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Section I 
 

INTRODUCTION 
 

 
Population and Development 
 
Population is inherently a critical factor of development in any country and locality and in any period 
of time.  Population is the main focus of development and, in turn, development conditions impact on 
the wellbeing of the people.  Hence, the capacity of any government at any level to ensure that its 
demographic conditions are well-managed critically determines its success in bringing about 
development of its people in their jurisdiction.   
 
Within this context, the Philippine Population and Development Program (PPDP) remains a key and 
important strategy in facilitating sustainable and inclusive development at all levels.  The POPDEV 
program has become more important because of the country’s still growing population and changing 
age structure and significantly unequal geographic distribution and its impact on socioeconomic 
development.  The Philippine population has grown more than three-fold since the 1970’s.  Based on 
the latest population census (2020), there were already about 109 million Filipinos and still growing 
at a rate of 1.6 percent annually.  While the rate of growth is slowing down, the size of the population 
keeps on increasing because of its already large base. 
 
 

Figure 1. Population size and annual growth rate, Philippines (various censuses) 
 

 
Source: Various Population Censuses, PSA 

 
Across regions, more than one-third (39%) were living in the mega-regions of CALABARZON, Metro 
Manila and Central Luzon.  This is indicative of unequal spatial distribution of the population that is 
now resulting to and at the same time being caused by unequal income distribution.  This 
demographic situation has been primarily driven by unmanaged influx of migrants to these regions.  
Such unmanaged internal migration of Filipinos in highly urbanized areas has caused rapid 
urbanization and its concomitant social and environmental issues.  The impact of population 
congestion and crowding in highly urbanized areas has become more prominent during this 
pandemic where spread of the disease has been more prevalent. 
 
The country’s population remains relatively young with more than a third of its population belonging 
to 14 years of age and below.  This reflects the still high fertility level among Filipino women with a 
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total fertility rate of about 2.7 children (2017 NDHS).  While the fertility level significantly declined 
from 6 children in the 1970’s to its current level, the decline was slower in the two decades of 1993-
2013.  Moreover, the increasing pregnancies and childbirth among adolescents and young girls in the 
last decade (2011-2020) are significantly contributing to the still high fertility among Filipino 
women. 
 
An emerging potential for economic growth is reflected by the increasing population of the working 
age (15-64 years old).  Through the years, the proportion of working age population has grown to 
about two-thirds of the country’s population.  This opens the opportunity for the country to gain 
demographic dividend resulting from the increased economic productivity of this human resource 
through optimal use of the human capital in employment and other productive activities. This 
assumes, however, a high degree of skills and healthy status among its human resource and an 
enabling economic environment. 
 
These current and potential demographic situations and issues, among others, remains vital factors 
in the overall, sectoral and local development in the country.  Failure to address these population 
issues would likely result to lesser sustainable and equitable socioeconomic development, lesser 
efficiency in the allocation of limited resources at the national, regional and local levels, and lower 
equity impact of programs and projects both in urban and rural areas. 
 
Within these current demographic and development contexts, the Philippine Population and 
Development Program (PPDP) is made more important and critical.  The PPDP serves as the main 
program and strategy of the government to address population issues to facilitate accelerated and 
optimal socioeconomic development in the country (i.e., Philippine Development Plan for 2017-
2022).  The PPDP is coordinated by the Commission on Population and Development (POPCOM) 
within its mandate under the Revised Population Policy (Presidential Decree No. 79 as amended).   
 
Under the PPDP, the entire government, particularly local governments, create and enable programs, 
projects and activities in the National Program on Population and Family Planning (NPPFP) which is 
a mechanism to converge annual budgets of different agencies in all levels of government annually, 
with POPCOM as the lead convenor. 
 
Furthermore, Executive Order No. 171, series of 2018 renamed the agency to Commission on 
Population and Development to strengthen the population and development strategies in pursuit of 
socioeconomic development reforms and programs. 
 
 
POPDEV and Devolution 
 
The critical role and importance of the PPDP is likewise underscored within the context of 
strengthening the devolution policy resulting from the increased share of the local government from 
the national tax revenue in light of the Supreme Court ruling on the Mandanas-Garcia petition. This 
policy effectively tips the balance of implementing local development in favor of local governments. 
The Commission on Population and Development identified in 20191 and 20202 its functions, 
programs, projects and activities that would be the focus of agreements with local governments that 
would gain momentum in 2021. 
 

                                                        
1 POPCOM Localization Guidelines 
2 Revised POPCOM Localization Guidelines 
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The role of the LGUs in population management has been long underscored even before the 
enactment of the Local Government Code (LGC) because of their more direct responsibility over their 
constituents.  The LGC highlighted such mandate by allotting a significant portion on population 
(50%) as one of the key criteria for determining their share on the national tax allotment (formerly 
called as the internal revenue allotment).  Moreover, the LGC, recognizing the importance of 
population development interventions at the local level, provided for the appointment of a Local 
Population Development Officer and an office at three levels of local government (province, city, 
municipality) with the main responsibility to ensure integration of population development 
principles in the delivery of basic services. 
 
Sec. 17 of the Local Government Code was covered by the earlier devolution process in 1992-1993. 
The functions relevant to the then-Philippine Population Management Program at the time were 
subsumed by the Department of Health (primary health care) and Department of Social Welfare and 
Development (family planning services and population development services). POPCOM was then 
attached to the DSWD. This has resulted in a dearth of understanding among local governments 
concerned on the population program. 
 
Correctly in National Budget Circular No. 138, the Department of Budget and Management has 
identified the Section 17 functions of family planning services and population development services 
within the technical umbrella of POPCOM in the basic health and social services areas of local 
governance. 
 
The lack of appreciation of population programs has led a number of local governments to reassign 
population offices and functions to different offices, despite the fact that Section 488 of the LGC allows 
for the creation of Population Development Offices in provinces, cities and municipalities. The 
number of Laws, Executive Orders, Presidential and Cabinet Directives, Joint Memorandum Circulars 
and National Government Agency directives in the last decade is evidence that population policy is a 
matter of national and local concern. The latest Executive Order on this matter which originated in 
the POPCOM Board of Commissioners, EO 141, requires a whole of nation approach to attain its 
objectives. 
 
Within this context and in compliance to Executive Order No. 138,” this Devolution Transition Plan 
of POPCOM (POPCOM-DTP) provides for the strategic direction and thrusts of the PPDP within the 
context of devolution; the partnership framework between POPCOM national and regional offices 
and local government units (LGUs); the basic standards for the implementation of POPDEV strategies 
and services including prescribed organizational structure and staffing complement in the LGUs; the 
capacity development strategy for national, regional and local population offices and workers; the 
performance monitoring and assessment framework; and POPCOM’s organizational effectiveness 
proposal which shall highlight the strengthening of the staff complement in POPCOM Central Office 
and its Regional Offices to effectively support the effective implementation of the PPDP at the national 
and local levels. 
 
The POPCOM DTP was formulated through a consultative process involving the creation of technical 
working groups consisted by national and regional staff to gather, prepare and process key 
information needed in the DTP particularly in its Annexes; consultation with local population officers 
and workers, local chief executives and other stakeholders at the local level; consultation with 
partner agencies particularly at the regional level; and consultation with experts and advisers with 
experience and institutional knowledge about POPCOM and its programs and strategies. 
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Section II 
 

STRATEGIC DIRECTION 
 

A. POPCOM’s Mandates 
 

National population policy 
 
The Revised Population Act of the Philippines (Presidential Decree No. 79, 1972) strengthened 
and mandated the Commission on Population (POPCOM) to carry out the purposes and objectives of 
the said law, specifically: 

 
1. To formulate and adopt coherent, integrated and comprehensive long-term plans, programs 

and recommendations on population as it relates to economic and social development 
consistent with and implementing the population policy which shall be submitted to and 
approved by the President; 

2. To make comprehensive studies of demographic data and expected demographic trends and 
propose policies that affect specific and quantitative population goals; 

3. To organize and implement programs that will promote a broad understanding of the adverse 
effects on family life and national welfare of unlimited population growth; 

4. To propose policies and programs that will guide and regulate labor force participation, 
internal migration and spatial distribution of population consistent with national 
development; 

5. To make family planning a part of a broad educational program; 
6. To encourage all persons to adopt safe and effective means of planning and realizing desired 

family size so as to discourage and prevent resort to unacceptable practice of birth control 
such as abortion by making available all acceptable methods of contraception to all persons 
desirous of spacing, limiting or preventing pregnancies; 

7. To establish and maintain contact with international public and private organizations 
concerned with population problems; 

8. To provide family planning services as a part of over-all health care; and 
9. To make available all acceptable methods of contraception, except abortion, to all Filipino 

citizens desirous of spacing, limiting or preventing pregnancies. 
 

To implement these objectives, the national population policy also mandated POPCOM to perform 
the following functions: 

 
1. To employ or authorize the employment by participating agencies in the national family 

planning, health and welfare program of physicians, nurses, and midwives and other persons 
to provide, dispense and administer all acceptable methods of contraception to all citizens of 
the Philippines desirous of spacing, limiting, or preventing pregnancies: Provided, That the 
above-mentioned persons except physicians, for the purpose of contraception, have been 
trained and duly certified by the POPCOM." (PD 1204, series of 1977); 
 

2. To undertake such action projects as may be necessary to promote the attainment of PD 79 
and to enter, in behalf of the Republic of the Philippines, into such contracts, agreements or 
arrangements with government or private agencies as will be necessary, contributory or 
desirable in the implementation thereof; 
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3. To undertake, promote and publish information, studies and investigations on Philippine 

population in all its aspects; 
 
a) To utilize clinics, pharmacies as well as other commercial channels of distribution for the 

distribution of family planning information and contraceptives; and 
 
b) To call upon and utilize any department, bureau, office, agency or instrumentality of the 

Government for such assistance as it may require in the performance of its functions. 
 

Within these mandates, the POPCOM has developed and coordinated the Philippine Population 
Management Program (PPMP) (now the Philippine Population and Development Program, PPDP) 
which served as the overall blueprint in addressing population issues to faciliate socioeoconomic 
development.  The PPMP has three major sub-programs, namely, Responsible Parenthood and Family 
Planning (RPFP), Adolescent Health and Development (AHD) and Population and Development 
(POPDEV) Integration. In 2019 POPCOM presented the National Program on Population and 
Development to the Cabinet and this was approved as a convergence program for budgeting 
purposes. 

 
 
Instructions on Family Planning and Responsible Parenthood among Would-be-Couples 
 
Presidential Decree No. 965 series of 1976 prescribed for the provision of instruction on family 
planning and responsible parenthood to applicant for marriage license or would-be-couples as part 
of the national family planning program.  This decree mandated POPCOM to formulate the guidelines 
for its implementation.  Currently, this program is being implemented in partnership with the 
Department of Social Welfare and Development (DSWD), Department of Health (DOH), Philippine 
Statistics Authority (PSA) and the Department of Interior and Local Government (DILG) pursuant to 
the relevant provision of the Responsible Parenthood and Reproductive Health Act (RA 10354) and 
the Joint Memorandum Circular (JMC) issued by these agencies to guide the implementation of the 
Pre-Marriage Orientation and Counseling (PMOC) Program. 
 
Under the JMC, POPCOM national and regional offices shall conduct and issue certification for the 
training of local counselors or facilitators on pre-marriage orientation.  It shall also conduct 
continuing education and training to sustain the enhancement of the quality of the conduct of the 
pre-marriage orientations. 
 
 

Managing internal migration 
 
Section 37 of the Urban Development and Housing Act of 1992 likewise mandates POPCOM to 
provide technical assistance to local government units in setting-up effective mechanisms to monitor 
trends in the movement of the population from rural to urban, urban to urban and urban to rural 
areas and in identifying measures by which such movements can be to achieve balance between 
urban capabilities and population, also in directing appropriate segments of population into areas 
where they can have access to opportunities to improve their lives and to contribute to national 
development.   
 
The same law also mandates POPCOM together with NEDA and PSA to provide advance planning 
information to national and local government planners on population projections and the consequent 
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level of services needed in particular urban and urbanizable areas.  Assistance from POPCOM and 
other relevant government agencies includes early warning-systems on expected dysfunctions in a 
particular urban area due to population increases, decreases, or age structure changes. 
 
 
More recent national policies 

 
1. General Appropriations Act of 2021 and 2022. Under the special provisions for POPCOM, 

the agency is mandated to develop, in collaboration with DSDW, a social protection program 
for adolescent mothers and their children. 
 

2. Executive Order No. 12, s. 2017 (Sustaining and Attaining Zero Unmet Need for Modern 
Family Planning through the Strict Implementation of the Responsible Parenthood and 
Reproductive Health Act) – Mandates POPCOM to adopt the attainment of the zero unmet need 
for modern family planning as a population management strategy, particularly in assisting 
couples and women to achieve their desired family size and to reduce the incidence of teenage 
pregnancy. 
 

3. Executive Order No. 71, s. 2018 (Renaming the Commission on Population as Commission on 
Population and Development and Reverting its Attachment to NEDA from DOH) – Mandates 
POPCOM to enhance coordination with NEDA to strengthen the development and 
implementation of population-related programs and strategies in pursuit of socioeconomic 
development. The Order reiterates POPCOM’s lead role in implementing a national program 
on family planning. 
 

4. Executive Order No. 141. S. 2021 (Adapting as a National Priority the Implementation of 
Measures to Address the Root Causes of the Rising Number of Teenage Pregnancies and 
Mobilizing Government Agencies) – Mandates POPCOM to continue to educate leaders, parents 
and other members of the community about evidence-based strategies in the reduction of 
adolescent pregnancies.  It also mandated POPCOM to develop a consolidated action plan for 
the prevention of adolescent pregnancies. 
 

5. Philippine Development Plan (PDP) 2017-2022 that adopted the full implementation of 
Republic Act (R.A.) No. 10354 on Responsible Parenthood and Reproductive Health Act of 
2012 (RPRH Law) and the attainment of regional demographic dividend as a key development 
objective to further improve the socioeconomic growth potential of the country; POPCOM 
through the intensified implementation of the National Program on  Population and Family 
Planning (NPPFP) was mandated by the Cabinet in 2019 to intensify the NPPFP to continue to 
strengthen its collaborative efforts with relevant government agencies (GAs) and local 
government units (LGUs) to ensure that family planning (FP) commodities and other related 
FP services are accessible and available to Filipino men and women who have expressed need 
and intention to use modern FP. 
 

6. Executive Order No. 114. S. 2020 (Institutionalizing Balik Probinsya, Bagong Pag-asa 
Program as a Pillar of Balanced Regional Development) – The BPBP Council has resolved to 
make POPCOM as a member of the technical working group that will develop and coordinate 
strategies contributing to the medium to long-term initiatives towards more balanced 
regional development. 
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7. Joint Memorandum Circular No. 2019-01 – NEDA, DOH and POPCOM (Establishing Co-
Management Scheme for the National Program on Family Planning) – The JMC has provided a 
collaborative framework between POPCOM and the DOH in the planning, coordination and 
implementation of the national program on family planning.  It specifically established a co-
management scheme between these two agencies in developing policies and strategies at the 
national and regional levels on the key aspects of the program including demand generation, 
service delivery and logistics management.  The circular also identifies local government roles 
in the national program on family planning.  
 

In support of the FP program and within its mandate under PD 79, POPCOM shall primarily 
take the lead in demand generation strategies and assist in activities of FP supply chain 
management which include warehousing, distribution and procurement of FP supplies and 
commodities.   
 

8. Joint Memorandum Circular No. 2018-01 – POPCOM, DOH, DSWD, PSA and DILG 
(Guidelines in the Implementation of the Pre-Marriage Orientation and Counseling Program) – 
This JMC provides for the guidelines for the implementation of the PMOC program at the 
national, regional and local levels.  It specifically provides for the role of POPCOM on the 
provision of training on pre-marriage orientation among the members of the local PMOC 
Team, development of modules and provision of continuing education and training. 
 

9. Presidential Directives No. 2021-014. These Presidential Directives tasked POPCOM, 
together with NEDA and DOH to jointly review and strengthen the national family planning 
program within the context of the pandemic. 
 

 

B. The Population and Development Strategic Direction 
 
After more than three decades of devolution, various administrations recognized the essential role 
of family planning and population and development in achieving the development aspirations of the 
country. Executive orders, inter-agency agreements and subsequent policies agree that full 
implementation of the RPRH law, including its population impacts, must be allowed to move ahead 
as a national as well as local strategy for development. 
 
Within these context, the POPCOM shall continue the role as the primary coordinator for the 
country’s population policy which is operationalized through the Philippine Population and 
Development Program (PPDP), formerly called us the Philippine Population Management Program 
(PPMP).  The newly renamed PPDP aims to adapt and be more inclusive and responsive to the 
emerging global, national, regional and local population dynamics and issues as they relate to 
socioeconomic dimensions.   
 
Basically, the PPDP shall be implemented in the midterm and annually through the National 
Program on Population and Family Planning (NPPFP) as a shared responsibility and common 
agenda of the national and local governments.  In general, the PPDP is basically concerned with 
the macro effect of population on development concerns, particularly at the national and reigonal 
levels. However, local government unit, as a key strategy for local development, are also expected to 
manage their population dynamics to facilitate socioeconomic growth within their territorial 
jurisdiction.  Local population dynamics are likewise integral component of the overall national 
demographlic situation.  Thus, an interdependent approach to attaining population outcomes that 
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are facilitative and supportive of national and local socioeconomic development shall be adapted as 
the main implementation framework in advancing the PPDP.  This further means that the attainment 
of macro population and development goals require the aggregate contribution of the local 
government units in managing their respective population dynamics and issues, particularly in light 
of the Mandanas-Garcia ruling which will mean heightened local resources which should focus on 
local populations and their development.  National and regional strategies on population and 
development consistent with local strategies need to be harmonized in plans such as the PPDP, which 
are critical to effectively orchestrate interventions at all levels towards common direction. 
 
Therefore, the implementation of the Mandanas-Garcia ruling gives national and local governments 
another chance at putting together a policy and implementation framework that recognizes: 

 
• population and family planning as essential elements of the Ambisyon 2040 and the national 

sustainable development agenda, in particular due to its poverty-reducing impact through 
demographic dividends, and population and development priorities as age structures change 
our landscape from a young to a slowly aging society; 

• local government policies and services need to be aligned with national priorities and this can 
be achieved by adequate support for population and family planning programs that they 
implement; 

• local (basic) population programs create the demand for the family planning services that 
local health services provide; and 

• local population and development programs build on the success of demand generation and 
services delivery of family planning methods to craft population and development policies 
aligned with national government programs to achieve local, regional and national 
demographic dividends. 

 
PPDP Goals and Objectives.  The PPDP aims to advance sustainable and inclusive national and sub-
national development and to increase the share of each Filipino in the fruits of socioeconomic 
progress and equitable opportunities to develop their full potentials through well-planned, healthy, 
empowered and resilient individuals, families, households and communities.  Specifically, it aims to: 
 

1. Enable couples, individuals and families to achieve their desired timing, spacing and number 
of children within the principle of informed choice and demands of responsible parenthood 
and their health and development aspirations; 

2. Enable adolescents and young mothers to prevent early and repeat pregnancies and its risks 
and vulnerabilities; and 

3. Enable national and regional government agencies and local government units to effectively 
address population issues towards optimal demographic dividend, more equitable spatial 
distribution and regional development through well-managed and interdependent urban and 
rural development, and inclusive development of marginalized segment of population. 
 

Key PPDP Programs.  The PPDP strategies shall be implemented along the following key programs: 
 

1. Responsible Parenthood and Family Planning (RPFP) Program.  The RPFP Program aims 
to enable couples, individuals and families to achieve their fertility goals and intentions 
within the context of responsible parenthood and other developmental goals. 
 

2. Adolescent Health and Development (AHD) Program.  This program aims to enable 
adolescents to prevent early pregnancies and repeated childbirths among young mothers.  It 
also aims to protect adolescent mothers from various risks and vulnerabilities as a 
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consequence of early pregnancies to enable them to achieve their aspirations and potentials 
despite their current situation. 
 

3. Population and Development (POPDEV) Integrated Strategies.  This aims to build the 
capacities of government institutions at the national and local levels to effectively address 
emerging population office within their level to promote: 
 
a. Optimal demographic dividend – this involves the capacities of regional and highly 

urbanized areas to accelerate demographic transition and to take employ their large 
proportion of working age population to increase their contribution to the overall 
productivity and economic development of the locality.  With the employment of 
working age population, savings can be generated during their old age which would 
result to lesser dependence to government resources and services resulting to second 
phase of demographic dividend. 
 

b. Equitable spatial distribution and regional development – this involves strategies that 
capacitate national and local institutions to manage congestion of migrants to highly 
urbanized areas through interventions that accelerate socioeconomic development in 
lagging regions. 

 
c. Well-managed and interdependent urban and rural development – this includes 

strategies that can capacitate cities and municipalities to manage integrated urban and 
rural development. This involves the management of urban agglomerations through 
more participatory and resource conscious planning and management, review and 
revision of policies and mechanisms that contribute to the excessive concentration of 
population in large cities, and improve the security and quality of life of both rural and 
urban low-income residents. 

 
d. Inclusive development of marginalized segment of population – this aims to put into 

the development mainstream the development concerns and needs of people belonging 
to marginalized sector to ensure inclusive and sustainable development.  Priority sectors 
would include the children, older persons, indigenous people and persons with 
disabilities, among others. 

 
POPCOM DTP Goals, Objectives and Expected Outcomes.  As previously highlighted, the 
strengthening of the devolution policy through the increased shared of LGUs in the national tax 
allotment provides an opportunity for national/regional government and LGUs to also strengthen its 
partnership and collaboration in the attainment of the POPDEV program goals and objectives.  Thus, 
this POPCOM DTP aims to achieve greater efficiency and effectiveness of the entire government in 
the attainment of the PPDP goals and objectives as defined above.  Specifically, through this DTP, the 
following results will be achieved: 
 

1. Clearly defined collaborative framework and arrangements between national/regional 
POPCOM offices and LGUs in the attainment of the PPDP goals and objectives; 
 

2. Institutionalized and sustainably funded POPDEV strategies and activities within the local 
plans, strategies and operations through greater ownership of the program by the local 
executive and stakeholders and well-defined and coordinated functions and strategies; 
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3. Strengthened national/regional and local structures for the management, coordination and 
implementation of the PPDP; and 
 

4. Strengthened interagency collaboration among national government agencies in providing 
guidance, technical assistance and support to the LGUs in the localization of the PPDP 
program. 

 
Key PPDP Implementing Strategies.  By its nature, the PPDP entails multidimensional, 
multisectoral and multilevel initiatives and implementing arrangements.  As such, its implementation 
shall entail the participation of various government agencies both at the national and sub-national 
levels.  It requires vertical and horizontal integration and collaboration to ensure the attainment of 
its goal and objectives.  As such, it will be implemented through the NPPFP which will engender 
partnership and collaborative mechanisms particularly between national and local government units 
and between and among sectoral development agencies. 
 
For this purpose, the POPCOM shall set and coordinate the attainment of the PPDP goals, objectives, 
and targets at the national and regional levels as part of its direction-setting and steering function.  
The national and regional PPDP goals and objectives and overall strategies shall be spelled out in the 
medium-term Philippine Population and Development Plan of Action (PPD-PoA) for 2022-
2028.  The PPD-PoA shall provide the overall direction and key strategies of the PPDP that will guide 
interagency and multilevel implementation and collaboration.  It will also serve as an input to 
formulation of the Philippine Development Plan for 2022-2028 and other sectoral development plans 
at the national and regional levels.  Lastly, the PPDP-PoA, which shall also be translated into Regional 
Population and Development Plan of Actions (RPD-PoA), shall guide the development and 
implementation of local population and development plans, programs and strategies. 
 
Generally, POPCOM Central Office and Regional Offices shall perform its steering function for the 
implementation of the PPDP at all levels through the NPPFP.  Within the context of partnership, it 
will coordinate the implementation of the program and support other concerned national agency 
partners and LGUs in the implementation of PPDP-related interventions within their jurisdictions 
and sectoral concerns and mandates through the following functions: 
 

1. Policy and plan development.  To provide direction or roadmap at the macro level for the 
population and development program as reference for contributions and roles of other 
agencies and the LGUs, relevant policies and plans shall be formulated and disseminated to 
concerned agencies.  
 

2. Capacity building and provision of technical assistance.   POPCOM will continuously 
provide guidelines, manuals and other ready-to-use tools that can be used by partner 
agencies and LGUs in the implementation of relevant POPDEV initiatives at their respective 
levels.  This will include actual conduct of training and capacity building activities, 
operationalization of online e-learning platforms, and establishment of online portals as 
primary source of various POPDEV-related tools and documents. 
 

3. Research and data management.  POPCOM shall continue to undertake researches that can 
be used to design POPDEV-related strategies at all levels.  It will also develop relevant data 
and information systems that can be operationalized at the regional and local levels to aid in 
evidence-based decisionmaking processes. 
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4. National and regional communication and promotional activities.  Promotions and 
communication strategies at the local level shall be supported and complemented with 
communication campaigns at the national and/or regional levels. 
 

5. Program monitoring and evaluation.  As the overall POPDEV program coordinator, it will 
take the lead in the monitoring of the implementation of PPD-PoA strategies at all levels 
through inputs from implementing partners and the LGUs. 
 

6. Provision of limited financial assistance.  Financial assistance shall be provided mainly to 
LGUs needing augmentation specifically those belonging to 5th and 6th class municipalities 
and barangays in geographically isolated and disadvantaged areas and to LGUs that are 
subtantially buiding the program from the ground. POPCOM will also financially support 
CSOs primarily to assist LGUs in implementing PPDP and to establish models or prototype 
interventions that can be scaled-up at the local level. 
 
Specific Criteria for Provision of Financial Assistance.  As a prioritization scheme, the 
following criteria shall be established and implemented by POPCOM Regional Offices in the 
provision of financial assistance: 

 
Level of Priority Criteria 

First Priority • 5th and 6th class municipalities with the following conditions: 
o High degree of potential impact of assistance particularly in 

addressing: 
▪ High level of fertility among poor women and men; 
▪ High incidence of adolescent pregnancies; 
▪ Low contraceptive use; and 
▪ High level of poverty and poor socioeconomic conditions. 

o With strong political support and commitment to the POPDEV 
program through counterpart and agreed institutional 
arrangements including commitment to establish local 
POPDEV Office; 

o With severely inadequate allocation for POPDEV 
strategies 

Second Priority • 5th and 6th class municipalities with the following conditions: 
o High degree of potential impact of assistance particularly in 

addressing: 
▪ High level of fertility among poor women and men; 
▪ High incidence of adolescent pregnancies; 
▪ Low contraceptive use; and 
▪ High level of poverty and poor socioeconomic conditions. 

o With strong political support and commitment to the POPDEV 
program through counterpart and agreed institutional 
arrangements including commitment to establish local 
POPDEV Office; 

o With low to moderately inadequate allocation for 
POPDEV strategies 

Third Priority • Barangays that are certified as geographically isolated and 
disadvantaged areas with the following conditions: 
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Level of Priority Criteria 
o High degree of potential impact of assistance particularly in 

addressing: 
▪ High level of fertility among poor women and men; 
▪ High incidence of adolescent pregnancies; 
▪ Low contraceptive use; and 
▪ High level of poverty and poor socioeconomic conditions. 

o With strong political support and commitment by the Mayor 
to the POPDEV program through counterpart; 

o With severely inadequate allocation for POPDEV 
strategies (or not provided adequately by the municipal 
and city government) 

Fourth Priority • 5th and 6th class municipalities with the following conditions: 
o Low or moderate degree of potential impact of assistance 

particularly in addressing: 
▪ High level of fertility among poor women and men; 
▪ High incidence of adolescent pregnancies; 
▪ Low contraceptive use; and 
▪ High level of poverty and poor socioeconomic 

conditions. 
o With strong political support and commitment to the POPDEV 

program through counterpart and agreed institutional 
arrangements including commitment to establish local 
POPDEV Office; 

o With low to moderately inadequate allocation for POPDEV 
strategies 

Fifth Priority • 3rd to 4th class municipalities with the following conditions: 
o High degree of potential impact of assistance particularly in 

addressing: 
▪ High level of fertility among poor women and men; 
▪ High incidence of adolescent pregnancies; 
▪ Low contraceptive use; and 
▪ High level of poverty and poor socioeconomic conditions. 

o With strong political support and commitment to the POPDEV 
program through counterpart and agreed institutional 
arrangements including commitment to establish local 
POPDEV Office; 

o With no or limited number of POPDEV strategies but 
expressed intention to institute the program and to 
provide counterpart. 

 
 

7. Augmentation to service delivery.  POPCOM shall also provide augmentation support to 
fill-in the gaps in the service delivery particularly for family planning services at the local 
level.  The augmentation shall prioritize the following areas: 
 
a. With high level of unmet need for modern family planning or high level of demand; 
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b. Without referral facilities (e.g., hospitals) or available services/service providers in the 
health centers for long-acting method particularly subdermal implants, IUD, non-scalpel 
vasectomy and female sterilization within the province or neigboring localities; and 

c. With counterpart human resource, supplies and logistics requirements during the 
service delivery. 

 

C. Emerging Challenges 
 
Given the multisectoral nature of the PPDP, the main challenge in its implementation and promotion 
points to the effectiveness and efficiency of mobilizing different partners at the national, regional and 
local levels.  To address this concern, the following strategies shall be implemented: 
 

1. At the national level, the coordinative and collaborative mechanism among the agency 
members of the POPCOM Board of Commissioners shall be strengthened.  The POPCOM 
Secretariat shall endeavor to integrate key programs of the agency members in the NPPFP 
including the POPDEV program agenda and strategies for its inclusion in their existing 
programs and interventions especially those being provided to the LGUs.  Various 
coordinative bodies in which POPCOM is a member will also be engaged and requested to 
include population agenda in their discussions and coordinative actions to generate concrete 
institutional arrangements for implementation of POPDEV-related interventions. 
 

2. At the regional level, coordinative bodies such as the Regional Development Council and 
other relevant interagency structures shall be mobilized and engaged in the discussion and 
implementation of POPDEV-related strategies within the regional context. 
 

3. At the local level, coordinative actions shall be primarily undertaken through the Local 
Population and Development Offices which should be present in all provinces, cities and 
municipalities by 2024.  Sec. 488 of the LGC places the functions, including population and 
development under one office, the Population and Development Office in each LGU, however, 
the LGC made it an optional office, despite the functions being essential functions of LGUs.  As 
such, harmonized coordination and implementation of the program will become a challenge. 
 
To address these concern, POPCOM shall aggresively advocate and assist LGUs in the creation 
and strengthening of Local POPDEV Offices in the provinces, cities and municipalities, at least, 
towards the appointment of a Local POPDEV Officer.  To ensure integration and improve the 
appreciation of local chief executives on the need to estbalish and strengthen an Local 
POPDEV Office, POPCOM regional offices will likewise plan and coordinate with relevant local 
offices to ensure that PPDP key strategies and programs are integrated in local development 
strategies and becomes an integral and indispensable part of the local development agenda. 
 

4. POPCOM will also pursue strong working engagement with CSOs and development partners 
at all levels in pursuing convergent efforts especially in areas where these development 
partners are already working to integrate PPDP agenda and strategies. 
 

Inadequacy of financing for population and development strategies and interventions is likewise a 
perennial issues at the national as well as local levels.  For this, there is a need to effectively pursue 
counterparting scheme with POPCOM and other national/regional partner agencies and with the 
LGUs to generate and mobilize resources needed for the implementation of PPDP strategies. 
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Section III 
 

ASSIGNMENT OF POPDEV FUNCTIONS AND SERVICES  
 

 

A. Delineation of Functions and Services 
 
As previously mentioned, the implementation of the PPDP programs and strategies shall be 
implemented basically through the framework of partnership and collaboration between and among 
POPCOM Central Office and Regional Offices and national and regional partners agencies and LGUs.  
The main programs, projects and services to be delineated between POPCOM national/ regional 
offices and LGUs shall be along the three program components of the PPDP, namely, RPFP, AHD and 
POPDEV services and programs.  These program components were divided into its different key 
strategic and functional components such as development and utilization of data and information, 
policy and plan development, communication and advocacy, research and knowledge management, 
service delivery, capacity building and provision of technical assistance, and service delivery (see 
ANNEX A). 
 
The institutional arrangements below delineate the functions, program components and services 
related to POPDEV program and strategies at the national and local level of governance. 
 

1. National Level 
 

Overall, the POPCOM Central Office and Regional Offices shall take the direction-setting, 
steering, program management and coordinative functions at the national and regional 
levels, respectively.  Their tasks will be to shepherd and lead the program within their 
jurisdiction to the attainment of its goals and objectives.  For this purpose, it shall mobilize and 
partner with relevant government agencies at the national and regional levels and the LGUs to 
enable them to contribute to the program based on their agency and LGU-specific programs, 
mandates and jurisdictions. 
 

1.1. POPDEV Services and Program   
 
The POPDEV services and program, as key POPDEV program component, involve 
strategies that seek to address population issues to facilitate socioeconomic 
development.  These population issues include, but are not limited to, rapid 
population growth, unmanaged influx of migrants, and high fertility among poor 
families and population as they impact on various development concerns.  Hence, the 
overall management and coordination of the three program components of the 
PPDP, namely, a) Responsible Parenthood and Family Planning Program, b) 
Adolescent Health and Development, and c) POPDEV Integrated Strategies shall 
be basically retained with POPCOM Central Office and Regional Offices. 
 
To pursue these programs and strategies, relevant functions and strategies will 
include the establishment of POPDEV database and information system; formulation 
of POPDEV policies; formulation, coordination and implementation of POPDEV plans 
and programs; promotion of POPDEV issues and strategies; monitoring and 
evaluation; and capacity building and provision of technical assistance.  Based on 
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these functions, the following shall be retained or to be implemented at the national 
level through the POPCOM Central Office and Regional Offices: 
 
1.1.1. Establishment and utilization of POPDEV database and information 

systems for evidence-based planning and policy formulation.  Data and 
information are critical bases for evidence-based planning, policy 
development and other decision-making processes.  As such, the specific 
function and strategy of developing, processing, analyzing and utilizing 
national and regional POPDEV database and information system is necessary 
for POPCOM-Central Office and Regional Offices to analyze current 
demographic and development levels, trends and patterns as bases for setting 
program direction and relevant strategies. 
 
Conduct and dissemination of POPDEV-related research and studies with 
national and regional scope for plan, policy and program development.  To 
also support evidence-based planning at the national and regional levels, the 
design and conduct of research shall also be initiated at such levels.  This is 
also a specific mandate of POPCOM under Sec. 4 of PD 79 specifically providing 
as one of the objectives of the population policy to conduct comprehensive 
studies of demographic data and expected demographic trends and propose 
policies that affect specific and quantitative population goals.  

 

Provision of capacity development program and strategies to national and 
local government agencies in setting-up, processing, analysis and 
utilization of demographic and socioeconomic database for POPDEV 
planning and policy development.  To effectively manage the POPDEV 
program within their jurisdictions, POPCOM Central Office and Regional 
Offices shall assess, plan and formulation a program for the capacity 
development of partner agencies and LGUs in setting-up, generating and 
analyzing demographic and socioeconomic data to aid planning, program 
development and other program activities needing data.  In relation to this, 
POPCOM shall also continuously provide population data, projections and 
analysis to various national, regional and local government agencies for 
policy, plan and program development.   
 
Specifically, under Sec. 37 of the Urban Development and Housing Act (RA 
7279), POPCOM is mandated to assist LGUs in setting-up an effective 
mechanism to monitor trends in the movements of population (e.g., Registry 
of Barangay Inhabitants and Migrants) and in identifying measures by which 
such movements can be influenced and to recommend proposed legislation to 
Congress, if necessary.  The POPCOM shall likewise provide advanced 
planning information to national and local government planners on 
population projections and the consequent level of services needed in 
particular urban and urbanizing areas. This service will include early-warning 
systems on expected dysfunctions in a particular urban area due to population 
increases, decreases, or age structure changes.  

 
Furthermore, POPCOM, as member of the TWG of the Balik Probinsya, Balik 
Pag-asa Council (EO 114), is one of the agencies tasked to formulate long-term 
plans/strategies to support the implementation of EO 114. 
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1.1.2. Formulation of national and regional POPDEV-related policies.  The 

development, advocacy, coordination and monitoring of national and regional 
population policies as they relate to development issues are inherent 
functions of the POPCOM as mandated by the existing national population 
policy.  These national and regional policies shall guide local POPDEV-related 
policies which they are likewise mandated to implement, albeit, limited within 
their jurisdiction. Increasingly, as we enter a phase where local governments 
become the drivers of local development, POPCOM through POPDEV should 
link the country’s SDG indicators to local development indicators. 
 
To build the capacity of the LGUs to develop and implement POPDEV-related 
policies based on their existing population issues, POPCOM shall likewise 
provide necessary training and technical assistance and relevant tools.  The 
Provincial Government (through the provincial population office) may 
likewise provide necessary capacity building to component cities and 
municipalities in the development of POPDEV-related policies, being the 
overall coordinator of the POPDEV program that covers component cities and 
municipalities.   
 

1.1.3. Formulation, coordination and implementation of national and regional 
POPDEV plans and programs.  Inherent to its mandate, POPCOM has the 
function to formulate and adopt coherent, integrated and comprehensive 
long-term plans, programs and recommendations on population as it relates 
to economic and social development consistent with and implementing the 
population policy which shall be submitted to and approved by the President; 
and to propose policies and programs that will guide and regulate labor force 
participation, internal migration and spatial distribution of population 
consistent with national development. 
 
The Philippine Development Plan for 2017-2022 also tasked POPCOM to lead 
the coordination and monitoring of the implementation of the country’s 
initiatives in attaining demographic dividend as one of the development 
agenda and strategies to accelerate socioeconomic development.  As the 
country enters the last nine years of attaining Sustainable Development Goals, 
POPDEV strategies need to link LGU programs to attaining local SDG-related 
goals. 
 
Moreover, the 2021 and 2022 General Appropriations Act mandated POPCOM 
to develop and recommend a social protection program for adolescent 
mothers and their children, in close collaboration with the DSWD. 
 
In carrying out this mandate and function, POPCOM shall mobilize and consult 
with partner agencies at the national and sub-national levels to ensure the 
alignment of the plans and programs with the emerging population issues at 
all levels.  To ensure that alignment of local POPDEV plans and strategies, 
POPCOM shall also provide technical assistance and capacity building to LGUs 
in the formulation of these planning and strategic documents. 
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1.1.4. Promotion of national and regional POPDEV issues and strategies.  As the 
overall coordinator of the country’s POPDEV program and strategies, it is 
incumbent on POPCOM to lead the promotion of the program especially at the 
national and regional levels to generate institutional and public support.  
POPCOM, however, may support LGUs to promote their POPDEV program and 
strategies through provision of capacity building, promotional materials, and 
joint promotional activities. 
 

1.1.5. Monitoring and evaluation of national POPDEV policies, plans and 
programs.  This function is part of the overall coordinative role of POPCOM in 
the POPDEV program.  The monitoring and evaluation, however, shall cover 
performance indicators from the local to the national levels, including SDG 
indicators. For this purpose, it can provide technical assistance to LGUs in 
setting-up and utilizing monitoring and evaluation mechanisms to aid 
program planning, implementation and assessment. 

 
1.1.6. Capacity development and provision of technical assistance on POPDEV 

strategies.  As part of its steering function and national program coordinator, 
POPCOM shall ensure that its implementing partners are capable and fully 
equipped with skills and tools in planning, implementing and 
monitoring/evaluating the POPDEV program within their jurisdiction.  This 
function is also aligned with the mandate under the LGC to enhance local 
autonomy.  The following types of training, among others, shall be made 
available and accessible to the LGUs and other implementing partners: 

 
1.1.6.1. Basic demographic and development concepts and measures; 
1.1.6.2. Demographic data appreciation and analysis; 
1.1.6.3. Population and development integration concepts and analytical 

tools; 
1.1.6.4. POPDEV approach to planning and policy development (i.e., 

POPDEV integration in socioeconomic profiling; development 
planning; land use planning); 

1.1.6.5. Establishment and utilization of Registry of Barangay Inhabitants 
and Migrants (RBIM); 

1.1.6.6. Integrating population in sectoral development programs (e.g., 
population, health and environment integrated strategies; 
population and education; population and poverty reduction, etc.) 

1.1.6.7. Other relevant skills as needed and requested by implementing 
partners including SDG related orientation and seminars for 
LGUs.  

 
1.2. Responsible Parenthood and Family Planning Program/Services 

 
The RPFP Program and Services include the provision of information and services that 
enables couples, individuals and families to plan and attain their desired wellbeing and 
aspirations.  RPFP services include the provision of appropriate and adequate information 
to make couples and individuals choose and avail of family planning methods that can help 
them achieve their family planning goals.  As per the Revised Population Act of the 
Philippines (PD 79 as amended by PD 1204) and reinforced by the RPRH Law (RA 10354), 
there should be a national family planning program to support the attainment of the 
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socioeconomic goals of the country.  Under such decree, POPCOM is mandated to provide 
overall planning and coordinative functions for such family planning program.  While, Sec. 
17 of the Local Government Code (LGC), devolved the provision of responsible parenthood 
and family planning services, RPFP remains a national program that has a critical role in 
national socioeconomic development.  Being a program with macro implications and 
needing certain standards to ensure the delivery of quality services, there is a need to 
orchestrate local family planning programs to contribute to the national family planning 
program goals and objectives.  In this regard, the national family planning program shall 
take the main roles of direction/policy and standards setting, planning, capacity building 
and augmentation of services particularly among LGUs with lesser capacity to fully provide 
the FP services or implement the program. 
 
For this purpose, POPCOM shall take the role as national/regional program manager and 
coordinator for family planning in close collaboration with the DOH.  It shall ensure that 
program objectives at the national and regional levels are attained through delivery of 
quality FP information and services at the local level.  Specifically, the following strategies 
and functions shall be retained at the national/regional level through POPCOM: 
 

1.2.1. Establishment of RPFP database and information system and provision 
of relevant data to stakeholders for policymaking and program 
planning. A database and information systems at the national and regional 
levels on RPFP that consolidates data at various levels are necessary for 
overall program management, planning, coordinative, monitoring and 
evaluation functions of POPCOM and DOH. POPCOM shall generate, process 
and disseminate this information to all stakeholders not only as input to the 
enhancement of the national family planning program but also to other 
sectoral development initiatives such as poverty reduction, health and other 
relevant development concerns such as SDGs.  These data and information will 
also be shared to LGUs as input in the enhancement of local family planning 
program.  To enable them to independently generate local data, however, it 
will be a national strategy to capacitate LGUs to establish, process, analyze and 
use RPFP program data. 
 
Researches and studies at the national and regional levels are likewise crucial 
in generating updated knowledge necessary for program management both at 
the national and local levels.  They are best conducted at the national and 
regional levels to provide more varied and comprehensive empirical evidence 
in the design and development of appropriate RPFP interventions and 
strategies.  Along this function, POPCOM shall continue to design and conduct 
researches the can provide important knowledge for the development of 
effective interventions on RPFP based on emerging behaviors and factors 
among beneficiaries.  POPCOM shall also continue to support the conduct of 
national surveys such as the National Demographic and Health Survey (NDHS) 
which provides the most comprehensive data on the key indicators for the 
RPFP program. 

 
1.2.2. Formulation of plan, strategies and investment program for RPFP 

services.  A national/regional direction for the RPFP program is necessary to 
orchestrate efficiently efforts at all levels.  As such, within its mandate to 
formulate and adopt coherent, integrated and comprehensive long-term 
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plans, programs and recommendations on population as it relates to economic 
and social development consistent with and implementing the population 
policy (PD 79 as amended), POPCOM, in close collaboration with DOH under 
the JMC on co-management for the NPFP, shall continue to formulate plans 
that define the overall program goals, objectives, targets and its 
corresponding major strategies that can guide the program implementation 
at all levels.  This, however, shall be done in consultation with the LGUs and 
other stakeholders to make it responsive to emerging local concerns.  The plan 
shall also define mechanisms for implementation and collaboration among 
national, regional and local institutions. Capacity building and technical 
assistance shall also be provided by POPCOM national and regional offices to 
LGUs in developing their FP plans, expected results and strategies. 
 

1.2.3. Demand generation and promotion of RPFP program.  PD 79 mandates 
POPCOM to organize and implement programs that will promote a broad 
understanding of the adverse effects on family life and national welfare of 
unlimited population growth.  It also mandates POPCOM to make family 
planning as part of the broad educational program.   

 
Given this, to support demand generation initiatives at the local level, there 
should be national communication campaigns to be implemented by POPCOM 
and its regional offices. This national function shall include the following: 

 

1.2.3.1. Development of a national communication plan and strategy that 
sets the standard core messages based on NPPFP objectives;  
 

1.2.3.2. Development and dissemination of templates, prototypes and 
models for communication and promotional materials and 
strategies that can be printed, reproduced and used by LGUs in 
their local demand generation activities; and 

 
1.2.3.3. Conduct of national campaigns and events to drumbeat and 

promote RPFP-related issues within a national and regional scope 
and also to highlight important local family planning issues or to 
promote local good practices for scaling-up and replication of other 
LGUs. 

 

Provision of financial assistance to 3rd to 6th class municipalities and 
barangays in GIDAs and in areas needing support for the establishment 
of RPFP delivery systems and program.  As a devolution principle, the 
national government or the next higher level of local government unit may 
provide or augment the basic services and facilities assigned to a lower level 
of local government unit when such services or facilities are not made 
available or, if made available, are inadequate to meet the requirements of its 
inhabitants.  This is also aligned with the redistributive function of national 
government to promote equity among localities in view of the disparity in 
term of their local funds.  Moreover, EO 138 and its enabling budget circular 
(NBC138) allows the provision of financial assistance to LGUs under the 5th 
and 6th class categories or those in geographically isolated and disadvantaged 
areas and to LGUs starting to establish the program and relevant strategies.   
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Pursuant to these principles and mandates, POPCOM Regional Offices shall 
provide augmentation support or grant to LGUs belonging to 3rd to 6th class 
municipalities or in barangays that are in GIDAs and to LGUs that are 
instituting the local RPFP program strategies from its basic level mainly 
because of the inadequacy of local resources based on the criteria of 
prioritization mentioned above.  These may include financial assistance 
through transfer of funds within existing government rules and regulations. 
 
Moreover, POPCOM shall engage CSOs pursuant to RA 10354 which provides 
for their active involvement in the promotion and delivery of family planning 
services and of the General Appropriations Act promoting engagement with 
POPCOM-accredited CSOs.  The engagement with CSOs will be for purposes of 
assisting the POPCOM in the implementation of RPFP strategies or in 
augmenting capacities of LGUs particularly in demand generation and 
delivery of services. 

 

1.2.4. Coordination and implementation of Pre-Marriage Orientation and 
Counseling (PMOC) Program.  Presidential Decree No. 965 as reinforced by 
the RPRH Law (RA 10354) mandates the provision of instructions and 
information on family and responsible parenthood to applicants for marriage 
license.  While the actual provision of the instructions on RPFP is to be 
provided by LGUs, the pre-marriage counseling program is being coordinated 
and managed at the national and regional levels to ensure standard 
compliance by the LGUs.  Currently, an interagency TWG consisting of 
POPCOM, DSWD, DOH, PSA and DILG coordinates the program and has issued 
Joint Memorandum Circular to set the protocols for the conduct and 
implementation of the Pre-Marriage Orientation and Counseling Program at 
the local level.  The JMC consolidated similar requirements prescribed by the 
Family Code of the Philippines (Executive Order No. 309, series of 1987), PD 
965 and the RPRH Law. 
 
Under the implementing guidelines for PMOC (JMC), POPCOM is tasked to 
provide and issue certification for the training on pre-marriage orientation 
(PMO) and to also conduct continuing training and education among PMO 
facilitators.  In addition to face-to-face training that can be provided by 
POPCOM Regional Offices, an online training on PMO shall be made accessible 
through the e-learning platform under the Online POPDEV Academy. 
 
