professional fees paid for the consultation. :

Higher demand for services of specific physici.ihs ¢ould also explain the effects of
mysician characteristics on prices. For instance, board certified physicians, through the
tffects on consultation time, have higher prices. Board diplomates or fellows have about P
6,50 higher consultation fees. Aside from decreasing consultation time therefore, board
wrified physicians can charge higher fees. The reduction in the time needed in consulting
1board certified physician could thus be indicative of the quality of the care that is
provided. Higher prices that these physicians could charge may therefore be reflective of
patients'- willingness to pay for the services of such physicians. Increases in the severity of
finess of patients treated by board certified physicians could also increase the prices

tharged by these physicians.

The hypothesis that older physicians may have greater preferences for leisure are
bome by the effects of years of practice in their pricing decisions. As the years of practice
icreases, s0.do average consultation fees- Based on the coefficient of years of practice on
prices, every year of practice brings about an additional peso to consultation fees. Greater
willingness on the part of patients to pay for the services of more experienced physicians
may enable these physicians to increases their prices without severely affecting their patient
loads. Increases in prices could therefore be used by more experienced physicians to
reducs their patient loads and increase their leisure time without drastically affecting the
incomes that they receive from the practice. -

: Adding the indirect effects on prices of years of practice of about P .26355
inereases the net effect on prices. Every year of practice now contributes about P 1.3443
Io the consultation fee or about P 20.00 at.the mean level of years of practice.

Married physicians charge about P 17 more. Greater financial responsibilities may
e reflacted on greater physician preferences for income relative to leisure and therefore
lead to physicians charging higher prices. On the other hand, the value of leisure time may
Yicrease for married physicians, specially female married physicians with children,
therefore leading them to increase prices in order to reduce patient loads and therefore to
;xgcraase free time. o :

’ Althsugh the average inpatient visit fees do not affect physician prices directly, its
;tffeCls are felt through increases in consultation time that they cause. This translates to a
decrease in outpatient consultatien price of about P .013 for every peso increase in the,
Qi__"z"x_-emga inpatient visit fees in the locality: At the means of the variahles, this translates to
“hout P 5 decrease in consultation fees.

. Higher average inpatient fees in the locality could mean that the particular physician
.tould charge higher prices. In much the same way that longer consultation time could be
med to attract patients, lower average consultation fees could be used to generate a patieht
bIgad base from which a certain proportion could be hospitalized. ILonger consultation time
; lower revenues that this move entails may be more than offset by the increased income
m the provision of inpatient services.
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Two contrasting effects are apparent upon considering the relationship between the
ﬁltﬂl affiliation of physicians and consultation fees. It was noted earlier that physicians
admit the most number of patients to tertiary hospitals have longer consultation times.
Tl was interpreted to mean that physicians could be using length of consultation in order
Bgenerate a patient base who can be hospitalized. This leads to a decrease in outpatient
tnsultation fees by way of the increase in consultation time. The effect on professional

fsisabout P 6.40 reduction. This reduction in fces is consistent with patient generation.
#

On the other hand, the value of the coefficient of the tertiary affiliation of the
hysician on outpatient consultation fees is positive and significant. An additional P 21.5 is
#ided to consultation fees when the physician admits patients in tertiary hospitals. The
pesitive effect on prices could be explained by considering the levels of amenities that
prtiary hospitals could have relative to other hospital categories, the quality signals that
betiary affiliation brings to the physician and the costs to the physician in gaining access to

krtlary hospitals.

% " Tertiary hospitals, specially private tertlary hospitals, offer wider range of services

Ind amenities than secondary or primary hospitals. These hospitals are usually equipped
Vllh relatively higher technology instruments and machines, with private rooms and suites
nlaining various patient amenities such as television sets and refrigerators, and with fuller
wff complements such as nurses and nurses aides. If patients value such amenities, then
lhey tend to patronize physicians who can admit in these facilities. Patient loads of
physicians with these affiliations may therefore increase, thereby reducing the necessity to
mduce prices in order to generate patients.

The presence of these amenities would tend to increase the prices that such hospitals
‘would charge for hospital inpatient services. These higher fees could only be afforded by
Ftelahvely higher income patients. Greater proportions of the physician's patients belonging
iy the higher income groups may imply lesser responsiveness of these patients to
%;:ments in prices. This would enable the physician to charge relatively higher

tient consultation fees without decreasing his patient load.

Physicians usually apply for admitting privileges in tertiary hospitals. In some
Fises, specifically for government tertiary hospitals, admitting privileges and consulting
k are by invitation only and for tertiary teaching hospitals, physicians are required to -
xch, In such cases, some amount of screening would be undertaken by the medical staff
the hospital. The grant of admitting privileges therefore imparts a signal on the ability
[the particular physician and the quality of his/her work.

" In some instances, admitting privileges and the ability to hold clinics within the
maspital or the medical arts building come with a price. Some form of investment in the
hspxtal is required of physicians in order for them to have admitting privileges, such as
of stock or bonds that must be pa.ld for. Of the survey respondents who admitted
ents in tertiary hospitals, this amount averages to slightly more than P 48,000 but could
as high as P 720,000. In this respect, higher prices charged to outpatient
jltations may be resorted to in order to recoup these investments.
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Combmmg the decrea.sc in fees due to increases in consultation time and the direct
ncrease in fees of physicians admitting patients in tertiary hospxtals the net change i in
mpatient consultation fees is about P 14.57. ‘ :

The effects of clinic characteristics on prices could bé explained by the increases in
asis that these clinic characteristics may entail and the increases in the demand for
mipatient services in the presence of these charactexistics.

Takc for instance the presence of an X-ray, ultrasound or ecg machine in the clinic.
While the effect on prices through increased consultation time is a reduction of about P
575, there is a direct addition of P 21.35. The net effect on physician prices is therefore
w1 2ddition of abeut P 15.60. This increase could be on account of the non-physician costs
lat supplies and materials for these equipment entail. In the data set for instance, the
2yerage non- physician costs for those with these equipment amount to about P 6975 00ina
month while the same amount for those with no equipment is P 5550.00. However, the
dnfference in costs may not be entirely due to the supplies and materials used.

'On the other hand, this clinic characteristic may be considered by potential patients
sanamenity. The presence of the equipment in the particular clinic reduces the need for
hem to go to the hospital or a separate laboratory to have the tests done if prescribed. This
could save them time and money if such services are prescribed by the physician. It could
Jso act as a signal that the particular physician practicing in the clinic is knowledgeable
fout the latest techniques and machines and could therefore be rendering better quality
are, The presence of these equipment could also hint at the intensity of the use of
tichnology in outpatlent consultatxons with the physician,

Increases in non-physician costs in the clinic and patient considerations on amenities
‘ould also explain the positive coefficient of airconditioners in outpatient clinic prices.
This direct effect is about P 22.50. Despite the increase in outpatient prices due to longer
eensultauon time, there is still a net addmon in prices.

. * Substitution of assistant time for physician time in the production of outpatient
wﬁEultatxons increases the prices charged by physicians for outpatient consultations. It was
diown earlier that about a third of non-physician costs can be accounted for by the wage
Billof assistants. What the results indicate is that some of these costs are passed on to
ptients in the form of higher prices.

Passing some costs to patients is consistent with the sign of rent in outpatient
nsultation fees. An increases in the rent paid per square meter of clinic space increases
{e prices charged for consultations. Every peso increase in this measure of rent translates
'paP .07 increase in outpatient fees. At the mean level of rent per square meter paid, this
‘mount is an additional P 4.30. :

Physicians practicing in independent outpatient clinics charge about P 17.0 lower
Than those in hospital-based clinics. Costs of the use of non-physician resources could
xount for these trends. Averages culled from the data set indicate that non-physician
39s per consultation of independent clinics are lower than those of hospital-based clinics,
hout P 87.00 relative to about P 93.00, or a P 6.00 per consultation difference. While
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ke were no noticeable differences in the amounts paid for particular cost items, it could
bethat independent clinics may not be i mcurnng expenses for some cost items. For

nslance, independent clinics located in physician residencés may not be incurring expenses
br rent. Using these simple averages as representing the differences in cost on a per
wnsultahon ba51s there remains an amount which may not be due to costs.

The variable type of clinic may then be captunng tharacteristics of particular
afients patronizing these clinics. These characteristics rriay be related to the sensitivity of
alients to changes in prices. Differences in prices may Ue due to differences in these
msitivities, One such candidate characteristic is the average incomes of patients
wronizing one clinic relative to the other. Consumers with lower incomes are usually
bought of as having higher price elasticities. - If patients patronizing independent clinics
uve lower | incomes, then physicians practlcmg in such clinics may tend to charge lower
s, .

Table 2.15 presents average monthly per capita incomes of users of the outpatient
linics that were sampled in the survey. These results need to be qualified due to biases
mng to refusals of physicians and the patients themselves to be interviewed. Be that as it
lhy, it can be noticed that average incomes of users of hospital-based outpatient ¢linics are
ther than average incomes of users of independent clinics. This is the trend in all
wovinces in our survey except for Region 2 where there were no hospital-based clinics
itich were sampled. It is coincidental that the Jowest level of incomes are found in this
xgion, - This would tend to support the argument that there are income differences between
alients patronizing hospital-based clinics and those patronizing independent clinics. -

- Given these data, the choice of the type of clinic of the physician could therefore be
iform of price discrimination. By choosing to practice in a clinic which is patronized by
ligher income: patients, physicians could charge higher pn'ces.

.. However, another patient characteristic can be the severity of the illness of patients.
More severely ill patients may prefer to patronize hospital-based clinics in possible
icipation of confinement due to their condition. Unfortunately, there are no available
res of differences in the severity of illness of hospxtal-based users versus those of
ic-based users. The effect of this charactensuc of patients in hospital-based clinics,
#eds to be investigated further,

~ The average consultation fee of other providers in the community is a positive and
Smificant determinant of her prices. For every peso increase in the average consultation
E&,t_he particular physician's fee increases by about P .40.

This suggests that physicians consider the prices charged by other providers in
'sting his fees. In particular, the level of fees of other providers may provide a bound
ifilncl\ would limit the amount that a particular physician could charge. Charging higher
3] of fees thani those currently prevailing would result in decreases in the number of
%ts patronizing the particular physician.

Thc use of the average consultation fees of other providers as a standard for setting
[ conform with the hypothesis that prices could also be used as a signalling device for
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Table 2.15

Average Income of Outpatient Clinic Users by Province
and by Type of Clinic (in pesos)/1

Independent Hospital-based
Province Outpatient Qutpatient
Clinic Clinic /12
IMetro Marila | | 1,406.77 1,721.53
'C’ag.éyan | § 624.44 -
Quirino © 253.87 .
leebu . 999.87 1,638.84
{Bohal 808.24 -
V Misamis Oriental 80547 1,462.03
{suigao del Norte - 766.87 1,536.24

includes regular income. inuuinie i uiher suw wes like gifts, donations, remittance
o stc. were not included: However, income from these sourges constitutes only

.. a small portion of the total household monthly income.
2 no hospital-based clinics surveyed in the provinces of Cagayan, Quirino, and Bohol.

ESource: DOH-PIDS Qutpatient Clinic User Survey



69

&quahty of the care that a particular physician provides. Setting fees consistent with the
Mprowders in the community could indicate that the particular physician could provide

icsame quality of services as the rest.

n!» "

Significant determinants of phy51c1an prices include.the potential effects of demand,
iecost implications of vanous amenities and inputs used m the clinic, and market

mdxuons
5.53 Policy implications and issues

The questxons that were raised in the appraisal of the possibility of including
mipatient benefits in health care financing reforms focused on the possible effects of the

reform on productivity and prices of the 0utpat1ent clinic.

The inclusion of outpatient benefits, specifically consultations, in health care
ﬁnancing reform could be simulated by considering that such a reform measure is akin to
ing the average per capita expenditures of households by the price of a consultation.
able2 16 outlines an experiment using the assumption that at least one member of the
sehold utilizes an outpatient consultation in a month. The amount can be varied

dcpendmg on the assumptions on utilization rates.

 The results indicate that there would be reductions in the average consultation time
‘nd increases in average consultation fees of physicians. On a per physician basis, . the
‘mduction in consultation time (and the implied increase in the number of patients that can
besemced per hour) is rather small. In the same way, the increase in average consultation
;fecsper physician is less than a peso.

Using historical utilization rates from the DOH-PIDS Household Survey and
“lssummg that a fee-based reimbursement is used, the increase in costs under certain
Ismmptlons on utilization would be from about P .37 million to P .76 million additional
t month due to the increase in prices. These are rough estimates since amounts could be
r given the increases in utilization rates. Estimates of the amount that need to be
geted for the implementation of the reform should therefore consider additional
ereases in professional fees.

- As it was noted earher, the effects of increases in expenditures in average
F.;ultation time are rather small. These point to the need to institute other policy
peasures to ensure that increases in demand would be met. A significant determinant in
&creasmg average consultation time is the delegation of tasks to assistants, Encouraging
Hysicians to delegate tasks to assistants could therefore increase the number of patients that
imld possibly be accommodated by physicians per hour spent in the clinic. Increases in
zkcomplcxlty of the tasks delegated to assistants should also be encouraged.

. However, encouraging task delegation could come at a cost as evidenced by the
rease in the average consultation fees of physicians. This effect on average consultation
hould therefore be considered in setting reimbursement levels for outpatient consults

oy

@freater productivity of physician time is to be encouraged.




Table 2.16

‘Simulation of Increases in Expenditures

70

?i’.'nAs.sumptions to get increase in expenditures

1 Flve household members
‘2 Increase in expenditures is equal to mean consultation fee

3 at least one member utilizing every month

&Efrect on consultatnon tnme

“‘U
1 Increase in expenditures:
b f"Average consultation fee / number of household members
E '= P85,1775115
| iz .04
V .
2 Decrease in consultation time:
=Increase in expenditures x coefficient of expenditures in consultation time
=P 17.04 X (-.00454965)
-_ . =078 minutes

0. Effects on consultation fees:

o = [agressa in expenditures-x net effect on pnces
=P 17.04 X (.00946905)
=P 0.16

&Additional costs due to increase in consultation fee:

Increase
Utilization Population in Fee
Scenario _Rate (1990) /2 (peses)
i Uiization rate of private clinics 0.038 60,684,887 0.16
=Uﬁlization rate of private clinics and RHU's - 0.059 60,684,887 0.16
. L“i‘z:ilmn of prwate and gov't. clinics " 0.078 60,684,887 0.16

‘7',4‘ o .."

Additional
Cost
(pesos)

368,964.11

576,749.17

757,347.39

uﬁﬁzatlon rate per month, DOH-PIDS Household Survey
&ata from Census of Populatlon and Housing, NSO

IS

;”E“’“‘é-’f“ ._

.—_; 7 m
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1t was also noted that board certified physicians had lesser average consultation
3 than other physicians. If it is assumed that less time spent for consultation by these
yicians does not translate to adverse health outcomes, then an active policy to solicit
ﬁwpartmpatxon in the provision of financed services could be a policy. handle in ensuring
patients gain access to outpatient consultations. Encouravmg these physxcxans to
pmxpate may require that differential reimbursement be apphed for their services.

Although the same argument could be applied for more experienced physicians,
“pete are aspects to their prices which could be due to preferences for leisure time. Ifitis
Issumed that the effect of years of experience on time reflects the effects of clinical skill
wd the direct effect on prices reflects behavior due to preferences for leisure, then only a
wtof the price effect of years of experience could be considered in setting up

mmbursement levels.

Tn addition to the aspects of consultatlon fees related to increases in productivity,
poer aspects of fees need to be considered in setting reimbursement levels. For instance,
e impact of various clinic characteristics on prices reflect additional costs that are
'f med by the physician in the clinic. However, a decision would have to be made on
ich characteristics would be considered in pricing. For instance, would reimbursement
wls include additional outpatient fees due to clinic characteristics which can be
“nsidered as amenities? Would the increases in fees due to airconditioning of the clinic be

Stmsidered in reimbursement?

. This question also translates to incredses in fees due to physician characteristics. A
parhcular point to consider is the hospital affiliation of the physician. It would have to be
dmded whether the tertiary hospital affiliations of physicians tmly reflect quality
differences or if they just indicate an amenity to the patient. Ifit is the former, then there
mld be basis for considering these in setting reimbursement levels. :
,One particular clinic characteristic which spell some differences in the average
m. consultatlon fees of physwxans is whether the chmc isan mdependent or hospital

. clinics in reimbursement. The difference in the average consultation fees between
gital-based and independent clinics could also be fully reimbursed if it can be proven
these are due to differences in the severity of cases treated.

o £ On the other hand, if all of the dlfference in average consultation fees due to the
¢ of clinic is reimbursed, then there could be implications on the recipients of the

in that the net subsidy would also have to conmder the level of contributions.,
y'ents patronizing hospital-based clinics are willing to pay for the difference in average
ERltation fees anyway, then it may be advxsable to set relmbursement levels at the rates

fndependent outpatient clinics.
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{2.5.4 Limitations

The preceding ana1y51s has med to input into the discussion of factors which can
iffect productivity and prices in the outpatient clinic. Several policy implications were
dmwn from the analysis.

However, several limitations need to be enumerated which would qualify the results
aq policy recommendations. Hopefully, these limitations may serve to guide further
sudies in physician practice pattems.

While the average length of consultation and therefore the number of consultations
ger hour was tackled, the factors determining the number of hours worked were not
‘included in the analysis. Total productivity may not increase despite decreases in
.pnsultahon time if hours worked are reduced accordingly.

. Instudying the possible effects of including outpatient benefits in health care
ﬁnancmg reform, only the effects on productivity and prices in the outpatient clinic were
oonmdered Since the physician is also the decision-maker on other aspects of care of the
‘matient, there could be indirect effects of this inclusion on other physician decisions like
prescriptions, the use of technology and hospitalizations. These effects deserve further
study.

~ Another area which deserves further investigation is a confirmation of the
ifferentiation on the types of patients patronizing these clinics. This would help to point
fut decisions on which clinic characteristics should be considered in reimbursement.



Section 3

PHYSICIAN PARTICIPATION IN FINANCING SCHEMES ™

31 INTRODUCTION

This part of the paper seeks to describe the patterr‘jns in physician participation in
financing schemes and to give indicators on the possible reasons why physicians choose to
qarticipate in such schemes. The first part describes the various schemes being participated
in, the extent of participation as measured by the proportion of patients belonging to such
‘'whemes and the amounts that are received. The latter part of the discussion presents some
hypotheses why physicians would participate. The second presents a conceptual and
‘empirical model of physician participation. The third presents the data and results of
‘estimates of the determinants of participation while the last discusses some policy issues,
implications and limitations of the study.

1311 Extent of participation

A physician can be said to be a participant in a health financing scheme if he/she

'éccepts reimbursement from such schemes as payment for services rendered to patients.
Some would strictly define participation as when a physician accepts the reimbursement as
pyment in full for the services rendered. In this paper, however, participation is defined
‘Waccreditation of the physician in any health financing scheme as well as acceptance of
patients who are members of such schemes. -
.. About 64 percent of the sampled physicians are accredited or belong to some sort of
financing scheme (Table 3.1). The majority of those participating are in the more

developed regions of the country. Only about 35 percent of physicians sampled in Region
2belong to a scheme. Slightly less than two thirds of physicians in Regions 7 and NCR
belong to financing schemes. This sample is'less than the total physicians sampled because
iiibout thirty physicians belonging to financing schemes were purposively sampled.  As

would be noted later, most of the sample physicians belonging to financing schemes are
ia@creditbd with Medicare. The additional sample physicians would therefore be included in
E‘E\e presentation of tables which compare Medicare with the other financing schemes in
iorder to get sufficient variation. .

Among the specialties covered in the sample, the highest proportion of physicians
samedited are surgeons and obstetricians. More than three-fourths of surgeons and
thtetricians while about two-thirds of pediatricians and intemnists are accredited with
fnincing schemes. As will be seen later, majority of participants still rank Medicare as the
bp scheme in terms of amount received in a month. Limitation of Medicare benefits to -
fnpatient care may be deterring more clinic-based practitioners from seeking accreditation,

This is also reflected in the proportion of physicians who are accredited by the type
H;linic that he/she maintains. Those with hospital based clinics seem to be more likely to
ﬁ_'accredited than those maintaining independent clinics.



Ta_ble 3.1

‘Accreditation with Financing Scheme

4

% of
accredited = total
physicians . sample
REGION : :
2  Cagayan Valley 35.00 20
.7  Central Visayas 52.50 80
10  Northern Mindanao 71145 52
National Capital Region 65.97 191
For entire sample : 64.14 343
SPECIALTY
General Practice - 38.03 71
Internal Medicine 63.16 76
Ob-Gyne 77.46 71
Pediatrics 68.92 74
Surgery ' 76.00 50
YEARS OF PRACTICE
5 years and below S - 50.00 40
6 to 10 years 72.04 93
1110 15 years 71.83 71
16 to 20 years 65.63 64
2110 25 years 68.18 22
26 to 30 years 40.91 22
31to 35 years 45.00 20
36 to 40 years 50.00 6
SEX
Male ' 66.42 137
Female 62.62° ' 206
' NUMBER OF CLINICS ,

One 52.30 - 174
CTwo" 70.48 105
Three ' 8393 .56
Four 100.00 7

NUMBER OF HOSPITALS
Nons 13.64 66
One ' 64.86 74
Two - E 70.27 74
Thrag : 85.47 147
Four 100.00 7
Five 66.67 3
Eight 100.00 2
TYPE OF CLINIC
Hospital-based clinic 83.03 165
Independent Qutpatient Clinic 46.20 171
Company Clinic ‘ 100.00 1

School Clinic _ 33.33 3

Source of data: DOH-PIDS Qutpatient Clinic Survey
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A greater proportion of younger physicians in the sample are accredited with
financing schemes relative to older ones. A decline in the proportions accredited with
ﬁnancmg schemes occurs specially after 21 to 25 years of experience. This trend could
‘mflect a greater openness of younger physicians to more innovations in payment schemes
or it can be a strategy employed in establishing their przictxcé: or maintaining a certain
panent load. Physicians who have had less than five years experience may still be
atablishing their practice and may be in the process of fulﬁ*lmg the requirements for -
accredltatlon

If increased number of clinics and hospital affiliations maintained are indicators of
increasing competitiveness in the physician services market, then accreditation in financing
whemes seems to increase with rising competetiveness. As the number of clinics and
hospital affiliations increases, so do the proporuons of physicians who are accredited in
financing schemes. In much the same way that physicians maintain more clinics and
hospitals to maintain a certain patient load, participation in financing schemes could also be
astrategy to be employed to gain more patients. On the other hand, other qualities
wsociated with maintaining multiple clinies and hospital affiliations may also be correlated
f'wilh those qualities which determine participation.

. The types of financing schemes which have been mentioned by the respondents can
be classified under Medicare, health maintenance organizations (HMOs)/ health insurance,
e and non-life insurance, community financing schemes and business or employer
provided schemes. Life and non-life insurance are differentiated from health insurance in
hatin the former, coverage is usually a rider to a life or non-life insurance policy.
Business or employer-provided schemes cover those benefits which are over and above
what are mandated by Medicare. The typology adopted for financing schemes is the
typology adopted by HEWSPECS in their study of alternative forms of private insurance.

For participating physicians, multiple schemes can be participated in. The most
iommon scheme participated in remains Medicare. More than 85 percent of participating
thysxcxaqs mention that they are accredited with Medicare. :

E’, ‘Multiple afﬁllanon&prevall for physmans sampled in Reglons 7, 10 and the NCR -
¢(Table 3.2). In Region 10 where all participating physicians were Med1care-accred1ted
thout 19 percent were also accredited with HMOs, 5 percent were also part of employer-
provxded schemes and 22 percent in other financing schemes. Increasing proportions of
parucxpatmg physician were affiliated with HMOs as the relative income of the region

gmcreases

Aside from indicating openness of a physician to participation, multiple affiliations
jeould also reflect the variety of schemes existing in the area. For instance, low
Tparuapanon rates in Region 2 for HMOs may simply indicate that HMO activity in the
¥mgion may still be limited. Participation in employer or business-provided schemes is
E}und only in Regions 10, 7 and NCR. These could reflect the presence of big companies
yhich maintains clinics or hire retainer physmxans for their employees.

On the other hand, multiple affiliations could be indicative that parl1c1panon in one
IBheme reduces the cost of participation in others, For instance. phvsicians mav not nead



Table 3.2

Type bf Financing Scheme Participated in by i?hy}sicians (in percent)

76

Medicare HMO/Health Insurance Community Business/ Others

Total
Insurance  (Lifeand Financing Employer Number of
non-life) Provided Participant
REGION
ynValley ~ 85.71 14.29 - - - - 7
fal Visayas 96.00 38.00 8.00 2.00 12.00 2.00 50
¥em Mindanao  100.00 18.92 2,70 - 5.41 21.62 37
nal Capital Re 95.28 55.12 0.79 - 3.94 11.02 127
SPECIALTY
eral Practice  92.86 17.86 7.14 - - - 28
nal Medicine 95.83 39.58 417 2.08 10.42 20.83 48
yne 96.36 43.64 - - 5.45 5.45 55
ialrics - 94.12 41.18 - 1.986 - 3.92 9.80 51
Ry 100.00 73.68 2.63 - 789  13.16 38
RS OF PRACTICE
arsandbelow  90.00 . 30.00 - 500 - 10.00 20
010 years 92.54 . 50.75 - 1.49 149 . 597 13.43 67
b 15 years 100.00 - 45,10 . 3.92 - - 7.84 9.80 51 .
1020 years 97.62 33.33 476 - 7.14 7.14 42
1025 years 100.00° 53.33 6.67 - - 20.00 15
ib30years 100.00 40.00 - - 10.00 - 10
1035 years 88.89 22.22 - - - - 9
M40 years 100.00 100.00 - - 133.33 3
SEX

k9674 47.83 4.35 1.09 761 17.39 92
'pa!e : 95,35 41.09 1.55 ' - 4.65 5.43 129
B ,

Edaté:, DOH-PIDS Outpatient Clinic Survey
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bemploy an additional assistant to fill in claim forms once one has been hrred already.
Famﬂlanty with billing procedures and accreditation requrrements may also facilitate
‘pamClanOn in more than one scheme.

Almost all of participating physwlans regardless of specialty were accredited with
Medicare. All participating surgeons sampled are Medicare participating. On the other
hand differences in the proportions of physicians affiliated with HMOs and health
insurance can be seen. Surgeons have the highest rate of participation in HMOS and health
fhsurance while general practitioners have the lowest, Internists, obstetricians and
pdiatricians have similar participation rates.

It was noted earlier that some physicians have multiple affiliations. How important
re these other affiliations relative to Medicare? Table 3.3 presents the proportion of
articipating physicians by the scheme which they rank first in terms of the amount that
hey receive from these institutions in a month. In terms of amount received, Medicare
vas cited by more than two-thirds of participating physicians as first in rank. HMOs
'ollow with about 20 percent of participating physicians citing HMOs as top rank.

Only in Metro Mamla and in Region 7 do we find participating physicians receiving
tiore from HMOs and health insurance schemes in a month. In general, more participating
physicians in NCR and Region 7 receive more from alternative schemes than from
Medicare in a month.

~ For participating physicians, the importance of financing schemes in their respective
practices can be gauged by counting the number of patients who are financed by such
'schemes and the amount received from them in a month (Table 3.4). On the average,
matients financed by such schemes are about thirty to forty percent of patients. The highest
mean proportion was registered in Region 10
Surprisingly, general practitioners register the highest mean proportion of patients
inanced by such schemes. This mean proportion is even higher than those of surgeons and
!bstetncnans Two possible events are Yeing captured here. The proportion of patients
rrho belong to financing schemes was-not based on an actual count. The response of the
physrcmn is therefore based on his awareness or past experience with his patients. It could
b that panents of general practitioners are more likely to claim from financing schemes,
lms increasing the awareness of physwmns that these patients are members. This is likely
lfpat1ents of general practitioners belong to lower income classes and would therefore find
I!wonhwhrle to claim from financing schemes. On the other hand, it could be that the
;eneml practitioners in our sample perform inpatient services which are Medicare
mimbursable,

On the average, sampled participating physicians in chion 2 receive about P 3,700
month from financing schemes while those in Region 10 receive about P 1,800. As
%rpected surgeons and obstetricians receive higher amounts from financing schemes than
Emer specialties. No continuous decline or increases can be observed from the amounts

eived by participating physicians with different years of practice,

‘omparing the proportion of patients covered b); schemes and the amount received
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Table 3.3

Top Financing Scheme in Terms of Amount Received per Month

Scheme No. of %
Physicians
Medicare 77 70.64
- HMO Health Insurance 22 20.18
“ Insurance (Life and Non-l 1 '0.92
Business or Emplayer Pr 4 -3.67
: Others 5 4.59
Total 109 *  100.00
Medicare HMO/ Insurance  Business/ - Others  Total
Health (Life and Employer Number of
Insurance  Non-life) Provided Participant
' REGION
2 Cagayan Valley 100.00 - - - - 1
1 Central Visayas 77.27 18.18 4,55 - - 22
0 Northern Mindanao 85.71 -, - ‘ 7.14 7.14 14
* National Capital Region- 65.28 25.00 - ' 417 5.56 72
SPECIALTY
General Practice 66.67 22.22 11.11 - - 9
" Internal Medicine 66.67 - 2917 - 4.17 - 24
 Obstetrics-Gynecology ~ 77.78 7.41 - 741 741 27
| Pediatrics - 70.37 22.22 - - 7.41 27
- Surgery 68.18 2h2.73 - 4.55 - 455 22
1 YEARS OF PRACTICE
| .Syearsandbelow  75.00 8.33 - 8.33 - 8.33 12
6to 10 years 7027 24.32 - 270 2.70 37
|  11to 15 years 76.92 15.38 \ - ~ - 7.69 26
i 16t020years - 50.00 28.57 744 1429 - 14
2110 25 years 88.89 - -- - 11.11 9
gl 261030 years 80.00 20.00 - - - 5
I 311035 years 50.00 50.00 . - - 2
36to 40 years 50.00 50.00 - - - 2
 SEX
Male 68.89 - 20.00 - 444 6.67 45
:bl;emale : 71.88 20.31 1.56"7 3.13- 3.13 64

k-

[Jce of data: DOH-PIDS Outpatient Clinic Survey
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Table 3.4

Extent of Participation in Health Financing Schemes

.
I | © Average No.of 'Average No.of Amount Average Amount |
! Proportion cases Amount  cases Received Consultation Received/
! of Patients Received per Fee Consultation
w/ Financing from Scheme Financed (in Pesos) Fee
Scheme per Month Patient /1
(in %) _(in Pesos) (in Pesos)
I~ REGION
B cagayan Valley 130.00 8 370571 7 3831 43.80 85
11 Cental Visayas 32.85 54 1,914.08 36 19.40 59.90 32
i{t Northern Mindanao 38.88 43 1,795.72 32 21.30 63.10 28
. National Capital Regio 30.60 138 2,731.26 94 45.20 101.60 27
i} For entire sample 32.5%5 243 2,420.41 169 32.10 - -
SPECIALTY
GeneraI'Medicine 44.16 43 2,190.48 21 17.38 45.10 49
|+ Internal Medicine 31.22 49 1,734.57 37 14.00 98.30 18
1. Cb-Gyne 30.33 55  ~2,787.57 37 45,00 92.40 30
'| " Pediatrics 25.17 54 1,882.84 39 27.53 84.30 22
l'ﬁ © Surgery 35.32 41 3,494.26 35 48.60 91.30 38
' YEARS OF PRACTICE A
' 5 years and below 33.04 26 1,359.80 15 17.60 62.10 22
610 10 years 20.88 73 3,075.55 56 54.10 89.40 34
1110 15 years 30.43 56 2,417.32 33 - 3410 83.50 29
1610 20 years - 3812 43 2,007.58 - 33 1960 83.30 24
2110 25 years 29.00 14 - 1,019.90 10 13.40 76.50 13
26 to 30 years 33.67 12 .1,840.00 10 32.80 62.50 29
3110 35 years 30.11 8 4,250.00 6 40.70 97.28 44
36 to 40 years 44,00 5 2,150.00 2 26.40 86.20 25
Y.
SEX :
T 3603 109 273063 76 . . -
E 5 Female 29.72 134 2,166.89 93 - - -

i _Computed by dividing the average amount received by the estimated nuinber-of patients financed.
iThe latter was estimated by multiplying the proportion of patients financed by schemes and the
2 average total patients in clinics in a month,

e of data: . DOH-PIDS Outpatient Clinic Survey -
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ilamonth gives us an idea how much is received per patient. This measure can also
idicate the relative value or content of the service that is compensated by the financing
gheme. Column 5 of Table 3.4 indicates the average amount received divided by an
est1mate of the number of patients who are fiuanced by such schemes. This measure was
Mmated by multiplying the monthly average number of all patients in clinics by the
ierage proportion of patients in column 1.

It can be noted that participating physicians inf Regions 2 and the NCR receive
?,;':relatively more per patient than those in Regions 7 and 10. Just looking at Regions 2 and
%10, it can be noted that physicians in the, more developed regions receive less per patient.
%However there could be possible biases in the estimate because of some possible
{mdcrstatement in patient loads in the NCR. On the average, the equivalent of the amount
érecexved from financing scheme comprises only about P 19 to 45 pesos per patient,

Looking at the amount received per patient by specialization, it can be noted that
surgeons and obstetricians-gynecologists receive the highest amounts per patient. Although
pedlatnmans seemingly receive lower total amounts in a month and see only 25 percent of
(otal patients as members, they receive more e per financed patient than general practitioners
md internists.

For physicians with up to 25 years of experience, there seems to be a decline in the
“amounts received per patient. However, these amounts increase for physicians who have
bad up to 40 years of practice. This could imply that physicians in their peak working
years, although participating in financing schemes, receive lower amounts per patient
financed or choose to serve a limited number of patients who are financed. Higher patient
kads may mean that physicians in those years may be better able to choose from among
financed and non-financed patients.

Dividing the amounts received from financing schemes by the total eanings of
physxclans would also give a better indicator of the extent of participation. However, data
o total physicians earnings is ‘mostly unavaﬂable for the physicians in the sample. To
ﬁfﬂdardnze the amounts therefore, the amounts received are divided by the average
sultauon fee of the physician. The resulting figure is therefore the number of
%ﬂsu]tatxon equivalents of the amount received from financing schemes.

The last column of Table 3.4 indicates that participation as measured by this
Eﬁdiwtor is highest in Region 2. The amount received by physicians in a month is
wuivalent to what they earn from 85 consultations. On the other hand, those for Regions
1,10 and the NCR range from 27 to 32 only. Using this measure, the extent of
pamapatxon therefore seems to be higher in the lesser income regions than in the more
Fiveloped regions.

_ Looking at the-figuwe across specialties, it can be noted that the extent of ..
rticipation is consistent whether measured by amounts received and consultation
mivalents.
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512 Determinants of participation: spme mdlcanons

~In the literature on physician participation decisions, the decision to participate in a
Eﬁnzmcmg scheme and the extent of participation are hypothesized to be affected by several
factors These factors include those that are related to the characteristics of the physicians,
‘the level of demand for servxces of the physicians, and the characteristics of the financing
'schemes.

A tabulation of the reasons for physician non-participation in financing schemes
ems to support some of the factors that are reviewed in the literature (Table 3.5). For
instance, about 45 percent of non-participating physicians indicated that they were not
‘nterested or that there was no need to participate. This could be indicative that the patients
they see are able to pay for their services. This could also imply that there are no
regulations requiring them to participate in financing schemes. The response that most
patients do not have Medicare or are not members of Medicare may also be indicative that
patient characteristics do affect their decisions to join financing schemes.

Another reason for non-participation seems to be the non-availability of financing
schemes in their areas. The response that there is no offer may be interpreted as indicative
of non-availability. On the other hand, this response could also indicate the significance of
insurance or HMO marketing and recrmtment policies in the participation decisions of
physmxans

Recognition of the admmlstranve and collection costs of joining schemes is manifest
m the oft cited reason that there are too many requirements.

The influence of physician characteristics on the physicians' decision for
participation was apparent in tables presented earlier. Age was hypothesized as
Tepresenting the openness of physicians to innovations in financing and the use of
participation to increase the patient load. The specialty of the physician has been
Dypothesized as affecting participation to the extent that services performed by these
pphysxcxans are covered by financing schemes,

The level of demand for physmlan services and the chamctenstlcs of her market
rhave been likewise forwarded as explaining participation. If majority of her patients are
ab]e to pay for services, then physicians may decide not to participate in financing
ischemes Increasingly competitive markets may also encourage physicians to participate in
.order to gain a certain number of patients. Since financing schemes reduce the net burden
iofillness on patients, physicians who derive some satisfaction from patient benefits for
gfarlicula: patient groups would therefore participate.

Table 3.6 presents the proportion of physicians accredited across different
proportions of patients belongmg to different income groups. These proportions represent
e distribution of patients across income groups as perceived by the physician. Trends
i.fmm the table indicate that higher proportions of patients belonging to low income groups
wincide with lower participation rates. The table results also indicate that the greater the
homon of patients belonging to the higher income groups, the lower is the proportion of
cipating physicians.



Table 3.5 |

Reasons for Not Joining Any Financing Scheme
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Number of
Respondents (in %)
1.  no need/not interested 54 45.00
. ‘ - \
2. too many requirements : 22 18.33
3. nooffer - ' ~ 20 16.67
14.  clinic only recently completed/ 11 9.17
still applying
5. no available financing scheme 6 5.00
in the area
6. most patients don't have medicare 4 3.33
' health insurance
17. illness . 2 1.67
8. inefficient paying scheme/pay is 1 0.83
low
Total 120 100.00

~ Source of data: DOH-PIDS Outpatient Clinic Survey



Table 36

Accreditation of Physicians by Proportions of
Patients Belonging to Various Income Groups

ACCREDITED  Total

 PHYSICIANS sample
(in %)
Low Income Group:

10-25% of total patients 75.65 115
26-50% of total patients 69.57 115
51-75% of total patients -52.08 48
75-100% of total patient: 40.35 57

‘|Middle Income Group
0-25% of total patients 44.05 . 84
26-50% of total patients 69.28 153
51-75% of total patients 7200 50
75-100% of total patients 74.47 47
High Income Group
0-25% of total patients 62.13 301
126-50% of total patients 81.82 33
51-75% of total patients - . -0
75-100% of total patients 100.00 1

Source of data: DOH-PI[iS Qutpatient Clinic Survey
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These trends in the data could reflect both the characteristics of financing schemes
ently available and the abilities to pay of patients. Increases in the proportion of
ents belonging to middle income groups increases the probablhty that they are
loyed in the formal sector. This could therefore increzse the likelihood of ceverage by
ficare. On the other hand, patients belonging to lower income groups and non-
ficare members may not havc sufficient means to purchase coverage by private insurers

IMOs.

Althdugh preferences of physicians to alleviate the finanicial burden of illness to
ents may be present, the non- existence or limited coverage of financing schemes
ering that part of the population may be hampering physicians from joining.

The characteristics of financing schemes that have been mentioned as affecting the
ticipation decisions include the coverage of services, level and mode of reimbursement
services and the administrative costs that physmlans have to incur in order to get

nbursed. ‘ _ "

~The extent of physician participation is likely to be affected by the services that are

mbursable from such schemes. Of participating physicians who ranked Medicare as

ir top scheme, more than 80 percent responded that inpatient visits and procedures are

rered (Table 3.7). One notes, however, that for physicians who responded that

«dicare is their top scheme, outpatient procedures and consultations are covered.

hough this fact could be attributed to physician confusion or errors in the field

erviews, these could reflect certain elements of fraud where outpatient services are

ssified as inpatient services. This enables the procedure performed to be reimbursed.
Of those who ranked HMOs and health insurance as the top scheme in terms of the

lount received per month, more than 80 percent of physicians who responded to the

estion stated that outpatient and inpatient procedures are covered by the schemes.

The higher the proportion of fees reimbursed, the more likely the physician is to
rticipate. The same table presents the propogtion of fees reimbursed by the different
remes for certain physician services.

It can be noted that for participating physicians, the reimbursement, more often than
t, does not fully cover the full fee for the visit. Exceptions to these cases are for
surance (life and non-life) and other financing schemes. However, due to the limited
mber of respondents for these types of schemes, the data need further confirmation.
ymparing HMQOs and Medicare, it can be noted that HMOs compensate physicians for
patient and outpatient services at a higher rate than Medicare. The level of coverage of
es for HMOs reaches about 70-85 pcrcent of fees whlle those for Medicare reach about

15 percent of fees.

Appendix B contains detailed tables and discussion comparing the amount that
ledicare usually reimburses for physician fees and the fees that are actually prevailing.
igures from the tables indicate that:

- . M g - -
2) for some regions and for some room accommodations, reimbursable amounts



" Tablae 3.7

Extent of Fipancing ’

Common Difficuit Common - Difficult

Qut-patient Qut-patient in-patient In-patient V Out-patient V 'in-pratient
TYPE OF SCHEME * Procedure n Praocedure n Procedure n Procedure n Consultation n Visits n

(in %) . {in%) (in %) (in %) (in %) (in %)

A, Pr'oportioné of physicians with tbp financing schemes covering thé procedures:

Medicare ' 40.0 50 47.8 23 88.9 45 84.6 39 55.0 20 821 28
HMO Health Insurance 82.4 17 87.5 8 84.6 13 91.7 12 85.7 14 100.0 13
insurance (Life and Non-life) 100.0 2 - - 100.0 1 - - - - 700.0 1
Community Financing - 1 - . 1 100.0 1 100.0 1 0.0 1 100.0 1
Business or Employer Provide =~ 40.0 5 1000 1 , 15.0 4 .75.0 4 100.0 1 - -
Others 50.0 B8 4 66.7 3 - - 100.0 2

50.0 2 75.0

B. Average proportion of fees reimbursed by the top financing schemes:

70.00 18

M'edicare\ ' 68.95 19 74.62 13 57.56 32 - 6630 27 67.00 10

HMO Health Insurance 85.83 12 78.75 8 70.00 10 69.44 9 81.25 8 83.00 10
Insurance (Life and Non-life) 100.00 2 - - 100.00 Tt - - - 10000 1 100.00 1
Business or Employer Provide - - - - 33.33 3 33.33 3  100.00 1 - - -
Others : 100.00 2 100.00 1 40.00 3 100.00 1 100.00 2 100.00 1
For entire sample | 78.29 | 35 77.27 22 58.41 49 65.38 40 78.18 22 76.33 30
* Typology used was constructed by HEWSPECS in their study of Alternative Health Financing Schemes. :

n - number of respondents

Source of data: DOH-PIDS Outpatient Clinic Survey

G8
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for inpatient visit fees from Medicare are greater than the usual fees
prevallmg,

there is a widening gap between Medicare reimbursable fees and actual
inpatient consultation fees as room accommodahon becomes more expensive,

b)

c) as the category of the hospital increases, th';c gap between Medlcare
reimbursable amounts and actual fees widehs. However, for primary and
secondary hospitals, professional fees for ward and payward patients are
almost always fully covered by Medicare,

d) -~ coverage of prdfessional fees for physicians stationed in public hospitals is
greater than for private hospitals,

) - in Metro Manila, average charges for the four selected procedures
~(tonsillectomies, appendectomies, ceasarean sections and cholycestectomies)
are never fully covered by Medicare reimbursable amounts even for patients
in wards. This is not the case i in the regions where some of the procedures
~ are fully covered - ~

f) the average ratios of Medicare reimbursable amount to the fees prevailing
also differ depending on the specialty of the provider of the service.

Although only a proportion of fees is covered by financing schemes, physicians may
‘dtill be willing to participate if they are able to charge the difference between
ymmburscment and the fee to their patients. Anecdotal evidence even purports that some
physicians charge the full amount of the fee to their patients and consider the Medicare
rimbursement as some sort of “bonus'. In these cases therefore, coverage of the total
ELPn',ce may even be lower.