POPCOM also acts as the Secretariat of the national and regional PMOC 
technical working group that manages and addresses policy-related issues 
with national and regional scope. 
 

1.2.5. Capacity development and provision of technical assistance on RPFP 
program.  The capacity development and provision of technical assistance to 
LGUs in delivering quality FP information and services aims to enhance local 
autonomy in implementing and delivering effective RPFP information and 
services.  A nationally-led training program is likewise necessary to ensure 
standards in the implementation of the various aspects of the program 
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including demand generation, supply chain management and service delivery 
for RPFP. 
 
For this, the following training programs shall be provided to the LGUs: 
 
1.2.5.1. Demand generation.  This includes skills in planning, designing 

and assessing social and behavior change communication 
strategies (SBCC), conduct of community-based RPFP classes and 
sessions, and development of IEC materials. 
 

1.2.5.2. Family Planning Competency-based Training.  With the 
strengthening of devolution policy, the demand for continuing 
capacity building on RPFP shall increase.  As such, there is a need 
for national government to ensure continuing access to training of 
local service providers.  For this, POPCOM shall partner with DOH 
in the strengthening availability of training in family planning 
service delivery by setting-up POPCOM-DOH co-managed FP clinics 
as training centers in addition to hospital-based training centers.  
This shall be done at least within three years to help DOH-retained 
hospitals in the provision of FPCBT as they are still coping with the 
demands for COVID-19 services. 

 
1.2.5.3. FP Supply Chain Management.  This includes skills in managing 

the logistic component of the RPFP program. 
 

1.2.6. FP supply chain management.  Under the co-management scheme with 
DOH, POPCOM shall assist in the warehousing and distribution of nationally 
procured FP supplies to ensure their timely availability in public health 
facilities and prevent stock-out that may result to unplanned pregnancies.  
This will include warehousing and distribution of FP commodities and 
supplies.  For this purpose, POPCOM will also continue the function and 
strategy of tracking the stock level of FP commodities in public health facilities 
to facilitate distribution or redistribution (i.e., moving over-stock of FP 
supplies from one facility to another) of needed supplies. 
 
Technical assistance to LGUs shall also be provided in the forecasting and 
procurement of their own FP supplies.  POPCOM warehouses will also be 
made available for the safekeeping of locally procured FP commodities. 
 

1.2.7. Delivery of RPFP services and demand generation.  PD 79 as amended by 
PD 1204 mandates POPCOM to employ or authorize the employment by 
participating agencies in the national family planning, health and welfare 
program of physicians, nurses, and midwives and other persons to provide, 
dispense and administer all acceptable methods of contraception to all 
citizens of the Philippines desirous of spacing, limiting, or preventing 
pregnancies: Provided, that the above mentioned persons except physicians, 
for the purpose of contraception, have been trained and duly certified by the 
POPCOM.   
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While the provision of basic FP services is devolved, as a devolution 
principle and to enhance local autonomy, the national government or 
the next higher level of local government unit may provide or augment 
the basic services and facilities assigned to a lower level of local 
government unit when such services or facilities are not made available 
or, if made available, are inadequate to meet the requirements of its 
inhabitants. 

 
RPRH Law also provides for the establishment of an efficient and integrated 
service delivery network which include national and regional FP service 
points and organizations.  As such, POPCOM shall continue to set-up FP clinics 
to fill-in gaps in service delivery at the local level.  This is likewise pursuant to 
the mandate of POPCOM under PD 79 to provide family planning services as 
part of overall health care.  The POPCOM FP clinics shall be linked to local 
service networks to fully cover demand for family planning services at the 
community level.  In collaboration with LGUs, the clinic can also be expanded 
as a local satellite public health facility for primary health care. 

 
Moreover, as part of the FP program response to the ongoing public health 
emergency, POPCOM and DOH shall organize itinerant teams for long-acting 
and permanent methods for both service delivery and training of other 
providers. These itinerant cum training teams shall be based at the regional 
level with facilities for service delivery and training at functional FP clinics. 

 
1.2.8. Monitoring and evaluation of RPFP program.  Monitoring and evaluation 

functions and strategies are important in ensuring the effectiveness of the 
implementation of RPFP policies, plans and programs.  Thus, they are to be 
conducted at all levels to ensure attainment of program objectives and targets 
as well as institutional accountability to program implementation at specific 
level. 
 

1.3. Adolescent Health and Development (AHD) Program/Services 
 

The AHD Program and Services include the provision of information and services to various 
stakeholders to enable adolescents to prevent adolescent pregnancies and for young 
mothers to prevent repeat pregnancies towards the realization of their aspirations and 
potentials.  It also aims to protect young people from the negative consequences of early 
pregnancies including its impact on their health and socioeconomic wellbeing. 
 
Preventing adolescent pregnancies is a key population issue that is being addressed by the 
PPDP because of its demographic as well as socioeconomic and health implications. 
Towards this, POPCOM has been aggressively promoting and advocating for the enactment 
of policies that can create an enabling program environment for actions towards preventing 
adolescent pregnancies and protecting young mothers from the risks and vulnerabilities of 
early pregnancies.  Along these efforts, POPCOM was able to work on the issuance of 
Executive Order No. 141 which declared as a national priority the implementation of 
measures addressing the root causes of rising number of adolescent pregnancies.  The Order 
also called for a whole-of-government approach to involve all government agencies in the 
development and implementation of relevant programs within their mandates.   
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The 2021 and 2022 General Appropriations Act, under the special provisions for POPCOM, 
also mandated the development of a social protection program for teenage mothers and 
their children.  Such program shall be submitted to DSWD for integration in their existing 
social protection program. 
 
These recent policies indicate the need for a comprehensive and integrated program for the 
prevention of adolescent pregnancies and social protection for adolescent mothers.  These 
policies expressly recognized the coordinative role of POPCOM on initiatives related to the 
prevention of adolescent pregnancies.  As such, within its mandate to coordinate a 
comprehensive population program, POPCOM shall continue managing and coordinating a 
national/regional AHD program with the main objectives mentioned above.   
 
For this, the following functions and strategies shall be retained and to be delivered by 
POPCOM national and regional offices: 
 

1.3.1. Establishment of AHD database, information and knowledge system.  A 
database and information system at the national and regional levels on AHD 
that consolidates data at various levels is necessary for overall program 
planning and coordination functions of POPCOM.  It will sustainably enhance 
such information system through conduct of relevant researches and studies 
on AHD-related concerns that can be used in developing more effective 
strategies or interventions in preventing and reducing adolescent 
pregnancies nationwide. In line with this, POPCOM shall likewise continue to 
support the conduct of national surveys such as the Young Adult Fertility and 
Sexuality Survey (YAFSS) and other similar studies to generate needed 
information for the continual improvement of the AHD program. 
 
In addition, technical assistance to LGUs in setting-up local database and 
information systems to effectively track and inform their AHD programs shall 
also be provided by POPCOM national and regional offices. 
 

1.3.2. Formulation of national and regional AHD plan, strategies and 
investment program.  POPCOM is mandated by PD 79 to formulate and adopt 
coherent, integrated and comprehensive long-term plans, programs and 
recommendations on population as it relates to economic and social 
development consistent with and implementing the population policy.  EO 
141 also specifically mandated POPCOM to consolidated initiatives of all 
government agencies into a Comprehensive Action Plan for the Prevention 
of Adolescent Pregnancies.  Moreover, 2021 GAA also mandated POPCOM, 
together with DSWD, to development a social protection program for 
adolescent mothers and their children. 
 
The national and regional AHD plans which shall become an integral part of 
the PPD-PoA shall serve as the overall blueprint for orchestrated and 
harmonized strategies for all stakeholders at all levels including the LGUs.  As 
part of its localization strategies, POPCOM shall continuously provide 
technical assistance to LGUs in the development, design and implementation 
of programs and strategies that prevent and reduce adolescent pregnancies 
within their locality. 
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1.3.3. Promotion and communication strategies for prevention of adolescent 

pregnancies.  Similar to RPFP, a national promotional and communication 
strategy is also necessary to raise wider and broader public awareness than 
the LGU could reach.  It shall support local promotional interventions. 
 
Moreover, EO 141 also mandated POPCOM to educate leaders and other 
stakeholders on evidence-based interventions for the prevention of 
adolescent pregnancies and promotion of adolescent reproductive health.  
This mandate includes the design and launch of a campaign that could 
increase and mobilize public awareness and whole-of-nation approach 
towards specific action to prevent adolescent pregnancies. 
 
Promotional and communication strategies at the national and regional levels 
shall be pursued in collaboration with relevant national government agencies 
including the National Youth Commission (NYC), Council for the Welfare of 
Children (CWC), DOH, DSWD and other relevant agencies.  As per EO 141, 
communication interventions shall optimize available online platforms such 
as various social media.   
 
Along this strategy and function, POPCOM shall continue to raise to public 
awareness and key actions among decisionmakers concerns on adolescent 
health and development through the design and conduct of nationwide 
campaign on the prevention of adolescent pregnancies through various media 
and communication channels.  It shall likewise aggressively involve the LGUs 
in such communication campaign through: 
 
1.3.3.1. Development of a national AHD communication plan and strategy 

that set the standard core messages for locally launched 
campaigns;  
 

1.3.3.2. Development and dissemination of templates, prototypes and 
models for communication and promotional materials and 
strategies that can be printed, reproduced and used by LGUs in 
their promotional activities; and 

 
1.3.3.3. Conduct of national campaigns and events to drumbeat and 

promote AHD-related issues within a national and regional scope 
and also to highlight important local AHD issues or to promote local 
good practices for scaling-up and replication of other LGUs. 

 
1.3.4. Capacity-building and provision of technical assistance on AHD 

program.  As part of its mandate under EO 141, POPCOM shall provide 
technical assistance and capacity building to stakeholders on evidence-based 
interventions for the prevention of adolescent pregnancies and promotion of 
adolescent reproductive health.  Along this function, POPCOM shall continue 
to promote the use of various training materials it developed on AHD to be 
used by various stakeholders.  Some of these materials include the following: 
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1.3.4.1. Facilitator’s Guide on Sexually Health and Personally Empowered 
Adolescents (SHAPE-A); 

1.3.4.2. Guidebook in establishing information and service delivery 
network (ISDN) for AHD; 

1.3.4.3. Facilitator’s Guide on Parent-Teen Talk; 
1.3.4.4. Learning Package on Parents’ Education on Adolescent Health 

and Development. 
 
These types of materials shall be updated and disseminated to guide LGUs and 
other stakeholders in the development and implementation of AHD-related 
interventions.  Corresponding training on these modules shall be made 
available to LGUs and groups of teachers, parents, service providers, youth 
organizations and other stakeholders.  To make the training more accessible, 
these training shall be made accessible through e-learning platforms through 
the Online POPDEV Academy. 

 
1.3.5. Delivery of AHD services.  To assist LGUs in the delivery of AHD services, 

POPCOM shall provide technical assistance in the setting-up of referral 
systems such as the ISDN for AHD and establishment and management of Teen 
Centers in schools or communities.  It will also support LGUs in the provision 
of family planning services especially among adolescent mothers through the 
POPCOM FP Clinics and deployment of itinerant teams. 

 
1.3.6. Monitoring and evaluation of RPFP program.  Monitoring and evaluation 

functions and strategies at the national and regional levels shall be pursued to 
ensure alignment and effectiveness of the implementation of AHD policies, 
plans and programs.   

 

2. Devolved POPDEV PPA’s and Functions 
 

The Local Government Code (RA 7160) devolved to specific level of LGUs the provision of 
basic family planning and population development services as part of the general welfare 
services enumerated under Section 17 of the Code.  In addition, the LGC underscored the 
devolution principle that the capabilities of local government units, especially the municipalities 
and barangays, can be enhanced by providing them with opportunities to participate actively in 
the implementation of national programs and projects.  Within this principle, POPCOM shall 
pursue initiatives that will devolve or localize basic POPDEV strategies to strengthen the LGUs’ 
participation and contribution to the attainment of the regional and national goals of the PPDP 
through effective collaborative and partnership mechanisms.  Specifically, POPCOM national and 
regional offices will closely work with LGUs at relevant levels to strengthen the devolution or 
local implementation of the functions and strategies discussed below. 
 

2.1. POPDEV Services and Program   
 
The POPDEV services and program at the local level pertain to strategies that seek to 
address population issues to facilitate socioeconomic development within their 
locality.  These population issues include, but are not limited to, rapid population 
growth, unmanaged influx of migrants, and high fertility among poor families and 
population as they impact on various development concerns.  The attainment of the 
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country’s SDG indicators will also be harmonized at local level where LGUs develop 
their own SDG-related programs. POPCOM, as an agency member of the SDG sub-
committee of the DBCC, will provide assistance to LGUs in POPDEV related SDG 
indicators. These issues impact on various local development conditions such as 
health, education, employment, food security, urban and rural development, 
environment, and other development concerns affecting the wellbeing of their 
constituents.  Thus, an integrated strategy and program to address these issues need 
to be set-up to facilitate full local socioeconomic development. 
 
The following functions and strategies are to be devolved to LGUs: 
 
2.1.1. Establishment and utilization of POPDEV database and information 

system for evidence-based planning and policy formulation.  With more 
direct function to deliver general welfare services to the people within their 
jurisdictions, it is important for LGUs at all levels to have databases on the 
number, distribution and other characteristics of their population as basis for 
planning, policy development and resource programming.  As part of the 
formulation of local comprehensive development plan and land use plan, 
ecological profiles and sectoral studies are prepared.   The Community-Based 
Monitoring System (CBMS) Act (RA 11315) also mandates the establishment 
and institution of CBMS in every city and municipality as an economic and 
social tool towards the formulation and implementation of poverty alleviation 
and development programs which are responsive to the basic needs of the 
sectors of the community. LGUs are also encouraged under the JMC on 
Demographic Vulnerability to use tools developed by POPCOM in their Covid 
19 response. Deepening studies on censuses of population and housing may 
be used by LGUs under POPCOM mentoring to identify other demographic 
vulnerabilities. 
 
At the provincial and city level, Sec. 488 of the LGC also tasked the local 
population development officer to establish and maintain an updated data 
bank for program operations and development planning.  Moreover, Barangay 
Secretaries are mandated under the Local Government Code to establish a 
registry of barangay inhabitants as database for planning and identification of 
basic services. 
 
While these functions and strategies on data collection and management have 
been devolved to the LGUs through various enabling policies, there is a need 
to underscore the efficient and effective analysis of the level, trends and 
patterns of demographic data with conscious consideration of its implication 
on development initiatives such as health, education, employment, 
environmental development and food security, among others, to enhance 
their capacity for greater efficiency in the allocation of limited resources and 
higher equity impact of their development programs and projects.  The 
demographic data should be used in not only in estimating the quantity of 
basic services to be provided but also to identify issues and corresponding 
interventions that affect their quality of life. 

 

To deepen their knowledge and understanding about the demographic and 
developmental conditions within the entire province or city, provinces and 
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cities may conduct POPDEV researches and studies.  These studies can be 
shared and used in planning and policy formulation within the entire province 
or city. 
 
Tracking and Managing Internal Migration.  Sec. 37 of RA 7279 mandates 
LGUs to set-up an effective mechanism to monitor trends in the movements of 
population from rural to urban, urban to urban, and urban to rural areas. They 
shall identify measures by which such movements can be influenced to 
achieve balance between urban capabilities and population, to direct 
appropriate segments of the population into areas where they can have access 
to opportunities to improve their lives and to contribute to national growth. 
 
In addition to the provisions of RA 7279 mandating LGUs to set-up 
mechanisms to track internal migration movement and of the LGC for the 
Barangay Secretary to profile all inhabitants, the need for internal migration 
data including the characteristics of migrants has more direct use for LGUs in 
their development policies and programs especially in estimating local 
government service requirements.   
 
To efficiently track population movement within their localities, cities, 
municipalities and barangays may establish an administrative data to 
generate near to real-time data and information on people who are moving in 
and out o the locality.  For this purpose, LGUs may adopt the Registry of 
Barangay Inhabitants and Migrants (RBIM) that POPCOM has developed. The 
RBIM can be used as a complement to the CBMS and other existing databases. 
Technical assistance in setting this database can be provided by POPCOM and 
trained staff from Provincial Population and Development Office. 
 

2.1.2. Formulation of POPDEV-related policies.  In exercise of their legislative 
power, LGUs at all levels may develop POPDEV-related policies that address 
emerging population issues that are affecting development concerns within 
their locality. 
 
Sec. 488 of the LGC mandates the Local Population Development Officer in 
provinces, cities and municipalities to formulate measures for the 
consideration of the Sanggunian and provide technical assistance and support 
to the governor or mayor, as the case may be, in carrying out measures to 
ensure the delivery of basic services and provision of adequate facilities 
relative to the integration of the population development principles and in 
providing access to said services and facilities. 
 
As the main coordinator for the POPDEV program within the province, the 
local population development officer in the province may provide technical 
assistance to component cities and municipalities in formulating POPDEV-
related policies. 
 

2.1.3. Formulation, coordination and implementation of POPDEV plans and 
programs.  LGUs, through the local population development officer, shall 
develop plans and strategies and implement the same, particularly those 
which have to do with the integration of population development principles 
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and methods in programs and projects which the governor or mayor is 
empowered to implement and which the Sanggunian is empowered to provide 
for under the Code.  The integration involves the mobilization and 
engagement of various local departments and stakeholders. 
 
The provinces and cities, as the main coordinator and manager for POPDEV 
program within the province, may provide technical assistance to component 
cities, municipalities or their barangays in developing POPCOM plans and 
programs. 
 

2.1.4. Promotion of POPDEV integrated issues and strategies.  Local population 
officers are tasked under the LGC to establish and maintain an educational 
program to ensure the people's participation in and understanding of 
population development.  As such, LGUs shall endeavor to design and 
implement communication and promotional activities that aim to raise public 
awareness on POPDEV issues and to generate their support in the 
implementation of relevant strategies. 
 

2.1.5. Monitoring and evaluation of POPDEV policies, plans and programs.  This 
function should be an integral component of ensuring the effective 
implementation of local POPDEV policies, plans and programs. A local M&E 
for population-related activities may be set-up. 

 
2.1.6. Capacity development (CapDev) and provision of technical assistance on 

POPDEV strategies.  In close collaboration with POPCOM Regional Offices, 
the province may roll-out or provide training or capacity building activities on 
POPDEV strategies to its component cities and municipalities. 

 
2.1.7. Specific PAPs to be devolved.  Under the POPDEV integrated strategies, the 

following specific projects will be fully devolved to the LGUs: 
 

2.1.7.1. Establishment and utilization of Registry of Barangay Inhabitants 
and Migrants (RBIM); 

2.1.7.2. Establishment of local POPDEV database and indicator system; 
2.1.7.3. Projection of population impact on local development; 
2.1.7.4. POPDEV approach to development planning and policy formulation; 
2.1.7.5. Population, Health, Environment and Employment/Economic 

(PHEE) integrated approaches; 
2.1.7.6. Attaining and optimizing provincial and city demographic dividend; 

 

2.2. Responsible Parenthood and Family Planning Services/Program 
 

The delivery or provision of basic RPFP Program and Services has been devolved since the 
implementation of the LGC.  The LGUs role in the implementation of the family planning 
program was reinforced by the RPRH (RA 10354) and its Implementing Rules and 
Regulations, Executive Order No. 12, and enabling DILG Memorandum Circulars (2015-145; 
2017-85; 2019-100; 2020-132).  In summary, the following are the roles and 
responsibilities of the LGUs in the implementation of the RPRH law: 
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• Ensure the provision of full range of responsible parenthood (including demand 
generation) and reproductive health care services, including all family planning 
methods, supplies, and commodities, both natural and artificial, which are legal, 
medically safe, non-abortifacient and effective, to all clients at appropriate level 
of care; 

• Ensure that all health facilities have an adequate number and adequate training 
for skilled health professionals for reproductive health care; 

• Organize the Service Delivery Network (SDN) to ensure the continuum of 
reproductive health care and services; 

• Establish or upgrade all public health facilities in the service delivery network 
(SDN); 

• Ensure that barriers to reproductive health care for persons with disabilities 
(PWDs) are responded to; 

• Map the available RH services in every public and private health facilities and 
designate population to each of the core referral facilities to ensure universal 
coverage of reproductive health care; 

• Conduct maternal, fetal, and infant death reviews and use the results of the 
review to improve service delivery; 

• Implement an effective and well-targeted distribution program of reproductive 
health supplies and commodities supplied by DOH; 

• Support the promotion of comprehensive reproductive health education in 
formal and informal learning settings in school and in communities; 

• Augment the gaps in the family planning commodities and supplies provided by 
DOH to cover non-NHTS clients to ensure universal access to RH services; 

• Procure, operate, and maintain mobile health care service (MHCS) to deliver RH 
care and services particularly to its indigent constituents; 

• Strengthen its pre-marriage orientation for applicants for marriage license, 
without exemption, based on the Joint Guidelines of DOH, POPCOM, DILG, and 
DSWD; 

• Assign Reproductive Health (RH) Officer of the Day, who will ensure access of all 
clients seeking RH care, in every public health facility at all levels of care; 

• Initiate participation and engagement of civil society organization (CSO) in the 
implementation of the RPRH law in the locality;  

• Organize implementing and coordinative mechanism for the implementation of 
RPRH law in the implementation of the law; and 

• Appropriate funds for the implementation of the RPRH Act through their 
Comprehensive Development Plan (CDP), Annual Investment Program (AIP), 
Gender and Development (GAD) Plan and Budget, and other relevant budget 
sources such as fund for children, PWDs, and Senior Citizens, where relevant and 
applicable;  

 
However, there are different levels of ownership and implementation across LGUs 
because of several factors.  With the increased share from the national tax allotment, 
their capacity to address the gaps in the full implementation of the local family 
planning program can be addressed.  Aligned and in addition to the roles of the LGUs 
in the implementation of the RPRH law and the LGC in relation to the provision of 
family planning services, the following functions and activities shall strengthen the 
devolution of basic family planning services at the local level.   
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2.2.1. Establishment and utilization of RPFP database and information system 
for evidence-based program management and implementation. LGUs 
shall strengthen their database and information systems on RPFP to 
consolidate data necessary for overall program management, planning, 
coordinative, monitoring and evaluation functions. LGUs shall generate, 
process and disseminate this information as input to the enhancement of the 
local RPFP program and to other sectoral development initiatives such as 
poverty reduction, health and other relevant development concerns.  These 
data and information will also be shared to POPCOM, DOH and other national 
government agencies as input in the enhancement of national family planning 
program.   
 

2.2.2. Formulation of plan, strategies, and investment program for RPFP 
services.  To make it more systematic, the provision of basic RPFP 
information and services should be organized and implemented into a 
coherent program.  As such, there is a need to formulate a program or work 
plan that defines the objectives and targets and programs available resources.  
The RPFP program at the provincial level shall cover the component cities and 
municipalities while the cities and municipalities cover all barangay within 
their jurisdictions.   

 
The local RPFP plan or program shall be aligned with the national/regional 
direction to contribute to the attainment of higher-level program goals and 
objectives.  LGUs shall collaborate and requests needed capacity building and 
technical assistance from POPCOM national and regional offices. 
 

2.2.3. Demand generation, promotion and social behavior change 
communication (SBCC) for RPFP program.  As an integral part of service 
delivery of RPFP services, there is a need for LGUs, particularly cities, 
municipalities and barangays to generate demand for modern FP use.  
Demand generation shall be part of their local budget or FP service provision 
to ensure that they can fully cover existing unmet need for modern FP 
methods within their locality.  Specific tasks of demand generation, RPRH 
information provision and maintenance of an RPFP information system 
(POPCOM-designed) should be assigned to the local population and 
development officer. Demand generation may be strengthened through the 
following activities to be implemented by the LGUs: 
 
2.2.3.1. Recruitment, training and mobilization of community-based 

volunteers for the demand generation, identifying unmet needs for 
modern family planning, and referral for appropriate services; 

2.2.3.2. Conduct of RPFP classes or sessions or house-to-house campaign 
among all women of reproductive age and men; 

2.2.3.3. Promoting men’s involvement in RPFP; 
2.2.3.4. Training and mobilization of satisfied FP users as peer educators 

and motivator for FP use; 
2.2.3.5. Strengthening of referral system including setting-up and 

maintenance of database of those with unmet need to monitor 
provision of appropriate services; 
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2.2.3.6. Development, production and dissemination of IEC materials (e.g., 
using available prototypes); and 

2.2.3.7. Conduct of social and behavior change communication strategies 
including use of social media and other online partners to reach to 
target audiences. 

 
The Provincial Population and Development Office or other concerned 
agencies within the province may also provide technical guidance and 
assistance in the implementation and monitoring of efficient and coherent 
demand generation strategies at the city and municipal levels.  Assistance may 
include the conduct of training, provision of IEC materials, and mobilization 
support for demand generation activities. 

 

2.2.4. Coordination and implementation of Pre-Marriage Orientation and 
Counseling (PMOC) Program.  Presidential Decree No. 965 as reinforced by 
the RPRH Law (RA 10354) mandates the provision of instructions and 
information on family and responsible parenthood to applicants for marriage 
license by the PMOC Team at the local level.  Currently, the specific protocols 
for the implementation of the program are guided by the JMC issued by 
POPCOM, DSWD, DOH, PSA and DILG.  In strengthening the implementation of 
the program, the following, but not limited to, may be undertaken by the LGUs 
specifically at the city and municipal level: 
 

2.2.4.1. Continuing training and accreditation of PMOC facilitators and 
workers; 

2.2.4.2. Provision and dissemination of take-home IEC materials; 
2.2.4.3. Development and adoption of innovative communication 

strategies; 
2.2.4.4. Improvement of physical requirements for the conduct of the 

PMOC; 
2.2.4.5. Ensuring adequate supplies for the operations of the PMOC;  
2.2.4.6. Establishment and maintenance of functional and efficient 

database for program improvement; and 
2.2.4.7. Conduct of program review and planning for continual 

improvement. 
 

2.2.5. Capacity development (CapDev) and provision of technical assistance on 
RPFP program.  To ensure the delivery of quality RPFP information and 
services, the continuing capacity building of RPFP workers at all levels shall 
be given priority by the LGUs.  Demand generation activities by population 
development officers will be technically supported and assisted by POPCOM 
regional offices. In collaboration with national government agencies such as 
POPCOM and DOH, LGUs shall ensure that its FP service providers have the 
necessary skills on the following: 
 
2.2.5.1. Effective demand generation strategies; 
2.2.5.2. Family planning competency-based training at appropriate levels; 
2.2.5.3. FP supply chain management; 
2.2.5.4. Setting-up and operationalization of functional and effective 

integrated service delivery network; and 
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2.2.5.5. RPFP program management and leadership. 
 

As the RPFP program manager in the entire province, the Provincial 
Population Development Officer may organize the provision of the needed 
training of the service providers and program workers at the city and 
municipal levels. 

 
2.2.6. FP supply chain management.  The RPRH law mandated the LGUs to procure 

FP commodities to augment the nationally-distributed FP supplies intended 
for those belonging to economically poor beneficiaries.  Local procurement of 
FP supplies shall ensure universal coverage of its population.  The Province 
may initiate initiatives to ensure availability of FP supplies in all health 
facilities within its cities and municipalities. 
 

2.2.7. Delivery of RPFP services.  As the delivery of RPFP services have been 
devolved, local initiatives should be focused on the key activities that can 
improve the delivery of such services.  Taking from the roles of the LGUs in 
the implementation of the RPRH law, the following should be provided with 
priority efforts and corresponding resources: 

 
2.2.7.1. Ensuring the availability and provision of full range of responsible 

parenthood and reproductive health care services, including all 
family planning methods, supplies, and commodities, to all clients 
at appropriate level of care; 

2.2.7.2. Ensuring that all health facilities have an adequate number and 
adequate training for skilled health professionals for reproductive 
health care; 

2.2.7.3. Organization and mobilization of integrated Service Delivery 
Network (SDN) to ensure the continuum of reproductive health 
care and services; 

2.2.7.4. Establishing or upgrading of all public health facilities in the service 
delivery network (SDN); 

2.2.7.5. Recruitment, continuing training and mobilization of population 
community volunteers for demand generation and referrals; 

2.2.7.6. Ensuring that barriers to reproductive health care for persons with 
disabilities (PWDs) are responded to; 

2.2.7.7. Mapping the available RH services in every public and private 
health facilities and designating population to each of the core 
referral facilities to ensure universal coverage of reproductive 
health care; 

2.2.7.8. Implementing an effective and well-targeted distribution program 
of reproductive health supplies and commodities supplied by DOH 
and POPCOM; 

2.2.7.9. Supporting the promotion of comprehensive reproductive health 
education in formal and informal learning settings in school and in 
communities and provision of FP services among adolescent 
mothers; 

2.2.7.10. Augmenting the gaps in the family planning commodities and 
supplies provided by DOH to cover non-NHTS clients to ensure 
universal access to RH services; 
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2.2.7.11. Procuring, operating, and maintaining a mobile health care service 
(MHCS) to deliver RH care and services particularly to its indigent 
constituents; 

2.2.7.12. Designating a local population officer who can manage and 
coordinate the local RPFP program; 

2.2.7.13. Assigning Reproductive Health (RH) Officer of the Day, who will 
ensure access of all clients seeking RH care, in every public health 
facility at all levels of care; 

2.2.7.14. Initiating the participation and engagement of civil society 
organization (CSO) in the implementation of the RPRH law in the 
locality;  

2.2.7.15. Organize implementing and coordinative mechanism for the 
implementation of RPRH law in the implementation of the law and 
the RPFP program; and 

2.2.7.16. Appropriating funds for the implementation of the RPRH Act 
through their Comprehensive Development Plan (CDP), Annual 
Investment Program (AIP), Gender and Development (GAD) Plan 
and Budget, and other relevant budget sources such as fund for 
children, PWDs, and Senior Citizens, where relevant and applicable;  

 
2.2.8. Monitoring and evaluation of RPFP program.  Monitoring and evaluation 

functions and strategies are important in ensuring the effectiveness of the 
implementation of local RPFP policies, plans and programs.  Thus, they are to 
be conducted at all levels to ensure attainment of program objectives and 
targets as well as institutional accountability to program implementation at 
specific level. 
 

2.2.9. RPFP PAPs to be devolved.  The following specific PAPs on RPFP shall 
be fully devolved to the LGUs: 

 
2.2.9.1. Demand generation and SBCC strategies for family planning; 
2.2.9.2. Men’s involvement in family planning (KATROPA – 

Kalalakihang Tapat sa Obligasyon at Responsibilidad sa 
Pamilya); 

2.2.9.3. RPRP for Labor Force Empowerment (RPFP4LFE) or RPFP in 
the workplace; and 

2.2.9.4. RPFP among persons with disabilities, informal sector (e.g., 
vendors, farmers, fisherfolks) and indigenous people. 

 
2.3. Adolescent Health and Development (AHD) Program/Services 

 
Essentially, the LGUs are mandated to ensure the wellbeing of the people within its 
jurisdiction including the children, adolescent and youth.  Thus, the implementation of 
strategies that address the concerns and issues affecting their wellbeing, including the 
incidence of early pregnancies and childbirth, is within the main responsibility of the LGUs.   
 
Supported by constitutional provision and other various national policies including the 
RPRH law and the SK Reform Law, many LGUs have already implemented various 
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interventions addressing health and development issues among young people within their 
locality.  As such, efforts to strengthen the devolution related to AHD program should focus 
in establishing a coherent and effective local AHD program that is aligned with national and 
regional strategies.  Within this context, the following strategies shall be reinforced within 
the responsibility of the LGUs: 
 

2.3.1. Establishment of AHD database and information system.  A coherent and 
effective AHD program needs a comprehensive and updated database and 
information systems that can inform program management, planning, 
coordinative, monitoring and evaluation functions. For this purpose, LGUs 
shall generate, process and disseminate this information as input to the 
enhancement of the local AHD program and to other relevant initiatives 
within the locality.  These data and information shall also be shared to 
POPCOM and other national government agencies as input in the 
enhancement of national AHD program.   
 

2.3.2. Formulation of local AHD policies, plan, strategies and investment 
program.  The local AHD should be coherently designed through a plan and 
program structure to ensure its effectiveness.  A comprehensive AHD plan, 
which should be formulated in consultation with various stakeholders within 
the locality or an organized coordinative body such as an Information Service 
Delivery Network (ISDN) for AHD or Local Youth Development Council 
(LYDC), shall define the key issues and corresponding priority strategies that 
shall be undertaken by the LGU.  The Plan may also define the collaborative 
and implementing arrangement among stakeholders including national and 
regional government agencies, CSOs and development partners.   

 
The Plan may be integrated in the Local Youth Development Plan (LYDP) and 
the local comprehensive development plan and annual investment program 
to ensure corresponding budgetary support.  Such Plan and AHD-related 
strategies should be evidence-based to ensure its effectiveness. 
 
The local AHD plans shall be aligned with the national, regional and provincial 
priorities and strategies to ensure harmonization of interventions at all levels.  
The province may take the lead in consolidating a province-wide AHD plan 
that shall be used for program management purposes. 
 
Local AHD Policy. Comprehensive local policies on AHD may also be 
developed and implemented at all LGU levels.  Such policy may provide an 
integrated policy response to the various factors (e.g., health, social, cultural 
and economic factors) affecting adolescent pregnancies within the locality.  
These policies shall provide a more sustainable framework in addressing 
incidence of early pregnancies in the LGUs. 

 
2.3.3. Promotion and SBCC strategies for prevention of adolescent pregnancies 

and social protection of adolescent mothers and their children.  LGUs 
shall take the lead and initiatives in the design of appropriate communication 
and promotional strategies in preventing adolescent pregnancies within their 
locality.  Such communication strategies should be based on the identified 
communication and behavioral factors of intended audiences. It may include 
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school and community-based interventions.  It may also be implemented 
through online and internet-based platforms and/or in other modalities that 
can reach the widest base of intended audiences. 
 
Along this strategy, the LGU may implement the following sample strategies 
and approaches: 
 
2.3.3.1. Intensified implementation of comprehensive sexuality education 

among adolescents, parents, teachers, service providers, and other 
adult groups which have influence on the sexual behaviors of young 
people; 

2.3.3.2. Networking and mobilization of youth organizations for 
communication campaign; 

2.3.3.3. Development and dissemination of IEC materials; 
2.3.3.4. Optimizing online and digital platforms to reach out to adolescents 

within the community; 
2.3.3.5. Engagement with CSOs and the private sector in the conduct of 

province, city or municipal-wide campaign on the prevention of 
adolescent pregnancies; 

2.3.3.6. Mobilization of local media in the promotion of key message 
towards the prevention of adolescent pregnancies; 

2.3.3.7. Intergenerational dialogue (parent-teen talk); 
 

2.3.4. Capacity development (CapDev) and provision of technical assistance on 
AHD program.  As part of its mandate under EO 141, POPCOM shall provide 
technical assistance and capacity building to stakeholders on evidence-based 
interventions for the prevention of adolescent pregnancies and promotion of 
adolescent reproductive health.  Along this function, POPCOM shall continue 
to promote the use of various training materials it developed on AHD to be 
used by various stakeholders.  Some of these materials include the following: 
 
2.3.4.1. Facilitator’s Guide on Sexually Health and Personally Empowered 

Adolescents (SHAPE-A); 
2.3.4.2. Guidebook in establishing information and service delivery 

network (ISDN) for AHD; 
2.3.4.3. Facilitator’s Guide on Parent-Teen Talk; 
2.3.4.4. Learning Package on Parents’ Education on Adolescent Health 

and Development. 
 
These types of materials shall be updated and disseminated to guide LGUs and 
other stakeholders in the development and implementation of AHD-related 
interventions.  Corresponding training on these modules shall be made 
available to LGUs and groups of teachers, parents, service providers, youth 
organizations and other stakeholders.  To make the training more accessible, 
these training shall be made accessible through e-learning platforms through 
the Online POPDEV Academy. 

 
2.3.5. Delivery of AHD/ASRH services.  To assist LGUs in the delivery of AHD 

services, POPCOM shall provide technical assistance in the setting-up of 
referral systems such as the ISDN for AHD and establishment and 
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management of Teen Centers in schools or communities.  It will also support 
LGUs in the provision of family planning services especially among adolescent 
mothers through the POPCOM FP Clinics and deployment of itinerant teams. 

 
2.3.6. Monitoring and evaluation of AHD program.  Monitoring and evaluation 

functions and strategies at the national and regional levels shall be pursued to 
ensure alignment and effectiveness of the implementation of AHD policies, 
plans and programs.   

 

2.3.7. AHD PAPs to be devolved.  The following specific PAPs on AHD shall be 
fully devolved to the LGUs: 

 
2.3.7.1. Community-based and school-based SBCC strategies for the 

prevention of adolescent pregnancies; 
2.3.7.2. Social protection program for adolescent mothers and their 

children; 
2.3.7.3. School-based and community peer education program; 
2.3.7.4. Parent-Teen Talk (educating parents of adolescent sexuality); 
2.3.7.5. Local Youth Development Planning for ASRH; and 
2.3.7.6. Establishment of Information and Service Delivery Network 

(ISDN) for AHD. 
 

 
Summary of Complementary Roles and Functions of POPCOM and LGUs in the 
Philippine POPDEV Program (PPDP) 
 

POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 

POPDEV INTEGRATED STRATEGIES 
Establishment and utilization of POPDEV database and information system for evidence-based planning and 
policy formulation 

• Analysis of national and 
regionally consolidated 
POPDEV database and 
information system  

• Conduct and dissemination 
of POPDEV-related research 
and studies with national 
and regional scope  

• Provision of capacity 
development (CapDev) and 
technical assistance to 
national, regional and local 
government agencies   

• Provision of processed and 
packaged population data, 
projections and analysis  

• Setting-up and 
utilization of 
province-wide 
POPDEV database 
containing data 
collected from 
component cities and 
municipalities 

• Provision of technical 
support to cities and 
municipalities in 
setting-up and 
utilizing demographic 
and socioeconomic 
database for POPDEV 
planning and policy 
development 

• Generation and 
utilization of city-
wide POPDEV 
database and 
information system 

• Generation and 
utilization of 
municipal-wide 
POPDEV database 
and information 
system 

• Collection, 
reporting and 
utilization of 
household 
demographic data 
and information 
for the POPDEV 
database (e.g., 
registry of 
barangay 
inhabitants and 
migrants) 

Formulation of POPDEV-related policies 
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POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 

• Development, coordination, 
cascading, monitoring and 
assessment of national and 
regional POPDEV-related 
policies, plans and 
programs 

• Provision of CapDev and 
technical support to 
provinces (priority) and 
cities/municipalities (as 
needed)  

• Adoption, 
implementation and 
alignment of national 
POPDEV-related 
policies within the 
population and 
development context 
of the province  

• Provision of technical 
support to cities and 
municipalities  

• Adoption, 
implementation and 
alignment of national 
and provincial 
POPDEV-related 
policies within the 
population and 
development context 
of the city 

• Adoption, 
implementation and 
alignment of national 
and provincial 
POPDEV-related 
policies within the 
population and 
development context 
of the municipality 

• Implementation of 
relevant and 
applicable POPDEV 
policies at the 
barangay level 

Formulation, coordination and implementation of POPDEV plans and programs 

• Development, coordination, 
implementation and 
monitoring of national and 
regional medium-term plan 
on POPDEV strategies 

• Provision of CapDev and 
technical support to 
provinces (priority) and 
cities/municipalities (as 
needed)  

• Provision of grants and 
financial support or 
incentives  

• Building and mobilizing 
interagency collaboration in 
implementing POPDEV-
related strategies 

• Adoption and 
integration of 
national/regional 
POPDEV strategies in 
provincial 
development plans 
and strategies based 
on provincial 
POPDEV context 

• Provision of technical 
support to cities and 
municipalities  

• Setting-up and 
mobilization of inter-
department 
collaborative 
mechanism for 
integrated POPDEV 
strategies  

• Adoption and 
integration of 
regional/provincial 
POPDEV strategies in 
city development 
plans and strategies 
based on local 
POPDEV context 

• Adoption and 
integration of 
regional/provincial 
POPDEV strategies in 
municipal 
development plans 
and strategies based 
on local POPDEV 
context 

• Implementation of 
city or municipal 
POPDEV-related 
strategies at the 
barangay level 

Promotion of POPDEV integrated issues and strategies 

• Development and conduct 
of communication strategies 
for POPDEV services 
through various media at 
the national and regional 
levels 

• Promotion of 
POPDEV integrated 
issues and strategies 
at the provincial level 

• Promotion of 
POPDEV integrated 
issues and strategies 
at the city level 

• Promotion of 
POPDEV integrated 
issues and strategies 
at the municipal level 

 

Monitoring and evaluation of POPDEV policies, plans and programs 

• Monitoring and evaluation 
of POPDEV policies, plans 
and programs at all levels as 
part of its steering and 
program management 
function 

• Monitoring and 
evaluation of 
POPDEV policies, 
plans and strategies 
within the province 

• Monitoring and 
evaluation of 
POPDEV policies, 
plans and strategies 
within the province 

• Monitoring and 
evaluation of 
POPDEV policies, 
plans and strategies 
within the 
municipality 

 

Capacity development (CapDev) and provision of technical assistance on POPDEV strategies 

• Development of the 
capacities of institutions 
and government agencies at 
all levels on POPDEV-

• Conduct or provision 
of technical 
assistance for the 
capacity 
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POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 
related strategies, 
approaches and 
interventions 

development of cities, 
municipalities and 
barangays on 
POPDEV-related 
strategies, 
approaches and 
interventions 

RESPONSIBLE PARENTHOOD AND FAMILY PLANNING SERVICES/PROGRAM 
Establishment and utilization of RPFP database and information system for evidence-based program 
management and implementation 

• Development, cascading 
and analysis of nationally 
and regionally consolidated 
database and information 
system  

• Conduct and analysis of 
research and studies on 
RPFP at the national and 
regional levels for evidence-
based program 
management 

• Provision of CapDev and 
technical assistance to 
provinces and highly 
urbanized cities in setting-
up and analyzing RPFP 
database 

• Provision of RPFP data and 
analysis to various national, 
regional and local 
government agencies for 
policy, plan and program 
development 

• Setting-up and 
utilization of 
provincial databases 
and information 
systems on RPFP  

• Conduct of research 
on RPFP to support 
program 
management at the 
provincial level 

• Provision of 
technical support to 
cities and 
municipalities in 
setting-up and 
utilization of RPFP 
database and 
information systems 

• Maintenance and 
utilization of RPFP 
database and 
information system 
for program 
management and 
service delivery 

• Maintenance and 
utilization of RPFP 
database and 
information system 
for program 
management and 
service delivery 
within the 
municipality 

• Gathering of RPFP 
information at the 
barangay level for 
service delivery 
and reporting 
needs of the 
city/municipality 

Formulation of plan, strategies, and investment program for RPFP services 

• Development and cascading 
of plan, strategies and 
investment program for the 
national family planning 
program 

• Adoption, 
implementation and 
alignment of 
provincial plan, 
strategies and 
investment program 
for RPFP strategies 
and services with 
national RPFP 
strategies and 
current local context 

• Integration of RPFP 
initiatives and 
strategies in city 
development plans, 
initiatives, services, 
and investment 
programs 

• Integration of RPFP 
initiatives and 
strategies in 
municipal 
development plans, 
initiatives, services, 
and investment 
programs 

• Integration of 
RPFP strategies 
and activities in 
the barangay 
development 
initiatives 

Demand generation, promotion and social behavior change communication (SBCC) for RPFP program 

• Development, design and 
implementation of national 
and regional 
communication, 
promotional and SBCC 
strategies and prototype 

• Development and 
conduct of demand 
generation, 
promotions and SBBC 
activities for RPFP at 
the provincial level to 

• Conduct of demand 
generation or SBCC 
activities for RPFP at 
the community level 
within the city 

• Conduct of demand 
generation and SBCC 
activities for RPFP at 
the community level 

• Provision of RPFP 
information 
among 
beneficiaries at 
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POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 
materials for RPFP through 
various media 

• Provision of grants and 
financial support or 
incentives 

support cities and 
municipalities 

within the 
municipality 

the household and 
community level 

Coordination and implementation of Pre-Marriage Orientation and Counseling (PMOC) Program 

• Development, issuance and 
monitoring of standards 
and overall guidelines in the 
and provision of training to 
facilitators of PMOC 

• Coordination and 
continual 
improvement of the 
PMOC program 
within the province 

• Implementation and 
continual 
enhancement of 
PMO at the city level 

• Implementation 
and continual 
enhancement of 
PMO at the 
municipal level 

 

Capacity development (CapDev) and provision of technical assistance on RPFP program 

• Setting the standards for 
appropriate capacities and 
develop/implement a 
national CapDev plan and 
strategy for national, 
regional and local RPFP 
program implementers and 
service providers 

• Provision and 
coordination with 
POPCOM and DOH on 
the CapDev on RPFP 
for program 
implementers and 
service providers in 
cities and 
municipalities 

• Identification and 
provision of capacity 
development 
interventions for 
program 
implementers and 
services providers 
from the barangays 
within the city 

• Identification and 
provision of 
capacity 
development 
interventions for 
program 
implementers and 
services providers 
from the barangays  

 

FP supply chain management 

• Management (planning, 
procurement, distribution, 
monitoring) the overall 
supply chain for FP 
commodities within the 
country to ensure 
continuous availability 

• Warehousing and 
distribution of nationally 
procured FP supplies to 
LGUs and accredited CSOs 

• Tracking of stock level of FP 
supplies in health facilities 

• Forecasting and 
procurement of FP 
supplies to augment 
gaps in FP supplies in 
the component cities 
and municipalities 

• Logistics 
management of FP 
supplies at within the 
province including 
warehousing and 
distribution of 
allocated supplies to 
cities and 
municipalities 

• Forecasting and 
procurement of FP 
supplies at the city 
level to augment 
national supply 

• Logistics 
management of FP 
supplies at the city 
level 

• Forecasting and 
procurement of FP 
supplies at the 
municipal to 
augment national 
supply 

• Logistics 
management of FP 
supplies at the 
municipal level 

 

Delivery of RPFP services 

• Augmentation of gaps in 
provision of FP services 
(particularly long-acting 
and permanent FP 
methods) at the local level 

 • Provision of RPFP 
information and 
services within the 
city 

• Provision of RPFP 
information and 
services within the 
municipality 

• Provision of RPFP 
information and 
services through 
the barangay 
health stations and 
community-based 
strategies 

Monitoring and evaluation of RPFP program 

• Monitoring and evaluation 
of RPFP program at the 
national level as part of its 
steering function 

• Monitoring and 
evaluation of RPFP 
policies, plans and 
strategies at the 

• Monitoring and 
evaluation of RPFP 
policies, plans and 

• Monitoring and 
evaluation of RPFP 
policies, plans and 
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POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 
provincial level as 
part of its program 
management 
functions within 
the province 

strategies at the city 
level 

strategies at the 
municipal level 

ADOLESCENT HEALTH AND DEVELOPMENT (AHD) PROGRAM  
(Prevention of adolescent pregnancies and social protection program for adolescent mothers and their 
children) 
Establishment of AHD database and information system 

• Development of national 
data or situationer on AHD-
related outcomes and 
outputs for evidence-based 
program management 

• Conduct and dissemination 
of research and studies on 
AHD with national scope  

• Provision of CapDev and 
technical support to 
national and local 
government agencies in 
setting-up and utilization of 
AHD database and 
information systems  

• Provision of AHD data and 
analysis to various national, 
regional and local 
government agencies  

• Setting-up and 
utilization of 
provincial databases 
and information 
systems on AHD for 
evidence-based 
program 
management within 
the province 

• Conduct and 
dissemination of 
researches and 
studies on AHD with 
provincial or local 
scope 

• Gathering and 
analysis of 
information into AHD 
database for 
evidence-based 
program 
management in the 
city 

• Gathering and 
analysis of 
information into AHD 
database for 
evidence-based 
program 
management in the 
municipality 

• Gathering and 
filing of 
information among 
adolescents to 
support the 
city/municipal 
database on AHD 

Formulation of plan, strategies and investment program for AHD program 

• Adoption of national AHD 
strategies within the 
provincial context and 
integration in the regular 
provincial development 
initiatives and investment 
program 

• Provision of grants and 
financial support or 
incentives to 5th and 6th 
class municipalities/LGUs 
and other qualified LGUs 
and CSOs in the 
implementation of AHD 
strategies and activities 

• Building and mobilizing 
interagency collaboration in 
implementing AHD-related 
strategies at the national 
level 

• Adoption of national 
AHD strategies 
within the provincial 
context and 
integration in the 
regular provincial 
development 
initiatives and 
investment program 

• Building and 
mobilizing 
interagency 
collaboration in 
implementing AHD-
related strategies 
within the province 

• Adoption of national 
AHD strategies 
(including preventive 
and social protection 
interventions) within 
the context of the city 
and integration in the 
regular city 
development 
initiatives and 
investment program 

• Adoption of national 
AHD strategies 
(including preventive 
and social protection 
interventions) within 
the context of the 
municipality and 
integration in the 
regular municipal 
development 
initiatives and 
investment program 

• Development and 
implementation of 
community-based 
AHD strategies and 
program (at the 
barangay level) 

Promotion and SBCC strategies for prevention of adolescent pregnancies and social protection of adolescent 
mothers and their children 
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POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 

• Development, design and 
implementation of national 
and regional 
communication and SBCC 
strategies to support local 
interventions 

• Design and conduct 
of province-wide 
communication and 
SBCC strategies on 
AHD 

• Design and conduct 
of communication 
and SBCC strategies 
and activities at the 
city level 

• Design and conduct 
of communication 
and SBCC strategies 
and activities at the 
municipal level 

• Design and 
conduct of 
communication 
and SBCC 
strategies and 
activities at the 
barangay level 

Promotion of POPDEV integrated issues and strategies 

• Development and conduct 
of communication strategies 
for POPDEV services 
through various media at 
the national and regional 
levels 

• Provision of technical 
support to LGUs in the 
development, 
implementation and 
assessment of local RPFP-
related plans and programs 

• Building and mobilization of 
interagency collaboration in 
implementing RPFP-related 
strategies 

• Provision of technical 
support to cities and 
municipalities in the 
integration of RPFP 
program in local 
development 
initiatives and 
services 

• Mobilization of 
coordinative 
mechanism within 
the province for RPFP 
program 

• Promotion of 
POPDEV integrated 
issues and strategies 
at the city level 

• Promotion of 
POPDEV integrated 
issues and strategies 
at the municipal level 

 

Capacity development (CapDev) and provision of technical assistance on AHD program 

• Development and 
implementation of a 
national CapDev plan and 
strategy for national, 
regional and local AHD 
program implementers 

• Identification, 
organization and 
conduct of CapDev 
initiatives to AHD 
program 
implementers within 
the province 

• Development of the 
capacities of city AHD 
implementers and 
partners including 
those in the 
barangays 

• Development of the 
capacities of 
municipal AHD 
implementers and 
partners including 
those in the 
barangays 

 

Delivery of AHD/ASRH services 

• Provision of CapDev and 
technical assistance in 
setting-up information and 
service delivery network 
(ISDN) and other integrated 
facilities (e.g., teen centers) 
for AHD at the regional, 
provincial, district levels 
and highly urbanized cities 

• Provision of social 
assistance to adolescent 
mothers to protect them 
from various risks and 
vulnerabilities of adolescent 
pregnancy including repeat 
pregnancy and high fertility 

• Establishment and 
improvement of 
integrated AHD 
service delivery 
network among 
facilities, service 
providers and 
organizations 

• Provision of AHD 
services at the city 
and community level 

• Provision of AHD 
services at the 
municipal and 
community level 

• Provision of AHD 
services at the 
local and 
community level 

Monitoring and evaluation of AHD program 
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POPCOM 
Roles and Functions of LGUs 

Province City Municipality Barangay 

• Monitoring and evaluation 
of AHD policies, plans and 
programs at the national 
and regional levels 

• Monitoring and 
evaluation of AHD 
policies, plans and 
strategies at the 
provincial level 

• Monitoring and 
evaluation of AHD 
policies, plans and 
strategies at the city 
level 

• Monitoring and 
evaluation of AHD 
policies, plans and 
strategies at the 
municipal level 

 

 
 
 

B. Implementation Strategy and Phasing of Devolution 
 

Since the basic responsible parenthood and family planning services are already devolved and are 
being implemented by many LGUs, the main strategy will be to strengthen the capacity and 
implementing mechanisms of all concerned LGUs.  For POPDEV services, the emphasis will be on the 
establishment of local population and development offices as mandated by the LGC but is optional.  
With the continuing importance of effectively managing and developing the population to facilitate 
local socioeconomic development at the household up to the local level, all LGUs should be able to 
create a dedicated office to plan, coordinate, implement and evaluate POPDEV services. 
 