. Table 3.8 states the proportion of physicians who does not accept reimbursed
amounts as payment in full. About three-fourths of physicians in Region 2 require patients
pay on top of thé reimbursed amounts. However, only one-third of participating
ysxcla.ns in the NCR seem to reqmre patients to pay on top of reimbursed fees,

The trends in the reSponses are contrary to what one mlght expect given the low
“kvels of amounts received per patient in the more developed regions of the country. It is
r.'xpected that the lower the reimbursement rates, the more likely physicians would require
panents to pay on top of reimbursed amounts..

Several explanations may account for these trends. The ﬁrst is that physicians may
2t have answered this question honestly enough, i.e., they do not consider reimbursement
fom health financing schemes as *bonus' and therefore charge the full amount to patients.
(n the other hand, participating physicians may just limit the number of patients that they
&eept for financing but accept reimbursement as payment in full, instead of charging
jents on top of reimbursed fees. This means that although physicians claim that a certain
foportion of patients may be members of schemes, the actual number of patients who are

P rted fully may be less.




Table 3.8

Proportions of Physicians Requi?i:vg Patients to
Pay on Top of Reimbursed Fees

% of Total

sample sample
REGION
Cagayan Valley 71.43 7 .
Central Visayas . 48.00 50
Northern Mindanao - -51.43 - 35
National Capital Region 30,71 - 127
For entire sample 39.27 219
SPECIALTY
General Practice ' 37.04 27
Internal Medicine 35.42 48
Ob-Gyne ' 50.00 ‘ 54
Pediatrics i 37.25 ‘ 51
Surgery 34.21 38
YEARS OF PRACTICE
5 years and below - 50.00 .20
6to 10 years 34.33 67
11 to 15 years 41.18 - 51
16 to 20 years o 39.02 41
21to25years - 46.67 15
26 to 30 years ©33.33 9
31 to 35 years "44.44 9
36 to 40 years 33.33 3
SEX
Male 33.33 93
Female 4365 126

Source of data: DOH-PIDS Outpatient Clinic Survey
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The decision to participate and the extent of participation also depends on the mode
of reimbursement followed and the time elapsed before reimbursement. Delays in
irimbursement represent opportunity costs of money:for the physicians such that longer
aume lags may discomage the physician from participating.

The number of days it takes to be reimbursed are given in Table 3.9. Note that this
-mcasure of delay probably indicates the time it takes from the delivery of the service to the
[ﬁme it takes for the payment to be received. This micasujré may overstate the delay in

reimbursement if the time spent in filling up and filing claims is considered. For those
affiliated with Medicare, average number of days it takes to reimburse rcaches about 115 to
150 days. This translates to about four to five months. The average number of days is
lower for those in the NCR but this is only marginally so.

. 'There seems to be shorter reimbursement time for general practitioners, internists
and pediatricians than surgeons and obstetrician-gynecologists. This may be related to the
level of complexity of the services rendered and the amounts required for these services.
More complex surgical services may require stricter screening than relatively less
tomplicated confinements.

- On the other hand, reimbursement time for schemes other than Medicare is
sgnificantly shorter. Rexmbursement time on average takes about two and a half to three
months.

Considering that schemes other than Medicare reimburse higher proportion of fees
and take a shorter time for reimbursemeht mean that indirect costs to the physician from
participating in such schemes are lower. .

Certain administrative costs could also be captured by looking at the modalities of
ximbursing the physmxan for his services. The mode which is expected to have the fastest
[imbursement time is when patients pay physicians directly and then gets the amount
(relmbursed from the financing organization. This entails no collection cost and delay on
lhe part of the physician. On the other hand, claims filed through hospilals and physicians
@__emg directly reimbursed for services may entail some delay and administrative costs.

Table 3. 10 lists down the modes of reimbursement currently prevailing for
Neimbursement of outpatient and inpatient procedures and visits. The same confusion or
fraud is-captured here since some participating physicians claim that outpatient procedures
and consultations are reimbursed by Medicare and these are filed through hospitals.

‘Another potential indicator of confusion or fraud is the fact that Medicare accredited
physxcmns are paid by patients directly and patxents claim from financing institutions.

Most of Medicare participating physicians get reimbursed by claims filed through
‘bosplta]s For inpatient procedures and visits, about two-thirds of responding physicians
,gct reimbursed through claims filed through hospitals.

~ Greater proportions of physicians participating in HMOs and health insurance
ghh:mes get paid directly for outpatient and inpatient visits and procedures. It is not clear
gfiat the administrative cost implications of these mode are. 1t could represent higher



Table 3.9

- Time Elapsed Before Reimbursement

AVERAGE

[ERA No. of
NO. OF casas
DAYS
A. MEDICARE
1. REGION
Cagayan Valley 126.75 8
Central Visayas 120.59 o1
Northern Mindanao 152.50 36
National Capital Region 115.13 120
For entire sample 123.12 215
2. SPECIALTY
General Practice 106.65 31
Internal Medicine 104.74 46
Obstetrics-Gynecology 133.53 53
Pediatrics 125.89 44
Surgery 142.50 40
B.. OTHER SCHEMES
TYPE OF SCHEME
HMO Health Insurance 75.60 25
Insurance (Life and Non-life) 90.00 2
Community Financing 30.00 - 1
Business or Employer Provided 72.00 5
Others 120.00 1

Source of data: DOH-PIDS Outpatient Clinic Survey
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Table 3.10

90

Mode of Payment for Procedures Covéred by Top Schemes

(percent of respondents)

MODE OF PAYMENT *

100.0

Total
1 2 3 4 sample

A. CCMMON OUT-PATIENT PROCEDURE :

Medicare 10.0 30.0 30.0 30.00 20

HMO Health Insurance - 154 23.1 61.54 13

Insurance (Life and Non-life) - - 100.0 - 1

Business or Employer Provided - - - 100.00 1

Others 50.0 50.0 - - 2

'|B. DIFFICULT OUT-PATIENT PROCEDURE

Medicare 23.1 30.8 23.1 23.08 13

HMO Health Insurance - 111 22.2 66.67 9

Business or Employer Provided - - - 100.00 1

Others ' 100.0 - - 1
C. COMMON IN-PATIENT PROCEDUWRE

Medicare 10.3 66.7 12.8 10.26 39

HMO Health Insurance - - 16.7 25.0 58.33 12

Insurance (Life and Non-life) - - 100.0 - 1

Business or Employer Provided - 33.3 66.7 - 3

Others - 100.0 - - 3
D. DIFFICULT IN-PATIENT PROCEDURE _

Medicare 3.1 62.5 15.6 18.75 32

HMO Health Insurance - 18.2 27.3 54.55 11

. Business or Employer Provided - - 333 66.7 - 3

Others - 100.0 - - 1
E. QUT-PATIENT CONSULTATION ,

Medicare - 36.4 63.6 - 11

HMO Health Insurance - 20.0 50.0 30.00 10

Business or Employer Provided - - 100.0 - 1

- Others - 50.0 50.0 - 2

F. IN-PATIENT VISITS

Medicare 4.3 65.2 30.4 - 23

HMOQ Health Insurance - 333 . 417 25.00 12

Others - - 1

. * 1- Patient pays physician and then claims from financing institution

2 - claims filed thru hospitals

3 - company/Health Financing Institution pays phyéician directly

4 --others and combinations of 1, 2, & 3

Source of data: DOH-PIDS Outpatient Clinic Survey
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wministrative costs since physicians may have to fill many claim forms for patients. On
e other hand, physicians may find it easier to contract and negotiate with HMOs directly.

2 PHYSICIAN PARTICIPATION: A MODEL
321 Conceptual model

The determinants of uuhty levels from participation and non-part1c1pat10n outlined
inthe previous section can be accommodated in a model of a physician maximizing utility
wver income and leisure. It is assumed that the physician derives different utility levels
when he/she is participating in a financing scheme and when he/she is not.  The physician
would therefore participate in a financing scheme if the utility garnered from participation
isgreater than the utility garnered from non-participation. Therefore:

i

U" = Max (U, U™) (3-1)
T.:’:wl'u:re:
U = Optimal utility
U' = Physician utility when participating in financing scheme
UM =  Physician utility when not participating in financing scheme.

Physician utilities conditional on choosmo the two altemative choxccs are still
etermined by income and leisure, i.e.,

Ut =Uf(YM, LT ; MDCHAR) (3-2)
= U“’(YMW L™ ; MDCHAR)

Vhere the subscripts f a.nd nf modify income, Y™® and leisure, L, from parchpatlon and
fnon -participation, respectively.

Income and leisure when the physician is non-participating are as follows:

YMOf = PN, ) P°, P*, @, CLNCHAR, HOSCHAR,
MDCHAR, PATCHAR, P, 12")

+ PPaN™( t¢, t*, P, P*, @, CLNCHAR, HOSCHAR,
MDCHAR PATCHAR Pe, P_”)

- C(NY( ¢, t, P*, P, a, CLNCHAR, HOSCHAR,
MDCHAR, PATCHAR, F, P*), W' CLNCHAR)

- CY(aN"( €, &, P*, P, a, CLNCHAR, HOSCHAR, MDCHAR,
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PATCHAR, P, P*), HOSCHAR), (3-3)

X =  T-@EN(Ct, ¢ P, P, a, CLNCHAR,

H0SCHAR, MDCHAR, PATCHAR, E, P*)

+ BaN¥( ¢, & P, P, a, CLNCHAR,
HOSCHAR, MDCHAR, PAT(.HAR B°, P*)).

where :

I. PG

(3-4)
t = quantity of physician time per service at the outpatient setting or
clinic, -
¢ = quantity of physician tlme per service at thc mpatlcnt setting or
hospital, :
N = practice size or patient load of non-financed patients of the physician
' at the clinic, |
a. = proportion of patients hospitalized,
T = total time available to the physician, -
= unit price of physician outpatient service,
P = unit price of physician inpatient service,
C = non-physician costs of producing physician outpatient semces,
Wi = vector of prices for clinic inputs, '
. CLNCHAR = vector of clinit characteristics,
ct = costs to physician in accessing hospital inputs,
HOSCHAR = vector of hospital characteristics including ownership and
hospital inputs,
MDCHAR = vector of physician characteristics,
PATCHAR = vector of patient characteristics, -
P o= vector of prices charged for outpatient services by other providers,
P = vector of prices charged for inpatient services by other providers.

In the formulation of physwlan income and leisure, the time spent and the prices

cnarged by the physician for non-financed patients affect the number of non-financed
panents patronizing her. The patient load is also affected by other clinic, hospital and
;nuant characteristics as well as the prices charged by other providers. Cowts at the clinic
maffected by the number of patients, clinic characteristics and prices of clinic inputs.
iPhyslclans maximize utility over time spent the rate of hospitalization and prices charged.

On the other hand, income and leisure conditional on the physician participating in a

ﬁnancmg scheme could be represented by the following:

YMP! = PENM( . ) + PhaN™(.)
+ FN' 4 FhaN!

- C{(N¥(.)+N', W™, CLNCHAR)
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- CY a(N"'( . )+N'), HOSCHAR)
SC(N') )
¥ = T - (t5( N( . )+N'

+ tha( N¥(.)+N)) (3-6)

where:
Nf =  practice size or patient load of financed panents of the physician at
. the clinic,
Foo= fixed reimbursement for physician outpatient services,
F° = fixed reimbursement for physician inpatient services,
¢ = costs of billing and collection including delays in payment.

Participation in a financing scheme is an additional source of revenue for the
physician to the extent that financed patients constitute additional patient loads. However,
the revenues that physicians receive from delivering services to these patients are
determined by the reimbursement rates set by financing companies. These fees may be
greater or less than fees charged to non-members of health care financing schemes. It is to
be expected that the higher these reimbursement rates, the higher are the revenues that
physicians gain from serving covered patients, and the higher the potential physician
income. Aside from covering the increase in costs due to higher number of patients, the
aditional revenue should also cover the additional cost physicians incur in their
prticipation in financing schemes.” These represent the costs of billings and colleclion plus

the delays in payment from the third-party payor. It is assumed that these costs increase as
the number of covered patients increase. .

~ Although participation in financing schemes constitutes additional revenues to
physicians, there are added costs to the physician in terms of leisure foregone due to higher
patient loads. Physician preferences for greater leisure may therefore prevent him/her from
i’paruclpatmg in financing schemes.

The benefits of participation to the physician is also dependent on physician
‘tcisions on the prices charged and time per service for patients in the non-financed
‘market. Higher revenues due to either greater patient loads or higher prices charged to
“ton-financed patients may dissuade the physician from participating in a financing scheme.
Greater preferences for leisure may also dissuade physicians from joining since financed
ptients constitute additional requirements on the physician's working hours.

* The formulation of the income and leisure of a participating physician as in (3-5)
«au (3-6) above assumes that there are no differences in the intensity of the care that
pysicians provide to financed and non-financed patients. For instance, consultation time,
ipatient visit time and rate of hospitalization have been assumed to be constant for the two
'moups of patients.

This assumption could be questioned on the grounds that there could be incentives



94

or the physician to increase the intensity of services provided to financed patients. This is
¢lated to the assumption that the pricing and treatment decisions of physicians also affect
he-number of financed patients approaching him/her for care. Since finance«! patients do
ot completely bear the costs of care, their sensitivity to the prices charged and the . umber
f services prescribed may be less than non-financed patients. . Provision of more services
othese patients may not result in a large dlmlnutlon ofa physwxan s patient load.

The following analysis sxmphfies in that there is a pool of financed palients that
atronize a certain physician. This is similar to the assumption in several studies in the US
which assumed that the physician is a price-taker in the market for patients covered by
health financing (Sloan and Steinwald 1978, Sloan, Mitchell and Cromwell 1978, Mitchell
nd Cromwell 1982). )

32.2 Empirical model

Gwen this conceptual model, the physician can therefore be observed to be
mrticipating if U' > U™ and not participating when U’ < U*. This can be represented by
anmdlcator y, for each physician i, wherein:

y, = Lif U, - U™, > 0, g
0, otherwise (BT

The difference between the utilities can be represented as a function:

Y; =B'X, + ¢, (3-8)
where X = (W™, CLNCHAR, HOSCHAR, MDCHAR, PATCHAR, P, P", F°, F", N,
c')a.nde N (0,1).

This is the probit model which is to be estimated. The right hand sidc variables are
mogenous models which affect the time input-and pricing decisions of the physicians as
well as the features of financing schemes which affect income and leisure from
mrticipation.  The dependent variable can be interpreted as the probability of participation
afinancing scheme given the values of the exogenous variables.

Physician participation in both the Medicare program and in private financing
hemes would be estimated separately. This is to allow for differences in the coverage
und scope of the financing schemes. For instance, Medicare covers only inpatient services
while most private financing schemes cover both inpatient and outpatient services.

Estimating the determinants of participation for private insurance could therefore give

Idications on behavior when outpatient consultations are covered. Likewise, only one
whedule of reimbursement is followed by Medicare while individual private HMOs and
ealth insurance companies have their own schedules of reimbursement.
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33 DATA AND RESULTS
13.1 Data

- Table 3.11 presents the description of the data sets used for estimating (3-8) above
for Medicare participation while Table 3.12 describes the same for participation in private
isurance. The two estimates share a common set of variables save for different data on
rimbursement rates and time elapsed before payment. These differences would be
discussed shortly. About 167 physicians have complete information for Medicare
participation while about 159 physicians were used in the sample for privite participation.

The dependent variables are indicators which take the value one when the physician
it accredited with Medicare or is accredited with a private insurance company or HMO.
These two variables are called MEDPART and PRIVPART. These measures may tend to
overstate participation specially in the case of Medicare since some physicians may not
whually claim from Medicare. About 75 percent of the physicians in the complete sample
we accredited with Medicare while only about 34 percent of the sample are accredited with
pnvate insurance or HMOs

Whether the physician was practicing in a hospital based clinic was used to proxy
for prices of clinic inputs as well as to serve as a proxy for clinic characteristics. In the
previous section of the paper, it was found that there were significant differences in non-
physician costs per patient between independent clinics and hospital-based clinics. These
oould indicate different intensities of resource use and prices of inputs which are used in
these clinics. About 61 percent of the sample for Medicare practiced in hospital-based
clinics while the number for private part101panon is 63 percent.

Whether the physician admits the most number of patients in a tertiary hospital
and/or a private hospital is the included hospital characteristic. It is assumed that the
‘anount of beds, nurses, residents and other medical personnel and equipment which reduce
the costs to physician of confining patients is greater with a tertiary hospital. On the other
kand, the ability of the physician to control these resources may be greater if the hospital is
privately owned. . About 78 percent of the Medicare sample are affiliated with tertiary
bospitals and 88 percent are affiliated with private hospitals. About 80.5 percent of the
private sample are affiliated with tertiary hospltals while 88.7 percent admit the most
mmber of patients in private hospitals.

Included physician characteristics are years of practice, sex, civil status, specialty,
?ind board accreditation. The mean years of practice in the Medicare sample is about 14.5
Jears which is near the 14.7 years for.the private sample. About 60.5 percent are female,
/1§ percent are single, 12.6 percent are general practitioners and 23.4 percent are board
tertified in the Medicare sample. The proportions of these variables are not much different
for the private sample.

" Patient characteristics which could partially represent the level of demand for
jeician services are the average per household member monthly expenditures in the
Excxpahty where the physician is practxcmg Expenditures were used to the extent that
represent a more permanent measure of income. Average expenditures for the



- Table 3.11

_Desf:riptive Statistics of Dafa : _Médicare Participation

No. of cbservations: 167

Variable Scurce Mean Std.Dev  Minimum Maximum

Physician is accredited with Medicare ‘DOH-PIDS Outpatient Clinic Survey 0.7485 0.43518 o 1
Number of years in medical practice DCH-PIDS Outpatient Clinic Survey 14.479 8.0128 0.05 58
Female DOH-PIDS Outpatient Clinic Survey 0.60479  0.48037 0 1
Physlician is a general practitioner DOH-PIDS Outpatient Clinle Survey 0.12575  0.33256 0 1
Single . DCH-PIDS Outpatient Clinic Survey 0.1497 0.35785 0 1
Physlcian is a diplomate or fellow of any specialty erganization DOH-PIDS Outpatient Clinic Survey 0.23353  0.42435 0 1
Ave, per capita expenditures in municipality of physician (in pesos) DCH-PIDS Household Survey 1124.60 376.70 101.10 1539.00
Percent of population in the municipality which is covered DOH-PIDS Household Survey 50.256 9.0157 8.571 63.44

by Medicare
Mean consiltation fee in the province by specialty (in pesos) DOH-PIDS Outpatient Clinic Survey - 8805, -27.28 31.25~ 113.50
Mean inpatient visit fee in ward in the province by specialty (in pesos) DCH-PIDS Qutpalient Clinic Survey 425.34 400.85 - 1875 1169.00
Medicare reimbursable prof. fee / visit fee in ward per episode DOH-PIDS OPC Survey & Medicare Primer  0.62924 0.357 0.045 1
Time elapsed before medicare reimbursement (no. of days: ave. by province  DOH-PIDS Outpatient Clinic Survey 118.44 49.098 8 360

if physician is net accredited or actual time if physician :

Is accredited) : ' ' :
Private hospital Bureau of Licensing and Regulation, DOH 0.88024 0.32566 . 0 1
Tertlary hospita! Buroau of Licensing and Regulation, DOH 0.78443 0.41245 -0 1

'[CHy/municipallty s urban DOH-PIDS Cutpatient Clinic Survey 0.85808 0.201 0 1

Hospital-based clinic DOH-PIDS Cutpatient Clinic Survey 0.61078  0.48%04 0 1
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vescripuve Statistics of Data :

Table 3.12

Private Insurance Participation

Std.Dev.

Maximum

‘INo. of observations: 159

Variable Source Mean Minimum

- |Physician is accredited in any privale insurance or HMO COH-PIDS Outpatient Clinic Survey 0.33962  0.47508 0 1
Number of years in medical practice DOH-PIDS Outpatient Clinic Survey 14.686 8.8755 2 58
Single DOH-PIDS QOutpatient Clinic Survey 0.14465  0.35286 o 1
Female 'DOH-PIDS Outpatient Clinic Survey 0.60377  0.49066 o 1
Physician is a diplomate or feliow of any specialty organization DOH-PIDS Outpatient Clinic Sturvey 0.2327 0.42388 0 i

IPhysician is a general practilioner DOH-PICS Outpatient Clinic Survey 0.1195 0.3254 0 1
Ave. per capita expenditures in municipality of physician (in pesos) - DOH-PIDS Household Survey 1128.4 380.27 1011 - 1538
Percent of population in the municipality which is covered DOH-P{DS Household Survey 4,7073 3.152 1] 13.04

by HMO .

Mean consultation fee in the province by specialty {In pesos) DOH-PIDS Outpatient Clinlc Survey 88.304  26.885 37 113.5
Mean inpatient visit fee in private room in the provmce DOH-PIDS Outpatient Clinic Survey 660.8 563.85 37.5 1691
” by specialty (in pesos) ’ S . T : K ' L
{Average proportion of inpatient visit fee relmbursed * Average DOH-PIDS Outpatient Clintc Survey: 3.2731 3.0404 0.04571 10

Inpatient visit fee) / Inpatient visit fee of physiclan ' ' :
Average proportion of inpatient visit fee relmbursed * Inpatient DOH-PIDS Outpatient Clinic Survey 1274.3 13155 27 8650
visit fee of physician o : .
Tlme elapsed before relmbursement by top scheme {no. of days: ave. by DOH-PIDS Outpatlent Clinlc Survey 04.735 44,707 30 360
by provinca physiclan is not accredlied or actual time If physiclan '
Js accredited) ' , ,
Private hospital Bureau <f Licensing and Regulation, DOH 0.88679  0.31785 0 1
Tertiary hospital Bureau of Licensing and Regulation, DOH 0.80503  0.39743 0 1
City/municipality is urban DOH-PICS Qutpatient Clinic Survey 0.96226 0.191186 0 1
Hospital-based clinic DOH-P!DS Outpatient Clinic Survey 0.62893  0.48462- o 1

LB
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Medicare sample and the private sample are P 1125 and P 1128, respectively.

Whether the physician's clinic is located in a rural or urban area is also included to
poxy for the characieristics of patients in the area. It was likewise included in order to
upture the differences in the availability of financing schcmes and the types of financing
themes available. It has often been noted that some pnvate HMOs and health insurance
ghemes are not yet available in some rural areas, The more likely private financing
hemes available there would either be employer-provided or community-based schemes.
Most of the physicians included in the Medjcarc and private sample practice in the urban
a[eas' .

Fees of other providers are measured by the average consultation fee and the
araage Ward or private room visit fee in the municipality or the province of the provider.
These averages were computed by specialty of the physician. In the event that there were
less than three physicians of the same specialty sampled in the municipality, the average
was obtained using the provincial sample. For the inpatient visit fees, thesc were obtained
from the fees for the top cause of hospitalization of the physician or the most common
inpatient procedure performed, These were converted to visit equivalents by considering
the number of days confined and the number of visits made in a day. Average consultation
fe¢ for the Medicare sample and the private sample were about P 88.00. Mean inpatient
visit fee for wards for the Medicare sample was P 425.30 while mean inpatient visit fee for
private rooms used in the private insurance sample was P 660.80.

To represent the number of members of financing schemes which is potential
'patie'nts of the provider, the number of households which had at least one member covered
'by a financing scheme over all the households in the sample for each municipality was
'wed. This therefore measures the proportion of households which had at least one member
‘wvered. For determining participation rates in Medicare, the proportion of household
‘which had at least a member as a Medicare member was used while for determining
patticipation.in private insurance, the proportion of households which had at least one
member covered by HMOs or private health insurance was used.

These measures may have some shortcomings as far as representing the potential
“umber of patients. This limitation depends on whether the particular financing scheme
overs just individuals or dependents as well., For Medicare where the individual and his
ependents are covered, the measure may not overstate nor understate the potential number
fpatients. On the other hand, membership in private insurance schemes nay, like life
wurance, be on an individual basis. This would tend to overstate the measure of the
umber of potential patients since not all members of the household are actually covered.
lnother bias that this measure may fail to capture is the actual propensity of the nlembers
puse or claim from the financing scheme. To the extent that members do not utilize or
?aim from these schemes, then the potential number of patients may actually be less.

The percentage of households who had at least one member covere by Medicare
angea from 8.6 to 63.4 percent in our sample. This averaged to about 50,3 percent. On
ﬁeother hand, those covered by private insurance or HMOs ranged from 0 to 13.04

cent, or an average of 4.7 percent. The proportion of households covered by HMOs
thher private insurance is way below the proportion of households which had at least
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-me member covered by Medicare. However, there were still municipalities which had less
han ten percent of households who had at least one member covered by Medicare.

To represent the costs to the providers of participating in a financing scheine, the
-mmoer of days it takes to be reimbursed is included in the analysxs For explaining
‘paticipation in Medicare, this variable is the number of days it takes to be reimbursed by
‘Medicare while it is the number of days it takes tG be reimbursed by private schemes for
eplaining private participation. For participants in financing schemes, the actual time it
look to be reimbursed was used. For non-participants, the average time it took for
participating physicians in the province was used. " This assumes that non-participating
physicians were basing their decisions on the time delays that they observe from their
fellow physicians in the province.

‘These measures give an indication on the foregone interest on physician revenues
that delays in reimbursement entail. This can also be considered as the collection cost for
. the particular prov1der '

To a certain extent, the time it takes to be reimbursed also reflects the costs of
having different institutional arrangements for reimbursement. For instance, it may take
longer to be reimbursed if physicians contract on an individual basis than if reimbursements
i are coursed through the hospital. On the other hand, these time costs may not be able to
eapture increases in the salaries and time involvement of physicians and assistants in filling
'out billing forms. '

To a certain extent, these measures may also be overstated since the perception of
the physician may be from the time that care was provided until the time that payment was
reeived. The more relevant measure of the delay may be from the time that the billing
‘was submitted until the time that payment was received.

The average number of days it takes to get reimbursement from Medicare is about
118 days, while that for private insurance is about 95 days. Although average
rgimbursen}ent,time for private participants are less than those for Medicare, this is still
quite Jong. ‘

To represent the fee that Medicare reimburses physicians for inpatient visits and
procedures, the ratio of the amount that Medicare reimburses for an inpatient episode was
divided by the actual amount that the physician charges were constructed. These amounts
torresponded to the top cause of hospitalization of the physician or the most common
inpatient procedure performed. The schedule of reimbursable fees of Medicare was used,
with the corresponding applicable ceilings and relative value units of the procedures. There
were instances when the Medicare reimbursable amount exceeded the actual fees of the
physicians. In these instances, it was assumed that Medicare only reimbursed the lower
amousts. The maximum value of this.variable was thereforg one. In the sample, the
werage ratio of Medicare reimbursable amount to the actual fees of the physician was
Labout 63 percent. .

Constructing reimbursement rates for private financing schemes were more involved
Reause there were no set standards by which private firms reimbursed.their accredited
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bysicians'. Reirhbursed fees were combinations of standard fees set by companies,

wvailing professional fees and negotiation between the providers and the company. For
stance, although some private firms would reimburse procedures based on relative value
aits of the Philippine College of Surgeons, the peso values attached to:these units may

iffer from company to company. There are no set standards which are imposed by the
ifferent aggrypations of HMOs. The average prevailing fee in the' ared can also be used as
sandard. In some instances, 2-3 times the amount of fees that are reimbursed by

fedicare are adopted.

In some instances, specially when physicians are considered as top-level ones,
egotiations between the provider and the financing company usually takes place. These
cour if the inclusion of the particular physician among 'the roster of participating
hysicians is included as part of the marketing strategy of the HMO. Sometimes, there are
lso incentives to physicians participating in private financing schemes, especially HMOs
n'top of reimbursed fees. These operate on a sort of profit-sharing basis where HMO
amings net of expenses for hospital services and diagnostics are distributed to participating
hysicians. These schemes are supposedly meant to reduce hospitalizations and usage of
fagnostic procedures.

. Given these multiple modes and standards, it was decided to just use information on
he average proportion of fees reimbursed for inpatient visits by private financing schemes
n2province culled from responses in the questionnaire. Two reimbursement variables
vere constructed and tried out. L

One was constructed by multiplying the average proportion reimbursed for inpatient
isit fees by the average inpatient visit fee for private room accommodation in the province
nd then dividing this by the actual inpatient visit fee for a private room of the physician.
Mhis measure assumes that private financing firms, take the average prevailing fee in the
wovince as the standard and applies a discount to this standard. This therefore is the
tandard reimbursement applied to participating physicians. Using this measure, the ratio
of reimbursement to actual fee ranged from less than a percent to more than one. It was
ssumed that like Medicare reimbursement, actual fees of the physicians provided the
eilings when the reimbursable amount exceeded the fees. On the average, this ratio stooc
dabout 32.7 percent. This may be a bit low considering that private financing schemes
were believed to reimburse higher amounts than Medicare. Using this reimbursement rate
oould therefore introduce some downward biases in the reimbursement rates. '

; The other measure was constructed by directly applying the average proportion of
kes reimbursed to the inpatient fee of the physician for a patient accommodated in a
pivate room, The result is therefore a peso amount received per inpatient hospitalization
gisode, The assumption of this measure is that HMOs just apply a discount to the fees

fat physicians usually charge and reimburse physicians by this amount. In the sample

" wed, this amount ranged -from. P 27-to-about P 8650, with an average of P 1274. These

! I would like to acknowledge the inputs.of Dr. Benito Reverente of

lamcare and Ms. Elynn Gorra of Hewspecs for their descriptions of various
ursement modes for physician services for private HMOs,
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fre reasonable since they capture the amounts received for an episode of illness. However,
Elhese may overstate the amounts reimbursed specially for physicians who have relatively
iligh lévels of fees and understate reimbursement for thése with lower level of fees. The
Inas may not be so great in the case of physicians with ;ugher levels of inpatieni visit fees
lothe extent that HMOs may negotiate fees with hxghex‘ priced (as indicators of better
quahty) physicians if recruiting them is part of the marketirig strategy of the particular
HMO :

The estlmates for private parnc1pat1bn would therefOre be tried using these two
relmbursement variables.

,3.3.2 Results

The estimated equation for Medicare participation is listed in Table 3.13. A
-measure of the goodness of fit of the equation is the percent of the sample predicted
correctly by the model. The estimated equation correctly predicts 77 percent of the sample
'observanons

- General practitioners are 32 percent less likely to participate in Medicare than
specxahsts As outlined earlier, these may be due to the more clinic-oriented practices of
'general practitioners. They may therefore have less need of Medicare which only covers
‘inpatient services.” Although greater demand for the services of specialists from non-
financed patients may discourage them from participating in financing schemes, the higher
.probability of participation among specialists in the sample may reflect the relative financijal

bburden that specialist care entails. More complicated services performed by specialists and
more difficult cases also entail higher costs than cases treated by general practitioners.

Thesc may then encourage specialists to participate in Medicare in order to ensure at least
.'.'p'am'al payment for services rendered.

. Single physicians are about 19 percent less likely to participate in Medicare than
uamed physicians. Added financial responsibility of married physicians may be
ncouragmg them to pamcxpate in order to gain additional revenues.

A physxcxan practicing in a hospital-based clinic is 20 percent more likely to be
redited in Medicare than those who are not. . When financing schemes cover outpatient
onsults, higher costs in outpatient clinics may discourage physicians from accepting more
nhents from financing schemes since they may be receiving discounted fees while
ncumng the same level of costs. 'When only inpatient services are covered as in
fedicare, higher costs in the clinic may encourage physicians to substitute inpatient care
or outpatient consults. Substitution of inpatient care for outpatient care may also be
ncouraged by the fact that coverage by Med1care may mean lesser financial burden on
patients.

Greater propensxty of physmans in hosp1ta1 -based clinics to participate in Medicare
Ealso reflect lesser costs in collection and billing. Assistants in hospital-based clinics

y have easier time coordinating with hospital administrative staff mvolved with billing
icare.
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}Log-Like!ihood..oreen.m. -80.08476

Restricted {Slopes=0) Log-L. -94.18363

Chi-Squared (15)...crvuee 2819773

Significance Level......... 82038357E-01
Variable

Constant

Number of years in medica!l practice

Female i o

Physician is a general practitioner

Single '

Physicianis a dip!omaté or fellow of any specialty organization

Ave. per capita expenditures In municipality of physician (in pesos)

Percent of population In the municipality which is covered
by Medicare '
Mean consultation fee in the province by specialty (in pesos)

Mean inpatient visit fee in ward in the province by specialty (in pesos)

Medicare reimbursable prof. fee / visit fee in ward per episode

Time elapsed before medicare reimbursement (no. of days: ave. by
province If physician is not accredlted or actual ime If physiclan

Is accredited
Private hospital -
Tertiary hospital
City/municipality is urban
Hospital-based clinic

Proportion of correct predictions

Coefficient

1.6288
0.01825
-0.14528
-0.92449
-0.56595
0.34862
0.010288
-0.032897

-0.2307
0.0037672
0.39381
-0.0010152

-0.16867
-0.073347
1.1856
0.66156

77%

t-ratio

1.541
1.159
-0.586
-1.924 ¢
-1.891 *
1.185
1775 *
-1.534

283

1.065
1.004
-0.374

-0.424
-0.234
1.549
2531 **

Marginal
Effects 1

-0.326567
-0.189256
0.00030058

-0.00674006

0.2041128

** significant at the 95% level
* significant at the 90% level

1 - Marginal effects of dummy variables compuled as the difference in probabilities at mean values
of the variables given that value of dummy is 1 or 0. Marginal effects are interpreted as the change
in probability that the physician will participate given the values of the independent variable.

FAUNN
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, Increases in the average per capita household expenditures in the municipality
nerease the likelihood of participation by the physician in a financing scheme. Every peso
crease in expenditure results in a 0.03 i Jncrease in the likelihood of participation. AP
100 peso increase in average per capita expendlture_. would therefore increase the :
probability of participation by 3 percent. At the mean level of the variable, this translates
b about 33 percent increase in the probability of participation.

This variable was intended to capture the extent of the demand for physician
wrvices from the non-financed market. To the ext?nt that higher levels of expenditures
may mean sufficient patient load for the physician, this vaniable may then have a negative
tffect on the decision to be accredited in a financing scheme. However, to the extent that
hjghcr income households may be correlated with formal sector employment, this variable
may therefore be correlated with the variable percent of households who had at least one
member covered by Medicare. This correlation could partly explain the insignificance of
the variable representing the proportion of households covered by Medicare. -In this
respect it may also be capturing the potential market of Medicare. If so, then this partly
mpports the hypothesis, the likelihood of participation increases as the potential market of
financed patients increases.

, . Higher per capita expenditures and higher demand for physician services translate to
tigher patient loads. The pool of patients who can therefore be confined increases. If
tese patients are members of Medicare, then physicians can gamner additional revenue by
cl:ummg from Medicare. This is likely as higher per capita expenditures may mean some -
sort of formal sector employment. This may be true in the wake of stories that physicians
charge Medicare members the full amount of his/her professional fee and claims from
Medlca:e the allowed reimbursement just the same. In this respect, the reimbursement
fxOm Medicare is a bonus which physicians access by being accredited with Medicare.
Allhough the amount of the professional fee that should be charged to patients should
deally be " net of Medicare,’ there is little control that this happens since patient billings
professional fees are not usually coursed through the hospital which makes the claim,
g[lthrough the physician's clinic. :

"This practice could partly explain the insignificance of both the proportion of fees of
: physmlans that is reimbursed by Medicare and the time elapsed before reimbursement
explalmng participation. Since the full amount of professional fees is charged to
tients, there is less incentive to care about how much the additional revenues are. Since
headdmonal amount is a bonus, physicians may not care too much about how long it takes
rit to be reimbursed since there are no opportunity costs to the full professional fee

iayay.

On the other hand, it could be that this practice may have stemmed precisely from
élzelow level of and the long delays in relmbursement

The higher the average consultation fee prevailing in the municipality, the less
ythe physician is to participate in a financing scheme. For every peso increase in the
ge, the probab:hty of participation decreases by 67 percent.

Several explanations could be related to this result. ngher average consultation
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lees prevailing in the municipality can be indicative of the patient's abilities to pay for
hysician services. The higher the fees, the hxgher the particular consultation fee that can
% charged by the particular physician. This would therefore decrease the necessity for
lim/her to participate in a ﬁnancmg scheme in order tv ancreass his/her patient load and
mcome. -

~ If higher levels of consultation fees encourage physicians to spend more time and
se more patients in clinics, then they would see less need to pamcxpatc in Medicare which
covers only 1npat1ent services.

~ Although the amount reimbursed and the time delays in reimbursement do not seem
o figure prominently in the decision to participate, it cannot be caid that physicians do not
base their participation decisions on non-financial incentives. The opportunity to increase
revenues or decrease clinic costs by increasing hospitalizations and claiming extra payments
from Medicare from such hospitalizations could be driving the physicians to decide on
participating in the scheme.

_ The factors affecting participation in private health financing schemes are outlined
nTable 3.14. The two equations estimated under different assumptions on the rate of
reimbursement are also given. The first equation which uses the average proportion
rimbursed multiplied by the inpatient visit fee of the physician yields a 75 percent correct
prediction. The second equation which uses a standard fee computed by multiplying the
average proportion of inpatient visit fees reimbursed by the average inpatient visit fee in the
mumclpahty yields a 73 percent correct prediction.

Common variables which are significant factors in both equations are whether
‘physicians are specialists or not and whether physicians are diplomates or fellows of
pecialty organizations. General practitioners are 38 percent less likely to accredit with
‘private health financing companies while board-certified physicians are 28 percent more
:likely to join the schemes.

. The significance of these variables in explammg accreditation in private insurance
EHMOS may be offshoots of the accreditation requirements of HMOs and commercial
lﬁdemmty firms. Some specifically require that accredited physicians be board certified, be
bospital-based or have clinics within hospital premises. This therefore predisposes them to
weniiting specialists and board certified physicians.

These participation rates may be reflective of the specialist care that HMOs and
eaun insurance schemes may provide. In addition, if demand for these schemes are in
‘dition to the basic coverage of Medicare and HMOs capitalize on these aspects, then
‘specialists would be more likely targets of recruitment for HMOs and health insurance
ompanies.

" On the other hand, propensity of specialists and board certified physicians to join
spvate financing schemes may be related to the nature of the services that they offer.
ore complex and higher priced services offered by specialists and board certified
icians may encourage them to join in order to ensure at least partial payment for
vices. This would also apply to more severe cases handled by these physicians which
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§ - Probit Estimates of Physictans® Particlpation In Private Insurance or Hra_

Log-Liketihood......ccosreaereane
Rostricted {Slopes=0) Log-L........
Chi-Squared (15)....ccccicniieens
Significance Leved.................

Variable

Number of years in medical practice

Single

Female

Physician is a diplomate or fellow of any specialty organization

Physician is a genaral practitioner

Ave. per capita expenditures in municipality of physician

Percent of population in the municipality which is covered
by HMO - '

_|Mean consuitation fee in the province by specialty

Mean inpatient visit fee in privata room in the province
by specialty

{Average proportion of inpatient visit fee reimbursed * Average
inpatient visit fee) / Inpatient visit fea of physician

Averags propartion of inpatient visit fes raimbursed * Inpetiont
visit foo of physlclan

Time sfapsed befare reimbursement by top scheme (no. of days:
ave. by province if physlcian is not accredited or actual time if
physician s accrediled) :

Private hospital

Tertiary hospital

City/municipality is urban

Hospital-based clinic

Proporticn of correct predictions

REIMBURSEMENT 1 /a

-81.25378
-101.8843
41.26203
0.2916569E-03

Coefﬁciént t-ratio

0.03441  0.034
-0.017801  -1.322
037857  1.115
-0.097354  -0.398
0.77143  2.865 **
22078 -3.166 **
0.002381  0.437
0.020948 _ 0.385

-0.20556  -2.316 **
0.0001347 0.053

0,0017445 1.781 ¢

0.0011836 0.426
1.10486 2413 =
0.57822 1.568
-0.67626 -0.815
0.10805 0.368

75%

Marginal
effects

0.2830097
-0.3777089

-

-0.00701374

5.9521E-05

0.270158

REIMBURSEMENT 2 /o

-82.62273
-101.8848
38.52412
0.7545225E-03
Coefficient t-ratio
0.32248 0.322
-0.018192  -1.341
0.32647 0.965
-0.20084 -0.857
0.77833 2.88 **
<2241 -3.119 =
0.00293 0.54
0.016482 0.304
-0.20833 -2.329 **
0.0017459 6.719
-0.29565 -0.693
0.0004693 0.173
0.97324 2038 *
0.6763 §.863 *
-0.5892 -0.698
0.12779 0,447
73%

Marginat
effects

0.2865766
-0.3820029

-0.0071343

0.2505825
0.2008107

** significant at the 95% level
* significant at the 90% level

fa’ Average proportion of inpatient visit fea reimbursed * Inpatient visit fee of physician
/o (Average proportion of Inpatient visit fee reimbursed * Average inpatient visit fea) / inpatiant visit fee of physician

GOT
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quire hospitalization. This is similar to the incentive of specialists to join Medicare,
) ' . .

* Physicians who admit most of their patients in private hospitals are about 25-27
reent more likely to be participating in private health ﬁnancmu schemes. This result may
50 be related to the accreditation requirements of these schemes. It was noted earlier that
ime financing schemes require that the physician should preferably have a clinic within
¢ hospital premises. In this regard, only private hospitals would have such facilities.
wept for the government specialty hospitals, hospitals accredited by financing companies.
¢ mostly private hospitals. Physicians who are afﬁhated in these hospitals may therefore
» more likely targets for recruitment.

Similar to participation in Medicare, the higher the average mean consultation fee in
¢ municipality or province, the less likely the physician is to participate in a private.
nancing scheme. Every peso increase brings about a .7 percent decrease in the likelihood
[participation.. At the mean level of the variable, this translates to about 61.8 percent
acreas‘e._ : '

By .
:t‘ 'I‘hese results, 51m11ar to the effects on Medicare participation could be mterpreted
smgmfymg that physicians could charge higher fees and therefore earn more from non-
inanced patients. This would lessen the need to participate in financing schemes to

enerate additional revenue from outpatient consultations. This is especially relevant for
dvate health financing schemes since outpatient consultations are usually included among
he covered services. Since higher fees could be paid by non-financed patients while

MOs are only paying physicians a discounted rate, then participation would be less iikely.
his is more likely so since in the case of HMOs, services rendered by accredited providers
re billed directly to the HMO following standard procedures. The participating physician
loes not get to bill the patients the excess of-his/her usual fes over the fee that the HMO
gimburses.

~ The indicator of potential number of patients from financing schemes did not appear
nbe a significant determinant. It could be that the number of covered patlents is still quite
rmall for it to bc a significant consideration.

Only one formulation of the reimbursement rate turned out to be significant in the
regressmn This is when the average proportion of fees reimbursed for inpatient visits was
Inultlphcd by the inpatierit visit fee of the physician. The higher this amount, the more
erly that a physician would participate in private financing schemes. For every peso
Rerease in the amount reimbursed per visit of a physician, the probability of participation
icreases by .006 percent. In order to increase participation by physicians by one
perccntage point, the reimbursement would have to be increased by about P 167.00. At the
rean level of this variable, P 1274, the probability of accreditation increases by 7.6

xroent.

o

This implies that when private financing schemes reimbursement increases as the
Ipatient visit fee of the physician increases, participation in private financing schemes thus
mes more likely. A crucial assumption is that this measure closely resembles the

that private financing reimbursement followed. A MOre precise measure of
bursement may need to be tried out.
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Delays in reimbursement do not appear to be mgmﬁmt determinants of the
Edecxsmn to participate in pnvate financing schemes

The results for physician partxc:patxon in private ﬁnancmg schemes point to
sranaoles which are related to the recruitment policies of financing schemes and
.”mmbursement levels as significant factors in physician participation. -

34 POLICY ISSUES, IMPLICATIONS AND LIMITATIONS

- In considering accreditation and reimbursement policies in order to encourage
'participation of physicians in health care ﬂnancmg schemes, several implications stem from
the results of our estimates. '

It was noted that physicians practicing in hospital-based clinics were more likely to
: ,,m..xpate in Medicare. In this respect, efforts to accredit physicians in independent clinics
gmay need to be stepped up. If rates of hospitalizations of physicians in hospital-based
dlinics are higher than those in independent clinics, then efforts to accredit those in
Sndependent clinics could reduce the costs to the system if the rate of hospitalization of
these physicians remains below those practicing in hospital-based clinics.