In summary, the following strategies and activities will be pursued towards the localization of RPFP, 
AHD and POPDEV services and programs: 
 

1. Formulation of the Philippine Population and Development Plan of Action (PPD-PoA) 
for 2022-2028. The PPD-PoA shall serve as the main guiding policy and strategy in pursuing 
the localization of POPDEV, RPFP and AHD programs and services.  The PPD-PoA shall 
contain the overall goals, objectives and strategies of the national POPDEV program to which 
the local POPDEV strategies shall be aligned.  The PPD-PoA shall be prepared and approved 
during the first quarter of 2022. 
 

2. Consultation with the LGUs and partnership building.  To make the devolution of these 
programs more responsive to the existing capacities, resources and other important factors 
at the local level, POPCOM Regional Offices consulted with groups of LGUs through its existing 
coordinative bodies and courtesy visits with the local chief executives and other local officials.  
Their inputs were considered in this POPDEV devolution transition plan (DTP).   
 
Continuing consultation and in-depth dialogue with each LGU or cluster of LGUs particularly 
from the province down to the municipal level shall be undertaken.  The consultation sessions 
shall involve: 
 
2.1. Presentation and discussion of the POPCOM-DTP focusing on the functions, 

programs, strategies and activities to be devolved; 
2.2. Institutional arrangement to support the LGUs in substantially adopting the proposed 

initiatives and strategies including mechanisms for coordination, technical 
assistance, and counterparting or resource sharing;  

2.3. Timeline and schedule of major preparatory and next steps for the rolling out of 
devolution; 

2.4. Other important matters related to devolution. 
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These consultations aim to formalize the partnership and collaboration between POPCOM 
and the LGU through a Partnership Agreement or Memorandum of Understanding/ 
Agreement.  This partnership agreement shall essentially contain agreed collaborative 
arrangements between the executing parties. 
 
Target: By 2022, POPCOM shall endeavor to execute partnership agreement with about 30% 
of provinces, cities and municipalities.  This is to give way to the transition of the new local 
administration by June of such year.  Efforts will, however, be undertaken to execute 
partnership agreements with LGUs through the incumbent local executive and Sanggunian 
especially in areas where local officials have high likelihood to be reelected in the same 
position. 
 

3. Improving harmonized and coherent governance and partnership on POPDEV 
strategies.  To ensure a more collaborative and harmonized implementation of responsible 
parenthood services, strategies and policies, POPCOM, DOH and other relevant agencies 
including relevant members of the POPCOM Board of Commissioners shall review existing 
partnership agreements and arrangements including the DOH-NEDA-POPCOM JMC No. 2019-
01, Comprehensive Plan of Action for the Prevention of Adolescent Pregnancy to explicitly 
include the critical roles of the LGUs.  The updating shall be done annually starting 2022 in 
consultation with LGUs, CSOs and other stakeholders. 
 

4. Capacity development.   Continuous enhancement and building of the capacities of the 
concerned LGUs shall be pursued as the major strategy of POPCOM to support the local 
governments in the efficient devolution and localization of the POPDEV strategies and 
programs.  Efforts shall include the following: 
 
4.1. Conduct of capacity development assessment and planning on POPDEV strategies 

among LGUs; 
4.2. Development and distribution of manuals, guidelines, work instructions, job aid, tools 

and other materials that can serve as reference and guide to LGUs in designing and 
implementing specific POPDEV strategies; 

4.3. Conduct of various types of training and capacity building activities at the local level 
involving staff who will be directly involved in the localization of POPDEV initiatives; 

4.4. Training of trainers and facilitators at the national, regional, provincial and city levels 
to ensure the availability and supply of training as they are demanded and needed - 
the Provincial Population and Development Office shall likewise be trained to 
effectively provide training and technical assistance to cities and municipalities; 

4.5. Development and operationalization of e-learning platforms for training and capacity 
building to expand availability of individual and self-paced training; 

4.6. Development of online portal of all prototype, templates, tool and other relevant 
materials for easier access by the LGUs; 

4.7. Post-training assessment that ensures applicability of training within the actual 
working environment of the participants and to serve as input in the enhancement of 
the trainings. 

 
By 2022, around 40 percent of the LGUs shall be trained on at least one type of training for 
each of the RPFP, AHD and POPDEV-related interventions.  By the end of 2024, it is aimed that 
all LGUs have been trained on all POPDEV-related skills, tools and approaches assuming that 
POPCOM is provided with the necessary resources. 
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5. Continuing provision of technical assistance.  Technical assistance shall be continuously 
and proactively provided by POPCOM Central Office and Regional Offices to ensure efficient 
localization of the all POPDEV strategies and functions.  Such assistance shall be made 
accessible through various modalities including continuing monitoring, consultations and 
coordination with LGUs.  This shall entail continuing capacity development of POPCOM staff 
as well as staff from the Provincial Population and Development Office as the more direct 
coordinator among cities and municipalities. 

 

PAPs and Services to be Scaled-Down at the National Level 
 
Once the LGUs have established desirable level of independence, autonomy, ownership and 
sustainability (i.e., integrated in local services) on various POPDEV services, the following services 
shall be gradually scaled-down or reduced in terms of coverage, frequency, and substance or content: 
 

1. Provision of capacity building and technical assistance to be provided to LGUs on functions 
and PAPs to be devolved as provided in Item No. 2 of this Section; and 

2. Provision of augmentation in delivery of FP services. 
 
The provision of limited financial assistance shall also be scaled-down based on the evolving 
independence, autonomy, ownership and sustainability (i.e., integrated in local services) of the LGUs 
in delivering various POPDEV services.  Relevant services, however, shall be readily made available 
in emergency situations or in conditions were demand for support is justified or reasonably called 
for. 
 
The following specific projects and approaches will likewise be scaled-down at the national level with 
more accountability from LGUs in its planning, budgeting and implementation: 
 

POPDEV Integrated 
Strategies 

• Establishment and utilization of Registry of Barangay Inhabitants and 
Migrants (RBIM); 

• Establishment of local POPDEV database and indicator system; 
• Projection of population impact on local development; 
• POPDEV approach to development planning and policy formulation; 
• Population, Health, Environment and Employment/Economic (PHEE) 

integrated approaches; and 
• Attaining and optimizing provincial and city demographic dividend. 

Responsible 
Parenthood and 
Family Planning 
(RPFP) 

• Demand generation and SBCC strategies for family planning; 
• Men’s involvement in family planning (KATROPA – Kalalakihang Tapat 

sa Obligasyon at Responsibilidad sa Pamilya); 
• RPRP for Labor Force Empowerment (RPFP4LFE) or RPFP in the 

workplace; and 
• RPFP among persons with disabilities, informal sector (e.g., vendors, 

farmers, fisherfolks) and indigenous people. 
Adolescent Health 
and Development 
(AHD) 

• Community-based and school-based SBCC strategies for the 
prevention of adolescent pregnancies; 

• Social protection program for adolescent mothers and their children; 
• School-based and community peer education program; 
• Parent-Teen Talk (educating parents of adolescent sexuality); 
• Local Youth Development Planning for ASRH; and 
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• Establishment of Information and Service Delivery Network (ISDN) for 
AHD. 
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Section IV 
 

PROGRAM AND SERVICE DELIVERY STANDARDS 
 

The standards for relevant POPDEV services and strategies to be devolved is specifically provided in 
ANNEX C-1.  The following systems, tools and services shall have the following basic standards which 
shall be adopted and ensured by the LGUs: 
 
A. Program and Service Standards 

 

1. POPDEV Services/Program 
 

1.1. Establishment of local POPDEV database and information system (including the 
Demographic Vulnerability Tables and SDG-related indicators of LGUs) 

 

The standard for the local POPDEV database and information system which shall include 
the comprehensive dataset on demographic situation of the locality, demographic 
vulnerability tables and SDG-related indicators of the LGUs shall be based on its basic 
purpose of providing timely, accurate, relevant, reliable, verifiable and 
comprehensive data and information that can efficiently inform situational 
analysis, program review, strategic planning, policymaking, target-setting and 
program development at the local level.  Moreover, the database shall be accessible 
such that it can provide timely support not only for the needs of the concerned LGU but 
also for the requirements and requests from external institutions at higher level of 
governance and other organizations such as CSOs and development partners.  To guide 
the LGUs in setting-up these databases, a manual and sourcebook shall be developed by 
POPCOM. 

 
1.2. Registry of Barangay Inhabitants and Migrants (RBIM) 

 

This specific POPDEV database aims to provide timely, accurate, relevant, reliable, 
verifiable and comprehensive data and information on the population movement in and 
out of the locality.  Pursuant to Sec. 37 of RA 7279 or the UDHA Law, the RBIM is an 
administrative data that is updated regularly to track population movement and 
supports or complementary to other existing databases such as the Community-Based 
Monitoring System (CBMS) and other types of household information system (e.g., 
NHTS).  Specifically, it profiles basic information from migrants and population moving 
out of the locality to have a real time information needed specifically for projecting and 
planning for the service requirements and other purposes of the concerned LGU. 
 
The RBIM is to be set-up in the barangay as a system integrated in their registry of 
barangay inhabitants mandated to be set-up by the LGC by the Barangay Secretary.  
Currently, this registry is gathered through a hardcopy of profile forms which are 
collected and filed as they are in the barangay.  Through the RBIM, these shall be 
systematized and automated to serve as a useful database that can process information 
and knowledge about its inhabitants including those who have arrived and move out of 
the barangay.  The city and municipal government can consolidate these RBIMs to have 
a tracking system as part of its compliance to the UDHA law. 
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The standard for this database system is provided in the Manual of Operations for the 
RBIM. 

 
2. Responsible Parenthood and Family Planning Services/Program 

 
2.1. Demand generation activities for RPFP at local level 

 
The demand generation activities for RPFP basically aims to provide accurate and 
adequate information for couples and individuals on RPFP specifically information on 
the benefits and types of various family planning methods to enable them to effectively 
plan their family.  The demand generation activities should also be able to identify the 
preference and choices of couples and individuals on family planning methods and, more 
importantly, they are referred to appropriate facilities for them to accessed expressed 
need for such methods.  RPFP information should be able to address existing 
misinformation about FP methods and to eventually motivate them to exercise family 
planning based on their fertility intentions and informed choice. 
 
The standards for the demand generation including the accurate information, methods 
and approaches of demand generation, tools for profiling needs for family planning, and 
other job aids are provided in the updated RPFP manual of operations to be provided by 
POPCOM. 

 
2.2. Provision of Pre-Marriage Orientation and Counseling (PMOC) 

 
The PMOC is already a established program at the local level and currently being guided 
by the JMC issued by DOH, DSWD, DILG, POPCOM and PSA.  The JMC provides for the 
standard protocols including the topics, procedures, resources needed, forms, tools, and 
other requirements for the conduct of efficient PMOC program at the local level.  
Moreover, the accreditation of the pre-marriage counselors as one of the requirements 
of the program is provided by DSWD Memorandum Circular No. 1, s. 2019.  Through 
monitoring and evaluation of the PMOC, the guidelines shall be continually updated and 
enhanced. 

 
2.3. Delivery of RPFP services 

 
The delivery of family planning service in public health facilities are well-guided by 
existing clinical standards and protocols issued by the Department of Health including 
The Philippine Clinical Standards on Family Planning and other relevant issuances by DOH 
and POPCOM including the guidelines on observing informed consent and voluntarism 
(ICV).  As such, the standards shall be ensured through constant monitoring, program 
assessment/review and reporting to be undertaken jointly by POPCOM and DOH and 
other relevant agencies.  For this, the intervention to support devolution shall be to 
strengthen local capacities to observe the FP delivery standards at all times. 

 
2.4. FP Supply Chain Management 

 
Local government units are expected to have an efficient mechanism for FP supply chain 
management to ensure the quality of the commodities and supplies being provided to 
their clients.  The supply chain management include the procurement, receipt, storage, 
packaging/repackaging, distribution and dispensing of the supplies and commodities.   
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Under the RPRH law, the LGUs can procure their own FP commodities that are legal, non-
abortifacient and medically-safe based on the certification of the Food and Drugs 
Administration (FDA).  For this purpose, the types of FP supplies that can be procured 
by the LGUs shall be based on the existing DOH guidelines including those listed in the 
Philippine National Formulary.  The procurement process shall be guided by the existing 
law on government procurement (RA 9184). 
 
The storage, warehousing, and other activities under the supply chain management shall 
be provided specifically in a manual of operations to be developed jointly by POPCOM 
and DOH through the assistance from development partners. 
 

3. Adolescent Health and Development Services/Program 
 

3.1. Establishment and operationalization of Information and Service Delivery 
Network (ISDN) for Adolescent Health and Development (AHD) – to include social 
protection interventions for adolescent 
 
The ISDN for AHD is a coordinative and integrated service delivery mechanism for the 
comprehensive and holistic needs and service requirements of adolescents in the 
locality.  It is a network of health, social, economic, protective and other programs and 
services that aim to enable adolescents achieve their wellbeing, aspirations and 
potentials.  It consists of various organizations, facilities and service providers working 
collectively and bounded by effective referral mechanisms to ensure the continuum of 
care and interventions needed by adolescents.  As such, the objective and operative 
standards of the ISDN is to ensure that comprehensive, relevant, timely and appropriate 
information and services are provided or can be accessed by all adolescents within the 
locality especially among those in poor and marginalized situations. 
 
The standards for the ISDN shall be provided by the Guidebook on the Establishment of 
ISDN for AHD developed by POPCOM, and the guidelines on establishing 
adolescent/youth friendly facilities and AHD program by DOH.   
 
 

B. Minimum Organizational Structure and Staffing Complement 
 

The minimum organizational structure and staffing complement at the local level needed for the 
delivery of the devolved POPDEV functions, programs and strategies is provided in ANNEX C-2A.  
Currently, since the creation of a local population office has become optional five years after the 
implementation of the LGC, only a number of provinces, cities and municipalities have existing Local 
Population and Development Offices.  They highly differ in terms of arrangements with some created 
as independent office and mostly are incorporated as a section or unit of local health and/or social 
welfare and development offices.  These local population offices also perform varied functions and 
services depending on their attachments to certain department of major office.  Some of them are 
providing and managing the family planning program directly, especially those attached with the 
health office, while some of them are merely implementing the demand generation aspect of the 
program.  Not many of them have coherent AHD and POPDEV program. 
 
Moreover, variations also exist in terms of the title of these existing local population offices.  Most of 
them are titled depending on their functions mandated by the local chief executives. 
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Given these realities, efforts shall be focused on enabling the LGU to set-up the local population and 
development offices essentially based on the provisions of the Sec. 488 of LGC and in consideration 
of their existing functions.  For this purpose, the following minimum organizational structures at all 
levels shall be advocated among LGUs: 
 

1. Provincial Population and Development Office (PPDO)  
 
The PPDO shall basically serve as the main planning, coordinating, policymaking and 
monitoring structure for the population and development program within the entire 
province, covering cities and municipalities.  For its coordinative function, it is recommended 
that the basic functions of planning, data and information management, communication and 
promotion, and field operations and capacity building shall be covered by needed staff 
complement. 
 

Figure 2. Proposed organizational structure of Provincial POPDEV Office 
 

 
 
The specific functions of the PPDO and its component sections including the qualifications 
are provided in ANNEX C-2 and ANNEX C-2A.   
 
 

2. City Population and Development Office (CPDO)  
 
The CPDO will basically serve as the main planning, coordinating, policymaking and 
monitoring structure for the population and development program within the entire city 
covering all its barangays.  The proposed structure is similar to the PPDO given its relatively 
broader coverage than the municipalities and higher level of resources for its hiring and 
deployment of staff.  As such, the following organizational structure is proposed for the CPDO: 
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50 | P O P C O M  D e v o l u t i o n  T r a n s i t i o n  P l a n  

 

 
Figure 3. Proposed organizational structure of City POPDEV Office 

 

 
 
 
At the city level, the deployment of barangay population workers and volunteers (BPW/V) 
are crucial to ensure the delivery of POPDEV-related services and activities at the community 
level.  The barangay population workers and volunteers shall be separate from the existing 
barangay health workers (BHW) and barangay nutrition scholar (BNS) to focus on the 
delivery of POPDEV-related services and interventions.  Depending on available resources, 
these may be hired or recruited and mobilized on a voluntary basis but with support for their 
minimal needs for coordination and mobilization.  The number of BPW/V may depend on 
population to BPW/V ratio (e.g., 1 BPW/V:5,000 population) or at least one (1) BPW/V per 
barangay. 
 
The specific functions of the CPDO and its component sections including the qualifications 
are provided in ANNEX C-2 and ANNEX C-2A.   
 

3. Municipal Population and Development Office (MPDO)  
 
The MPDO will also basically serve as the main planning, coordinating, policymaking and 
monitoring structure for the population and development program within the entire 
municipality covering all its barangays.  The proposed structure is significantly smaller than 
the city because of its available resources.  As such, the proposed structure for MPDO below 
shall ensure that the devolved functions of the MPDO are carried out efficiently and 
effectively. 
 
Similar to the cities, at the municipal level, the deployment of barangay population workers 
and volunteers (BPW/V) are crucial to ensure the delivery of POPDEV-related services and 
activities at the community level.  The BPW/V may be be separate from the existing barangay 
health workers (BHW) and barangay nutrition scholar (BNS) to focus on the delivery of 
POPDEV-related services and interventions or to be integrated within their functions 
(although not recommended).  Depending on available resources, these may be hired or 
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recruited and mobilized on a voluntary basis but with support for their minimal needs for 
coordination and mobilization.  The number of BPW/V may depend on population to BPW/V 
ratio (e.g., 1 BPW/V:5,000 population) or at least one (1) BPW/V per barangay. 
 

Figure 3. Proposed organizational structure of City POPDEV Office 
 

 
 

During the transition from 2021-2024, POPCOM may support the deployment of population workers 
in LGUs particularly at the municipal level to ensure that POPDEV-related services are provided and 
institutionalized. 
 
 

Measures and Strategies to Encourage LGUs in the Creation of POPDEV 
Offices and hiring of Needed Personnel/Staff 
  
To encourage LGUs in the creation of the Local POPDEV Office in areas without such office and in 
the hiring of additional personnel to ensure efficient delivery of POPDEV strategies and activities, 
the following measures and strategies shall be pursued: 
 
At the National Level 
 

• Advocate to Congress the enactment of a national policy (e.g., a separate bill or an 

amendment of the Local Government Code) to make the creation of local POPDEV Office 

mandatory.  Such bills have been pending in the Congress and needs to gather more 

champions to pursue its enactment. 

• Develop a strategy and policy that establishes greater accountability of LGUs in more 

equitable and efficient use of their share from national tax allocation in view of the 50% 

share of population as a criteria for the computation of such share. This may include, for 

example, the computation of per capita share from local allotment or per capita investment 

rate which can be used as one of the parameters of existing rewards and incentives system 
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such as the Kaunlarang Pantao Award, LGU Scorecard or Seal of Good Local Governance, 

among others. 

• Work with the Department of Interior and Local Government (DILG) for the issuance of 

memorandum circular to LGUs to enjoin them to create and strengthen the POPDEV office 

and to hire additional personnel.  Also, in partnership with the Department of Budget and 

Management (DBM), local policies will be sought to exempt or exclude POPDEV officers and 

staff from the personnel salary cap/limitation of the LGUs. 

• LGUs will also be motivated through rewards and incentives mechanisms which shall 

include the criteria on the creation of local POPDEV Office and hiring of staff complement.  

These awards include the Kaunlarang Pantao Award (Population and Development Award) 

and the Seal of Good Local Governance (SGLG), in partnership with DILG. 

• Advocacy shall also be undertaken for the issuance of resolutions and policy instruments 

from the Regional Development Councils, Metro Manila Development Council and local 

government leagues for the creation of local POPDEV Office and hiring of staff complement. 

• Advocate and support national initiative on the proposed waiving of Personnel Services 

(PS) limitation to be included in the National Expenditure Program (NEP) and in General 

Appropriations Acts, to provide additional fiscal space for LGUs in funding their PS 

requirements. 

 
At the Local Level 
 

• Intensified advocacy among local chief executives (LCEs) and legislators shall be 

undertaken for the creation of local POPDEV offices and hiring of staff complement.  The 

need and rationale for the local POPDEV Office in view of the thrusts and priorities of the 

LCEs and legislators shall be highlighted.  POPCOM Regional Offices shall intensify its one-

on-one advocacy with the LCEs to increase appreciation and generate desired actions from 

them. 

 

o To support such advocacy activities, the necessary tools and instruments such as the 

terms of reference, organizational charts and structures, template policies and plans, 

and other relevant documents that can guide the LGUs in the creation of the local 

POPDEV office shall be developed and disseminated.  Intense coaching and mentoring 

shall be pursued by POPDEV Central Office and Regional Offices. 

 

o Political mapping shall also be undertaken in the design of more effective advocacy 
strategy for the creation of the local POPDEV Office and hiring of needed personnel 

• Partnership and networking with civil society organizations, people’s organizations, 

development partners and the private sector shall also be established and mobilized to 
provide greater pressure on the LGUs for the creation of local POPDEV Office. 

 

• Technical assistance shall be provided to LGUs in the identification of available resources 

for the creation of local POPDEV offices and hiring of needed personnel. 
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Section V 
 

POPCOM and LGU Capacity Development Strategy 
 

To enable both POPCOM and the LGUs to jointly implement and devolve the identified PPDP 
strategies and functions, there shall be a systematized capacity development strategy that will be 
implemented through FY 2021-2022.  While many of these capacity building strategies are 
continuously being provided and implemented, they will be organized more efficiently into an 
evidence-based capacity development strategy.   
 
The data in ANNEX D and ANNEX E provide the capacity building strategies for POPCOM and LGUs, 
respectively.  For the improvement of the competencies of national, regional and local POPDEV 
officers and workers, the specific types of skills to be developed include the following (indicated by 
order of priority and urgency): 
 
A. Types of Training/Capacity Building 

 
1. Core technical skills: 

 
1.1. Demographic concepts and measures; 
1.2. Basic and advance concepts and strategies on RPFP, AHD, and POPDEV integration; 
1.3. Population and development integration; 
1.4. Interpreting and communicating population data; 
1.5. Results-based program management; 
1.6. Monitoring and evaluation; 
1.7. Partnership and networking; 
1.8. Leadership and management skills (for supervisors); 
1.9. Technical writing; 
1.10. Data appreciation, management and analysis; 
1.11. Group facilitation and public speaking; 

1.11.1. Public speaking 
1.11.2. Media relations 

 
2. More specialized technical skills: 

 
2.1. POPDEV Strategies 

 
2.1.1. Population and development integration in policy, planning and program 

development (at the sectoral and local level) 
2.1.2. Local development planning process 
2.1.3. Government budgeting process (e.g., program convergence budgeting) 
2.1.4. Resource generation and mobilization 
2.1.5. Advance training on demographic dividend concepts and tools 
2.1.6. Training on POPDEV-related programs or softwares (e.g., SPECTRUM, 

DemDiv, etc.) 
2.1.7. Operations research and impact evaluation and assessment 
2.1.8. Design and conduct of feasibility study and cost-benefit analysis 
2.1.9. Research and development concepts and techniques/methodologies 
2.1.10. Policy research, development, monitoring and evaluation 
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2.1.11. Local policy and legislative process 
2.1.12. Demographic and socioeconomic profiling (national and local) 
2.1.13. Advance training on demographic dividend concepts and tools 
2.1.14. POPDEV-related programs or softwares (e.g., SPECTRUM, DemDiv, etc.) 
2.1.15. Establishment and operationalization of the Registry of Barangay 

Inhabitants and Migrants (RBIM) 
 

2.2. RPFP Strategies 
2.2.1. Data quality check (for FP) 
2.2.2. RPFP demand generation strategies and activities 
2.2.3. FP Supply Chain Management 

2.2.3.1. Advance training on supply chain management/logistics 
management 

2.2.3.2. Forecasting of family planning methods (e.g., FamPlan software) 
2.2.4. FP Competency-Based Training I and II 
2.2.5. Updates on family planning  
 

2.3. Design and management of capacity building programs 
2.3.1. Advance course on group facilitation and training management 
2.3.2. Design, conduct and assessment of capacity development activities and 

programs  
2.3.3. Development, design and management of e-learning platforms 
2.3.4. Advance course on program management and coordination 
 

2.4. Design of communication and promotional strategies and knowledge 
management 
2.4.1. Advance training on communicating population data 
2.4.2. IEC material development including use of graphic softwares (e.g., 

InDesign, Photoshop, photo and video editing, etc.,) 
2.4.3. Audio visual presentation production and editing 
2.4.4. Advance concepts and skills on knowledge management 

 
Capacity Assessment and CapDev Planning and Program Development.  A capacity 
assessment program shall be undertaken to measure the current level of POPCOM Central Office 
Divisions and Regional Offices and LGUs in terms of its capacity to implement POPDEV strategies 
and programs.  The assessment will look into the six pillars of local capacity development to 
include: 1) structure, 2) competencies, 3) enabling policies, 4) management systems, 5) 
knowledge and learning system, and 6) leadership.  The results of the assessment shall be used 
in the development of CapDev Plan at all levels. 
 
Development of Competency Framework. These types of training and capacity building shall 
be developed into a coherent and comprehensive program based on an established competency 
framework for staff both at the national and subnational levels.  The competency framework 
shall include definitions of specific competencies in a competency table and competency profile 
for each position.  The competency tables shall be used for the design and conduct of competency 
assessment to be encoded into a database for the design of specific training program.  The listed 
types of training shall be aligned with the identified or defined competencies to construct the 
organizational and structure learning and development program.  For this purpose, a 
competency assessment shall be undertaken. 
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Enhancement of Steering and Directing Functions of POPCOM.  The learning and 
development or capacity strategic program for staff in POPCOM Central Office and Regional 
Offices shall aim to build the collective and individual capacities of POPCOM to perform its main 
task of steering, coordinating, and directing the PPDP strategies to attain its overall goals and 
objectives.  
 
Establishment and Operationalization of POPDEV Learning Network.  For the capacity 
building strategy of POPCOM for its staff and the LGUs, a POPDEV Learning Network shall be set-
up to serve as the main academy or sources of continuing training, materials/references, 
directory of consultants and resource persons, and available POPDEV-related training, among 
others.  It will also include an e-learning platform which can be accessed by workers and 
individuals who are interested for a self-paced training.  This will be promoted to LGUs as a 
continuing mechanism to improve their organizational and individual skills on POPDEV-related 
concerns. 
 
 

B. Capacity Building Strategy for LGUs 
 
For LGUs, the following basic capacity building strategies shall be implemented to enable LGUs in 
effective devolution and localization of relevant POPDEV, AHD and RPFP strategies and activities: 
 

1. Development of manuals, tools and references.  Documented or published manuals, 
templates, tools and references for all the POPDEV, RPFP and AHD relevant services and 
strategies shall be developed, distributed to all LGUs and made available through online 
portal as part of the POPCOM POPDEV Learning Network.  
 

2. Conduct of continuing capacity building and learning strategies and sessions.  POPCOM 
Central Office and Regional Offices shall continue to offer and provide training and capacity 
building to local population officers and workers and other implementing partners including 
those at the national and regional levels.  Various training shall be programmed into phases 
to be more responsive to the current level of skills of the participants – from basic to more 
advanced training.  Basic training shall be provided to build core competencies while 
advanced training will be provided to stakeholders toward the mastery of the subject matters 
and involved skills.  For a more comprehensive and responsive capability building strategy 
and program for the LGUs, a competency assessment shall be undertaken to determine the 
gaps in the current competencies of the local population workers. 
 
A certification program will be organized to expand the pool of trainers or those who will be 
able to advance to higher level of learning.  The certified trainers shall be mobilized in the 
conduct of roll-out trainings and relevant technical assistance especially to the LGUs. 
 
The e-learning platforms for POPDEV-related strategies shall also be established and 
maintained to continuously provide a platform for individuals to access needed training in 
the absence of organized capacity building activities.  
 
Public and private institutional partners including the academe, training institutions and 
facilities that can provide various types of training and capacity development will also be 
tapped as training providers. 
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3. Engagement/exposure of LGUs in knowledge or experience sharing with other model 
LGUs or those with good practices. Local implementing partners shall also be exposed to 
various platforms of organized knowledge exchange or sharing of good practices between 
and among other LGUs, national agencies and other relevant institutions.  Local population 
officers, workers and stakeholders shall also be encouraged and mobilized to attend and 
participate in regionally, nationally and internationally organized conferences, training, 
symposiums, fora and courses on POPDEV, RPFP and AHD to continuously update their 
knowledge and skills on relevant topics. 
 

4. Continuing provision of technical assistance through coaching and mentoring on the 
establishment on POPDEV, RPFP and AHD program and strategies.  POPCOM shall 
continue to provide quality, timely, reliable technical assistance and inputs to LGUs.  This will 
be pursued through coaching and mentoring within the context of partnership and 
collaboration.  Such technical assistance shall be provided at all levels as needed.  As part of 
the POPCOM POPDEV Learning Network, a helpline for those needed technical assistance 
shall be instituted and developed for timely provision of needed inputs.   
 
Coaching and mentoring shall also be provided particularly for the leaders of population and 
development program at the local level. This shall be aligned with the coaching strategies 
under the current Bridging Leadership for PPDP of POPCOM. 

 
5. Regular monitoring and evaluation of local competencies.  To continuously determine 

the emerging gaps and issues on the capacity of the LGUs to deliver the devolved POPDEV 
strategies and programs, monitoring and evaluation activities shall be regularly conducted.  
Gaps and issues on competencies shall be discussed during monitoring activities to determine 
appropriate interventions. 

 
These capacity building strategies shall focus in LGUs with existing local population and development 
offices which are now more prepared for strengthened localization of PPDP strategies.  Training and 
capacity building interventions will, however, be made available to LGUs who are already requesting 
such intervention especially those belonging to 5th and 6th class municipalities.  By the end of 2024, it 
is aimed that all LGUs have been trained on all POPDEV-related skills, tools and approaches assuming 
that POPCOM is provided with the necessary resources. 
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Section VI 
 

Performance Monitoring and Assessment Framework 
 

The overall framework for ensuring and measuring the level of devolution of POPDEV-related 
strategies and functions is provided in ANNEX F, which provides for the performance monitoring and 
assessment framework.  Basically, this performance framework shall be integrated in the Results and 
M&E framework of the Philippine Population and Development Plan of Action (PPD-PoA) for 2022-
2028.   
 
Based on this results framework, POPCOM shall undertake the following strategies to efficiently 
monitor and assess both the capabilities and performance of POPCOM in performing its retained or 
steering functions and of LGUs in implementing its devolved functions and strategies: 
 

1. Enhancement and implementation of shared results framework.  The PPDP 
results framework shall serve as the main monitoring and evaluation framework for the 
assessment of the implementation of this POPCOM DTP.  Such result framework will also 
guide the target-setting as well as the monitoring activities at the local level. 
 

2. Enhancement of PPDP Monitoring and Evaluation mechanisms.  POPCOM shall 
endeavor to develop a more efficient and shareable M&E and reporting mechanism between 
POPCOM and LGUs.  It will pursue the automation of this M&E information system to align 
performance at the national and local government levels.  For this purpose, it will review its 
existing M&E tools and processes. 
 

3. Continuing consultation and learning sessions with LGUs.  POPCOM shall maintain 
close collaboration with LGUs through constant dialogue and consultations to generate 
insights and learning in the process of devolution.  This aims to generate inputs and design of 
appropriate interventions for continual improvement of POPDEV strategies at the national 
and local levels.  In line with this, POPCOM will mobilize its existing coordinative bodies such 
as the regional population and development committees and task forces to serve as the venue 
for the planning, coordination and monitoring of POPDEV-related strategies at specific levels. 
 

4. Documentation of good processes and practices.  To build models for efficient and 
effective devolution of POPDEV-related strategies and functions, POPCOM shall consciously 
pursue the documentation of good practices and processes.  It will also capacitate LGUs for 
this purpose. 
 

5. Incentive and rewards mechanisms.  POPCOM shall continue to build enabling 
environment for LGUs to own and implement the strategies under the POPDEV program.  
Strategies for this shall include the development and implementation of incentive and 
rewards mechanisms such as the Kaunlarang Pantao Award (KPA) which recognizes LGUs 
and institutions including CSOs that provided significant contributions in advancing the 
population and development agenda in their respective levels.  
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Section VII 
 

POPCOM Organizational Effectiveness Proposal 
 

Information in ANNEX G1-G4 provides for the proposed changes and modifications in POPCOM’s 
current organizational structure at the national and regional levels based on its functions specified 
in ANNEX A.   
 

A. Modifications in the organizational structure of POPCOM Central Office 
 

1. For Abolition.  To create the positions needed for the officials and staff of Capacity 

Development and Field Operations Division (CDFOD), the following vacant plantilla positions 

shall be abolished or scrapped: 

 
1.1. One (1) Information Officer I, SG-11; 

1.2. One (1) Project Evaluation Officer, SG-11; 

1.3. One (1) Administrative Aide VI (Communications Equipment Operator II), SG 6; and 

1.4. Nine (9) Administrative Aide III (Driver I), SG-3. 

These current positions have a total salary of Php 4,618,867.54. 

 

2. For Merger and/or Consolidation.  To strengthen its capacity to support the LGUs and 

national partners agencies in gathering and utilizing POPDEV data and information, the 

existing Policy Analysis and Development Division (PADD) shall be renamed and reorganized 

into Policy Development and Data Management Division (PDDMD).   For this, all the 

functions of PADD related to policy analysis and development shall be assumed and 

consolidated into the function of the current Policy Development and Advocacy Section 

(PDAS) and the existing Policy Research and Monitoring Section (PRMS) shall be renamed 

into Research and Data Management Section (RDMS).   

 

The RDMS of PADD shall perform the design, conduct, analysis and utilization of researches, 

studies and databases on population and development to support and inform activities on 

planning, policymaking and program development at the national, regional and local levels.  

It shall also take the lead in developing materials, tools, and capacity building programs in 

strengthening regional and local capacities on managing and utilizing POPDEV data and 

information.   

 

3. For Transfer.  To support the RDMS of PADD, the current Data Management Officer from 

Information Technology and Data Management Unit (ITDMU) shall be transferred to such 

Section.  Consequently, the ITDMU be renamed as Information Technology Services 

Section (ITSS) to focus on the provision of IT support and development and maintenance of 

information systems.  The ITSS shall be subsequently transferred to the Administrative 

Division.   
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In terms of staff, the Administrative Officer V (SG 11), with the function related to data 

management, will be transferred to the RDMS of PDDMD and the rest of the staff of the ITSS 

to Administrative Division. 

 

4. For Creation.  In view of its steering, coordinative and capability building functions in the 
devolution process, a Capacity Development and Field Operations Division (CDFOD) will 
be created.   As POPCOM assumes the continuing role of assisting LGUs and national/regional 
institutions in building their capacities to plan, implement and assess population 
management strategies and to ensure the provision of various technical assistance to local 
institutions to ensure alignment to regional and national population and development goals, 
this Division in necessary.   
 
Moreover, specifically within the transition period, there is a need to augment the delivery of 
the RPFP services especially in municipalities in the country in line the devolution principle 
of enhancing local autonomy through augmentation support to LGUs from national or higher 
level of government.  For this, there is a need to institutionalize a structure that will manage 
the organization and mobilization of RPFP Itinerant Team as well as for the effective supply 
chain management for FP supplies. 

  
There will be two sections under the Division, namely, the Capacity Development Section 
(CDS) and the Field Operations Section (FOS). Their functions will be as follows: 

 
5.1. For Capacity Development Section (CDS): 

 
5.1.1. Identify and assess capacity building needs and skills development among 

program planners and implementers at the national, regional and local levels 
on population and development strategies; 

5.1.2. Develop effective tools, materials, standards and training designs and 
programs; 

5.1.3. Develop and implement accessible mechanisms for continuing capacity 
building; 

5.1.3.1. Manage and continuously enhance the POPDEV Learning Network 
5.1.4. Conduct and provide technical assistance in the capacity building among 

regional and local population officers on population and development; 
5.1.5. Assess and continually improve capacity building mechanisms on 

population and development. 
 

5.2. For Field Operations Section (FOS) 
 

5.2.1. Augment the delivery of family planning services at the local level 
particularly for long-acting and permanent methods with emphasis on the 
4th to 6th class municipalities and in geographically isolated and 
disadvantaged (GIDA) areas; 

5.2.2. Provide competency-based family planning training among population and 
health service providers and in setting-up regional and local itinerant teams; 

5.2.3. Ensure updating of skills among health service providers at the local level 
and maintain approved standards in the delivery of FP services; 

5.2.4. Address emerging concerns in the delivery of FP services at all levels; 
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5.2.5. Co-management of FP stand-alone clinic with accredited CSO and DOH 
located at National Capital Region (NCR) to provide augmentation support 
in the delivery of FP services in all accessible areas; 

5.2.6. Ensure the availability of FP supplies and commodities particularly at the 
facility level through efficient supply chain management which include 
forecasting, warehousing and timely distribution of commodities and 
setting-up of database, in close collaboration with DOH; 

5.2.7. Track levels of FP supply in health facilities and ensure timely augmentation 
of needed FP supplies and commodities; and 

5.2.8. Consolidate and coordinate timely interventions to emerging regional 
operations concerns. 

 
This new Division shall have new positions, namely: 1) Population Program Officer V 
(SG 24) as the Division Chief; 2) Population Program Officer IV (SG 22) as the Assistant 
Division Chief; 3) Population Program Officer III (SG 18) and 4) Population Program 
Officer II.  This shall require a total of Php 4,525,410.98 which will be covered the 
amount from the positions to be abolished. 

 
B. Modifications in the organizational structure of POPCOM Regional Offices 

 

Being at the frontline of capacitating and enabling LGUs to strengthen the devolution of POPDEV-
related programs and strategies, POPCOM Regional Offices shall also be strengthened through the 
following changes in its organizational structure: 
 

1. For Creation.  A Capacity Development and Field Operations Unit (CDFOU) in the 
POPCOM Regional Offices is necessary to strengthen the implementation of the National 
Program on Population and Family Planning (NPPFP) as provided for in Joint Memorandum 
Circular (JMC) No. 2019-01, “Policy Guidelines for the Intensified Implementation of the 
National Program on Family Planning towards Better Health Outcomes, Poverty Reduction and 
Socioeconomic Development” through the support and augmentation of FP services especially 
in GIDAs or island areas which cannot be reached by local FP services.  

 
As provided in the JMC 2019-01, the Department of Health (DOH) and POPCOM shall 
endeavor to work together in the delivery of a full range of family planning services. 
Accordingly, POPCOM shall provide support through delivery of family planning services by 
an itinerant team and in the supply chain management for FP commodities.  Specifically, the 
function of the Field Operations Section includes: 

 
1.1. Augment the delivery of family planning services at the local level particularly for 

long-acting and permanent methods with emphasis on the 4th to 6th class 
municipalities and in geographically isolated and disadvantaged areas; 

1.2. Provide competency-based family planning training among population and health 
service providers and in setting-up regional and local itinerant teams; 

1.3. Address emerging concerns in the delivery of FP services at all levels; 
1.4. Co-management of FP stand-alone clinic with accredited CSO and DOH to provide 

augmentation support in the delivery of FP services; 
1.5. Ensure the availability of FP supplies and commodities particularly at the facility level 

through efficient supply chain management which include forecasting, warehousing 
and timely distribution of commodities, in close collaboration with DOH; 
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1.6. Track levels of FP supply in health facilities and ensure timely augmentation of 
needed FP supplies and commodities; 

1.7. Consolidate and coordinate timely interventions to emerging local operations 
concerns. 

 
This Section shall be under the existing Technical Section and will be headed by a Population 
Program Officer II preferably a nurse or health professional.  It will also have a community 
development officer and a pharmacist (who will management the supply chain management 
for FP). 

 
In addition, a Research and Data Management Unit (RDMU) under the Technical Section 
shall be created with additional staff of a Statistician II and the current Project Evaluation 
Officer I.  An important function to be retained to POPCOM at the national and regional level 
is the setting-up, processing and monitoring and consolidation of local initiatives to ensure 
their effectiveness and alignment to regional population and development goals and 
objectives.  As such, there is a need for a unit that establishes, consolidates, processes, and 
packages data in relation to the input, output, outcome and impact indicators to provide 
timely information in the planning, policy-making and continual improvement of population 
and development strategies at the regional and local levels.  The RDMU will provide 
continuing technical assistance to local government units in setting-up effective database 
systems, data analysis and utilization of population and development data in planning, 
policymaking and enhancement of various relevant interventions. 

 

C. Modifications in the Staffing Complement 
 

1. Transfer of ITSS Staff to Administrative Division.  As a result of the transfer of the 
ITSS to the Administrative Division, all its staff, except for the Data Management Officer who 
will transferred to RDMS of PADD, shall be transferred to Administrative Division.   
 

2. Retitling of Positions.  To align with the program and organizational thrusts and 
strategies under this DTP and based on their actual functions, the following positions at 
POPCOM Regional Offices shall be retitled: 

 
From To 

Planning Officer IV (SG 22) Population Program Officer IV (SG 22) 
Information Officer III (SG 18) Population Program Officer III 

 
 

Prepared by: 
 

 
Reviewed and endorsed by: 

LYRA GAY ELLIES S. BORJA 
Chief, Interim - Capacity Development and Field 

Operations Division  

LOLITO R. TACARDON 
Deputy Executive Director/  

Chairperson of POPCOM DTC 
 

Approved by: 

 
Usec. JUAN ANTONIO A. PEREZ III, M.D., MPH 

Executive Director 

CPD DTP Approved by DBM on April 22, 2022
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Matrix	on	the	Unbundling	of	Programs,	Projects,	and	Activities	(PPAs)	of	the	National	Government	Agencies	(NGAs)		
to	Different	Levels	of	Government	

	
COMMISSION	ON	POPULATION	AND	DEVELOPMENT	(POPCOM)	

	

Function	/Service/Facility/	
Program/Project/Activity	

Assignment	per	Level	of	
Government1		

Appropriation	
in	FY	2021	

GAA	
(in	PhP	M)	

Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
1.	 POPULATION	AND	DEVELOPMENT	

(POPDEV)	SERVICES/PROGRAM	
	 	 	 	 	 	 	 	

1.	 1.	 Establishment	and	utilization	of	
POPDEV	database	and	information	
system	for	evidence-based	planning	
and	policy	formulation	

	 	 	 	 	 	 	 	

1.1	 a.	 Analysis	of	national	and	regionally	
consolidated	POPDEV	database	and	
information	system	for	evidence-based	
program	management	

X	 	 	 	 	 1.532	(MOOE)	 PD	79	as	
amended	PD	
1204,	RA	7279	

A	database	and	information	system	at	the	national	and	regional	levels	
on	POPDEV	that	consolidates	data	at	various	levels	is	necessary	for	
overall	program	planning	and	coordination.		PD	79	and	the	UDHA	law	
mandates	POPCOM	to	conduct	demographic	studies	and	researches	and	
to	provide	technical	support	to	LGUs	in	projecting	population	and	
analyzing	its	impact	on	local	development	initiatives.	