Efforts to step up accreditation of general practitioners may also need to be
~tndertaken in the light of reduced probability of participation of these practitioners. To the
“txtent that general practitioners tend to practice in independent clinics, then the above
« eeommendation could partially address this issue.

4] r .

It would seem that’in order to increase participation by physicians in Medicare,
arying reimbursement rates and reducing the delay in reimbursement may not be the more
ffective measures. It may be more fruitful to increase the number of patients covered by
ind claiming from Medicare. Policies which would increase utilization of medical services
;byMedicare members and claiming from Medicarc may need to be resorted to.

. ‘However, this proposmon is premlsed on the practice that physicians bill patients

] full professional fee and claim the additional from Medicare. The amount received is
erefore partially dependent on the number of patients who claim from Medicare, If this
nactice is due to the Jow reimbursement rates and.the long delays in reimbursement, then
whstantial increases in reimbursements and substantial reductions in reimbursement time

ay need to be undertaken in order to reverse the practice. Policies which could check -
fis practice could also serve to reduce the out-of-pocket costs to patients.

That amounts reimbursed matters in a regime where only the financing scheme
rimburses the physician for the care of the patient is seen in the results of participation in
%\vate financing schemes. Increases in the amounts paid by private financing schemes to
Mysicians increase the probability of participation. It could be argued that reimbursements
Eom private financing schemes may be high enough that it is worthwhile for the physician
ﬁbonsider the reimbursement as payment in full.

The conclusmns to the amount of relmbursement s effect on participation in private
-ancmg schemes have to be qualified. Better measures of rexmbursement may need to be
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nsed Likewise, there may be a need to find a better measure of the number of covered
patients in order to better estimate its effects on participation. .



Section 4

i’HYSICIAN CAREER DYCISIONS

Included among physician career decisions are the choice of practice location and
aoice of specialty. These choices can be considered as physxcxan long-run decisions as
opmsed to short-run decisions. like using resources (physwlan time and other inputs),
mscription of diagnostic and other services and pharmaceuticals and prices to charge
wients. Physician long-run decisions input into the aggregate supply of physicians which
atum affect the supply of physxc1an services-in a particular location or the supply of
xpecxalty-spemﬁc physmxan services.

In the succeeding part of the paper, some of the factors which affect these long-run
decmons would be explored, Focus would be on physician location choices, although
!ume hypotheses on physician specialty choxce may be forwarded.

H PHYSICIAN LOCATION CHOICES '

Several studies (Reyes and Picazo 1991 and Development Academy of the
Rilippines 1993) have noted the concentration of physicians in the relatively urbanized
rgions of the country, specifically in the National Capital Region. A-program of the
Department of Health called "Doctors to the Barrios” has even targeted to encourage
physu:lans to locate in the more than 271 municipalities which have no physicians in order
baddress the perceived maldistribution prob]em

To achieve these goals, the DOH has offered an incentive package containing
fatures that are supposed to answer the basic requirements that physicians consider in
sznng in an area. These include higher salary levels, three-month supply of drugs and
'1cmes, and other support services such as training and transportation. Physicians
wrking in the most difficult towns (Class III) receive a total monthly compensation of P
3,000, while those working in Class I and II receive P 16,000 and P 20,000, respectively.
gf‘ of December 15, 1993, the DOH has spent at least P 40,000 worth of drugs and
gedicines per town. The average cost of subsidizing one doctor for support services in a
Raris P 180,000 or about P 15,000 a month. That the cost of sustaining these services is
galber steep is evidenced by appeals of the DOH for assistance in terms of financial and
fpofessional incentive, transportation expenses, medical publications and fellowships.

;ﬁll Physician location: A review of hypotheses

- Are the features of the incentive package consistent with the supposed reasons why
ﬁyncxans choose a particular location to practice in? Table 4.1 give an idea of the top
asons why phrysicians choose to practice in a particular location. Nearly halfof the
icians sampled cite proximity to friends and relatives as the main reason for their
aion choices. This reason can also be related to the response that physicians choose a
ai location for sentimental reasons (about 4.5 percent) and due to its proximity to the
ybusmess (about 2.6 percent).
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Table 4.1

Top Rea_éons for Chddsing a Practice Location

~No. of
Respondent (%)

Proximity to friends and relatives 163 42.89
‘|Need for doctors v 67 17.63
Professional growth , 44 - 11.58
Ability to obtain hospital privileges - ' 40 10.53
Sentimental reasons ' 17 4.47
Characteristics of province/city 13 3.42
Proximity to family business . 10 2.63
Employment opportunity for spouse 9 2.37
Expected Income " 7 1.84
Proximity to medical school 4 1.05
Others 6 1.58
380 - 100.00

Source: DOH-PIDS Outpatient Clinic Survey
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. These reasons can be related to physician location literature which have

jpothesized that physicians locate in areas where they have had prior contact. Physicians
ave tended to practice in the places where they were bormn or in an areas of the same size

i those of the places where they have grown (Cooper et al. 1972, Hurley 1991, Rosko and
royles 1988, Wilensky 1979).

About 18 percent cited the need for doctors in; the arm as their main reason for
xating there and the ability to obtain hospital privile%ges.f In addition, about a percent of
ose who responded cited proximity to a medical school as a reason for locating in a
rovince,

These reasons are consistent with literature which have hypothesized that physicians
ave generally been attracted to areas with better medical facilities and personnel support.
feasures used include the number of hospitals in the area, number of hospital beds,
umber of medical classes or dummy variable indicating presence or absence of medical
shool and number of residents and interns (Fuchs 1986, Marden 1966, Wilensky 1979).

- ‘A number of studies have cited some reasons why physicians tended to locate in areas
there there is an abundant supply of medical facilities and support from other personnel.
irst, the cost of medical practice is becoming more expensive that individual physicians
ind it difficult to establish their own practice. Hence, physicians tend to be dependent on
ther private and public investments for technical and personnel support (Charles 1972).
losko and Broyles (1988) have mentioned economies of scale as the theoretical basis for
1¢ expected positive relationship between physicians and availability of hospital resources.
econd, medical practice has become highly specialized and has required more elaborate
rhnology that physicidns have increasingly become more dependent on institutional
wilities, support services and other practitioners for technical assistance and referrals
Marden 1966, Charles 1972, Rosko and Broyles 1988, Cooper et al 1972, Fuchs 1986).

Cltmg professional growth as the top reason for locating in an area is consistent
mh Hurley (1991) where variables representing physician's attitudes, such as physician's
esire to work with other physicians and physician's desire for mte]lectual stimulation were
ncluded among the factors explaining locatxon
- The -charactensnc of the province or c1ty and employment opportunities for the
pouse can be considered as area characteristics. Urban or metropolitan rather than rural
avironment has had a drawing effect on physicians. This has reflected physician
reference for attractive areas and better recreational, cultural and educational facilities
Rimlinger and Steele 1965, Fuchs 1986). Physicians have been expected to locate in
tban areas or at least in areas which were accessible to the urban centers.

Only about 1 percent cited expected income as the main reason for their location
keisions, although most of the physician location literature have used this as their main
rgument determining location. "

. Physicians are expected to locate in areas where their earnings are relatively high
Rosko and Broyles, 1988). To estimate differences in,earnings between alternative areas.



112

Mysicians in their practice location as compared [0 eitner mean income of physicians in
feir alternative location or area of most recent contact. Similarly, Langwell (1980) used

pean income to compute for the net present values associated with the choice of urban or -
mfal'practice. _

i

The demand for physician services largely determines the physician's potential
mome. Several authors have sought to measure this variable by the potential demand for
{lté services of the physician. In tum, these variables were measured by size and
g;;gqmposition of the population, education level of residents, and income of population.

Population has been hypothesized to have a positive effect on the number of
physwlans in the area. It is considered to be an important determinant of the number of
physxcxans in a state (Benham 1968), within U.S. Standard Metropolitan Statistical Areas
,,(Marden 1966), and among towns (Foltz et al. 1977). Likewise, population shift has been

§hypothe51zed to affect location trends of physicians since it will give them opportunity to
%open new practices (Steele and Rimlinger 1965).

" In more recent studies, the probability of towns having a physician in a given specialty
yis analyzed. Newhouse et al. (1982) studied towns in the U.S. and tested the hypothesis
'glhat the probability of a town having a given type of physician was a function of its
populatlon The same hypothesis was tested by Dionne et al. (1987) using data for the

provmce of Quebec. The probability that a town had one physician was assumed to
¢ mcrease ata decreasmg rate when populahon increases.

'A'relatlvely large population at risk generally attracts physicians because this may mean
kgmter number of people needing medical attention. Some measures used to represent
populatlon at risk include large proportion of the elderly and very young population (Rosko
& and Broyles 1988). Marden (1966) used variables such as percentage of population aged
65 and older and children under 5 years. Areas which had greater numbers of peoplc
{’falhng under these two categories were predicted to have more physicians serving them
Iha.n in those areas with population mostly classified under the other age groups. However,
,certam specialties, e.g., pediatrics, the expected effects may be different. Towns with
igh percentage of population over 65 years and/or low percentage of population under 15
re expected to have less pednamcxans (Foltz et al. 1977).

In addition to age, health status measures such as infant mortality rate and neonatal
rmon:ahty rate have also been used as indicators for need of medical services (Foltz et al
077). -Moreover, race as commonly operatlonahzed by variable percentage of population
Pﬂxat is non-white was even included in some studies in the U.S. Large percentage of
mn -white population was hypothesized to have negative effect on the number of population

bacausc non-white population usually demand less of medical care (Marden 1966, Knaap.
md Blohowiak 1989).

'To translate need into demarid, both awareness of need for medical care and
“Tapability to finance health care cost are equally important. A common measure of the
el of awareness of population has been median school years completed (Marden 1966,
zetal. 1977) The number of physicians in an area was expected to be directly related
the educational level of its population. On the other hand, capability of population to
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doulder out-of-pocket cost of medical care has been measured by the income of its
_populatmn Variables which included total personal income of the state (Benham 1968),
%r capita income of population (Foltz et al. 1977, Rimlinger and Steele 1963, Steele and
lehnger 1975), median income (Lankford.1974, Knaap and Blohowiak 1989) and
lvcragc income (Dionne 1987) have been hypothesized 1o have a positive effect on the
wmber of physicians locating in an area,

'Inaddition to the reasons reviewed, the location of a physician's medical school,
-wsidency and internship training have likewise been hypothesized to affect choice of
‘jractice location. The size of the community in which the physician's medical school was
‘cated was also included by Hurley (1991) in his location model. Another hypothesis has
been that urban-trained physicians tended to locate their practice in urban areas (Cooper et
{ll. 1972) -

In addmon to the prior contact hypothesis, other physician attributes which have been
posited to affect location choice include physician's attitudes and age at the time of
faduation. Age at the time of graduation was considered since older physicians were
hypothesized to be more likely to practice in-small communities.

e

15.1..2 Physician location: attempt at empirical verification

In an attempt to verify empirically the determinants of physician location, the
probability of locating in an urban area is posited to be affected by some of the
nsiderations outlined in-the previous section. Given this concepts , the physician can
merefore be observed to be locating in an urban municipality if U* > U", where U" is
physnclan utility when she locates in an urban municipality and U" is physician utility when
M/she locates in a rural municipality. This can be represented by an indicator, y; for each
pbysxc:an i, wherein:

Y= lifU“-U’ >0,
" 0, otherwise

The difference between the utilities can be represented as a function:
' =B'X +e,

Where X is a vector of variables representing, the physician's prior contact with a

bmmunity, characteristics of the area, presence of medical support and facilities, potential
imme or demand for the physician's services and some other physician characteristics
Ixhas age at time of graduation. It.is assumed that €- N (0,1) which yields the probit
mdel to be estimated.

However, the empirical verification that would be attempted may be limited.in. the
puse that some variables may be unobserved or not accurately measured. In this respect,
the analysis will yield are general indications on the importance of a group of

bles relative to another.

! ,_’I‘able 4.2 details the descriptive statistics of the variables used in the estimation. Of



Table 4.2

Descriptive Statistics of Location Choice Data

Variable ' : Source Mean  Std. Dev. Minimum Maximum
City/municipality is urban DOH-PIDS OPC Survey 0.88 0.33 0.00 1.00
Age of MD at the time of graduation from medical school DOH-PIDS OPC Survey 27.01 2.88 22.00 39.00
Female - ' : DOH-PIDS OPC Survey ' 0.55 0.50 0.00 1.00
Number of other provinces where physician practiced - DOH-PIDS OPC Survey 0.47 0.98 0.00 8.00
MD born it the same province as his practice location DOH-PIDS OPC Survey - - 044 080 - 0.00 1.00
Ave. per capita expenditures in municipality of MD (in pesos) DOH-PIDS Household Survey 1033.15 423.20 - 90.54 1539.47
Mean consultation fee in the province by specialty (in pesos} DOH-PIDS OPC Survey 80.58 29.08 25.00 113.50
Ave. salary paid to each assistant DOH-PIDS OPC Survey 1318.23  343.35 466.67 1916.67

by province or city/municipality ‘ :
Percent of population in need ' Census of Population and Housing  24.74 15,92  2.08 43.98
- NSO .

Number of primary and secondary hospitals in the municipality DOH-PIDS Community Survey 6.71 6.14 0.00 - 17.00

PIT
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1 340 observations with complete information in the sample, about 88 percent of the
pbnmple physicians are located in urban cities and municipalities. This confirms the finding
Ethat physicians tend to locate in the relatively urbanized municipalities in the country,
These may not be an ovérstatement since in the sample rural municipalities in the survey,

'kal'most a census of the available physicians was made.

E : Age at the time of graduation is also included a5 one of the determinants. Average
Rage at the time of graduation is 27 years. * o

To capture the physician's prior contact with the community, a variable which
wlicates whether the physician was born in the same province is included. About 44
ercent of the sample physicians were born-in the same province as the municipality where
e/she is currently practicing. The variable may be limited to the extent that a more
tlevant variable may be whether the physician was born in the same municipality. To the
xlent that affinity with the community is developed in the formative years of the
hysicians, another variable which could be a better measure is whether he/she spent
iher childhood in the particular municipality. Unfortunately, the data for these are
navailable, v

Even if a physician is not born in the same province, prior contact with other
emmunities may help explain his/her decision to practice in another province. To capture
s possibility, the number of other provinces where the physician practiced for more than
year is included, The number of these provinces ranged from 0 to 8 provinces, with 2
kean of less than one. This could indicate that the physicians in our sample were not
redisposed to setting up practices in different locations. This may be related to the
bservation that it takes years to set up a practice so that movements to other provinces are
ot usually done. - : :

- Female physicians constituted about 55 percent of the sample. Gender of the
bysician is included in order to capture differences in preferences for styles of practice. It
ould be that physician practice in rural municipalities is conducted at a less hectic pace
i those in urban areas. Increasing responsibilities in the home specially for married

E’na'le’s may induce them to prefer a less hectic pace of practice.

- The variable percent of population in need was included to represent the potential
kmand for the services of the physician. This variable was constructed by specifying the
ticular age groups which are most likely to require the services of physicians. These
klude children under § for pediatricians, women of reproductive ages for obstetrician-
mecologists, population aged 65 and over for internal medical specialists and the sum of
kse age groups for general practitioners and surgeons.

To translate these needs into demand, the variable average monthly per capita
msehold expenditures in the municipality is included. Lacking more specific community .
hracteristics representing the quality of recreational, educational and cultural facilities,
msehold per capita expenditures may therefore be capturing these effects.

k

: ‘The-average consultation fee in the.r-province by specialty is intended to capture the

o the amount of fees that the physician can charge in the particular municipality.
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This is based on the observation that physicians base level of fees that they charge on the
levels of fees that other physicians in the community charge. This therefore gives a partial
idication on the potential revenues that the physician can generate from the community.
The mean value of this variable for the sample is about P 80. However, fees could > as
bw as P 25 and as high as P 114. |

- Theincome that a particular physician generates deperids not only on his/her
rvenues but on the costs of practice. Physicians may decxde to locate in areas where
dhough the revenues from practice are not that high, the costs to the same are also low.

To represent costs of practice, the average wage paid to assistants is included in the
malysis. This variable, to the extent that it is only a part of non-physician costs, may tend
bunderstate costs of practice. The average level of wages is about P 1318 per month.

.. The number of primary and secondary hospitals in the community where the
physician practices was included to represent the presence of medical support and facilities.
The number of primary and secondary hospitals was chosen in order to indicate a sort of
minimum available facility where physicians can refer more complicated cases. The

tverage number for these hospitals is about 6,-although some communities do not have any.

- Estimates of the probit model indicate that the set of variables which explains
potenhal demand and physician income is a significant determinant of the decision to locate
inan urban municipality (Table 4.3). The number of primary and secondary hospita’s also
explams the decision well.

The. set of variables which represents the physician's prior contact with the
mmunity, age at the time of graduation and gender does not seem to affect the decision
o locate in the community to a significant extent. Although better measures of the
physician's prior contact with the community may change the results, it would seem from
ilbe current results that income factors override personal characteristics of the physician and
h:bnsiderations of affinity with the community.

Every peso increase in the average expenditures in the municipality increases the
prooabxhty of the physxclan locating in the urban municipality by .047 percent. A P 100
increase in per capita income therefore increases the probability of locating there by
shout 4,7 percent. In order to increase the probability to reach 50 percent requires average
capita expenditures of about P 1044, and about P 2089 to reach 100 percent using these
esults. This is a long way off the average per capita expenditures in the rural
municipalities of P 389.32. However, to the extent that this variable is proxying for other
wea characteristics may tend to overstate its effects on the probabilities.

On the other hand, a peso increase in the mean consultation fee translates to a .13
wmacase in the probability. In order to increase the probability by 50 percent means that
e average consultation fee be about P 376, and to reach 100 percent by P 751. This is far

Emtcr than the average consultation fees prevailing in the urban areas.

A peso increase in the wages paid to assistants decreases the probability by .015,
Ptich is about 1.5 percent for every P 100. To encourage location in the area by 50
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Table 4.3

Results of Probit Model of Location Choice

sndent variable: Urban

ber of observations = 340

ber of positive observations = 298
#nt correct predictions = .95

o Marginal
Variable _ Coefficient t-stat effects

sant | -1.7639  -0.8731

‘quD at the time of graduation from medical school -0.0119  -0.1925

de -0.4045  -1.2208
of other provinces where physician practiced 02736 0.1699
Sam in the same province as his practice location 0.0593 0.1791
per capita expenditures in municipality of MD 0.0065  6.0413 **  0.000479
fioonsuitatidn fee in the province by speciallty 00180 - 1.6909 * | 0.001330
saiary paid to éach assistant | -0.0021 -2.4559 ** .—0.000153
2nt of pééulation in need - | -0.0008  -0.0650
primary and secondary hospitals in mun.. 03572 - 29116 ™ 0026388

B

igniﬁcant at the 95% level
wificant at the 90% level .
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prcent requires a decrease in average wages by about P 3265. To increase it to 100
greent requires P 6530 reduction.

- An additional primary or secondary hospital increases the probablhty by 2.6

pércent ‘This supports the hypothesis that physicians tend to locate in areas where there are
more medical facxlmes and support.

. These rough results indicate that income factors:do influence the decisions of
physicians to locate in an area. As recognized by the DOH program, increasing the

daries and subsidizing the costs to physicians are steps to encourage physician location in
tural area.  As an illustration of determining the effectivity of these policies, a rough
imulation experiment can be performed using the policy variables and the results of the
wobit estimates. The policy variables can be tested for the effects on the probability of
mﬂuencmg a physician to locate in a rural area.

Table 4.4 details the steps involved in tesung the effects of increasing compensatxon
evels and subsidizing costs. To test the increase in compensation levels, the salary levels
wuld need to be converted to consultation fee equivalents. Since the rural physician is

=!expected to be the only one in the particular municipality, the consultation fee equivalent of
lisher pay is the average for the municipality. In order to do this, an estimate of the
number of consultations in a month is necessary. Two assumptions were used; one derived
by multiplying utilization rates of private clinics, RHUs and outpatient departments of
bospitals of the households in the DOH-PIDS project by an assumed rural population, and
wother derived from the average number of patients in a month of physicians located in
nral municipalities from the DOH-PIDS Outpatient Clinic Survey. These assume that the
rlting utilization rates ef the municipality upon the presence of a physician would
gproximate those of the sample households. Estimates obtained from the household data
wre higher than those from the outpatient clinic survey.

i+ The compensation levels in the package influence positively the probabilities of
physxmans locating in a rural area. Depending on the expected number of patients, the

pobabxhty increases corresponding to salary rates for Class IT mumcxpalxtles range from
Bt 13 1 percent. )

The policy package also includes a sub51dy to defray the costs of the practice. The
E:blt estimates only have a variable for the average wage of assistants. To convert the
sidy into the salary of assistant equivalent, the subsidy is multiplied by the average
pmpornon of personnel costs to the total costs of practice of rural physicians. Using this
B]ary equivalent, the increase in probablllty due to the cost subsidy is about 68.2 percent.

The combination of cost subsxdy and salary levels from the policy package by the
rsults of the simulation experiment, is expected to increase the probability by more than
Npercent already. This could mdncate that the policy package may be sufficient to attract
ﬁiysxcnans to participate in the program. Additional incentives may only increase costs of
leprogram without substantxa]ly gaining adherents.

. Note that the preceding experiment was only used to xllustrate the probable effects
@ the probit model was not able to control for some of the factors which could affect



Table 4.4

Simulation Experiment of Indicative Effects of Current Policies on
Probabilities of Location Using Results of F'robit Estimates

A. Increase in Compensation Levels
'11. Salary levels for Class Iil, Il and | municipalities 24,000 20,000
2. Estimates of number of patients ln_l a month

a. Using household data
Utilization rates of private clinics, RHU's

and hospital outpatient departments/ =~ 7.8 7.8

x . Population in a rural municipality/2 -~ 9,460 9,460
=  No. of Consultations 738 738
b. Using-average number of patients of 244 244

physicians in rural municipalities/3

3. Consultation Fee Equivalent
a, Using household data ( 1/2a.) . 3252 2740

b. Using outpatient data (1/2b) ' 9836  81.97
4. Change in probability (Consultation fee equivalent x
increase in probability per peso increase in averag
consultation fee) ' . _
a. Using3a 433 3.60
b. Using 3b 13.08  10.90
B. Decrease in Costs A

. 1. Monthly subsidy in costs> . 15,000

x 2. Average proportion of costs of rural physicians 0.297
due to salaries of assistants/ 4 .

= 3. Salary equivalent : 4455

x 4. Per peso increase in probability due to decrease  0.00015
in assistant wage

= 5. Increase in probability - 68.22

16,000

7.8
9,460
738

244

21.68

65.57

2.88
8.72

/1 Source: Percent of population who consulted a private clinic, RHU or outpatient

department of a hospital in a month from the DOH-PIDS Household Survey

‘12 The population of Nagtipunan in the province of Quirino was assumed. Quirino
was a sample province representing the lowest income region. Nagtipunan is the

municipality with the least population in Quirino,

13 This is the average number of patients in a month of physicians practicing in rural

~- ‘municipalities from the Outpatient Clinic Survey.
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Mysician location decisions. Improvements in the model and measurement of variables
1y be necessary in order to further refine the estimates and make it more useful for policy
malysxs

l2 PHYSICIAN SPECJALTY CHOICES

In lhlS section, the analysis is limited to a review of the p0551blc reasons for
thoosing a particular spec1alty and some trends of the probable reasops from the data set.
A full-blown choice model was not attempted due to lack of data: particularly on physwlan
abllmcs

The physicians in our sample have belonged to five general specialties; general
medicine, pediatrics, obstetrician-gynecology, surgery and internal medicine. Physician
rsponses to the question of what was the top reason for choosing a particular specialty are
presented in Table 4.5.

Interest and intellectual challenge was cited by about 88 percent of the physicians in
e sample. These response can be related to studies which have hypothesized that ability
ad attitudes have played a role in specialty decisions. U.S. studies used the rankings from
the Career Attitudes Inventory Test as indicators for physician preference about various
apects of medical practice which have included prestige, intellectual challenge, patient
tontact, pressure and teamwork. Physicians who preferrcc prestige and intellectual
simulation were expected to-select specialization rather than general practice. .On the other
_hend, those who preferred patient contact were expected to choose general practice or
'pnma.ry care specialties like pediatrics than technical specialties like pathology or radiology
which require less direct patient contact (Hadley 1979, Hurley 1991).

~ Based on the assumption that specialty choices of physicians were developed during
the educational process (Rosko and Broyles 1988),.the effect of institutional factors on
physician's choice of medical specialty has also been investigated.

One of thc factors considered has been the quality of physician's medical school. One
‘measure of quality that has been used is the average MCAT scores of students in a medical
kschool This has been expected to be positively related to specialization (Hurley 1991,
‘Radley 1979). ~Another factor has been the involyement of the medical school in research.
llhas been hypothesxzed that medical school's research involvement is positively related to
:thoice of career in research and negatively related to choice of general practice since the
ibiter offers less research opportunities (Hurley 1991, Rosko and Broyles 1988). Other
‘nedical school variables which may have had effects on specialty choice have included
typcof medical school (whether it is private or publlc) budget per student, ratio of PhD to
D faculty, ratio of basic science to clinical science faculty (Hadley 1979).

- To-give an indication of the effects of the quality of medical school on the choice of =
;po.ialization the distribution of specialists in our sample by the location of their medical
whool is given in Table 4.6. Although it remains to be affirmed through other measures of
thty whether Metro Manila medical schools are better than their counterparts in the other
mglons, an indicator of the quality of the medical school is the average passing rate of its

ts in the board-examinations. In this respect, Metro Manila schools have a higher



Table 4.5

Top Reasons for Choosingfa Particular Specialty
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No. of (%)
Respondents
Line of interest ‘ .. 245 - 80.86
Intellectually challenging .23 7.59
Availability of accredited residency slots 21 6.93
|Parent's choice 5 1.65
Most lucrative 4 1.32
Advice of colleagues/friends 3 0.99
shorter training period 2 0.66
303 100.00

Source: DOH-PIDS Outpatient Clinic SurveyA



‘fable 4.6

Specialists by Lod_ation of N}edi,cal School

Non-Metro Metro Manila Total
Manila

General Medicine 42 48 90
' .46.67 53.33

Internal Medicine 25 60 85
29.41 70.59

Obstetrician-Gynecologist 23 52 75
- 30.67 69.33

Pediatrician - 29 50 7
3671 6329

Surgeon - 19 34 53
35.85 64.15

Source: DOH-PIDS Outpatient Clinic Survey
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werage passing rate in the board examinations from 1985-1992, 86.14 percent, than
pedical schools in the regions, 65.2 percent'. Higher proportions of specialists.in our
nmple graduated from schools in Metro Manila, relative to the proportion of general
pracnnoners These could indicate that physicians graduating from Metro Manila schools
thoose to specialize rather than stay as general practitioners. These could be related to the
trammg and emphasis in Metro Manila schools which could emphasize more specialized
tre and research.

In some studies in the U.S., variables which have:been commonly used to measure
thility include rankings in Mcdxcal College Admission Test MCAT), scores from the
National Board of Medical Examiners (NMBE) test and college grade point average (GPA).
Hysicians with low performance in these tests or have a Jow GPA have tended to enter
general practice while those who had better ability were more likely to specialize.

Moreover, the choice of a particular field of specialization may also be influenced by the
physxclans specific clinical skills as determined by their respective scores in the NBME
sibtest (Rosko and Broyles 1988, Hadley 1979, Hurley 1991).

The availability of residency slots was cited by about 7 percent of respondents as the
s Eason for choosing a particular specialty. The availability of residency slots is
tetermined partly by the number of accredited residency training programs in the particular
spec1a1t1es Accreditation of hospital residency training programs is vested in the specialty
boards and the specialty societies.

Reqmrements for accrcdltanon usually include the following provisions:

a) Minimum number of and credentials (board certification) of the medical
staff, training director, and staff consultants in the hospital, '

b) Minimum number of patients, cases or procedures or types of procedures
performed in the hospital,

¢) ‘Minimum number of facilities in the hospitals like beds, beds allocated to the
' particular department, equipment, departments and textbooks and journal
subscriptions, and

d) Duties and responsibilities of resident trainees, expected accomplishments,
activities or tasks performed.

Due to these requirements, accredited residency training programs is-limited. Most
“fithese programs are concentrated in Metro Manila. For general surgery in 1991, 31
;"bspitals in Metro Manila had accredited residency programs while only 24 hospitals were
areas outside Metro Manila. For internal medicine in 1990, there were 29 hospitals
¥mredited in. Metro Manila and 36 in areas outside. For pediatrics, there wére 42

R

, This was computed as simple averages of the passing rates of students from
E::hpols. Better indicators would weigh the schools by the number of graduates.
-of basic data is the Professional Regulatory Commission.
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ecredited hospitals in Metro Manila and, 33 in areas outside in 1991, Assuming that only a
andful of residents is accommodated in these hospitals for the first year, then onlya .
imited number of new board passers can get into residenty slots.

As in location choice, only about a percent of physicians cited income
wusiderations in their choice of specialty. However; income considerations have figured
prominently in findings on physician specialty choice studies. Physicians’ choice between
general and specialty practice as well as choice among various specialties have been
considered based on physicians' expected income or relative retumns to particular choice
made. To measure relative returns, studies used a number of variables, among them the
ntio of mean net income of two specialties (Hadley 1979) and discounted present value of
expected lifetime earnings (Hurley 1991, Bazzoli 1985). It has been hypothesized that
lhese income variables are positively related to the choice of a particular specialty.

Maost of the measures of economic returns to specialty, however, have been criticized
for failing to adjust income according to hours worked which greatly vary among
specialties. Hence, Langwell (1980) used mean incomes which have been adjusted for total
annual hours worked for each type of physician.

Estimates of differences in physician earnings by specialty from the survey data are
presented in Table 4.7. These estimates have been standardized for hours worked,
although it can be argued that there may be different intensities in the hours worked by
general practitioners and specialists. Eamings have further been divided inte earnings from
both patient care in hospitals and clinics. Total earnings for every patient care hour for
physicians in the sample are highest for surgeons and obstetrician-gynecologists. These
are followed by internists and pediatricians. Earnings of general practitioners are less than
ha]f of the amounts earned by surgeons. These trends confirm the observation that general
practitioners earn low incomes, and surgical specialties earn higher incomes than primary

care specialties.

These trends are repeated even as earnings in clinics and hospitals are observed.
Pediatricians and surgeons seem to earn the highest incomes per hour spent in clinics.
hese trends may be due to services which pediatricians and surgeons perform like
immunizations, ear holings and minor surgical procedures. Internists and obstetrician-
tynecologists earn less than pediatricians and surgeons but more than general practitioners.
Looking at incomes from patient care in hospitals, it would seem that the
st[ricians in the sample eamn the most from hours spent in hospitals. Opposite the trend

the clinic, pediatricians earn the Jeast among the specialties from patxent care hours in
bospitals. General practitioners eamn nearly half or two-thirds the eamings of specialists.

~ These ﬁgures indicate that there are earnings differences between and among
Bipecialists and general practitioners. The extent to which these earnings differences affect
speciélty choice could be investigated further. These would require finer measures of
icome preferably considering the life cycle and years of practice of specxahsts and general

tmoners

Another reason cited has been the length of the training period (.7 percent of



Table 4.7
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Total Earnings ber Hour; Ea’r'nin“gs from Clinics per Hour
and Earnings from Hospital per Hour by Region and Specialty

. Region

Surgeon - . 297.51

Specialty
2 7 10 NCR All

A Total Earnings/Total Patient Care Hours

General Medicine _ 22.49 66.03 48.91I 130.56 70.51

Internal Medicine 65.79 40.53 141.18 169.11 128.77

Obstetrician-Gynecologist 46.45  111.03  106.33  188.98 157.02

Pediatrician 27.66 98.71 14478  154.21 131.48

Surgeon _ - 80.09 74.88 246.27 184.45
B. Earnings in Clinics/Total Clinic Hours

General Medicine . 2299 3629 6890 26077  86.38

Internal Medicine 49.34 61.06  179.79 146.1Q 128.11
* QObstetrician-Gynecologist  39.06 154,30 104.84 139.91 129.60

‘Pediatrician 35.71 105.68 476.59 229,60 242.80

Surgeon : - 51.56 59.66 207.77 181.31
C Earnings in Hospitals/Total Hospital Hours
| General Medicine 84.82 25427 - 66774  209.29
| Internal Medicine . ' - 137.90 62523 - 626.95  475.29
| Obstetrician-Gynecologist - 348.14 46535 732.86 604.79
f Pediatrician 156.99- 331.41 236.07 397.89 335.89

266.41 §73.05

452.27

N~

‘_‘SoUrée: DOH-PIDS Outpatient Clinic Survey
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spondents). Considering the opportunity cost and forgone earnings involved in taking
ecialty training, physicians' choice of specialty has been expected to be negatively related
the length of tra.mlng reqmred of a spec1ahzanon (Hurfey 1991, Hadley 1979). ‘

. In addition to the reasons cited above, ,pther hypothcsxzed dctermmants of physician
ecialty choice include age, gender, marital and family status and socioeconomic status.

Older physicians were expected to choose general fpracgtice rather than select a
ecialization. Physicians who were older at the time of graduation or at the end of first
ar of residency training may expect shorter working years and relatively lower lifetime
mings. Hence, general practice has been chosen over prolonged specialty training when
pected lifetime earnings in specialty practice may not exceed the cost of specialization
d lifetime eamnings if he/she were to enter medical practice immediately as a general
ysician. (Hurley 1991, Hadley 1979).

Female physicians have tended to choose specialties which require shorter training
2riod, offer regular working hours and allow greater scheduling of time. This may be
xause of the demands of childbearing and rearing. In addition, female physicians have
aded to avoid traditionally male-dominated specialties. Hence, specialties like
sychiatry, radiology, or pathology, anesthesiology have been more attractive to female
hysicians than other specialties like surgery (Hadley 1979, Hurley 1991).

Marital status has been usually used as proxy for marginal rate of time preference.
hysicians who are married and had children have generally preferred present consumption
an undertake longer specialty training. Therefore, it has been expected that these
hysicians were more likely to choose general practice rather than specialize as compared
ysingle physicians or even married physxcxans with no children at the time of graduation
Hadley 1979, Hurley 1991)

~ Physicians who have come from higher socioeconomic status have had higher
mdencies to specialize relative to those from lower classes since (a) physicians with good
tonomic background have the available financial resources needed for longer specialty
rining, and (b) physicians from higher socioeconomic origin may have a different rate of
ime preference (i.e. forego current consumption to increase future consumption) (Rosko
nd Broyles 1988, Bazzoli 1985).

"Bazzoli (1985) used educational attainment of parents while Hadley (1979) used
xtupation of father as measures of socioeconamic background. The higher the level of
fucation the parents acquired, the more likely that the physician received non-primary
are training.  On the other hand, it was expected that physicians whose fathers were also
nthe medical profession or hold other professional or managerial positions, were more
Bely to choose specialties with longer training penods than those whose fathers were
Mue-collar workers or unemployed.

Table 4.8 divides the sample of physicians into those whose parents are medical
WCIOrS and those in other professions. Although there are no significant differences in the
rtions of general practitioners and internists, obstetricians and pediatricians whose
rents are physicians, the proportion of surgeons with parents who are doctors is higher



* Specialists by Oc'cupationA of Parents

Tuble 4.8

Non-MD

MD Total
General Medicine 79 9 88
, 89.77: 10.23
[Internal Medicine 77 9 86
' . 89,53 10.47
Obstetrician-Gynecologis . 68 | 7 75
90.67 9.33
Pediatrician 72 7 79
91.14 8.86
Surgeon -45 8 53
84.91 15.09

Source: DOH-PIDS Outpatient Clinic Survey
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un the rest of the other specialties. Specialization in surgery takes the longest time, 5
urs compared to three years for the other specialties. The effect of parent's education
ud occupation could therefore havc some effects on the choice qf specialization of their

octor children,

Physicians who came from small commurutles or non-metropohtan areas were
ypotnesized to choose general practice. This may have reflected physicians' exposure to
eneral practme as a model of medical practice or a higher probabnhty that he will be
recticing in a similar community size (Hadley 1979).

13 CONCLUDING NOTES

The preceding analyses on physician location and specialty choice have tried to
ndicate whether these choices are affected by financial incentives. In the case of physician
keation, results of the probit model indicate that potential demand, income and cost of
practice considerations are significant factors. In the case of specialty choices, earnings

ﬁfferences point to incentives to specialize.

Altenng the financial incentives associated with parhcular locations or specialty
thoices could therefore influence the geographical and spemalty distribution of physicians.
However, careful evaluation of the design of such incentives is needed to ensure their cost-

dfectiveness.

The results presented in this section are limited. Finer estimates could be made

zﬁlh better data, more refined measures and the inclusion of omitted variables.
#
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APPENDIX A

" PHYSICIAN SERVICES PRICES: TRENDS AND STRUCTURE

The following notes attempt to provide a description of the:trends and structure of
physwlan services prices in the Philippines. Some description of the levels of prices across
rgions, across room accommodatlon and across hospital stations of physicians shall be
presented. :

Unlike other price statistics, data on physician prices are rather hard to come by
msmuch as the Department of Health does not monitor prices of private physician
ervices. What are publicly available are data from the National Statistics Office (NSO) on
fies for first consultation with a general practitioner. This is gathered as part of the "
mnstruction of the price index for medical services. These data provide a rough indication
ofthe levels and growth rates of physician prices across regions and across years, It may
ke noted however, that there are some years for which data for some regions are
mavailable, or if not unreliable. This is understandable due to the dlfﬁculty In procuring
ralistic and reliable responses to queries on physician prices.

The NSO data are rather limited in that they ouly consider the price of initial
mipatient consultations. However, there are other physician services such as inpatient
visits and procedures which are performed in a hospital or outpatient setting.

Unfortunately, data on these services are virtually unavailable or available only for hmlted
ime. To have an idea on the prices of these services, two other sources of data are

morted to. . These are the WYATT Survey of Physician Fees for 1990-1992 and the
Tysician Rider to the Support Value Survey of 1990 of the Philippine Medical Care
Commission.

~ The Wyatt Survey of Physician Fees has been conducted for three years now for the
pupose of providing employers and employees with data with which to assess their health
nsurance benefits. The survey contains questions on current charges for outpatient visits,
ipatient visits, and fees for selected procedures. However, the survey is limited to the
x'ﬁctm Manila area. During the first year of the survey, the sampling was concentrated on
nembers of the Philippine College of Surgeons and the accredited physicians of HMOs.

_'lhe second year survey included respondents from the first year, a sample from members
‘Wihe Philippine College of Surgeons and affiliated physicians from leading private tertiary
\hspltals in Metro Manila. On the third year however, sampling was from respondents

tom the first two years, a sample from the Philippine Medical Association and physicians
[Lfmm five leading private tertiary hospitals. »

~ The sampling procedure followed and the response rates resulted in differences in
% number of respondents for each year. The first survey yielded 108 respondents, the
ixeond, 142 and the third, 165. The differences in the sampling procedure and
wmposition have had significant 1mp11catlons on the results as will be shown later. While
#e respondents for the first two years can be considered as at the higher end of the market,
pondents of the last year can be considered as being more varied.
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The Physician Rider was part of the Support Value Survey that was conducted in

990. The whole survey was aimed at assessing and monitoring the recent support value of
‘he Medxcare program. Physicians included in the sample were those who were stationed -
nthe 316 sammple hospitals of the survey. The department heads of the various

Epartments of the hospital as well as randomly picked additional respondents per

kpartment were the sample points of the survey. These physicians were asked about their
%cutrent charges for mpanent visits, outpatient consultations and a set of selected
?*procedures These resulted in encoded responses for 781 physicians. -The total number of
rlteSpondents was greater than those encoded. Some re$pondents did not substannally
“tomplete the questionnaire and these sample points were excluded. This is probably one
-tf the reasons why there are only nine valid sample points from Metro Manila. The survey
a]so suffered from a low response rate from the Metro Manila area.

For purposes of study, therefore, it was decided that the results of the PMCC for -
*Metro Manila in considering the regional breakdown of prices would not be reported. The
Wyatt Survey may therefore be considered as providing the information from Metro Manila
subject to the cons1dcrat10ns outlined earlier.

Several dimensions of physician prices can be considered in the analysis: levels,
“wowth and structure. Structure in this context refers to the relationship of fees with fees
for other services and with different fees charged for the same service at different room
scommodation. What would follow is a descriptive analyses of some of the numbers. It
isnot the purpose of this note to make statements on the correctness of the levels since a lot
of factors like disease mix, severity levels and difficulty of the case are not controlled for.
The 1980 NSO data show that thc range of prices for an initial consultation with a
5 general practitioner was P 10-15 excluding the NCR (Table Al and Fig. A1), This reached
*about P 22-43 (without NCR) and P 22-70 (with NCR) in 1985, and P 35-97 in 1991, Of
t0le is the relatively flat distribution of prices across the regions, save for the NCR which
E!:ﬂhc highest level of prices in all the years and among the regions. Higher levels of
nsultation fees are found in the relatively more prosperous regions of the country.

Table A2 shows the average inflation rates for 1981-85, 1986-91 and for the whole
od for the same data. The first period was marked by double digit inflation rates
owed by decelerated single-digit inflation rates in the second period. Save for regions
‘10 the rest of the Philippines expenenced medical inflation rates which were greater than
¢ average inflation rates for consumer prices. On the other hand for the second period,
gﬂahon rates for Metro Manila, regions.1, 3-6 and 9-12 fell below the general rate of
;tﬂanon Of note is the slower rate of mflatlon in areas with higher levels of fees (Fig.
. While price movements in other areas seem to approximate the general increase in

ces, movements of pnces in the NCR may be due to factors other than increases in the

st of living.

A closer look at fees in' Metro Manila can be had with Table 2.10 which shows
mum, maximum and average levels of initial, succeeding and post-confinement
psultation fees. One notes the wide range of prices that can be charged for outpatient
Is; i.e., from P 50 to about.P 600 per initial visit, from P 20 to P 500 for succeeding
s and from P 25-200 for post-confinement visits for all practitioners in 1990.
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kwording to physicians included in the Wyatt Survey, levels of fees have been varied in
eponse to the patient's capacity to pay, the severity of the illness, and whether the patient
taregular patient or referred. In areas outside Metro Manila, fees for initial consultation
ave ranged from P 36 in Region 11 to P 65 in Regxon 8 in 1990 (Table A4). Maximum
]Iarges seem to vary by a larger extent than minimum charges.

‘ Whether based on minimum, maximiam or average! fees trends in Metro Manila and
le other regions show that specialists charge higher fees than general practitioners and

mong specialists, primary care specialists such as pednatnmans and
bstetrician-gynecologists charge lower than other specialists like EENTS and

phalmologists (Table AS). Physicians who have sub-specialties also charge higher than
lose with none. See for instance the levels of fees of internists versus cardiologists.

Table A6 shows average consultation fees of physicians who have been stationed in
ifferent types and categories of hospitals. Average consultation fees increase with the
ategory of the hospital where the physician is stationed or where he admits patients.
ifferences in the ownership of the hospital do not seem to cause significant variations in
utpatient initial fees.

~ Trends in succeedmg and post-conﬁnement fees essentially follow the trends in
tial fees.

Table A7 shows the growth of outpatient consultation fees of practitioners in Metro
fanila. Initially, this table was supposed to show the rate of inflation of professional fees.
twould seem that minimum, maximum and average professional fees for outpatient
onsultations for some professionals have decreased in 1992, and the rate of growth for
ome professionals has decreased. These movements are specially apparent in the case of
ediatricians and internists.