1.1	 b.	 Setting-up	and	utilization	of	province-
wide	POPDEV	database	containing	data	
collected	from	component	cities	and	
municipalities	

	 X	 	 	 	 N/A	 RA	7160;	Sec.	4,		
RA	11315,	RA	
7279	

Sec.488	of	the	LGC	also	tasked	the	local	population	officer	to	establish	
and	maintain	an	updated	data	bank	for	program	operations	and	
development	planning.		Database	on	population	and	development	at	
the	provincial	level	covering	component	cities	and	municipalities	is	
important	to	provide	needed	information	for	planning,	policy	
development	and	programming	in	relation	to	the	wellbeing	of	the	
population	and	their	locality.		The	provincial	database	shall	consist	of	
consolidated	demographic	and	socioeconomic	data	and	information	of	
cities	and	municipalities	within	its	jurisdiction.	
	

																																																													
1	(NG	–	National	Government;	P	–	Province;	C	–	City;	M	–	Municipality;	B	–	Barangay)	

CPD DTP Approved by DBM on April 22, 2022
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Function	/Service/Facility/	
Program/Project/Activity	

Assignment	per	Level	of	
Government1		

Appropriation	
in	FY	2021	

GAA	
(in	PhP	M)	

Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
Sec.	37	of	RA	7279	also	mandates	LGUs	to	set-up	an	effective	
mechanism	to	monitor	trends	in	the	movements	of	population	from	
rural	to	urban,	urban	to	urban,	and	urban	to	rural	areas.		The	provincial	
POPDEV	office	may	provide	technical	assistance	to	cities	and	
municipalities	for	the	establishment	and	utilization	of	this	database.	

1.1	 c.	 Generation	and	utilization	of	city-wide	
POPDEV	database	and	information	
system	

	 	 X	 	 	 N/A	 RA	7160;	Sec.	4,	
RA	11315,	RA	
7279	

With	more	direct	function	to	deliver	general	welfare	services	to	the	
people	within	their	jurisdictions,	it	is	important	for	cities	and	
municipalities	to	have	databases	on	the	number,	distribution	and	other	
characteristics	of	their	population	as	basis	for	planning,	policy	
development	and	resource	programming	to	ensure	that	the	needs	of	
the	population	are	considered	and	appropriately	responded	to	with	
corresponding	services.	
	
Sec.488	of	the	LGC	also	tasked	the	local	population	officer	to	establish	
and	maintain	an	updated	data	bank	for	program	operations	and	
development	planning.		Pursuant	to	Sec.	37	of	RA	7279,	LGUs	are	to	set-
up	an	effective	mechanism	to	monitor	trends	in	the	movements	of	
population	as	basis	for	more	efficient	development	planning	and	
projection	of	needed	services.		The	city	and	municipal	database	
consolidate	existing	barangay	demographic	and	socioeconomic	data	
and	information.	

1.1	 d.	 Generation	and	utilization	of	municipal-
wide	POPDEV	database	and	information	
system	

	 	 	 X	 	 N/A	 RA	7160;	Sec.	4,	
RA	11315	

1.1	 e.	 Collection,	reporting	and	utilization	of	
household	demographic	data	and	
information	for	the	POPDEV	database	
(e.g.,	registry	of	barangay	inhabitants	
and	migrants)	

	 	 	 	 X	 N/A	 RA	7160;	Sec.	4,	
RA	11315	

As	a	separate	or	integral	component	of	the	city	and	municipal	database	
on	population,	a	demographic	database	at	the	barangay	level	is	
important	in	the	identification	of	various	development	initiatives	and	
services.		Such	function	is	mandated	by	RA	7160	which	mandates	the	
Barangay	Secretary	to	profile	all	inhabitants	within	their	jurisdictions.		
This	registry	can	be	expanded	to	serve	as	the	tracking	and	profiling	
mechanism	for	migrants	going-out	and	coming-in	in	the	barangay	as	
important	basis	in	projecting	and	planning	for	the	service	requirements	
of	their	constituents.		The	registry	can	also	serve	the	information	needs	
for	disaster	risk	reduction	and	management	(particularly	during	
prevention,	relief	and	rehabilitation/recovery	phases),	maintaining	
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Function	/Service/Facility/	
Program/Project/Activity	

Assignment	per	Level	of	
Government1		

Appropriation	
in	FY	2021	

GAA	
(in	PhP	M)	

Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
peace	and	order	and	other	activities	requiring	information	of	their	
constituents.	

1.1	 f.	 Conduct	and	dissemination	of	POPDEV-
related	researches	and	studies	with	
national	and	regional	scope	for	plan,	
policy	and	program	development	

X	 	 	 	 	 5.810	(MOOE)	 PD	79	as	
amended	PD	
1204	

Information	and	knowledge	generated	through	research	are	important	
in	formulating	policies	and	strategies	covering	higher	level	of	
governance;	as	such,	this	function	is	necessary	at	the	national	level.	
	
Sec.	4	of	PD	79	mandates	POPCOM	to	make	comprehensive	studies	of	
demographic	data	and	expected	demographic	trends	and	propose	
policies	that	affect	specific	and	quantitative	population	goals.	
	
Serving	as	overall	coordinator	for	the	population	and	development	
program	at	the	provincial	level,	covering	the	cities	and	municipalities,	
the	Provincial	Population	and	Development	Office	(Provincial	POPDEV)	
may	also	conduct	POPDEV	relevant	research	that	can	be	used	to	
understand	and	address	population	issues	within	the	province.	
Chartered	or	highly	urbanized	cities	may	also	undertake	independent	
POPDEV	researches.	

1.1	 g.	 Conduct	and	analysis	of	POPDEV-related	
researches	and	studies	with	province-
wide	scope	and	significance	for	program	
and	strategy	development	

	 X	 	 	 	 N/A	 PD	79	as	
amended	PD	
1204	

Information	and	knowledge	generated	through	research	are	also	
important	in	formulating	local	policies	and	strategies,	as	such,	this	
function	is	necessary	at	the	local	level.		Serving	as	overall	coordinator	
for	the	population	and	development	program	at	the	provincial	level,	
covering	the	cities	and	municipalities,	the	Provincial	POPDEV	may	also	
conduct	POPDEV	relevant	research	that	can	be	used	to	understand	and	
address	population	issues	within	the	province	and	its	component	cities	
and	municipalities.	The	provincial	POPDEV	office	may	disseminate	the	
results	of	the	studies	not	only	at	the	provincial	level	but	also	at	the	city	
and	municipal	level	to	assist	them	in	their	development	of	plans,	
programs	and	strategies	on	population	and	development.		

1.1	 h.	 Conduct	and	analysis	of	POPDEV-related	
researches	and	studies	with	city-wide	
scope	for	program	and	strategy	
development	

	 	 X	 	 	 N/A	 PD	79	as	
amended	PD	
1204	

Within	the	same	rationalization,	highly	urbanized	cities	may	also	
undertake	independent	POPDEV	researches	to	inform	their	planning,	
policy-development	and	resource	allocation.		
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1.1	 i.	 Provision	of	capacity	development	

(CapDev)	and	technical	assistance	to	
national,	regional	and	local	government	
agencies	in	setting-up	and	utilization	of	
demographic	and	socioeconomic	
database	for	POPDEV	planning	and	
policy	development	

X	 	 	 	 	 .330	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Sec.37,	RA	
7279	

An	analysis	of	the	national	demographic	situation	and	issues	entail	the	
existence	of	POPDEV	database	at	the	sectoral	and	local	levels.		
However,	to	ensure	standard	contents	and	capacities	of	the	LGUs	to	set-
up	and	utilize	the	database,	POPCOM	shall	provide	the	necessary	
training,	capacities,	tools	and	technical	assistance	to	national	and	local	
government	units.			
	
Moreover,	Sec.	37	of	RA	7279	specifically	mandates	POPCOM	to	assist	
LGUs	in	setting-up	an	effective	mechanism	to	monitor	trends	in	the	
movements	of	population	(e.g.,	Registry	of	Barangay	Inhabitants	and	
Migrants)	and	in	identifying	measures	by	which	such	movements	can	
be	influenced	and	recommend	proposed	legislation	to	Congress,	if	
necessary.		The	POPCOM	shall	likewise	provide	advanced	planning	
information	to	national	and	local	government	planners	on	population	
projections	and	the	consequent	level	of	services	needed	in	particular	
urban	and	urbanizing	areas.	This	service	will	include	early-warning	
systems	on	expected	dysfunctions	in	a	particular	urban	area	due	to	
population	increases,	decreases,	or	age	structure	changes.		
	
Furthermore,	POPCOM,	as	member	of	the	TWG	of	the	Balik	Probinsya,	
Balik	Pag-asa	Council	(EO	114),	is	one	of	the	agencies	tasked	to	
formulate	long-term	plans/strategies	to	support	the	implementation	of	
EO	114.	

1.1	 j.	 Provision	of	processed	and	packaged	
population	data,	projections	and	analysis	
to	various	national,	regional	and	local	
government	agencies	for	policy,	plan	and	
program	development	(e.g.,	estimation	of	
service	requirements)	

X	 	 	 	 	 .471	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Sec.37,	RA	
7279	

1.1	 k.	 Provision	of	technical	support	to	cities	
and	municipalities	in	setting-up	and	
utilizing	demographic	and	
socioeconomic	database	for	POPDEV	
planning	and	policy	development	

	 X	 	 	 	 N/A	 RA	7160	 As	the	overall	coordinator	for	the	province-wide	population	and	
development	program,	Sec.488	of	the	LGC	mandates	the	Local	
Population	Office	to	formulate	measures	for	the	consideration	of	the	
sanggunian	and	provide	technical	assistance	and	support	to	the	
governor	in	carrying	out	measures	to	ensure	the	delivery	of	basic	
services	and	provision	of	adequate	facilities	relative	to	the	integration	
of	the	population	development	principles	and	in	providing	access	to	
said	services	and	facilities.	These	functions	entail	an	efficient	
demographic	and	socioeconomic	database	at	the	city	and	municipal	
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level.		As	such,	it	is	incumbent	upon	the	Provincial	POPDEV	Office	or	the	
provincial	government	to	capacitate	its	component	cities	and	
municipalities	in	setting-up,	processing,	analysis	and	utilization	of	
demographic	and	socioeconomic	database	for	POPDEV	planning	and	
policy	development	for	efficient	POPDEV	program	planning	and	
implementation.	

1.	 2.	 Formulation	and	implementation	of	
local	POPDEV-related	policies	

	 	 	 	 	 	 	 	

1.2	 a.	 Development,	coordination,	cascading,	
monitoring	and	assessment	of	national	
and	regional	POPDEV-related	policies	

X	 	 	 	 	 3.604	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Sec.37	of	
RA	7279;	EO	12	
s.	of	2017;	EO	
71,	s.	2018	

The	development,	advocacy,	coordination	and	monitoring	of	national	
and	regional	population	policies	as	they	relate	to	development	issues	
are	inherent	functions	of	the	POPCOM	as	mandated	in	relevant	national	
laws,	policies	and	issuances.		These	national	and	regional	policies	guide	
local	POPDEV-related	policies.	

1.2	 b.	 Adoption,	implementation	and	alignment	
of	national	POPDEV-related	policies	
within	the	population	and	development	
context	of	the	province	

	 X	 	 	 	 N/A	 RA	7160	 In	exercise	of	their	legislative	and	executive	power,	provinces,	and	
LGUs	in	general,	may	adopt	and	develop	POPDEV-related	policies	that	
address	emerging	population	issues	that	are	affecting	development	
concerns	within	their	locality.	
	
Sec.	488	of	the	LGC	mandates	the	Local	Population	Officer	“to	formulate	
measures	for	the	consideration	of	the	Sanggunian	and	provide	technical	
assistance	and	support	to	the	governor	in	carrying	out	measures	to	
ensure	the	delivery	of	basic	services	and	provision	of	adequate	facilities	
relative	to	the	integration	of	the	population	development	principles	and	
in	providing	access	to	said	services	and	facilities.”	

1.2	 c.	 Adoption,	implementation	and	alignment	
of	national	and	provincial	POPDEV-
related	policies	within	the	population	
and	development	context	of	the	city	

	 	 X	 	 	 N/A	 RA	7160	 To	pursue	the	population	and	development	program	at	the	city	and	
municipal	levels,	LGUs	at	all	levels	may	adopt,	develop	and	align	
POPDEV-related	policies	that	address	emerging	population	issues	that	
are	affecting	development	concerns	within	their	locality.	
	
Sec.	488	of	the	LGC	mandates	the	Local	Population	Officer	“to	formulate	
measures	for	the	consideration	of	the	Sanggunian	and	provide	technical	

1.2	 d.	 Adoption,	implementation	and	alignment	
of	national	and	provincial	POPDEV-
related	policies	within	the	population	

	 	 	 X	 	 N/A	 RA	7160;	Sec.37	
of	RA	7279	
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and	development	context	of	the	
municipality	

assistance	and	support	to	the	governor	in	carrying	out	measures	to	
ensure	the	delivery	of	basic	services	and	provision	of	adequate	facilities	
relative	to	the	integration	of	the	population	development	principles	and	
in	providing	access	to	said	services	and	facilities.”	

1.2	 e.	 Implementation	of	relevant	and	
applicable	POPDEV	policies	at	the	
barangay	level	

	 	 	 	 X	 N/A	 RA	7160;	Sec.37	
of	RA	7279,	EO	
141	

The	Barangay	directly	implements	national	and	local	policies	as	
mandated.		They,	however,	may	also	formulate	and	issue	POPDEV-
related	policies	to	promote	the	objectives	of	the	program	such	as	those	
related	to	the	prevention	of	adolescent	pregnancies	(EO	141),	profiling	
of	households	(RA	7160),	tracking	of	population	movement	(RA	7279),	
promotion	of	responsible	parenthood	(RA	7160)	and	other	relevant	
policies.	

1.2	 f.	 Provision	of	CapDev	and	technical	
support	to	provinces	(priority)	and	
cities/municipalities	(as	needed)	in	the	
development,	implementation	and	
assessment	of	national,	sectoral	and	local	
POPDEV-related	policies	

X	 	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

This	strategy	and	functions	are	within	the	decentralization	principle	
stating	that	the	realization	of	local	autonomy	shall	be	facilitated	
through	improved	coordination	of	national	government	policies	and	
programs	and	extension	of	adequate	technical	and	material	assistance	
to	less	developed	and	deserving	local	government	units.		It	is	also	
within	the	function	of	POPCOM	to	ensure	that	local	policies	are	aligned	
and	supportive	of	the	national	population	and	development	policies	
and	strategic	directions.	

1.2	 g.	 Provision	of	technical	support	to	cities	
and	municipalities	in	the	development,	
implementation	and	assessment	of	local	
POPDEV-related	policies	

	 X	 	 	 	 N/A	 RA	7160	 The	Provincial	Government	(through	the	provincial	POPDEV	office)	
may	likewise	provide	necessary	capacity	building	to	component	cities	
and	municipalities	in	the	development	of	POPDEV-related	policies	as	
the	main	POPDEV	program	implementers	for	the	entire	province,	
covering	the	its	component	cities	and	municipalities.			

1.	 3.	 Formulation,	coordination	and	
implementation	of	POPDEV	plans	and	
programs	

	 	 	 	 	 	 	 	

1.3	 a.	 Development,	coordination,	
implementation	and	monitoring	of	
national	and	regional	medium-term	plan	
on	POPDEV	strategies	(i.e.,	Philippine	
Population	and	Development	Plan	of	

X	 	 	 	 	 1.512	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Updated	
PDP	for	2017-
2022	

Inherent	to	its	mandate	under	PD	79,	POPCOM	has	the	function	to	
formulate	and	adopt	coherent,	integrated	and	comprehensive	long-
term	plans,	programs	and	recommendations	on	population	as	it	relates	
to	economic	and	social	development	consistent	with	and	implementing	
the	population	policy	which	shall	be	submitted	to	and	approved	by	the	
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Action;	National	and	Regional	Plan	of	
Action	of	the	Demographic	Dividend)	

President;	and	to	propose	policies	and	programs	that	will	guide	and	
regulate	labor	force	participation,	internal	migration	and	spatial	
distribution	of	population	consistent	with	national	development.	
	
The	Philippine	Development	Plan	for	2017-2022	also	tasked	POPCOM	
to	lead	the	coordination	and	monitoring	of	the	implementation	of	the	
country’s	initiatives	in	attaining	demographic	dividend	as	one	of	the	
development	agenda	and	strategies	to	accelerate	socioeconomic	
development.	

1.3	 b.	 Adoption	and	integration	of	
national/regional	POPDEV	strategies	in	
provincial	development	plans	and	
strategies	based	on	provincial	POPDEV	
context	

	 X	 	 	 	 N/A	 Sec.	488,	RA	
7160	

As	the	overall	coordinator	for	the	province-wide	population	and	
development	program,	Sec.488	of	the	LGC	mandates	the	local	
population	office	to:	
	
• Formulate	measures	for	the	consideration	of	the	sanggunian	and	
provide	technical	assistance	and	support	to	the	governor	in	carrying	
out	measures	to	ensure	the	delivery	of	basic	services	and	provision	
of	adequate	facilities	relative	to	the	integration	of	the	population	
development	principles	and	in	providing	access	to	said	services	and	
facilities;	

• Develop	plans	and	strategies	and	upon	approval	thereof	by	the	
governor,	implement	the	same,	particularly	those	which	have	to	do	
with	the	integration	of	population	development	principles	and	
methods	in	programs	and	projects	which	the	governor	is	
empowered	to	implement	and	which	the	sanggunian	is	empowered	
to	provide	for	under	the	LGC;	

1.3	 c.	 Adoption	and	integration	of	
regional/provincial	POPDEV	strategies	in	
city	development	plans	and	strategies	
based	on	local	POPDEV	context	

	 	 X	 	 	 N/A	 Sec.	488,	RA	
7160	

Also	within	Sec.488	of	the	LGC,	component	and	chartered	cities,	
through	their	City	POPDEV	Office,	shall	develop	plans	and	strategies	
and	implement	the	same,	particularly	those	which	have	to	do	with	the	
integration	of	population	development	principles	and	methods	in	
programs	and	projects	which	the	mayor	is	empowered	to	implement	
and	which	the	sanggunian	is	empowered	to	provide.		Cities	can	
particularly	focus	on	emerging	population	concerns	such	as	managing	
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internal	migration,	reducing	adolescent	pregnancies	and	reducing	
fertility	rates	among	poor	women	to	ensure	that	each	constituent	
increase	their	share	to	the	socioeconomic	progress	in	the	city.	

1.3	 d.	 Adoption	and	integration	of	
regional/provincial	POPDEV	strategies	in	
municipal	development	plans	and	
strategies	based	on	local	POPDEV	context	

	 	 	 X	 	 N/A	 Sec.	488,	RA	
7160	

Within	Sec.488	of	the	LGC,	the	Municipal	POPDEV	Office	shall	develop	
plans	and	strategies	and	implement	the	same,	particularly	those	which	
have	to	do	with	the	integration	of	population	development	principles	
and	methods	in	programs	and	projects	within	the	municipality.		Specific	
focus	may	be	strategies	to	address	issues	on	high	fertility	among	rural	
women,	incidence	of	adolescent	pregnancies	and	out-migration	of	
population.	

1.3	 e.	 Implementation	of	city	or	municipal	
POPDEV-related	strategies	at	the	
barangay	level	

	 	 	 	 X	 N/A	 Sec.	488,	RA	
7160	

Barangays,	as	the	basic	unit	of	governance,	basically	supports	the	city	
and	municipal	POPDEV	program	through	implementation	of	various	
program	and	strategies	that	directly	benefit	their	constituents.		They	
can	support	the	POPDEV	program	through	development	and	
implementation	of	strategies	developed	at	the	city	or	municipal	level	or	
at	the	barangay	level.	

1.3	 f.	 Provision	of	CapDev	and	technical	
support	to	provinces	(priority)	and	
cities/municipalities	(as	needed)	in	the	
development,	implementation	and	
assessment	of	national,	sectoral	and	local	
POPDEV-related	plans	and	programs	

X	 	 	 	 	 3.692	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

POPCOM	aims	to	enhance	local	autonomy	through	improved	
coordination	of	national	government	policies	and	programs	and	
extension	of	adequate	technical	and	material	assistance	to	LGUs.		To	
strengthen	the	capacity	of	LGUs	to	localize	the	POPDEV	program,	
POPCOM	national	and	regional	offices	shall	design	and	continuous	
conduct	training	and	provide	technical	assistance	to	all	LGUs	in	the	
development,	implementation	and	assessment	of	local	POPDEV-related	
plans	and	programs.	

1.3	 g.	 Provision	of	technical	support	to	cities	
and	municipalities	in	the	development,	
implementation	and	assessment	of	local	
POPDEV-related	plans	and	programs	

	 X	 	 	 	 N/A	 RA	7160	 To	ensure	alignment	and	the	needed	skills	for	cities	and	municipalities	
to	support	the	provincial	POPDEV	program	and	that	of	the	concerned	
localities,	the	Provincial	POPDEV	Office	needs	to	develop	the	skills	and	
competencies	of	the	city	and	municipal	population	offices	and	
implementers	in	the	in	the	development,	implementation	and	
assessment	of	local	POPDEV-related	plans	and	programs.	
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1.3	 h.	 Provision	of	grants	and	financial	support	

or	incentives	to	5th	and	6th	class	
municipalities/LGUs	and	civil	society	
organizations	(CSOs)	and	other	qualified	
LGUs	in	the	implementation	of	POPDEV-
related	strategies	and	activities	

X	 	 	 	 	 2.630	(MOOE)	 RA	7160;	EO	
138,	s.	2021;	
NBC138	

To	improve	local	autonomy	and	efficient	program	coordination	
between	LGUs	and	national	government	agencies,	POPCOM	shall	extend	
financial	assistance	or	grants	to	municipalities	belonging	to	5th-6th	class	
and	to	barangays	considered	as	GIDAs	particularly	during	the	
devolution	transition	period.		The	EO	138	and	its	enabling	budget	
circular	(NBC138)	allows	the	provision	of	financial	assistance	to	LGUs	
under	the	5th	and	6th	class	categories	or	those	in	geographically	isolated	
and	disadvantaged	areas.		

1.3	 i.	 Building	and	mobilizing	interagency	
collaboration	in	implementing	POPDEV-
related	strategies	(e.g.,	attainment	of	
demographic	dividend)	at	the	national	
and	regional	levels	

X	 	 	 	 	 1.241	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Updated	
PDP	for	2017-
2022	

As	the	overall	program	manager	for	the	PPDP,	POPCOM	covers	the	
attainment	of	the	program	goals	within	the	country	or	at	the	macro	
level.		As	such,	it	shall	ensure	that	all	relevant	government	institutions	
particularly	at	the	national	and	regional	levels	are	contributing	to	the	
program.		For	this	purpose,	PD	79	mandates	POPCOM	to	call	upon	and	
utilize	any	department,	bureau,	office,	agency	or	instrumentality	of	the	
Government	for	such	assistance	as	it	may	require	in	the	performance	of	
its	functions.		Given	this,	the	building	and	mobilization	of	interagency	
collaboration	shall	form	part	of	the	inherent	function	of	POPCOM	to	be	
retained	and	performed	by	POPCOM	Central	Office	and	its	Regional	
Offices.	

1.3	 j.	 Setting-up	and	mobilization	of	inter-
department	collaborative	mechanism	for	
integrated	POPDEV	strategies	(e.g.,	
attainment	of	demographic	dividend)	
within	the	province	

	 X	 	 	 	 N/A	 RA	7160	 As	part	of	its	functions,	(Sec.488	of	RA	7160),	the	Provincial	POPDEV	
Office	shall	coordinate	the	program	within	its	component	cities	and	
municipalities.		For	its	efficient	implementation	and	to	ensure	
alignment	to	provincial	POPDEV	plans	and	strategies,	the	province	shall	
ensure	the	capacity	building	of	its	city	and	municipal	population	offices	
and	other	relevant	offices.	

1.	 4.	 Promotion	of	POPDEV	integrated	
issues	and	strategies	

	 	 	 	 	 	 	 	

1.4	 a.	 Development	and	conduct	of	
communication	strategies	for	POPDEV	
services	through	various	media	at	the	
national	and	regional	levels	

X	 	 	 	 	 1.976	(MOOE)	 PD	79	as	
amended	by	PD	
1204	

PD	79	mandates	POPCOM	to	organize	and	implement	programs	that	
will	promote	a	broad	understanding	of	the	adverse	effects	on	family	life	
and	national	welfare	of	unlimited	population	growth.		As	such,	to	
support	the	communication	strategies	at	the	local	level,	there	is	a	need	
for	POPCOM	national	and	regional	offices	to	design	and	implement	a	
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nation-wide	and	region-wide	communication	campaigns	and	strategies	
to	strengthen	the	promotion	of	population	issues	and	strategies.		This	
strategy	also	aims	to	support	LGUs	with	inadequate	fund	to	launch	a	
communication	campaign.	

1.4	 b.	 Promotion	of	POPDEV	integrated	issues	
and	strategies	at	the	provincial	level	

	 X	 	 	 	 N/A	 Sec	488,	RA	
7160	

Local	population	officers	are	tasked	to	establish	and	maintain	an	
educational	program	to	ensure	the	people's	participation	in	and	
understanding	of	population	development.		Communication	and	
promotional	strategies	on	POPDEV	issues	shall	cover	its	component	
cities	and	municipalities.		

1.4	 c.	 Promotion	of	POPDEV	integrated	issues	
and	strategies	at	the	city	level	

	 	 X	 	 	 N/A	 Sec	488,	RA	
7160	

Within	their	strategy	to	promote	POPDEV	issues	within	the	city	or	
municipality,	City	and	Municipal	POPDEV	Office	shall	design	various	
communication	strategies	that	aim	to	generate	demand	for	responsible	
parenthood	and	family	planning	services,	reduce	adolescent	
pregnancies	and	to	build	consciousness	among	the	public	on	the	
importance	of	population	issues	in	relation	to	socioeconomic	
development.	

1.4	 d.	 Promotion	of	POPDEV	integrated	issues	
and	strategies	at	the	municipal	level	

	 	 	 X	 	 N/A	 Sec	488,	RA	
7160	

1.	 5.	 Monitoring	and	evaluation	of	POPDEV	
policies,	plans	and	programs	

	 	 	 	 	 	 	 	

1.5	 a.	 Monitoring	and	evaluation	of	POPDEV	
policies,	plans	and	programs	at	all	levels	
as	part	of	its	steering	and	program	
management	function	

X	 	 	 	 	 .093	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Sec	37,	RA	
7279	

Monitoring	and	evaluation	functions	and	strategies	are	important	in	
ensuring	the	effectiveness	of	the	implementation	of	POPDEV	policies,	
plans	and	programs.		Thus,	they	are	to	be	conducted	at	all	levels.	
	
At	the	national	and	regional	level,	the	M&E	shall	cover	the	
implementation	of	the	POPDEV	program	at	the	provincial,	city	and	
municipal	levels	to	ensure	its	contribution	and	alignment	to	the	
attainment	of	the	national	and	regional	POPDEV	goals	and	objectives.	

1.5	 b.	 Monitoring	and	evaluation	of	POPDEV	
policies,	plans	and	strategies	within	the	
province	

	 X	 	 	 	 N/A	 RA	7160	 Provincial	POPDEV	Offices	shall	monitor	and	evaluate	the	
implementation	of	the	POPDEV	program	within	the	entire	province	
covering	its	component	cities	and	municipalities.		The	result	of	the	M&E	
shall	serve	as	inputs	in	the	enhancement	of	the	program.		The	province	
shall	also	provide	report	on	the	status	of	POPDEV	implementation	
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within	the	province	to	be	included	in	the	regional	POPDEV	program	
report.	

1.5	 c.	 Monitoring	and	evaluation	of	POPDEV	
policies,	plans	and	strategies	within	the	
city		

	 	 X	 	 	 N/A	 RA	7160	 City	and	municipal	POPDEV	Offices	shall	monitor	and	evaluate	the	
implementation	of	the	POPDEV	program	within	the	entire	city	or	
municipality	covering	its	component	barangays.		The	result	of	the	M&E	
shall	serve	as	inputs	in	the	enhancement	of	the	program	at	the	city	and	
municipal	level.		The	cities	and	municipalities	shall	also	provide	report	
on	the	status	of	POPDEV	implementation	to	the	Provincial	POPDEV	
Office	for	consolidation.	

1.5	 d.	 Monitoring	and	evaluation	of	POPDEV	
policies,	plans	and	strategies	within	the	
municipality	

	 	 	 X	 	 N/A	 RA	7160	

1.	 6.	 Capacity	development	(CapDev)	and	
provision	of	technical	assistance	on	
POPDEV	strategies	

	 	 	 	 	 	 	 	

1.6	 a.	 Development	of	the	capacities	of	
institutions	and	government	agencies	at	
all	levels	on	POPDEV-related	strategies,	
approaches	and	interventions	

X	 	 	 	 	 .136	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	Sec	37	
7279	

These	functions	and	strategies	aim	to	enhance	capacities	of	concerned	
national	and	regional	government	institutions	as	well	as	local	
autonomy	through	improved	coordination	of	national	government	
policies	and	programs	and	extension	of	adequate	technical	and	material	
assistance	to	LGUs.		This	is	also	to	ensure	alignment	of	capacities	with	
standards	in	implementation	of	national	and	regional	POPDEV	
programs	and	strategies.	
	

1.6	 b.	 Conduct	or	provision	of	technical	
assistance	for	the	capacity	development	
of	cities,	municipalities	and	barangays	on	
POPDEV-related	strategies,	approaches	
and	interventions	
	

	 X	 	 	 	 N/A	 RA	7160	 As	the	overall	coordinator	for	the	POPDEV	program	and	strategies	
within	the	province,	the	Provincial	POPDEV	Office	shall	also	ensure	that	
population	workers	at	the	city	and	municipal	level	are	properly	trained	
and	capacitated.		The	province	may	provide	the	capacity	building	and	
coordination	in	collaboration	with	the	POPCOM	regional	and	national	
offices.	

2.	 RESPONSIBLE	PARENTHOOD	AND	FAMILY	
PLANNING	(RPFP)	PROGRAM	AND	
SERVICES	
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2.	 1.	 Establishment	and	utilization	of	RPFP	

database	and	information	system	for	
evidence-based	program	management	
and	implementation	

	 	 	 	 	 	 	 	

2.1	 a.	 Development,	cascading	and	analysis	of	
nationally	and	regionally	consolidated	
database	and	information	system	for	
evidence-based	RPFP	program		

X	 	 	 	 	 .4	(MOOE)	 PD	79	as	
amended	by	PD	
1204	

To	efficiently	plan,	coordinate,	design	and	monitor	RPFP	strategies	
nationwide,	a	database	and	information	system	at	the	national	and	
regional	levels	on	RPFP	is	critical.		Such	database	shall	consolidate	data	
from	the	provinces.	

2.1	 b.	 Setting-up	and	utilization	of	provincial	
databases	and	information	systems	on	
RPFP	for	evidence-based	program	
coordination	within	the	province	

	 X	 	 	 	 N/A	 RA	10354;	EO	
12,	s.	2017;	DILG	
MC	2015-145,	
2017-85,	2019-
100	and	2020-
132	

For	the	efficient	planning,	coordination	and	monitoring	of	the	RPFP	
program	and	services	within	the	province,	there	is	a	need	to	establish	a	
data	and	information	system	that	consolidates	those	from	the	
component	cities	and	provinces.		The	data	and	information	system	will	
also	be	used	to	generate	reports	that	will	needed	in	provincial	planning,	
programming	and	budgeting	and	in	the	preparation	of	reports	to	be	
submitted	to	relevant	regional	agencies	(i.e.,	POPCOM	and	DOH).	
	
POPCOM	shall	develop	the	needed	information	system	for	use	of	the	
LGUs.	

2.1	 c.	 Maintenance	and	utilization	of	RPFP	
database	and	information	system	for	
program	management	and	service	
delivery	(e.g.	referral)	within	the	city	

	 	 X	 	 	 N/A	 RA	10354;	EO	
12,	s.	2017;	DILG	
MC	2015-145,	
2017-85,	2019-
100	and	2020-
132	

A	database	and	information	system	for	actual	service	delivery	and	
utilization	is	needed	in	the	efficient	planning	and	implementation	of	
RPFP	program	and	services.		The	database	and	information	on	RPFP	
shall	emanate	from	rural	health	units	and	barangay	health	stations	and	
from	other	demand	generation	activities	(e.g.,	house-to-house,	
community	classes,	family	development	sessions,	etc.)	to	include	the	
following:	
	

• Profile	of	couples	and	individuals	who	were	provided	with	
RPFP	information;	

• Expressed	intention,	need	and	preferences	for	FP	methods;	and	
• FP	services	provided.	

	

2.1	 d.	 Maintenance	and	utilization	of	RPFP	
database	and	information	system	for	
program	management	and	service	
delivery	(e.g.	referral)	within	the	
municipality	

	 	 	 X	 	 N/A	 RA	10354;	EO	
12,	s.	2017;	DILG	
MC	2015-145,	
2017-85,	2019-
100	and	2020-
132	
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This	database	can	also	be	used	for	follow-up	or	referral	of	couples	and	
individuals	with	unmet	need	for	family	planning	and	those	for	follow-
up.	

2.1	 e.	 Gathering	of	RPFP	information	at	the	
barangay	level	for	service	delivery	and	
reporting	needs	of	the	city/municipality	

	 	 	 	 X	 N/A	 RA	10354;	EO	
12,	s.	2017;	DILG	
MC	2015-145,	
2017-85,	2019-
100	and	2020-
132	

A	barangay	database	and	information	system	at	the	barangay	level	is	
necessary	to	generate	the	information	mentioned	above	particularly	for	
the	referral	of	those	intending	to	use	FP	methods	or	those	with	unmet	
need.		The	profiles	are	directly	generated	by	community-based	health	
and	population	workers	or	volunteers	and	submitted	to	the	midwife	or	
designated	staff	at	the	barangay	health	station.	

2.1	 f.	 Conduct	and	analysis	of	research	and	
studies	on	RPFP	at	the	national	and	
regional	levels	for	evidence-based	
program	management	

X	 	 	 	 	 .250	(MOOE)	 PD	79	as	
amended	by	PD	
1204	

Sec.	4	of	PD	79	mandates	POPCOM	to	make	comprehensive	studies	of	
demographic	data	and	expected	demographic	trends	and	propose	
policies	that	affect	specific	and	quantitative	population	goals.	Moreover,	
it	shall	also	undertake,	promote	and	publish	information,	studies	and	
investigations	on	Philippine	population	in	all	its	aspects	

2.1	 g.	 Conduct	of	research	on	RPFP	to	support	
program	management	at	the	provincial	
level	

	 X	 	 	 	 N/A	 RA	7160	 The	Provincial	POPDEV	Office	may	also	conduct	RPFP	relevant	
researches	that	can	be	used	for	the	enhancement	of	the	RPFP	program	
within	the	province.		Such	research	can	be	used	in	the	development	of	
RPFP	plan,	programs,	projects	and	strategies.		It	can	also	be	used	to	
provide	technical	assistance	to	cities	and	municipalities	in	the	
enhancement	of	their	RPFP	program	and	services.	

2.1	 h.	 Provision	of	CapDev	and	technical	
assistance	to	provinces	and	highly	
urbanized	cities	in	setting-up	and	
analyzing	RPFP	database	

X	 	 	 	 	 1.449	 PD	79	as	
amended	by	PD	
1204	

As	part	of	its	steering	and	coordinative	functions,	the	capacity	building	
and	provision	of	technical	assistance	to	LGUs	in	setting-up	and	utilizing	
RPFP	program	data	aims	to	enhance	local	autonomy	in	implementing	
and	delivering	effective	RPFP	information	and	services.	The	capacity	
building	and	technical	assistance	shall	include	the	provision	of	
functional	information	system	that	can	be	installed	at	the	local	level	
and	conduct	of	training	on	RPFP	data	management,	analysis	and	
utilization.	

2.1	 i.	 Provision	of	technical	support	to	cities	
and	municipalities	in	setting-up	and	
utilization	of	RPFP	database	and	
information	systems	

	 X	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

The	province	can	also	guide	cities	and	municipalities	in	the	efficient	
management	and	utilization	of	their	databases	and	information	
systems.		This	also	ensures	that	consolidated	provincial	data	are	
accurate	and	reliable.	
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2.1	 j.	 Provision	of	RPFP	data	and	analysis	to	

various	national,	regional	and	local	
government	agencies	for	policy,	plan	and	
program	development		

X	 	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204	

This	is	aligned	with	POPCOM’s	roles	to	undertake,	promote	and	publish	
information,	studies	and	investigations	on	population	in	all	its	aspects	
including	family	planning	to	promote	effective	program	
implementation.		The	provision	and	promotion	of	updated	and	relevant	
data	on	RPFP	aims	to	promote	evidence-based	planning	and	program	
development	at	all	levels.	

2.	 2.	 Formulation	of	plan,	strategies	and	
investment	program	for	RPFP	services	

	 	 	 	 	 	 	 	

2.2	 a.	 Development	and	cascading	of	plan,	
strategies	and	investment	program	for	
the	national	family	planning	program	

X	 	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	EO	12,	s.	
2017;	EO	71,	s.	
2018;	DOH-
NEDA-POPCOM	
JMC	2019-01	

POPCOM	is	mandated	by	PD	79	to	formulate	and	adopt	coherent,	
integrated	and	comprehensive	long-term	plans,	programs	and	
recommendations	on	population	as	it	relates	to	economic	and	social	
development	consistent	with	and	implementing	the	population	policy.	
	
The	DOH-NEDA-POPCOM	JMC	No.	2019-01	in	line	with	full	devolution	
efforts	shall	also	be	reviewed	to	include	the	critical	roles	of	the	LGUs	to	
ensure	a	more	collaborative	and	harmonized	implementation	of	FP	and	
population	strategies	and	policies	country-wide.	
	

2.2	 b.	 Adoption,	implementation	and	alignment	
of	provincial	plan,	strategies	and	
investment	program	for	RPFP	strategies	
and	services	with	national	RPFP	
objectives	and	strategies	and	current	
local	context	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

The	province	is	tasked	to	develop	a	provincial	plan	and	program	for	
RPFP	through	RA	7160	and	the	RA	10354.		The	provincial	RPFP	plan	
and	program	shall	provide	overall	direction	and	strategies	in	
promoting	the	program	and	services	in	all	component	cities	and	
municipalities.		It	also	contains	support	interventions	that	can	be	
provided	to	the	component	localities.	
	
The	RPFP	plan	and	program	shall	be	integrated	in	the	Provincial	
Development	and	Physical	Framework	Plan	(PDPFP),	Province-wide	
Investment	for	Health	(PIPH)	and	Annual	Investment	Program	(AIP).	

2.2	 c.	 Integration	of	RPFP	initiatives	and	
strategies	in	city	development	plans,	
initiatives,	services,	and	investment	
programs	

	 	 X	 	 	 N/A	 As	part	of	the	general	welfare,	the	LGC	mandates	cities	and	
municipalities	to	deliver	family	planning	services.		The	Responsible	
Parenthood	and	Reproductive	Health	(RPRH)	law	and	other	relevant	
DILG	issuance	likewise	mandate	all	LGUs	to	ensure	universal	access	of	
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2.2	 d.	 Integration	of	RPFP	initiatives	and	

strategies	in	municipal	development	
plans,	initiatives,	services,	and	
investment	programs	

	 	 	 X	 	 N/A	 reproductive	health	services	including	family	planning.		To	
systematically	implement	this	mandate,	there	is	a	need	for	evidence-
based	plan	and	investment	program	covering	RPP	implementation	in	
all	component	barangays.		The	city	and	municipal	RPFP	program	
should	be	aligned	with	and	supportive	to	the	provincial	RPFP	program.	
	
The	RPFP	plan	and	program	shall	be	integrated	in	the	City	
Development	Plan	(CD),	Executive	and	Legislative	Agenda	(ELA),	
City/Municipal-wide	Investment	for	Health	(C/MIPH)	and	Annual	
Investment	Program	(AIP).	

2.2	 e.	 Integration	of	RPFP	strategies	and	
activities	in	the	barangay	development	
initiatives	

	 	 	 	 X	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

The	City/Municipal	strategies	and	plans	for	RPFP	shall	be	implemented	
directly	at	the	barangay	level.		As	such,	the	barangay	government	shall	
support	and	create	enabling	environment	for	the	implementation	of	
such	program.		It	can	also	develop	and	implement	other	RPFP	
strategies	and	programs	(e.g.,	RPFP	classes,	KATROPA	sessions,	and	
other	demand	generation	activities)	to	be	integrated	and	funded	
through	their	barangay	development	plan	(BDP),	AIP	and	Gender	and	
Development	(GAD)	plan	and	budget.	

2.2	 f.	 Provision	of	technical	support	to	LGUs	in	
the	development,	implementation	and	
assessment	of	local	RPFP-related	plans	
and	programs	

X	 	 	 	 	 .595	(MOOE)	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

Part	of	its	steering	function	and	to	ensure	alignment	of	sectoral	and	
local	plans	and	strategies	with	the	thrusts	and	objectives	of	national	
and	regional	program	on	population	and	family	planning,	the	provision	
of	technical	assistance	to	LGUs	shall	become	a	continuing	strategy	of	
POPCOM	for	RPFP	program.	
	

2.2	 g.	 Provision	of	technical	support	to	cities	
and	municipalities	in	the	integration	of	
RPFP	program	in	local	development	
initiatives	and	services	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

To	also	ensure	the	alignment	of	the	RPFP	strategies	with	the	provincial	
RPFP	program,	the	province	may	likewise	provide	technical	assistance	
to	component	cities	and	municipalities	particularly	in	the	development,	
implementation	and	assessment	of	RPFP	plans,	programs	and	
strategies.	
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2.2	 h.	 Building	and	mobilization	of	interagency	

collaboration	in	implementing	RPFP-
related	strategies		

X	 	 	 	 	 15.979	
(MOOE)	

PD	79	as	
amended	by	PD	
1204;	RA	7160	

Part	of	its	steering	functions	for	the	POPDEV	program	strategies	
particularly	for	RPFP	program	is	the	establishment	and	mobilization	of	
interagency	partnership	and	collaboration	to	ensure	that	all	aspects	of	
the	RPFP	program	is	addressed.		Since	RPFP	involves	not	only	the	
health	sector	but	also	other	stakeholders	(e.g.,	agency	addressing	
socioeconomic	dimensions	of	RPFP),	it	is	important	to	mobilize	all	
stakeholders	to	contribute	to	the	attainment	of	the	program	goals	and	
objectives.		For	this	purpose,	PD	79	mandates	POPCOM	to	call	upon	and	
utilize	any	department,	bureau,	office,	agency	or	instrumentality	of	the	
Government	for	such	assistance	as	it	may	require	in	the	performance	of	
its	functions.		Within	this	mandate,	POPCOM	national	and	regional	
offices	shall	coordinate	and	mobilize	other	relevant	government	
agencies	to	support	the	implementation	of	the	RPFP	program	at	the	
national,	regional	and	local	levels.		This	shall	include	the	mobilization	of	
CSOs	that	can	support	LGUs	in	the	promotion	of	the	RPFP	program.	

2.2	 i.	 Mobilization	of	coordinative	mechanism	
within	the	province	for	RPFP	program		

	 X	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

Provinces	may	also	organize	and	mobilize	coordinative	bodies	within	
their	jurisdictions	for	the	efficient	planning,	coordination	and	
implementation	of	the	program.		It	can	also	coordinate	with	regional	
coordinative	bodies,	government	agencies,	CSOs	and	development	
partners	to	support	the	RPFP	program	within	the	province.	

2.	 3.	 Demand	generation,	promotion	and	
social	behavior	change	
communication	(SBCC)	for	RPFP	
program	

	 	 	 	 	 	 	 	

2.3	 a.	 Development,	design	and	
implementation	of	national	and	regional	
communication,	promotional	and	SBCC	
strategies	and	prototype	materials	for	
RPFP	through	various	media		

X	 	 	 	 	 7.121	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	EO	12,	s	
2017;	JMC	2019-
1	(NEDA,	DOH-
POPCOM)		

PD	79	mandates	POPCOM	to	organize	and	implement	programs	that	
will	promote	a	broad	understanding	of	the	adverse	effects	on	family	life	
and	national	welfare	of	unlimited	population	growth.		To	support	
demand	generation	initiatives	at	the	local	level,	there	should	be	
national	and	local	communication	campaigns	to	be	implemented	by	
POPCOM	and	its	regional	offices.		These	national	SBCC	and	
communication	initiatives	at	the	national	and	regional	levels	aims	to	
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generate	public	awareness	towards	increase	practice	of	responsible	
parenthood	and	family	planning.	

2.3	 b.	 Development	and	conduct	of	demand	
generation,	promotions	and	SBBC	
activities	for	RPFP	at	the	provincial	level	
to	support	cities	and	municipalities	

	 X	 	 	 	 18.880	
(MOOE)	

Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

A	SBCC	and	communication	campaign	within	the	province	shall	support	
the	demand	generation	and	other	promotional	strategies	at	the	city	and	
municipal	levels.		It	may	specifically	support	municipalities	with	
inadequate	fund	for	implementing	SBCC	interventions	for	RPFP.	

2.3	 c.	 Conduct	of	demand	generation	or	SBCC	
activities	for	RPFP	at	the	community	
level	within	the	city	

	 	 X	 	 	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

As	a	devolved	function,	the	City	and	Municipal	POPDEV	Offices	shall	
development	and	implement	demand	generation	and	SBCC	strategies	at	
the	local	and	community	levels	to	promote	acceptance	and	practice	of	
responsible	parenthood	and	family	planning	among	couples,	
individuals	and	families	under	their	direct	care.		Demand	generation	is	
a	critical	component	of	FP	service	delivery.	
	
Cities	and	municipalities	may	adopt	the	already	proven	effective	
demand	generation	and	SBCC	strategies	being	promoted	by	POPCOM	
such	as:	
	

• Pre-marriage	orientation;	
• RPFP	classes	in	communities;	
• Family	development	sessions	(as	part	of	the	Pantawid	

Program);	
• KATROPA	sessions	(men’s	involvement	in	RPFP);	
• House-to-house	demand	generation	activities;	
• Mobilization	of	media	(online	and	local	radio);	and	
• Printing	and	dissemination	of	SBCC	materials.	

	
The	city	and	municipal	POPDEV	Office	may	also	develop	and	implement	
other	innovative	approaches	on	SBCC	or	demand	generation	for	RPFP.	

2.3	 d.	 Conduct	of	demand	generation	and	SBCC	
activities	for	RPFP	at	the	community	
level	within	the	municipality	

	 	 	 X	 	
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2.3	 e.	 Provision	of	RPFP	information	among	

beneficiaries	at	the	household	and	
community	level		

	 	 	 	 X	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

The	Barangay	shall	support	the	city	and	municipal	RPFP	demand	
generation	initiatives	through	provision	and	mobilization	of	barangay	
health	and	population	volunteers,	provision	of	venues	and	equipment	
for	the	conduct	of	the	RPFP	classes,	mobilization	and	organization	of	
participants,	provision	of	transportation	support	and	other	logistics	
requirements.	

2.3	 f.	 Provision	of	grants	and	financial	support	
or	incentives	to	5th	and	6th	class	
municipalities/LGUs	and	other	LGUs	
needing	assistance	and	CSOs	in	the	
implementation	of	RPFP	demand	
generation	strategies	and	activities	

X	 	 	 	 	 N/A	 RA	7160;	EO	
138;	NBC	138;	
RA	10354;	GAAs	
(provision	on	
CSO	
involvement)	

As	a	devolution	principle,	the	national	government	or	the	next	higher	
level	of	local	government	unit	may	provide	or	augment	the	basic	
services	and	facilities	assigned	to	a	lower	level	of	local	government	unit	
when	such	services	or	facilities	are	not	made	available	or,	if	made	
available,	are	inadequate	to	meet	the	requirements	of	its	inhabitants.	
	
Moreover,	EO	138	and	its	enabling	budget	circular	(NBC138)	allows	the	
provision	of	financial	assistance	to	LGUs	under	the	5th	and	6th	class	
categories	or	those	in	geographically	isolated	and	disadvantaged	areas.			
	