- However, these observations should be qualified by the fact that there have been
ignificant changes in the profile of parhcxpants in the survey. For instance, thé average
ears of experience of all respondents were 26, 26 and 22 years for the 1990, 1991 and

992 surveys, respectively. For pediatricians, the average age of respondents were 39, 29
ud20 years, respectively. Not only were there changes in the average years of

npenence latter surveys included physicians affiliated with hospitals other than the b]gger
utiary. hospitals, and included: physxcnans from public as well as private hospitals.

lerefore the movements in average prices may therefore be a combination of pure price
nereases as well as changes in the characteristics of the respondents.

2‘;., E
v Tables A8 and A4-A6 show the structure of outpatient consultation fees,

weeeeding and post-confinement fees are usually smaller than initial fees. From the

MCC data, subsequent fees are about 80% of initial fees. General practitioner subsequent
s are about three-fourths of initial fees while those of specialists are higher. There

rems to be no .pattern of varjation with respect to the proportion of initial to.subsequent

es across regions and hospital type. Subsequent to initial fees are higher as the category
ufthe hospital increases.

Different kinds of modalities apply in the determination of inpatient visit rates.



138

Some practitioners do not charge separate visit fees from the professional fees of a
frocedure while some charge for visits and procedures separately. Some practitioners
#ply the same rate for visits regardless of room accommodation of the patient while the
‘nore common modg is for practitioners to charge according to the room accommodation of
the patient. In fact some practitioners determine their cha:ga asa percentage of the room
‘hln

~ Tables A9 and A10 show levels of inpatient consuitation fees for Metro Manila and
'for the regions by room accommodation, respectively. Iripatient visits are on average P
'144-185 in 1990-92 for ward patients, P 209-254 for semi-private patients, P 254-304 for
private room patients and P 563-751 for large suite patients in Metro Manila. Minimum
‘fees for ward visits are approx1mately the same as initial outpatient consultation fees. .

In the other regions, inpatient consultation fees range from about P 30-87 for wards
nd by about P 120-490 for suites in 1990. Highest fees for private rooms are found in
‘Regions 3 to 7 (Figure A3). However, it can be noted that highest fees in private rooms do

ot necessarily translate to higher fees in wards. This is particularly apparent in Region 7
hwhefe ward fees are relatlvely low and yet private room fees are higher.

_ Lookmg at inpatient consultatlon fees by specialty, the same pattern of increasing
'fees as specxahzanon increases is apparent (Table A11). These trends are more noticeable
“among Metro Manila physicians. Furthermore, the differences between specialties are

more obvious as the room accommodation goes from ward to suite. Figure A4 which has
inpatient consultation fees for ward and private room by specialty shows that fees seem.to. . .
"increase by a certain multiple, and this does;not seem to differ by much from specialty to

. specialty.

Inpatient consultation fees increase with increases in the hospital station of the
physician (Table A12). However, charges for suite are relatively similar across primary
and tertiary hospitals while the sample physicians stationed in secondary hospitals charged
relalWely lower. Physicians in private hospitals charged higher than those in public
hh.ospltals, w1th the difference in the fees bemg magmﬁcd as one goes from ward to suite.

' Average 1npat1ent consultation fees for pnvate room range from about twice to
‘out thrice of ward consultation fees (Table A13) in the regions of the country in 1990.
T Metro Manila, the multiples are slightly lower, ranging from about one to about two-
lﬁmes the ward fees (Table A14). The same lower trends in multiples of ward fees can be
observed for inpatient consultation fees for suites. On average, fees for suites range from
tabout twice to six times those of ward fees in the other regions of the country. On the
‘oher hand, these are from about one to four times in Metro Manila. Looking at Metro
Mamla multlples maximum fees for suites can go as high as four to about eight times
maxxmum ward fees. ,

There does-mot-seem-to-be-any systematic variation in the multiple of inpatient.
~gasultation fees for private and suite across specialties (Figure AS and Table A15).
Keross hospital categories and types, the multiplier of ward fees to private room fees
Jcreases as the category of the hospital increases (Table A16). However, the same is
ﬁue for the multiplier of ward to suite consultation fees. The multiple of ward to private
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pom consultation fee is lower for private hospitals than for public hospitals although the
Ewrrespondmg multiple of ward to suite are relatively equal for the two types of hospitals.
Aside from outpatient and inpatient consultanons pﬁymcmns also pert'orm special -
tpmcedures either in an outpatient or inpatient setting. For these services, physicians aiso
"diarge professional fees. More often than not, inpatient consultations are linked to or
‘follow the performance of these procedures. For some physicizns therefore, fees for
§mpatlcnt consultations and outpatient post-confinement conjultations are usually included in
fhe total price of the procedure. For some physicians however there are separate charges

for consultanon fees and for the procedures.

To_ have an idea of the trends in prices of physician procedures, four procedures
were selected. There are three surgical procedures as well as an obstetric procedure.
These are tonsillectomy (surgical excision of the tonsil), appendectomy (surgical removal
ofthe vermiform appendix), cholecystectomy (surgical removal of the gall bladder) and
tesarean section (abdominal operation to remove an infant from the womb). The bases for
thoosing the four include availability of data and their relatively common occurrence.

Tables A18 and A19 show the fees and the structure for selected procedures in
Metro Manila for 1990-1992 by room accommodation. Average fees of sample physicians
for tonsillectomy ranged from P 2,500 (ward) to about P 5,000 (large suite) in 1990, P
3,200 to P 7,000 in 1991 and P 3,800 to about P 6,500 in 1992. Average fees for
gppendectomy ranged from P 3,600 (ward) to P 8,000 (suite) in 1990, P 4,000 to P 9,000
in1991 and P 4,500.to P 9,700 in 1992. For cholecystectomy, average fees ranged from P
6,000 to P 14,000 in 1990, from P 7,000 to P 16,700 in 1991 and from P 8,200 to P
19,000 in 1992, from ward accommodation to suite accommodation. For caesarean
wetion, average fees were P 5,200 to 11,400 in 1990, from P 6,400 to P 13,300 in 1991
ind P 6 500 to P 13,00 in 1992

.. Of note is the similarity in the structure of these fees with respect to patient
accommodatlon For patients accommodated in private rooms, professional fees are

usually 1.25 to 1.5 times those of patients in wards. For patients in suites, average fees are
usually twice those of wards.

It was noted earlier that data from the Wyatt Surveys are poor indicators of inflation
inmedical pnces due to a change in the sample composition. Looking at selected
procedures, however, it is apparent that despite the change in physician composition, there
weincreases in the average fees of selected procedures for 1990-1992 (Table A20). The
rates of change are lower in 1992 than in 1991, though.

Regmnal data from the PMCC do not dlfferennate fees by room accommodation.
Reported fees may therefore be average fees already. Table A21 and Figure A6 are fees
for selected procedures in 1990. Fees for selected procedures in the regions are lower than
tose in Metro Manila for the.same year.. Fees for tonsillectomy ranged from.P. 530, to P..
3750, P-1,000 to about P 3,000 for appendectomy, P 1,300 to 8,000 for cholecystectomy
id P 1,600 to 4,000 for caesarean section. Regions 6, 7, and 12 have relatively higher
fes than the other regions. Regions 2, 8 and 10 have lowest fees relative to the rest.
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Table A22 details fees for selected procedures according to the specialty of the
povider. A tonsillectomy performed by an EENT is priced higher than that performed by
tsurgeon. AppendectOmies performed by general practitioners are priced lower than those
of OB-Gynes, ‘which are in turn lower than those performed by surgeons. This is the
opposite of caesarean sections for which those performed by OB-Gynes are pnced higher
lhan those of surgeons and general prachhoners

Table A23 presents fees for selected procedures according to the hospital station of
the providers. As the category of the hospital increases, so do‘the fees charged for selected
pocedures. Physicians in private hospitals charge hxgher for procedures than those in
public hospitals.



T Taoia AT .

" Medical Charge, First Consultation, General Practitioner

(in pesos)
REGION 1980 1981 1982- | 1983 : 1984 1985 1986 1987 1988 1989 -1990 1991
NCR Metro Manila nd. nd.  nd n.d. n.d. 70.00 81.88 8250  82.50 82.50 8250 . 96.72
1 Ilozcos 10.90 13.3¢ 18.99 22.68 33.10 43.33 41.67 41.49 42.68 43.49 44.50 47.30
2 Cagayan Valley 10.80 11.94 15.88 18.33 . 23.65 26.88 27.13 27.94 30.68 35.38 42.85 47.99
3 Cel.nlral Luzon 15.83. 19.03 25.50 27.80 34.33 41.04 46.04 47.50 50.25 49.70 51.57 58.64
4 . Sogthern.Tagang | 13.75 14.11 18.88 21.88 '28.83 31.21 32.46 , 33.83  36.03 38.06 42.80 50.83
5 Bicol | 1063 1565 16.35 15.90 24147 29.35 ) '30.8? 33..18 ;55.02 .-36.31 59.23 4590
6 W'estem Visayas 15.18 16.66 17.02 18.58 . 23.75 32.25 34.25 34.50 36.88 35.85 44.37 59,32
7 Central Visayas 13.25 13.42 18.75 19.50 2513 26.38 28.06 29.63 29.63 " 31.89- 38.45 43.94
8 Eastemn Visayas 10.40 12.50 15.05 1560  18.93 22,93 25.05 25.20 27.00 2907  31.46 39.80
2] Western Mindanao 12.33 16.00 15.00 15.31 16.87 22,22 25.25 28.88 27.85 27.62 30.85 38.84
10 NEJﬂhem Mindanao 12.11 14.00 14.76 17.29 | 21.54 22.51 23.61 24 .45 24.70 26.1 2 28.49 35.87
11 Southern Mindanao 11.75 12.83  16.08 1843 29.58 31.03 31.00 32.50 32.58 33.20 35.12 40.93
12 Cé_nlral Mindanao 12.90 14.38 13.75 16.62 | 27.50 31.00 32,75 35.83 38.60 39.55 44,63 50.25
Notes: n.d.-nodata
U/D - Unreliable data
Sources: Figgures for years 1980-1888, CRC Factbaok

Fiaures for yvears 1989-1991 Prires Niviician Ratinnal Qinfictice N finn

|54



Table A2

Average Inflation Rates

~ Medical Charge, First ConsUItatidn, General Practitioner

AVERAG AVERAG AVERAG

REGION 1981-85 1986-91 1981-91

NCR Metro Manila - 583 583N
1 llocos 32.18 1.52 15.46
2 Cagayan Valley - 20.33 10.36 14.89
3 Central Luzon 21.25 6.58 13.25
4 Southern Tagalog 18.47 8.60 13.08
5 Bicol 23.28 7.82 14.85
6 - Western Visayas 16.93 11.41 13.92
7 Central Visayas 18.77 9.07 12.12
8 Eastern Visayas 17.35 9.95 13.31
9 Western Mindanao 13.55 8.88 11.01
10 Northern Mindanao 13.45 8.43 10.71
-41 - Southera-Mindanao 23.07 487 .. 13.14
12 Central Mindanao 21.23 8.45 14.26

Consumer Price Index
Philippines 18.2 9.4 13.4
Metro Manila 20.4 11.6 15.6
18.2 9.3

Areas Outside Metro Manila

13.3

/1 1986-1991 only

Sources: 1980-1988, CRC Health Care Factbook

1989-1991, National Statistics Office
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Table A3
Outpatient Consultation Fees of Medlcal Practitioners In Metro Manlla, 1990-1992
(Pesos per visit) ' o
I INITIAL - i SUdCEEDING POST-CONFINEMENT
SPECIALTY i .
Min. “Max, Ave. Min, Max. | Ave. Min. Max, Ave.
1.. Al practiioners
1990 50 600 131 20 500 96 25 200 95
1991 50 600 168 25 600 126 50 400 124
1992 20 600 160 .. 20 600 120 20 500 119
2. General Surgery o
1990 . 50 250 121 50 150 86 50 150 87
1991 50 300 138 25 250 106 50 250 110
L1992 50 400 144 25 200 114 S50 200 107
3. Obstetﬁcs-Gynecology
1990 . 50 300 113 20 150 76 30 150 78
1991 50 300 134 50 200 95 50 200 100
1992 50 350 134 30 250 95 50 250 101
4. Opthalmology
1990 50 600 152 40 500 114 100 120 103
1991 100 ~ 600 188 80 600 151 80 . 400 .. ..140
T1992 100 600 228 100 600 188 130 250 182
5. Orthopedics
1990 ‘ 100 200 150 100 150 114 50 " 120 93
- 1991 150 200 195 100 150 130 100 150 125
1992 - - - - - - - - -
6. Otorhinolaryngology (ENT)
‘ 1990 100 200 131 100 150 118 100 150 118
1991 100 300 178 100 200 146 120 200 161
. 1892, 120 200 168 100 200 142 - - -
7. l"ed"lab'ics o
1990 100 250 138 100 250 - 140 100 250 130
1991 80 300 175 70 300 135 70 300 139
1892 60 500 139 30 500 113 30 500 110
8. General Medicine
1990 - - - - - - - - -
1991 - - - - - - - - -
- 1892 20 300 97 20 150 72 20 100 77
9. Intenal medicine
1850 - - - - - - - - -
1991 150 300 212 - 100 250 161 100 250 161
1992 300 151 50 250 123 50 250 119

50

xree: Wyatt Strvey of Physician Fees, 1990, 1991 and 1992
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Table A4

Average Outpatient Consultation Fees, 1990
By Region (in Pesos) ‘

Region /1 Initial Subsequent Subsequent/

Consultation Consultation Initial (Ave.)
1 llocos Region ‘ 47.75 35.98 0.88
2 Cagayan Valley 45.56 32.08 0.71
3 Central Luzon 59.23 48.50 0.83
4 Southern Tagalog 50.33 45.75 0.88
5 Bicol Region 51.03 . 3375 - 0.66

6 Western Visayas 61.92 39.58 0.69 -

7 Central Visayas 54.76 35.83 0.66
8 Eastern Visayas 65.33 66.79 0.97
9 Western Mindanao 47.67 33.89 0.64
10 Northern Mindanao 37.35 25.00 - 0.68
11 Southern Mindanao 36.47 31.69 0.91

12 Central Mindanao - 6157 - 4074 - - 068 - .

/ 1 Results for NCR were not included due to only eight sample points.

Source: PMCC, Physician Rider of the 1990 Support Value Survey



Table AS ‘

Average Outpatient Consulttion Fees, 1990

By Specialty (in Pesos)

1435

Specialty Initial

Subsequent Subsequent/
Consultation Consultation Initial (Ave.)

Anesthesiology : 42.08

Cardiology 78.18
General Practice 41,16
Internal Medicine 61.16
EENT 59.00
Obstetrics-Gynecology 51.21
Pediatrics ' 49.40
Surgery 53.18
Traumatology - 56.67

39.09
53.75
29.19
52.86
56.43
42.89
40.94
38.90
36.67

1.03
0.71
0.75
0.85
1.01
0.83
0.85
0.78
0.67

Source: PMCC, Physician Rider of the 1990 Support Value Survey



| Average Outpatient Consultation Fees, 1990
By Hospital Category and Type (in Pesos)

. Table A8
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Initial

| Subsequent Subsequent/
Consultation Consultation Initial (Ave.)

Hospital Category

Primary

|Secondary
Tertiary -

Type of Hospital

Public
Private

-40.76
A7.47
59.60

48.10
49.37

28.97
36.32
- 49.51

40.91
38.47

0.73
0.79
0.89

0.88
0.80

Source: PMCC, Physician Rider of the 1990 Support Value Survey



. Growth of Outpatlent Consultation Fee

© Table A7
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s of Medical Practitioners In Metro Manlla, 1991.92
(in percent)

INITIAL “SUCCEEDING POST-CONFINEMENT
SPECIALTY - Min | Max | Ave. | Mn. | Max | Ave. | Mn. | Max | Ave.
1. All practitioners .
1991 0.00 0.00 28.24 25.00 20.00 31.25  100.00 100.00 30.53
1992 -60.00 0.00 -4.76 -20.00 0.00 -4.76  -60.00 25.00 -4.03
2 General Surget,
" 1981 000 2000 1405 --50.00 6667 2326 0.00 G667 2644
1092 0.00 33.33 435 0.00 -20.00 7.55 0.00 -20.00 -2.73
5. Obstetrics-Gynecology -
1991 ©.0.00 0.00 18.58 150.00 33.33 25.00 €66.67 33.33 28.21
1992 0.00 16.67 0.00 -40.00  25.00 0.00 0.00 25.00 1.00
4, Opthalmology
. 1991 100.00 0.00 2368 100.00 20.00 3246 -20.00 23333 3592
1992 0.00 0.00 21.28 25.00 0.00 24,50 62,50 -37.50  30.00
5. Orthopedics
. 1991 50,00 0.00 30.00 0.00 0.00 14.04 100.00 25.00 34.41
¢ 1992 - - - - . - - - -
é. .Otorhinalaryngology (ENT)
1991 0.00 50.00 35.88 0.00 33.33 23.73 20.00 33.33 36.44
" 1992 20.00 -33.33 -5.62 0.00 0.00 274 =~ - - -
7. Pediatrics
1991 -20.00  20.00 26.81 <30,00 20.00 -3.57 -30.00 20,00 6.92
1992 -25.00 6667 -20.57 -57.14 6667 -16.30 . -57.14 66.67 -20.86
{8 General Medicine '
1991 - - - - - - - - -
1992 - - - - - - - - - -
8. Intemal medicine
- 1991 ‘ )
1992 -68.87 0.00 -28.77 -50.00 0.00 -23.60 -50.00 0.00 -26.09

‘:S'ource: Wyatt Survey of Physician Fees, 1990, 1991 and 1992




Table A8

Structure of Qutpatient Consultation Fees of Medical Practitioners

In Metro Manila, 1990-92
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k]

SUCCEEDING / INITIAL |

POST-CONFINEMENT / INITIAL

8

SPECIALTY !
Minimum | Maximum | Average |:Minimum | Maximum | Average
1. All practitioners
1920 0.40 0.83 0.73 0.50 0.33 0.73
1691 0.50 1.00 0.75 1.00 0,67 0.74
1992 1.00 1.00 0.75 1.00 0.83 0.99
.{2. General Surgery
1990 1.00 0.60 0.71 1.00 0.60 0.72
1991 0.50 0.83 0.77 1.00 0.83 0.80
1892 0.50 0.50 0.79 2.00 1,00 0.94
3, Cbstetrics-Gynecology
1990 0.40 0.50 0.67 0.60 0,50 0.69
1991 1.00 0.67 0.71 1.00 0.67 0.75
1992 0.60 0.71 0.71 1.67 1.00 1.06
4. Opthalmology
1090 080  0.83 0.75 2.00 0.20 0.68
1991 0.80 1.00 0.80 0.80 0.67 0.74
1992 : 1.00 1.00 0.82 1.30 0.42 0.97
5. Qrthopedics
1890 - 1.00 0.75 0.76 0.50 0.60 0.62
1091 0.67 0.75 0.67 0.67 0.75 0.64
1992 - - - - - -
Otorhinclaryngology (ENT)
1900 1.00 0,75 0.90 1.00 - Q.75 0.90
C 1891 1.00 0.67 0.82 1.20 0.67 0.90
1992 0.83 1.00 0.85 '
7. Pediatrics
. 1980 1.00 1.00 - 1.01 1.00 1.00 0.94
1991 0.88 1.00 0.77 0.88 1.00 0.79
1992 0.50 1.00 0.81 1.60 1.00 0.97
'18. General Medicine
1990 - - - - - -
1991° - - - - - .
1992 1.00 0.50 Q.74 1.00 0.67 1.07
9. Internal Medicine
1990 - . - - - .
1991 0.67 0.83 0.76 0.67 0.83 0.76
1992 1.00 0.83 0.81 1.00 1.00 0.97

Source; Wyatt Survey of Physician Fees, 1990, 1991 and 1992




T rwecs per Viany - .

WARD 't sEMIPRIVATE ROOM . PRIVATE ROOM =~ SMALL (REGULAR) SUITE| LARGE (EXECUTIVE) SUITE

SPECIALTY .
- in, .} Max. Ava, Min, thax, Ave, Min. Max. Ave, Min, Max. Ava. Min. Max Ave,
1. Alt practitioners - . . ' .
'1930. 50 - 300 144 50 S00 209 ico 750 304 100 1500 437 %00 1950 S63
1991 80 508 - 183 T 100 500 252 100 900 357 100. 1450 502 100 4000 661
1992 30 800 185 30 800 254 50 1000 254 50 2000 545 S0 3300 751
2. General Surgory :
1890 " 50 250 139 70 380 201 100 610 294 140 1500 436 200 1500 520
1991 100 350 156 - 100 450 219 " 100 600 322 200 1000 450 200 1500 54
1992 50 500 198 100 800 280 100 1000 431 100 1500 599 100 2475 820
3. Obslatrics-Gynocology
1990 ) 50 210 122 75 300 168 100 400 227 100 700 302 100 800 335
1991 80 300 145 00 380 201 100 590 267 150 745 " 361 200 1400 451
1992 80 250 157 100 380 221 150 750 315 200 1100 417 200 1400 524
4, Opthalmology
1990 ) 50 300 178 100 400 253 150 500 343 200 1000 5t0 200 1500 590
1891, - 150 500 .-270 | 200 . S0¢ 350 200 $00 470 200 1000 610 200 4000 1010
1992 © 100 T 400 284 300 500 381 350 700 531 . ’400 1000 692 400 2000. 1150
S. Orthopedics
199% 50 250 150 50 250 175 100 350 238 150 400 300 150 400 300
1991 00 - 250 169 100 320 224 100 520 287 100 1450 530 100 1850 640
- 1992 - - - - - - - . - - - - - - -
8. Otorhinolaryngelogy (ENT)
_1090 100 202 152 200 201 210 250 410 348 250 800 538 250 880 580
“1831 100 c0 224 150 400 281 156 530 382 150 825 488 IO T weoT 583
1932 100 300 200 . 150 300 250 150 400 312 150 500 388 200 500 425
7. Pediatrics .
1990 150 195 163 200 350 281 250 602 455 300 840 658 W0 | 1930 1212
1991 100 350 200 iS50 500 280 200 535 asg 300 800 534 400 1000 615
1992 100 - 300 168 100 44 224 150 700 7 200 1000 500 200 3300 680
8. General Medicine .
1990 - - - - - - - - - - - - - - -
1991 - - - - - - - - - - - - - - -
1992 30 400 139 30 400 148 50 440 202 50 9s0 306 S0 3300 484
9. Intornal Mediclne
1930 - - - - - - - . - - - - - . -
1991 150 300 242 200 400 299 300 520 402 300 1430 688 400 1950 062
1992 80 300 174 100 400 223 100 600 346 100 1450 573 100 1950 727

Sniirras “Wyatt Survey of Physiclan Fees, 1990 1981 end 1992

BPT




Table A10

Average Inpatient Consultaticn Fees, 1990

By Region (in Pesos)

150

Region/ 1

Payward

Ward Private Suite

1 llocos Region 87.50 66.62 122,81 190.31
2 Cagayan Valley . 36.94 58.33 119.67 170.00
'3 Central Luzon 79.17 79.34 - 14525  227.08
. 4 Southern Tagalog 72.36 86.29 166.35  254.27
' 5 Bicol Region . 49.22 69.10 156.49  483.85
6. Western Visayas -~ 40.00 75.87 160.00  288.89
7 Central Visayas 56.47 71.40 173.20  332.31
8 Eastern Visayas 28.96 30.27 106.20 120.00
9 Western Mindanao 46.25 49.67 85.63 120.00
10 Northern Mindanao 36.88 4263 75.00 129.00
11 Southern Mindanao 42.38 55.82 102.37 208.33
70.83 87.65 135.34- - 193.75

12 Central Mindanao -

/1 Results for NCR \;vere not included due to only eight sample points.

Source: PMCC, Physician Rider of the 1990 Support Value Survey




Tahle A11

Average Inpatient Consultation Fees, 1990
By Specialty (in Pesos):

151

133.33

Specialty Ward | Payward | Private Suite

|Anesthesiology 42.89 44.45 68.24  214.00
Cardiology 59.00 90.45 198.00  290.00
General Practice 47.65 58.32 116.57  209.65
Internal Medicine 56.67 75.27 149.72  223.33
EENT 61.50 72.14 130.63  816.00
Obstetrics-Gynecology 64.11 79.54 139.30  209.75
Pediatrics 65.45 80.48 134.67 22210
Surgery 62.45 63.68 134.38  229.17
Traumatology 42.50 56.67

183.33

Solurpe: PMCC, Physician Rider of the 1990 Support Value Survey




'Table Al12

Average Inpatient Consultation Fees, 1990

By Hospital Category and Type (in Pesos)

152

Ward Payward | Private Suite
Hospital Category
Primary ' 48,51 61.07 105.71 257.73
Secondary ‘ 59.17 62.61 116.25  207.59
Tertiary 63.31 77.13 167.08  252.05
Type of Hospital
Public . - 4113 - 4526 78.54 165.50
Private $ 60.78  73.64 140.35  243.88

-

Source: PMCC, Physician Rider of the 1990 Support Value Survey



Table A13
Structure of Average Inpatient Consultation Fees, 1990
' By Region =
‘Region /1 . Private / Suite /
- Ward - Ward
1 llocos Region 1.98 2.03
2 Cagayan Valley 2.84 3.84
3 Central Luzon 2.22 2,81
" 4 Southern Tagalog 2.63 4.29
- 5 Bicol Region _ 2.95 6.24
6 Western Visayas - 279 3.47
7 Central Visayas 2.80 5.33
8 Eastern Visayas 3.84 3.43
9 Western Mindanao'. 1.90 -
10 Northern Mindanao 2.08 403
11 Southern Mindanao. 2.03 4.09
12 Central Mindanao 2.01 2.35
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/ 1 Results for NCR were not included due to only eight sample poin

- Source: PMCC, Physician Rider of the 1990 Support Value Survey



Table A14

Structure of Inpatient Consultation Fees of Medical Practitioners in Metro Manila, 1990-1992
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SEMI-PRIVATE ROOM / PRIVATE ROOM/WARD |SMALL (REGULAR) SUITE/  |LARGE (EXECUTIVE) SUITE/
‘ WARD . WARD WARD \

WOALTY  [Minimum [Maximum| Average | Minimum [Maximum| Average | Minimutn | Maximum | Average Minimum | Maximumn | Average
) 100 167 145 200 250 211 200 500 303 200 650 391
i 1.25 100 138 1.25 1.80 1.95 1.25 2.90 274 1.25 8.00 3.61
m 1.00 1.33 1.37 1.67 125 1.00 1.00 2.00 2.15 1.00 1.65 1.38
B Surgary

0 A0 152 145 200 244 212 280 600 Ai4 400 600 374
(" 1.00 1.29 1.40 1,00 17 2.06 2.00 2.86 2.88 2.00 420 3.47
. 200 1.60 1.41 1.00 1.25 1.47 1.00 1.50 1,48 1.00 165 1.37
%Gynecology

# {.5Q 1.43 1.38 2,00 1.90 1.86 2.00 3.33 2.48 2.00 3.81 275
fot 1.25 1,27 1.39 1.25 1.97 1.84 1.88 2.48 249 2.50 4,67 318
] 1.25 1.52 1.41 150 1.97 1.43 1.33 .47 1.32 1.00 1.27 1.26
b

B0 2.00 1.33 1.42 a.00 167 1.93 4,00 333 287 400 5.00 3.31
W 1.33 1.00 1.30 1.33 1.80 1.74 1.33 2.06 226 1.33 8.00 3.74
m 3.00 1,25 1.34 147 . 140 1.38 1.14 1.43 1.30 1,00 2.00 1.66
pwics N

2] 1.00 1.00 147 2.00 1.40 1.59 3.00 1.60 2,00 3.00 1.60 2.00
= 1.00 128 133 1.00 2.08 1.70 1.00 5.80 314 1.00 7.80 3.79
m . - - - - - - - - - - - -
manngology (ENT)

%0 260 1.29 1.44 250 2703 228 2.50 3.96 3,54 2,50 426 388
Bl 150 133 . 125 1.50 1.97 1.7 1.50 275 2,18 2.00 3.30 2.51
£} 1.50 1.00 1.25 1.00 1.33 1.25 100 125 1.24 1.33 1.00 1.10
"

] 133 1.79 1.72 1.67 3.09 279 2.00 431 4.04 2.00 10.00 7.44
B 1.50 1.43 1.40 2.00 1.53 1.94 3.00 228 267 4,00 2.86 3.08
m 1.00 1.33 133 150 175 1.55 1.33 1.43 1,44 1.00 330 136
bl Medicing

m - = - - - - - - - - - -
m 1.08 1.00 1.08 1.67 1.10 1.36 1.00 225 1.51 1.00 333 158"
Mediirig |
» © 133 1,33 1.41 2.00 1.73 1.90 2.00 4.83 3.25 2.67 650 501
?2, 126 133 128 100 150 155 1000 242 166 400 134 12"

3 2

i

Survey of Physician Fees, 1990, 1991 and 1992



Table A15
. Structure of Average Inpatient Consultation Fees, 1990
' By Specialty

Specialty Private / Suite /

‘ - Ward Ward
Anesthesiology - 164 3.83
Cardiology 2.94 4,86
General Practice 240 3.52
Internal Med. 277 3.39
EENT 1.85 9.36
Ob-Gyne 237 3.25
Pediatrics 1.97 3.59
Surgery 273 3.74
Traumatology 2.21 3.43

" Source: PMCC, Physician Rider of the 1990 Support Value

Survey
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Table A16

Structure of Average Inpafient Consultation Fees, 1990

By Hospital Category and Type

Private / Suite /
Ward Ward

Hospital Category
Primary - 1.98 4.27
Secondary 2.47 3.02
| Tertiary 276 4.10

_ Type of Hospital

Public ' 2.96 3.76
3.75

Private 2.35

. Source: PMCC,

Physician Rider of the 1990 Support Value Survey
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Growth of inpatient Consultation Fees of Medlcal Practitioners In Metro Manua, 13JU-13vL
. Tt - : {in percent) ’ -

: WARD : SEMI-PRIVATE ROOM PRIVATE ROOM | SMALL (REGULAR) SUITE | LARGE (EXECUTIVE)} SUITE
. SPECIALTY . ) . .
: Min, Max, Ave. Min. Max. Ave. Min. Max Ave, Min. Max. Ava, Min. Max. Ave,

1. All practitioners =, .

1991 60.03 66.67 27.08 100.00 0.00 20,57 0.00 20.00 17.43 0.00 -3.33 1487 . 0.00 105.13 17.41

1 _992 -62.50 20.00 1.08 -70.00 60.00 079  -50.00 1111 -28.85 -50.00 37.93 8.76 5000 -17.50 - 13.62-
2. General Surgery ' ) : .

1991 100.00 40,000 1223 42.86 18.42 8.96 0.00 -1.64 9.52 42.86 -33.33 3.21 0.00 0.00 4,04

1992 -50.00 42.85 26,92 0.00 77.78 27.85 0.00 66.67 27.64 -50.00 50.00 33.11 -50.00 65.00 51.57 -
3. Obstetrics-Gynecology <! - .

1991 60.00. . 42.88 18.85 33.33 26.67 19.64 '0.00 47.50 . 17.62 50.00 6.43 19.54 - 100.00 75.00 37.61

1992 ’ 0.00 -16.67 8.28" 0.00 0.00 995 5000 - 27.12 17.98 33.33 - 4765 1551 0.00 0.00. . 13867
4. Opthalmology i :

1991 20Qub0 68.67 5169  100.00 25.00 38.34 33.33 80.00 37.03 0.00 0.00 19.61 0.00 166.67 71.18

1592 -33.23 -20.00 5.19 50.00 0.00 8.86 75.00 -22.22 12.98 100.00 0.00 13.44 100.00 -50.00 13.86
5, Orthopedics :

1951 100.00 0.00 12,67 100.00 28.00 28.00 0.00 48.57 20.59 -33.33 26250 76.67 -33.33 387.50 113.33

1992 . . - . . . . - . - . . - - -
8. Otorhinolaryngology {ENT} : :

1991 0.00 4B.5% 4737 -25.00 53.28 28.31 -40.00 43.90 10.40 -40.00 3.13 -2.29 -20.00 15.12 -4.41

1592 0.00 0.00 -10.71 0.00 -25.00 -11.03 0.00 -32.20 -18.32 0.0 -39.39 -20.49 0.00 . -49.4%9 -24.51.
7. Pediatrics '

1991 -33.33 79.49 2270 -25.00 42.85 -0.36 -20.00 -11.13 -14.73 0.00 -4.76 -18.84 33.33 -48.72 -49.26

1952 ’ 0.60 -14.29 -16.00 -33.33 -20.00 -2000 -25.00 30.84 -10.57 -33.33 25.00 -6.37 -50.00 - 230.00 10.57
8. General Medicine -

1991 - - - - - - - - - . - - - - -

1592 - - - - - - T - - - - - - - -

9. Internal Medicine
1991 - - - - - - - - - -
1992 -46.67 0.00 -17.92 -50.00 0.00 -25.42 -66.87 15.38 -13.93 -66.67 .00 -1672 -75.00 0.00 -31.54

LST




* Table A18

Fees for Selected Procedures of Medical Practitioners In Metro Manila, 1990-1992 11

~ {Pesos per Procedure}

4,500

! WARD SEMI-PRIVATEROOM |, PRIVATE ROOM SMALL (REGULAR) SUITE | ~ LARGE (EXECUTIVE) SUITE
PROCEDURE . : | - . . _
Min. Max. .| Ave. Min. Max | Ave Min. Max. Ave. Min, Max. Ave, Min. Max. Ave.
TONSILLECTOMY
11990 , 800 4000 2521 1,000 4000 2813 1500 5000 3583 2200 6000 4225 3,000 10.000 5,333
1991 1500 ° 5000 3231~ 2000 7,000 3846 3,000. 8000 ~ 5038 3000 10,000 - 5885 4,000 15000 . 7,077,
1992 2000 6000 3875 1000 6000 3889 1500 7000 4778 2000 8000 5619 3,000 10,000 - 6,500°
APPENDECTOMY
1890 1,000 6000 3664 1,300 8000 4,228 2000 10,000 5408 2000 12000 6712, 2000 15000 8,230
- 1991 1000 7000 4454 1500 10,000 5223 2500 10,000 6339 2500 15000 7,726 2,300 20,000 9,167
1992 1500 10000 4593 1,500 10,000 5473 1,500 10,000 6732 1,500 15000  8348.. 1500.. 20.000 9,705
CHOLECYSTECTOMY | |
1990 3000 15000 6242 3200 15000 7,195 4500 20,000 8875 5000 25000 11132 - 5000 - 30,000 14,146
1991 1500 15000 7240 2000 17,000 8649 3000 25000 10823 3,000 30,000 13637 3,000 30,000 16,762
1992 5000 20,000 8278 2500 20,000 9804 5000 23,000 12446 5000 35000 15429 5000 40,000 19,018
CAESAREAN SECTION ' ' )
1990 2000 9000 5246 3000 10000 6323 3500 15000 7902 4000 20000 9661 4000 20900 11,429
1991 3000 10000 6430 4000 15000 7,477 5000 15000 8809 5500 20000 10789 6,000 20,000 13,344
1992 3000 15000 6,538 3,500 15000 7,493 20,000 9229 5500 20,000 11271 6500 25,000 13,329

/1 Quoted fees are for all practitioners who responded to the particutar question
Satterns Wluatt Siiruay of Physician Fees 1890 1041 and 19972

8GST



Structure of Fees for Selected Procedures of Medical _Pr'aétition'ers in

“Tabte A18 "

Metro Manila, 1990-1992/1

SEMI-PRIVATE ROOM/

PRIVATE ROOM / WARD

SMALL (REGULAR) SUITE/

LARGE (EXECUTIVE) SUITE/

PROCEDURE WARD WARD WARD "
Min. Max. Ave. Min. Max. Ave, Min. Max. Ave, Min. Max. ‘Ave.
TONSILLECTOMY
1990 125 100 142 188 125 142 2.75 1.50 1.68 3.75 2.50 2.12
1991 £33 140 ' 149 200 160  1.56 2.00 2.00 1.82 2.67 3.00 . 2.19
1992 050 100 100 150 147  1.23 1.33 1.14 147 1.50 125 1.16
APPENDECTOMY
1990 130 133 145 200 167 148  2.00 2.00 183 2.00 2.50 2.25
1991 150 143 - 126 250 143  1.53 2.50 2.14 1.86 2.50 2.86 2.21.
1992 100 100 149 100 100 123 100  1.50 1.24 1.00 1.33 1.16
CHOLECYSTECTOMY ' |
1990 107 100 145 150  1.33 - 1.42 167.  1.67 1.78 1.67 2.00 2.27
1991 133 143 148 200 167  1.51 2.00 2.00 1.88. 2.00 2.00 2.32
1992 050 100 148 200 115 127 1.00 1.52 1.24 1.00 1.14 1.23
CAESAREAN SECTION |
1930 150 141 121 175 167 151 2.00 2.22 1.84 2.00 2.22 2.18
1991 133 150 146 167 150  1.37 1.83 2.00 1.68 2.00 2.00 2.08
1992 117 100 145 129 133  1.23 1.22 1.00  1.22 1.18 1.25 1.18

/1 Quoted fees are for all practitioners who responded to the particular question

B6ST



Table A20.
Growth of Fees for Selected Procedures of Medical Practitior{ers iﬁ Metro Manila. 1990-19%2 i
- I ~~ ({in percent) -

WARD | SEMI-PRIVATE ROOM PRIVATE ROOM SMALL (REGULAR) SUITE|LARGE (EXECUTIVE) SUITE
PROCEDURE -1 ‘ )
Min. Max. Ave, Min. Max. Ave. Min, Max. Ave. Min. Max. Ave, Min. Max. Ave,
TONSILLECTOMY
1991 87.50 25.00 28.16 100.00 75.00 36.72 100.00 60.00 40.61 36.36 66.67 39.2‘9 33.33 50.00 32.70
1992 33.33 20.00 19.93 -50.00 -14.29 112 -50.00 -12.50 -5.16 -33.33 -20.00 -4.66 25,00 -3333  -8.15
APPENDECTOMY
1991 0.00 16.67 13.37 f’, 15.38 25.00 2353 25.00 0.00 17.19 25.00 25.00 15.11 25.00 - 3333 11.39
1892 50.00 42.86 10.57 0.00 0.00 4.79 -40.00 0.00 6.20 -40.00 0.00 8.05 -40.00 0.00 587
CHOLECYSTECTOMY 7
- 1\991 -50.00 0.00 15.99 -37.50 13.33 20.21 -33.33 25.00 23.08 -40,00 20.00 2250 -40.00 0.00 18.48
1892 233.33 3333 1434 25.00 17.65 13.35 66.67 -8.00 13.94 66.67 16.67 13.14 66.67 33.33 13.46
CAESAREAN SECTION |
191 - 50.00 1111 22.57 ‘33.33 50.00 18.25 42,86 0.00 {1.48 37.50 0.00 11.68 50.00 0.00 16.76
1992 0.00 50.00 1.68 -12.50 0.00 0.21 -10.00 3333 477 0.00 0.00 4.47 8.33 25.00 -0.11

/1 Quoted fees are for a!l practitioners who responded to the particular question
Source: Wyatlt Survey of Physician Fees, 1990, 1991 and 1992
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Table A21

Average Fees for Selected Procedures, 1990
By Region (Pesos per Procedure)

REGION /1

TONSILLECTOM

APPENDECTOM

CHOLECYSTECTOMY

CAESAREAN
SECTION
1 llocos Region 1,906.00 2,045.05 2,856.15 3,398.61
2 Cagayan Valley 1,216.67 1,5625.00 1,883.33 2,143.75
3 Central Luzon .. - 1,855.29 2,256.54 . 3,721.00 - 3,571.59
4 Southern Tagalog 1,900.00 2,607.14 3,933.33 -3,593.55
5 Bicol Region 1,392.50 2,539.54 4,288.89 2,614.43
6 Western Visayas 3,750.00 2,908.33 - 7,875.00 2,412.00
7 Central Visayas .1,685.14 2,425.67 5,894.00 -3,110.00.
8 Eastern Visayas 530.00 1,321.04 1,383.75 1,618.03
9 Western Mindanao - 2,500.00 . - 2,050.00
10 Northern Mindanao 856.25 1,042.65 1,666.67 1,835.71
11 Southern Mindanao 1,628.50 1,742.73 4,066.43 2,302.71
12 Central Mindanao 2,441.67 3,195.24 5,600.00

©3,990.48

/ 1 Results for NCR were not included due to only eight sample points.

Source: PMCC, Physic'ian Rider of the 1990 Support Value Survey
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Table A22

Average Fees for Selected Procedures, 1390
By Specialty {Pesos per Procedure)

SPECIALTY TONSILLECTOMY {APPENDECTOMY |CHOLECYSTECTOMY CAESAéEAN
: SECTION
Anesthesiology | 836.13 1,01»8.66 2,069.66 1,144.81
General Practice _ :' 7 : - 1,867.94 - | 1,800.24
EENT 3,000,00 . . i
Obstetrics-Gynecology - 2,548.07. - 3,973.54
: Pediatrics - - 893.33 - -
Sugery . 227578 2,686.52 5,420.62 3,379.38

Source: PMCC, Physician Rider of the 1890 Support Value Survey:

281



Table A23

Average Fees for Selected Procedures, 1990
By Hospital Type and Category (Pesos per Procedure)

TONSILLECTOMY | APPENDECTOMY | CHOLECYSTECTOMY | CAESAREAN

SECTION
Hospital Category
Primary -~ - . 640.33 1,578.04 - 3,61583 - 1,661.02
Secondary 1,683.22 1,985.80 3,5678.37 2,992.72
Tertiary _ 2,001.23 2,642.18 5,017.12 3,223.49
Type of Hospital
Public | 1,081.59 1,031.46 1,805.43 1,413.07

Private _ B 2,193.48 2,660.22 5,805.63 3,409.96

Source: PMCC, Physician Rider of the 1990 Support Value Survey

£9T
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Fig_ure Al

Charges for First Consultation, GP -
by Region
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Figure A2

Average Inflation Rates_of GP Fees
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Figure A3

¥

INPATIENT CONSULTATION FEE
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Figure A.4

1990 INPATIENT CONSULTATI_QN FEES

BY SPECIALTY AND ROOM
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Figure A5

Structure of IP Fees by Specialty
1990 .

Anzsmcsiblogy * General Practice - EENT " Pediatrics Traumatology
Cardiology Internal Med. Ob-Gyne Surgery
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Figure A.6

Average Fee for Selected Procedures
By Region, 1990
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APPENDIX B

MEDICARE REIMBURSABLE AMOUNTS AND PHYSICIAN FEES

To compare the amount that Medicare usn.ia]ly reimburses for physician fees and the
lees that are actually prevailing, data obtained from the 1990 Physician Rider Survey of the
Philippine Medical Care Commission can also be looked at. The exercise is intended to see
bow wide the differences are and if these differences vary across regions, procedures,
bospital stations of providers and room accommodation. The ratios and differences that
would be presented may differ from actual support rates for professional fees to the extent
fhat the physician prices quoted are "net of Medicare’. This refers to the practice of certain
physicians of charging the full amount to patients and then charging Medicare for the
eimbursable amount. The total price of the service thus increases.

. Variations in these differences could point to different incentives for physicians in
the provision/utilization of services covered by Medicare. These differences could also
uplain propensities for physician participation in the Medicare program.