RA10354	also	provided	for	the	active	involvement	of	CSOs	in	the	
implementation	of	the	law	including	the	promotion	and	delivery	of	
family	planning	services.	

2.	 4.	 Coordination	and	implementation	of	
Pre-Marriage	Orientation	and	
Counseling	(PMOC)	Program	

	 	 	 	 	 	 	 	

2.4	 a.	 Development,	issuance	and	monitoring	
of	standards	and	overall	guidelines	in	the	
and	provision	of	training	to	facilitators	of	
PMOC	

X	 	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	PD	965;	
RA	10354;	JMC	
on	PMOC	

PD	965	and	the	JMC	on	PMOC	with	DSWD,	DOH,	PSA	and	DILG	
mandated	POPCOM	to	set	standards	for	training	and	conduct	of	pre-
marriage	orientation	which	covers	instructions	on	family	planning	and	
responsible	parenthood.			POPCOM	is	also	mandated	to	provide	the	
training	and	certification	among	local	PMOC	implementers	or	members	
of	the	local	PMOC	Team.	

2.4	 b.	 Coordination	and	continual	
improvement	of	the	PMOC	program	
within	the	province	

	 X	 	 	 	 N/A	 PD	965;	RA	
10354;	JMC	on	
PMOC	

Under	the	JMC	On	PMOC,	the	Provincial	POPDEV	Office	shall	coordinate	
the	implementation	of	the	PMOC	Program	among	its	component	cities	
and	municipalities.		It	shall	facilitate	resolution	of	emerging	issues	and	
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concerns.	It	shall	likewise	support	the	cities	and	municipalities	with	
necessary	training	and	logistics	for	the	efficient	implementation	of	the	
program.	

2.4	 c.	 Implementation	and	continual	
enhancement	of	PMO	at	the	city	level	

	 	 X	 	 	 N/A	 PD	79	as	
amended;	PD	
965;	RA	10354;	
JMC	on	PMOC	

PD	965	and	RA	10354	and	the	JMC	on	PMOC	mandate	LGUs	to	
implement	the	provision	of	instruction	on	family	planning	and	
responsible	parenthood	among	applicants	of	marriage	license	or	
would-be-couples.	

2.4	 d.	 Implementation	and	continual	
enhancement	of	PMO	at	the	municipal	
level	

	 	 	 X	 	 N/A	

2.	 5.	 Capacity	development	(CapDev)	and	
provision	of	technical	assistance	on	
RPFP	program	

	 	 	 	 	 	 	 	

2.5	 a.	 Setting	the	standards	for	appropriate	
capacities	and	develop/implement	a	
national	CapDev	plan	and	strategy	for	
national,	regional	and	local	RPFP	
program	implementers	and	service	
providers	

X	 	 	 	 	 4.020	(MOOE)	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132;	PD	
965	and	JMC	on	
PMOC	

The	capacity	building	and	provision	of	technical	assistance	to	LGUs	in	
delivering	quality	FP	information	and	services	aims	to	enhance	local	
autonomy	in	implementing	and	delivering	effective	RPFP	information	
and	services.		PD	965	and	JMC	on	PMOC	also	mandates	POPCOM	to	set	
standards	and	to	conduct	training	and	issue	certificate	of	training	on	
pre-marriage	orientation	for	pre-marriage	facilitators.	
	
Within	these	mandates,	POPCOM	shall	continue	to	develop	and	provide	
tools,	capacity	building	programs	and	strategies	to	continuously	
improve	the	competencies	of	the	LGUs	in	planning	and	implementing	
RPFP	program.	

2.5	 b.	 Provision	and	coordination	with	
POPCOM	and	DOH	on	the	CapDev	on	
RPFP	for	program	implementers	and	
service	providers	in	cities	and	
municipalities		

	 X	 	 	 	 N/A	 The	province,	being	a	main	program	coordinator	among	its	component	
cities	and	municipalities	should	also	ensure	their	capacity	for	effective	
program	management.			

2.5	 c.	 Identification	and	provision	of	capacity	
development	interventions	for	program	
implementers	and	services	providers	
from	the	barangays	within	the	city	

	 	 X	 	 	 N/A	 	 Cities	and	municipalities	shall	ensure	the	quality	of	RPFP	information	
and	services	through	well-trained	and	competent	local	and	community-
based	service	providers	and	program	implementers.	
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2.5	 d.	 Identification	and	provision	of	capacity	

development	interventions	for	program	
implementers	and	services	providers	
from	the	barangays	within	the	
municipality	

	 	 X	 	 	 N/A	 	

2.	 6.	 FP	supply	chain	management	 	 	 	 	 	 	 	 	
2.6	 a.	 Management	(planning,	procurement,	

distribution,	monitoring)	the	overall	
supply	chain	for	FP	commodities	within	
the	country	to	ensure	continuous	
availability	

X	 	 	 	 	 N/A	 RA	10354;	PD	
79;	JMC	2019-1	
(NEDA,	DOH-
POPCOM);	DOH	
DM	2015-0384	
DOH	DO	2017-
0345	

Procurement	of	FP	supplies	and	commodities	particularly	for	those	
belonging	to	the	population	listed	in	the	National	Household	Targeting	
System	(NHTS)	or	Listahanan	of	DSWD	is	mandated	as	a	function	of	
national	government.		This	function	is	retained	at	the	national	level	due	
to	economies	of	scale	(cheaper-by-the-dozen).		This	also	falls	under	the	
redistributive	function	of	national	government	to	ensure	equitable	
distribution	of	supplies	especially	among	LGUs	with	lesser	capacity	to	
procure	such	commodities.	
	
Moreover,	POPCOM	also	procures	FP	supplies	to	augment	gaps	in	
service	delivery	(pursuant	to	decentralization	principle	under	RA	
7160)	at	the	local	level	directly	to	the	LGUs	or	to	CSO	partners.		This	is	
pursued	within	the	devolution	principle	of	providing	or	augmenting	the	
basic	services	and	facilities	assigned	to	a	lower	level	of	local	
government	unit	when	such	services	or	facilities	are	not	made	available	
or,	if	made	available,	are	inadequate	to	meet	the	requirements	of	its	
inhabitants.	

2.6	 b.	 Forecasting	and	procurement	of	FP	
supplies	to	augment	gaps	in	FP	supplies	
in	the	component	cities	and	
municipalities	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

LGUs	are	mandated	by	RPRH	law	to	procure	FP	supplies	to	augment	
nationally	distributed	commodities	to	ensure	universal	access	to	FP	
services.		As	such,	the	provincial	government	may	procure	FP	supplies	
that	can	augment	inadequacies	at	the	city	and	municipal	level.	
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2.6	 c.	 Forecasting	and	procurement	of	FP	

supplies	at	the	city	level	to	augment	
national	supply	

	 	 X	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

Cities	and	municipalities	can	procure	additional	FP	supplies	to	augment	
nationally	distributed	commodities	to	ensure	universal	access	to	FP	
services.	

2.6	 d.	 Forecasting	and	procurement	of	FP	
supplies	at	the	municipal	to	augment	
national	supply	

	 	 	 X	 	 N/A	

2.6	 e.	 Warehousing	and	distribution	of	
nationally	procured	FP	supplies	to	LGUs	
and	accredited	CSOs		

X	 	 	 	 	 7.644	(MOOE)	 JMC	2019-1	
(NEDA,	DOH-
POPCOM);	

The	RPRH	law	mandates	the	DOH	to	procure	and	distribute	FP	
commodities	to	the	LGUs.		Given,	however,	the	various	programs	of	
DOH	and	reported	incidence	of	stockouts	of	FP	supplies	in	various	
public	health	facilities,	it	was	agreed	between	the	two	agencies	under	
its	co-management	scheme	that	POPCOM	shall	assist	in	the	
warehousing	and	distribution	of	nationally	procured	FP	supplies	using	
its	warehouses	at	the	national	and	regional	offices.		Since	2019,	DOH	
has	tapped	POPCOM	to	distribute	the	commodities	to	LGUs	to	ensure	
that	such	supplies	are	distributed	on	time	to	avoid	disruptions	in	FP	
services.	

2.6	 f.	 Tracking	of	stock	level	of	FP	supplies	in	
health	facilities		

X	 	 	 	 	 1.150	 DOH	DM	2015-
0384	

This	is	likewise	part	of	the	institutional	agreement	of	POPCOM	and	DOH	
to	ensure	that	no	public	health	facilities	incur	stockouts	of	FP	supplies.		
This	involves	the	reporting	to	DOH	as	well	as	repositioning	of	supplies	
from	one	facility	with	overstock	to	facilities	with	reported	stockouts.	As	
such,	each	service	delivery	point	in	the	health	care	system	will	provide	
inventory	and	utilization	information	to	ensure	commodities	are	
delivered	just	in	time	(JIT)	and	the	data	are	consolidated,	analyzed	and	
acted	upon	by	DOH	and	relevant	agencies.	This	role/activity	shall	be	
retained	with	POPCOM	in	collaboration	with	DOH	as	part	of	its	program	
management	and	steering	functions.	

2.6	 g.	 Logistics	management	of	FP	supplies	at	
within	the	province	including	
warehousing	and	distribution	of	
allocated	supplies	to	cities	and	
municipalities	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	

As	part	of	ensuring	the	availability	of	quality	FP	services,	LGUs	are	
accountable	for	the	efficient	receipt,	warehousing,	distribution	and	
dispensing	of	FP	supplies	and	commodities	either	those	received	from	
national	level	or	locally	procured.		The	provincial	government	may	
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2019-100	and	
2020-132	

support	cities	and	municipalities	in	the	management	of	FP	supplies	
through	warehousing	and	distribution.	

2.6	 h.	 Logistics	management	of	FP	supplies	at	
the	city	level		

	 	 X	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

Cities	and	municipalities	are	primarily	accountable	for	the	efficient	
receipt,	warehousing,	distribution	and	dispensing	of	FP	supplies	and	
commodities	either	those	received	from	national	level	or	locally	
procured	to	ensure	delivery	of	quality	FP	services.	

2.6	 i.	 Logistics	management	of	FP	supplies	at	
the	municipal	level	

	 	 	 X	 	 N/A	

2.	 7.	 Delivery	of	RPFP	services		 	 	 	 	 	 	 	 	
2.7	 a.	 Provision	of	RPFP	information	and	

services	within	the	city	
	 	 X	 	 	 N/A	 Sec.	17,	RA	

7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

As	part	of	the	general	welfare	under	Sec	17	of	the	LGC,	cities	and	
municipalities	are	mandated	to	deliver	family	planning	services	which	
includes	both	demand	generation	and	service	delivery	components.		
The	RPRH	law	likewise	mandated	all	LGUs	to	ensure	universal	access	of	
reproductive	health	services	including	family	planning	in	partnership	
with	the	national	government.			
	
The	City/Municipal	Health	and	POPDEV	Office	shall	deliver	FP	
information	and	services	through	the	city/municipal	or	rural	health	
center.		It,	however,	mobilizes	the	barangay	health	stations	for	the	
delivery	of	primary	FP	information	and	services	particularly	for	short-
acting	methods	and	natural	family	planning	methods.	

2.7	 b.	 Provision	of	RPFP	information	and	
services	within	the	municipality	

	 	 	 X	 	 N/A	

2.7	 c.	 Provision	of	RPFP	information	and	
services	through	the	barangay	health	
stations	and	community-based	strategies	

	 	 	 	 X	 N/A	 The	barangay	health	stations	shall	be	the	primary	outlet	for	RPFP	
information	and	services	at	the	community-level.		It	shall	refer	clients	
to	RHUs	or	tertiary	health	care	facilities	particularly	for	long-acting	and	
permanent	FP	methods.	

2.7	 d.	 Augmentation	of	gaps	in	provision	of	FP	
services	(particularly	long-acting	and	
permanent	FP	methods)	at	the	local	level	

X	 	 	 	 	 3.139	(MOOE)	 PD	79,	Sec.	17,	
RA	7160;	RA	
10354;	EO	12,	s.	
2017	

PD	79	as	amended	by	PD	1204	mandates	POPCOM	to	employ	or	
authorize	the	employment	by	participating	agencies	in	the	national	
family	planning,	health	and	welfare	program	of	physicians,	nurses,	and	
midwives	and	other	persons	to	provide,	dispense	and	administer	all	
acceptable	methods	of	contraception	to	all	citizens	of	the	Philippines	
desirous	of	spacing,	limiting,	or	preventing	pregnancies:	Provided,	That	
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the	above	mentioned	persons	except	physicians,	for	the	purpose	of	
contraception,	have	been	trained	and	duly	certified	by	the	POPCOM.	
	
As	a	devolution	principle,	the	national	government	or	the	next	higher	
level	of	local	government	unit	may	provide	or	augment	the	basic	
services	and	facilities	assigned	to	a	lower	level	of	local	government	unit	
when	such	services	or	facilities	are	not	made	available	or,	if	made	
available,	are	inadequate	to	meet	the	requirements	of	its	inhabitants.	
	
RPRH	Law	also	provides	for	the	establishment	of	an	efficient	and	
integrated	service	delivery	network	which	include	national	and	
regional	FP	service	points	and	organizations.	
	
As	part	of	the	FP	program	response	to	the	ongoing	public	health	
emergency,	POPCOM	and	DOH	shall	organize	itinerant	teams	for	long-
acting	and	permanent	methods	for	both	service	delivery	and	training	of	
other	providers.	These	itinerant	cum	training	teams	shall	be	based	at	
the	regional	level	with	facilities	for	service	delivery	and	training	at	
functional	FP	clinics.	

2.	 8.	 Monitoring	and	evaluation	of	RPFP	
program	

	 	 	 	 	 	 	 	

2.8	 a.	 Monitoring	and	evaluation	of	RPFP	
program	at	the	national	level	as	part	of	
its	steering	function	

X	 	 	 	 	 3.598	(MOOE)	 PD	79;	RA	
10354;	EO	12,	s.	
2017	

Monitoring	and	evaluation	functions	and	strategies	are	important	in	
ensuring	the	effectiveness	of	the	implementation	of	RPFP	policies,	
plans	and	programs	at	the	national	level.		For	this	purpose,	POPCOM	
shall	develop	a	systematic	and	comprehensive	M&E	mechanism	for	
RPFP.		It	shall	also	initiate	monitoring	and	program	reviews	at	the	local	
level	to	identify	areas	needing	improvement	and	as	part	of	the	technical	
assistance	to	be	provided	to	LGUs.	

2.8	 b.	 Monitoring	and	evaluation	of	RPFP	
policies,	plans	and	strategies	at	the	
provincial	level	as	part	of	its	program	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-

The	Provincial	POPDEV	Office	in	collaboration	with	existing	
coordinative	body	(e.g.,	local	implementation	team	for	RPRH	law)	shall	
develop	and	implement	an	efficient	M&E	system	to	ensure	efficient	
implementation	of	the	program	within	the	province.	



Matrix	on	the	Unbundling	of	PPAs	of	the	NGAs	to	Different	Levels	of	Government	(ANNEX	A)	
	

Page	24	of	32	
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in	FY	2021	
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PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
management	functions	within	the	
province	

145,	2017-85,	
2019-100	and	
2020-132	

2.8	 c.	 Monitoring	and	evaluation	of	RPFP	
policies,	plans	and	strategies	at	the	city	
level		

	 	 X	 	 	 N/A	 Sec.	17,	RA	
7160;		

The	M&E	at	the	city	and	municipal	level	shall	cover	implementation	
within	the	locality	and	in	barangays.		As	such,	it	may	conduct	program	
review	and	planning	workshops	using	the	RPFP	database	and	
information	system	to	further	enhance	the	local	RPFP	program.	2.8	 d.	 Monitoring	and	evaluation	of	RPFP	

policies,	plans	and	strategies	at	the	
municipal	level		

	 	 	 X	 	 N/A	 Sec.	17,	RA	
7160;		

3.	 ADOLESCENT	HEALTH	AND	
DEVELOPMENT	(AHD)	PROGRAM	
(Prevention	of	adolescent	pregnancies	
and	social	protection	program	for	
adolescent	mothers	and	their	children)	

	 	 	 	 	 	 	 	

3.	 1.	 Establishment	of	AHD	database	and	
information	system		

	 	 	 	 	 	 	 	

3.1	 a.	 Development	of	national	data	or	
situationer	on	AHD-related	outcomes	
and	outputs	for	evidence-based	program	
management	

X	 	 	 	 	 .187	(MOOE)	 PD	79	as	
amended	by	PD	
1204	

A	database	and	information	system	at	the	national	and	regional	levels	
on	AHD	that	consolidates	data	at	various	levels	is	necessary	for	overall	
program	planning	and	coordination	functions	of	POPCOM.			

3.1	 b.	 Setting-up	and	utilization	of	provincial	
databases	and	information	systems	on	
AHD	for	evidence-based	program	
management	within	the	province	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	EO	141	

Data	and	information	are	likewise	important	in	the	effective	planning	
and	development	of	program	for	the	welfare	of	children	and	youth	
particularly	in	addressing	incidence	of	adolescent	pregnancies	and	
protecting	adolescent	mothers	from	various	risks	and	vulnerabilities	
within	the	provincial	level.		The	provincial	database	shall	consist	of	
relevant	indicators	from	the	cities	and	municipalities.	

3.1	 c.	 Gathering	and	analysis	of	information	
into	AHD	database	for	evidence-based	
program	management	in	the	city	

	 	 X	 	 	 N/A	 Sec.	17,	RA	
7160;	EO	141	

Data	and	information	are	also	important	in	the	design	and	development	
of	effective	programs	for	adolescent	health	and	development	
particularly	in	addressing	adolescent	pregnancies	and	in	protecting	
adolescent	mothers	and	their	children	from	risks	and	vulnerabilities.		3.1	 d.	 Gathering	and	analysis	of	information	

into	AHD	database	for	evidence-based	
	 	 	 X	 	 N/A	 Sec.	17,	RA	

7160;	EO	141	
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in	FY	2021	
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Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
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NG	 P	 C	 M	 B	
program	management	in	the	
municipality	

The	AHD	data	at	the	city	and	municipal	level	shall	include	the	following	
basic	indicators:	
	

• Outcome	indicators:	number	of	livebirths	among	adolescents,	
adolescent	fertility	rate,	incidence	of	sexual	abuse	among	
minors	or	children;	maternal	deaths	among	adolescents;	infant	
deaths	

• Output	indicators:	service	utilization	indicators,	number	of	
program	beneficiaries,	inventory	of	various	programs	and	
services	on	ASRH	

3.1	 e.	 Gathering	and	filing	of	information	
among	adolescents	to	support	the	
city/municipal	database	on	AHD	

	 	 	 	 X	 N/A	 Sec.	17,	RA	
7160;	EO	141	

The	barangay	shall	also	maintain	indicators	needed	for	the	
development	and	implementation	of	AHD-related	interventions	at	the	
community	level.	

3.1	 f.	 Conduct	and	dissemination	of	research	
and	studies	on	AHD	with	national	scope	
for	evidence-based	program	and	policy	
development	

X	 	 	 	 	 .534	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

This	is	pursuant	to	Sec.	4	of	PD	79	which	mandates	POPCOM	to	make	
comprehensive	studies	of	demographic	data	and	expected	demographic	
trends	and	propose	policies	that	affect	specific	and	quantitative	
population	goals.	Moreover,	it	shall	also	undertake,	promote	and	
publish	information,	studies	and	investigations	on	Philippine	
population	in	all	its	aspects	

3.1	 g.	 Conduct	and	dissemination	of	researches	
and	studies	on	AHD	with	provincial	or	
local	scope	

	 X	 	 	 	 N/A	 RA	7160	 The	Provincial	POPDEV	Office	in	collaboration	with	other	relevant	local	
offices	and	national	agencies	may	also	conduct	AHD	relevant	
researches	that	can	be	used	for	the	enhancement	of	the	AHD	program	
within	the	province.			

3.1	 h.	 Provision	of	CapDev	and	technical	
support	to	national	and	local	government	
agencies	in	setting-up	and	utilization	of	
AHD	database	and	information	systems	
in	evidence-based	program	design	

X	 	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

The	capacity	building	and	provision	of	technical	assistance	to	LGUs	in	
setting-up	and	utilizing	AHD	program	data	aims	to	enhance	local	
autonomy	in	implementing	and	delivering	effective	AHD	information	
and	services.		Technical	assistance	to	be	provided	by	POPCOM	shall	be	
in	the	form	of	tools,	functional	information	system,	researches	and	
studies,	data	and	information,	and	training	or	capability	building	
among	program	implementers	and	local	stakeholders.		POPCOM	can	
also	mobilize	other	agencies	to	provide	technical	assistance	to	LGUs	in	
relation	to	AHD	data	management.	
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in	FY	2021	
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NG	 P	 C	 M	 B	
3.1	 i.	 Provision	of	technical	support	to	cities	

and	municipalities	in	setting-up	and	
utilization	of	AHD	database	and	
information	systems	

	 X	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	RA	7160	

The	province,	being	a	main	program	coordinator	among	its	component	
cities	and	municipalities	should	also	ensure	their	capacity	for	effective	
program	management	particularly	on	setting-up	and	maintaining	a	
AHD	information	system.	

3.1	 j.	 Provision	of	AHD	data	and	analysis	to	
various	national,	regional	and	local	
government	agencies	for	evidence-based	
policy,	plan	and	program	development		

X	 	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204	

This	is	aligned	with	POPCOM’s	roles	to	undertake,	promote	and	publish	
information,	studies	and	investigations	on	population	in	all	its	aspects	
including	family	planning	to	promote	effective	program	
implementation.	

3.	 2.	 Formulation	of	plan,	strategies	and	
investment	program	for	AHD	program	

	 	 	 	 	 	 	 	

3.2	 a.	 Development	of	plan,	strategies	and	
investment	program	for	the	national	
AHD	program	
• Development	of	comprehensive	plan	

for	the	prevention	of	adolescent	
pregnancy	(EO	141)	

• Development	of	social	protection	
program	for	adolescent	mothers	and	
their	children	(2021	GAA)	

X	 	 	 	 	 .273	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	EO	12,	s.	
2017;	EO	71,	s.	
2018;	EO	141,	s.	
2021;	2021	GAA	

POPCOM	is	mandated	by	PD	79	to	formulate	and	adopt	coherent,	
integrated	and	comprehensive	long-term	plans,	programs	and	
recommendations	on	population	as	it	relates	to	economic	and	social	
development	consistent	with	and	implementing	the	population	policy.		
EO	141	also	specifically	mandated	POPCOM	to	consolidated	initiatives	
of	all	government	agencies	into	a	Comprehensive	Action	Plan	for	the	
Prevention	of	Adolescent	Pregnancies.	
	
Moreover,	2021	GAA	also	mandated	POPCOM,	together	with	DSWD,	to	
develop	a	social	protection	program	for	adolescent	mothers	and	their	
children.	

3.2	 b.	 Adoption	of	national	AHD	strategies	
within	the	provincial	context	and	
integration	in	the	regular	provincial	
development	initiatives	and	investment	
program	

	 X	 	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10742;	
RA	10354;	EO	
141,	s.	2021;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

As	part	of	the	basic	services	to	be	provided	by	LGUs	under	the	LGC	are	
those	for	welfare	of	children,	adolescents	and	youth.		RA	10742	
mandates	the	LGUs	through	the	Local	Youth	Development	Council	
(LYDC)	to	develop	a	local	youth	development	plan	which	include	
strategies	for	adolescent	sexual	and	reproductive	health.		EO	141	also	
mandated	LGUs	to	develop	and	implement	interventions	to	prevent	
adolescent	pregnancies	and	to	protect	adolescent	mothers	and	those	
currently	pregnant	from	various	risks	and	vulnerabilities.	

3.2	 c.	 Adoption	of	national	AHD	strategies	
(including	preventive	and	social	
protection	interventions)	within	the	

	 	 X	 	 	 N/A	 Sec.	17,	RA	
7160;	RA	10742;	
RA	10354;	EO	

As	part	of	its	mandate	to	provide	welfare	services	for	children,	
adolescents	and	youth,	cities	and	municipalities	are	to	develop	and	
implement	various	strategies	and	programs	to	prevent	adolescent	
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NG	 P	 C	 M	 B	
context	of	the	city	and	integration	in	the	
regular	city	development	initiatives	and	
investment	program	

141,	s.	2021;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

pregnancies,	protect	adolescent	mothers	and	their	children	from	
different	types	or	risks	and	generally	promote	reproductive	health	
among	adolescents.		Such	strategies	shall	develop	based	on	existing	
AHD	data	and	information	at	the	local	level.		Assistance	in	the	
development	of	such	interventions	shall	also	be	provided	by	POPCOM	
regional	offices	and	other	relevant	government	agencies.	

3.2	 d.	 Adoption	of	national	AHD	strategies	
(including	preventive	and	social	
protection	interventions)	within	the	
context	of	the	municipality	and	
integration	in	the	regular	municipal	
development	initiatives	and	investment	
program	

	 	 	 X	 	 N/A	

3.2	 e.	 Development	and	implementation	of	
community-based	AHD	strategies	and	
program	(at	the	barangay	level)	

	 	 	 	 X	 N/A	 Sec.	17,	RA	
7160;	RA	10742;	
RA	10354;	EO	
141,	s.	2021;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

With	more	direct	interaction	with	its	constituents,	the	barangay	
through	the	Sanggunian	Kabataan,	in	collaboration	with	community	
youth	groups	may	involve	adolescents	in	AHD	programs	and	strategies.	

3.3	 f.	 Provision	of	grants	and	financial	support	
or	incentives	to	5th	and	6th	class	
municipalities/LGUs	and	other	qualified	
LGUs	and	CSOs	in	the	implementation	of	
AHD	strategies	and	activities	

X	 	 	 	 	 9.136	(MOOE)	 Sec.	17,	RA	
7160;	RA	10742;	
RA	10354;	EO	
141,	s.	2021;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132;	EO	
138;	NBC	138;	
RA	10354;	GAAs	
(provision	on	
CSO	
involvement)	

This	enhances	local	autonomy	through	improved	coordination	of	
national	government	policies	and	programs	and	extension	of	adequate	
technical	and	material	assistance	to	LGUs.	
	
EO	138	and	its	enabling	budget	circular	(NBC138)	allows	the	provision	
of	financial	assistance	to	LGUs	under	the	5th	and	6th	class	categories	or	
those	in	geographically	isolated	and	disadvantaged	areas.			
	
RA10354	provided	for	the	active	involvement	of	CSOs	in	the	
implementation	of	the	law	including	the	promotion	and	delivery	of	
family	planning	services.	

3.3	 g.	 Building	and	mobilizing	interagency	
collaboration	in	implementing	AHD-
related	strategies	at	the	national	level	

X	 	 	 	 	 .554	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	EO	141	

PD	79	mandates	POPCOM	to	call	upon	and	utilize	any	department,	
bureau,	office,	agency	or	instrumentality	of	the	Government	for	such	
assistance	as	it	may	require	in	the	performance	of	its	functions.	EO	141	
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also	mandated	specifically	mandated	POPCOM	to	consolidated	
initiatives	of	all	government	agencies	into	a	Comprehensive	Action	Plan	
for	the	Prevention	of	Adolescent	Pregnancies.		It	also	mandated	
POPCOM	to	educate	leaders	and	other	stakeholders	on	evidence-based	
interventions	for	the	prevention	of	adolescent	pregnancies	and	
promotion	of	adolescent	reproductive	health.	

3.3	 h.	 Building	and	mobilizing	interagency	
collaboration	in	implementing	AHD-
related	strategies	within	the	province	

	 X	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	EO	141	

Provinces	may	also	organize	and	mobilize	coordinative	bodies	within	
their	jurisdictions	for	the	efficient	planning,	coordination	and	
implementation	of	the	program.	

3.	 4.	 Promotion	and	SBCC	strategies	for	
prevention	of	adolescent	pregnancies	
and	social	protection	of	adolescent	
mothers	and	their	children	

	 	 	 	 	 	 	 	

3.4	 a.	 Development,	design	and	
implementation	of	national	and	regional	
communication	and	SBCC	strategies	to	
support	local	interventions	

X	 	 	 	 	 9.149	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	EO	141	

To	support	demand	generation	initiatives	at	the	local	level,	POPCOM	
shall	launch	and	implement	national	and	local	communication	
campaigns.		This	aims	to	sustain	public	awareness	among	stakeholders	
in	the	prevention	of	adolescent	pregnancies	and	further	protection	of	
mothers.			
	
EO	141	also	mandated	POPCOM	to	educate	leaders	and	other	
stakeholders	on	evidence-based	interventions	for	the	prevention	of	
adolescent	pregnancies	and	promotion	of	adolescent	reproductive	
health.	

3.4	 b.	 Design	and	conduct	of	province-wide	
communication	and	SBCC	strategies	on	
AHD	

	 X	 	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	EO	141;	
RA	10742;	RA	
10354;	EO	141,	
s.	2021;	DILG	MC	
2015-145,	2017-
85,	2019-100	
and	2020-132	

RPRH	law,	EO	141	and	other	relevant	issuances	mandated	LGUs	to	
promote	comprehensive	sexuality	education	and	adolescent	sexual	
health	among	adolescents	and	other	stakeholders	within	their	
respective	jurisdiction.		Community-based	communication	campaign	
for	the	prevention	of	adolescent	pregnancies	is	crucial	as	LGUs	have	
direct	interaction	with	these	target	population.	
	
At	the	provincial	level,	SBCC	strategies	shall	support	the	campaigns	and	
strategies	for	the	prevention	of	adolescent	pregnancies	and	further	
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protection	of	mothers	at	the	city	and	municipal	levels.		This	is	to	ensure	
that	those	localities	with	inadequate	fund	for	promotional	activities	are	
covered	by	the	provincial	AHD	campaigns.	

3.4	 c.	 Design	and	conduct	of	communication	
and	SBCC	strategies	and	activities	at	the	
city	level	

	 	 X	 	 	 N/A	 PD	79	as	
amended	by	PD	
1204;	EO	141;	
RA	10742;	RA	
10354;	EO	141,	
s.	2021;	DILG	MC	
2015-145,	2017-
85,	2019-100	
and	2020-132	

At	the	city	and	municipal	level,	SBCC	interventions	for	the	prevention	of	
adolescent	pregnancies	and	social	protection	of	adolescent	mothers	
and	their	children	shall	cover	more	directly	their	constituents	through	
the	barangay,	community-based	organizations	and	other	local	
stakeholders.		SBCC	strategies	may	be	in-school	and	in	communities	
using	various	forms	of	media.	

3.4	 d.	 Design	and	conduct	of	communication	
and	SBCC	strategies	and	activities	at	the	
municipal	level	

	 	 	 X	 	 N/A	

3.4	 e.	 Design	and	conduct	of	communication	
and	SBCC	strategies	and	activities	at	the	
barangay	level	

	 	 	 	 X	 N/A	 The	Barangay	shall	also	support	the	city	and	municipality	in	their	AHD	
SBCC	campaigns	or	can	design	and	implement	their	own	strategies	to	
directly	reach	adolescents	and	other	stakeholders	(e.g.,	parents	and	
barangay	officials)	within	their	community.	

3.	 5.	 Capacity	development	(CapDev)	and	
provision	of	technical	assistance	on	
AHD	program	

	 	 	 	 	 	 	 	

3.5	 a.	 Development	and	implementation	of	a	
national	CapDev	plan	and	strategy	for	
national,	regional	and	local	AHD	program	
implementers	

X	 	 	 	 	 7.190	(MOOE)	 PD	79	as	
amended	by	PD	
1204;	EO	141	

POPCOM	is	mandated	by	PD	79	to	formulate	and	adopt	coherent,	
integrated	and	comprehensive	long-term	plans,	programs	and	
recommendations	on	population	as	it	relates	to	economic	and	social	
development	consistent	with	and	implementing	the	population	policy.			
	
EO	141	also	mandated	POPCOM	to	consolidated	initiatives	of	all	
government	agencies	into	a	Comprehensive	Action	Plan	for	the	
Prevention	of	Adolescent	Pregnancies.		Further,	it	may	call	upon	
relevant	government	agencies	for	this	purpose.		This	issuance	also	
mandated	POPCOM	to	educate	leaders	and	other	stakeholders	on	
evidence-based	interventions	for	the	prevention	of	adolescent	
pregnancies	and	promotion	of	adolescent	reproductive	health.	
	
As	part	of	technical	assistance,	POPCOM	shall	also	continuously	provide	
various	tested	AHD	approaches,	modules,	tools	and	other	materials	that	
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Function	/Service/Facility/	
Program/Project/Activity	

Assignment	per	Level	of	
Government1		

Appropriation	
in	FY	2021	

GAA	
(in	PhP	M)	

Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
can	assist	LGUs	in	the	planning,	design,	implementation	and	monitoring	
and	evaluation	of	local	AHD	program.	

3.5	 b.	 Identification,	organization	and	conduct	
of	CapDev	initiatives	to	AHD	program	
implementers	within	the	province	

	 X	 	 	 	 N/A	 RA	7160;	EO	
141;	RA	10742;	
RA	10354;	EO	
141,	s.	2021;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

As	the	overall	AHD	program	coordinator	within	the	province,	the	
Provincial	POPDEV	Office	and	other	relevant	offices	may	provide	
technical	assistance	and	capacity	building	activities	to	cities	and	
municipalities	to	ensure	not	only	the	efficient	and	effective	AHD	
interventions	within	their	respective	locality	but	also	their	alignment	
with	the	provincial	AHD	program	goals	and	objectives.	
	

3.5	 c.	 Development	of	the	capacities	of	city	
AHD	implementers	and	partners	
including	those	in	the	barangays	

	 	 X	 	 	 N/A	 RA	7160;	EO	
141;	RA	10742;	
RA	10354;	EO	
141,	s.	2021;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

In	collaboration	with	the	province	and	POPCOM	regional	offices,	cities	
and	municipalities	can	organize	and	provide	needed	training	and	
capacity	building	activities	to	ensure	efficient	and	effective	
implementation	of	the	AHD	program.		It	can	also	provide	technical	
assistance	and	training	among	community-based	workers	and	
implementer	on	AHD.	
	

3.5	 c.	 Development	of	the	capacities	of	
municipal	AHD	implementers	and	
partners	including	those	in	the	
barangays	

	 	 	 X	 	 N/A	

3.	 6.	 Delivery	of	AHD/ASRH	services	 	 	 	 	 	 	 	 	
3.6	 a.	 Establishment	and	improvement	of	

integrated	AHD	service	delivery	network	
among	facilities,	service	providers	and	
organizations	

	 X	 	 	 	 3.513	(MOOE)	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-
145,	2017-85,	
2019-100	and	
2020-132	

As	part	of	the	general	welfare,	the	LGC	mandates	cities	and	
municipalities	to	deliver	welfare	services	to	children	and	youth.		The	
RPRH	law	likewise	mandated	all	LGUs	to	ensure	universal	access	to	
comprehensive	reproductive	health	education	and	services	including	
family	planning	in	partnership	with	the	national	government.			
	
The	provincial	government	may	provide	augmentation	of	funds	and	
services	including	human	resource	for	the	provision	of	AHD/ASRH	
services.		This	includes	support	in	the	establishment	of	the	referral	
mechanism	(e.g.,	AHD	information	and	service	delivery	network)	that	
covers	cluster	of	cities	and	municipalities.	

3.6	 b.	 Provision	of	AHD	services	at	the	city	and	
community	level	

	 	 X	 	 	 N/A	 Direct	provision	of	AHD/ASRH	services	through	the	health	and	social	
facilities	including	the	teen	centers	or	one-stop-shop	type	of	facilities	
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Function	/Service/Facility/	
Program/Project/Activity	

Assignment	per	Level	of	
Government1		

Appropriation	
in	FY	2021	

GAA	
(in	PhP	M)	

Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
3.6	 c.	 Provision	of	AHD	services	at	the	

municipal	and	community	level	
	 	 	 X	 	 N/A	 (in	school	and	communities)	for	adolescents	and	youth	shall	be	

provided	at	the	city,	municipal	and	barangay	levels.	
3.6	 d.	 Provision	of	AHD	services	at	the	local	

and	community	level	
	 	 	 	 X	 N/A	 Barangays	can	serve	as	the	implementation	site	of	city	and	municipal	

AHD	and	ASRH	services	through	their	health	and	social	facilities.		They	
can	also	support	the	identification,	organization	and	mobilization	of	
participants	in	local	AHD	program.	

3.6	 e.	 Provision	of	CapDev	and	technical	
assistance	in	setting-up	information	and	
service	delivery	network	(ISDN)	and	
other	integrated	facilities	(e.g.,	teen	
centers)	for	AHD	at	the	regional,	
provincial,	district	levels	and	highly	
urbanized	cities	

X	 	 	 	 	 1.000	(MOOE)	 RPRH	Law	also	provides	for	the	establishment	of	an	efficient	and	
integrated	service	delivery	network	which	include	national	and	
regional	FP	service	delivery	points	and	organizations.		POPCOM	in	
collaboration	with	other	national	government	agencies	shall	provide	
necessary	training	and	technical	assistance	to	LGUs	in	setting	ISDN	and	
relevant	facilities	at	the	local	level.	

3.6	 f.	 Provision	of	social	assistance	to	
adolescent	mothers	to	protect	them	from	
various	risks	and	vulnerabilities	of	
adolescent	pregnancy	including	repeat	
pregnancy	and	high	fertility	

X	 	 	 	 	 N/A	 2021	GAA	 The	2021	GAA	mandated	POPCOM	to	develop	a	program	for	the	social	
protection	of	adolescent.		Pursuant	to	this,	POPCOM	developed	the	
Operational	Framework	for	the	Social	Protection	Program	for	
Adolescent	Mothers	and	their	Children	(SPPAMC)	which	was	aligned	
with	the	approved	social	protection	framework	of	DSWD.		Included	in	
the	interventions	are	the	provision	of	conditional	financial	assistance	to	
support	adolescent	mothers	in	the	completion	of	their	education,	
access	health	and	nutrition	services	and	other	interventions	including	
family	planning	and	maternal	health	care.			
	
The	intervention	shall	be	pilot-tested	in	2022-2023	to	measure	the	
effectiveness	of	the	proposed	intervention	for	its	integration	in	the	
regular	social	protection	program	of	the	government.			

3.	 7.	 Monitoring	and	evaluation	of	AHD	
program	

	 	 	 	 	 	 	 	

3.7	 a.	 Monitoring	and	evaluation	of	AHD	
policies,	plans	and	programs	at	the	
national	and	regional	levels	

X	 	 	 	 	 .590	(MOOE)	 Sec.	17,	RA	
7160;	RA	10354;	
EO	12,	s.	2017;	
DILG	MC	2015-

Monitoring	and	evaluation	functions	and	strategies	are	important	in	
ensuring	the	effectiveness	of	the	implementation	of	AHD	policies,	plans	
and	programs.		Thus,	they	are	to	be	conducted	at	all	levels	to	ensure	
accountability	to	program	implementation	at	specific	level.	
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Function	/Service/Facility/	
Program/Project/Activity	

Assignment	per	Level	of	
Government1		

Appropriation	
in	FY	2021	

GAA	
(in	PhP	M)	

Legal	Basis	 Decentralization	Principle	and	Other	Remarks	to	Delineate	the	
PPAs	to	be	Assigned	to	Each	Level	of	LGU	

NG	 P	 C	 M	 B	
145,	2017-85,	
2019-100	and	
2020-132	

	
At	the	national	level,	M&E	efforts	shall	be	towards	ensuring	that	the	
national	objectives	and	targets	of	the	AHD	program	are	achieved.		M&E	
data	shall	be	generated	through	the	POPCOM	regional	offices.		
Operations	and	impact	assessment	shall	also	be	conducted.	

3.7	 b.	 Monitoring	and	evaluation	of	AHD	
policies,	plans	and	strategies	at	the	
provincial	level		

	 X	 	 	 	 N/A	 At	the	provincial	level,	the	M&E	initiatives	shall	focus	on	ensuring	the	
attainment	of	the	objectives	of	the	AHD	program	within	the	province	
through	the	component	cities	and	municipalities.	

3.7	 c.	 Monitoring	and	evaluation	of	AHD	
policies,	plans	and	strategies	within	the	
city	

	 	 X	 	 	 N/A	 At	the	city	and	municipal	levels,	the	M&E	initiatives	shall	focus	on	
ensuring	the	attainment	of	the	objectives	of	the	AHD	program	within	
the	locality	through	or	in	partnership	with	the	barangays	and	other	
stakeholders	(e.g.,	people’s	organizations,	CSOs,	development	partners	
and	other	national	government	agencies.	

3.7	 d.	 Monitoring	and	evaluation	of	AHD	
policies,	plans	and	strategies	within	the	
municipality	

	 	 	 X	 	 N/A	

	

Prepared	by:	
	
	
	

Reviewed	and	endorsed	by:	 Approved	by:		

LYRA	GAY	ELLIES	S.	BORJA	
Chief,	Interim	-	Capacity	Development	and	Field	

Operations	Division	
	

LOLITO	R.	TACARDON	
Deputy	Executive	Director/		

Chairperson	of	POPCOM	Devolution	Transition	Committee	

Usec.	JUAN	ANTONIO	A.	PEREZ	III,	M.D.,	MPH	
Executive	Director	

	

	

	

CPD DTP Approved by DBM on April 22, 2022
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Implementation	Strategy	and	Phasing	of	Devolution	Transition	Activities	
	

COMMISSION	ON	POPULATION	AND	DEVELOPMENT	(POPCOM)	
	

Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

PHASE	I	(FY	2022)	
For	all	devolved	functions	
(overall)	

Strategy	1:	
Establishment	of	Local	Population	and	
Development	Office	(Local	POPDEV	Office)	
	
Activities:	
1. Consultations	and	advocacy	with	the	LCEs	
and	local	officials/Sanggunian	
a. Conduct	of	courtesy	visits	and	advocacy	
activities	with	LCEs	and	other	key	officials	

b. MOA	or	Partnership	Agreement	entered	
by	P/C/M	and	POPCOM	for	the	
establishment	and	implementation	of	
local	POPDEV	program	

2. Provision	of	technical	assistance	in	setting-
up	the	Local	POPDEV	Office	

3. Training	of	the	Local	POPDEV	Office	staff	on	
POPDEV	program	

4. Integration	of	the	establishment	of	local	
POPDEV	Office	as	a	major	criterion	for	
Kaunlarang	Pantao	Award	(KPA)	

	
Strategy	2:	
Implementation	of	the	re-organized	
structure	of	POPCOM	for	the	DTP	and	hiring	
of	additional	staff	complement	
	

Q1,2022	thru	
2023	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

3	months	after	
DBMs	

approval	of	
POPCOM’s	

P/C/M	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

National	
	
	
	

Outcome	
POPDEV	program	are	
localized	through	a	
permanent	population	
structure	and	POPDEV	
program/strategies	
	
Output	
• Local	POPDEV	Officers	
appointed	or	designated	

• Local	POPDEV	Officers	
staff	hired	and	deployed	
for	the	POPDEV	program	

• Local	POPDEV	program	
established	

• LGUs	are	awarded	with	
KPA	

• POPCOM	organizational	
structure	for	DTP	
approved	and	
implemented	

• Baseline	of	LGU	
preparedness	for	
devolution	of	POPDEV	
strategies	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	
	
	

POPCOM	
Regional	Office	

POPCOM	
Regional	Office	
POPCOM-CO	

	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
	

For	2022	
o 30%	of	P/C/M	
have	appointed	
Local	POPDEV	
Officers	

o 30%	of	P/C/M	
entered	into	MOA	
or	partnership	
agreement	(PA)	
with	POPCOM	

o 30%	of	the	P/C/M	
qualified	for	KPA	
(on	the	criterion	
on	local	
population	
structure)	

o 100%	of	
approved	
positions	hired	

o 100%	of	LGUs	
(P/C/M)	
surveyed	and	
included	in	the	
baseline	

o 100%	of	
provinces	and	

CPD DTP Approved by DBM on April 22, 2022
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Activities:	
1. Issuance	of	internal	documents	for	the	

restructuring	of	POPCOM	Divisions	and	
Regional	Offices	based	on	approved	
organizational	structure	for	the	DTP	

2. Hiring	and	placement	of	approved	
additional	personnel	at	the	central	and	
regional	offices	
	

Strategy	3:	
Conduct	of	Capacity	Assessment	of	LGUs	on	
POPDEV	Strategies	
	
Activities:	

1. Conduct	of	baseline	survey	and	
qualitative	studies	on	the	level	of	
preparedness	of	LGUs	on	devolving	
POPDEV	strategies	and	services	

2. Conduct	of	capacity	development	
planning	and	workshop	with	LGUs	

	

proposed	
organizational	
structure	for	
the	DTP		

	
	

	
	
	
	
	
	
	
	

Q1-Q2,	2022	
	
	
	

Q3-Q4,	2022	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

P/C/M	

• Local	CapDev	Plan	for	
POPEV	strategies	
developed	

	
	
	
	
	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	

HUCs	with	
CapDev	Plan	on	
POPDEV	
strategies	

	
	

1. Population	and	Development	(POPDEV)	Services/	Program	 	 	 	 	 	
1.1. Establishment	of	local	

POPDEV	database	and	
information	system		

	

Strategy:	
Consultations	and	capacity	building	of	Local	
POPDEV	Officers	and	other	concerned	local	
staff	including	barangay	officials	
	
Activities:	
1. Development	and	dissemination	of	standard	

tools	and	information	systems	in	setting-up	
local	POPDEV	database	(e.g.,	Registry	of	
Barangay	Inhabitants	and	Migrants-RBIM)	

Q1-Q2,	2022	
	
	
	
	
	

P/C/M/B	 Outcome	
POPDEV	program	database	
are	information	system	are	
established	and	utilized	
	
Output	
• Local	POPDEV	Officers,	
barangay	officials	and	
other	key	staff	trained	on	
POPDEV	database	

	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
	

For	2022	
o 30%	of	P/C/M/B	
have	RBIM	and	
other	related	
POPDEV	
information	
systems	

o 30%	of	LGUs	
analyzed	and	
packaged	their	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Consultations	and	orientation	of	Local	
POPDEV	Officers,	key	local	staff	and	
barangay	officials	

3. CapDev	of	the	Local	POPDEV	Office	staff	and	
other	key	staff	including	the	in	establishing,	
processing	and	utilizing	POPDEV	data	and	
indicators	

4. Data	gathering	and	updating	of	the	POPDEV	
database	

5. Production	of	information	and	knowledge	
products	from	the	POPDEV	database	for	
planning	and	program	development	

6. Monitoring	and	provision	of	technical	
assistance	

• Local	POPDEV	information	
and	database	system	such	
as	the	RBIM	installed	at	
the	barangay	level	and	
utilized	for	planning	and	
policy	development	

POPCOM	
Regional	Offices	

	
POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	
POPCOM	CO	

POPDEV	data	and	
information	

	
	

1.2. Formulation	and	
implementation	of	
local	POPDEV-related	
policies	

	

Strategy:		
Capacity	development	of	Local	POPDEV	
Officers	and	other	concerned	local	staff	
including	barangay	officials	on	POPDEV	
policy	development	
	
Activities:	
1. Development	of	Philippine	Population	and	
Development	Plan	of	Action	(PPD-POA)	as	
guide	for	local	POPDEV	policies	

2. Development	and	dissemination	of	standard	
tools	and	information	on	developing	local	
POPDEV	policies	

3. CapDev	of	the	Local	POPDEV	Office	staff,	
local	legislators	and	other	key	staff	including	
barangay	officials	in	developing	POPDEV-
related	policies	

Q1-Q3,	2022	
	
	
	
	
	

P/C/M/B	 Outcome	
Local	POPDEV-related	policies	
enacted	and	implemented	
	
Output	
• PPD-POA	developed	and	
disseminated	

• Local	POPDEV	Officers,	
legislators	and	other	local	
key	stakeholders	trained	

• Local	POPDEV	policies	
developed	and	advocated	

• Local	advocates	and	
champions	mobilized	

	
	
	
	
	
	
	

POPCOM-CO	
	
	

	POPCOM	CO	
	
	
	

POPCOM	
Regional	Offices	

	
	