Under the Medicare program I, only inpatient and some family planning procedures
performed by physicians are reimbursable. These benefits have undergone several changes
ver the years, in both the methodology for reimbursement and the amounts to be
rimbursed. -

. At the start of the program in 1972, physicians were reimbursed about P 10 per day
lor inpatient visits, with a maximum of P 100 and P 50 for minor surgeries, P 150 for
medium surgeries and P 350 for major surgeries. No differentiation in reimbursement for
inpatient consultation fees was placed for ordinary or intensive cases. Furthermore, no
differentiation was placed for whether the case was handled by a general practitioner or by
aspecmhst

" The same- ‘methodology for reimbursement of physicians was followed from 1972 to
1986 except that there were adjustments in the reimbursable amounts in 1978, 1984, and
1986, Reforms enacted in 1989 included not only adjustments in the reimbursable amounts
bt also in the methodology for reimbursement. Inpatient consultation fees were
dfferentiated between general practitioners and s'pec1a1ists In addition, maximum amounts
mmbursab]c for a single period of confinement were differentiated according to-whether
he case was an ordinary case or intensive or catastrophic case. Reimbursement for
sugeon's fees was now computed based on the rélative value units of the particular
procedure performed. A peso value per unit and a maximum reimbursable amount were
5o assigned for surgeon's fees. These amounts were adjusted in subsequent reforms in
191 and 1992. :

Tables B1 and B2 compare Medicare reimbursable fees for inpatient visits to
wpaiient consultation fees of practitioners. The comparison will proceed on the basis of
{tes per day for general practitioners and specialists. This is limited in the sense that
‘embursable fees and fees of physicians per confinement episode are not considered. Itis
bossnble that total Medicare reimbursable amounts for confinement episodes as compared
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mth actual professional fees per episode would be less than those on a daily rate. This is
due to ceilings on the amounts reimbursable for an illness episode. For instance, the
cellmgs for a single period of confinement for ordinary cases are P 300 for general
‘practitioners and P 450 for specialists. For intensive or catastrophxc cases, the ceilings are
'P450 for general practmoners and P 750 for specialists:

In 1990-92, Medicare reimbursable fees for inpalient wsxts ranged from 30- 50 of
‘average fees in wards, .14-.25 of average fees in privaté rooms and about .05-.20 average
‘fees in large suites. For the regions in 1990, Medicare Teimbursable fees as a ratio of
‘wtual fees ranged from 0.63 to 1.74 for wards and from 0.20-0.46 for suites. A ratio
‘which exceeds one means that the full amount of the actual fee is covered by Medicare. It
is apparent that in some regions and for some room accommodations, the ratio exceeds one
(Flgure Bl).

- There is a widening gap between Medicare reimbursable fees and actual inpatient
consultation fees as room accommodation becomes more expensive.

The gap between Medicare reimbursable amounts is generally lower for
.Obstetrician-Gynecologists and general surgeons in Metro Manila. The gap seems to be
“Wider for ophthalmologists and ENT's. These trends are also apparent in the PMCC data
as cardiologist and EENT actual fees are higher than Medicare reimbursable fees (Table

B3). For all the other specialties, Medicare reimbursable amounts exceeded actual fees in
1990 for ward patients. However, reimbursable amounts of Medicare begin to fall below
atual fees as room accommodation becomes more expensive.

. Table B4 presents Medicare reimbursable amounts and actual fees by the hospital
_station of the physician. ‘As expected, as the category of the hospital increases, the gap
_between Medicare reimbursable amounts and actual fees widens. However, for primary
and secondary hospitals, professional fees for ward and payward patients are almost always
fully covered by Medicare. Professional fees for inpatient visits in public hospitals in
(ward, payward and private rooms are relatively fully covered by Medicare reimbursable
Lfees Coverage for public hospitals is greater than for private hospitals.

For selected procedures, Medicare reimbursable amounts were computed by
multiplying the corresponding RVUs by the pesos/RVU allowed. RVUs for tonsillectomy,
sppendectomy, cholecystectomy and caesarean section are 4.8, 9.5. 14.5 and 13,
respectively. In 1990, the corresponding peso value was P 187, P 237 in 1991 and P 280
in1992. The corresponding reimbursable amounts were all less than the maximum
alowable of P 4,700 in 1990, P 5,900 in 1991 and P 7080 in 1992 per procedure.

\ In Metro Manila, average charges for the four selected procedures are never fully
.covered by Medicare reimbursable amounts even for patients in wards (Table BS). This is
‘ot the case in the regions where some of'the procedures are fully covered (Figure B2).
Average professional fees for the four procedures in Regions 4 and 12 are above Medicare
f'relmbursable amounts (Table B6).

Tonsillectomy seems to be less covered than the other procedures based on tables
or, Metro Manila. This seems to be the case in the regions although for some regions,
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bnsxllectomy charges are more than fully covered. Appendectomy, cholecystectomy and
uesarean sections have more or less similar ratios of Medicare rexmbursable fee to actual
fees. ,

\ Table B7 shows the rati6 of Medicare reimbursable fee to actual fees by the
pecialty of the physician.  Charges for tonsillectomies performed by EENTS are above
simbursable fees while those of surgeons are below reimbursable fees. Charges for
tppendectomxes are fully covered by Medicare regardless of the provider of the service.
e same is true for caesarean sections.

Average charges for appendectomies, cholecystectomies and caesarean sections are
xlow Medicare reimbursable amounts regardless of the hospital station of the physician
Table B8). Only in the case of tonsillectomies performed by providers stationed in tertiary
lospitals are charges higher than Medicare reimbursable amounts.

" Charges for caesarean sections in bath public and private hospitals are below
Medicare reimbursable amounts. On the other hand, charges for tonsillectomies,
ppendectomies and cholecystectomies performed in private hospitals are above Medicare
rimbursable rates. '



- ~ - Twaro ‘SEMI-PRIVATE ROOM PRIVATE ROOM SMALL (REGULAR) SUITE [LARGE (EXECUTIVE) BUITE
SPECIAL - ¥ e N
: Min. 1 Max. ] Ave. | Min. l Max. l Ava. | Min. I Max, I Ave, Min. | Max. i Ave, - Min. l Max. l Ave.
. All practitioners : . ' .
1990 100 047 035 100 010 024 050 007 0.6 050 0.03 0.11 0.50 0.03 0.03
1991 0.81 013 036 065 013 026 065 007 0.18 065 004 - 013 0.65 0.02 0.10
1992 267 043 043 267 010 03N 160 008 021 160 004 0.15 1.60 0.02 0.11
., General Surgery . )
1990 100 ©020 036 071 013 025 050 008 017 0.36 0.03 0.11 0.25 0.03 0.10
1991 - 0BS5S 0419 042 065 044 030 065 011 0.20 033 007 014 ~ 033 0.04 - c.12
1992 1.60 016 ©40 080 040 029 080 0.08 Q.19 080 0.05 0.13 0.80 0.03 0.103 -
. Obstetrics-Gynecology . . .
1990 . 100 024 041 067 057 030 050 013 0.22 0.50 0.07 0.17 0.50 0.06 0,15
1531 0.81 022 045 0865 017 032 065 011 024 0.43 009 0.18 0.33 0.05 0.14
1992 ' 1.00 032 0.51 080 o021 036 053 0.11 0.25 0.40 007 0.19 0.40 0.06 0.15
. Opthatmology
1990 . 100 . 047 028 050 013 020 033 0.10 0.5 0.25_ 0.05 0.10 - 0.25 0.03 0.08
1991 - 0.43 013 024 033 043 0419 033 007 0144 ‘0,33 0.07 . 0.1t + 0.33 0.02 0.06
1952 080 020 028 027 016 021 0.23 0.11 0.15 020 008 0.12 0.20 0.04 0.07
. Orhopedics b
1950 ' 1.00 020 033 1,00 020 025 050 0.14 021 033 012 0.17 0.33 0.13 0.17
1991 065 028 038 065 020 0.29 065 013 023 065 0.04 0.12 0.65 . 003 © 0.10
1692
. Otorhinolaryngelogy {ENT)
1530 psSo 025 033 025 019 023 020 0.12 0.14 0,2¢ 0.06 0.09 0.20 0.08--- - 0.08}
1991 0.65 022 029 043 018 023 043 011 0.17 0.43 008 0.13 032 0.07 0.12
1992 0.80 ) 0.27 040 053 0.27 0.28 0.53 0.20 0.28 0.53 0,18 0.21 0.40 0.18 . 0.18
. Pedlatrics . ’ .
1950 033 026 o.M 0.25 0.14 0.18 020 o008 O.11 047 0.06 0.08 0.17 0.03 0.04
1991 065 019 033 043 0.13 023 033 0.2 0.17 022 008 012 0.16 0.07 0,11
1992 080 ©027 048 080 020 038 053 0.11 0.23 0.40 0.08 0.16 0.40 0.02 0.12
. General Medlicine
1950 . - . . - - - - - - - - - - -
1991 - - - - . - - - - - - - - - -
1992 183 014 040 183 014 037 110 0.13 0.27 t.t0° 0.08 0.18 1.10 0.02 0.1
. Internal Mediclne
1950 - - - - - - - - - - - - - - -
1991 0.43 022 0.31 0.33 0.6 022 022 013 0.6 0.22 0.04 0.09 0.16 c.03 0.06
1992 1.00 027 046 080 020 036 080 013 0.23 0.80 0.08 0.14 0.80 0.04 0.1

ELT
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Table B2

Medicare Reimbursable and Inpatient Visit Fees of M?dical Practitioners, 1990
(Medicare Reimbursable Fee/Actual Fee) By Region -

Region /1 Ward  Payward Private Suite .

1 llocos Region '0.63 - 0.97 0.69 0.26

2 Cagayan Valley 1.57 1.31 0.39 0.27

3 Central Luzon 1.25 0.91 0.58 0.31

4 Southern Tagalog 0.91 --0.60 0.35 0.27

5 Bicol Region ' 0.98 0.79 0.42 0.22

- 6 Western Visayas 1.50 0.78 0.45 0.21
7 Central Visayas -1.21 0.98 0.50 0.20

' 8 Eastern Visayas .74 1.86 0.90 0.40
9 Western Mindanao 1.02 0.97 0.57 0.29

: 10 Northern Mindanao 1.45 1.23 0.74 - 0.46
11 Southern Mindanao 1.08 0.92 0.65 - 0.24
12 Central Mindanao 0.84 0.63 0.40 0.30

] 1 Results for NCR were not included due to only eight sample points.

- Source: PMCC, Physician Rider of the'.1990 Support Value Survey
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Table B3

Medicare Reimbursable and Inpatient Visit Fees of ‘Mec_;'iical Practitioners, 1990
(Medicare Reimbursable Fee/Actual Fee) By Specialty

Specialty - Ward Payward Private Suite
. Anesthesiology 1.50 1.42 1.10 0.35
Cardiology 092 063 0.28 0.21
General Practice - 1.05 0.95 0.52 0.23
'Internal Medicine 106 077 045  0.30
EENT _ 0.92 085 - 055 0.31
Obstetrics-Gynecology 1.14 089 ° 052 0.32
Pediatrics 1.04 079 - 0.50 0.30 -
Surgery 1.21 1.12 0.72 0.30
‘Traumatology 1.21 0.93 - 0.53 0.32

Source: PMCC, Physician Rider of the 1990 Support Value Survey




Table B4 -
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‘Medicare Reimbursable and Inpatient Visit Fees of Medical Practitioners, 1990
(Medicare Reimbursable Fee/Actual Fee) By Hospital Category and Type '

Ward  Payward Private Suite
Hospital Category
Primary 1.10 0.98 0.63 0.38
Secondary 1.29 1.06 0.65 0.28
Tertiary , .09 0.77 - 0.40 0.26
Type of Hospital
Public | 1.60 1.27 0.97 0.41
Private | 0.95 0.85 0.48 0.27

‘Source; PMCC, Physician Rider of the 1980 Support Value Survey




‘Medlcare surge'oh:s Fee and Fees for Selected Pro
. {Medilcare Surgeon’s Fee

T wiste e

cedures of Medical P
{ Fees for Selected Procedures) /2

R

ractitioners |

n Metro Manfla, 1990-1992 /1

, WARD SEMI-PRIVATE ROOM PRIVATE ROOM| SMALL {(REGULAR} SUITE| LARGE {EXECUTIVE) SUITE
PROCEDURE | - ' : :
Miq. Max. | Ave. Min. Max, Ave. Min. | Max. [ Ave. | Min. Max. Ave, Min. Max. Ave.
TONSILLECTOMY
1990 112 022 036 0.90 0.22 032 060 018 025 0.41 '0.15 0.21 0.30 O.bg 0.17
1991 076 023 035 0.57 0.16 0.29 0.38 014 022 038 0.1 0.19 0.28 0.08 0.16
1882 067 022 035 1.34 0.22 035 080 019 028 067 0.17 0.24 0.45 0.13 0.21
APPENDECTOMY
3 1990 . - 178 030 048 1.37 0.22 042 089 D048 033 088 0.15 0.26 0.89 0.12 0.22
1991 224 032 0.54 149" 022 043 050 022 035 -0S0 0.15 * 0.29 0.0 0.11 0.24
19582 . 177 027 058 1.77 0.27 0.49 177 027 040 177 0.18 0.32 1.77 0.13 0.27
CHOLECYSTECTOMY
1990 080 018 043 0.85 0.18 0.38 080 0.14 031 054 0.11 0.24 0.54 0.09 0.18
1981 2.28 023 047 1.71 0.20 0.40 1.14 0.4 0.31 1.14 0.11 0.25 1.14 0.11 0.20
1992 081 020 049 162 020 0.41 081 013 033 081 0.12 0,26 0.81 0.10. .. 0.21
CAESAREAN SECTICN
1990 122 027 046 '~ 0.81 024 0.38 069 016 0.31 0.61 0.12 g25 - 0.61 0.12 0.21
1991 1.02 031 048 0.77 0.20 0.41 061 0620 635 056 0.15 0.28 0.51 0.15 0.23
1992 1.21 0.24 0.56 1.04 0.24 0.49 .81 0.18 03% 0.66 0.18 0.32 0.56 0.15 0.27
1 Quoted fees are for all practitioners who responded to the particular question ,
12 Medicare surgeon’s fees were computed by applying the relative value units of the particular procedure to the allowed reimbursement per unit.

Tonsillectomy was accorded 4.8, appe
amounts per RVU were P 187 in 1950,

ndectomy 9.5, cholec
P 236 In 1991 and P280 in 199

allowable of P 4,700 In 1990, P 5,800 In 1881 and P 7,080 In 1992,

Source:” Wyatt Survey of Physician Fees, 1990, 1991 and 1892

ystectomy 14.5 and caesarean sec
2. The corresponding reim

tion 13 R

VUs respectively. The corresponding reimbursable
bursable amounts were all less than the maximum
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: Medicare Reimbursable Fees and Fees fer Selected Procedures, 1990
(Medicare Reimbursable/Actual Fee) By Region / 1

" TableB6 -

REGION /2 TONSILLECTOMY APPENDECTOMY CHOLECYSTECTOMY CAESAREAN
: ; SECTION

1 Hocos Region 1.69 1.52 1.85 1.79

2 Cagayan Valley 1.30 2.11 3.80 2.47

3 Central Luzon 1.40 1.98 2.45 1.88

4 Southern Tagalog 0.41 0.79 0.83 0.91

5 Bicol Region 1.75 1.56 1.74 2.04

6 Western Visayas 0.24 1.38 0.48 3.46

7 Central Visayas ~ 0.62 0.82 - 0.69 - 3.25

8 Eastern Visayas 2.24 1.96 2.17 2.24

9 Western Mindanao - 0.74 - 1.86
10 Northern Mindanao 0.66 1.47 1.18 1.73
11 Southern Mindanao 0.84 1.11 1.14 2,22
12 Central Mindanao 0.34 0.51 0.60

0.46

/ 1 Medicare reimbursable fees were computed by applylng the relative value units of the particular proceduré
to the allowed reimbursement per unit. Corresponding RVU's for tonsiltectomy, appendectomy, cholecystectomy '
and caesarean section are 4.8, 9.5, 14.5 and 13, respectively. The reimbursable amount in 1930 was P 187 per RVU.

/ 2 Results for NCR were not included due to only eight sample points.

Source: PMCC, Physician Rider of the 1990 Support Value Survey

8L1



= Table B7 .°

Médicés?é Reimbursable Fees and Fees for Selected Procedures, 1990
' (Medicare Reimbursabie/Actual Fee} By Specialty /1 -

| SPECIALTY TONSILLECTOMY APPENDECTOMY CHOLECYSTECTOMY CAESAREAN |

- | SECTION
Anesthesiology 087 118 164 151
Generéi Practice . 1:47 - 4,04
EENT 0.51 - - -
Obstetrics-Gynecology'/‘ Lo 158 - " 1.26
Pediatrics | - 483 | ; -
Surgery | 0.84 1.15 1.12 169

/1 Medicare reimbursable fees were computed by applying the relative value units of the particular procedure
to the allowed reimbursement per unit. Corresponding RVUS for tonsilleclomy, appendectomy, cholecystectomy
and caesarean seclion are 4.8, 9.5, 14.5 and 13, respectively. The r2imbursable amount in 1990 was P 187 per RVU.

Source: PMCC, Physician Rider of the 1990 Support Value Survey

BLT



" Table B8

" Medicare Reimbursable Fees and Fees for Selected Procedures, 1990
(Medicare Reimbursable/Actual Fee) By Hospital Category and Type / 1

'TONSILLECTOMY APPENDECTOMY CHOLECYSTECTOMY CAESAREAN

- SECTION
Hospital Category
Primary 1.53 1.54 2.56 3.45
Secondary 1.08 1.30 1.57 1.66
Tertiary 0.78 1.28 1.13 1.30
Type of Hospital
Public - 1.80 2.32 2.89 3.19
Private 0.38 0.90 0.51 1.32

{ 1 Medicare reimbursable fees were computed by applying the relative value units of the particular procedure
ta the allowed relmbursement per unit. Corresponding RVU's for tonsiilectomy, appendectomy, cholecysteclomy
and caesarean section are 4.8, 9.5, 14.5 and 13, respeclively. The reimbursable amount in 1990 was P 187 per RVU. -

Source: PMCC, Physician Rider of the 1930 Support Value Survey

08T
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Figure B.1

Reimbursable/Inpatient Fee by Region
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Part II: Dentists
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Figurc B.2

Reimbursable/Fee bf Selected Procedure

By Region

Cacsarean -
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‘1, INTRODUCTION

. In a recent review of the health care sector, it was noted that there seems to
“be low levels of dental care service utilization.! Data:cited from the 1987 National
. Health Survey indicate that while about half of the poi)ulauon have dental problems
like tooth decay, crooked teeth, missing teeth, and bléedmo gums or loosened teeth,
only about one fifth sought care in the last twelve monthsprior to the survey date.
Levels of utilization by region varied, with the lowest utilization found in Region 7,
15.7 percent, and the highest rates found in Region 4, 24.4 percent (Table 1.1).

The low level of utilization of dental care services is also reflected in the
"proportion of health care expenditures that are spent for dental charges (Table 1.2).
.The 1988 Family Income and Expenditure Survey report that households belonging
“to the lowest income quintile spend less than half of a percent of their total health

care expenditures on dental charges. The proportions increase as one goes to higher
income quintiles, i.e., 1.39 percent for the second income quintile, 1.95 percent for
the third income quintile, 2.32 percent for the next income quintile and 4.03 percent
for the highest income quintile. These imply that those with Jower incomes have
lesser utilization of dental services than those with higher incomes.

Differences in the utilization ot specitic dental services are also apparentas—— - -

viewed in terms of the proportion of the population who visited a dentist for specific
~services and the average number of visits for specific services (Table 1.3). The

" proportions of those who visited for fillings and cleaning of teeth remain relatively

" low, about 2.0 percent and 5.9 percent for the whole population. The proportions
of those with check-ups are 10.6 percent and those with extractions are 11.8 _
percent. Interregional differences are also noticeable, for instance, the proportion of
those who visited the dentist for check-ups is highest in the National Capital Region
which also registers one of the lowest proportion of patients who visited for
extractions. The highest proportion of patients who visited the dentist for
extractions comes from Regions 3 and 4 while those who vmted for cleaning of
teeth come from NCR and Reglon 3.

Of those who sought care, about 36 percent consulted RHU dentists or
government hospital dentists while about 37 percent consulted private practitioners.
‘School dentists remain as significant providers of care specially in Regions 1, 5, 6,
and 7. Assuming that a significant part of school dentists is public school dentists,
then the main providers accessed by those seeking care are public dental
practitioners.

The low rates of utilization of dental services can be explained to a
significant extent by considering the patterns of demand for these services, Bautista

! Her_n'n. et al. Heallh Seclor Review: Philippines, HFDP Monograph No. 3, March 1991



- Percent ofPo;’:ylatloﬁ-Aged 6 Years and over with Dé,nta,I'P'rob’lerns and Utilization of Dental Services

% of Utilization Dental Practitioner Consulted (% of population} -
population - of dental '
Region with dental services | RHU - Govt School Private Compan Herbo- Others
problems ' Dentist hospital dentist dentist Dentist larlo ‘
dentist ‘

Philippines - 486 20.8 22.0 14.5 16.7 373 3.1 4.9 1.5
National Capital Region - . - 426 23.3 16.2 21.2 12.8 41.9 6.2 0.8 0.9
4 [llocos Region 52.0 23.7 24.0 11.6- 235 . 343 . 1.8 26 22
2 CagayanValley - ‘ 53.2 18.8 316 13.3 12.9 340 . 20 22 40
3 Central Luzon 51.0 240 22.8 9.6 71 56.5 1.7 1.8 0.5
4 Southern Tagalog 43.8 24.4 25.8 12.0 107 436 2.7 4.4 0.8
.5 Bicol Region . 50.4 19.6 15.8 8.9 27.6 32.7 0.3 12.9 1.8
6 Western Visayas 53.2 17.8 18.3 15.0 32.0 28.1 10 - 389 1.7
7 Central Visayas 40.3 18.7 26.9 6.6 34.8 226 16" " 82 1.3
8 Eastern Visayas 51.0 19.2 20.9 25.1 19.7 22.8 1.3 8.6 1.6
9 Western Mindanao 48.3 19.1 12.2 .26.0 144 - 349 0.1 104 = 20
‘40 Northern Mindanao 52.4 19.9 28.3. 19.4 11.5 197 - 98 g4 18
41 Southern Mindanao 50.7 16.9 29.4 12.8 6.5 36.0 6.0 7.0 23
.42 Centrai Mindanao 57.0 . 213 18.6 9.8 18.2 41.9 3.8 59 1.8

Source of data: National Health Survey, 1987

S8t
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Table 1.2

Expenditures for Dental Services
by Expenditure Class

| Expenditure Mean ' Percent of

Class Total Dental Total Medical
Expenditures Expenditures

1 043 0.26

2 345 1.39

3 1140 1.95

4 ... 3260 232

5 1834.28 4.03

Source: Bautista, 1993



- Type of service

- Dental Cieaning Flouride

'Filling

Relief

12.1 4.9 1.2

' Region Extraction =~ Gum Others
- check-up  of teeth . therapy treatment - of pain -
Philippines 06 58 12 11.8 17 20 32 1.1
National Capital Region - 17.0 108 21 8.3 1.4 3.9 3.3 1.2
1 llocos Region 120 62 11 13.9 19 15 2.7 14

2 Cagayan Valley 75 32 09 12.3 1.4 1.2 1.6 1.0
3 Central Luzon 12.1 65 16 156 22 2.8 43 1.4

4 7Souther’h Tagaloé “10.7 - 83 - ..08 - 14.6 1.9 2.2 3.0 0.9
5 Bicol Region 9.8 66 1.0 106 16 17 3.0 1.1
68 Western Visayas 9.3 5.3 13 10.0 1.5 1.3 24 10
7 Central Visayas 69 . 80 11 7.3 1.5 16 7 28 1.2
8 Eastern Visayas 8.1 3.8 1.2 13.1 2.0 23 3.2 1.3
9 Western Mindanao 8.8 3.8 0.9 12.3 15 1.1 3.8 1.2
|10 Northern Mindanao 10.0 0 14 11.6 1.4 18 34 0.9
11 Southern Mindanao 6.6 1.9 0.7 12.1 1.0 1.1 2.5 0.6
12 Central Mindanao 11.9 2.2 1.7 4.0 0.9

Source of data: National Health Survey, 1987

L8T



(1993) has calculated the income elasticity of expenditures for dental health services
to be about 3.716. This means that a ten percent increase in income leads to a
thirty-seven percent increase in expenditures for dental care services. Furthermore,
tere are higher income elasticities for those in the lower income quintiles, i.e.,
3,686 for the lowest income quintile as opposed to 2:535 for the highest income
iquintile This has been interpreted as indicative of the higher sensitivity of the
-poor's availment of dental care services as income 1ncreases Given the low levels
of income prevailing, low levels of utilization result.: Arl interesting follow-up- .
question is whether there are income elasticity differences for specific dental care
services.

In the same study, the choice of whether a person will seek health care
services outside the home and the choice to see a public or private provider for the
services were also studied. Although dental services were not dealt with

“specifically, the results were illustrative as to the determinants that could possibly
affect the utilization of dental care services and the choice of provider. In
estimating the determinants of market entry decisions for adults, a significant factor

.which deterred individuals from seeking care was the perception of distance.

‘Individuals who located in urban areas where health care facilities proliferate and

-where transportation is relatively easier, were more likely to seek care outside the
home. On the other hand, estimates for. seeking care in a private facility show that
location in an urban area was more likely to lead to a choice of private provider for
health care services.

The present low levels of utilization of dental health services and the high
income elasticity for these services suggest that substantial increases in demand
could result as the general economy and the incomes of the populace improve. This
supposition can lead to a host of questions as follows.

~ If the perception of distance to a provider is to be taken as an important
determinant ofseeking care outside the home, then demand for dental care services
is translated into utilization if there are dental care providers available within
reasonable distances. The question arises therefore if there are or will be sufficient
‘providers to help translate these demands to increased utilization. The availability
of dental care providers is therefore a concern if the increased demands and
utilization are to be met. ‘
, Since distance to a provider is a main concern, then the distribution of dental
care providers may be the more significant issue than the number of providers.
Although perceptions of distance to a provider are also determined by infrastructure
conditions such as roads and availability of transportation, a provider still has to be
present at the particular convergence point, What then determines the distribution
of dentists in the Philippines? - Will increased demands automatically translate into
provider availability?

Another question that can be brought to bear on the discussion of increasing
utilization for dental care services is the effects of increased deniands on total
expenditures for the same. This does not refer only to the services in general but
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increased demands for specific dental services such as fillings, extractions, check-
ups and the like. Table 1.3 suggests that there are interregional differences in
utilization of specific dental services. If regional differences are taken to proxy
income levels, then it is reasonable to suppose that increases in demand for dental
care services as incomes increase also translate to different increases in demand for
specific dental care services. Greater increases in demand for specific dental .
services relative to others could also bring about shifts in the providers chosen for
care. This is reasonable to suppose if public and ptivate providers differ in the
emphasis of the services that they provide. While incréased utilization of services
leads to increased expenditures, the magnitude of the increases will also depend on
the prices charged for these services.- This is specially relevant if there is a shift in
the utilization from publicly provided services to privately provided services. Will
increasés in demand lead to price increases? What other factors determine prices?

These questions motivate the analyses to be presented in this paper. The
paper then attempts to contribute in answering these questions by studying dentist -
practice pattemns, specifically their location decisions, and the determinants of
dentist prices.

The second part of the paper focuses on studying the current dentist
distribution and analyzing some factors which could influence their location
decisions. This part of the paper also presents a description of the profile of other
aspects of dentist long-term decisions such as mode «f employment, edication and
type of business.

‘The third part of the paper presents trends and determinants of dentist prices,
specifically the prices charged by self-employed dentists.. Realizing that pricing
decisions is part of decisions which encompasses dentist work effort, inputs and

“outputs, some trends in these short-run decisions are presented.

2. DENTIST CAREER PATTERNS AND DECISIONS: FOCUS ON
LOCATION |

This part of the paper attempts to describe aspects of dentist career patterns
.and decisions, particularly dentist location decisions. Toward this end, the first part
of this section provides a general description of the primary data used in the
analysis. This includes a general description of the survey including sampling
procedure, questionnaire used in the survey and implementation of the survey
proper. This is followed by a discussion of the results of the survey on the
distribution of dentists and a profile of other dentist practice patterns. Finally the
last part discusses the conceptual framework used, the determinants of private
dentist location -decisions-and some issues and implications of the results. _
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2.1 The 1990 Dental Manpower Survey®

The 1990 Dental Manpower Survey (DMS) was conducted in order to assess
the country's dental manpower and the profile of dental economics. Specxﬁcally, its
"aims were the following:

a) To determine the ratio of dentist to population per region,

b)  To identify the various categories and distribution of dental
manpower in the country,

c) To determine the distribution and classification of equipment and
facilities used in government and private dental service, and

d) To assess the average monthly income of the dentists derived from
the practice of the profession.

It was conducted as a joint undertaking of the Dental Health Service of the
Department of Health (DOH) and the National Statistical Coordination Board
(NSCB). The latter agency provided partial funding and technical assistance while
the former was tasked with the implementation of the survey. The survey, which
was conducted in all regions and provinces nationwide, encompassed questionnaires
‘on the dental manpower, dental auxiliaries and the economics of dental practice.
‘The entire project was conducted from January 1990 to the second quarter of 1991
-due to interruptions brought about by natural calamities.

Sampling design; Construction of the sampling frame involved the
submission of the number and names of dental manpower falling under the areas of
jurisdiction of the Regional Health Offices of the DOH, the School Health and
‘Nutrition Center of the Department of Education, Culture and Sports (DECS), the
Metropolitan Manila Authority (MMA) and the Armed Forces of the Philippines
'(AFP).. This exercise provided a count and distribution of existing dental health
manpower in the country. ‘

These dental_health workers were categorized into government dentists,
.occupational or establishment dentists, school dentists, private dental practitioners
and dental aides/assistant/helper/prosthetic dental technicians, by province and by
region. A systematic random sampling scheme was adopted where a 10 percent
sample was drawn for every category of dental manpower by area. In cases where
the population was less than ten, two random subjects were selected. This sampling
design yielded a total number of 1,721 which is more than ten percent of the 12,821
dentists included in the sampling frame. |

e Thxs descriplion of lhe survey is based mainly on “National Survey of Denlal Manpower and
the Economics of Denlal Practice 1990: An Inilial Reporl” by lhe Dental Health Service, Depariment of
Health.
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Questionnaire. Dentists included in the survey were asked to fill up two
questionnaires, a dental manpower survey form and the economics of dental practice
form (See Appendix A). The dental manpower survey form consisted of questions
on the dentist's age, sex, civil status, education, employment status and type-of
practice or business. The economics of dental practice form consisted of questions
on the dentist's gross monthly income, working hours and days per week, average
number of patients a day for specific services, types and quantity of
dental/laboratory equipment used, clinic expenses, dnd maximum and minimum
clinic charges for selected services.

Implementation and processing.. The questionnaires were distributed to the
reglonal coordinators of the project. These coordinators then turned over the
questionnaires to the Dentist II assigned in the respective municipalities for
distribution to the dentists selected as respondents. The questionnaires were Jargely
self-accomplished.

Upon collection of the survey returns, the same were submitted to the
reglonal coordinators, and subsequently to the Dental Health Service. Further
“editing of the questionnaires was performed after which an outside ﬁrm was -
contracted for data encodmg and processmg : -

2.2 Dentist Distribution

The construction of the samplihg frame of the Dental Manpower Survey
(DMS) has resulted in a very important output-—-a count and distribution of dentists
_practicing in the Philippines as of 1990.

Counting the number of practicing dentists in the country is no easy task
given the dearth of data on health human resources. Several methodologies were
attempted but each had its limitations. One such approach was to document the
_ sources of increments and decrements in the stock of manpower in the country.
This approach is embodied in the followmg identity:

Net Stock, = th Stock,, + New Licensees, -
- ( Deaths, + Retirements, + Permanent
Migrations, + Temporary Migrations, )

Therefore, the number of practicing dentists at time t is just the sum of the previous
year's stock and the additions to the stock in terms of new manpower produced and
licensed less decrements in terms of retirees, deaths and migrations.

_ Counting the number of practitioners by way of this approach provides the
most information useful for policy in that it identifies the possible areas where
policy interventions may be necessary. On the other hand, it.is the most intensive -

i its data requirements. While data on new licensees are available with the

Professional Regulation Commission, the other components of the equation have

imited if not deficient data. -For instance, the number of permanent immigrants is

10t available; furthermore, assumptions would have to be made regarding death
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rates and retirement rates of dentists. If we also consider dentists shifting to other
occupations as retirements, then data for this is simply unavailable. Therefore, the
- relative advantages of using this approach increase with the quality of the data used
.for the components of the identity. '

Another approach that has been used is to count the number of practitioners
through their institutional affiliations. This would mean counting the number of
providers employed in the government either through rural health units, government
health offices, public hospitals and schools or those employed or affiliated with
 private hospitals and clinics. This approach was used by Reyes and Picazo in their
1990 study. However, the accuracy of this approach depends on the propensity of

" the health practitioner to be affiliated with an institution. Counting physicians
through this approach, for instance, may be worthwhile since physicians are, more
often than not, affiliated with a hospital gven as they maintain their private clinics.
In the case of dentists, however, this approach may be limited since it is possible for
dentists to maintain their own private clinics without even being affiliated with any
government or private health institution, .

Another institution which can be considered would be their professional
. associations. However, this approach may also be limited since not all practitioners
are members of their professional associations. The DOH on the other hand, has
yearly data only for DOH dentists.

In the light of these limitations, the count which was conducted by the
Dental Health Service overcame some of the limitations of the different approaches.
‘Since it counted the number of dental manpower existing in the country, it
circumvented the need to count those who were abroad. In addition, since the count
was not limited by the institutional affiliation, even private general practitioner
dentists were included in the count. As a baseline estimate, the count provides an
‘approximate number from which estimates from other approaches can be compared.

About 12, 821 dentists were practicing in the Philippines in 1990 (Table 2.1).
“This count seems reasonable based on the unofficial estimates of the professional
association of the number of practitioners of 10,000 in 1987 (Reyes and Picazo),
and the number of newly registered dentists for 1988, 1989 and 1990 of 4,480
(3,213 if only 1988 and 1989 are taken into account). The difference could be
accounted for by migrations, deaths and retirements.

"About 41.7 percent of dentists were located in the National Capital Region
(NCR), 13.6 percent in Region 4 (Southern Tagalog) and 10.2 percent in Region 3
(Central Luzon). Regions 9 and 12 had the least number of dentists, 1.8 percent
each.

Another way to look at the distribution of dentists is to consider the number
of population per dentist (Table 2.1 and Fig. 2.1). Population per dentist ranged
from about 1,483 in the NCR to about 13,000 plus for Regions 9 and 12.
However, there were regional differences as shown in the Figure. Regions 3, 4, 7
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Distribution .of Dentists, 1990
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_ S Number of Dentists - |Dentist to
Region and Province Total |Population
Government| Private Total Population |Ratio
Philippines .2979 9842 - 12821 60,684,887 | 1: 4,733
National Capital Region 803 4543 5346 7,928,867 | 1: 1,483
Cordillera Adminlstrative Reglon .
Abra 14 8 22 184,743 | 1: 8,397
Benguet 39 157 196 485546 | 1. 2477
lfugao 6 2 8 147,281 1. 18,410
Kalinga Apayao 16 2 18 211,775 | 1: 11,765
Mountain Province 9 6 15 116,535 | 1:7,769
Total 84 175 259 1,145,880 1 1. 4,424
Region | - llocos Region
| llocos Norte 28 . - 48 76 461,661 1: 6,074
llocos Sur 25 + 39 64 - 519,930 1: 8,124
La Union: 22 50 72 - 548,742 1:7,621
Pangasinan ‘ 78 151 229 2,020,273 | 1: 8,822
Total 153 288 441 3,550,606 ( 1: 8,051
Reglon Il - Cagayan Valley
‘| Batanes 3 0 . 3 15,026 | 1: 5,009
Cagayan 43 34 77 829,974 | 1: 10,779
Isabela ' 41 ' 85 126 1,080,341 1. 8,574
Nueva Vizcaya 14 24 38 301,179 1. 7,926
Quifno - - - - 7. 1 . .8 114,132, 1: 14,267 -
Total 108 144 252 2,340,652 | 1:9,288
. |Region it - Central Luzon,
‘| Bataan 16 53 109 425803 | 1: 3,906
Bulacan 42 327 369 1,505,219 | 1: 4,079
- Nueva Ecija 51 160 211 1,312,610 | 1: 6,221
Pampanga 69 289 358 1,532,682 | 1: 4,281
Tarac 40 73 113 859,651 1: 7,608
Zambales 23 127 150 562,992 | 1: 3,753
' Total 241 1069 1310 6,198,957 | 1: 4,732
Reglon IV - Southern Tagalog
Aurora 13 7 20 139,586 | 1:6,979
' Batangas 70 287 357 .1,476,783 | 1: 4137
Cavite 46 303 349 1,152,534 | 1: 3,302
" Laguna 40 294 334 1,370,232 | 1: 4,102
‘Marinduque eh| 7 18 185,524 | 1: 10,307
" Qccidental Mindoro 16 16 32 282,593 | 18,831
- Qriental Mindoro 15 55 70 550,049 | 1:7,858
Palawan 31 . 21 52 528,287 | 1:10,159
., Quezon 52 150 202 1,372,381 1: 6,794
Rizal 57 233 290 980,194 | 1: 3,380
Remblon 19 2 21 227,621 1:- 10,839
Total 370 1375 1745 8,265,784 | 1: 4,737
-|IReglon V - Bicol Regio
Albay G - - 41 84 2125 - 903,023 1:7,224
Camarines Norte 15 50 65 390,982 | 1:6,015
Camarines Sur 49 107 156 1,305,919 | 1: 8,371
Catanduanes 16 5 21 187,000 1: 8,905
Masbate 27 7 34 509,915 1: 17,645
Sorsogon 26 .. 25 -1 522,960 | 1: 10,254
o Total 174 . | 278 . 452 3,909,799 | 1: 8,650
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Number of Dentists Dentist to
. Region and Province Total Population
Government| Private Total Population |Ratio
Reglon VI - Western Visayas ; .

.| Aklan ' 16 16 32 380,497 | 1. 11,891
Antique 16 19 35 406,361 1: 11,610
Capiz 31 26 57 584,091 | 1:10,247
lloilo 80 164 244 1,647,486 1:.6,752
Guimaras (sub-prov. of lloilo) 3 0 3 - 117,990 ¢ 1: 39,330
Negros Occidental 55 . 133 188 2,256,908 | 1: 12,005

Total 201 358 559 5,393,333 | 1: 9,648
Region VIl - Central Visayas _

. Bohol 40 - 38 78 948,315 1: 12,158
Cebu 132 597 729 2,645,735 | 1:3,629
Negros Oriental 30 36 66 925,311 | 1: 14,020
Siquijor ' 4 2 6 73,790 | 1: 12,298

Total 206 . 673 879 4,593,151 | 1: 5,225
Region VIII - Eastern Visayas

Eastern Samar 19 | 12 31 329,335 1: 10,624
Leyte . 60 49 109 1,368,510 | 1: 12,555
'Biliran (sub-prov. of Leyte) 6 4 10 118,012 | 1: 11,801
Northern Samar ' - 23 13 36 383,654 1: 10,657
Samar (Western Samar) 32 9 41 533,733 1: 13,018
. Southern Leyte 14 7 21 321,940 | 1: 15,330
- Total 154 94 248 3,055,184 | 1: 12,319

Region IX - Western Mindanao -
Basilan’ 6 4 10 243,091 | 1: 24,309
Sulu 10 6 16 469,971 | 129,373
Tawi-Tawi . 7 0 7 228,204 | 1: 32,601
‘Zamboanga del Norte 24 24 48 673,774 | 1. 14,037
Zamboanga del Sur ~ 58 91 149 1,544,157 | 1: 10,363
' Total 105, 125 230 3,159,197 | 1. 13,736

Region X - Northern Mindanao :
Agusan del Norte 18 37 55 465,458 | 1. 8,463
Agusan del Sur 15 - 9 24 420,763 | 1. 17,532
Bukidnon 32 - 32 64 843,959 | 1: 13,187
Camiguin o 6 0 6 64,247 | 1: 10,708
Misamis Occidental - - 16 - 33 49 - 424,365 | 1. 8,661
Misamis Oriental 46 . 66 112 865,051 | 1:7,724

' Surigao del Norte 23 18 41 425,978 | 1: 10,390

Total 156 195 351 3,509,821 | 1: 9,999

Region XI - Southern Mindanao
Davao 29 40 69 1,055,016 | 1: 15,290
Davao del Sur 40 247 287 1,482,648 | 1. 5,166
Davao Oriental 14 4 18 394697 | 1:21,928
South Cotabato 28 73 101 1,072,617 | 1: 10,620
Surigao del Sur 28 9 37 452,098 } 1. 12,219

Total 139 373 512 4,457,076 | 1: 8,705

Region Xl - Central Mindanao
Lanao del Norte | 17 37 54 614,092 | 1: 11,372
Lanao del Sur 15 - 8 23 599,637 1: 26,071
Maguindanao 22 21 43 757,739 | 1. 17,622
North Cotabato 17 61 78 763,995 1: 8,795
. Sultan Kudarat 14 25 39 435,905 [ 1: 11,177

Total 85 152 237 3,171,368 | 1. 13,381

‘Source of basic data: DOH National Survey on Dental Manpower, 1990
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: Figurc 2.1

POPULATION PER DENTIST, 1990
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and CAR had relatively high dentists per population while regions 1, 2, 5, 6, 10 and
11 had higher population per dentist.

Not only were there regional dlfferences in populanon perdentist. A closer
look at the table reveals that there were differences in dentist density within regions.
These variations were apparent in CAR, Regions 4, 5, 7, 10 11 and 12, where

"provincial population per dentist ratio covered a wide spread,

Unevenness in the distribution of dentists within a province can also be
found by looking at the distribution of respondents to the DMS (Table 2.2). Asan
_ approximation of the distribution of dentists within a province, the results suggest
that majority of the dentists converge in the urban-city centers. Only about
one-third of dentists locate in the rural-municipalities.

- Less than one-fourth of all dentists in the Philippines were government

. dentists. The rest were connected with the private sector. Regions 8, 9, 10 and 2
had relatively hlgher proportions of government dentists than private dentists (Fig.
L 2.2). -

Due to their relatively larger numbers, the location decisions of private
dentists have had larger influences on the distribution of dentists, as Figures 2.2 and
2.3 show. The proportions of government dentists to the total number of dentists
. were relatively higher in areas with high population per dentist ratios. Likewise,
" population per government dentist showed a more stable trend than population per
. private dentist.

Among private dentists, i.e., those who are self-employed or are private
employees, the most dominant form of organization was still the single-ownership
or proprietorship (Table 2.3). More than three-fourths of private dentists were

“single owners. About 16 percent worked in partnerships or group practices while
about four percent belonged to corporations.

As expected these forms of organization were found in the more developed
regions in the country. As seen in Table 2.4, Central Visayas, Southern Mindanao
and the NCR boast of a more varied distribution of dentists by type of business.
Within specific regions, urban areas supported a more varied form of organization
than rural areas. Exceptions to these trends were in Southern Mindanao and Central
,Mmdanao where the rural areas supportcd more varied forms of organization than
the cities.

A dentist's educational attainment is one of the many indicators that can be
used to infer the quality of dental services that they render. - Note that this indicator
belongs to what one may call as " structural' indicators of quality.* On the other

‘ J Slructural aspecls of qualily are (he relalively easier ones lo observe such as the chaznliness of Lhe facility. amnﬁﬁes and the
+ educational allainmenl of the provider. These are lo be dilferenlialed from process measures which refer to Lhe modalilies or process

* followed in Lrealmenl and oulcome measures which refer lo the oultome of care,



Table 2.2

. Denti—st_ Respondents by Location

Urban Rural Total
Region No. Percent No. Percent
[ Hocos Region 32 55.17 26 44.83 58
It Cagayan Valley - - - 30 100.00 30
[l Central Luzon 32 22.07 113 77.93 145
IV Southern Tagalog 76 37.81 125 . . 62.1¢9 201
V  Bicol Region 22 35.48 40 64.52 '62
VI  Western Visayas - 55 53.40 48 46.60 103
VIl Central Visayas 88 76.52. 27 23.48 115
Vili Eastern Visayas 25 41.67 35 58.33 60
X Western Mindanao 29 55.77 23 44.23 52
X Northern Mindanao 38 49.35 39 50.65 S &
Xl Southern Mindanao 29 46.03 34 53.97 63
Xil  Central Mindanao 17 38.64 27 61.36 44
CAR Cordillera Admin. Region 15 57.69 11 42.31 26
- |NCR National Capital Region 684 100.00 - - 684
PHILIPPINES 1142 66.40 578 33.60 1720

Source of basic data:. DOH National Survey on Dental Manpower, 1990
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Figure 2.2

Private and Government Detists, 1990
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Table 2.3

Private Dentists by Type of Practicé/Business

Type of Practice Number Percent
Single bwnership 876 78.92
Partnership 163 14.68
Corporation - 46 4.14
Group practice. 25 2.25

N= 1110 100.00

Source of basic data: DOH National Survey on Dental Manpower, 1990

200
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Table 2.4

Private Dentists by Type of Business and Régi'on

Type of business

Region -

Single Partner-  Corpora-  Group N

Ownership ship tion Practice '

I llocos Region 28 2 o2 1 33
84.85 6.06 6.06 3.03 100.00

I Cagayan Valley 16 . - - - 16
100.00 100.00

il Central Luzon 82 12 2 - 96
- 85.42 12.50 2.08 100.00

IV Southem Tagalog 125 18 - 1 144
' 86.81 .12.50 0.69 100.00

V  Bicol Region 30 5 - - 35
85.71 14.29 - 100.00

VI Western Visayas 40 4 3 - 47
85.11 8.51 6.38 100.00

VIl Central Visayas - 57 10 6 5 78
73.08 12.82 7.69 6.41 100.00

Vill. Eastern Visayas 16 1 2 - 19
84.21 5.26 10.53 100.00

1 Westem Mindanao 21 3 | - - 24
' C ‘ 87.50 12,50 ' 100.00
‘X Northern Mindanao 29 1 BT - 40"
‘ : 72.50 2.50 25.00 100.00

Xl Southern Mindanao 29 8 4 1 42
69.05 19.05 9,52 2.38 100.00

Xl Central Mindanao * 21 2 - - 23
91.30 8.70 100.00

CAR Cordillera Admin. Region 19 4 . ; 24
79.17 ' 16.67 4.17 100.00

NCR National Capital Region 363 93 16 17 489
74.23 19.02 3.27 3.48 100.00

Source of basic data: DOH National Survey on Dental Manpower, 1990
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hand, the educational attainment of a dentist could also reflect exposure to different
treatment approaches and techniques.

As encoded, the DMS classifies educational attainment into two, whether a
dentist holds a BS degree only or whether they also obtained post-graduate studies.
However, post-graduate studies include full-fledged residency programs leading to
specialization and short-courses on dental topics like orthodontia. These have to be
borne in mind as data on educational attainment is presented.

Table 2.5 notes that a larger proportion of government dentists (9.3 %)
obtained post-graduate studies relative to self-employed (4.3%) or private employee
dentists (3.5%). It can be supposed that there are greater incentives for government
dentists to obtain post-graduate studies since these are the main avenues by which
they can be promoted.

- Some regions in the Philippines may not have had the benefit of enjoying the
services of dentists with post-graduate education. Survey results for Regions 1, 8,
9, and 11 show that dentists practicing in those regions obtained BS degrees only
(Table 2.6). Except for partnerships, there were no major differences in the
proportions of dentists with post-graduate studies and those practicing in single
‘ownership, corporation and group practices (Table 2.7).

2.3. Determinants of Dentist Location

As it was noted earlier, the distribution of private dentists affected the
distribution of total dentists due to their relatively larger numbers, The distribution
of government dentists followed a more stable trend. In addition, for government
dentists, the place of practice may not be completely a choice since the places of
assignment are determined by the head office,

It was also noted that more than 40 percent of total dentists and more than
45 percent of private dentists were congregated in the NCR. The factors that affect
dentist decisions to locate in Metro Manila could therefore assist in identifying
factors which can be used to even out the distribution of dentists. Given these
considerations, this part of the paper then attempts to discuss the decision of private
dentists to locate in Metro Manila or outside Metro Manila by estimating the
probabilities that a dentist would locate in these areas.

However, some caveats to the fpllowing analysis need to be stated. The
empirical verification may be limited to the extent that some of the determinant
variables may not be represented or represented inadequately. These are specially
relevant to the class of variables which seeks to describe the various characteristics
of the area. To the extent that these characteristics are correlated with the variables
used in the estimation partly-solves this problem. Another:problem which arises in -
the presence of some variables which describe the particular choice is the correlation
between these variables. In this respect, the estimated coefficients may not measure
the direct and sole effects of the variable but rather the joint effects of the variables.



Table 2.5

Educational Attainment by Nature of Enjplc}yment

Education

Employment

Self ~ Private Govt.
employed employee employee

BS Degree holder
Post-graduate studies

Total

910 276 410

95.7% 96.5% 90.7%
41 10 42
43%  3.5% 9.3%

951 286 452

Source of baslc data; DOH National Survey on Dental Manpower, 1990
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Dentist by Educational Attainment and Region-

Table 2.6

REGION

B.S. Degree Holder

Post-graduate Studies’

Self Private Govt. % to Self Private Govt. % to
employed employee employee total |employed employee employee total
| {locos Region 20 15 23 100.0% - - - -~ 0.0%
fl Cagayan Valley 13 5 11 96.7% - - 1 - 3.3%
il Central Luzon 83 28 20 90.3% 12 9.7%
IV Southern Tagalog 126 26 36 93.5% 7 - 6 6.5%
\ Bicol Region 28 8 22 93.5% 2 - 2 6.5%
VI Western Visayas '35 19 32 90.5% 5 - 4- 9.5%
VIl Central Visayas 64 20 29 98.3% 1 1 - 1.7%
VIl Eastern Visayas 19 8 28 100.0% - - - 0.0%
IX  Western Mindanao 19 9 24 100.0% - - - 0.0%
X Northern Mindanao 21 19 32 98.6% 1 - - 1.4%
Xl Scouthern Mindanao 40 11 12 100.0% - - - . 0.0%
Xl Central Mindanao 20 3 16 88.6% 3 - 2 11.4%
CAR Cordillera Region 22 1 2 86.2% 1 - - 3.8%
NCR National Capital Regio 400 104 123 .83.6% 21 ' 15 6.4%

Source of basic data; DOH National Survey on Dental Manpower, 1990
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Table 2.7

Educational Attainmeént by Type of Practice

'ﬁ'ypé of Business

Education Single . Partner- Corpora- Group
Ownership ship tion Practice
BS Degree holder 828 160 44 24
95.3% 99.4% 95.7% 96.0%
Post-graduate studies 41 1 2 1
4.7% 0.6% 4.3% 4.0%
Total " 869 161 46 25

Source of basic data: DOH National Survey on Dental Manpower, 1990
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The estimates would therefore be more indicative of the effects of groups of .
variables rather than just one and should therefore be interpreted accordingly.

 Conceptual framework. The decision to locate in a certain area is therefore
hypothesized to be the result of the dentist maximizing his/her utility over the
choice of location. Utlhty is assumed to be a random functJon because of imperfect
perceptions and errors in measuring all the vanables

A dentist therefore faced with a choice of locdting in the NCR or outside is
therefore assumed to maximize Y!" which is the level of indirect utility associated
with the jth choice. However, the level of utility is unobserved. What is observed
is Y; which is defined as:

= 1if Y" = Max (Y, Y™")
Y; = 0 otherwise.

The subscripts M and NM are used to denote NCR and outside NCR, respectively.
‘Assume that: :

Y = B'X; + A'Z + ¢

where Z; are individual-specific variables and X are vectors of values of attributes
of the jth choice by the ith individual. Assuming that the residuals ¢; follow a
cumulative logistic distribution function, then the probability of choosing the jth
alternative can be written as:

P, = Prob (Y; =1) = g BXi+ AT

e B'XiM + A'Zi + e B'XiNM + A'Zi

“This is the mixed logit model since the determinants include individual specific
variables and values of the attributes.

What are some of the characteristics of the dentists and the location which
determine the location choices and distribution of dentists? A review of literature
for physician location choices provides some clues.® .

Studies have hypothesized that providers locate in areas where they can eamn
relatively high incomes. This is based on the premise that dentist net income has
positive effects on utility. Considering that the dentist is also an entrepreneur
paying for the use of equipment and supplies and materials used in dental clinics
means that the costs of practice associated with a certain location may also matter in
the decision to locate in a certain area,

1

For a review of sludies on physician localion, see Krafl and Limpiado, Preliminary Reporl on Analysis of Heallh Manpower
‘Behavior, Seplember 1992

.
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The demand for services largely determines the provider's potential income.
In turn demand is usually measured by the size and composition of the populatlon
the education level of residents and their income. Demand in this case is to be
differentiated from dental service needs or requirements. While the latter refers to
the incidence of disease, requirements need to be trans!ated into effective demand
by ab111ty and willingness to pay. C

The attributes of the area in terms of recreational, cultural and educational
facilities as well as physical infrastructures have also béen investigated as possible
determinants of location. Educational facilities for children of married dentists have
been found to be significantly related to the decisions of dentists to locate in a
partxcular area.

. *In the literature for physician location decxslons the presence of medical
facilities and support in the area have also been found to be significant determinants
of location choice. In the case of private dentists, however, these may not be as
important because of their relatively more clinic-based practices. For dentists who
do not manufacture their prosthetics for their patients, the type of facility that may
be more relevant would be dental laboratories for the processing of prosthetics.
Unfortunately, the data on number and distribution of these laboratories are
unavailable. :

Furthermore, the personal characteristics of the provider such as age, sex,
professional attitudes and prior contact with'the community have been listed as
possible determinants of location choice.

Data and variables. Table 2.8 lists the variables and the descriptive statistics
of the variables used to estimate the probability of dentists locating in Metro Manila
and outside Metro Manila. Of the 931 private dentists who had complete
information, about 44.5 percent were located in the Metro Manila area, The
remaining 517 dentists were distributed in the other 13 regions of the country.

- To proxy for the characteristics of the area such as the number of
recreational and leisure facilities and the number of educational institutions, the
variable percent of population located in urban areas in each of the regions is used.
It can be argued that the greater the population located in urban areas, the greater is
the level of urbanity of the region; as a consequence, the greater is the probability
of having more recreational facilities. The average percent of population located in
urban areas is about 65 percent. In the least urbanized regions of the country, only
about 20 percent of the population reside in the urban areas.

The incidence of dental caries is used to proxy for the dental health
requirements of the population. This variable is therefore indicative of the level of
need for dental.care services. .The data indicate that on average, about 90 percent of -
the population in the region have cavities. The incidence of caries varies from 83
percent to slightly more than 95 percent. To the extent that dental services are
necessary for the restoration of carious teeth and the replacement of lost teeth due to



. Tablo 2.8

Uesul .ptiﬁe statistics of dentists' choice of Ioi;ation‘

" Variable

Source

Mean  Std. dev. Minimum Maximum

CitylMunicivpali"ty is located in NCR
Percent of poﬁu[ation in urban areas
Incidence of dental caries (percent)
Literacy rate of the population
Average annual household income
Tbi?al cost of praqtice

Mean income of self employed dentists
Age of dentist |

Sex of dentist

Dental Health Manpower Survey, DOH

National Statistics Office

Dental Health Service, DOH

| National Statistics Office

0.44

64.94

90.57

95.92

Family Income and Expenditures Survey, NSO 67355.17

Dental Health Manpower Survey, DOH
Dental Health Manpower Survey, DOH

Dental Health Manpower Survey, DOH

Dental Health Manpower Survey, DOH

4909.58
6672.31
35.81

0.65

0.50
32.17

2.81

4.30

27152.71

960.58

660.86

11.70

0.48

0.00

, 20.00

© 83.30

81.32

31870.66
2455.91

4617.65

23.00

0.00

1.00
100.00
95.60
99.09
97086.26
6519.77
7968.35
72.00

1.00

802
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caries, then these figures indicate a significant need for dentists in all of the regions
of the country.

~ While theincidence of caries can be thought of as a reflection of the need
for dental services, this needs to be translated to dental service utilization. It is in
this respect that the variable literacy rates and avemge household income in the
‘region are included among the determinants.

Literacy rates in the region are used to reflect the population's level of
education. To the extent that dental hygiene, proper care of the teeth, and the
importance of dental care are part of the primary education curriculum, then the
level of education of the populace could affect significantly the utilization of dental
care services.- If literacy rates are significantly correlated with the number of
schools in the region, then literacy rates could also be correlated with the presence
of school dental programs and dentists who provide dental care for schoolchildren,
This could also mean added demand for dental care services specially if private

“schools hire private dentists on a part-time basis. The average literacy rate is about
96 percent with a low of 81 percent and nearly 100 percent hteracy as the
maximum.

 Expenditure data from the FIES indicate that the higher the income of the
population, the higher is the level of expenditures for dental care services. To
represent this effect on potential demand for dental care services of income, the
. average annual household income in the region is included. The average annual
household income registered in the sample is about P 67355 or about P 5612 a
month. Lowest income registered amounts to about P 2655 a month while the
highest registered is about P 8090 a month.

Average household income is also correlated with the characteristics of the
area. Its effects on the decision to locate could therefore capture some of the effects
of these area characteristics.

The next two vanables pertam to characteristics of the dental practice in the
‘various areas. These are average 1ncomes of self-employed dentists in the region
and the average cost of practice.

The average income of the self-employed dentist is included in order to
represent not only the average actual income that dentists could earn but also aspects
of the market structure for dentist services. The average income of the self-
employed dentist more directly reflects the potential earnings that a dentist could
have in a particular region.

This average income, aside from being partly determined by the potential
demand for dental services, could arguably be influenced by the number of
providers and the amount of competition prevailing in the dental services market.
Increases in demand brought about by increases in aggregate household incomes and
literacy rates may not translate to significant increasgs in incomes of each dentist if
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' there are many dentists to choose from. The regional averages of self-employment
income could therefore capture aspects of market structure across regions.

The average monthly income of the self-employed dentist is about P 6,672.
The lowest income registered is about P 4617 while the highest average income is
about P 7968. However, the average income used in the analysis may be subject to
some measurement error. The survey did not ask dentists for their exact income but
rather their income category. In computing the average income, the midpoint of the
income category was used for the individual dentists. To the extent that the upper
limit of the highest income category was open-ended, then the estimated average
incomes may be understated.

The average cost of practice was computed by summing dentist expenditures
for rent, utilities, dental supplies and materials and salaries of assistants. Together
with average incomes, costs of practice determine the net income that can be
generated from the practice of dentistry in a particular region. Higher costs of
‘practice in a certain location could deter a self-employed dentist from locating there.

The average cost of practice could, to a certain extent, capture aspects of the
types of services demanded. Certain dental services are more time and materials
intensive than others, extractions versus fillings, and fillings versus prophylactic and
fluoride application. Higher costs of practice may be capturing a mix of services

_more biased towards those which are time and materials intensive. To the extent
that dentists derive utility from leisure time and to the extent that the more materials
intensive services are also time intensive, then costs of practice could also partly
represent the costs in terms of the dentist's leisure time.

. The mean avera{ge cost of practice is about P 4909 a month. Maximum
reported average is about P 6519. Note that these costs may be understated to the
‘extent that dentists utilize their homes as.clinic space without paying rent.

One limitation of the analysis was that there were no vaniables available
which could represent the dentist's prior contact with the community. Examples of
such variables could include whether the dentist was born in the community,
whether he spent his formative years in the community or whether he underwent
dental education in the community. Unfortunately, these variables were not asked
in the questionnaire. Although there was a question as to where the dentist studied,
the responses were not encoded in the data set. This could result in biased estimates
for some of the variables if the omitted variables were correlated with them. Since
the characteristics of the practice location are regional variables, there may be little
correlation with these prior contact variables which are personal characteristics.

Among the personal characteristics of the dentist included in the
determination of practice location are age and gender of the dentist. 1In the literature
for physician location decisions, older physicians were found-to locate in rural -
communities rather than in urban communities. This may be due to preferences for

-a more leisurely pace of practice among older physicians. Female physicians were
also likewise found to prefer practicing in rural communities for the same reasons.



211

I‘hese findings in the physxclan locauon literature are to be tested in the analysis for
dentists. Average age of dentists in the sample is about 36 years; about 65 percent
are female

Results_and_tm;zhcannns_ The results of the mixed logit model of the °
probab111ty of locating in Metro Manila and outside is presented in Table 2.9. Oul
of the 931 cases, about 69 percent of the choices are correctly predicted by the
estimated equation.

The variable proportion of population residing in an urban area was used as
a proxy variable for the characteristics of the area. It positively and significantly
affects the decision of the dentist to locate in an area. Every percentage point
increase in the populahon residing in an urban area increases the probability of the
dentist locating there by about 1.4 percent. This result is consistent with the
findings in the dentist distribution data that show differences within regions between
the number of dentists locating in urban and those locating in rural mumclpalmes

Of variables representing the potential demand for the ‘services of the dentist,
only literacy rates are positive and significant. The incidence of dental caries in the
region and the average household income are not sxgmfimnt '

. Several explanations could account for these trends. The insignificance of
household income may not necessarily mean that increases in income do not
translate into increases in demand for dental care services and therefore have no
effect on dentist location. The insignificance of the income variable may be due to

‘the high degree of correlation it has with the proportion of the population in urban

areas and the average income of the self-employed dentists. The positive and
significant effects of these two variables on the choice to locate in Metro Manila
may capture some of the effects of incteases in demand brought about by household
income. =

A percentage point increase in literacy rates increases the probablhty of

"dentists locating in an area outside Metro Manila by about 2.5° percent "To the
extent- that literacy rates are good indicators of having had at least primary

“education, the results indicate that basic education may significantly affect the

demand for dental services. This could be so if primary education includes basi;
courses on dental hygiene and proper care of the teeth, and the importance of

having dental checkups with the dentist. Policies which increase the awareness of
the population about the necessities of dental care, either through basic education or

‘information and education campaigns, could therefore significantly affect demand

for dental care services and th~ ~-opensity for dentists to locate in rural areas.

This result is especially relevant when juxtaposed with the insignificant result
for the incidence of dental caries. This is taken to imply that location decisions of

private dentists do not necessarily follow the requirements for dentists. These needs

_have to be translated into demand by way of awareness of the value of dental care

and the means to purchase them before they are effective 51gna]s for dent:sts to

: .locate in these reglons
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Tabie 2_.9_

' Results of mixed logit estimation of dentists’ choice of location

Dependent variable: NCR
Log of the likelinood function = -800.775
Number of chservaticns = 931
Percent correct predictions = 63 %
, Marginal
Variable ‘ Coefficient  t-stat effscts
Percent of population in‘urban areas = 0.056287 . 2.6901 *  0.0137610
incidence of dental caries (percent) -0.041070 -1.1704
Litsracy retzs of thz populaticn - 0.102698 25018 ™ 0.0251074
Averags annusl housshold income »-~0.0000324 -1.2033
Tota! cost of practics -0.000852 -4.3676 ™. . -0.0002327
Mzan income of self nmpioyed dentisis C.C00611 29141 ™  0.CC01424
Age of dentist i C.045384 6.6015 ™  0.0113398
Sex of dentist __ -0.C07979 -0.0530

* gignificant at the 95% level

:'So_urc_:e of basic data: DOH National Survey on Dental Manpower, 1990
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As noted earlier, part of the effect of increases in household incomes may be
-aptured by the positive and significant effect of increases in the average incomes of
self-employed dentists. The marginal effects indicate that 2 P 100 increase in the
average monthly income of self-employed dentists could increase the probablhty of
locating in an area outside Metro M amla by about 1.5 percent.
~ This implies that measures which tend to increase the demand for dentist

services, to the extent that they lead to increases in the incomes of self-employed
dentists, could also increase the probabxhty of locating in that area.

Increases in the average costs of practice decreases the probabiiity of a
fentist locating in that area. The results estimate that 2 P 100 increase in the
average monthly ccst of materials, suppiies, utilities, rent and salaries of assistants
could tend to decrease the probability of a dentist lecating in the area by abecut 2.3
percent. Factors which increase the costs of doing businass, whether it be
increases in the unit prices of the inputs used in the practice or shifts in the types of
services provided may therefore affect the probabilities of dentists locating in those
egions.

That costs could be affected by the structure of services performed is seen in
Table which lists the average monthly costs of practice by various levels of the
extractions to filiings performed by physicians ratio. The Iatter is analogous to a
case-mix variadle. Ac tha extractions to fillings ratio increass {or a less time

T

intonsive casa-rix) the lesser ars the average mondthiy costs. -

This implies that demand increases which increase the probaiiity of locating
in an area are mitigated by increases in the costs of doing business. Shifts in the
structure of demand towards services which are more intensive in tne use of cther
resources provide adcitional mitigating factors. Unless these cost increases are less
than income increases, locational shift towards areas of increasing demands may not
.be automatic.

Female dennsts do not mgmﬁcant]y dlffer from male dentlsts in their choices
of locanon.

The results indicate that as a dentist increases in age, the probability of
locating in Metro Manila increases. Every year increase in age increases the
probability of locating in Metro Manila by about 1.1 percent. Several reasons couid
account for these trends. In the literature for physician location decisions, older
physicians were hypothesized to locate in areas which weuld aiford them more
leisure time. It could be that older dentists choosz o lecaie in areas where they do
not have to work long hours in crder to earn a stable eacugh income. The NCR
may therefore offer this advantage over the rest of the regions.

Cn the other hand, the resuits imply that younger dentists tznd to locate :
areas outside the NCR. Since the analysis does not have variables which control for
the dentists' prior contact with a community, it could be that these younger dentists
in our sample are coming from the other regxons in‘the country



: However, the decisions of these younger dentisis to practice in other regions

" may be related to the level of competitiveness in the market for dentist services and

therefore the ease of establishing a practice in a certain location. Like physician

services, establishing a practice takes some time. The number of patients that a
certain physician has partly depends on the recommendations of satisfied customers
since the quality of a physician services is very hard to ascertain.. Older physicians
are more likely to be patronized since age is used as an Indicator of experience and
skill, as well as having more past customers to recommend them. This could also
be said of dentists. In an environment where there are many older dentists, younger
dentists would therefore have to compete vigorously in order to establish a practice.

“This could involve higher costs and longer time. Estzblisiing a practice in areas
outside where there are relatively less deatists could therefore prove to be less cestly
in terms of time and money. :

These results imply that changes in the age profile of dentisis could therefore
have implications on the distribution of dentists as well.

3. DENTAL SERVICE PRICES

This section of the paper aims to shed light on the effects of demand

increases and other factors on dental service prices. In order to achieve this, the
~ determination of dentist service prices are situated within the context of dentist
decisions with respect to moc= of employment, hours of work and levels of outout

in the foliowing discussion of the conceptual framework. The second part cescribes
. some of the trends in the underlying variables in the analysis. The third describes in
more detail the variables to be used and the estimation techniques while the last
~ section reports the results and their implications.

3.1  Conceptual Framework

. The analysis of thé dental service prices starts with the characterization of
dentist behavior. A dentist can be considered as a utility maximizing individual
with income and leisure entering the utility function. Dentist preferences over style
of practice and other lifestyle considerations are assumed to be captured by
' physician preferences over leisure. It is posited that higher consumption and leisure
‘have positive effects on utility but at a decreasing rate. Therefore:

U=0U(,L) (3-1)
- where U = Dentist utility
Y = Dentist income

L = Dentist Jelsure time.

Leisure time is the difference between the total time available to the dentist,
T and the hours that he spends working , H,

L=T-H | (3-2)
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The leisure and income combination that a particular dentist achieves
depends on the mode of practice that he/she chooses. A dentist could choose to be
employed either by the government, an industrial firm or a private dentist practice,
or to be a self-employed dentist. However, these modes of practice may not be

‘mutually exclusive. Dentists could work part of the time as employees and still
maintain their own independent clinics. The choice may therefore be one of degree
or combination of these modes of practice rather than just one. For the purposes of
the paper, however, we assume that just one mode is chosen.

The income that employed dentists receive come in the form of fixed salaries
per month. These amounis received per month are not usually related with the
amounts of services rendered but are tied to fixed working hours which are also set
usually by the employers. The level of other inputs used in the production of dental
care services are also set by the employers or the supericrs of these employed
dentists. Letting the subscript g denote employed dentists, then the salary or
income of an employed dentist can be denoted as Y,, and the leisure time, L, as the
excess of total time over fixed hours of work, H,. The particular utility levels
achieved by employed dentists can thus be stated as:

U, = U (8 Ly (3-3)

A self-employed dentist, on the other hand, can te considered as an
entrepreneur in that he/she maintains independent clinics which render various types
of dental care services. Dentist income is the excess of revenues derived from the
production and sale of these services, less the costs of producing these services.
Aside from contributing her labor hours, the dentist as entrepreneur also decides on
the amounts of other inputs to be used in the production of care.

The production of dental services such as extractions, temporary and
permanent fillings, fluoride applications and prosthetics involve the application of
inputs given a state of technology. These include such variable inputs as time inputs
~ of auxiliaries and dental aides, clinic supplies and materials and utilities such as
water and electricity which are important in running most dental equipment. Dental
equipment like dental chairs, high speed drills, motors and x-rays are examples of
important mputs which can be considered as fixed in the short run.

However, the major input in such & productlon process is the dentist's time.
Recognizing that dentist time is the major input in dental service production, outputs
are therefore dependent on the amount of time that a dentist spends working and
how his/her time is combined with other inputs in the production of dental services.

The fact that dentists ')rOdUCu various dental services can de represented by
the simplifying assumption of two deatist outputs. For our purposes, these outputs
may represent extractions and {iilings which are the most common cental services
produced. In a way, these outputs also represent different requirements on the
dentist time per service. To capture these assumptions, a product transformation
. -function representing the production technology can be assumed thus:



2186

F(q,q H,K; X) =0 | (3-4)

fl

where q, = dental service 1,
a, = dental service 2,
H = dentist hours spent at work,
K = vector of fixed dental equipment,
X = vector of variable inputs.®

i

This 1mphcs that inputs ¥, K and X are combined ‘0 produce outputs g, and ¢,.

The income of the self-employed dentist is the excess of revenues over costs.
The total costs of practice can be reprasented by w.x, where w repre°ems the vector
of unit pncvs of the variable inputs used. Total dentist revenue can be represented
as p q, + p,Q., where the p's are the corrhspond.n" prices charged for d\.ntal care
services.

In the formulation of dental revenues, however, it is assumed that the prices
charged for dental care services by the dentist could be affected by the amount of
services produced and sold. A dentist wishing to work more hours and produce and
sell more dental services would have to lower prices. That there is a certain amount
of influence on the level of demand for dental services can be rauomlx'rco by
dirficulties faced by consumers apout price and product. In 2 way, dental care is
similar to medical care in thet the pmzym or consumer has incompiete or little
information regaccding the nalure of the discase snc' the alternative courses of
treatment. Likewise, each dentist couid be thought of as delivering a service which
is differentiated in thg style, place and technical competence of the provicer.

nerefore consumers may not te readily able to compare prices charged by other
ccn""‘s due to variations in the quality of preducts and products troguced.,

However, the relationship between dental service outputs and prices may be
affected by the number of sellers. The effects of the number of sellers on prices
- work their way through their effects on the degree of competition in the dental
services market. If the number of sellers increases (decreases) the degree of
competition in the dental services market, this is expected to reduce (increase) the
sensitivity of prices to dental service outputs. Decreases in the degree of
competition as the number of sellers increases have been hypothesized because of
the difficulty of search. Both directions of effects have been hypothesized and
empirically tested in the physician services market.®

The level of prices charged for dental services 212 aiso hypothesized to be
influenced by other exogenous factors which affect the level of demand for denial
1,

semvices. Thase factors include the level of incomes of consumers, their dental care
requirements and needs and factors wh‘cn affect their tastes and praizrences.

A review of empirical the sludies which lests Lhe effecls of the number of sellers on physician services markel is eontsined in
Xrall and Limpiado, "Preliminary Reporl: Analysis of Heallh Kanpower Behavior”. Seplember 1932



Given these factors, the prices charged for dental care services can be
formed thus: ' '

' P!(ql’ N: D)
| (3-5)
Pz(Qz, N: D)
where N = number of sellers o
D = vector of factors affecting demand for c{ental care services.

The income of the self-employed dentist can therefore:by represen'ted as:

pi(qy, N, D)g; + py(Qs, N, D)g; - w.X. (3-6)

From the foregoing, the level of prices that self-employed dentists charge
can therefore be related to their decisions on the hours of work and outputs to
produce. The level of prices charged becomes a factor in the determination of the
particular income and leisure combination attainable by a self-employed dentist.
However, whether to be self-employed or to seek employment elsewhere can also
be considered as a dentist decision variable. It can be posited that dentists would
choose to be self-employed if the utility derived from income and leisure from seif-
employment is greater than that from employment. The Jevel of prices charged
would therefore be affected by factors which affect the decision to become self-
employed or employed.

These considerations are embodied in the following dentist maximization
problem:

Max. U =U (Y, L)

where Y = p,(q,, N, D)q, + p,(q, N, D)q, - wx
L=T-H

st F(q, 0 H K, X) =0
U:U, (Y, L)

The dentist therefore chooses his/her hours of work, the level of variable inputs and
~outputs, and therefore the level of prices that would give maximum utility. These
choices are made, ziven the exogenous factors like the number of sellers, other
factors affecting demand, factors which affect dentist preferences and predetermined
amcunt of fixed equipment. The level of hours worked and outputs produced are
within the limits of the technology. Likewise, the particulzr utility attainable should
be greater than the utility that could be achieved from employment.

The Lagrangean function of the maximization problem is therefore:
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¢ = Upi(@, N, D)y + Pylas, N, D)gg - wox , T~ H)
+ AF (q, 9, H, K, X) + y-(U - Ug_.(Xg, L.
| | )
The first order conditions when the constraint on u’ltilitieszdoes not bind are:

a2/3q, = dU/GY (py(qu, N, D) + g, 8p,/3q, ) + A8F/éq, = 0

(3-8)‘
62/2q, = dU/AY (py(Qa, N, D) + q, op,/eq, ) + 20F/eg, = 0 |
(3-9)
sa/aH = -3U/3L + AFJoH = 0 o (3-10)
82/6X = dU/3Y (-w) + A3F/3X = 0 (3-11)
g =T (@, @, H, X, X) = 0. (3-12)

Getting the ratio of (3-8) and {3-9), cne gets the result-that cutputs are set <o
that the ratio of marginal utilities arising from increases in income due to smail
increases in cutputs is equal to the marginal rate of transformation of g, and q,.
Note that the terms enclosed in parenthesis for (3-8) and (3-9) indicate that the
marginal income from the increases in these outputs are not constantly equal to
prices. The second terms in the parentheses point to changes in prices as the
outputs are increased.

Condition (3-10) states that the dentist will choose his/her hours of work
such that the marginal disutility of his/her working time is equal to the marginal
value product of her labor. Levels of employment of other inputs are also chosen
so that the marginal disutility of decreases in income due to their wages are just
commensurate to the values of their marginal products.

Additional first order conditions are necessary when the constraints on
utilities bind:

x>0 (3-13)

U-TC,=0 (3-14)
These indicate that the level of hours of work and outputs are set so that utilities
from self-employment are never lower than utilities from employment.

Assuming that an optimal value of utility exists, then the solution values for
hours worked, levels of variable inputs, and outputs can be generated as functions
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of the exogenous and predetermined variables in the system. These in turn result in
“the optimal level of prices that can be charged. One notes that the variables which
represent the level of utility that can be obtained from employment are likewise
included in the reduced-form equations. These can be represented as;

H =H (N, D, K, U, w) (3;15a)
q = o (5" @, D, X, U, w), N, D, K, U, w) (3-15¢)

9, = q, ('H' N, D, X U, w),N,D, K, U, w) (3-155) o
p =0 (@ () (3-15d)
Py =1 (G (D). (3-15e)

_ Thc last two equations, (3-15d) and (3-15e) then become the bases for the
. empirical investigation of the determinants of dental service prices.

3.2 Trends in Dentist Service and Prices and Related Variables: A
Digression

Before procceding with the empirical operationalization of the concepts
ouilined above, some trends in the variables of interest are discussed. This serves to
introduce the data to be used in the analysis as well as to provide a profile of dental
prectice in the Philippines. More detailed tables and descriptions cf aspects of
dental practice are contained in the Appendix.

As it was mentioned in the conceptual framework, dentists couid choose
cither to be self-employed, or to be employed in the govemment or in private firms.
It was also mentioned earlier that dentists could actuaily engage in a combination of
~ these modes. While it would be ideal to see the extent of this practice, the DMS
. did not account for these combinations. It is to be assumed then that the mode of
* practice indicated is the primary one engaged in by the dentist.

Self- employment remained as the most prevalent mode of practice for
dentists. More than half of dentists maintained their own independent practices.
Slightly more than one fourth were government employees while about 17 percent
‘were private employees (Table 3.1). In turn these private employees could be

employed as company dentists, schoel dentists and dentists in dental firms.
- However, the data does not permit a categorization of these private employed
dentists by their employer. '

Table 3.2 shows the breakdown of dentists by nature of employment and by
age, sex and civil status. A larger proportion of older dentists was empioyed in
government and in the private sector than younger dentists. There are no significant
differences in the proportions of male and female dentists employed or
self-employed. However, greater proportions of married dentists than single
dentists were employed by the government or the private sector.
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. Table 3;1, 4

" Dentist Respondents by Nature of Emp!oymeht‘

Nature of Employment Number.  Percent
Self-employed 960 - 5654
Private employee 286 16.84
Government employee 452 26.62
Total 1698 100.00

Source of basie data; DOH Naztional Survey on Dental Manpower, 1320
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Table 3.2

Nature of Employment by Age, Gender and Civil Status
- (in percent)

Mature of Emp!oymené
Seif- Government Private N
employed empioyes -empioyee
Age
20-29 years 1 66.85 - 16.58 - 16.58 .100.00
30-39 years - 58.39 27.45 14.16 100.00
40-49 years 47.97 32.43 19.59 100.00
50-59 years 35.91 47.10 16.99 100.00
60 years and above 53.49 24.81 21 100.C0
Gender
Male | ) 56.72 27.24 16.03 100.00
Female 56.35 26.28 17.37 100.00
Civil Status
Isingle 64.20 17.21 18.59 100.00
- |Married L 5274 31.23 - 16.04 - 100.00
Widowed 41.94 45.16 - 12,90 100.00
Separated 85.71 0.00 ' 14.29 100.00

Source of basic data: DOH National Survey on Dental Manpower, 1990
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Two alternative hypotheses may be forwarded to explain the relationship
between age and the nature of employment. The first hypothesis is that younger
dentists would tend towards employment since they are still establishing their own
practices. Since starting a practice is costly in terms of initial investment in
equipment, younger dentists would tend to join established practices first in order to
save or establish their clientele, In addition, employment could provide further
training or experience. On the other hand, as dentists grow older, their preference
for leisure may also increase. Being employees either in the government or in the
~ private sector may provide them with regular hours and therefore more leisure time.
The trends outlined in the table tend to support the second hypothesis.

Two alternative economic reasons can be suggested for the greater
proportions of married employed dentists. Married individuals may have stronger
preference for stable incomes due to their family obligations. A salary-based
income from employment may provide such security. As it will be shown later,
employed dentists tend to receive lower income than self-employed dentists. For
married dentists, this lower income may be acceptable since their spouses may have
gainful employment, therefore providing some additional income. Social interaction
for self-employed dentists may also be limited, thus reducing their chances of
cotaining spouses.

How different are practice patterns of dentists across these modes of
prectice? Table 3.3 presents data on incomes, working hours, outputs and prices
charged by dentists across modes of practice.

The DMS had compiled data on the average number of patients dentists see
for four main services: extractions, permanent and temperary fillings and fluoride
topical applications in a day. Muitiplied by the number of days worked in a week
and the number of weeks in a month, a monthly rate of output is also computed.
These can be used as indicators of the quantities of dental services that dentists

- perform.

The data indicate that government employee dentists have higher patient

~ loads than either self-employed or private-employed dentists be it on daily or
monthly rates of output. This is true looking at both extractions and fillings. This
is also reflected in the higher average number of patients seen by Dentists I, IT and
IIT relative to general practitioners (Appendix Table 1) on a daily basis. One notes
that these categories of government employed dentists are the main dental service
delivery personnel as higher category dentists have more administrative functions.
These are roughly consistent with the findings in the 1987 National Health Survey
that government dentists were the principal care providers for those seeking
treatment, 1.e., about 56 percent of dental care seekers. Only about 37 percent of
those who sought care saw private dentists.

Private employee dentists see more patients for the three services on a daiiy
and monthly basis than self-employed dentists on the average.



Table 3.3

Aspects of Dentist Practice Patterns by Mode of Practice

—

Self-erﬁployed Government - Private
' Employee - - - Employee

1. Number of Patients

- with Extractions o
Daily 428 11.93 €.06
Monthly - 100.4 2554 135.5

2. No. of Patients with
Permanent Fillings

, Daily 355 . 5.89 4,72
- Monthly . _ 82 1211 100.9
3. Extractions to
. Fillings Ratio 1.83 3.49 1.57
4. Hours Worked
Daily 6.9 7.7 6.7
Monthly ' 162.2 162.8 143.8
5. Monthly Cost . 4944.2 2728.2 5337
6. Monthly Income 6679.3 3726.2 6206
7. Income per hour worked 49.5 - 26 - 51.5
" [8. Price of single
extraction,
uncomplicated :
Minimum ‘ 68.7 .48 78.4
Maximum 102.6 80.3 108.6
Average ' 82.9 58.8 93.1

Max.-Min. -36.7 29.8 37.9

9. Price of One-surface
Amalgam Filling

Minimum 827 €3.2 85
Maximum 109 36.9 118.8
Average 23.1 . 685 97.1

. Max.-Min. 27.9 24.9 32.7

Source of basic data: DOH National Survey on Dental Ménpower, 1990
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~ Aside from the quantities of dental services performed the mix of services
performed may be used to qualify output trends from the quantitative data. Looking
at the total number of patients seen by the dentist without regard for the mix of
services may provide over or underestimates of dentist produétivity. The greater
proportion of more time intensive services performed stich as fillings may
understate the dentists' productivity if just the number of patients are counted.
* Aside from this, the mix of services could give clues to the propensity of dentists
and or consumers for dental services toward a parti( ular treatment mode. This
~ could also give an indication of differences in practxce approaches across regions
and dentist characteristics, or severity of dental problents.

An indicator of the mix of services that could be employed is the ratio of
number of patients with extractions to the number of patients with permanent
fillings. Aside from limitations in the data which preclude the computation of a
case-mix variable, this indicator is partncularly appealing because it could represent
the propensity toward early diagnosis and treatment of dental caries.

Extractions to fillings ratio derived from the data ranges from about 1.53 to
about 3.5.. This implies that absolutely more extractions are performed than
permanent fillings. This finding is roughly consistent with the results of the 1987
National Health Survey where the proportion of visits for extractions (about 12
percent) was greater than the proportion of visits for fillings (less than 2 percent).

The data indicate that government dentists not only perform just more
extractions, they also perform more extractions per permanent filling. The ratios of
extractions to fillings of private employee dentists and self-employed dentlsts are
near each other, hinting at the same pattern of services rendered.

That government dentists perform the greatest extraction to fillings ratio may
be surprising in the light of emphasis on prevention of caries, early diagnosis and
. treatment, and restoration of carious teeth, Extraction of carious teeth is
preliminary to the application of dentures and bridges which can be considered as
tertiary interventions to restore form and function of teeth.

However, these trends for government dentists may be related to the
clientele that government dentists serve. Cross-tabulating extractions to fillings
ratio and the region and urban-rural location of dentists (Appendix Table 4) came up
with the results that the higher the income of the region, the lower was the
extractions to fillings ratio. Extraction to fillings ratio in urban communities was
likewise lower than those in rural communities. This can be indicative that those
afflicted with dental caries in the lesser income regions waited until the caries were
severe before approaching a dentist for treatment. In these cases, it may have been
difficult if not impossible to save the tooth. If lower income members of the
community were the ones patronizing'government dentists, then higher extraction to
fillings ratio may be indicative of more severe dental caries that government dentists
treat.
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Part of the variations in the number of patients seen and dental services
performed is due to amounts of inputs that are expended. The major input in the
production of dental services is the number of hours worked by the dentist in his
clinic performing dental services.

On the average, Philippine dennsts workeo for slwhtly more than seven
hours a day. Government employees worked about ari hour longer on average than
self—employed dentists or private employee dentists on a daily basis. However,
accounting for days worked in a month, about the samie monthly working hours are
. spent by government employed dentists and self-employed dentists. This implies
that self-employed dentists make up for shorter hours worked in a day by working
extra days. Private employee dentists spend the least ameunt of hours of work in a
month, For private employee dentists at least, the argument of employment
affording more leisure time holds true, although these hours of work may be
understated to the extent that they hold their own clinics elsewhere.,

Comparing the number of patients seen with the number of hours worked in
a month, it would seem that employed dentists performed more of the above
services per hour worked than self-employed dentists. Private employed dentists
did perform more services for lesser hours of work than self-employed dentists
while government employed dentists performed more services for the same amount
of hours worked.

Cther inputs in the production of dental services include the time ¢f denial
aides, the clinic space that dentists occupy, the clinic supplies and drugs that were
used as well as utilities. The quantities of these inputs, however, were not directly
asked in the DMS. An indicator of the quantities that were used of these services
were expenditures for the salarics of the dental aides, tie rent that dentists pay for
the space, and expenditures for utilities and clinic supplies.

However, it should be noted that these measures have their limitations.
Dentists may be using some inputs without incurring pecuniary costs for them. For
instance, dentists may be utilizing family members as assistants or secretaries, or
clinics attached to dentist residences may not be incurring rental expenses (although
an estimate of this is asked for).

Average monthly costs of practice for self-employed and private employee
dentists are given in row 4 of Table 3.3. Although there are some government
dentists who reported some costs, there are ambiguities whether the reported
amounts arc actual expenditures or budget allocations. Likewise, it may be difficult
to separate the costs attributable to dental care services performed in rural health
units.

‘Although average monthly costs of practice are higher for privaiz employee
dentists than for self-employed dentists, these could not conclusively indicate more
non-dentist time resources expended by firms who employ dentists for every hour of
dentist time. More than one dentist employee may be utilizing these supplies. If
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50, costs per hour of dentist time for employed dentists may actually be lower than
that for self-employed dentists.

On the average, about P 2,000 was spent on rent, P 1,500 on salaries, P
1,000 on utilities, P 2,100 for commercial laboratory charges, P 1,700 on clinic
supplies and P 500 on laundry and office supplies, in a month (Table 3.4). It seems
that commercial laboratory charges can be considered as the major cost item,
followed by rent and then clinic supplies and drugs.:

_ As it was mentioned in the framework, tne income that dentists receive from
alternative practice modes is among the determinants of the choice of practice
mode. The indicator of income in the DMS is gross monthly income. As with
other income data, these reported incomes may be understated for several reasons.
Aside from the general hesitancy to reveal incomes, the reported incomes of
government dentists may just include income from salaries which does not include
incomes from outside private practice. Income reported in the DMS comprises of
income brackets. To compute for the mean income for each employment mode, the
" midpoint of the income range was assumed.

Row 6 of Table 3.3 specifies the monthly income that dentists receive. Self-
employed dentists receive the highest average monthly incomes, followed by private
employee dentists. Government employee dentists receive the least monthly
incomes. Comparing incomes with the hours of work expended, private employee
dentists receive the most income per hour, although these are not significantly
different from incomes per hour received by self-employed dentists. Government
employee dentists receive the least amount per hour of work expended.

Figure 3.1 presents the cumulative distribution of dentists by income. A
relatively flatter cumulative distribution curve implies that more of the sample
points are concentrated in the lower income ranges. The flattest cumulative
distribution curve is for government dentists while self-employed dentist have a
relatively steeper curve. Those of private employees fall in between the two. This
implies that relatively more of the self-employed dentists have higher incomes than
government and private employee dentists. ) '

The trends in income and working hours from the data do not clearly
delineate the income-leisure tradeoff from mode of practice choices. While it was
expected that more dentists would be willing to live with lesser income with more
leisure time, government employee dentists'live with lower incomes and more
working hours while private employee dentists live with higher incomes and lower
working hours. This points out the possible differences even among the various
employment options for dentists. On the other hand, there is a clear tradeoff
comparing self-employed dentists and private employee dentists in the sense that
self-employed dentists carn more.income but at lower leisure time.