For	2022	
30%	of	P/C/M	
enacted	POPDEV-
related	policies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

4. Technical	assistance	in	the	actual	
development	of	POPDEV-related	policies	to	
P/C/M/B	

POPCOM	
Regional	Offices	

1.3. Formulation,	
coordination	and	
implementation	of	
local	POPDEV	plans	and	
programs	

	

Strategy:		
Conduct	of	local	POPDEV	planning	and	
program	development	workshop	
	
Activities:	
1. Development	of	Philippine	Population	and	

Development	Plan	of	Action	(PPD-POA)	as	
guide	for	local	POPDEV	plans	and	programs	

2. Development	of	local	POPDEV	planning	and	
program	development	tools	

3. Technical	assistance	in	the	conduct	of	local	
POPDEV	planning	and	program	development	
workshops	

4. CapDev	of	provinces	to	provide	technical	
assistance	to	cities	and	municipalities	on	
development	or	plans	and	programs	

	
	
	
	
	

Q4,2021	
	
	

Q1-Q3,	2022	
	
	
	
	
	

P/C/M/B	 Outcome	
Local	POPDEV	plan	and	
program	developed,	budgeted	
and	implemented	
	
Output	
• PPD-POA	developed	and	
disseminated	

• Database	for	local	POPDEV	
planning	established	and	
used	

• Local	POPDEV	plans	and	
programs	prepared	and	
linked	to	NPPFP	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	

For	2022	
o 30%	of	P/C/M	
have	local	
POPDEV	plans	
and	programs	

	
	

1.4. Promotion	of	local	
POPDEV	issues	and	
strategies	

	

Strategy:		
Conduct	of	local	POPDEV	communication	
planning	workshop	
	
Activities:	
1. Development	and	dissemination	of	PPDP	
national	communication	plan	as	guide	for	
local	POPDEV	promotional	strategies	

2. Provision	of	CapDev	on	social	and	behavior	
change	communication	(SBCC)	strategies	
and	approaches	among	Local	POPDEV	
Offices	and	relevant	local	staff	

3. Technical	assistance	in	the	conduct	of	local	
POPDEV	communication	planning	workshop	

Q4,2021-2024	
	
	
	
	
	

P/C/M	 Outcome	
Public	awareness	and	support	
on	POPDEV	issues	and	
strategies	generated	through	
local	promotional	activities	
	
Output	
• PPDP	communication	plan	
developed	and	
disseminated	

• Local	implementers	
trained	on	SBCC	for	
POPDEV	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

For	2022	
o 30%	of	P/C/M	
implemented	
POPDEV	
communication	
and	promotional	
activities	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

• Local	POPDEV	
communication	strategies	
implemented	

1.5. Monitoring	and	
evaluation	of	local	
POPDEV	policies,	plans	
and	programs	

Strategy:			
Capacity	development	of	Local	POPDEV	
Offices	and	other	concerned	local	staff	on	
M&E	
	
Activities:	
1. Development	of	PPDP	results	and	M&R	
framework	as	guide	for	the	local	POPDEV	
implementation	and	monitoring	including	
SDG-related	indicators	

2. CapDev	of	Local	POPDEV	Office	on	M&E	
3. Continuing	technical	assistance	in	the	
conduct	of	M&E	activities	

	

Q4,2021-2024	
	
	
	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
• Local	M&E	system	for	
POPDEV	programs	
established	and	
implemented	

	
	
	
	
	

POPCOM-CO	
	
	
	

POPCOM	
Regional	Offices	

For	2022	
o 30%	of	P/C/M	
implemented	
M&E	system	for	
POPDEV	program	

	
	

1.6. Capacity	development	
and	provision	of	
technical	assistance	on	
POPDEV	strategies		

Strategy	1:	
Capacity	development	of	Local	POPDEV	
Officers	and	other	concerned	local	staff	on	
POPDEV	strategies	
	
Activities:	
1. Development	of	Learning	and	Development	
Plan	for	Local	POPDEV	Office	on	POPDEV	
strategies	

2. Provincial	POPDEV	Offices	trained	as	
trainers	and	facilitators	on	POPDEV	
strategies	

3. Roll-out	of	CapDev	on	POPDEV	strategies	to	
city	and	municipal	POPDEV	Offices		

4. Conduct	of	post-training	assessment	
	

	
Q4,2021-2022	

	
P	

Outcome	
Capacity	building	and	
technical	assistance	efficiently	
and	effectively	implemented	
	
Output	
o Capacity	building	program	

established	and	
implemented	

o E-learning	platform	on	
POPDEV	strategies	
developed	and	installed	

o Institutional	partnership	
with	academe	and	training	
institutions	for	PODPEV	
strategies	established	

	
	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

	

For	2022	
o 50%	of	P	
implemented	
capacity	building	
program	for	
POPDEV	
strategies	

o 30%	of	cities	and	
municipalities	
provided	with	
CapDev	and	
technical	
assistance	on	
POPDEV	
strategies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Strategy	2:		
Development	and	operationalization	of	the	
e-learning	platform	for	POPDEV	strategies	
1. Development	of	the	e-learning	platform	
2. Promotion	of	the	e-learning	platform	
	
Strategy	3:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	POPDEV	strategies	
1. Consultation	with	academe	and	training	
institutions	on	possible	partnership	

2. Design	of	CapDev	course,	methodologies	and	
modalities	

3. Formalization	of	institutional	arrangement	
for	partnership	
	

POPCOM	CO	
	
	
	
	
	

POPCOM	CO		

o E-learning	
platform	on	
POPDEV	
strategies	
launched	

o 1	institution	
engaged	in	
CapDev	for	
POPDEV	
strategies	

2. Responsible	Parenthood	and	Family	Planning	(RPFP)	
Services/Program	

	 	 	 	 	

2.1. Establishment	of	local	
RPFP	database	and	
information	system	

Strategy:		
Capacity	development	of	local	population	
and	family	planning	program	managers	and	
implementers	on	RPFP	database	
	
Activities:	
1. Development	of	national	RPFP	information	
system	to	be	used	by	LGUs	

2. Installation	and	maintenance	of	the	RPFP	
information	system	

3. CapDev	of	local	population	and	FP	service	
providers	and	managers/implementers	on	
the	RPFP	information	system	

	
Q4,	2021-2022	

	
P/C/M/B	

Outcome	
Local	RPFP	program	
efficiently	managed	
	
Output	
• LPDO	and/or	FP	managers	
trained	on	RPFP	
information	system	

• RPFP	information	system	
installed,	populated	and	
used	in	program	planning	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

	

For	2022	
o 30%	of	P/C/M	
have	maintained	
and	used	RPFP	
information	
system	in	
program	review	
and	planning	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

4. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	regional	and	
national	levels	

5. Continuing	technical	assistance	in	the	
maintenance	and	use	of	the	RPFP	
information	system	

POPDEV	CO	and	
Regional	Offices	

	
POPDEV	CO	and	
Regional	Offices	

2.2. Formulation	of	plan,	
strategies	and	
investment	program	
for	RPFP	services	

Strategy:		
Local	RPFP	program	planning	and	
investment	programming	
	
Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office,	CHO	and	FP	coordinators	
and	other	local	stakeholders	on	national	
directives	and	objectives	of	the	PPDP-NPPFP	

2. Technical	assistance	in	the	conduct	of	local	
RPFP	program	implementation	review,	
planning,	targeting	and	investment	
programming	

	
Q1,2022	

	
P/C/M/B	

Outcome	
Increased	FP	use	among	
women	and	men	in	the	
locality	
	
Output	
• Comprehensive	local	RPFP	
plan	and	strategies	
including	demand	
generation	developed	and	
approved	

• RPFP	strategies	and	
services	included	in	the	
local	investment	program	

	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
	
	

POPCOM-CO	and	
Regional	Offices	

For	2022	
o 30%	of	P/C/M	
implementing	
local	RPFP	plan	
and	strategies	

	
	

2.3. Demand	generation,	
promotion,	and	social	
behavior	change	
communication	(SBCC)	
for	RPFP	program	

Strategy:		
Capacity	development	and	mobilization	of	
RPFP	workers	in	demand	generation,	SBCC	
and	referral	
	
Activities:	
1. Development	of	national	and	regional	RPFP	

communication	plan	and	strategies	as	
guidance	for	LGUs	

2. Consultation	and	orientation	of	Local	
POPDEV	Office,	CHO	and	FP	coordinators,	
community	volunteers	and	workers	and	

	
	
	
	
	

Q1-Q4,	2022	
	
	
	
	
	
	
	

	
P/C/M/B	

Outcome	
Increased	demand	for	FP	
methods	within	the	locality	
	
Output	
• National	and	regional	
RPFP	communication	plan	
developed	and	used	by	
LGUs	

• Province-wide	SBCC	plan	
for	RPFP	formulated	

	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
POPCOM	

Regional	Offices	
	
	

For	2022	
o 30%	of	P/C/M	
provided	RPFP	
information	to	at	
least	75%	of	their	
identified	targets	

o 100%	of	
provinces	with	
SBCC	Plan	for	
RPFP	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

other	local	stakeholders	on	national	
directives	and	objectives	of	the	PPDP-NPPFP	

3. Conduct	of	communication	planning	
workshops	in	provinces	

4. Development	of	tools	and	materials	for	
demand	generation	

5. CapDev	among	RPFP	Team	for	demand	
generation	and	referral	activities	and	
recording	

	
	
	

• Local	RPFP	team	for	
demand	generation	and	
service	provision	
organized,	trained	and	
mobilized	

	

	
POPCOM-CO	and	
Regional	Offices	
POPCOM-CO	and	
Regional	Offices	

POPCOM	
Regional	Offices	

	

2.4. Management	and	
implementation	of	
local	Pre-Marriage	
Orientation	and	
Counseling	(PMOC)	
program	

Strategy:		
Strengthen	implementation	local	PMOC	
program	
	
Activities:	
1. Advocacy	and	technical	assistance	in	the	

organization	and	mobilization	of	local	PMOC	
Team	

2. Continuing	CapDev	of	local	PMOC	facilitators	
and	implementers	on	RPFP	and	other	
thematic	areas	

3. Development	of	innovations	in	the	conduct	
of	PMOC	sessions	

4. Development	and	distribution	of	SBCC	
support	materials	

5. Continuing	technical	assistance	and	guidance	
in	the	implementation	of	local	PMOC	

6. Monitoring	and	continual	improvement	for	
local	PMOC	program	

7. Promotion	and	operationalization	of	the	e-
learning	platform	for	PMO	for	training	
certification	

	
Q1,2022	

	
	

	
P/C/M	

Outcome	
Increased	demand	for	FP	
methods	within	the	locality	
	
Output	
• Local	RPFP	team	for	
demand	generation,	
referral	and	service	
provision	organized,	
trained	and	mobilized	

• PMOC	sessions	conducted	
efficiently	

• 20	Pre-Marriage	Educators	
enrolled	in	PMO	e-learning	
course	

	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	
	

POPCOM	CO	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

	

For	2022	
o 50%	of	C/M	with	
organized	and	
functioning	PMOC	
Teams	

o 20	Pre-Marriage	
Educators	
enrolled	in	PMO	
e-learning	course	

	
	
	

2.5. Capacity	development	
and	provision	of	

Strategy	1:		 	
Q1,2022	

	
P/C	

Outcome	 	
	

For	2022	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

technical	assistance	on	
RPFP	program	

Strengthen	capacity	of	Provincial	POPDEV	
Office	in	provision	of	technical	assistance	on	
RPFP	to	cities	and	municipalities	
	
Activities:	
1. Continuing	CapDev	of	Provincial	POPDEV	
Office	on	various	RPFP	program	skills,	tools	
and	processes	

2. Mobilization	of	Provincial	POPDEV	Office	in	
the	provision	of	technical	assistance	and	
capacity	building	on	RPFP	among	cities	and	
municipalities	

3. Monitoring	and	continual	improvement	for	
the	capacity	of	Provincial	POPDEV	Office	on	
RPFP	program	

	
Strategy	2:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	RPFP	related	
competencies	
1. Consultation	with	academe	and	training	
institutions	on	possible	partnership	

2. Design	of	RPFP	course,	methodologies	and	
modalities	

3. Formalization	of	institutional	arrangement	
for	partnership	

	
Strategy	3:		
Development	and	operationalization	of	the	
e-learning	platform	for	RPFP	(SBCC)	
1. Development	of	the	e-learning	system	on	
SBCC	for	RPFP	

	
	

Improved	capacity	and	
efficiency	of	LPDO	to	provide	
technical	inputs	to	cities	and	
municipalities	
	
Output	
• Provincial	POPDEV	Office	
staff	continually	trained	
and	provided	with	needed	
tools	

• Institutional	partnership	
forged	for	supply	of	RPFP-
related	training	

• E-learning	for	RPFP	
developed	and	launched	

	

	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
POPCOM	

Regional	Offices	
	
	

POPCOM	
Regional	Offices	

	
	
	
	

POPCOM	CO	
	
	
	
	
	
	
	
	
POPCOM	CO	

o 50%	of	Provincial	
POPDEV	Office	
trained	and	
mobilized	for	
technical	
assistance	to	C/M	

o 1	institution	
engaged	as	
training	provider	

o E-learning	
platform	for	RPFP	
developed	and	
pomoted	



Implementation	Strategy	and	Phasing	of	Devolution	Transition	Activities	(ANNEX	B)	
	

Page	10	of	54	
	

Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Promotion	and	operationalization	of	the	e-
learning	platform	

	
2.6. FP	supply	chain	

management	(FP-SCM)	
Strategy:		
Strengthen	capacity	of	provinces	and	cities	
on	FP-SCM	
	
Activities:	
1. Consultation	with	P/C/M	on	the	areas	to	be	
improved	for	FP-SCM	within	the	
province/chartered	city	

2. CapDev	of	LGUs	on	efficient	FP-SCM	
3. Advocacy	and	technical	assistance	in	the	
construction/strengthening	of	warehouse	of	
FP	supplies	

4. Continual	monitoring	of	stock	level	to	ensure	
availability	for	FP	supplies	

	
Q1,2022	

	
	

	
P/C/M	

Outcome	
No	stock-out	on	FP	supplies	in	
all	public	health	facilities	
	
Output	
• Local	staff	in-charge	of	
SCM	trained	and	
capacitated	

• FP	supplies	efficiently	
distributed/redistributed	

	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	
POPCOM	

Regional	Offices	
POPCOM	CO	and		
Regional	Offices	

For	2022	
o 60%	of	C/M	with	
zero	stock-out	of	
FP	commodities	
in	all	public	
health	facilities	

2.7. Delivery	of	RPFP	
services	

Strategy:		
Strengthen	capacity	of	cities	and	
municipalities	in	delivery	RPFP	services		
	
Activities:	
1. Continuing	consultation	C/M/B	population	
and	health	offices	on	the	areas	to	be	
improved	for	RPFP	service	delivery	

2. CapDev	of	LGUs	on	FP	service	delivery	
3. Advocacy	and	technical	assistance	in	the	
improvement	of	facilities	for	delivery	of	
quality	FP	services	

4. Organization	and	deployment	of	POPCOM	
RPFP	Itinerant	Team	to	augment	gaps	in	FP	
services	in	the	LGUs	

	
Q1,2022	

	
	

	
C/M/B	

Outcome	
Increased	FP	use	in	the	
locality	
	
Output	
• FP	service	providers	
continuously	trained	and	
capacitated	

• Effective	referral	system	
established	and	mobilized	

• POPCOM	Itinerant	Team	
deployed	for	service	
augmentation	

	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	CO	
POPCOM	

Regional	Offices	
	

POPCOM	CO	
	
	

For	2022	
o 60%	of	C/M	with	
contraceptive	
prevalence	rate	
within	national	
rate	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

5. Advocacy	and	technical	assistance	in	setting	
and	providing	FP	services	in	tertiary	
hospitals	

6. Continual	monitoring	of	quality	of	the	FP	
services	

POPCOM	CO	and	
Regional	Office	

	
POPCOM	CO	and	
Regional	Offices	

2.8. Monitoring	and	
evaluation	of	local	
RPFP	program	

Strategy:			
Capacity	development	of	LPDOs	and	other	
concerned	local	staff	on	M&E	
	
Activities:	
1. Development	of	national	RPFP	results	and	

M&R	framework	as	guide	for	the	local	
POPDEV	implementation	and	monitoring	

2. CapDev	of	local	RPFP	managers	on	program	
M&E	(e.g.,	conduct	of	program	
implementation	review)	

Q4,2021-2022	
	
	
	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
• Local	M&E	system	for	
RPFP	program	established	
and	implemented	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	CO	and	
Regional	Offices	

For	2022	
• 100%	of	P/C/M	
implemented	
M&E	system	for	
RPFP	program	

3. Adolescent	Health	and	Development	(AHD)	Program	(Prevention	
of	adolescent	pregnancies)	

	 	 	 	 	

3.1. Establishment	of	local	
AHD	database	and	
information	system	

Strategy:		
Capacity	development	of	local	AHD	program	
managers	and	other	stakeholders	
	
Activities:	
1. Development	of	national	AHD	information	

system	to	be	used	by	LGUs	
2. CapDev	of	local	population	offices	and	other	

stakeholders	in	setting-up	and	utilizing	AHD	
information	system	

3. Installation	and	maintenance	of	the	AHD	
information	system	

	
	
	
	
	

Q4,	2021-2022	

P/C/M/B	 Outcome	
Local	AHD	program	efficiently	
managed	
	
Output	
• Local	POPDEV	Office	
and/or	other	local	
stakeholders	trained	on	
AHD	information	system	

• AHD	information	system	
installed,	populated	and	
used	in	program	planning	

	
	
	
	
	

POPCOM-CO	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	
POPCOM	CO	and	
Regional	Offices	

For	2022	
o 30%	of	P/C/M	
have	maintained	
and	used	AHD	
information	
system	in	
program	review	
and	planning	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

4. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	regional	and	
national	levels	

5. Continuing	technical	assistance	in	the	
maintenance	and	use	of	the	AHD	information	
system	

	
POPCOM	

Regional	Offices	
	

3.2. Formulation	of	local	
AHD	plan,	strategies	
and	investment	
program		

Strategy:		
Local	AHD	program	planning	and	investment	
programming	
	
Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office,	AHD	coordinators	and	other	
local	stakeholders	on	national	directives	and	
objectives	of	the	AHD	program	

2. Technical	assistance	in	the	conduct	of	local	
youth	development	planning	–	LYDP	-	
(integrating	AHD	issues	and	concerns)	

3. CapDev	of	SKs	on	adolescent	health	and	
development	

Q1,2022	 	
P/C/M/B	

Outcome	
Decreased	incidence	of	
adolescent	pregnancy	
	
Output	
• Comprehensive	LYDP	with	
interventions	on	
AHD/ASRH	developed	and	
approved	

• AHD	strategies	and	
services	included	in	the	
local	investment	program	

	
	
	
	
	

POPCOM	
Regional	Offices	

For	2022	
o 30%	of	P/C/M	
implementing	
local	AHD	
strategies	

	
	

3.3. Promotion	and	
communication	
strategies	for	
prevention	of	
adolescent	pregnancies	

Strategy:		
Capacity	development	and	mobilization	of	
local	AHD	program	managers	and	
stakeholders	
	
Activities:	
1. Development	of	national	and	regional	AHD	

communication	plan	and	strategies	
2. Consultation	and	orientation	of	Local	

POPDEV	Offices	and	other	local	stakeholders	
on	national	directives	and	objectives	of	the	
PPDP-AHD	program	

	
Q1,2022	
onwards	

	
	
	
	
	
	
	
	
	
	

	
P/C/M/B	

Outcome	
Increased	awareness	and	
knowledge	of	target	audiences	
on	AHD	issues	and	core	
messages	
	
Output	
• National	and	regional	AHD	
SBCC	plan	developed	and	
used	by	LGUs	

• Local	AHD	team	organized,	
trained	and	mobilized	

	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

POPCOM	
Regional	Offices	

	
	

POPCOM	CO	

For	2022	
o 30%	of	P/C/M	
implementing	
AHD	SBCC	
strategies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

3. Development	of	tools	and	materials	for	AHD	
program	(e.g.	ISDN,	SHAPE-A,	etc.)	

4. CapDev	of	local	AHD	team	members	on	
various	approaches	

	
	

• Local	AHD	SBCC	plan	
developed	and	
implemented	

	
	

POPCOM	CO	and	
Regional	Offices	

3.4. Capacity	development	
and	provision	of	
technical	assistance	on	
AHD	program	

Strategy	1:		
Strengthen	capacity	of	Provincial	POPDEV	
Office	in	provision	of	technical	assistance	on	
AHD	to	cities	and	municipalities	
	
Activities:	
1. Continuing	CapDev	of	Provincial	POPDEV	
Office	on	various	AHD	program	skills,	tools	
and	processes	

2. Mobilization	of	Provincial	POPDEV	Office	in	
the	provision	of	technical	assistance	and	
capacity	building	on	AHD	among	cities	and	
municipalities	

3. Monitoring	and	continual	improvement	for	
the	capacity	of	Provincial	POPDEV	Office	on	
AHD	program	

	
Strategy	2:		
Development	and	operationalization	of	the	
e-learning	platform	for	AHD	(i.e.,	SHAPE	
Module)	
1. Development	of	the	e-learning	system	on	

SHAPE	
2. Promotion	and	operationalization	of	the	e-

learning	platform	
	
Strategy	3:		

	
Q1,2022	

	
	

	
P/C/M	

Outcome	
Improved	capacity	and	
efficiency	of	Local	POPDEV	
Office	and	other	local	program	
implementers	to	provide	
technical	inputs	to	cities	and	
municipalities	
	
Output	
• Local	POPDEV	Office	staff	
and	other	local	program	
implementers	continually	
trained	and	provided	with	
needed	tools	

• Local	stakeholders	
enrolled	and	trained	on	
SHAPE	through	the	e-
learning	platform	

	

	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
POPCOM	

Regional	Offices	
	
	

POPCOM	
Regional	Offices	

	
	
	

POPCOM	CO	
	
	
	
	
	
	
	
	
	

For	2022	
o 100%	of	Local	
POPDEV	Officers	
and	other	local	
program	
implementers	
trained	and	
mobilized	for	
technical	
assistance	to	C/M	

o 20	stakeholders	
completed	the	e-
learning	course	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Partnership	with	institutions	in	the	
provision	of	CapDev	on	RPFP	related	
competencies	
1. Consultation	with	academe	and	training	
institutions	on	possible	partnership	

2. Design	of	RPFP	course,	methodologies	and	
modalities	

3. Formalization	of	institutional	arrangement	
for	partnership	

POPCOM	CO	

3.5. Delivery	of	AHD	
services	

Strategy:		
Advocacy	and	technical	assistance	in	the	
development	of	ISDN	for	AHD	
	
Activities:	
1. Continuing	consultation	with	P/C/M	

stakeholders	and	program	implementers	on	
the	areas	to	be	improved	for	AHD	service	
delivery	

2. CapDev	of	LGUs	on	AHD	service	delivery	
3. Advocacy	and	technical	assistance	in	the	

improvement	of	facilities	and	mechanisms	
for	delivery	of	quality	AHD	services	

4. Advocacy	and	technical	assistance	in	setting	
ISDN	for	AHD	

5. Monitoring	of	quality	of	the	AHD	services	

	
Q1,2022	

	
	
	
	
	
	
	
	
	
	

	
P/C/M/B	

Outcome	
Increased	FP	use	in	the	
locality	
	
Output	
• AHD	service	providers	
continuously	trained	and	
capacitated	

• Effective	referral	system	
(ISDN	for	AHD)	
established	and	mobilized	

	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
	

POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	
POPCOM	CO	and	
Regional	Offices	

For	2022	
o 30%	of	P/C/M	
with	functional	
ISDN	for	AHD	or	
with	functional	
and	networked	
facilities	
providing	
services	on	AHD	

	
	

3.6. Monitoring	and	
evaluation	of	local	AHD	
program	

Strategy:			
Capacity	building	of	Local	POPDEV	Offices	
and	other	concerned	local	staff	on	M&E	
	
Activities:	

Q4,2021-2024	
	
	
	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	

	
	
	
	
	

POPCOM-CO	
	

For	2022	
o 30%	of	P/C/M	
implemented	
M&E	system	for	
AHD	program	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

1. Development	of	national	AHD	results	and	
M&E	framework	as	guide	for	the	local	
POPDEV	implementation	and	monitoring	

2. CapDev	of	local	AHD	program	managers	on	
program	M&E	(e.g.,	conduct	of	program	
implementation	review)	

3. Technical	assistance	in	the	conduct	of	M&E	
activities	

	

• Local	M&E	system	for	AHD	
program	established	and	
implemented	

	
POPCOM	CO	and	
Regional	Offices	

	
POPCOM	

Regional	Offices	

PHASE	II	(FY	2023)	 	 	 	 	 	 	
For	all	devolved	functions	
(overall)	

Strategy	1:	
Consultations	and	advocacy	with	the	LCEs	
and	local	officials/Sanggunian	
	
Activities:	
1. Conduct	of	courtesy	visits	and	advocacy	

activities	with	LCEs	and	other	key	officials	
2. MOA	or	Partnership	Agreement	entered	by	

P/C/M	and	POPCOM	for	the	establishment	
and	implementation	of	local	POPDEV	
program	

3. Provision	of	technical	assistance	in	setting-
up	the	Local	POPDEV	Office	

4. Training	of	the	Local	POPDEV	Office	staff	
on	POPDEV	program	

	
Strategy	2:	
Provision	of	continuing	capacity	building	
and	technical	assistance	to	existing	local	
POPDEV	offices	for	LGUs	covered	in	Phase	I	
	
Activities:	

	
Q1-Q2,	2023	

	
P/C/M	

Outcome	
POPDEV	program	are	
localized	through	a	
permanent	population	
structure	and	POPDEV	
program	
	
Output	
• Number	of	Local	POPDEV	

Office	appointed	or	
designated	increased	

• Local	POPDEV	Office	staff	
hired	and	deployed	for	the	
POPDEV	program	

• Local	POPDEV	program	
established	and	
maintained	

• Local	POPDEV	workers	
trained	and	mobilized	

• Database	of	LGU	
preparedness	for	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	

POPCOM	
Regional	Office	

POPCOM	
Regional	Office	

	
	

POPCOM	
Regional	Office	
	

For	2023	
o 60%	(cumulative)	
of	P/C/M	have	
appointed	Local	
POPDEV	Officers	

o 60%	(cumulative)	
of	P/C/M	entered	
into	MOA	or	
partnership	
agreement	(PA)	
with	POPCOM	

o 60%	(cumulative)	
of	the	P/C/M	
qualified	for	KPA	
(on	the	criterion	
on	local	
population	
structure)	

o 100%	of	
component	cities	
and	50%	of	
municipalities	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

1. Conduct	of	training	needs	assessment	
2. Development	of	CapDev	program	
3. CapDev	of	the	Local	POPDEV	Office	staff	on	

needed	skills	for	the	implementation	of	
POPDEV	strategies	based	on	the	agreed	
capacity	building	program	

4. Conduct	of	POPDEV	program	review	and	
enhancement	workshops	
	

Strategy	3:	
Conduct	of	Capacity	Assessment	of	LGUs	on	
POPDEV	Strategies	
	
Activities:	

1. Updating	of	database	of	LGUs		
2. Conduct	of	capacity	development	

planning	and	workshop	with	LGUs	
	

devolution	of	POPDEV	
strategies	updated	

• Local	CapDev	Plan	for	
POPEV	strategies	
developed	

with	CapDev	Plan	
on	POPDEV	
strategies	

	
	
	

1. Population	and	Development	(POPDEV)	Services/	Program	
1.1. Establishment	of	local	

POPDEV	database	and	
information	system		

	

Strategy	1:	
Consultations	and	capacity	building	of	Local	
POPDEV	Offices	and	other	concerned	local	
staff	(not	covered	in	Phase	I)	
	
Activities:	
1. Consultations	and	orientation	of	Local	

POPDEV	Officers	and	other	key	local	staff	
including	barangay	officials	

2. CapDev	of	the	Local	POPDEV	Officers	and	
other	key	staff	in	establishing,	processing	
and	utilizing	POPDEV	data	and	indicators	

3. Data	gathering	and	updating	of	the	POPDEV	
database	

	
	
	
	
	
	

Q1-Q2,	2023	
	
	
	
	
	
	
	

	
P/C/M/B	

Outcome	
POPDEV	data	and	information	
system	established,	updated	
and	utilized	in	planning	and	
program	development	
	
Output	
• Local	POPDEV	Officers	and	
other	key	staff	trained	on	
POPDEV	database	and	
information	system	

• Local	POPDEV	information	
and	database	system	such	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	
	

POPCOM	
Regional	Offices	

For	2023	
o 60%	(cumulative)	
of	P/C/M/B	have	
RBIM	and	other	
related	POPDEV	
information	
system	

o 60%	(cumulative)	
of	LGUs	analyzed	
and	packaged	
their	POPDEV	
data	and	
information	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

4. Production	of	information	and	knowledge	
products	from	the	POPDEV	database	for	
planning	and	program	development	

5. Monitoring	and	provision	of	technical	
assistance	

	
Strategy	2:	
Packaging	and	analysis	of	the	data	for	
planning	and	program	development	
	
Activities:	
1. Continuing	CapDev,	provision	of	technical	

assistance	and	mobilization	of	LGUs	with	
existing	database	on	the	analysis	and	
utilization	of	the	POPDEV	information	

2. Consolidation	of	local	population	
information	through	an	online	platform	

	
	

Q1-Q4,	2023	
	
	
	
	
	
	
	

Q1-Q2,	2023	
	
	
	

Q4,	2023	
	

as	the	RBIM	installed	and	
utilized	for	planning	and	
policy	development	

• POPDEV	data	analyzed	and	
disseminated	

POPCOM	
Regional	Offices	

	
POPCOM	CO	

	
	
	
	
	
	
	

POPCOM	
Regional	Office	

	
	

POPCOM	CO	
	

	

1.2. Formulation	and	
implementation	of	
local	POPDEV-related	
policies	
	

Strategy	1:		
Capacity	development	of	Local	POPDEV	
Officers	and	other	concerned	local	staff	on	
POPDEV	policy	development	(not	covered	in	
Phase	1)	
	
Activities:	
1. Continuing	promotion	of	the	Development	of	
Philippine	Population	and	Development	Plan	
of	Action	(PPD-POA)	as	guide	for	local	
POPDEV	policies	

2. Continuing	dissemination	of	standard	tools	
and	information	on	developing	local	POPDEV	
policies	

3. CapDev	of	the	Local	POPDEV	Offices’	staff,	
local	legislators	and	other	key	stakeholders		

	
	
	
	
	
	
	

Q1-Q2,	2023	
	
	
	

Q1-Q2,	2023	
	
	

Q1-Q2,	2023	
	

	
P/C/M/B	

Outcome	
Local	POPDEV-related	policies	
enacted,	implemented,	
reviewed	and	enhanced	
	
Output	
• PPD-POA	disseminated	
and	promoted	

• LPDO,	legislators	and	
other	local	key	
stakeholders	trained	and	
mobilized	

• Local	POPDEV	policies	
developed	and	advocated	

	
	
	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	CO	
	
	

POPCOM	CO	and	
Regional	Offices	

	

For	2023	
o 60%	(cumulative)	
of	P/C/M	have	
enacted	and	
implemented	
POPDEV-related	
policies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

in	developing	POPDEV-related	policies	
(those	not	covered	in	Phase	I)	

4. Technical	assistance	in	the	actual	
development	of	POPDEV-related	policies	

	
Strategy	2:		
Review	and	monitoring	of	POPDEV-related	
policies	
	
Activities:	
1. Consolidation	of	all	local	POPDEV-related	

policies	
2. Development	of	tools	for	the	review	of	local	

POPDEV	policies	
3. Engaging	LGUs	in	the	review	and	assessment	

of	POPDEV-related	policies	
4. CapDev	of	LGUs	on	monitoring	policies	

	
	

Q1-Q4,	2023	
	
	
	
	
	
	
	

Q3,	2023	
	
	

Q2,	2023	
	

Q3-Q4,	2023	
Q3,	2023	

• Local	advocates	and	
champions	mobilized	

• Local	POPDEV	policies	
monitored	and	reviewed	

• Local	PODPEV	policies	
updated	or	enhanced	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	

POPCOM	CO	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

1.3. Formulation,	
coordination	and	
implementation	of	
local	POPDEV	plans	
and	programs	
	

Strategy	1:		
Conduct	of	local	POPDEV	planning	and	
program	development	workshop	
	
Activities:	
1. Promotion	of	PPD-POA	as	guide	for	the	
development	of	local	POPDEV	program	and	
strategies	

2. Dissemination	of	local	POPDEV	planning	and	
program	development	tools	

3. Technical	assistance	in	the	conduct	of	local	
POPDEV	planning	and	program	development	
workshops	

4. Continuing	technical	assistance	in	the	
updating	and	implementation	of	the	local	

	
	
	
	
	

Q1,	2023	
	
	

Q1,	2023	
	

Q1-Q3,	2023	
	
	

Q1-Q4,	2023	
	

P/C/M/B	 Outcome	
Local	POPDEV	plan	and	
program	developed,	budgeted	
and	implemented	
	
Output	
• PPD-POA	disseminated	
and	promoted	

• Database	for	local	POPDEV	
planning	established	and	
used	

• Local	POPDEV	plans	and	
programs	prepared	and	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	

For	2023	
o 60%	(cumulative)	
of	P/C/M	have	
local	POPDEV	
plans	and	
programs	

o 50%	of	LGUs	
(Phase	1)	
implemented	
POPDEV	plans	
and	programs	

o 50%	of	LGUs	with	
POPDEV	plans	
and	programs	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

POPDEV	plans	(integrated	vertically	in	the	
National	Program	on	Population	and	family	
Planning	NPPFP)	

	
Strategy	2:		
Review	and	updating	of	local	POPDEV	plans	
and	programs	
	
Activities:	
1. Consolidation	of	all	local	POPDEV-related	
plans	and	programs	

2. Development	of	tools	for	the	review	of	local	
POPDEV	plans	and	programs	

3. Engaging	LGUs	in	the	review	and	assessment	
of	POPDEV-plans	and	programs	through	
Program	Implementation	Reviews	and	
Planning	Workshops	

4. Monitoring	and	analysis	of	local	investment	
and	expenditure	for	POPDEV	strategies	and	
program	(as	input	to	continuing	advocacy	
activities)	

	
	
	
	
	
	
	
	
	

Q1,	2023	
	

Q1,	2023	
	

Q3-Q4,	2023	
	
	
	
	

Q3-Q4,	2023	

linked	to	NPPFP	and	
implemented	

• POPDEV	plans	and	
programs	reviewed,	
assessed	and	enhanced	

	
	
	
	
	
	
	
	
	

POPCOM	CO	
	

POPCOM	CO	
	
	

POPCMO	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

reviewed/	
monitored	

	

1.4. Promotion	of	local	
POPDEV	issues	and	
strategies	

	

Strategy	1:		
Conduct	of	local	POPDEV	communication	
planning	workshop	(not	covered	by	Phase	1)	
	
Activities:	
1. Development	and	dissemination	of	PPDP	

national	communication	plan	as	guide	for	
local	POPDEV	promotional	strategies	

2. Provision	of	CapDev	on	social	and	behavior	
change	communication	(SBCC)	strategies	
and	approaches	among	Local	POPDEV	
Offices	and	relevant	local	staff	

	
	
	
	
	

Q1,	2023	
	
	

Q1-Q2,	2023	
	
	

Q1-Q4,	2023	

P/C/M	 Outcome	
Public	awareness	and	support	
on	POPDEV	issues	and	
strategies	generated	through	
local	promotional	and	SBCC	
strategies/activities	
	
Output	
• PPDP	communication	plan	
developed,	disseminated	
and	implemented	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	CO	and	
Regional	Offices	

	
	

For	2023	
o 60%	(cumulative)	
of	LGUs	with	
POPDEV	
strategies	
planned	and	
implemented	

o 50%	of	P/C/M	
(Phase	1)	with	
POPDEV	
communication	
and	SBCC	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

3. Technical	assistance	in	the	conduct	of	local	
POPDEV	communication	planning	workshop	

	
Strategy	2:		
Implementation,	review	and	
institutionalization	of	local	POPDEV	
communication	and	SBCC	strategies	(for	
Phase	1	LGUs)	
	
Activities:	
1. Development	and	dissemination	of	
guidelines	for	the	review	of	POPDEV	
communication	and	SBCC	strategies	

2. Conduct	of	workshops	for	the	review	and	
enhancement	of	POPDEV	communication	
and	SBCC	strategies	

3. Process	documentation	of	POPDEV	SBCC	
good	practices	for	scaling-up	and	diffusion	to	
other	LGUs	

	
	
	
	
	
	
	
	
	
	

Q1,	2023	
	
	

Q1-Q2,	2023	
	
	
	

Q3-Q4,	2023	
	

	

• Local	POPDEV	
communication	strategies	
reviewed	and	enhanced	

• Local	POPDEV	
communication	strategies	
good	practices	
documented	

	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	

POPCOM	CO	
	
	
	
	

POPCOM	CO	
	
	

POPCOM	CO	and	
Regional	Offices	

activities	
reviewed		

o 1	good	practice	
on	SBCC	for	
POPDEV	per	
region	
documented	

	
	

1.5. Monitoring	and	
evaluation	of	local	
POPDEV	policies,	plans	
and	programs	

Strategy	1:			
Capacity	development	and	mobilizing	local	
POPDEV	Offices	on	M&E	(not	covered	by	Phase	
1)	
	
Activities:	
1. PPDP	results	and	M&E	framework	as	guide	
for	the	local	POPDEV	implementation	and	
monitoring	including	SDG-related	indicators	
disseminated	and	promoted	

2. Conduct	of	CapDev	of	Local	POPDEV	Office	
on	M&E	

Q1,	2023	
onwards	

	
	
	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
o Local	M&E	system	for	
POPDEV	programs	
established	and	
implemented	

	
	
	
	
	
	

POPCOM-CO	
	
	
	

POPCOM	CO	and	
Regional	Offices	

For	2023	
o 60%	(cumulative)	
of	P/C/M	with	
M&E	system	

o 50%	of	P/C/M	
(Phase	1)	
maintained	M&E	
system	for	
POPDEV	program		

o 50%	of	P/C/M	
used	POPDEV	
M&E	data	in	
program	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

3. Mobilization	of	Local	POPDEV	Office	on	the	
conduct	of	M&E	strategies	and	activities	(for	
Phase	1	LGUs)	

4. Continuing	technical	assistance	in	the	
conduct	of	M&E	activities	at	the	local	level	

	
Strategy	2:			
Provision	of	technical	assistance	in	the	use	
and	analysis	of	M&E	data	for	plan	and	
program	development	(for	Phase	1	LGUs)	
	
Activities:	
1. Continuing	technical	assistance	in	the	
processing,	analysis	and	packaging	of	M&E	
data	for	program	implementation	reviews	
and	planning	activities	

POPCOM	
Regional	Office	

	
POPCOM	

Regional	Office	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices		

assessment	and	
planning	and	
policy	
development	

1.6. Capacity	development	
and	provision	of	
technical	assistance	on	
POPDEV	strategies		

Strategy	1:	
Capacity	development	of	Local	POPDEV	
Office	and	other	concerned	local	staff	on	
POPDEV	strategies	
	
Activities:	
1. Development	of	Learning	and	Development	
Plan	for	Provincial	POPDEV	Office	on	
POPDEV	strategies	(for	Phase	II	LGUs)	

2. Provincial	POPDEV	Offices	trained	as	
trainers	and	facilitators	on	POPDEV	
strategies	

3. Roll-out	of	CapDev	on	POPDEV	strategies	to	
city	and	municipal	POPDEV	Offices		

4. Continuing	technical	assistance	to	LGUs	on	
POPDEV	strategies	(Phase	1	and	Phase	2	
LGUs)	

	
	
	
	
	
	
	

Q1,	2023	
	
	

Q1-Q2,	2023	
	

Q1-Q4,	2023	
	

Q3-Q4,	2023	
	
	

	
	
P	

Outcome	
CapDev	and	technical	
assistance	efficiently	and	
effectively	implemented	
	
Output	
o Capacity	building	program	

established	and	
implemented	

o E-learning	platform	on	
POPDEV	strategies	
accessed	by	stakeholders	

o Institutional	partnership	
with	academe	and	training	
institutions	for	PODPEV	
strategies	established	and	
implemented	

	
	
	
	
	
	

POPCOM	
Regional	Offices		

	
	
	
	
	
	
	
	
	

For	2023	
o 100%	
(cumulative)	of	P	
implemented	
capacity	building	
program	for	
POPDEV	
strategies	

o 60%	(cumulative)	
of	cities	and	
municipalities	
provided	with	
CapDev	and	
technical	
assistance	on	
POPDEV	
strategies		
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

5. Conduct	of	post-training	assessment	on	
POPDEV	strategies	

6. Dissemination	of	various	tools	to	improve	
capacities	of	LGUs	

	
Strategy	2:		
Promotion	of	the	e-learning	platform	for	
POPDEV	strategies	
1. Promotion	of	the	e-learning	platform	for	
POPDEV	strategies	

2. Operationalization	of	the	e-learning		
3. Assessment	and	continual	improvement	of	
the	e-learning	platform	

	
Strategy	3:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	POPDEV	strategies	
1. Consultation	with	academe	and	training	
institutions	on	possible	partnership	

2. Design	of	CapDev	course,	methodologies	and	
modalities	

3. Formalization	of	institutional	arrangement	
for	partnership	

4. Promotion	of	the	training	course	among	
stakeholders	

Q1-Q4,	2023	
	

Q1-Q4,	2023	
	
	
	
	
	

Q1,	2023	
	

Q2	onwards	
Q4,	203	

	
	
	
	

Q1-Q2,	2023	
	

Q2,	2023	
	

Q3,	2023	
	

Q3,	2023	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

	
	
POPCOM	CO	

	
	
	
	
	
	
	

POPCOM	CO	

o 100%	of	Phase	1	
LGUs	provided	
with	continuing	
technical	
assistance	

o 20	stakeholders	
accessed	and	
completed	e-
learning	course	
on	POPDEV	
strategies	

o 2	(cumulative)	
institutions	
engaged	in	
CapDev	for	
POPDEV	
strategies	

	

2. Responsible	Parenthood	and	Family	Planning	(RPFP)	
Services/Program	

	 	 	 	 	

2.1. Establishment	of	local	
RPFP	database	and	
information	system	

Strategy	1:		
Installation	and	capacity	building	of	P/C/M	
on	the	use	of	the	RPFP	information	system	
(LGUs	not	covered	in	Phase	1)	
	

	
	
	
	
	

	
P/C/M/B	

Outcome	
Local	RPFP	program	
enhanced	through	functional	
information	system	
	

	
	
	
	
	

For	2023	
o 60%	(cumulative)	
of	P/C/M	have	
maintained	and	
used	RPFP	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Activities:	
1. Installation	of	RPFP	information	system	at	

the	local	level	
2. CapDev	of	local	population	and	FP	service	

providers	and	managers/implementers	on	
the	RPFP	information	system		

3. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	regional	and	
national	levels	

4. Continuing	technical	assistance	in	the	
maintenance	and	use	of	the	RPFP	
information	system	

	
Strategy	2:		
Utilization	of	RPFP	information	in	planning,	
SBCC	and	service	delivery	(LGUs	covered	in	
Phase	1)	
	
Activities:	
1. Continuing	technical	assistance	to	local	

population	and	FP	service	providers	and	
managers/implementers	on	the	RPFP	
information	system		

2. Report	generation,	preparation	and	
packaging	of	local	RPFP	data	to	be	
consolidated	at	the	regional	and	national	
levels	

	
Q1,	2023	

	
Q1-Q2,	2023	

	
	

Quarterly	and	
Year-end	

	
Q1-Q4,	2023	

	
	
	
	
	
	
	
	
	
Q1-Q4,	2023	
	
	
	
Q1-Q4,	2023	
	

Output	
• Local	POPDEV	Officers	
and/or	FP	managers	
trained	and	able	to	use	
RPFP	information	system	

• RPFP	information	system	
installed,	populated	and	
used	in	program	planning	

	
POPCOM	

Regional	Offices	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

information	
system	in	
program	review	
and	planning	

2.2. Formulation	of	plan,	
strategies	and	
investment	program	
for	RPFP	program	and	
services	

Strategy:		
Local	RPFP	program	planning	and	
investment	programming	
	
Activities:	

	
	
	
	
	

Q1,2023	

	
P/C/M	

Outcome	
Increased	FP	use	among	
women	and	men	in	the	
locality	
	
Output	

POPCOM	
Regional	Offices	

For	2023	
o 60%	(cumulative)	
of	P/C/M	
implementing	
local	RPFP	plan	
and	strategies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

1. Consultation	and	orientation	of	Local	
POPDEV	Office,	CHO	and	FP	coordinators	
and	other	local	stakeholders	on	national	
directives	and	objectives	of	the	PPDP-
NPPFP	(Phase	II	LGUs)	

2. Technical	assistance	in	the	conduct	of	local	
RPFP	program	implementation	review,	
planning,	targeting	and	investment	
programming	

3. Continuing	CapDev	of	LGUs	on	new	RPFP	
approaches	

	
	
	
	

Q1-Q4,2023	
	
	
	

Q1-Q2,2023	

• Comprehensive	local	RPFP	
plan	and	strategies	
including	demand	
generation	developed	and	
approved	(Phase	II	LGUs)	

• Phase	I	LGUs	with	RPFP	
plan	and	strategies	
implemented	

• RPFP	strategies	and	
services	included	in	the	
local	investment	program	

	
		

2.3. Demand	generation	
and	SBCC	strategies	for	
RPFP	program	

Strategy	1:		
Continuing	capacity	development	and	
mobilization	of	RPFP	workers	in	demand	
generation	and	referral	systems	for	Phase	I	
LGUs	
	
Activities:	
1. Dissemination	of	tools	and	materials	for	

demand	generation	
2. Conduct	of	continuing	technical	assistance	

to	LGUs	in	the	conduct	of	various	
communication	and	SBCC	strategies	

3. Continuing	CapDev	and	mobilization	of	
LGUs	on	new	approaches	on	demand	
generation	and	SBCC	for	RPFP	

	
Strategy	2:		
CapDev	and	assistance	to	RPFP	workers	in	
demand	generation	and	referral	systems	for	
Phase	II	LGUs	
	

	
	
	
	
	
	
	

Q1,2023	
	

Q1-Q4,2023	
	
	

Q1-Q4,2023	
	
	
	
	
	
	
	
	

	
P/C/M/B	

Outcome	
Increased	demand	for	FP	
methods	within	the	locality	
	
Output	
• National	and	regional	
RPFP	communication	and	
SBCC	plan	developed	and	
used	by	LGUs	

• Local	RPFP	team	for	
demand	generation	and	
service	provision	
organized,	trained	and	
mobilized	

• Various	demand	
generation	and	SBCC	
activities	for	RPFP	
conducted	at	the	local	and	
community-level	

	
	
	
	
	
	
	

POPCOM-CO	
	

POPCOM	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	

For	2023	
o 60%	(cumulative)	
of	P/C/M	
provided	RPFP	
information	to	at	
least	75%	of	their	
identified	targets	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office,	CHO	and	FP	coordinators	
and	other	local	stakeholders	including	
barangay	population	volunteers	on	
national	directives	and	objectives	of	the	
PPDP-NPPFP		

2. Dissemination	of	tools	and	materials	for	
demand	generation	

3. Conduct	of	training	among	RPFP	Team	for	
demand	generation	and	referral	activities	
and	recording	

4. Conduct	of	continuing	technical	assistance	
to	LGUs	in	the	conduct	of	various	
communication	and	SBCC	strategies	

	
Q1-Q2,2023	

	
	
	
	
	

Q1,2023	
	

Q1-Q2,2023	
	
	

Q1-Q4,2023	
	

	