Comparing incomes received with outputs generated, it would seem that
government employees receive the least income for the greater number of patients
-seen for extractions, permanent and temporary fillings. Private employee dentists



Tabie 3.4

Averagé Monthly Clinic Costs, by Type qf Business

Clinic Costs
Commercial Clinic Laundry
. Total Cost /1 Rent Salaries /2 Utilities . Laboratory Supplies Office

Type of Business ' Charges Drugs Supplies

Average {n) |Average (n} |Average (n} |Average (n) {Average (n) |Average (n) |Average (n)
Single Ownership | 4850.57 . 721 1067.85 620 | 1395.44 249 | S00.06 711 2053.21 443 | 161533 439 | 500.08 374
Partnership 5543.60 136 |2050.89 124 |1504.17 36 |1020.00 134 [2037.38 82 173023 86 | 605.14 73
Corporation 7745.58 12 {247111 9 |[6051.756 4 987.09 11 |3975.00 . 8 |5408.75 12 |106143 7
Group Practice 443636 11 2076;92 13 |1333.33 3 119081 11 350000 8 |1541.67 6 425,00 4
For Entire Populatidn 4991.91 880 |1989.05 766 |1471.99 292 | 923.39 867 |2100.63 541 1716.55 543 | 524.76 458

/1 includes rent; salaries: utilities; commercial laboratory charges; clinic supplies and drugs; laundry and office supplies
/2 includes salaries paid to dentists, hygienists, dental assistants, and technicians employed by the respondent

Source: DOH National Survey on Dental Manpower,"lggo
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Fig. 3.1: Cumulative
Distribution of Dentists by income
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generate more outputs than self-employed dentists while receiving relatively similar
incomes.

The income received by self-employed dertists is largely determined by the
prices that they charge. In the case of government dentists, the money price paid is
usually zero. However, there could be other non-money costs to the patients in
terms of travel time and waiting time. In the case!of pnvate dentists, there are

money prices aside from time prices.

An ideal indicator to measure movements and differences in prices would be
to construct a price index for dental services. This index would be an average price
. with the weights corresponding to the mix of services performed by dentists.
However, this is rather difficult to do considering that it requires the construction of
appropriate weights. Therefore, the indicator of prices that will be used in the
description is the minimum and maximum price of a single uncomplicated extraction
under local anaesthesia, and a one surface amalgam filling.

On the average, private self-employed dentists in the Philippines charge an
average minimum price of about P 68.70, an average maximum charge of P 102.6
and an average price of P 82.9 for a single extraction, and about P 82,7 minimum,
P 109. maximum and P 93.1 for a one-surface amalgam filling. It can be noted that
prices charged for a one surface amalgam filling are higher than fees for single
uncomplicated extractions. Going by mode of practice, private employee dentist on
the average charge higher than self-employed dentists for both extractions and

fillings. However, the prices charged by employed dentists may not reflect their
own pricing decisioris but that of their employers.

_ One measure of the variability in prices charged is the difference between
the maximum price and the minimum price. The figures for extractions and fillings
are given in rows 8 and 9 of Table 3.3. In absolute terms, the band through which
prices range is wider for single extractions than for fillings. The magnitude of the
- bands follows the trend in for mode of practice, i.e., wider differences for private
_employees than self-employed dentlsts and government employees, following the
trend in pnces charged. .

It could be noted that there are prices charged by government dentists and
these are generally lower than the prices charged by private dentists. However, it is
not clear whether these prices are those charged by government dentists in the
public facilities or in their outside private practices. If it is the former, then it can
be said that money prices in public facilities are lower than those in private
facilities. If the latter, then lower prices charged by government dentists for their
own private practices could be indicative that their private practices are just
supplementary sources of income.

Table 3.5 expounds on the differences in prices charged by private employed
dentists and self-employed dentists by type of business. Average charges for single
proprietorship practices were the lowest, while those,of group practices were the
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Table 3.5

Price of Selected Dentist Services
of Private Employee and Self-empioyed Dentists

Single Extraction: Cne-Surface Amalgam Filling

Average Max.-Min. Average Max.-Min.
Price Price . Price Price
| By Region

llocos Region ' 60.40 28.70 68.50 21.20
| Cagayan Valley 53.20° 15.00 69.40 22.00
I Central Luzon 57.80 19.30 88.30 28.20
V. Southern Tagalog 81.70 44.90 80.10 25.40
{ - Bicol Region 57.50 ' 16.50 78.40 21.30
I Western Visayas 83.50 28.20 94.80 22.70
Il Central Visayas , 104.40 4260 - 9580 27.80
il Eastern Visayas 60.30 - 19.20 72.90 20.00
{  Western Mindanao 73.80 34.30 100.80 32.00
{  Northern Mindanao 81.80 . 43,70 100.20 42.40
{ Southern Mindanao 81.00 47.00 115.20 - 39.80
4 Central Mindanao 97.90 32.60 . 90.00 29.40
il Cordillera Admin. Region 59.90 24.60 84,70 23.80
I National Capital Region 94.80 41.50 100.60 30.00

3, By Type of Business
Single Ownership 82.70. 34.40 92.80 28.30
Sartnership 92.20° 56.50 94.80 28.20
Jorporation 83.90 30.00 . 100.90 33.20
3roup Practice 132.80 - 41.70 107.80 36.60

By Age of Dentist

20-29 years 8220 . 36.40 ©89.40 25.30
. 30-39 years 81.80 34.50 93.80 28.30
40-49 years : 88.80° 31.90 95.80 27.80
-50-59 years 91.20 44.60 103.40 41.70

60 and above 90.40 38.00 99.40 31.80

3

:“nurce of basic data: DOH National Survey on Dental Manpower, 1890
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highest. For one surface amalgam fillings, the higher the average level of prices,
the wider the differences between maximum and minimum prices.

Regional differences in prices charged by private dentists are shown in Fig,
3.2. Average fees charged for single extraction seem to follow three broad tiers.
At the lowest tier are found Regions 1-3, 5, 8 anc} CAR. Middle tier regions as far
as prices of extractions are concerned are comprised of Regions 4, 6, and 9-12.
Regions 7, 12 and the NCR comprise the regions, where the highest average price of
extractions is found. Lower differences between maximum and minimum prices for
extraction are found in regions with absolutely lower average prices for extractions.
This indicates that in areas with high&r average prices, there are wider bands within
which prices vary.

Differences in poverty levels within regions, as proxied by the urban and
rural locations also conform with this observation. Prices charged for urban
locations were usually higher than those charged for rural locations. (Figure 3.3).
Likewise, differences in maximum and minimum prices charged are usually wider
in urban rather than in rural locations, although there are exceptions (Fig. 3.4).

Average prices of amalgam fillings are highest in Region 12, followed by
the NCR. Instead of a three-tiered structure like the ones found for extractions,
amalgam prices across regions sesm to follow two levels rather than three (Fig 3.5).
Of note is the lawer differences between minimum and maximum prices for
amalgam fillings than those found in extractions. However, wider differences are
observed for those regions with absolutely higher average prices.

In general, higher prices for fillings are also found in urban areas relative to
rural areas (Fig 3.6). Differences however, in maximum and minimum prices
charged are not much across urban and rural areas, with instances where rural
differences in prices are even higher than those in urban areas (Fig 3.7).

How do fees vary with the characteristics of dentists? Indicators from two-

" way tables, though not controlling for some other factors, point to some interesting
trends (Table 3.6). Male dentists usually charged higher than female dentists. This
is true for average prices of extractions and fillings. However, this trend was
broken for female dentists aged 40-49. On average, they charged higher than male
dentists of those same ages.

Higher extractions and fillings prices are charged as dentists grow older,
with a significant peak reached at ages 50-59. Prices fall after this age, though not
to the previous levels. Differences in maximum and minimum charges for
extractions seem to follow the opposite trend, decreasing as prices are increasing,
although differences are widest at the highest average level of prices. On the other
hand, differences in prices of amalgam fillings follow the overall trend, widening as
the level of average prices increases.

These trends indicate that there are differences in incomes, hours of work,
patterns of outputs, and prices charged by dentists practicing in different modes.



232

Figure 3.2

Price of Single Extraction
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Figure 3.3: Price of Single Extraction
By Urban-Rural Location.
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Fig. 3.4: Max-Min Price of Extraction
by Urban-Rural Location
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Figure 3.5

Price of One Surface Amalgam Filling
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2 of One Surface

Amalgam Filling by Location
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by Urban-Rural Location
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Tablo 3.6

Price of Selected Dentist Services, Private Employee and Selt-empioyed De'ltists
By Age and Gender of Dentist (m Pesos)

A. Single Extraction

20-29 years
30-39 years
40-49 years
50-5Q years
60 and above

B. One-Surface Amaigam ‘Fillin-g

20-29 years
'30-39 years
40-49 years
50-59 years
60 and above

Average Price

All

82.20

81.80
88.80
91.20
90.40

Male

$8.80

88.50
73.40
87.20
90.80

Average Price

All

89.40
93.80
95.80
103.40
99.40

Male

93.00
95.40
80.20

107.10
. 89.10

Female

77.10
77.90
88.40
85.90
89.90

Female

88.40

92.80
99.40 -
100.00 .

 99.90

Max.-Min. Price

All . Male
36.40 48.20
34,50 36.60
31.90 27.00
4460  49.80

38.00 - 4070

Max.-Min. Price

All Male

- 25.30 . 30.10
28.30 29.20
27.80 37.30
41,70 39.40
31.80 36.90

Female

32.80
33.30

-+ 356.20

41.00
33.10

- Female

24.00
27.80
-32.10
43.30
21.50

Source of basic data:

DOH Naticnal Survey on Dental Manpower, 1980
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‘The choxce of mode of practice could therefore affect the particular income-leisure
combination and style of practlce that dentists could achieve.

The two-way tables have also indicated that there are differences in the
Jevels of prices charged across dental services. Amalgam fillings are priced higher
than extractions. Furthermore, there seems to be differences in the pattems
exhibited by extractions and fillings as far as vanablhty in average and maximum
and minimum prices are concerned. Prices were also éxhibited to differ across
characteristics of dentists. :

There are also differences in the prices charged for extractions and fillings
_across regions. To a certain extent, these differences may be capturing the net
"effects of regional differences in the levels of demand, the market structure of the
dentist services market and cost of practice considerations. Further verification of
these trends is the purpose of the multivariate analysis to follow.

' 3.3 Empirical Implementation

The prices of single uncomplicated extractions and one-surface amalgam
fillings charged by self-employed dentists are the dental service prices that would be
estimated. Although prices are observed for government dentists and private
employed dentists, there are several reasons why they have been excluded from the
multivariate analysis. Prices charged by self-employed dentists can reasonably be
assumed as being decided by the particular dentist entrepreneurs. On the other
hand, prices for services performed by employed dentists may arise not from their
own decisions but those of their employers As such they do not fit within the
framework that was set earlier.

On the more practical side, there were very few govemnment and private
- employee dentists relative to the total number of respondents who indicated answers
on the questions on pricing.

However, just using the part of the sample who are self-employed and using
ordinary least squares estimation would result in inconsistent estimates. This is
because in the reduced form price equations, the level of utilities which can be
derived from employment, is also taken into consideration. Prices are only
observed when there had been a decision to be self-employed. However, the
decision to become employed or self-employed is simultaneously determined after
weighing the levels of prices that could be charged and the resulting utility derived
from these decisions. There could therefore be characteristics and variables which
affect the decision on the mode of practice and the decisions on the levels of prices
to charge. Not accounting for this selection procedure would result in inconsistent
estimates since it would be like an omitted variable.

To account for the correlation of the variables which affects the mode of
practice with the variables which affect prices, Heckman's two-step procedure was
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adopted®.” This involves estimating a selection equation, a probit equation to
determine the effects of the independent variables on the choice of self-employment.
Using the coefficients estimated from the probit, the inverse Mills ratio is computed
for the selected sample and included among the least squares regressors of the price
variables. The inverse Mills ratio serves to control for the effects of the variables
which affect the choice of employment in the equation for prices. The coefficient
of the inverse Mills ratio is indicative of the correlanon between the errors of the
selection equation and the price equation.

Data and variables. Equations (3-15d) and (3-15¢) are the bases for the
estimation of average prices of single extractions and one-surface amalgam fillings
set by self-employed dentists. In recduced form, these prices are hypothesized to be
determined by the number of sellers or market structure, other factors affecting
demand like income, education and incidence of dental problems, unit costs of
variable factors of production, the level of fixed inputs, and dentist characteristics
which affect dentist preferences. On the other hand, the choice of seli-employment
is likewise affected by these characteristics and demand factors which affect the
incomes of self-employed dentists, together with costs of practice and the incomes
received by employed dentists.

In attempting to include variables. which represent these factors, regional
‘averages were used. However, preliminary estimates using these averzges did not
yield significant coefiicient estimates, a symptom of high degree of multicollinearity
of the variables. Indeed, computing for the condition number of the set of variables
confirmed this-high degree of multicollinearity. To get away from this preblen,
these regional averages were instead replaced by regional dummies with the NCR as
the base region. It can be argued that these regional dummies represented a unique
combination of the indicator variables at hand. The use of regional dummies,
however, disables the separation of the individual effects of the factors on the
dependent variables. While attempts to explain the effects of regional dummies can
be traced to the levels of the variables, these explanations remain as hypotheses and
conjectures which need further confirmation. What are left are individual dentist
_characteristics and presence of fixed equipment.

Table 3,7 enumerates the regional averages of the variables which were used
to represent the determinants of prices. To represent the number of sellers or the
market structure, two indicators can be used. These are population per private
dentist and population per government dentist. These providers can be considered
as substitute providers of care. The greater the number of dentists, the greater
could be the amount of competition prevailing.

The NCR registered the lowest population per dentist ratio. implying that -
voth private and government dentists are relatively plentiful in the Metro Manila

Although !leckman's procedure yields consislenl cslimales, Lhese are still ineficienl. The ideal eslimalion procedure Lo use in
Lhe case of szmple seleclion is maximum likelihood eslimalion. This eslimation procedure assurws consislenl and efficienl estimales.
However, allempls Lo eslimale the model using maximum likelihood melhods failed o yield esiimales due Lo non- convergence. Hence,
despile some inelficiencies. Heckman's procedure was used instead;,



“Table 3.7

Regional Data

Hours per Hours per

No. of

Cost per

Region No. of Mo. of Ratio of = Income

month day extraction temporary permanent extraction per hour hour
filling filling to filling (in P) {in P)
1 llocos Region 165.56 7.27 9,55 5.00 5.69 2.57 42,77 - 33.28
2 Cagayan Valley 182.00 7.60 7.00 417 - 4147 2.43 34.05 17.54
3 Central Luzon 157.16 6.98 7.54 4.16 4.23 2.29 54.55 44.52
4 Southern Tagalog 169.16 7.34 6.53 3.64 4.09 1.85 38.25 26.17
5 Bicol Reginon 172.52 7.41 7.70 4.00 3.21 2.93 31.38 - 21.31
6 . Westemn Visayas 145.10 6.71 8.38 . 5.00 4.43 2.80 42.91 30.19
7 Central Visayas 152.26 6.69 6.89 4.71 " 4.04 1.88 41.03 27.91
8 Eastern Visayas 161.33 7.16 9.11 6.77 4.74 -2.46 27.06 16.93
g Western Mindanao 150.88 6.98 9.07 4.61 4.11 2.52 38.35 34.74
10 Northern Mindanao 157.82 7.03 8.30 4,92 4.97 2.32 298.05 30.23
11 Southern Mindanao 162.62 7.02 5.79 3.92 3.47 2.07 3721 - 25.51
12 Central Mindanao 155.54 6.82 © 6.61 1.92 2.28 4.32 38.66 . 23.46
Cordillera Adimin. Region 189.04 7.58 6.30 A.47 4.21 1.46 42.62 21.96

National Capitat Region 7.10 4.92 4,28 . 4.52 1.39 - 49.85

156.86

42.46

-

Source of basic data: DOH National Survey on Dental Manpower, 1995
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area. It can be noted that for some regions where the population per private dentists
were relatively low, population per government dentists were relatively larger;
Regions 3, 4, 7, and 11 are some examples. - On the other hand, there are some - -
regions where both private and government dentists were not plentiful.

" Regional averages for annual household incomes, literacy rates and incidence
of dental caries, which are partial indicators of the Jevel of demand for dental care
services, are given in the same table. Although higher literacy rates are identifiable
" with regions with higher household incomes, lower literacy rates are sometimes
found in regions with relatively higher incomes and vice versa. In the same vein,
‘hizher incidences of caries are sometimes found in areas with relatively higher
household incomes.

Highest incomes and literacy rates are registered in the NCR, as with the
lowest population per dentist. '

Aside from these demand variables which determine to a certain extent the
incomes that self-employed dentists coyld attain, the costs of practice differ across
regions. Column 3 of Table 3.7 indicates that the average cost of practice, defined
as the sum of variable costs, are highest in Region 3, followed by the NCR, and
Region 10. Of note is the high costs of practice in Region 2, a low demand area,
relative to that in Regions 4 which registers higher household income and
potentially higher demand.

Average incomes earned by government dentists also differ across regions.
Government dentists earn more in regions with relatively less private dentists per
population, Regions 2 and 5 and in those regions where there are higher household
incomes, e.g., NCR and Region 12.

Table 3.8 lists down the descriptive statistics of the variables used in the
probit estimation of self-empioyment. *The total sample consisted of 1631
observations, of which 56 percent were.self-employed. The average age was 38
years old, and about 65 percent were females. About 46 percent were located in
rural areas. The rest of the variables represented the proportions coming from the
different regions.

Table 3.9 lists down the descriptive statistics for the part of the sample for
which prices were estimated. About 539 of the self-employed dentists reported
complete information and were therefore used in the estimates. Less than 1 percent
of the sample were dental specialists. Average price of extraction reported was P
74 while that for a filling was P 50.50. Not all dentists cn average possessed at’
least one of the equipment listed. High speed drill was the equipment which
dentists, on average, could have one of, while x-rays were the least commonly had.
The average number of hydraulic chairs was consistent with only slightly more than
half of the dentists owning one.
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Descriptive Statistics: Seif-employed
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Number of observations: 1631

0.0147 0.1205

" Variable Mean  Std.Dev. Minimum Maximum
Self-employed 0.5579 0.4968 0 1
Age of dentist 37.7033 12.2434 21 74
Age squared 1571.3440 1062.3930 441 - 5476
Female dentist 0.6548 0.4756 0 1
Female ™ Age 23.6879 19.5632 0 72
Dentist is a specialist 0.0116 0.1073 0 1

- {Rural Municipality 0.4660 0.4990 : 0 1
llocos Region - 0.0343 0.1821 0 1
|Cagayan Valley 0.0184 0.1344 0 1
~ |Central Luzon 0.0834 0.2766 0 1
Southern Tagalog 0.1202 0.3253 0 1
|Bicol Region 0.0362 0.1868 -0 1
Western Visayas 0.0570 0.2320 0 1
_|Central Visayas 0.0699 0.2551 -0 1
|Eastern Visayas 0.0337 0.1806 0 1
Western Mindanao 0.0319 0.1757 0 1
Northern Mindanao 0.0441 0.2055 0 1
Southem Mindanao 0.0386 : 0.1928 0 1
Central Mindanao 0.0270 0.1621 0 1
Cordillera Autonomous Region 0 1

‘Source of basic data: DOH National Survey on Dental Manpower, 1990
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Descriptive Statistics: Prices
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I

0.0186

Number of observations: 539

Variable Mean Std. Dev.  Minimum  Maximum

frice of single extraction 73.9842 343379 25 300
Price of one-surface amalgam filling 90.5427 3310293 15 225
Age of dentist 34.6011 - 10:9041 23 67
Age squared 1315.9147  931.8267 529 4489
female dentist 0.6790 0.4673 0 1
female * age - 22.4156 - 17.3863 0 67
dentist is a specialist 0.0074 0.0859 0 1
Rural Municipality 0.4453 0.4975 0 1
. of X-ray machines 0.1243 0.3920 0 3
‘Jo of Hydraulic chairs 06030 . 0.6021 0 3 .
No of amalgamators 0.2356 0.4936 0 3
Yo, of high speed drills 0.9276 0.6901 0 3
&ambda‘ . 0.6616 0.2391 0.13933  1.51048
locos Region 0.0260 0.1592 0 1
(agayan Valley 0.0204 0.1415 0 1
Central Luzon 0.0872 0.2824 O 1
Southern Tagalog 0.1243 0.3392 0 1
dicol Region 0.0334 0.1798 0 1

- Nestern Visayas 0.0519 0.2221 c 1

~ lentral Visayas 0.0668 0.2499 o 1

_ Ecstem Visayas 0.0167 0.1283 0 1
Western M!nd:ﬂ. 180 0.0278 0.1646 8] 1
Northern Mindanao - 0.0334 0.1798 0 1
iSq’utherr‘l Mindanao 0.0501 0.2183 0 1
Central Mindanao 0.0260 0.1592 0 1

ordillera Autonomous Reglon 0.1351 0 1

Source of basic data: DOH National Survey on Dental Manpower, 1990
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Results. The probit estimates of the decision for self-employment are listed
in Table 3.10. The number of observations correctly predicted by the cstimated
equation is about 65 percent.

Age and gender of dentists significantly affect the decision to be self-
employed. Every year increase in age lessens the probability of the dentist to be
self-employed by about 3 percent. However, the ccefficient of the square of age is
positive, thereby implying that the effect of age on the probability of self-
employment is u-shaped. There is a certain age at which the probability of self-
employment once again increases.

Since younger dentists are expected to have a longer time profile for
practice, they may not mind self-employment since they could afford spare time to
establish their own practices. They might be willing to invest in their own
equipment and clinics since they have longer time to recoup their investments. This
could also reflect preferences among younger dentists for independent practices,
even at the expense of longer hours.

On the other hand, preferences for stable incomes and hours may provide the
incentive for older dentists to be employed. Older dentists may have greater
financial responsibilities, hence their preference for more stable incomes.

However, the reversal to self-emplcyment for older dentists may be occurring as
these financial responsibilities decrease and as preferences for leisure increase.

Female dentists were more likel'y to choose self-employment. IHowever, the
difference in probabilities is not that great. What is more interesting is the increase
in probability of being employed for older females. This could partly be reflective -
of preferences of female dentists in their reproductive ages to spend more time at
home caring for children and family, even at the expense of lower incomes.
Stability of hours in employed settings may thus be preferred by these dentists.

The urban or rural location of the dentist did not tumn out to be a sxgmﬁcant
dctermmant of employment mode.

Regions where the likelihood of dentists to be self-employed is lower than
those in the NCR include Region 1, 5, 6, 8, 9, and 10 while the likelihood of being
self-employed is higher than that for NCR in the Cordillera Autonomous Region
(CAR). Regions 1, 5, 8 and 9 are the regions where household incomes are
relatively lower, It could be likely that the levels of demand for dental services in
these regions may not be sufficient to support self-employed dentists. These are
reflected in lower incomes for self-employed dentists in Regions 1, S, and 8. The
level of demand for dental services in Region 9 may be affected by the low literacy
rates of the population. '

The greater probability of being self-employed in the CAR may be due to
the relatively higher incomes of self-employed dentists there. These incomes are
even higher than those in the NCR. On the other hand, relatively low incomes of



Results of Probit Estimation of Self—emp!oyment

Table 3.10
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Dependent variable: Self-employed
~|Log of the likelihood function =
Number of observations =

Number of positive observations =

~ |Percent positive observations =
|Sum of squared residuals =

R-sguared =

Percent correct predictions =

~|Censtant

Age of dentist
Age squared
Femala dentis
Female * Age

Dentist is a specialist
Rural munigipality

llocos Region

Cagayan Valley

Central Luzon

Southarn Tagalog

Bicol Region

Westsrn Visayas

Central Visayas

Eastern Visayas

Western Mindanao -

Northern Mindanao

Southern Mindanao

Central Mindanag

‘|Cordillera Autonomous Region

- -1040.25'
1631,

810
0.55794
363.988

0.0951872
0.652974

Coefficient

2.12789
-0.082376
0.000854111
0.452496
-0.014609
0.231617
:-0.102391
-0.646342
-0.372371
-0.050361
'0.131614
-0.304321
.-0.401034
-0.041726
-0.581437
-0.554592
-0.713079

~ 0.074581
-0.265636
0.861459

———y

T-statistic

3.89975 **
-3.30582 **
3.13134 ™
1.93988 **
-2.5562 **
0.772289
-1.48456
-3.52409 **
-1,54832
-0.32851
1.20454
<1,72857 *
277132 ™
-0.314849
-3,107Q08 *
-3.01344 **
- ~4.34518 *
0.432566
-1.33576
2.53764 **

Marginal
Effects

0.77619
-0.030048
0.00031155
0.0014192
-2.6988E-05

-0.0087554

-0.0024804
-0.00368189

-0.0071588

-0,0065784
-0.010478

0.0016337

** = Significant at the & percent iavel

- * = 8lgrificant at the 10 percart level

Scurce of hasic data: DOH National Survey on Dental Manpaver, 1890
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self-employed dentists and narrower distance between incomes and cost of practice
may be discouraging dentists in Region 10 from being self-employed.

Of note is the similarity in the likelihood of self-employment with the NCR
for Regions 3, 4, 7, 11 and 12 and 2. For Regions 3, 4, 7 and 11, the level of
household incomes and potential demand may therefore be sufficient to support self-
employed dentists despite relatively many providers of demaf care and relatively
higher costs of practice. For Regions 12 and 2, which are relamely low income
regions, there could be incentives to be self-employed since the number of private
dentists is still few, thereby affording a captive market for those who do decide to
establish their practices there. This captive market is reflected in the relatively
higher incomes of self-employed dentists in these regions.

Table 3.11 shows the results of the determination of prices for single
uncomplicated extractions and prices for one-surface amalgam fillings. The
adjusted R-squared for prices of extractions reach .29 which is relatively high for
cross section data. The adjusted R-squared for prices of amalgam fillings, though
lower, is still acceptable.

Results for the determination of prices for single-extraction and for one-
surface amalgam fillings both show that the coefficients for the inverse of the Mills
ratio are insignificant. Strictly speaking, this can be interpreted as pointing to the
absence of self-selection in the data. However, there could be limitations to this
interpretation. It could be that there are determinants for the decision to be self-
employed and prices that have not been fully captured by the data. Examples of
these are dentist characteristics which could further influence preferences such as
the amount of wealth or assets and non-practice incomes. Other reasons could point
to remaining correlations between the inverse of the Mills ratio and the various
regional dummies. In this respect, the conclusion of no self-selection cannot be
fully supported. '

Another result that needs to be pointed out is the differences in the pattern of
the effects of the independent variables on prices of extractions and fillings.
Although both share a common set of hypothesized determinants, the list of
significant determinants is different for each price. This points to differences in the
magnitudes of the effects of the underlying variables on these two prices.

Of the dentist characteristics, age of the dentist figures prominently in the
determination of both price variables. Every year increase in age of dentist
increases the price of a single extraction by P .68 and the price of a one-surface
amalgam filling by P .43. Although the averaze prices of extractions are lower
than those of amalgam fiilings, the effects of age on extractions are higher in
absolute amount per year increase in the age of the dentist.

The increase in prices for older dentists could be reflecting the preferences
for leisure among dentists, or the quality signals of experience. Since older dentists
may want to reduce the time that they spend working, they would tend to increase
their prices in order to deter new patients from coming into the practice. Age of the
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Results of Estimates for Pric'es of Dental Se_rvices
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Price of Single Extraction‘

Price of Cne-surface

Variable ; Amalgam Filling
Coefficient T-statistic Coefficient T-statistic

nstant 58.0933 9.20946 ** 71.9387 10.205 **
e of Dentist 0.678846 2.97901 ** 0.435402 1.88368 *
male dentist -5.19206 ~1.70367 * -2.38141 -0.80748
ntist is a specialist 63.5087 1.06869 ** 21.0143 1.50821
ral municipality -9.74846 -3.86259 ** -3.57993 -1.31367
mber of x-ray machines 14.4304 2.55416 ** 1.4911 0.312967
mber of hydraulic chairs 1.30127 0.523882 1.40244 0.513111
mber of high speed drills 4.70029 2.29667 ** 6.48587 2.7554 **
mber of amalgamators 9.34884 2.40157 ** 16.6727 3.70018 **
tos Region -7.63274 -0.619212 -24.4216 -2.23798 **
gayan Valley -16.0053 -2.38445 ** -25.0301 -2.83779 **
ntral Luzon -19.5717 -4.92948 ** -7.82628 -1.40441
uthern Tagalog -12.7528 -3.93205 ** -9.2349 -2.57161 **
0l Region -9.42855 -1.67196 * -12.8533 -2.35358 **
sstern Visavas 6.16448 - 0.987668 3.11472 0.467265
ntral Visavas 13.6835 1.80021 * -3.81528 -0.721188
stern Visayas -10.7623 -1.50983 -15.4838 -1.42044
astern Mindanzo -3.39973  -0.407914 8.23229 0.992063
hern Mindanao 7.68314 0.714762 503475 0.427742
uthern Mindanao 7.29397 0.709422 21.0562 3.41302 **
ntral Mindanzo 7.41397 0.855862 -1.5996  -0.158051
ydillera Autonomous Region -12.833  -1.45259 -3.91307 ° -0.293264
mbda -10.2004 . -0.651549 -2.26801 -0.185296
= Slgnificant at the 5 pergent level
: Significant at the 10 percent level
imber of observations : 539
ean of dependent variable 73.9842 90.5427
W. dev. cf dgpendent variable 34.3379 33.0293
um of squared residuals 433683 446694
inance of residuals - 840.471 865.687
d, error of regragsion 28.9909 29.4226
squared - 0.316335 0.238921
qusted R-squared 0.287186 0.206472
slatistic 10.8525 7.36294

Yurce of basic data: DOH National Survey on Dental Manpower, 1990
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dentist is correlated with the number of years of practice. More experienced
dentists may have more stable patient loads than their younger counterparts. Their
reputation and the quality of their services may have been already established.. This
moderates the need for them to attract more patients by c=creasing the prices that
they charge for dental care services.

Greater absolute effects of age on the prices of extractions than for fillings
may be capturing the practice patterns of older dentisfts. Relatively more extractions
per filling are performed by older dentists, thereby playing a more important role in
their total incomes, Efforts to decrease patient load and, consequently, total
working time may therefore be better served by increasing prices of extractions than
fillings.

In addition to age, dental specialty and gender have influences on the price
of single extractions but not on the price of amalgam fillings. Female dentists
- ¢harged about P 5 less than male dentists,

‘Dental specialists like orthodontists, pedodontists, oral surgeons and
prosthodontists charge about P 64 higher or nearly double the average price of
single extractions. There are relatively few dental specialists in the country. Dental
specialization could therefore be a signal of the skill of the dentist and the quality of
the dental service performed.

Dentist specialists may also prefer to perform certain dental services relative
to athers. For instance, oral surgeons may prefer to handle more difficult cases,
“orthodontists may prefer to align teeth while periodontists would be handling gum
problems. In these instances, they may be using higher prices of extractions in
~order o select out the cases requiring extractions only.

Dentisis Igcated in rural areas charge about P 10 less for extractions than
those in yrban areas. These lower prices may be reflective of lower incomes and
.lower demand for dental care services. "Although this effect is expected to extend to
fillings, the rural location of the dentist does not significantly affect the price of
one-surface amaigam fillings.

Ownership of equipment by the dentist increases the prices that are charged.
Prices of single extractions are higher by about P 14.4 for every x-ray machine, by
P 4.7Q for every high-speed drill and by P 9.34 for every amalgamator. On the
other hand, prices of one-surface amalgam fillings are higher by P 6.5 for every
high speed drill and P 16.70 for every amalgamator.

These increase in prices due to the presence of fixed equipment may be
related to the higher costs of variable inputs that may be complementary to these
machinery. In particular, high speed drills are dependent on electricity.

High speed drills and amalgamators speed up the performance of fillings.
Drills are used to smooth out the cavities before fillings are applied while
amalgamators mix the substance for the fillings at a faster rate than ordinary mortar



and pestles. If faster time spent for fillings is an aspect of the quality of the service
that patients consider, then faster service time may be reflected in higher prices.

High speed drills and amalgamators are not usually used in the performance
of extractions. However, these equipment have positive effects on single extraction
prices. The presence of these equipment is used to signal the faster adoption of new
technology by the dentist, and therefore on the overall quality of the dental service
performed. Their signalling effects may redound to t‘le demand and therefore the
prices charged for single extractions by the particular:dentist. The higher prices for
extractions charged may also reflect the allocation of the additional depreciation

costs due to the presence of equipment.

Prices of extractions are lower in Regions 2, 3, 4, and 5 than those in the
NCR and higher in Region 7 than NCR. The highest differences are found in
Region 3 where prices are lower by about P 20.00. Looking at household incomes
and distributions of dentists, one can characterize Regions 2 and 5 as low income
with relatively higher population per private dentist than Regions 3 and 4 which are
high income and lower population per private dentist regions. One can surmise that
the level of demand for Regions 2 and 5 are providing constraints against dentists
charging higher prices there. On the other hand, while levels of demand in Regions
3 and 4 are higher, competition among private dentists may be providing the
constraints against higher prices charged. Likewise, these higher demands may be
" characterized by a shift away from extractions to fillings, thereby contributing to the
downward shift in prices.

The case of Region 7 is quite surprising since it has relatively lower income
than the NCR and higher population per private dentist. Cost of practice in the
region is also not as high. There could be other factors which explain the relatively
higher casts of extractions performed there,

Prices of extractions are not significantly different from those in the NCR
for Regions 1, 6, 8-13. Note that these regions have lower incomes than those for
NCR and Jower number of private dentists. In fact, Regions 8, 9 and 12 have the
highest populations per private dentist. Only in Region 8 do government dentists
outnumber private dentists. This implies that although there are substitute
providers, there are not too many. These two factors can be combined to sustain
prices. On the one hand, the lower income levels may be consistent with lower
demand for dental services but greater demand for extractions relative to fillings.
Lower numbers of providers may be preventing prices from declining. The
combination may therefore be approximating the effects on prices of the situation in
NCR. '

Prices of fillings are lower by about P 25 in Regions 1 and 2. While Region
2 registered significant difference in the prices of extractions and fillings, Region 1
is only lower as far as fillings dre concerned. This could be supportive of
observations that there are differences not only on the levels of demand but on the
patterns of demand as well. The level of demand in Region 2 may be such that
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demand for both extractions and fillings is sighificantly lower while demand for
only fillings is lower in Reglon 1. '

Dental patients in Region 3 are charged the same rates as in the NCR. One
could surmise that the level of demand in Region 3 for fillings may approximate the
Jevels in the NCR. This would also tend to support the shifting of demand away
from extractions to fillings in the case of Region 3 since ektraction prices are lower
but filling prices are not. o

On the other hand, prices of amalgam fillings in Region 4 are lower than
those in NCR. This may indicate that the shift to amalgam fillings may not be as
extensive as in Region 3 and that the number of providers is still providing the
~ constraint to increases in prices.

Region 11 posts about P 21 higher prices for one surface amalgam fillings
than NCR. Thisisa region which can be classified as a medium income region
with high incidence of caries and high literacy rates. It may be hypothesized that
demand in this region for dental services may be relatively high. Most of the dental
care providers are private dentists; next to NCR, and Regions 3, 4, 7 and 13, this
region has the lowest populatlon to private dentist ratios. There are relatively few
government dentists as this region has the second highest population to government
dentist ratio. Alternative, lower priced providers of fillings are therefore scarcer
than in the other regions. Higher prices may therefore be offshoots of the relatively
higher demand for fillings provided mostly by private dentists.

Consistent with the prices of extractions, prices of fillings in Regions 6, 8,
9, 10, and 12 are not significantly different from those in NCR. The same
mec}nmsms as in extractions may explain the higher prices in these regions.
Although demands may be lower, demand per dentist may be high due to the.
relative scarcity of providers.

- Implications_and limitations. The results for the problt equation on the .
decision to be self-employed or not indicate that age and gender of dentists affect
the decision to become self—employed or not. Changes in the age and sex
distribution of dentists in the Philippines would therefore have effects on the mode
of practice choices of dentists.

It.seems from the pattern of the regions where the likelihood of self-

. employment is higher that demand and income considerations do affect the decision
to become self-employed. These are specially apparent in Regions 3, 4, 7 and 11
where the likelihood of being self-employed is the same as those in the NCR, while
dentists in the lower income regions are less likely to be self-employed. This
implies that as household incomes increase, as demand for health care services
increase and as the incomes of Sé.lf-empxoyed dentists increase, the distribution of
dentists across practice modes would likely be affected.

These could have implications on the‘gequirements for dentists to provide for
care. It was noted in the two-way tables that government dentists were more
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productive than private dentists. A shifting of the distribution of dentists toward
self-employment may mean less patients served, unless there are corresponding
changes in private dentist productivities. To serve the increased demand for dental
care services may require more dentists than would- oth“rwxse be needed. Further
investigation into the productivity differences between private and public dentists
may be in order,

Based on the patterns ot ettects ot the regional dummies on prices of
extractions and amalgam fillings, it can be noted that changes in household incomes
and demand and the number of providers of dental care services would have
different effects in each of the regions. If the magnitudes of household incomes,
literacy rates, incidence of caries, cost of practice and number of private and public
dentists would increase to levels like those in NCR, increases in prices of
extractions are expected in Regions 2, 3, 4, and 5 while increases in prices of
fillings are expected in Regions 1, 2, 4, and 5. The average levels of prices in
Regions 8, 9, 10, 12, and 13 are expected to remain at current levels,
approximating those of NCR. This indicates that increases in expenditures due to
increases in prices can be expected as the levels of demand increase.

For those regions where prices are not significantly different from levels in
the NCR, it can not be concluded that movements in the underlying variables would
not involve changes in the prices of dental care services. The pattern of significait
differences in prices of other regions and the differences in the structures of the
underlying varjables there point to the possible movements in prices in these regions
before settling at the current NCR levels. One such possibility is the decrease in
prices as demand increases are tempered by increases in the number of providers, as
in the case of Regions 3 and 4, Likewise, it can be expected that changes in prices
of extractions relative to fillings may also differ.

Taking the presence of equipment as representing possible increases in the

~ ¢osts of practice, then increases in the costs translate to increases in the prices

charged for dental care services. It can therefore be expected that increases in the
rate of adoption by dentists of technological advancement in the form of new dental
equipment would increase the prices charged for dental care services. These would
have to be factored in any estimates of dental care expenditures through time.

Differences in quality, either perceived or actual, also affect prices of dental
care services. Increases in demand for dental care services accompanied by
increases in demand for quality would therefore tend to increase total expenditures
for dental care by way of their effects on the prices.

While the general trend of increases in expenditures due to increascs in
prices can be supported by the data, measures to moderate these price increases are
not readily observable since the effects of the underlying variables cannot be

_separated out. Perhaps analysis of the variables at hand could be conducted at a

more disaggregated level, perhaps at the level of the province, in order to do away
with the high degree of multicollinearity.
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NSCB Approval No. A5742-
' ' R-251-HN
: Expires:Dec. 31,1990
_Republic of the Philippines
Department of Hezlth
Dental Health Service
Manila ‘

* Codé‘Number

DENTAL, MANPOWER SURVEY FORM
Instructions:

Please complete and return at the earliest date. Read it through

to the end before starting to.answer the questions.

Answers in the boxes maybe indicated with a check mark [ / J. If
the answer to the question is zero, please write in "zero" rather
than leaving the space blank. :

A good estimate is better than no answer. If it is not possible
to answer a gquestion, write "NA" (which will indicate information
'is "Not applicable or that question does not apply to you").
These information will be treated as confidential.

1. Name
(Surnane) (First Name) (Middle Name)
. 2. Homa Address:

(No. of 8t./Barrio) (Municipality) (Province)
3. Clinic Address: :

(No. of st./Barrio) (Municipality) (Province)
4. Age ___ years 5. Sex: Male [ ] Female [ ]
6. civil Sstatus: Single (] Married (1

Widow {1 Widower [ ]
7. Educational Attainment:

Title of Degree /) Name of School Date Graduated

~ Othexr Educational Attainment/Post Graduate or Others,specify
8~ Employment:

(please check answer) [ )] Self-employed { ] Employed
9. Nature of employment:
(please check answer)
{ ] Government . ([ 1 Private

If gov't., check what level If private,check time invested
[ ] Department/Bureau ’ [ ] Full-time

Specify: : [ ] Part-time
[ 1] Regional [ ] Half-time

Specify: [ ] Others
[ ] Provincial

Specify:

{ ] Municipal/City
Specify:
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10. Category (Check all that apply and specifyf
[ ] Occupational (Industrial, Agricultural, Manufacturing,
‘Business, etc.)