	
POPCOM	

Regional	Offices	

2.4. Management	and	
implementation	of	
local	Pre-Marriage	
Orientation	and	
Counseling	(PMOC)	
program	

Strategy:		
Strengthen	implementation	local	PMOC	
program	
	
Activities:	
1. Advocacy	and	technical	assistance	in	the	

organization	and	mobilization	of	local	
PMOC	Team	(in	LGUs	not	covered	by	Phase	
I)	

2. Continuing	CapDev	of	local	PMOC	
facilitators	and	implementers	on	RPFP	and	
other	thematic	areas	

3. Development	and	distribution	of	SBCC	
support	materials	

4. Continuing	technical	assistance	and	
guidance	in	the	implementation	of	local	
PMOC	

	
	
	
	
	

Q1,2023	
	
	
	

Q1-Q4,2023	
	
	

Q1-Q2,2023	
	

Q1-Q4,2023	
	
	

Q1-Q4,2023	

	
P/C/M	

Outcome	
Increased	demand	for	FP	
methods	within	the	locality	
	
Output	
• Local	RPFP	team	for	
demand	generation,	
referral	and	service	
provision	organized,	
trained	and	mobilized	

• PMOC	sessions	conducted	
efficiently	

• Pre-Marriage	Educators	
enrolled	in	PMO	e-learning	
course	

	
	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	
	
	

POPCOM	CO	

For	2023	
o Cumulative	75%	
of	C/M	with	
organized	and	
functioning	PMOC	
Teams	

o 30	PM	Educators	
completed	online	
training	on	PMO	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

5. Monitoring	and	continual	improvement	for	
local	PMOC	program	

6. Promotion	and	operationalization	of	the	e-
learning	platform	for	PMO	for	training	
certification	

	
Q1-Q4,	2023	
	

POPCOM	
Regional	Offices	

2.5. Capacity	development	
and	provision	of	
technical	assistance	on	
RPFP	program	

Strategy	1:		
Continuing	technical	assistance	to	Provincial	
POPDEV	Office	in	managing	and	
coordinating	the	provincial	RPFP	program	
within	component	cities	and	municipalities	
	
Activities:	
1. Continuing	CapDev	of	Provincial	POPDEV	
Office	on	various	RPFP	program	skills,	tools	
and	processes	

2. Mobilization	of	Provincial	POPDEV	Office	in	
the	provision	of	technical	assistance	and	
CapDev	on	RPFP	among	cities	and	
municipalities	

3. Monitoring	and	continual	improvement	for	
the	capacity	of	PPDO	on	RPFP	program	

	
Strategy	2:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	RPFP	related	
competencies	
1. Promotion	of	CapDev	mechanism	with	

institutional	partners	
2. Assessment	of	training	provided	by	

institutional	partner	
	
Strategy	3:		

	
Q1-Q4,2023		

	
	

	
P/C	

Outcome	
Improved	capacity	and	
efficiency	of	Local	POPDEV	
Office	to	provide	technical	
inputs	to	cities	and	
municipalities	
	
Output	
• Local	POPDEV	Office	
continually	trained	and	
provided	with	needed	
tools	

• Institutional	partners	
mobilized	for	RPFP	
training	

• RPFP	stakeholders	
enrolled	in	RPFP	training	
provided	by	institutional	
partner	

• Stakeholders	accessed	e-
learning	platform	for	
CapDev	on	RPFP	

	

	
	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	

POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	CO	
	
	
	
	

For	2023		
• 100%	of	
Provincial	
POPDEV	Office	
trained	and	
sustainably	
mobilized	for	
technical	
assistance	to	C/M	

• 30	RPFP	
stakeholders	
trained	by	
institutional	
partners	

• 20	stakeholders	
completed	RPFP	
course	online	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Development	and	operationalization	of	the	
e-learning	platform	for	RPFP	(SBCC)	
1. Promotion	and	operationalization	of	the	e-

learning	platform	
2. Assessment	of	courses	provided	through	

online	platform	
	

	
POPCOM	CO	and	
Regional	Offices	
POPCOM	CO	

2.6. FP	supply	chain	
management	(FP-SCM)	

Strategy:		
Strengthen	capacity	of	provinces	and	cities	
on	FP-SCM	
	
Activities:	
1. Consultation	with	P/C/M	on	the	areas	to	be	
improved	for	FP-SCM	within	the	
province/chartered	cities	not	covered	in	
Phase	I	

2. CapDev	of	LGUs	on	efficient	FP-SCM	(priority	
for	LGUs	not	covered	in	Phase	I)	

3. Advocacy	and	technical	assistance	in	the	
construction/strengthening	of	warehouse	of	
FP	supplies	(in	LGUs	without	FP-SCM)	

4. Continual	monitoring	of	stock	level	to	ensure	
availability	for	FP	supplies	

	
	
	
	
	

Q1-Q2,	2023	
	
	
	

Q1-Q2,	2023	
	

Q3-Q4,	2023	
	
	

Q1-Q4,	2023	
	

	
P/C/M	

Outcome	
No	stock-out	on	FP	supplies	in	
all	public	health	facilities	
	
Output	
• FP	supplies	efficiently	
distributed/redistributed	

	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	

POPCOM	CO	
	

POPCOM	CO	
	
	

POPCOM	CO	and	
Regional	Offices	

For	2023	
• 100%	of	C/M	
with	zero	stock-
out	of	FP	
commodities	in	
all	public	health	
facilities	

2.7. Delivery	of	RPFP	
services	

Strategy	1:		
Strengthen	capacity	and	systems	of	cities	
and	municipalities	in	the	delivery	RPFP	
services		
	
Activities:	
1. Continuing	consultation	C/M	population	and	
health	offices	on	the	areas	to	be	improved	
for	RPFP	service	delivery	

	
Q1-Q4,	2023		

	
	

	
C/M/B	

Outcome	
Increased	FP	use	in	the	
locality	
	
Output	
• FP	service	providers	
continuously	trained	and	
capacitated	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	CO	

For	2023	
• 100%	of	C/M	
with	
contraceptive	
prevalence	rate	
within	national	
rate	(or	local	
targets)	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. CapDev	of	LGUs	on	FP	service	delivery	
3. Continuing	advocacy	and	technical	
assistance	in	the	improvement	of	facilities	
for	delivery	of	quality	FP	services	

4. Deployment	of	POPCOM	RPFP	Itinerant	
Team	to	augment	gaps	in	FP	services	in	the	
LGUs	

5. Advocacy	and	technical	assistance	in	setting	
and	providing	FP	services	in	tertiary	
hospitals	

6. Continual	monitoring	of	quality	of	the	FP	
services	

• Effective	referral	system	
established	and	mobilized	

	

POPCOM	
Regional	Offices	

	
POPCOM	CO	

	
POPCOM	CO	

	
	

POPCOM	CO	
	

2.8. Monitoring	and	
evaluation	of	local	
RPFP	program	

Strategy:			
Capacity	development	and	mobilization	of	
LPDOs	and	other	concerned	local	staff	on	
M&E	
	
Activities:	
1. Dissemination	of	RPFP	results	and	M&E	
framework	as	guide	for	the	local	RPFP	
implementation	and	monitoring	

2. Conduct	of	CapDev	of	local	RPFP	managers	
on	program	M&E	(e.g.,	conduct	of	program	
implementation	review)	(those	not	covered	
by	Phase	I)	

3. Continuing	technical	assistance	in	the	
conduct	of	M&E	activities	

	
	
	
	
	
	
	

Q1,	2023	
	
	

Q1-Q2,	2023	
	
	
	

Q1-Q4,	2023	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
• Local	M&E	system	for	
RPFP	program	established	
and	implemented	

• M&E	data	utilized	in	RPFP	
planning	and	
programming	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

For	2023	
• 100%	of	P/C/M	
implemented	
M&E	system	for	
RPFP	program	

3. Adolescent	Health	and	Development	(AHD)	Program	(Prevention	of	
adolescent	pregnancies	and	social	protection	for	adolescent	mothers	
and	their	children)	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

3.1. Establishment	of	local	
AHD	database	and	
information	system	

Strategy	1:		
Capacity	development	of	local	AHD	program	
managers	and	other	stakeholders	on	AHD	
information	system	for	not	covered	by	Phase	
1	
	
Activities:	
1. Dissemination	and	installation	of	AHD	

information	system	to	be	used	by	LGUs		
2. CapDev	of	local	population	offices	and	other	

stakeholders	in	setting-up	and	utilizing	AHD	
information	system	

3. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	provincial,	
regional	and	national	levels	

	
Strategy	2:		
Operationalization	of	AHD	information	
system	for	Phase	I	LGUs	
	
1. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	provincial,	
regional	and	national	levels	

2. Continuing	technical	assistance	in	the	
maintenance	and	use	of	the	AHD	information	
system	

	
	
	
	
	
	
	

Q1,	2023	
	

Q1-Q2,	2023	
	
	

Q1-Q4,	2023	
	
	
	
	
	
	
	

Every	end	of	
the	quarter,	
year-end	

Q1-Q4,,	2023	

P/C/M/B	 Outcome	
Local	AHD	program	efficiently	
managed	based	on	evidences	
	
Output	
• Local	POPDEV	Office	
and/or	other	local	
stakeholders	trained	on	
AHD	information	system	

• AHD	information	system	
installed,	populated	and	
used	in	program	planning	

	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	

For	2023	
o 60%	(cumulative)	
of	P/C/M	have	
maintained	and	
used	AHD	
information	
system	in	
program	review	
and	planning	

	

3.2. Formulation	of	local	
AHD	plan,	strategies	
and	investment	
program		

Strategy	1:		
Local	AHD	program	planning	and	investment	
programming	for	Phase	II	LGUs	
	
Activities:	
1. Consultation	and	orientation	of	Local	
POPDEV	Office,	AHD	coordinators	and	other	

	
	
	
	
	

Q1-Q2,	2023	
	

	
P/C/M/B	

Outcome	
Decreased	incidence	of	
adolescent	pregnancy	
	
Output	
• Comprehensive	LYDP	with	
interventions	on	AHD	

	
	
	
	
	

POPCOM	
Regional	Offices	

For	2023	
o 60%	(cumulative)		
of	P/C/M	
implementing	
local	AHD	
strategies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

local	stakeholders	on	national	directives	and	
objectives	of	the	AHD	program	

2. Technical	assistance	in	the	conduct	of	local	
youth	development	planning	–	LYDP	-	
(integrating	AHD	issues	and	concerns)	

	
Strategy	2:		
Technical	assistance	in	the	review	of	AHD	
plans	and	programs		
	
Activities:	
1. Provision	of	technical	assistance	in	the	
review	and	enhancement	of	local	AHD	plans	
and	strategies	

2. Monitoring	of	the	budget	and	expenditure	on	
local	AHD	by	POPCOM	regional	offices	and	
Provincial	POPDEV	Offices	

	
	

Q1-Q2,	2023	
	
	
	
	
	
	
	
	

Q3-Q4,	2023	
	
	

Q3-Q4,	2023	
	

developed,	approved	and	
implemented	

• AHD	strategies	and	
services	included	in	the	
local	investment	program	

• Level	of	allocation	and	
expenditure	at	the	local	
level	monitored	and	
analyzed	

	
	
	
	
	
	
	
	
	
	
	
	

POPCOM	CO	and	
Regional	Offices	

	

o 60%	of	P/C/M	
with	increase	
budget	for	AHD	
(based	on	2022	
baseline)	

	

3.3. Communication	and	
SBCC	strategies	for	
prevention	of	
adolescent	
pregnancies	and	
social	protection	for	
adolescent	mothers	

Strategy	1:		
Capacity	development	and	mobilization	of	
local	AHD	program	managers	and	
stakeholders	for	LGUs	in	Phase	II	
	
Activities:	
1. Consultation	and	orientation	of	Local	
POPDEV	Office	and	other	local	stakeholders	
on	national	directives	and	objectives	of	the	
PPDP-AHD	program	

2. Development	of	tools	and	materials	for	AHD	
program	(e.g.,	ISDN,	SHAPE-A,	etc.)	

3. Continuing	training	among	local	AHD	team	
members	on	various	approaches	

	
Strategy	2:		

	
	
	
	
	
	
	

Q1-Q2,	2023	
	
	
	

Q1-Q2,	2023	
	

Q1-Q4,	2023	
	
	

	
P/C/M/B	

Outcome	
Increased	awareness	and	
knowledge	of	target	audiences	
on	AHD	issues	and	core	
messages	
	
Output	
• National	and	regional	AHD	
communication	plan	
developed	and	used	by	
LGUs	

• Local	AHD	team	organized,	
trained	and	mobilized	

	
	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

For	2023	
o 60%	(cumulative)	
of	P/C/M	
implementing	
AHD	
communication	
strategies	

o 30%	of	LGUs	that	
provided	AHD	
information	
among	30%	of	
adolescents	
within	their	
locality	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Mainstreaming	of	AHD	SBCC	and	
communication	strategies	in	local	AHD	
program	in	LGUs	covered	in	Phase	I	
	
Activities:	
1. Technical	assistance	to	LGUs	in	assessing	
and	enhancement	AHD	SBCC	strategies	

2. Institutionalization	or	scaling-up	of	local	
AHD	SBCC	interventions	in	annual	
investment	programs	and	comprehensive	
plans	

	

	
	
	
	
	
	

Q1-Q4,	2023	
	

• AHD	SBCC	strategies	
sustained	and	
institutionalized	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	

3.4. Capacity	development	
and	provision	of	
technical	assistance	
on	AHD	program	

Strategy:		
Mobilization	of	Provincial	POPDEV	Office	for	
the	provision	of	technical	assistance	on	AHD	
to	cities	and	municipalities	
	
Activities:	
1. Continuing	CapDev	of	Provincial	POPDEV	
Office	on	various	AHD	program	skills,	tools	
and	processes	

2. Mobilization	of	Provincial	POPDEV	Office	in	
the	provision	of	technical	assistance	and	
capacity	building	on	AHD	among	cities	and	
municipalities	

3. Monitoring	and	continual	improvement	for	
the	capacity	of	Provincial	POPDEV	Office	on	
AHD	program	
	

Strategy	2:		
Development	and	operationalization	of	the	
e-learning	platform	for	AHD	(i.e.,	SHAPE	
Module)	

	
Q1-Q4,2023	

	
	

	
P/C/M	

Outcome	
Improved	capacity	and	
efficiency	of	local	POPDEV	
Office	and	other	local	program	
implementers	to	provide	
technical	inputs	to	cities	and	
municipalities	
	
Output	
• LPDO	staff	and	other	local	
program	implementers	
mobilized	for	provision	of	
technical	assistance	to	
C/Ms	

• Local	stakeholders	
enrolled	and	trained	on	
SHAPE	through	the	e-
learning	platform	and	
institutional	partners	

	
	

	
POPCOM	

Regional	Offices	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

POPCOM-CO	
	

For	2023	
o 100%	of	LPDOs	
mobilized	for	
provision	of	
technical	
assistance	to	C/M	

o 100	stakeholders	
completed	the	e-
learning	course	

o 100	stakeholders	
trained	on	AHD	
by	institutional	
partner	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

1. Promotion	and	operationalization	of	the	e-
learning	platform	

2. Assessment	of	the	e-learning	platform	
	
Strategy	3:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	RPFP	related	
competencies	
1. Promotion	of	the	training	course	among	
local	stakeholders	

2. Assessment	of	the	training	courses	
	

	
	
	
	
	
	
	

POPCOM	CO	

3.5. Delivery	of	AHD	
services	

Strategy:		
Advocacy	and	technical	assistance	in	the	
development	of	ISDN	for	AHD	
	
Activities:	
1. Continuing	consultation	with	P/C/M	
stakeholders	and	program	implementers	on	
the	areas	to	be	improved	for	AHD	service	
delivery	

2. Mobilization	of	ISDN	in	LGUs	where	it	is	
organized	

3. CapDev	of	LGUs	on	AHD	service	delivery	
4. Advocacy	and	technical	assistance	in	the	

improvement	of	facilities	and	mechanisms	
for	delivery	of	quality	AHD	services	

5. Advocacy	and	technical	assistance	in	setting	
ISDN	for	AHD	

6. Monitoring	of	quality	of	the	AHD	services	

	
Q1-Q4,2023	

	
	
	
	
	
	
	
	
	
	

	
P/C/M	

Outcome	
Increased	FP	use	in	the	
locality	
	
Output	
• AHD	service	providers	
continuously	trained	and	
capacitated	

• Effective	referral	system	
(ISDN	for	AHD)	
established	and	mobilized	

	

	
POPCOM	

Regional	Offices	

For	2023	
o 60%	(cumulative)			
of	P/C/M	with	
functional	ISDN	
for	AHD	or	with	
functional	and	
networked	
facilities	
providing	
services	on	AHD	

	
	
	

3.6. Monitoring	and	
evaluation	of	local	
AHD	program	

Strategy:			 Q4,2021-2024	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	

	
	
	

For	2023	
o 60%	(cumulative)	
of	P/C/M	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Technical	assistance	in	the	monitoring	and	
evaluation	of	AHD	programs	for	
enhancement	and	sustainability	
	
Activities:	
1. Enhancement	and	implementation	of	AHD	

results	and	M&E	framework		
2. CapDev	of	local	AHD	program	managers	on	

program	M&E	(e.g.,	conduct	of	program	
implementation	review)	

3. Technical	assistance	in	the	conduct	of	M&E	
activities	

	
	
	

	
Output	
• Local	M&E	system	for	AHD	
program	established	and	
implemented	

	
	
	

POPCOM-CO	
	

POPCOM	
Regional	Offices	

implemented	
M&E	system	for	
AHD	program	

PHASE	III	(FY	2024)	 	 	 	 	 	 	
For	all	devolved	functions	
(overall)	

Strategy	1:	
Consultations	and	advocacy	with	the	LCEs	
and	local	officials/Sanggunian	
	
Activities:	
1. Continuing	conduct	of	courtesy	visits	and	
advocacy	activities	with	LCEs	and	other	key	
officials	

2. MOA	or	Partnership	Agreement	entered	by	
P/C/M	and	POPCOM	for	the	establishment	
and	implementation	of	local	POPDEV	
program	

3. Provision	of	technical	assistance	in	setting-
up	the	LPDO	

4. Training	of	the	LPDO	staff	on	POPDEV	
program	

	
Strategy	2:	

	
Q1-Q2,	2024	

	
P/C/M	

Outcome	
POPDEV	program	are	
localized	through	a	
permanent	population	
structure	and	POPDEV	
program	
	
Output	
• Number	of	Local	POPDEV	

Offices	appointed	or	
designated	increased	

• Local	POPDEV	Office	staff	
hired	and	deployed	for	the	
POPDEV	program	

• Local	POPDEV	program	
established	and	
maintained	

• Local	POPDEV	workers	
trained	and	mobilized	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Office	
POPCOM	

Regional	Office	
	
	

POPCOM	
Regional	Office	

	
	
	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	have	
appointed	Local	
POPDEV	Officers	

o 100%	
(cumulative)	of	
P/C/M	entered	
into	MOA	or	
partnership	
agreement	(PA)	
with	POPCOM	

o 100%	
(cumulative)	of	
the	P/C/M	
qualified	for	KPA	
(on	the	criterion	
on	local	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Provision	of	continuing	capacity	building	
and	technical	assistance	to	existing	local	
POPDEV	offices	for	LGUs	covered	in	Phase	I	
	
Activities:	
1. Conduct	of	training	needs	assessment	
2. Development	of	CapDev	program	
3. CapDev	of	the	Local	POPDEV	Offices	staff	on	
needed	skills	for	the	implementation	of	
POPDEV	strategies	based	on	the	agreed	
capacity	building	program	

4. Conduct	of	POPDEV	program	review	and	
enhancement	workshops	
	

Strategy	3:	
Conduct	of	Capacity	Assessment	of	LGUs	on	
POPDEV	Strategies	
	
Activities:	

1. Updating	of	LGU	database	
2. Conduct	of	capacity	development	

planning	and	workshop	with	LGUs	
	

• Local	POPDEV	workers	
trained	and	mobilized	

• Database	of	LGU	
preparedness	for	
devolution	of	POPDEV	
strategies	updated	

• Local	CapDev	Plan	for	
POPEV	strategies	
developed	

POPCOM	
Regional	Offices	

population	
structure)	

o 50%	(remaining)	
of	municipalities	
with	CapDev	Plan	
on	POPDEV	
strategies	

	
	

1. Population	and	Development	(POPDEV)	Services/	Program	
1.1. Establishment	of	local	

POPDEV	database	and	
information	system		

	

Strategy	1:	
Consultations	and	capacity	building	of	Local	
POPDEV	Offices	and	other	concerned	local	
staff	(not	covered	in	Phase	1	and	2)	
	
Activities:	
1. Consultations	and	orientation	of	Local	
POPDEV	Officers	and	other	key	local	staff	

	
	
	
	
	
	

Q1-Q2,	2024	
	

Q1-Q4,	2024	

	
P/C/M/B	

Outcome	
POPDEV	data	and	information	
system	established,	updated	
and	utilized	in	planning	and	
program	development	
	
Output	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

	

For	2024	
o 100%	
(cumulative)	of	
P/C/M/B	have	
RBIM	and	other	
related	POPDEV	
information	
system	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. CapDev	of	the	Local	POPDEV	Officers	and	
other	key	staff	in	establishing,	processing	
and	utilizing	POPDEV	data	and	indicators	

3. Data	gathering	and	updating	of	the	POPDEV	
database	

4. Production	of	information	and	knowledge	
products	from	the	POPDEV	database	for	
planning	and	program	development	

5. Monitoring	and	provision	of	technical	
assistance	

	
Strategy	2:	
Packaging	and	analysis	of	the	data	for	
planning	and	program	development	
	
Activities:	
1. Continuing	CapDev,	provision	of	technical	

assistance	and	mobilization	of	LGUs	with	
existing	database	on	the	analysis	and	
utilization	of	the	POPDEV	information	

2. Consolidation	of	local	population	
information	through	an	online	platform	

	
	

Q1-Q2,	2024	
	

Q4,	2024	
	
	

Q1-Q4,	2024	
	
	
	

Q1-Q4,	2024	

• Local	POPDEV	Officers	and	
other	key	staff	trained	on	
POPDEV	database	and	
information	system	

• Local	POPDEV	information	
and	database	system	such	
as	the	RBIM	installed	and	
utilized	for	planning	and	
policy	development	

• POPDEV	data	analyzed	and	
disseminated	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

	
POPCOM	CO	

	
	
	
	
	
	
	

POPCOM	
Regional	Office	

	
	

POPCOM	CO	
	

o 100%	
(cumulative)	of	
LGUs	analyzed	
and	packaged	
their	POPDEV	
data	and	
information	

	
	

1.2. Formulation	of	local	
POPDEV-related	
policies	
	

Strategy	1:		
Capacity	development	of	Local	POPDEV	
Officers	and	other	concerned	local	staff	on	
POPDEV	policy	development	(not	covered	in	
Phase	1	and	2)	
	
Activities:	
1. Continuing	promotion	of	the	Development	of	

Philippine	Population	and	Development	Plan	
of	Action	(PPD-POA)	as	guide	for	local	
POPDEV	policies	

	
	
	
	
	
	
	

Q1-Q2,	2024	
	
	
	

	
P/C/M/B	

Outcome	
Local	POPDEV-related	policies	
enacted,	implemented,	
reviewed	and	enhanced	
	
Output	
• Local	POPDEV	Office,	
legislators	and	other	local	
key	stakeholders	trained	
and	mobilized	

	
	
	
	
	
	
	

POPCOM-CO	
	
	
	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	have	
enacted	and	
implemented	
POPDEV-related	
policies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Continuing	dissemination	of	standard	tools	
and	information	on	developing	local	POPDEV	
policies	

3. CapDev	of	the	Local	POPDEV	Offices’	staff,	
local	legislators	and	other	key	stakeholders	
in	developing	POPDEV-related	policies	
(those	not	covered	in	Phase	I)	

4. Technical	assistance	in	the	actual	
development	of	POPDEV-related	policies	

	
Strategy	2:		
Review	and	monitoring	of	POPDEV-related	
policies	
	
Activities:	
1. Consolidation	of	all	local	POPDEV-related	

policies	
2. Development	of	tools	for	the	review	of	local	

POPDEV	policies	
3. Engaging	LGUs	in	the	review	and	assessment	

of	POPDEV-related	policies	
4. CapDev	of	LGUs	on	monitoring	policies	

Q1-Q2,	2024	
	
	

Q1-Q2,	2024	
	
	
	

Q1-Q4,	2024	
	
	
	
	
	
	
	

Q3,	2024	
	
	

Q2,	2024	
	

Q3-Q4,	2024	
Q3,	2024	

• Local	POPDEV	policies	
developed	and	advocated	

• Local	advocates	and	
champions	mobilized	

• Local	POPDEV	policies	
monitored	and	reviewed	

• Local	PODPEV	policies	
updated	or	enhanced	

POPCOM	CO	
	
	

POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	

POPCOM	CO	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

POPCOM	
Regional	Offices	

1.3. Formulation,	
coordination	and	
implementation	of	
local	POPDEV	plans	
and	programs	
	

Strategy	1:		
Conduct	of	local	POPDEV	planning	and	
program	development	workshop	
	
Activities:	
1. Promotion	of	PPD-POA	as	guide	for	the	

development	of	local	POPDEV	program	and	
strategies	

2. Dissemination	of	local	POPDEV	planning	and	
program	development	tools	

	
	
	
	
	

Q1,	2024	
	
	

Q1,	2024	
	

P/C/M/B	 Outcome	
Local	POPDEV	plan	and	
program	developed,	budgeted	
and	implemented	
	
Output	
• PPD-POA	disseminated	
and	promoted	

	
	
	
	
	

POPCOM-CO	
	
	

POPCOM	
Regional	Offices	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	have	local	
POPDEV	plans	
and	programs	

o 100%	of	LGUs	
(Phase	1)	
implemented	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

3. Technical	assistance	in	the	conduct	of	local	
POPDEV	planning	and	program	development	
workshops	

4. Continuing	technical	assistance	in	the	
updating	and	implementation	of	the	local	
POPDEV	plans	(integrated	vertically	in	the	
National	Program	on	Population	and	family	
Planning	NPPFP)	

	
Strategy	2:		
Review	and	updating	of	local	POPDEV	plans	
and	programs	
	
Activities:	
1. Consolidation	of	all	local	POPDEV-related	
plans	and	programs	

2. Development	of	tools	for	the	review	of	local	
POPDEV	plans	and	programs	

3. Engaging	LGUs	in	the	review	and	assessment	
of	POPDEV-plans	and	programs	through	
Program	Implementation	Reviews	and	
Planning	Workshops	

4. Monitoring	and	analysis	of	local	investment	
and	expenditure	for	POPDEV	strategies	and	
program	(as	input	to	continuing	advocacy	
activities)	

Q1-Q3,	2024	
	
	
	

Q1-Q4,	2024	
	
	
	
	
	
	
	
	
	
	

Q1,	2024	
	

Q1,	2024	
	

Q3-Q4,	2024	
	
	
	

Q3-Q4,	2024	

• Database	for	local	POPDEV	
planning	established	and	
used	

• Local	POPDEV	plans	and	
programs	prepared	and	
linked	to	NPPFP	and	
implemented	

• POPDEV	plans	and	
programs	reviewed,	
assessed	and	enhanced	

POPCOM	
Regional	Offices	

	
POPCOM	

Regional	Offices	
	
	
	
	
	
	
	
	
	

POPCOM	CO	
	

POPCOM	CO	
	

POPCMO	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

POPDEV	plans	
and	programs	

o 100%	of	LGUs	
with	POPDEV	
plans	and	
programs	
reviewed/	
monitored	

	

1.4. Promotion	of	local	
POPDEV	issues	and	
strategies	

	

Strategy	1:		
Conduct	of	local	POPDEV	communication	
planning	workshop	(not	covered	by	Phase	1	
and	2)	
	
Activities:	

	
	
	
	
	
	

Q1,	2024	

P/C/M/B	 Outcome	
Public	awareness	and	support	
on	POPDEV	issues	and	
strategies	generated	through	
local	promotional	and	SBCC	
strategies/activities	
	

	
	
	
	
	
	

POPCOM-CO	

For	2024	
o 100%	
(cumulative)	of	
LGUs	with	
POPDEV	
strategies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

1. Development	and	dissemination	of	PPDP	
national	communication	plan	as	guide	for	
local	POPDEV	promotional	strategies	

2. Provision	of	CapDev	on	social	and	behavior	
change	communication	(SBCC)	strategies	
and	approaches	among	Local	POPDEV	
Offices	and	relevant	local	staff	

3. Technical	assistance	in	the	conduct	of	local	
POPDEV	communication	planning	workshop	

	
Strategy	2:		
Implementation,	review	and	
institutionalization	of	local	POPDEV	
communication	and	SBCC	strategies	(for	
Phase	1	and	2	LGUs)	
	
Activities:	
1. Development	and	dissemination	of	

guidelines	for	the	review	of	POPDEV	
communication	and	SBCC	strategies	

2. Conduct	of	workshops	for	the	review	and	
enhancement	of	POPDEV	communication	
and	SBCC	strategies	

3. Process	documentation	of	POPDEV	SBCC	
good	practices	for	scaling-up	and	diffusion	to	
other	LGUs	

	
	
	

Q1-Q2,	2024	
	
	
	

Q1-Q4,	2024	
	
	
	
	
	
	
	
	
	

Q1,	2024	
	
	

Q1-Q2,	2024	
	
	

Q3-Q4,	2024	
	

	

Output	
• PPDP	communication	plan	
developed,	disseminated	
and	implemented	

• Local	POPDEV	
communication	strategies	
reviewed	and	enhanced	

• Local	POPDEV	
communication	strategies	
good	practices	
documented	

	

	
	

POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	
	

POPCOM	CO	
	
	
	

POPCOM	CO	
	

POPCOM	CO	and	
Regional	Offices	

planned	and	
implemented	

o 100%	of	P/C/M	
(Phase	2)	with	
POPDEV	
communication	
and	SBCC	
activities	
reviewed		

o 1	good	practice	
on	SBCC	for	
POPDEV	per	
region	
documented	

	
	

1.5. Monitoring	and	
evaluation	of	local	
POPDEV	policies,	
plans	and	programs	

Strategy	1:			
Capacity	development	and	mobilizing	local	
POPDEV	Offices	on	M&E	(not	covered	by	
Phase	1	and	2)	
	
Activities:	

Q1,	2024	
onwards	

	
	
	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
o Local	M&E	system	for	
POPDEV	programs	

	
	
	
	
	
	

POPCOM-CO	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	with	M&E	
system	

o 100%	of	P/C/M	
(Phase	1	and	2)	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

1. PPDP	results	and	M&E	framework	as	guide	
for	the	local	POPDEV	implementation	and	
monitoring	including	SDG-related	indicators	
disseminated	and	promoted	

2. Conduct	of	CapDev	of	Local	POPDEV	Office	
on	M&E	

3. Mobilization	of	Local	POPDEV	Office	on	the	
conduct	of	M&E	strategies	and	activities	(for	
Phase	1	LGUs)	

4. Continuing	technical	assistance	in	the	
conduct	of	M&E	activities	at	the	local	level	

	
Strategy	2:			
Provision	of	technical	assistance	in	the	use	
and	analysis	of	M&E	data	for	plan	and	
program	development	(for	Phase	1	and	2	
LGUs)	
	
Activities:	
1. Continuing	technical	assistance	in	the	

processing,	analysis	and	packaging	of	M&E	
data	for	program	implementation	reviews	
and	planning	activities	

established	and	
implemented	

	
	
	

POPCOM	CO	and	
Regional	Offices	

POPCOM	
Regional	Office	

	
POPCOM	

Regional	Office	
	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices		

maintained	M&E	
system	for	
POPDEV	program		

o 100%	of	P/C/M	
used	POPDEV	
M&E	data	in	
program	
assessment	and	
planning	and	
policy	
development	

1.6. Capacity	development	
and	provision	of	
technical	assistance	on	
POPDEV	strategies		

Strategy	1:	
Capacity	development	of	Local	POPDEV	
Office	and	other	concerned	local	staff	on	
POPDEV	strategies	
	
Activities:	
1. Development	of	Learning	and	Development	
Plan	for	Provincial	POPDEV	Office	on	
POPDEV	strategies	(not	covered	by	Phase	1	
and	2)	

	
	
	
	
	
	

Q1,	2024	
	
	
	

	
	
P	

Outcome	
CapDev	and	technical	
assistance	efficiently	and	
effectively	implemented	
	
Output	
o Capacity	building	program	

established	and	
implemented	

	
	
	
	
	
	

POPCOM	
Regional	Offices		

	
	

For	2024	
o 100%	
(cumulative)	of	P	
implemented	
capacity	building	
program	for	
POPDEV	
strategies	

o 100%	
(cumulative)	of	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Provincial	POPDEV	Offices	trained	as	
trainers	and	facilitators	on	POPDEV	
strategies	

3. Roll-out	of	CapDev	on	POPDEV	strategies	to	
city	and	municipal	POPDEV	Offices		

4. Continuing	technical	assistance	to	LGUs	on	
POPDEV	strategies	(Phase	1	and	Phase	2	
LGUs)	

5. Conduct	of	post-training	assessment	on	
POPDEV	strategies	

6. Dissemination	of	various	tools	to	improve	
capacities	of	LGUs	

	
Strategy	2:		
Promotion	of	the	e-learning	platform	for	
POPDEV	strategies	
1. Promotion	of	the	e-learning	platform	for	
POPDEV	strategies	

2. Operationalization	of	the	e-learning		
3. Assessment	and	continual	improvement	of	
the	e-learning	platform	

	
Strategy	3:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	POPDEV	strategies	
1. Consultation	with	academe	and	training	
institutions	on	possible	partnership	

2. Design	of	CapDev	course,	methodologies	and	
modalities	

3. Formalization	of	institutional	arrangement	
for	partnership	

4. Promotion	of	the	training	course	among	
stakeholders	

Q1-Q2,	2024	
	
	

Q3-Q4,	2024	
	

Q3-Q4,	2024	
	
	

Q1-Q4,	2024	
	

Q1-Q4,	2024	
	
	
	
	
	

Q1,	2024	
	

Q2	onwards	
Q4,	2024	

	
	
	
	
	

Q1-Q2,	2024	
	

Q2,	2024	
	

Q3,	2024	
	

Q3,	2024	

o E-learning	platform	on	
POPDEV	strategies	
accessed	by	stakeholders	

o Institutional	partnership	
with	academe	and	training	
institutions	for	PODPEV	
strategies	established	and	
implemented	

	
	
	
	
	
	
	
	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

	
	
POPCOM	CO	

	
	
	
	
	
	
	
	
	

POPCOM	CO	

cities	and	
municipalities	
provided	with	
CapDev	and	
technical	
assistance	on	
POPDEV	
strategies		

o 100%	of	Phase	1	
LGUs	provided	
with	continuing	
technical	
assistance	

o 50	stakeholders	
accessed	and	
completed	e-
learning	course	
on	POPDEV	
strategies	

o Additional	2	
institutions	
engaged	in	
CapDev	for	
POPDEV	
strategies	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Responsible	Parenthood	and	Family	Planning	(RPFP)	
Services/Program	

	 	 	 	 	

2.1. Establishment	of	local	
RPFP	database	and	
information	system	

Strategy	1:		
Installation	and	capacity	building	of	P/C/M	
on	the	use	of	the	RPFP	information	system	
(LGUs	not	covered	in	Phase	1	and	2)	
	
Activities:	
1. Installation	of	RPFP	information	system	at	

the	local	level	
2. CapDev	of	local	population	and	FP	service	

providers	and	managers/implementers	on	
the	RPFP	information	system		

3. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	regional	and	
national	levels	

4. Continuing	technical	assistance	in	the	
maintenance	and	use	of	the	RPFP	
information	system	

	
Strategy	2:		
Utilization	of	RPFP	information	in	planning,	
SBCC	and	service	delivery	(LGUs	covered	in	
Phase	1	and	2)	
	
Activities:	
1. Continuing	technical	assistance	to	local	

population	and	FP	service	providers	and	
managers/implementers	on	the	RPFP	
information	system		

2. Report	generation,	preparation	and	
packaging	of	local	RPFP	data	to	be	

	
	
	
	
	
	

Q1,	2024	
	

Q1-Q2,	2024	
	
	

Quarterly	and	
Year-end	

	
Q1-Q4,	2024	

	
	
	
	
	
	
	
	
	
Q1-Q4,	2024	
	
	
	
Q1-Q4,	2024	
	

	
P/C/M/B	

Outcome	
Local	RPFP	program	
enhanced	through	functional	
information	system	
	
Output	
• Local	POPDEV	Officers	
and/or	FP	managers	
trained	and	able	to	use	
RPFP	information	system	

• RPFP	information	system	
installed,	populated	and	
used	in	program	planning	

	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	have	
maintained	and	
used	RPFP	
information	
system	in	
program	review	
and	planning	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

consolidated	at	the	regional	and	national	
levels	

2.2. Formulation	of	plan,	
strategies	and	
investment	program	
for	RPFP	program	and	
services	

Strategy:		
Local	RPFP	program	planning	and	
investment	programming	
	
Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office,	CHO	and	FP	coordinators	
and	other	local	stakeholders	on	national	
directives	and	objectives	of	the	PPDP-NPPFP	
(LGUs	not	covered	by	Phase	1	and	2)	

2. Technical	assistance	in	the	conduct	of	local	
RPFP	program	implementation	review,	
planning,	targeting	and	investment	
programming	

3. Continuing	CapDev	of	LGUs	on	new	RPFP	
approaches	

	
	
	
	
	

Q1,2024	
	
	
	
	

Q1-Q4,2024	
	
	
	

Q1-Q2,2024	

	
P/C/M/B	

Outcome	
Increased	FP	use	among	
women	and	men	in	the	
locality	
	
Output	
• Comprehensive	local	RPFP	
plan	and	strategies	
including	demand	
generation	developed	and	
approved	(Phase	3	LGUs)	

• Phase	I	LGUs	with	RPFP	
plan	and	strategies	
implemented	

• RPFP	strategies	and	
services	included	in	the	
local	investment	program	

	
POPCOM	

Regional	Offices	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	
implementing	
local	RPFP	plan	
and	strategies	

	
		

2.3. Demand	generation	
and	SBCC	strategies	for	
RPFP	program	

Strategy	1:		
Continuing	capacity	development	and	
mobilization	of	RPFP	workers	in	demand	
generation	and	referral	systems	for	Phase	1	
and	2	LGUs	
	
Activities:	
1. Dissemination	of	tools	and	materials	for	
demand	generation	

2. Conduct	of	continuing	technical	assistance	to	
LGUs	in	the	conduct	of	various	
communication	and	SBCC	strategies	

	
	
	
	
	
	
	

Q1,2024	
	

Q1-Q4,2024	
	
	

Q1-Q4,2024	

	
P/C/M/B	

Outcome	
Increased	demand	for	FP	
methods	within	the	locality	
	
Output	
• National	and	regional	
RPFP	communication	and	
SBCC	plan	used	by	LGUs	

• Local	RPFP	team	for	
demand	generation	and	
service	provision	
organized,	trained	and	
mobilized	

	
	
	
	
	
	
	

POPCOM-CO	
	

POPCOM	
Regional	Offices	

	
	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	provided	
RPFP	information	
to	at	least	75%	of	
their	identified	
targets	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

3. Continuing	CapDev	and	mobilization	of	LGUs	
on	new	approaches	on	demand	generation	
and	SBCC	for	RPFP	

	
Strategy	2:		
CapDev	and	assistance	to	RPFP	workers	in	
demand	generation	and	referral	systems	for	
Phase	II	LGUs	
	
Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office,	CHO	and	FP	coordinators	
and	other	local	stakeholders	on	national	
directives	and	objectives	of	the	PPDP-NPPFP		

2. Dissemination	of	tools	and	materials	for	
demand	generation	

3. Conduct	of	training	among	RPFP	Team	for	
demand	generation	and	referral	activities	
and	recording	

4. Conduct	of	continuing	technical	assistance	to	
LGUs	in	the	conduct	of	various	
communication	and	SBCC	strategies	

	
	
	
	
	
	
	
	
	

Q1-Q2,2024	
	
	
	
	

Q1,2024	
	

Q1-Q2,2024	
	
	

Q1-Q4,2024	
	

	

• Various	demand	
generation	and	SBCC	
activities	for	RPFP	
conducted	at	the	local	and	
community-level	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

2.4. Management	and	
implementation	of	local	
Pre-Marriage	
Orientation	and	
Counseling	(PMOC)	
program	

Strategy:		
Strengthen	implementation	local	PMOC	
program	
	
Activities:	
1. Advocacy	and	technical	assistance	in	the	

organization	and	mobilization	of	local	PMOC	
Team	(in	LGUs	not	covered	by	Phase	1	and	
2)	

	
	
	
	
	

Q1,2024	
	
	
	

Q1-Q4,2024	
	

	
P/C/M	

Outcome	
Increased	demand	for	FP	
methods	within	the	locality	
	
Output	
• Local	RPFP	team	for	
demand	generation,	
referral	and	service	
provision	organized,	
trained	and	mobilized	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	
	

For	2024	
o Cumulative	100%	
of	C/M	with	
organized	and	
functioning	PMOC	
Teams	

o 50	PM	Educators	
completed	online	
training	on	PMO	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Continuing	CapDev	of	local	PMOC	facilitators	
and	implementers	on	RPFP	and	other	
thematic	areas	

3. Development	and	distribution	of	SBCC	
support	materials	

4. Continuing	technical	assistance	and	
guidance	in	the	implementation	of	local	
PMOC	

5. Monitoring	and	continual	improvement	for	
local	PMOC	program	

6. Promotion	and	operationalization	of	the	e-
learning	platform	for	PMO	for	training	
certification	

Q1-Q2,2024	
	
	

Q1-Q4,2024	
	
	

Q1-Q4,2024	
	

Q1-Q4,	2024	
	

• PMOC	sessions	conducted	
efficiently	

• Pre-Marriage	Educators	
enrolled	in	PMO	e-learning	
course	

	
	

	
	
	
	
	
	

POPCOM	CO	
POPCOM	

Regional	Offices	

2.5. Capacity	development	
and	provision	of	
technical	assistance	on	
RPFP	program	

Strategy	1:		
Continuing	technical	assistance	to	Provincial	
POPDEV	Office	in	managing	and	
coordinating	the	provincial	RPFP	program	
within	component	cities	and	municipalities	
	
Activities:	
1. Continuing	CapDev	of	Provincial	POPDEV	

Office	on	various	RPFP	program	skills,	tools	
and	processes	

2. Mobilization	of	Provincial	POPDEV	Office	in	
the	provision	of	technical	assistance	and	
CapDev	on	RPFP	among	cities	and	
municipalities	

3. Monitoring	and	continual	improvement	for	
the	capacity	of	Provincial	POPDEV	Office	on	
RPFP	program	

	
Strategy	2:		

	
Q1-Q4,2024		

	
	

	
P/C	

Outcome	
Improved	capacity	and	
efficiency	of	Local	POPDEV	
Office	to	provide	technical	
inputs	to	cities	and	
municipalities	
	
Output	
• Local	POPDEV	Office	
continually	trained	and	
provided	with	needed	
tools	

• Institutional	partners	
mobilized	for	RPFP	
training	

• RPFP	stakeholders	
enrolled	in	RPFP	training	
provided	by	institutional	
partner	

	
	
	
	
	
	
	

POPCOM-CO	and	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	

For	2024	
• 100%	of	
Provincial	
POPDEV	Office	
trained	and	
sustainably	
mobilized	for	
technical	
assistance	to	C/M	

• 100	RPFP	
stakeholders	
trained	by	
institutional	
partners	

• 100	stakeholders	
completed	RPFP	
course	online	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

Partnership	with	institutions	in	the	
provision	of	CapDev	on	RPFP	related	
competencies	
1. Promotion	of	CapDev	mechanism	with	

institutional	partners	
2. Assessment	of	training	provided	by	

institutional	partner	
	
Strategy	3:		
Development	and	operationalization	of	the	
e-learning	platform	for	RPFP	(SBCC)	
1. Promotion	and	operationalization	of	the	e-

learning	platform	
2. Assessment	of	courses	provided	through	

online	platform	
	

• Stakeholders	accessed	e-
learning	platform	for	
CapDev	on	RPFP	

	

POPCOM	CO	and	
Regional	Offices	

	
	

POPCOM	CO	
	
	
	
	
	

POPCOM	CO	and	
Regional	Offices	
POPCOM	CO	

2.6. FP	supply	chain	
management	(FP-SCM)	

Strategy:		
Strengthen	capacity	of	provinces	and	cities	
on	FP-SCM	
	
Activities:	
1. Consultation	with	P/C/M	on	the	areas	to	be	

improved	for	FP-SCM	within	the	
province/chartered	cities	not	covered	in	
Phase	1	and	2	

2. CapDev	of	LGUs	on	efficient	FP-SCM	(priority	
for	LGUs	not	covered	in	Phase	1	and	2)	

3. Advocacy	and	technical	assistance	in	the	
construction/strengthening	of	warehouse	of	
FP	supplies	(in	LGUs	without	FP-SCM)	

4. Continual	monitoring	of	stock	level	to	ensure	
availability	for	FP	supplies	

	
	
	
	
	

Q1-Q2,	2024	
	
	
	

Q1-Q2,	2024	
	

Q3-Q4,	2024	
	
	

Q1-Q4,	2024	
	

	
P/C/M	

Outcome	
No	stock-out	on	FP	supplies	in	
all	public	health	facilities	
	
Output	
• FP	supplies	efficiently	
distributed/redistributed	

	

	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	

POPCOM	CO	
	

POPCOM	CO	
	
	

POPCOM	CO	and	
Regional	Offices	

For	2024	
• 100%	of	C/M	
with	zero	stock-
out	of	FP	
commodities	in	
all	public	health	
facilities	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2.7. Strengthening	of	the	
delivery	of	RPFP	
services	

Strategy	1:		
Strengthen	capacity	and	systems	of	cities	
and	municipalities	in	the	delivery	RPFP	
services		
	
Activities:	
1. Continuing	consultation	C/M	population	and	
health	offices	on	the	areas	to	be	improved	
for	RPFP	service	delivery	

2. CapDev	of	LGUs	on	FP	service	delivery	
3. Continuing	advocacy	and	technical	
assistance	in	the	improvement	of	facilities	
for	delivery	of	quality	FP	services	

4. Deployment	of	POPCOM	RPFP	Itinerant	
Team	to	augment	gaps	in	FP	services	in	the	
LGUs	

5. Advocacy	and	technical	assistance	in	setting	
and	providing	FP	services	in	tertiary	
hospitals	

6. Continual	monitoring	of	quality	of	the	FP	
services	

	
Q1-Q4,	2024		

	
	

	
C/M/B	

Outcome	
Increased	FP	use	in	the	
locality	
	
Output	
• FP	service	providers	
continuously	trained	and	
capacitated	

• Effective	referral	system	
established	and	mobilized	

	

	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
POPCOM	CO	
POPCOM	

Regional	Offices	
	

POPCOM	CO	
	
	

POPCOM	CO	
	
	

POPCOM	CO	
	

For	2024	
• 100%	of	C/M	
with	
contraceptive	
prevalence	rate	
within	national	
rate	(or	local	
targets)	

2.8. Monitoring	and	
evaluation	of	local	
RPFP	program	

Strategy:			
Capacity	development	and	mobilization	of	
Local	POPDEV	Offices	and	other	concerned	
local	staff	on	M&E	
	
Activities:	
1. Dissemination	of	RPFP	results	and	M&E	

framework	as	guide	for	the	local	RPFP	
implementation	and	monitoring	

	
	
	
	
	
	

Q1,	2024	
	
	

Q1-Q2,	2024	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
• Local	M&E	system	for	
RPFP	program	established	
and	implemented	

	
	
	
	
	

POPCOM	
Regional	Offices	

For	2024	
• 100%	of	P/C/M	
implemented	
M&E	system	for	
RPFP	program	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Conduct	of	CapDev	of	local	RPFP	managers	
on	program	M&E	(e.g.,	conduct	of	program	
implementation	review)	(those	not	covered	
by	Phase	1	and	2)	