. Specify:
[ ] School (Private)
Specify:
[ ] Hospital (Private)
, , Specify: . .
11. Type of Practice/Business (Please check answer)
' Name

[ ] Single (proprietorship)

{ ] Partnership, specify name

of partner
[ ] Corporation, specify name
" and address of corporation
[ ] Group practice, specify
' name that comprises the group
* Code Number

1 Dentist V 8 General Practitioner
2 Dentist IV . 9 Oorthodontist

3 Dentist III 10 Pedodontist

4. Dentist II 11 oOral Surgeon
5 Dentist I 12 - Prosthodontist
6 staff Dentist 13  others, Specify
7 Instructor/Professor
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NSCB Approval No. A5742-
R~253-HN
v Expires: Dec. 31, 1990
Republic of the Philippines
Department of Health
Dental Health Service
Manila

ECONOMICS OF DENTAL PRACTICE SURVEY
(Dentist) '

Gross Monthly Income (please check)

______ Below P5,000.00 _____P9,001.00 to P10,000.00
o P5,061.00 to P6,000}00 _____Pl0,00l.OO to P11,000.00
___*__P6,001.00 to P7,000.00 _____Pll,OOl.OO to P12,000.00
_ P7,001.00 to P8,000.00 __ﬂ__PlZ,OOl.OO to P13,000.00
P8,001.00 to P9,000.00 P13,001 and above
uAverage clinic working ho@rs per day  Days per week

Average number of patients per day:

Extractions Temporary Filling
Permanent Filling _ ' Other Services
‘Flouride topical application

Type and quantity of dental/laboratory equipment used:

/

TYPE QUANTITY
[ ] Portable {12 (12 (] 3 or more
[ ] Hydraulic Chair & Unit (1Y [ ]2 [ 1) 3 or more
[ ] Motor Chair {12 [)2 [ ] 3 or more
[ ] High Speed Drill (11 (]2 [ )3 or more
[ ] Ultrasonic device {12 (]2 [] 3 or more
[ ] X-ray {32 (12 [ ] 3 or more
[ ] Electronic Pulp [ 11 [12 [ ] 3 or more
Vitality Tester
[ ] Amalgamator {11 (12 [ 13 or morxe
( ] Motor [ 1Y [12 [ ] 3 or more
( ] Flask [ 1J]1 [12 (] 3 or more
[ ] Lathe {J12 (12 [ ] 3 or more
[ ] Articulator (12 (12 [ 13 or more
[ ] Porcelain Oven (furnace) (121 (]2 [ ] 3 or more
[ ] Casting Machine {11 [)2 [ ] 3 or more
{ ] Oven [ 11 (312 [ ] 3 or more
[ ] Blow Torch {11 (]2 [ ] 3 or more

Monthly clinic rental (if you own the building, please
estimate)
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6. Average monthly operating expenses in your practice/business
a. Utilities (electricity, water, telephone,
gas, etc.) P
. b. Insurance related to office practice
(liability, equipment, fire, etc.) P
c. Commercial dental laboratory charges P
d. Laboratory supplies, drugs, etc. (not
equipment or business offlce sunplles and
material)
e. Salaries (including comm1551ons) per month
Dentists employed by you
. Hygienist
Dental assistant
Technicians
Others (Specify)
f. Travel and Professional Meetings
g. Depreciation of dental equipment and
‘other expenses
h. Laundry, business and office supplies,
porterage and office maintenance
Current rate charge: - : ‘ Mlnlmum aximum
orthodontic Treatment
Dental Prophylaxis
Two Surfaces Amalgam Fillings -
One Surface Amalgam Fillings -
Silicate Filling
Composite Filling
Two Surfaces Gold Fillings
Single Extraction (Uncomplicated,
under local anesthesia)
Jacket Crown )
Complete Denture
Partial Denture (per unit)
orthodontic Appliance
Periodontal Treament
Repair:
: a. Broken denture
.b. Pontic (porcelain or plastlc)
'c¢. Additional :
- d. Others (specify)

d

e alys]

o W s Bl Bcell e Bse B o By o
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Table A-1
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Average Number of Patients, by Position/Specialization

TYPE OF SERVICE
Position/ Extraction |Temporary Filling |Permanent Filling
Specialization '
Average Cases| Average Cases | Average Cases
(n) (n) (n)
Dentist V 3.00 1 - - 5.00 1
Dentist IV 8.40 5 7.67 6 .8.50 6
Dentist IH 11.65 46 6.95 42 4.85 40
Dentist I 11.68 @ 243 6.32 221 5.36 193
Dentist | 12.48 42 9.72 - 47 8.21 38
Staff Dentist 9.91 11 7.09 11 6.20 10
Instructor/Professor 2.67 6 2.33 3 3.57 7
General Practitioner 4.34 855 3.02 786 3.56 822
QOrthodontist 9.67 6 5.60 5 5.14 7
Pedodontist 5.00 2 4.00 . 2 6.00 <
{Oral Surgeon 13.33 6 13.60 5 15.25 4
Prosthodontist 10.00 1 5.00 1 15.00 1
Others 6.55 104 5.45 99 5.54 100
For Entire Population 6.49 1328 4,32 1228 4.30 1231

" Source of basic data: DOH National Survey on Dental Manpower, 1990
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Table A-2

Average Number of Patients, by Type of Service, by Region and Location

Type of Service
_ Extraction Temporary Filling| Permanent Filling
Region -
Average Cases | Average Cases | Average Cases
B (1)) (n) . ).
I llocos Region 9.58 47 5.00 50 5.69 43
Urban 10.38 29 5.10 30 6.00 29
Rural 8.22 18 4.85 20 5.21 19
1l Cagayan Valley 7.00 - 22 417 23 417 23
Rural 7.00 22 4.17 23 417 23
] Central Luzon 7.54 125 4.16 113 423 109
Urban 5.48 25 3.33 18 3.39 18
Rural 8.06 100 4.32 95 4,40 91
IV Southern Tagalog 6.53 = 164 3.64 143 4.09 147
Urban 6.34 61 3.55 49 4.28 53
Rural . ‘ 6.64 103 3.69 94 3.98 - 94
V  Bicol Region 7.70 53 4,00 51 3.21 47
Urban 889 18 4.06 18 3.65 17
Rural 7.09 35 3.97 33 2,97 30
VI Western Visayas 838 -~ T 5.00 63 4.43 58
Urban 8.16 32 5.10 29 4.24 29
Rural 8.56 39 4.91 34 4.52 29
VIl Central Visayas 6.89 107 4.71 100 4.04 102
Urban 6.39 83 4,55 76 4,33 80
Rural 863 24 521 - 24 3.00 22
VIIl Eastern Visayas 9.11 44 6.77 44 4.74 42
Urban 9.25 16 7.20 15 5.07 15
Rural 9.04 | 28 6.55 29 4.56 27
[1X  Western Mindanao 9.07 + 45 - 4,61 36 4.11 37
: Urban | 738 24 3.9 20 3.40 20
" Rural : . 11.00 - 21 550 16 4.94 17
X -+ Northern Mindanao | 8.30 69 4.92 65 4.97 62
Urban ‘ 8.89 37 4.97 34 4,65 31
Rural 763 32 4.87 31 529 31
(IXI- Southern Mindanao| 5.79 56 3.92 49 3.47 49
Urban 469 . 26 4.04 25 319 . 26
Rural - 6.73 . 30 3.79 24 3.78 23
XIl  Central Mindanao 6.61 44 1.92 36 2.28 36
Urban - 9.82 17 1.50 12 . 2.00 11
Rural 459 27 2.13 24 2.40 25
CAR Cordillera Region 6.30 20 4.47 19 4.21 19
Urban 4.89 9 3.13 8 443 8
Rural 745 . 11 5.45 11 4.27 11
NCR Nat'l Capital Region| 4.92 525 4.28 499 4.52 514
Urban 4.92 525 428 499 4.52 514
For Entire Population 6.51 1392 4.33 1291 4,31 1293

Source of basic data: DOH National Survey on Dental Manpower, 1990



Figure A.1 .

Ave. Daily No. of Patients per Service
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Table A-3

Ratio of Extraction to Permanent Filling,

by Position/Specialization

Position/Specialization  Average

Cases
Ratio (n)
Dentist V 0.60 1
Dentist IV : 3.31 5
Dentist Ili 5.27 38
Dentist 1l 3.25 187
Dentist | 3.47 27
Staff Dentist 2.88 10
Instructor/Professor . 1.36 B
General Practitioner 1.52 799
Orthodontist 2.38 3]
Pedodontist 1.50 -2
QOral Surgeon 0.88 4
Prosthodontist 0.67 1
Others - 1.42 94
1180

For Entire Population 1.97

Source of basic data: DOH National Survey on

Dental Manpower, 1990
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Ratio of Extraction to Permanent Filling,
by Region, by Location -

Table A-4

Ratio
Region
Average Cases

. (n)

! llocos Region :2.57 44
Urban 2.57 27

Rural 2.55 17
Cagayan Valley 2.43 22

Rural 2.43 - 22

n Central Luzon 2.29 107
Urban 1.52 © 18

. Rural 2.45 89

IV Southern Tagalog 1.85 143
Urban 1.71 52
" Rural 1.93 91

V Bicol Region 2.93 47
Urban 2.89 17

Rural 2.95 30

\! Western Visayas 2.80 56
Urban 3.06 - 27

Rural 2.55 29

VII Central Visayas 1.88 101
Urban 1.54 79

Rural 3.08 22

Vil Eastern Visayas 2.46 37
Urban 2.01 12

Rural 2.67 25

IX Western Mindanao 2.52 35
Urban 2.26 19

Rural 2.83 16

X Northern Mindanao 2.32 62
Urban. 2.74 31
Rural 1.90 31

Xl Southem Mindanao 2.07 48
Urban . 1.78 25

Rural 2.39 23

pdll Central Mindanao 4.32 36
Urban 9.1 11

Rural 222 25
Cordillera Administrative Region 1.46 19
Urban 1.1 8
Rural 1.72 11

National Capital Region 1.39 483

Urban 1.39 483

For Entire Population 1,97 1240

Source of basic data: DOH National Survey on Dental Manpower, 1990
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Ratio of Extraction to Permanent Filling, by Age,
Gender and Civil Sta;us of Dentist

Age, Gender, Civil Status

20 TO 29 YEARS
Male
single
married
Female
single
married
30 TO 39 YEARS
Male
single
married
- widowed
Female
single
married
40 TO 49 YEARS
Male
" gingle
meairiad
Female
single
married
widowed
50 7O 59 YEARS
Male
single
married
widgowed
Female
single
marrigd
widowed
60 YEARS AND ABOVE
Malg
single
married
widowed
separated
Female
single
married
widowed
separated
For Entire Population

Average Cases
Ratio m
1.62 416
1.59 91
1.58 60
1.61 31
1.63 325
1.48 228
1.97 97
1.93 421
1.95 162
2.07 33
1.90 128
4.00 1
1.91 259
1.73 78
2.00 181
2.11 112
2.52 41
1.33 2
2.58 39

- 1.88 71
2.35 11
1.82 57
1.28 3
2.84 1714
2.82 - 61
0.87 3
2395 53
2,44 3
2.85 110
227 g
2.88 85
3.27 B
215 83
2.15 54
2.16 50
3.33 1
1.67 3
2,14 29
231 6
2.14 17
1.89 5
2.50 1
1.98 1203

Source of basic data: DOH National Survey on Dental Manpower, 1990
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Extractions to Fillings Ratio
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Table A-6

average Woiking Hours by Region and Lobation

Average Working Hours » Variability
Location/Region _
Region Urban - Rural N . Region Urban Rural
city ., municipality city municipality
[ flocos Region 7.27 7.34 7147 55 1.8605 1.5886 2.2085
i Cagayan Valley 7.60 - 7.60 25 1.4142 - 1.4142
Il Central Luzon 6.98 7.36 6.88 - 132 1.6062 1.2536 1.8797
IV Southern Tagaleg 7.34 7.20 7.42 196 1.4707 1.5078 1.4479
V' Bicol Region = - 1.4, 7.53 7.35 59 1.5100 1.3486 1.5841
VI  Western Visayas 6.71 6.53 16.90 86 1.9696  2.0627 1.8682
VIl Central Visayas 6.69 6.59 7.09 109 1.7089 1.7755 1.3770
VIl Eastern Visayas 7.16 6.85 7.31 49 1.6751 1.8488 1.5608
IX Western Mindanao 6.98 6.89 7.09 50 . 1.6841 1.4763 1.9286
X Northern Mindanao 7.03 6.89 7.18 69 1.5240  1.6695 1.35687
X! Southern Mindanao 7.02 6.46 7.50 60 -~ 1.7123 1.6884. - 1.6064
Xl Central Mindanao 6.82 7.00 6.70 44 1.5443 1.5000 1.5888
CAR Cordillera Region 7.58 7.54 ' 7.64 24 0.9286 0.7763  1.1201
NCR National Capital Regio .7.10 7.10 - 633 1.9268 1.9268
PHILIPPINES 7.088 1.7579

Source of basic data: DOH National Survey on Dental Manpower, 1990

992
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Figure A.3

Average Working Hours
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Figure A.4

Average Working Hours by Region
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Figure A.5

Average Work Hours of Dentist

by Age and Gender
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Dental/Laboratory Equipment Used by Dentists, by Position/Specialization

Table A8

271

_ DENTAL CHAIR
Positlon/ . .
Speclalization Portable Chalr Hydraulic Chalr & Unit: Motor Chalr
1 2 Jdormore| 4 2 3ormore| 1 2  3ormote
DentistV
Dentist IV 2 2 2 : 1
Dentist Iif 10 3 30 2 2 7 1 2
Dentlstl | 125 7 b 103 3 3 30 1 1
Dentist | 27 5 1 19 2 3 .1 2 3 4
Staff Dentlst 3 2 7 3 2 i 3 2 2
Instructor/Professor. 6 5 - | 6 2
General Practitioner | 282 23 6 481 63 5 219, 35 | 45
Orthodont]st 3 1 2 1 1 4 2
Pedodontist 1 1 1 1
Oral Surgeeagn 1 i 1 1 2 1 4
Prosthodontist 1 1 1
Others 23 4 3 72 6 6 a2 2 2
Electronlc Pulp }
Faosition/ High Speed Drill Ultrasonic Device X-ray Vitality Tester -
Speclallzation _ _ ;
1 2 Jdormore] 1 2 3Jormore] 1 2 3ormore|l 1 2 Jormore
Dentist V : o
Dentist |¥ 3 1 1 1 1 2
Dentist 1!l 15 1 2 3 1 1 5 H 1. 2 1
Dentist 1} 92 3 5 9 2 1 10 1 2
Dentist | 10 2 5 .5 ] 3
Staff Dentlst 4 6 2 2 3 7 2 1 1
Instrugtor/Prafaaser 7 1 3 7 4 2 1
General Practitloner 565 111 39 180 34 10 107 10 5 40 3 1
Orthodontlst 5 .2 1 2 1 2 4 1 4
Pedodontist 3 9
QOraj Surgeeon 1 5 1 3 2 P i
Praosthodagniist 1 1 1 1 . 1
Others ¢ 86 12 9 24 7 2 1 25 3 1 8 ’

T - T



Table A-8: continued
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Others

Position/ Amalgamator Motor Flask Lathe
Specialization L
: 1 2 3ormoref 1 2 3Jormorel 1 2 3ormore| 1 2 3Jorme
DentistV _
Dentist IV 1 1 1 1
Dentist lll 4 1 1 12 _ 2 ] 1 4 4 2
Dentist I 9 1 32 1 1 g -1 1 10 1 1
Dentist| 7 2 6 3 2 ’ 1 5 2 1 3
Staff Dentist 6 . 3 1 4 , 4 6
Instructor/Profassor 5 1 3 1 1 4. 2 3 2
General Practitioner 194 21 6 296 29 21 125 62 47 140 24 24
Orthodontist 3 2 1 4 1 1 1 3 1
Pedodontist 1 : 1 1
Oral Surgagon 2 3 2 2 4 3 2
Prosthodontist 1 1 1 1 1
Others 39 1 27 6 1 14 7 7 18 4 1
- : Porcelain Oven Casting Machina Oven
Positian/ Articulator (Furnace) ‘
Specialization

1 2 3ormorel 1 2 3ormorel 1 2 Jormore| 1 2 3ormoe
DentistV
Dentist IV 1 1 )
Dentist 11} 7 1 3 3 3 1 3 1
Dentist Il 17 2] 4 1 2 3
Dentist! 6 2 . 5 o 4 2 q
Staff Dentist 1 6 2 1 1 4 1 3 1
Instructor/Professor o] 2 3 1 1 1 1 1 1
General Practitionst 290 123 107 20 6 2 24 1 1 36 5 2
Orthodontist 1 1 2 2 2
Pedodontist 1 1 1
Oral Surgeeon 1 4 4 4 1 2
Prosthodontist 1 1 1 1

27 10 12 3 3 6 7 2




Table A-8:; continued -

Blow Torch

: Others
Position/
~ Specialization 1 2 3ormore 2 3ormore
Dentist V
Dantist IV 1
Dentist Il 8
Dentist I} 9 4
Dantist | 6 1
Staff Dentist 5
|Instructor/Professor 2 1 1
General Practitioner 215 47 20 1 1
Orthodontist 3 .
Pedodontist
Oral Surgeeon 3 1
Prosthodontist 1
Others 16 1 4

Bource of basic data: DOH National Survey on Dental Manpowsr, 1810
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Table A-9
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‘ Dental/Laboratory Equipment Used by Dentisis, by Region and Location

DENTAL CHAIR

Region Portable Chair Hydraulic Chair & Unit Motor Chair
1 2 3ormor] 1 2 3ormore 1 2 3ormore
I llocos Region ' _
Urban 17 ! 113 5 1
- Rural 12 1 10 1 4 1
1 Cagayan Valley . ; L ‘
' Rural 9 2 13 1 5 1
A Central Luzon .
Urban 1 1 15 2 5 1
. -Rural 28 4 51 13 23 3 1
v Southern Tagalog
' " Urban 21 1., 35 4 19 3 1
Rural 46 5 75 3 26 1
V. Bicol Region
Urhan 12 12 4 5
1 Rural 17 2 18 4
V' Western Visayas
Urban, 12 1 1 28 4 -
Rural 19 3 1 20 1 4
VIl  Central Visayas
Urban 20 1 51 10 1 12 3 2
Rural - 14 1 8 1 1
VIII© Eastern Visayas
Urban ‘ 7 1 11 1 1 1
Rural 11 1 1 10 5
IX  Western Mindanao
Urban 13 14 1 2
Rural 13 g 1 3
X Northern Mindanao _
~ Urban 16 1 24 8 1
Rural 22 1 9 1 3 2
Xl Southern Mindanao _ ‘
Urban 10 . 15 4
Rural _ 12 2. 1 11 3 6 2
Xt Central Mindanao _ ‘
. Urban 3 2 8 1 4
Rural 12 1 12 1 1
Cordillera Admin. Region :
Urban 7 5 4
Rural . 8 1 3 . 1
National Capital Region 143 18 6 283 - 35 22 162 36 29
Urban 143 18 8 283 35 22 162 36 29
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Table A-9: continued
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High Speed Drlil Ultrasonlc Device X-ray Electronlc Puip
Reglon Vitality Tester
1 2 3ormor| 1 2 3ormore| 1 2 3Jormore 1 2 3Jormor
1 llocos Region o i
Urban 14 3 4 2 1 1
Rural 9 1 2 3 2 1
!+ Cagayan Vailey
Rural 20 2 1 2 3
M Central Luzon .
Urban 16 2 i 4 3 1 1 b
Rursl 54 12 2 15 1 8 4
IV  Southein Tagalog : .
Urban 39 8 3 12 2 7 1 1
Rural 74 6 1 17 3 6 1 2
\ Elcol Reglon
Urban 14 1 1 2. 5 2
Rurg! 17 2 1
VvVl Western Visayas
Urban 16 2 1 2 1 1
Rural 21 3 1 1
VIl Central Visayas .
Urban 44 8 8 18 8 1 10 2 3
Rural 1 1 1 1
Vil Eastern Visayas
Urban 12 1 1 4
Rural 3 .2 1
IX Western Mindanao
Urban 11 1 1 2 1 2
Rural 8 1 1 1 1
X Northerp Mindanao
Urban 13 2 2 4
Rurai 8 3 3 1 2 1
Xl  Southern Mindanao .
Urban 18 2 1 9 3 1
Rural 13 6 5 1 7 1
Xil Central Mindanaa
Urban & 4 .
Rural 11 1 1 2
Cordiflasz Admin Reglon
Urban i0 2 1 1 1
Rurat 3 1 1 1 _
Natlonai Caplal Region | 387 84 49 |126 37 18 109 45 15 az 5 2
‘Urban 357 84 49 | 126 37 18 109 15 15 37 5 2
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Table A-9: _continued

‘ Porcelain Oven Casting Machine ‘ Oven
Articulator (Furnace)
Reglon ' :
1 2 3Jormor| 1 2 3ormore 1 2 3otmore| 1 2  Jormore
| llocos Reglon : . ' -
Urban 7 3 2 . 1 2
Rural : 6 3 1 ]
I Cagayan Yalley
Rural ‘ 5 2 4 . 2
M Central Luzen : R .
: Urban : R 1 2 1 1 1
Rural 17 15 12 1 _ 1 1 1
V. Southern Tagaloeg - : ' )
Urban ‘ 20 5 6 2 1 : 2 1 1 1
Rural . 29 1" 1" 5
Vv Bicol Reglon
Urban g 2 3 .2 2 2
Rural _ 8 5 5 @ i 1
V- Westarn Visayas
Urban . 7 3 1 . 1
" Rural 8 3 1 ' : 1
VIl CentralVisayas - .
Urban 14 7 5 2 3 4
Rural 1
Vil  Eastern Visayas
Urban o 1 2 2 1
Rural | 3 1
IX  Western Mindanao . ]
Urban : | 8 2 1 ) 1 1
Rural 5 2 1 1 1
X Northern Mindanao
Urban _ 11 1 1 1
Rural . ' 7 4 2 1 , 2 4
XI Southern Mindanap
Urban 8 4 1 2 b 1 :
Ruyral 6 4 2 1 ‘ 1 1
Xl Centra! Mindango
Urban 3 5 1 E o 1 .
Ruyral iR 2 1 1 2 2 2 1
Cordillers Admin. Reglon :
Uran : 4 1
Rurgl 3 2 1 oA : 2
Hatlenal Copital Reglon 168 €8 -~ 85 | 27 ] 3 29 2 2 28 9 3
Urban ‘ 168 69 85 27 6 3 29 2 2 28 9 3



Administrator

Administrator


Table A-9: continued

Blow Torch Others
Reglon '
1 2 3ormor| 1 2 3 ormore
| llocos Reglon '
Urban 3 2 i
Rural 3 -
1 Cagayan Valley : *
Rural 1 1
Il Central Luzon _
Urban 1 1 1
Rural 20 4 2 3
IV Southern Tagalog
Urban 19 1 1 1
Rural 2 2 1 2
v Blcol Reglon
Urban 4 .
Rural 4 3
VI - Western Visayas -
Urban
Rural 5 1
VIl Ceniral Visayas
Urban 8 2 2
Rural
Vil Eastern Visayas
’ Urban 2 1 1
Rural 2 2
IX Western Mindanao .
Urban 4 1
Rural 3
X Northern Mindanao
Urban 1 "
Rural 6
X Southern Mindanao
Uiban 3 1 2
Rural 3 1
Xil  Central Mindanao
Urban 4 2
Rural - 6 3 1
Cordillera Admin. Reglon
Urban 2
Rural 5 1
Natlonal Capital Reglon 141 .31 14 5 2 1
Urban 141 3 14 5 2 1

Sourge of hasic data: DOH National Survey on Dental Manpower, 1990
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Table A-10
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Dental/Laboratory Equipment Used by Dentists, by Age, Gender and Civil Status of Dentists

DENTAL CHAIR
. Age, Gender ‘ ' T
.t Clvil Status Portable Chair Hydraulic Chalr & Unit Motor Chalr
1 2 3ormorel 1 ° 2 3ormore 1 2 3 ormore
20 TO 29 YEARS
Male
single 28 3 35 5 21 2
married 14 2 18 3 7 3 1
Female
single, 82 7 1 -130 8 4 61 5 4
married 46 4 1 ‘58 3] 1 22 4
30 TO 39 YEARS
Meale :
single 1 1 1 19 6 4 1
married 52 5 3 72 10 3 35 4 2
widowed 1
Female .

1 single 37 3. 38 3] 1 28 2 1
married 73 8 1 114 4 1 62 6 5
widowed ' : 1

40 TO 49 YEARS | . '

Male
single 3 2
married 13 1 24 4 6 3 4

Female '
single 7 2
marred 17 1 1 37 3 2 12 2 2
widowsed 1 )
separated - 1

50 TG 52 YEARS

Male
single 1 1 3
marrizd 24 2 2 37 8 4 1 4 6
widowsd 1 3 1

Female '
single 3 -7 1 1 1 1
married 48 4 1 62 7 6 18 2 5
widowed 2 1 6 1 1

(60 YEARS AND ABOVE | - ' ’

Male
single :
married 15 4 39 5 6 4 2
widowed 1 | .
separated 2 1

Female
single 4 2 3 1 1
marned 8 16 3 1 B 1 1
widowed 2 3 1 1
separated 1




Table A-10: continued
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' . ) High Speed Drill Ultrasonic Device X-ray Electronie Pulp
- Age, Gender’ : Vitality Tester
Clvil Status . :
1 2 3ormore| 1 2 3ormore 1 2 3dormore 1 2 Jormo
20 TO 29 YEARS
Male : )
single 48 8 3 11 3 8: 5
married n 4 1 7 1 4 1 1
Female
single 161 29 10 37 8 2 -l 3 2 4 1
married 72 7 3 24 1 9 1
30 TO 39 YEARS
Male
single 19 3 2 4 4 3. 1 1 1
married 84 21 9 25 8 1 p=] 3 1 6 2
widowed
Female
single 59 10 2 prl 3 15 1 5
married 126 23 11 36 7 4 24 3 1 B
widowed 1 1
40 TO 49 YEARS
Male
single | 2 1 :
married- 26 6 6 12 2 2 7 4 1 1
Female
single, 7 1 1
married 24 7 4 13 2 3 7 1 1 4
widowed 1 2 1
separated
50 TO 59 YEARS
Male
single 2 1
married 3 6 9 7 4 4 10 4 2 2 2
widowed 3 1 N 1 1
Female v
single 6 1 1 1 1
married 49 4 10 14 5 1 13 1 2 5 2
widowed 5 1 : 1
60 YEARS AND ABOVE
Male
single
married 26 6 2 10 2 2 7 1 3
widowed | ! .
separated 1 1
Female '
single 1 1 2 1 1
married 11 4 1 2 1 4 3
widowed 2 1 1.
separated 1




‘Table A-10: continued
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Age, Gender
Cilvil Status

- Amalgamator

1

2

3 or more

“
Molor

2 Jormore

Flask

‘2 ;‘Sor mdre

Lathe

2

3ormo

20 TO 29 YEARS
Male
single
mamed
Female
single
married
30 TO39 YEARS
Male
single
married
widawed
Female
single
married
widowed '
40 TO 49 YEARS
Male
single
married
Female
single
married
widawed
separated
50 TO 59 YEARS
Male
single
married
widowed
Female
single
married
widowed
60 YEARS AND ABOVE
Male
single -
marmed
widowed
separated
‘Female
single
maried
“widowed
separated

17

32
17

13

i

13
39

28
52

NN

-

5..

- N

-

-

an -

1

-

1

-

-

-t —

18
10

32

12

-—

ey

-
NG R

- NN N

(AN

[y

-

—




Table A-10: continued
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Age, Gender.
Clvil Status

Articulator

2

J or more

Porcelaln Oven
{Furnace)

2° 3 ormere

Castlng Machine

"1 2 3ormore

Oven

2

J or mote

20 TO 29 YEARS
Male ‘
single
married
Female
single
marmed .
30 TO 39 YEARS
Male
single -
married
widowed
Female
single
martied
widowed
40 TO 49 YEARS
Male
single
mamied
Female
single
married
widowed
separated
50 TO 59 YEARS
Male
single
mamied
widowed
Femnale
single
maried
widowad
60 YEARS AND ARGVE
Male
single
married
widowed
separated
Female
single
married
widowed
separated

26
16

95
33

12
40

52

-

13

- h

11

41
15

N R -

-
>

~ g

Nan

14

10

13

-

- N

N~

Y

-

-

—

- 00 =

UL W

3




Table A-10: continued

Age, Gender
Civil Status

* Blow Torch

2

3 or more

" Others

20 TO 29 YEARS
Male
single
married
Female
single
married
30 TO 39 YEARS
Male
single
married
widowed
Female
single
mamied
widowed
40 TO 49 YEARS
Male
single
married
Female
single
married
widowed
separated
50 TO 59 YEARS
Male
single
married
widowed
Female
single
married
widowed
60 YEARS AND ABOVE
Male
single
married
widowed
separated
Female
single
married
widowed
separated

11

12

-

a h

2 3Jormore

Source of basic data: DOH National Survey on Dental Manpower, 1990
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Table A-1T1

Average Monthly Clinlc Costs,:by Reglon, by Locatlon

Ctinlc Costs

Commercial Clinie Laundry
Total Cost /1 Rent Salaries f2 Uilities Laboratory Supplies Office
Reglon ) Charges Drugs Supplies
Average {n] lAverage {n} jAverage {n) [Average {n) lAverage {n} |Average (n) |Average {n
i fiocos Region 5078.0% 32 1152.45 22 1726.67 15 599.60 25 | 1876.32 19 3058.23 18 347.19 16
Urban 4187.50 16 1366.67 12 1985.71 7 540.91 11 1785.71 7 2242.86 7 36429 7
Rural 5968.69 15 835.40 10 1500.00 8 645.71 14 | 192917 12 3577.27 " 333.89 9
Il Cagayan Valley 3843.33 12 833.33 6 566.67 3 1057.31 13 | 2075.c0 4 2060.00 5 893.75 8
Rural 3843.33 12 883.23 6 566.67 3 1057.31 13 | 2075.00 4 2060.00 5 891,75 8
i Central Luzon 6240.62 92 1629.10 S0 1256.98 43 803.70 87 | 338552 &7 2507.83 59 473.14 51
Urban 4758.68 19 1955.00 16 933.33 12 815.00 19 | 1914.29 7 1091.67 12 991.67 6
Rural 6626.33 73 1475.74 34 1382.26 AN 800.54 68 ] 3557.17 60 2869.15 47 404.00 45
IV Southern Tagalog 3884.60 131 1584.34 83 1378.06 36 87179 118 | 2082.10 538 2010.69 63 416.50 &0
Urban 4780.75 53 1861.90 4?2 1410.63 16 918.98 49 | 2427.50 20 2713.04 23 602.63 19
Rural 3275.68 78 1300.00 1 1352.00 20 824.07. 69 | 1904.97 39 1606.70 40 330.24 41
v Bicol Reglon 3944.31 29 1001.85 27 592.86 7 813.59 32 | 2282.31 13 201471 17 477.08 24
Urban 5438.57 7 1191.67 6 637.50 4 1091.11 9 1000.00 5 3500.00 5 400,00 7
Rurat 3468.86 22 947.62 21 533.33 3 705.00 23 J3100.00 8 1395.83 12 508.82 17
vl Western Visayas 3919.09 33 1097.14 as 1307.89 19 594.19 N 1339.52 21 1028.13 16 723.81 21
Urban 3620.00 16 1227.78 i8 1131.82 1 816.00 15 | 1155.56 9 835,71 7 744.44 9
Rugal 4200.59 17 958.82 17, 1550.00 8 386.25 16 1477.50 12 1177.78 9 708.33 t2
Vil  Cenlral Visayas 4632.15 '~ 26 “; 1355.90 51 1831.25 16 911.09 . 64 152821 ~3b 1296.51 43 45163 43
Urban 4910.17 24 1367.04 47 1831.25 16 990.38 56 | 1502.78 35 1351.28 39 412.03 7
Rural 1200.00 2 1225.00 4 - - 356.25 8 1833.33 3 762.50 4 695.83 6
Vil  Eastern Visayas 2942.86 7 906.25 16 400.00 3 579.41 17 919.55 1t 1160.50 11 21333 9
Urban 3800.00 2 650.00 6 450.00 2 328.57 7 980.00 5 1500.00 5 233.33 3
Rural 2600.00 5 1060.00 10 300.00 1 755.00 10 86517 . 6 877.58 L] 203.33 6
IX  Western Mindanao 3931.88 26 1509.52 21 793.75 16 515.58 25 | 1349.5¢- 20 769.23 13 496.88 18
Utban 3564,33 15 1481.82 11 881.82 1" 483.21 14 | 1209.00 1 825,00 8 300.00 8
Rurat 4433.09 1" 1540.00 10 800.00 S 550.73 11 1521.11 ] $000.00 S 603.75 8
X Northern Mindanao 5575.48 25 1490.74 27 2041.59 17 $08.63 32 | 1828.57 21 1695.65 23 72870 23
Urban 4650.83 12 1546.43 14 845,45 1 656.47 17 | 2230.00 10 191667 - 12 688.33 12
Rural 6429.00 13 1430.77 13 405117 6 341.07 1S | 1463.64 1" 1454.55 1 773 11
Xt  Southern Mindanao 4327.14 14 1435.19 7 594.44 9 775,55 30 977.78 1] 1461.36 22 587.37 18
Urban 5100.00 4 1452.78 18 400.00 2 834,44 i3 890,81 11 892.14 14 605.56 9
Rural 4018.00 10 1400.00 9 650.00 7 687.21 12 | 111429 7 2457.50 8 590.00 10
X!l Ceniral Mindanao 3304.79 24 1267.50 20 577.27 11 539.78 23 1912.50 16 926.67 15 218.75 16
Urban 4100.00 7 1378.57 7 500.00 4 471.43 7 193333 6 433.23 3 212.50 4
Rural 2977.35 7 1207.69 13 5§21.58 7 5G3.55 H 3 §X.X oS 1250.¢ 12 2en 12
Cordillera Admin, Region 4018.50 20 1405.00 20 1700.00 4 439.41 i7 | 129286 14 1475.00 12 314.29 7
Urban 4710.50 10 1445.00 10 1700.00 4 485.00 8 1400.00 5 2057.14 7 287.50 2
Rural 3326.50 10 1365.00 10 - . 398.89 g 1233.33 9 660.00 5 325.00 5
Natlonal Capital Reglon 5324.47 461 2587.82 389 177088 108 113097 400 | 2205.86 244 1606.41 253 §75.15 171
Urban 5324.47 461 2587.82 399 1770.88 108 1130.97 400 } 220586 244 1606.41 253 575.15 171
Far Entire Popuiation 4927.85 932 1976.87 ~ 804 1459.03 307 917.77 914 | 2081.98 566 1716.41% 57C 516.37 484

71 includes rent; safarles; utilitles; commarcial labotatory charges; clinic supplios and drugs; laundry &nd office supplies
#2 Includes salarles pald to dentists, hyglanists, dantal asslstants, and techniclans empfoyed by the respondont

Source of basle data: DOH Natlonal Survey on Dantal Manpower, 199C
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(Thousands)

Figure A.6

Total Clinic Costs per Region
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Table A-12

 Gross Monthly Income of Dentists, by Nature of Employment

Nature of Employment

Groés Monthly Income Sl
: Self- Government - Private
Employed Employee - Employee

below P5,000 288 302 115
P5,000 to P6,000 171 52 35
P6,001 to P7,000 73 55 19
P7,001 to P8,000 56 6 14
P8,001 to P9,000 60 4 12
P9,001 to P10,000 59 2 15

P10,001 to P11,000 41 4 14
P11,001 to P12,000 15 - 3
P12,001 to P13,000 13 - 6
P13,001 and above 125 5 35

Source of basic data : DOH National Survey on Dental Manpower, 1990



Table A-13

Gross Monthly income of Dentists, by Position or Specialization

Gross Monthly Income

‘Position/ : ' :
Specialization below PS5,000to P6,001 to P7,001 to P8,001 to P9,001to P10,001 to P11,001 to P12,001 to P13,001 and
‘ P5,000 P6,000 P7,000 P8,000 P9,000 P10,000 P11,000 P12000 P13,000 above

Dentist V - - 1 - - - - - - -
Dentist IV 4 - 2 1 - 1 - - -
Dentist HI 6 11 40 - - - 1 - - 1
Dentist [l 226 33 7 1 - 1 1 - - 3
Dentist | 55 3 1 - - 1 - - - 2
Staff Dentist 5 4 1 - - 1 1 - - 1
Instructor/Professor 5 73 1 - . 1 1 - - 2
General Practitioner 323 177 75 57 58 57 47 16 14 128
Orthodontist 2 1 1 - 1 - - - 5
Pedodontist - 1 - - 1 - - - 1
Oral Surgeon - 1 2 - - 1 - - -~ 1

. {Prosthodontist - - - - - - 2 - -
Others 55 14 10 13 8 3 13

Source of basic data; DOH National Survey on Dental Manpower, 1850
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Table A-14

' Gross Monthly Income of Dentists, by Age, Gender, and Civll Status

» Gross Monthly Incoma

Age, Gender ' ) i ]
Clvil Status below P5000to P6,001to P7,00110 P8,001to P9,001t» P10,001to P11,001 16 P12,001ta P13,001&
- P5,000 P6,000 P7,000 P8,000 P9,000 P10000  P11,000 P12,000 P13,000 above
20 TO 29 YEARS 21 80 33 27 25 20 18 4 4 17
Male 57 17 15 6 9 4 8 0 1 3
single b 12 1 6 H 3 7 - 1 3
married 21 S 4 - 4 1 1. - - .
Female 214 73 18 21 16 16 10 4 3 1
single 151 47 12 15 15 10 8 1 1 8
married 83 26 6 8 1 [ 2 3 2 6
30 TO 39 YEARS 219 85 47 26 22 3 17 3 10 63
Mala 77 36 19 9 7 12 7 0 3 27
"single 13 7 4 1 1 1 4 - 1 6
married 63 29 15 8 6 1 3 - 4 21
widowed - 1 - - - - - - - - -
Female 142 49 28 17 15 21 10 3 5 41
- single 43 14 & 4 7 9 2 2 2 10
mamed 99 35 22 13 8 12 8 1 2 k)
widowed - - - - - - . - 1 .
40 TO 48 YEARS 57 11 1 8 5 5 7 7 1 22
Male 19 5 4 4 1 3 5 4 0 9
single 4 - - - - - - - - 1
married 15 5 4 4 1 3 5 4 - 8
Female 38 6 7 4 4 2 2 3 1 13
single 5 3 - 1 1 - 1 - - 1
maried a3 3 7 3 3 2 1 2 1 10
widowed - - - - - - - 1 .. 1
separated’ - - - - - - - - . 1
50 TO 59 YEARS 58 38 39 8 14 8 11 4 3 27
Male 25 15 14 6 4 4 4 1 1 14
single 1 1 1 - - - - - 1
maried 24 15 1" 5 3 4 4 1 1 12
widowed - - 2 - 1 - - - : 1
Female 73 23 25 2 10 4 7 3 Z 13
singla 6 3 3 - 1 - 1 - 1 -
marmied 60 19 21 2 8 4 6 3 1 13
widowed 7 1, 1 - 1 - - . . .
60 YEARS AND ABQVE 48 21 12 5 3 6 4 Q 0 24
Male 29 13 S 4 3 3 3 0 0 16
single 1 - - - - - - - . -
mamied 27 13 5 4 3 3 2 - - 13
widowed 1 - - - - - . - - 1
separated - - - - - - 1 - - 2
Female 19 8 7 1 0 3. 1 0 0 8
single 4 2 - 1 - - - - . 2
marmied 12 6 4 - .- 3 1 - . 5
widowed 2 - 3 - . - - - . 1
separated 1 - - - - - - - - -

Source of basic data: DbH National Survey on Dental Manpawer, 1990 -



Cumulative Distribution by Age

Figure A.7
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Tablé A-15

Average Mlmmum and Maximum Charge for Single Extraction,
by Nature of Employment

Average  Cases .Average Cases
Nature of Employment  Minimum (n) Maximum (n)
‘ CHarge : Charge
Self employed 65.77 = 635 103.34 654
Private employee | 73.86 140 106.19 143
For Entire Population 6723, 775 10385 797

Source of basic data: DOH National Survey on Dental Manpower, 1990
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Table A-16-

Average Minimum and Maximum Charge for Single Extraction,

by type of business
| Average Cases Average Cases
Type of Business ~ Minimum  (n)  Maximum  (n)
_Charge Charge
Single Ownership 66.29 579 10036 594
Partnership _ 69.69 109 126.46 113
|Corporation - 71.20 25 101.20 25
Group Practice 90.00. ~ 15 131.67 15
For Entire Population *  67.45 728 10497 747

Source of basic data: DOH National Survey on Dental Manpower, 1990



by Region, by Location

- Minimum Charge Maximum Charge |
Region C '
Average Cases |Average Cases
(n) (n)
al llocos Region 49.44 27 78.15 27
Urban 58.33 12 95.83 12
Rural "42.33 15 64.00 15
H Cagayan Valley 48.57 14 63.57 14
Rural 48.57 14 63.57 14
i Central Luzon 50.14 70 67.95 73
Urban 46.07 14 64.64 14
‘Rural - 51.16 56 68.73 59
v Southern Tagalog 67.33 o0 108.57 . 91
‘ Urban - 79.50 40 146.22 41
Rural - 57.60 50 77.70 50
Y Bicol Region 50.19 27 66.07 28
Urban , 56.67 9 74.50 10
Rural 46.94 18 61.39 18
VI  Western Visayas 70.31 35 95,29 35
Urban 84.21 19 102.63 19
Rural 53.81 16 86.56 16
Vil - Central Visayas v 78.30 47 120.70 43
Urban 82.50 40 127.78 36
Rural . 54.29 7 84.29 7
VIl Eastern Visayas . 56.67 = 12~ 73.85 13
Urban 63.33 6 85.00 6
Rural 50.00 6 64.29 7
[IX Western Mindanao 57.75 20 81.25 20
Urban 56.25 = 12 72.08 12
Rural , 60.00 8 95.00 8
X Northern Mindanao 58.71 35 101.81 36
Urban | 55.26 19 '110.00 20
Rural ' : 62.81 16 91.56 16
Xl Southern Mindanao 58.29 38 103.97 39
' Urban ’ ' 54,76 21 116.43 21
Rural 62.65 17 89.44 18
Xl Central Mindanao 64.41 17 119.47 19
Urban 80.00 3 182.50 4
Rural 61.07 14 102.67 15
Cordillera Admin. Region 52.73 11 . 70.38 13
Urban 68.00 5 109.00 5
Rural 40.00 6 46.25 8
National Capital Region 76.04 332 118.69 346
Urban 76.04 332 118.69 346
For Entire Population 67.23 775 103.85 797

Source of basic data: DOH National Survey on Dental Ménpower, 1990



Table A-18

Price of Selected Dentist Services, Private EmploYee and Self-employed Dentlsts

Single Extraction

One-Surface Amalgam Filling |

I

Max. - Min. price

100.60

Region Average price Average price Max. - Min. pr}

All Urban  Rural All  Urban Rural All Urban  Rural All Urban
1 llocos Region 60.40 75.00 49.00 | 28.70 37.50 21.70 68.50 6450 7190 | 21.20 21.90

2 Cagayan Valley 53.20 - 53.30 | 15.00 - 15.00 69.40 - 69.40 { 22.00 -

3 Central l.uzon 57.80 5050 5960 | 19.30 1880 19.50 88.30 83.60 89.60 | 28.20 22.00
4 Southern Tagalog 81.70 100.50 68.30 | 44.90 6850 2560 80.10 8170 79.10 | 2540 24.90
5 Bicol Region 57.50 65.30 = 53.40 | 16.50 20.60 14.40 7840 79.80 77.70 | 21.30 23,50
6 Western Visayas 83.50 . 100.00 68.50 | 28.20° 25.00  32.10 94.80 109.00 80.50 } 22.70 23.80
7 Central Visayas 104.40 108.10 69.30 | 42.60 4500 30.00 95.60 97.10 80.70 | 27.80 28.90
"~ 8 Eastern Visayas 60.30 69.40 53.00 | 19.20 21.70 16.70 72,90 8210 66.50 | 20.00 22.50
9 Western Mindanao 73.80 75.00 72.00 | 3430 33.80 35.00 100.80 105.70 94.00 | 32.00 33.30
10 Northern Mindanao 81.80 83.30 80.30 | 43.70 .56.30 28.80 100.20 92.10 109.30'| 42.40 37.10
11 Southern Mindanao 81.00 8280 78.90 | 47.00 63.80 27.40 115.20 107.60 124.80.{.32.50 31,70
12 Central Mindanao 97.90 142,50 8220 | 32,860 23.30 . 34.80 90.00 118.00 81.90 | 28.40 = 53.30
13 Cordillera Admin. Region 59.80 7640 4330 | 2460 39.20 10.00 84.70 98.50 69.40 | 23.80 31.40
14 Nationaf Capital Region 9480 94.80 - 41.50 41.50 - 100.60 - 30.00 30.00

~Source of basic data: DOH National Survey on Dental Manpower, 1590




Table A-19

Average Minimum and Maximﬁm Charge for Single Extraction

by Age, Gender and Civil Status of Dentist

Average Cases Average Cases
Age, Gender, Civil Stat Minimum (n) Maximum (n)
Charge Charge :
20 TO 29 YEARS 64.24 329 100.87 329
Male 68.12 77 117.73 77
single 72.585 51 110.29 51
married 59.42 26 132.31 26
Female 63.06 252 95.71 252
single 60.57 183 89.86 183
married 69.64 69 . 111.23 69
30 TO 39 YEARS 65.67 284 100.37 284
Male 69.27 103 104.76 103
single 73.33 21 106.19 21
~ married 68.23 82 104.39 82
Female 63.62 181 97.87 181
single © 65,17 58 100.69 58
married 62.75 122 96.11 122
‘widowed 80.00 1 150.00 1
40 TO 49 YEARS 65.09 53 96.70 53
Male 58.41 22 85.23 22
~ single 75.00 3 93.33 3
married 55.79 19 83.95 19
Female 69.84 31 104.84 31
single 70.00 4 92.50 4
married 71.80 25 ©108.80 25
widowed 45.00 2 ' 80.00 2
50 TO 59 YEARS 67.72 79 108.54 79
Male 79.67 30 126.33" 30
single 90.00 1 150.00 1
married 79.31 29 125.52 29
Female 60.41 49 . 97.65 49
~single 80.00 2 110.00 2
-married 60.78 ‘45 99.44 45
widowed _ 32.50 2 45.00 2
60 YEARS AND ABOVE 77.96 49 114.39 49
Male 76.45 31 115.81 31
single - - - -
married 7464, 28 111.07 28°
separated 93.33 3 160.00 3
Female 80.56 18 111,94 18
single 63.33 . 3 116.67 3
married 86.67 12 113.33 12
widowed 73.33 . 3 101.67 3
For Entire Population 66.00. 794 102.01 794

Source of basic data: DOH National Survey on Dental Manpower, 1990
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