3. Continuing	technical	assistance	in	the	
conduct	of	M&E	activities	

	
	
	

Q1-Q4,	2024	
	

• M&E	data	utilized	in	RPFP	
planning	and	
programming	

3. Adolescent	Health	and	Development	(AHD)	Program	(Prevention	
of	adolescent	pregnancies	and	social	protection	for	adolescent	
mothers	and	their	children)	

	 	 	 	 	

3.1. Establishment	of	local	
AHD	database	and	
information	system	

Strategy	1:		
Capacity	development	of	local	AHD	program	
managers	and	other	stakeholders	on	AHD	
information	system	for	not	covered	by	Phase	
1	and	2	
	
Activities:	
1. Dissemination	and	installation	of	AHD	
information	system	to	be	used	by	LGUs		

2. CapDev	of	local	population	offices	and	other	
stakeholders	in	setting-up	and	utilizing	AHD	
information	system	

3. Report	generation	and	preparation	at	the	
local	to	be	consolidated	at	the	provincial,	
regional	and	national	levels	

	
Strategy	2:		
Operationalization	of	AHD	information	
system	for	Phase	I	LGUs	
	
1. Report	generation	and	preparation	at	the	

local	to	be	consolidated	at	the	provincial,	
regional	and	national	levels	

	
	
	
	
	
	
	
	

Q1,	2024	
	

Q1-Q2,	2024	
	
	

Q1-Q4,	2024	
	
	
	
	
	
	
	

P/C/M/B	 Outcome	
Local	AHD	program	efficiently	
managed	based	on	evidences	
	
Output	
• Local	POPDEV	Office	
and/or	other	local	
stakeholders	trained	on	
AHD	information	system	

• AHD	information	system	
installed,	populated	and	
used	in	program	planning	

	
POPCOM	

Regional	Offices	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

POPCOM	
Regional	Offices	

	
	
	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	have	
maintained	and	
used	AHD	
information	
system	in	
program	review	
and	planning	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Continuing	technical	assistance	in	the	
maintenance	and	use	of	the	AHD	information	
system	

Every	end	of	
the	quarter,	
year-end	

Q1-Q4,	2024	
3.2. Formulation	of	local	

AHD	plan,	strategies	
and	investment	
program		

Strategy	1:		
Local	AHD	program	planning	and	investment	
programming	for	Phase	II	LGUs	
	
Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office,	AHD	coordinators	and	other	
local	stakeholders	on	national	directives	and	
objectives	of	the	AHD	program	

2. Technical	assistance	in	the	conduct	of	local	
youth	development	planning	–	LYDP	-	
(integrating	AHD	issues	and	concerns)	

	
Strategy	2:		
Technical	assistance	in	the	review	of	AHD	
plans	and	programs		
	
Activities:	
1. Provision	of	technical	assistance	in	the	

review	and	enhancement	of	local	AHD	plans	
and	strategies	

2. Monitoring	of	the	budget	and	expenditure	on	
local	AHD	by	POPCOM	regional	offices	and	
Provincial	POPDEV	Offices	

	
	
	
	
	

Q1-Q2,	2024	
	
	
	
	

Q1-Q2,	2024	
	
	
	
	
	
	
	
	

Q3-Q4,	2024	
	
	

Q3-Q4,	2024	
	

	
P/C/M/B	

Outcome	
Decreased	incidence	of	
adolescent	pregnancy	
	
Output	
• Comprehensive	LYDP	with	
interventions	on	AHD	
developed,	approved	and	
implemented	

• AHD	strategies	and	
services	included	in	the	
local	investment	program	

• Level	of	allocation	and	
expenditure	at	the	local	
level	monitored	and	
analyzed	

	
POPCOM	

Regional	Offices	
	
	
	
	
	
	
	
	
	
	
	
	

POPCOM	CO	and	
Regional	Offices	

	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	
implementing	
local	AHD	
strategies	

o 100%	of	P/C/M	
with	increase	
budget	for	AHD	
(based	on	2023	
baseline)	

	

3.3. Communication	and	
SBCC	strategies	for	
prevention	of	
adolescent	pregnancies	

Strategy	1:		
Capacity	development	and	mobilization	of	
local	AHD	program	managers	and	
stakeholders	for	LGUs	in	Phase	II	
	

	
	
	
	
	

	
P/C/M/B	

Outcome	
Increased	awareness	and	
knowledge	of	target	audiences	
on	AHD	issues	and	core	
messages	

	
	
	
	
	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	
implementing	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

and	social	protection	
for	adolescent	mothers	

Activities:	
1. Consultation	and	orientation	of	Local	

POPDEV	Office	and	other	local	stakeholders	
on	national	directives	and	objectives	of	the	
PPDP-AHD	program	

2. Development	of	tools	and	materials	for	AHD	
program	(e.g.,	ISDN,	SHAPE-A,	etc.)	

3. Continuing	training	among	local	AHD	team	
members	on	various	approaches	

	
Strategy	2:		
Mainstreaming	of	AHD	SBCC	and	
communication	strategies	in	local	AHD	
program	in	LGUs	covered	in	Phase	I	
	
Activities:	
1. Technical	assistance	to	LGUs	in	assessing	

and	enhancement	AHD	SBCC	strategies	
2. Institutionalization	or	scaling-up	of	local	

AHD	SBCC	interventions	in	annual	
investment	programs	and	comprehensive	
plans	

	

	
Q1-Q2,	2024	

	
	
	

Q1-Q2,	2024	
	

Q1-Q4,	2024	
	
	
	
	
	

Q1-Q4,	2024	
	

	
Output	
• National	and	regional	AHD	
communication	plan	
developed	and	used	by	
LGUs	

• Local	AHD	team	organized,	
trained	and	mobilized	

• AHD	SBCC	strategies	
sustained	and	
institutionalized	

	
POPCOM-CO	and	
Regional	Offices	

	
	
	

POPCOM	CO	
	

POPCOM	
Regional	Offices	

	
	

POPCOM	
Regional	Offices	

	
	
	
	
	
	
	
	

AHD	
communication	
strategies	

o 100%	of	LGUs	
that	provided	
AHD	information	
among	100%	of	
adolescents	
within	their	
locality	

3.4. Capacity	development	
and	provision	of	
technical	assistance	on	
AHD	program	

Strategy:		
Mobilization	of	Provincial	POPDEV	Office	for	
the	provision	of	technical	assistance	on	AHD	
to	cities	and	municipalities	
	
Activities:	
1. Continuing	CapDev	of	Provincial	POPDEV	

Office	on	various	AHD	program	skills,	tools	
and	processes	

	
Q1-Q4,2024	

	
	

	
P/C/M	

Outcome	
Improved	capacity	and	
efficiency	of	local	POPDEV	
Office	and	other	local	program	
implementers	to	provide	
technical	inputs	to	cities	and	
municipalities	
	
Output	

	
POPCOM	

Regional	Offices	
	
	
	
	
	
	
	

For	2024	
o 100%	of	Local	
POPDEV	Offices	
mobilized	for	
provision	of	
technical	
assistance	to	C/M	

o 100	stakeholders	
completed	the	e-
learning	course	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Mobilization	of	Provincial	POPDEV	Office	in	
the	provision	of	technical	assistance	and	
capacity	building	on	AHD	among	cities	and	
municipalities	

3. Monitoring	and	continual	improvement	for	
the	capacity	of	Provincial	POPDEV	Office	on	
AHD	program	
	

Strategy	2:		
Development	and	operationalization	of	the	
e-learning	platform	for	AHD	(i.e.,	SHAPE	
Module)	
1. Promotion	and	operationalization	of	the	e-

learning	platform	
2. Assessment	of	the	e-learning	platform	
	
Strategy	3:		
Partnership	with	institutions	in	the	
provision	of	CapDev	on	RPFP	related	
competencies	
1. Promotion	of	the	training	course	among	

local	stakeholders	
2. Assessment	of	the	training	courses	

• Local	POPDEV	Officers	and	
other	local	program	
implementers	mobilized	
for	provision	of	technical	
assistance	to	C/Ms	

• Local	stakeholders	
enrolled	and	trained	on	
SHAPE	through	the	e-
learning	platform	and	
institutional	partners	

	
	

	
	
	
	
	
	
	
	
	

POPCOM-CO	
	
	
	
	
	
	
	
	

POPCOM	CO	

o 100	stakeholders	
trained	on	AHD	
by	institutional	
partner	

3.5. Delivery	of	AHD	
services	

Strategy:		
Advocacy	and	technical	assistance	in	the	
development	of	ISDN	for	AHD	
	
Activities:	
1. Continuing	consultation	with	P/C/M	

stakeholders	and	program	implementers	on	
the	areas	to	be	improved	for	AHD	service	
delivery	

	
Q1-Q4,2024	

	
	
	
	
	
	
	
	

	
P/C/M/B	

Outcome	
Increased	FP	use	in	the	
locality	
	
Output	
• AHD	service	providers	
continuously	trained	and	
capacitated	

	
POPCOM	

Regional	Offices	

For	2024	
o 100%	
(cumulative)			of	
P/C/M	with	
functional	ISDN	
for	AHD	or	with	
functional	and	
networked	
facilities	
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Function	/Service/Facility/	
Program/Project/Activity	 Strategies	and	Activities	 Timelime/	

Schedule	
Level	of	
LGU	

Expected	Output/	Outcome	 Responsible	
Organization/	

Unit	

Success	Indicator	
for	Target	LGUs	

2. Mobilization	of	ISDN	in	LGUs	where	it	is	
organized	

3. CapDev	of	LGUs	on	AHD	service	delivery	
4. Advocacy	and	technical	assistance	in	the	

improvement	of	facilities	and	mechanisms	
for	delivery	of	quality	AHD	services	

5. Advocacy	and	technical	assistance	in	setting	
ISDN	for	AHD	

6. Monitoring	of	quality	of	the	AHD	services	

	
	

• Effective	referral	system	
(ISDN	for	AHD)	
established	and	mobilized	

	

providing	
services	on	AHD	

	
	
	

3.6. Monitoring	and	
evaluation	of	local	AHD	
program	

Strategy:			
Technical	assistance	in	the	monitoring	and	
evaluation	of	AHD	programs	for	
enhancement	and	sustainability	
	
Activities:	
1. Enhancement	and	implementation	of	AHD	

results	and	M&E	framework		
2. CapDev	of	local	AHD	program	managers	on	

program	M&E	(e.g.,	conduct	of	program	
implementation	review)	

3. Technical	assistance	in	the	conduct	of	M&E	
activities	

Q4,2021-2024	
	
	
	
	
	

P/C/M	 Outcome	
POPDEV	program	efficiently	
and	effectively	implemented	
	
Output	
• Local	M&E	system	for	AHD	
program	established	and	
implemented	

POPCOM-CO	and	
Regional	Offices	

For	2024	
o 100%	
(cumulative)	of	
P/C/M	
implemented	
M&E	system	for	
AHD	program	
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CHECKLIST	OF	CRITERIA	AND	CONDITIONS	NECESSARY		
TO	DETERMINE	THE	READINESS	OF	THE	LGUS	TO	TAKE	ON	AND	MANAGE	THE	DELIVERY	OF	THE	DEVOLVED	SERVICES	

	
	

The	capacity	of	the	LGUs	to	fully	managed	and	take	on	the	devolved	functions	shall	be	measured	against	the	criteria	and	parameters	indicated	below.		Those	with	
low	 capacity	 for	 devolution	 shall	 be	prioritized	 in	 terms	of	 investments	 for	 the	 capacity	development,	 technical	 assistance,	mentoring	 and	 financial	 assistance	 from	
POPCOM	particularly	during	the	first	phase.		However,	priority	in	terms	of	technical	assistance	will	also	be	provided	to	LGUs	with	already	high	capacity	(“low	hanging	
fruits”)	during	the	first	phase	to	fully	establish	the	program	so	that	their	situation	and	experiences	can	be	used	in	the	diffusion	and	scale-up	efforts.	

	
The	level	of	preparedness	of	the	LGUs	based	on	this	checklist	shall	be	determined	through	a	baseline	survey	among	LGUs	to	be	conducted	by	the	POPCOM	Regional	

Offices	during	the	first	quarter	of	2022.		This	baseline	database	shall	also	be	used	as	a	monitoring	tool	to	determine	and	assess	the	type	and	level	of	assistance	and	support	
to	be	provided	by	POPCOM	for	the	devolution.	
	

Components	 Low	Capacity	 Medium	Capacity	 High	Capacity	
1. Existence	and	

functionality	of	local	
population	and	
development	structure	
or	office	

o Without	or	with	at	least	a	designated	
POPDEV	Officer	but	without	staff	
complement	
o With	at	most	3	staff	complement	

for	Province	and	HUCs	
o With	at	most	2	staff	complement	

for	municipalities	
o No	or	minimal	community	population	
volunteers	or	workers		

o Operating	without	well-defined	
structure	or	administrative	structure	
(e.g.,	attachment	to	an	office)	

o With	a	designated	or	appointed	POPDEV	
Officer	

o With	a	staffing	pattern	or	organizational	
structure	consisting	of	3-5	staff	
complement		

o Operating	as	an	integral	unit	or	section	or	
attached	office	of	a	local	department	or	
division	established	through	an	executive	
order	or	an	ordinance	

o With	a	designated	or	appointed	POPDEV	
Officer	

o With	a	well-defined	staffing	pattern	or	
organizational	structure	consisting	of	at	
least	5	plantilla	or	regular	staff	
complement	or	most	of	the	staff	are	
plantilla	positions	and	others	are	under	
jo	orders	or	contract	of	service		

o With	population	community	volunteers	
and/or	workers	

o Operating	as	an	independent	office	or	
division	of	a	local	department	established	
through	an	ordinance	

2. Allocation	of	financial	
resources	and	material	
support	(supplies,	

o Without	independent	budget	or	
financial	allocation	or	minimal	budget	
is	subsumed	in	the	budget	of	an	office	

o With	financial	or	budgetary	allocation	
that	can	cover	about	50-60%	of	devolved	
POPDEV	strategies	and	activities	and	

o With	financial	or	budgetary	allocation	
that	can	cover	more	than	60%	of	
devolved	POPDEV	strategies	and	
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Components	 Low	Capacity	 Medium	Capacity	 High	Capacity	
materials	and	
equipment)	

o Allotment	is	substantially	(i.e.,	can	only	
cover	a	number	of	devolved	activities)	
not	enough	for	full	implementation	
and	coverage	of	various	POPDEV	
strategies	and	activities	

o Needed	supplies	and	materials	and	
equipment	are	not	adequate	to	fully	
operate	

functions	(based	on	work	and	financial	
plan)	

o Needed	supplies	and	
materials/equipment	are	just	enough	to	
effectively	implement	activities	

activities	and	functions	(based	on	work	
and	financial	plan)	

o Needed	supplies	and	
materials/equipment	are	provided	
readily	to	effectively	implement	activities	

3. Institutional	and	policy	
support	for	the	
POPDEV	program		

o There	is	expressed	objection	for	the	
LCEs	or	local	managers	to	the	POPDEV	
program	or	political	support	is	not	
clearly	expressed	or	not	documented	
(e.g,	ordinance,	resolutions,	plans)	

o No	existing	agreement	or	engagement	
with	POPCOM	for	the	POPDEV	
program	

o No	policies	explicitly	supporting	
POPDEV	strategies	

o No	existing	plan	including	POPDEV	
strategies	and	activities	

	

o With	documented	political	support	but	
not	yet	translated	into	policy	and	
program	instruments	

o LCEs	and	program	managers	are	
expressly	supportive	but	needing	close	
coordination	for	specific	actions	

o With	existing	agreement	or	engagement	
with	POPCOM	for	the	POPDEV	program	
but	many	arrangements	have	yet	to	be	
instituted	or	implemented	

o There	is	existing	plan	for	POPDEV	
strategies	and	activities	but	it	covers	only	
few	POPDEV-related	activities		

o With	existing	ordinance	or	clear	policy	
for	POPDEV	strategies	or	programs	

o LCEs	have	expressed	support	and	
ownership	of	the	program	

o With	well-defined	plan	or	program	of	
actions	for	POPDEV	strategies	

o With	existing	coordinative	mechanism	
for	interagency	collaboration	

4. Existing	database	and	
information	system	for	
POPDEV	strategies		

o There	is	no	existing	database	and	
information	system	for	POPDEV	
strategies	that	can	be	used	for	
planning	and	programming	

o No	plan	or	resources	to	establish	the	
system	or	database	

o There	are	databases	and	information	but	
not	harmonized,	processed	and	used	in	
decision-making	processes	

	

o There	are	established	databases	and	
information	that	are	readily	available	for	
processing	and	use	in	decision-making	
processes	

5. Level	of	competencies	
and	capacities	on	
POPDEV	strategies		

o Less	than	50%	of	program	
implementers	were	trained	on	
relevant	POPDEV	strategies	and	
services	

o Less	than	75%	of	program	implementers	
were	trained	on	relevant	POPDEV	
strategies	and	services	

o More	than	75%	of	program	implementers	
were	trained	on	relevant	POPDEV	
strategies	and	services	
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Components	 Low	Capacity	 Medium	Capacity	 High	Capacity	
6. Existing	POPDEV	

strategies	and	
programs		

o There	are	a	few	POPDEV	related	
services	and	strategies	that	are	being	
implemented	and	not	explicitly	
implemented	as	part	of	an	organized	
POPDEV	program	

o There	are	a	few	existing	interventions	
related	to	the	various	program	
components	of	the	POPDEV	program	

o Substantial	and	comprehensive	
interventions	for	all	various	program	
components	of	POPDEV	program	are	
existing	

	

	

	

Prepared	by:	
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Usec.	JUAN	ANTONIO	A.	PEREZ	III,	M.D.,	MPH	
Executive	Director	

	

	 	CPD DTP Approved by DBM on April 22, 2022



CPD DTP Approved by DBM on April 22, 2022

Functlon/Progra LGU Lev1,I 

m/ and 
Project/ Activity Office/Uni 

and t 
Cor-respondlng to Use lhe 

Service• Standard 

I tJ (2) 

Registry of Service Standards for the Delivery or Devolved of Functions, Services and FacHitles (ANNEX C-1} 

Registry of Service Standards for the Delivery of Devolved Functions, Services and Facilities 

COMMISSION ON POPULATION AND DEVELOPMENT (POPCOM) 

Service Delivery Stan.dards 
f4l 

OUTPUT PROCESS INPUT 

Beneficiary/ Technical QuaJHicallou/ 
Fee ro 

U er St.indardCon SpeclOcallons 
Avail 

Spedflcatlons Quality or Procedural Resource Compelcncy 

(31 
toOcllvu of Input 

Service 

of Service Service Standards Inputs of Service (lfany) 

[UJ (4.2) (4.31 [4.4) 
th.-~rvlce (4.6] Provider 

[4.51 [4.7] 
(4.8J 

Updating 

Title or Status 

RcCcr1,nce 
Other (6) 

s 
Standards (S 

(4.9) 

1. Ponulation and Devcloomenl fPOPDEV1 Services/ Proeram 

E:!tablishmen P/C/M Loe.ii and Updated, . Data are lhe Steps In s~ttlng-up . Dedicated • Price of • Comput r set • llli;h level or For free Observance Gulde on 

torlocal Local national aggregated lat('SI n nd process Ing of compuccr set computer set with enough compul r of establish In 

POPOEV POPOEV prognm {sex. age, sex. available. the POPDEV . Trained st.ifT • Salary or capacity to litcra')' confldcntlal g;ind 

databueand Office/Plan manag,rs and other reliable and database shall be . Internet assigned store dataset •With lty and procc,ssJng 

lnformadon ning Office lplannl'rs and characteristics) vc:riliable documented and to conn~c-t!Vlty personnel Internet knowledge on integnty or local 

system implementers) ,and • Aggregated be trained to LGUs • Cost or connectJvlty statJstical dati POPDEV DVT ZOZO 

(Including comprehl'.nsive for more in• training lhatallows softwares or database 

the local depth analysis • UtllJty cost data exchange programs (to be 

Drmog.-aphic demographic . Compre- (e.g,, •Traln"d on developed) 

VulnerabUlty and hcnsive list of electricity, POPDEV 

Tables and socioeconomic indicators to fuel, etc.) concepts and 

SOG•relate-d data and be developed ml'asurcs 

indie2tors or information 

LGUs) covering the 
LGU 
fP/C/MJBl 

Rrelstryor C/M/B C/M/B Updated, • Data are the Stl'ps in sel1Jng•up . Dedicated • Price of • llardware • Knowledge of Forfn:e . Observa Guide on 

B.orangay Local offlcials, aggregated l:11est and processing of computer set computer set Requirement soflware nee of establishln 

lnbablt:lllts POPDEV planner and (sex. age, sex. available, the RBIM can be . Trained staff • Salary of s applic.ltions confidcn g.ind 

and Migrants Olfiee/Pl.an program and other reliable and found In ANNEX H Internet assigned (compatible (MS Access, tialhy processing 

(flBIMJ nlng Implementers tharacterfsttcs) verifiable connectlvlty p rsonn<'I with any or MS Excel. and data from 

Office/Dara ,and • Aggregated • Cost of I he foll owl ng SQL)Wlth Integrity tht> RBIM 

ngay comprehensive for more In- training computers: knowh:dge on of d11t1 (ANNEX H} 

Seaetary profile or depth analysis • Cost or data 32-bft. X64 SUllisllcal • Datab.ls 

migrants • Comprchen- gathering or 11\64) softwares or r can be 

(going in and "Ive list of (depending or • Sortware proi;ram updated 

out] within the lndlcatol's In popul.ition) Requirement •Traint'd on 

the RBIM are s !Access RBIM 

Scanned with CamScanner 



Registry of Service Standards for the Delivery of Devolved of Functions, Services and Facilities (ANNEX C· 1) 

Functlnn/f'rogn LC\JLcvcl 
Servlcc Dell very Standards 

141 Up<Ullng 
rn/ and OUTPUT PROCESS INPUT Tlde of St:mu 

Projcct/Artlvfty Office/Uni Bent'nctary/ Technical Quallncatlon/ 
fee to Rdrrroce and I User St.indard Cost Sptctncallons Aval! Other (6) Speclncallons Quality of Proccdur•I Resource Compelency s Corresponding to Uk' the (3) to Deliver Service Sundarcb 

Seni«' Standard orservt« Servttt Sundards Inputs the Service 
or lnpu1 or Service (If any) 14,9) IS 

[II (2) IUJ [4.2) 1u1 (U) 
14,SI 

fU) Provider (4.111 (4.7) 

b.irangay/ fouml In Uulilyco•l IJat.obasc 
lne.tlll)' ANNEX II (e.g., enginl!, 

• UHIC profile elcctrlcily, fuel, do1NetFX40, 
or Individual elc.) Report 
flt'l'SOR Viewrr,SQL 
moving-In and Elrpress) 
ou1oflhe 
h~ranr.av 

2. Rcsoonslble Parenthood and Famlh• Plannlm! IRPFP) Services/ Program 3. 
Demand P/C/M /B Coupl('S and Provision or • Couples and . Clients can • Trained RPf'P Cost of I.he • Sub-module Trained on I.he Free N/A . Resourc . 
generallon Populauon 1nd1Vlduals 10· infomuuoo on Individuals arr atu-nd educators and resour« 2.2 orFDS conduct of e-book 
acth1lles for and 49 )'Can old RPFP provided wilh Org.llliUd facilitiuors lnpulS (4.4) RPFP r.bmw RPFPcwscs for 
RPFP at local Developme COrrtC:I RPFP cl3SSl!S • Supplfes and RPFP 
level nt ldentlflc.itlun lnlormaUon to . Consult with materials dem.and 

Orftce/Wor .1nd rtferral or enable them 10 community • Moblllzotion i:cncran 
ktrs/ needs for choose volunteers or support (e.g.. on (to 
Voluntttrs (arnOy planning • FP needs arc service gc.ir. be 

SCMtn eXJ>resscd. providers In transporntloo. d.-,tlop 
ldentlflt'd. he.11th facility etc) ed) 
referred and . ClicnlS can be • RPF P client's 
served In a provided wltl1 pronleand 
heallh factlll)' reading referral slips 

materials andolher 
forms 

• IEC nL1lerl.1l< 
Pruvhlon of P/C/M Apphc.ints for Certificate of • Cllcnt.swi1J1 . Applicants for • Tr31nlne ond • Cost or • l'ralnlni: •Tr.ilnl'd F'rrc, DSWO . PMOC . 20:0 
Pr.,·M.orrlage Lr,cal marriage Compllanc.e Increased marriage accrcdi1.1l1011 su11plles. shoul.l be b.lSt'don i;uiJdmH M.1nu~I 
Orlenutlon PopuLnlon Ileen~ after knowledge on licenses 0111on11the ,n.,tcrlals h,t,eJ Otl rMOC on the l'~rt I 
and Office/Soci au.endance to RPfPand register at local l•MOC and l'Ol't:OM rn.unul aC'CTNltalJo ~nJ II 
Counulln1 •I Welf.1re • Pre- other rel.1tcd populallon facil,utors ,md N'1ulpn1en1 modult"S • A«rcJ1tcJ n of pr..- . OSWO 
(PMOCJ Oflia-/HNI Marrl.1ge topia omcr for counselors • Cosl or •A~ht.1tlo bJ<t'd on m.lrn.lg<, 1Ukkhn 

1.h ()trice Orientation • Conducive scheduling • Ruom for lhc training or nofrM O~"\\'U C'Ollnsclo~ rs on 
(l't.10) room lorlhc co111luc1 or lhc r.,tlhlaturs counStlors i:\tldchncs lh,• 

ba<cd on Jrtf'Nllt 

Scanned with CamScanner 



Registry of Service Standards for the Delivery of Devolved offunctions, Services 3nd Facilities (ANNEX C·l) 

Service Delivery Standards 
Updating Functlon/Progra LCU Level 141 

m/ and OUTPUT PROCESS INPUT TIiie or Status 
rroJect/Actfvlly om«/Unl DeneOcl:iry/ Technical QunllOcaLlon/ 

fee to Reference 
and t User Stand;ard Cost Speclncallons Av~II Other (6) 

SpecUlcaUons Quality or Procedural Resource Contpelcncy s 
Carrespondl.11g to Use the [31 to Deliver Servlcce Standards 

Scervke• Standard of Servi« Service Standards lnpuls thceSen1re 
orln1,u1 orServlcce (If any) [4.91 

[5 

I 11 121 14.1) 14.2] [4.31 (4.41 (4.51 
(4.6) Provlde,r (4.81 

(4.7) 

Prl•·Mdrrl~gc cumluct of . Panlc1pJnts • Online and oswo atlon of 

Counseling PMO :illend the full connectivity counselors procedures premur 
(PMC) • Effective PMOs..-nlon forvinual • Salaries of • Session f3ge 

onhne PMOC . PartJdp3nLS si,sslons fadlltators room counsel 

session attend the PMC • rMOCforms • Utlllty cost conduove ors 
session Ir one (c.g.MEI, forlhc PMOC for learning 
among the couples room (about S 
couple Is 18-2S profile) couples) and 
yo wllh privacy . CtrtlOcate of (for 
comphance counstllng) 
issued (as 
requlremenfor 
marriage 
license 

Deli,·ery or C/M Women and • Widt' range • Clients are • ClcnLS may • Training and • Cost ofFP • Service • Physician/ Free or . Tl,e . 2013 
RPf P services RIIUs/BlfS men of ofl4'1"l FP provided v.ith avail of services ccertlficarion of supplies and delivery Nurstt/ wilh Philippi 

I reproductive n1eLhods F P counseling In public health service commodities roombas•d Midwife minimal ne 
Provincial age (women :at based on The before the faciliLies providers on • Cost of on The • Trained on cost Cinlcal 
.and dlsrrict 10-49) Ph,lippinr strvltc through FllCBT (I and training or Philippine FBCT Su11dar 
hospitals Clinfco/ • FP services arc voluntary visit. 11) service C//11/co/ ds on FP 

Standards on provided referral, • Service providers Standards on . Standar 
FP within the communily or delivery room • S..laries of FPand other ds/ 

prine1ple of FP caravans based on The fPservillC! rclcv.anl DOH Guldclin 
voluntuism (oucm1ch FP Philippine providers Culdellncs es on 
and informed .ict:lvftles) or Clinical • Utility for provislo 
choice posl•partum Standards on the PMOC n ofFP 

• FP dlcnts are service FP room lllncran 
provided wilh • 5cfvlccs are I 
Information on provided based services 
sldccfTcas on The . PhllHcal 
and post• Phtlfpplne th 
service Clinical guldclln 
Information Slandords on FP es on FP 

Scanned with CamScanner 



-~----...~- - ----------,..,.__---'-...... .....>-4__.'Q....J~------------------------------------------------------

Rc1tlst11• of Scr\llcc Standards for the Delivery of Devolved nf Functions, Services and Paclllllu (ANNEX C• l) 

54-rvlcf' Df'llvf'ry Stand.rd"' 
functionfProV2 LGU~I 141 Updating 

m/ and OUTPUT PROCESS INPUT Tltlr or St>tus 
ProJ~/ActMI)' OfflCf'/Unl Df'nf'llclary/ Trchnlcal Quaunaclon/ 

Ftt lo Rdc-ftntt 
and I ll<f'r Standard Cn11 Spt'clOcallont Avall Othc-r (6) 

~dllatlon.s Qu•lltyor rroct'durnl Rcsourcf' Compt,1«-ncy s 
CorrMpondln& toURthf' 131 lnOcllvcr Sn-ricf' Stlnducb 

Stt\1<'1'· Standard o(Sen'itt Sr1"'1Cf' Standard.s tnrul:3 lhc-Sf'l"V1Ct' 
nrlnrut ol~"1cf' (Ir any) , .... , IS 

I tJ 121 
f4.1) f4.2) (4.31 [4.41 14.S) 

14,(,) Provldcr 
14.81 (4.7] 

FPSupply C/M Women and • Effectwr • FP supplies are • MOr of SCM-FP • FP forecasting • Coslofthc • Trchnlcal QSof thf' N/A . IMC . 2019 
Chain RIIU,/BHS mf'nor IOf;!SllCS wc,11 stol't'd (lobe tools rMOUrf'f' sp•clfications Pf'l'SOnnd to be bet'lo<ttn 
M.tna,:.-mc-nt I tTP,rod Uctl\ f' m.ana,:<-~nl dl!Vdopt'd and • Prrsonnrl Inputs lo be, lndudf'dmthr DOH 

Pto\~nNI "J:t'("''Omf'nat or F'1' dlssemlnacNI) • Warehouse or lndudf'd In ►IOP ofSCM-FP ,ind 
and d,stnct 10""0) supphf's and stockroom thr MOP of POPCO 
hmptuls commod,t>rs corrrspondlng SCM-FP M 

to the volume . MOP or 

of the stocks/ SOI-fl' 
supplies hf'ing 
rf't'f'lvNI 

• Transportation 
or courier 
services 

• Supplies and 
matrrlals for 
packing;,nd 
repacking 

• Computrrsct 
for rccordlnll 
and tracklnl! -4. AdolUCC'nt lleallh and 01'\TCIOl)mf'nt (AlfD) St'n'icrs/ Prouam !>. 

uul,lhhmcn Lot.. Adrtlr\ot.f't:U • lntf'p-al...t • ~rvkHan, • AdoltSf'f'nlJ go • Organlz.1tlon • Cose oflhc • SJlC'('lfiNln . Tn,nt'dcn ~IL.'\I~ ~I(? . lrJoruu . 2010 
tand po,.,..bt,on (10·1':l>car-s and provld.-d or arc rcfcrnd and building for thrlSOS Io, Con rrc,•"51<.':> llo<1,1nd 
o.,.-racJonall~ urr.cr/ S'I.,./ old) lndudlng C'onllnuf'd hasf'd on the 10 fadllllrs moblllullonof the ttcn ~bnuJI of . 'Tnllnt\lon sunJ.tnb S<'rvlCt' 
atlon or l,ial yuuth thoM'Whoarc provision of dla11nosf'd and within tht ISUN thc lSllN for ccntrr OI>t'ra1mns thf' l)'l'f' of r"•,·IJ<'1 ~IWI')' 
Information d•wlnpmt ah•ady nr•d•d dcrnandf'd • AdolcsC('nlS arc AllD • Cost for (l~l'COM) SC'l"'lt'f'S --~t.",tn the Nctwor 
andS..n1ct- nt oftic,-r motlM-r• ASRlland n....:lor lnlt'rvtc-wNl and • l'riv:llt' a ml pm11nm ~i~ l'-1''1 k (1~0'1) 
D•llwry ocJ ... , ado~t'nlS unssf'd rubllchnlth n\.lftlJ:t'fflt'nt pn,nJC'd for 
Nrtwork M>Cill"conom throur), 111 • Adolcscrnls arc and other (t'ft, Adclcsc 
(ISDN) for k, lt-,:al and rffrctivc provided wll h sorl~I r,ctllllrs muling,. tnl 
Adol~c•nl p1<ll«tlvc rcfrrral •Y•lcm needed ,,. rvkc or SUJll'll~•. lkJlth 
llealth and M'MCl't and nr (onilnuum 11.,~tt on Ol'JtJnl1ntlo111 rlf.l ~nJ 

~,.vrlopmrnt r•lnln« ,rrvlcr °'°'"'"'r 

1 

Scanned with CamScanner 



CPD DTP Approved by DBM on April 22, 2022

Regi try of Service Standard for the Delivery or Devolved of Functions, Services and Facilities (ANNEX C·1} 

Functlon/Progr.a LCU IA.-vel 
~rvlce Delivery Standards 

!41 Updating 

m/ and OUTPUT rROCESS INPUT TIUc of Status 

ProJect/Artlvlly Office/Uni Dcnelldary/ Technlal Qualll'iatlon/ 
Fecto Reference 

and l User Standard Cost Spcd0catlons Avail Other {6} 
Speclficallons Quality of Procedural Resource Compc,tency $ 

Corresponding to Use the IJJ In Drllver Service Standards 

Scn1ce" Standard ofServlcr Service Standards Inputs of lnpul of Service (If any) 14.9] 
rs 

[4.11 (4.2) (4.J) (4.41 
lheSnvlcc (4.6] Provldrr 

(1) (21 (4.5) (4.7] 
(4,8] 

(AHO)· Ill intervention of care standards in the 3s members or • Cost for the ment 

lndude sod3I s approad1 facility or the ISDN training of (AHO) 

prolrction • Facility and referred to • Referral service Culdebo 

I ntcrvcntlons services are 3pproprl.11c system providers ok 

for adolescent and facillry within • Tr3lned service and program (POPCO 

adolesr1'nt youth-friendly the ISDN providers managers M) 

mothers and (based on DOIi • I EC materials and 

their chlldrt'n checkJlst) • St.a ff to m:in:,ge Implementer 

the tee,n s 

centers • Cost for the 

• Physlc:al ulillties of 

structure ror the teen 
the teen center centers 
as part of the • Cost ror the 
ISDN servlrcs to 

be vrovided 

Prepared by: Revie d by: Approv d by: 

7. 

CARDON ONIO A. P ., MPH 

Chi f, Pol" Depu ve Director Executive Director 

Scanned with CamScanner 



 

., 

Republic of tltt Philippines 

PHILIPPINE HEAL TH INSURANCE CORPORATION 
Citystate Centre, 709 Shaw Boulevard, Pas1g C11y 

Hcnlthlinc 637-9999 www.philhealrh.gov pi, 

PhUH alt 

. , ~-• ,-. 'l 1 lh,1tlr" 
Olnlllaw11W1$otbl.yo 

PHILHEALTH CIRCULAR 

No. _fk__series of2008 

TO: ~ ACCREDITED INSTITUTIONAL AND PROFESSIONAL 
HEALTH CARE PROVIDERS, MEMBERS OF THE 
NATIONAL HEALTH INSURANCE PROGRAM AND ALL 
OTHERS CONCERNED 

SUBJECT: Implementation of PhilHealth Package for Voluntary Surgical 
Contraception Procedures 

Puxsuant to PhilHealth Board Resolution Number 919 series of 2006, tubal ligation and 
vasectomy procedures shall be paid on a case paymenr basis. The following are the rules on 
the oew package: 
A) Case Payment 
1) This benefit uses case payment scheme wherein each voluntary surgical contraception 

procedure shall be paid a fixed amount of 4,000 pesos. 
2) Procedures covered under trus package shall include: 

RVS Code Description 

55250 Vasectomy, including no-scalpel vasectomy (NSV) 

58600 Ligation or ttansecrion of fallopian rube(s), abdominal or vaginal approach 

3) This oew payment scheme applies to all accredited hospitals (primary, secondary and 
tertiary hospitals) and ambulatory surgical clinics (ASC), whether done in an outpatient 
or inpatient setup regardless of number of days of confinement 

4) Avatlmeot of th.ts package shall be charged 1 day from 45-days limit per caleodar year. 
B) Coverage and Limitations 
1) The case rate of 4,000 pesos is divided into two components: 

COMPONENTS: AMOUNT: 
a) Healthcru:e facilit}' fee compQD~llt to cover all applicable health 

facility charges inclusive of any of the following: 

• Room and board 

• Drugs and medicines used during surgery or confiuemcnt 3,000 pesos 
• X-ray, laboratory and other :mollary procedw:es 

• Supplies used during surgery or confinement 

• Use of special rooms e.e;., operatinJ? room, recove.rv room 
b) Physician fee cQmponent to cover any of the following: 

• Family planning counseling and client assessment 

• Incraopcraave services wcludmg provision of anesthesia 1,000 pesos 
• Postopcranve consultanon wttrun 90 days from day of surgery 

including dressing changes, local UlCISjon care, removal of sutures, 
management of complications that do not require hospitalisation 

2) No separate anesthesiologists' fees are covered by this package. 
3) No additional payment shall be given for voluntary surgical conttacepoon procedures 

performed wich other PhilHealth-covered surgeries (e.g., tubal ligations performed with 
vaginal delivery or cesarean sections, prostatectomy with vasectomy). 

• • 
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C) Claims Filing 
1) Facilities are required to submit the following: 

a) PhilHealth Claim Forms l and 2; 
b) Operating Room Record/Operative Technique, and; 
c) Other documents tequu:ed by PhilHealtb such as Member Data Record (MDR), 

proof of premium payment, PhilHcalth ID (see Circular 6 s. 2006). 
2) Parts III, IV and V of PhilHealth Claim Fo.on 2 shall no longer be filled up. 
3) In cases where members are required by hospuals to buy drugs, medicines and supplies 

or requested to seek out other necessiu."Y services Qaboratory procedures) from orhc::.c 
facilities, reimbursement to members shall be allowed, provided that: 
a) The faciliry cannot provide the necessary items and services covered by the benefit. 
b) These items and services are used during day of surgery and/or confinement. 
c) Offioal receipts and/or other purchase documents are submitted. 
d) The re1mburscmenc to members depends on the actual cost of the receipts 

submitted but not more than the difference between the maximum benefit and the 
factltry re.unbursemenr 

e) The facility acknowledges that the cost of benefits and services it provided is less 
than the maximum benefit by appropriately filling-up item 12 of Part I of Form 2. 

f) In such cases, facility is reqwred to fill up Parts Ill, IV and V of PhilHealth Clnim 
Form 2 and submit a copy of Statement of Account (SA). 

D) Premium Requirements 
1) Employed members and Individually Paying Members (1PM) enrolled by Organized 

Groups through the KaSAPI must have paid at leasr three (3) moatbs of premium 
within tbe immediate six (6) months prior to the month of availment. 

2) Individually Paying Members (1PM), inclucling IPMs under the Group Enrollment 
Scheme, availing of these sw:gcries and procedures are required to comply with the ~ 
on sufficient regularity of pl'cmium concribullons: a member should have at least nine 
(9) months of prerruum payment within the immediate twelve (12) months prior to 
surgery or procedUie. 

3) Sponsored and Overseas Workers Program members are entitled to the pack.age if the 
dace of avatlment falls within the validiry pe.ood of theu: membership as stated in the ID 
card/ enhanced Member Data Record. 

4) Non-paying members or their dependents shall be entitled to avail of the package upon 
presencaooo of members' PbtlHcalth ID. 

E) Effeccivity 
1) The case payment for tubal ligation and vasectomy shall be implemented for all clauns 

with avatlmcnc or date of admisston starting October 1, 2008. 

The provis1ons of prevtous Circulars, Office Orders and other relaled issuances that are 
inconsistent with any provisions of this Circular are hereby revised or repealed ,1ccordingly, 

For the informauon and gwdance of all concerned. 

~fFA~ 
Acting President and CEO 

Date signed: JUL 1 J 2008 
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FOREWORD 

Adolescents and youth remain critical and vital components of our country’s current and   

future development. However, Filipino adolescents continue to face threats and                   

challenges that can undermine their capacity to achieve their potentials and                               

aspirations.  One of these important challenges is their lack of access to appropriate                   

information and services related to their sexual health and development may it be in 

school or other institutions and at home. Some institutions including the government and 

civil society organizations are providing different interventions on Adolescent Health and 

Development (AHD).  However, these interventions are limited in terms of coverage,                 

resources, and contents. Furthermore, these are not effectively integrated and                        

harmonized because they are being pursued independently. 

 

Addressing the multifaceted phenomenon of the various issues besetting the                                 

adolescents particularly teenage pregnancy requires multidimensional interventions.  As 

such, there is a need to harmonize existing information and services on adolescent 

health and youth development particularly at the local level to generate greater                     

efficiency and effectiveness of key strategies and interventions including resource                    

allocation. 

 

Within this context, POPCOM has promoted the establishment of the Information and 

Service  Delivery Network for Adolescent Health and Development (ISDN4AHD) to                         

harmonize existing information and service interventions at the local level.  The ISDN is a 

constellation or network of information and services programs related to adolescent 

health and development being provided by different organizations including                            

government agencies and civil society organizations operating within a given area.  At 

its core is the Teen Center, a one-stop-shop facility that aims to provide comprehensive 

information and services for adolescents.  

 

It is our hope that this knowledge product can help interested institutions working on                     

Adolescent Health and Development especially at the local level in improving young                    

people’s access to appropriate information and services.  It is a useful reference guide to 

LGUs, schools, and other agencies in setting-up sustainable mechanisms to ensure                  

access of information and services to young people.   

 

We encourage all relevant organizations and adolescent health workers to use and                     

promote this material to continuously enable and empower Filipino adolescents towards 

the  realization of their life goals and aspirations. 

 

                                                                                            

                                                                                            DR. JUAN ANTONIO A. PEREZ III, MPH 

                                                                                                            Executive Director       
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SECTION 1 

THE FILIPINO 
ADOLESCENTS TODAY 



Countries recognize that youth involvement is imperative in sustainable development           

initiatives.  As such, more than one third of the Sustainable Development Goals (SDGs)  

targets has reference to the empowerment, participation and well-being of young                 

people (United Nations Development Programme, 2017).  As such, with their critical role 

in sustainable development, there is a need to address the different risks and threats they 

face today.  There is a need to create and sustain an enabling  environment where 

young people are capacitated and empowered to achieve their potentials. Such                 

enabling environment can be facilitated by efficient and comprehensive programs               

including effective structures and institutional mechanisms that improve access of young 

people to needed information, competency, and services. 

 

Journeying through a Difficult Road.  Adolescents tread a critical journey from childhood 

to adulthood. Their journey covers the period after childhood and before adulthood 

along the age range of 10-19 years (WHO, 2010). It starts with bodily changes at puberty, 

a stage in development characterized by intense physical, emotional, and social                   

behavior changes which ends at acquisition of social roles and responsibilities toward 

adulthood.   

 

As adolescents grow and mature, they also become vulnerable to human rights                      

violations, particularly in the domains of sexuality and reproductive health; gainful                   

livelihood and employment; unwanted sex, pregnancy or marriage; sexually transmitted 

infections (STI), including HIV/AIDS; and even death or disability due to early childbirth 

(United Nations Population Fund (UNFPA) 2014). With the onset of puberty at an earlier      

period than usual, the current generation of adolescents begin sexual activity sooner  

rather than later.  This early onset of puberty observed among today’s adolescents                 

exposes them to the risks of reproductive health problems, foremost among which is 

teenage pregnancy. The National Youth Assessment Study of the National Youth                    

Commission (NYC) done in 2015 shows that 24.6 % of Filipino youth indicated that they 

already have children, 13.8% were married, 31% had engaged in sex and 48% are not 

aware of HIV/AIDS that anyone can acquire by their risky sexual behavior (Dar, 2016). 

 

The landscape where adolescents are nurtured is also changing fast.  The traditional 

family and community influences are slowly being replaced by social media.  Not only 

has the social media positively transformed the way youth groups interact and                         

participate in societal affairs, it has also negatively impacted the adolescents’ physical 

activity and opened up avenues for online abuses between them.  Experts assert that 

despite the technological advances in communication, many adolescents are ill-

informed (Lagman, 2007).  

THE FILIPINO ADOLESCENTS TODAY 
SECTION 1 
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Talking to parents or other family members about matters that bear on their sexual and                    

reproductive health is an important skill for adolescents to acquire self-protection.                    

However, in most Filipino homes, this mode of communication rarely takes place.                          

Confounding this problem are some parents who often lack correct information about                     

adolescent sexuality themselves while others are too embarrassed to talk about sexuality 

and reproductive health with their adolescent children.  

 

While most of today’s youth are hooked on the Internet through their wireless and mobile                         

gadgets, more than two  in five Filipino youth reported having no source of information 

about sex and reproduction at all (Young Adult Fertility and Sexuality Study (YAFS)), 2013. 

As such, peers have become the main source of information about these topics.   

 

On the global scale, millions of adolescents lack access to sexual and reproductive 

health information and services, yet, these facets are at the core of their maturity and 

ability to realize their sexuality and reproductive health. Although the Philippines has                  

sexuality education policy enshrined in Republic Act No. 10354 (Responsible Parenthood 

and Reproductive Health (RPRH) Law of 2012), the mandate to integrate Comprehensive                      

Sexuality Education (CSE) in formal and informal curriculum is to be fully implemented. 

 

Indeed today’s adolescents are besieged with vulnerabilities and uncertainties. On one 

hand, it is during this period that adolescents are most likely to engage in risky sexual                     

behavior which leads to teen pregnancy, but, on the other hand, it is also during this                 

period of their growth and development when they naturally progress towards                          

psychological and social maturity, develop personal identity and concretize belief                  

systems (Lagman, 2007). It is also a time when the young person is most receptive to new 

ideas and values.  Hence, it is essential for adults in the community to ensure that the             

period of youth and adolescence must be that when young individuals are nurtured in 

an atmosphere that encourages and enables them to seek the right path towards                  

decision-making behavior done at the right time and sourced from the right individuals. 

This implies that society ought to guide youth and adolescents in their transition from                

dependence to independence so that the choices make are protected for them to fully 

contribute to the economic and sociopolitical activities way into adulthood (Lagman, 

2007).  

 

Fragmented Implementation of Adolescent Health and Development Programs 

The various issues including the increasing incidence of teenage pregnancy being faced 

by adolescents today are caused by complex and interrelated factors.  One of these  

important factors is their lack of access to appropriate and comprehensive information 

and services related to their sexual health and development.  
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While there are many communication and education programs being implemented by               

national government agencies, civil society organizations, and private sectors, these              

interventions are limited in terms of coverage, resources, and contents. More                                

importantly, these are not effectively implemented as one integrated, harmonized, and 

comprehensive intervention since they are implemented in fragmented way. 

 

Given this, addressing the multifaceted phenomenon of adolescent issues particularly               

teenage pregnancy requires multidimensional and multisectoral interventions.  There is a 

need to harmonize existing information and services on adolescent health and                       

development particularly at the local level to generate greater efficiency and                          

effectiveness of key strategies and interventions including resource allocation. 

 

Within this context, the Information and Service Delivery Network (ISDN) for Adolescent 

Health and Development is being promoted as a mechanism to consolidate and                       

integrate existing information and service interventions in a locality into one single                   

functional network.  The ISDN is a constellation or network of information and services 

programs related to Adolescent Health and Development being provided by different 

organizations including government agencies and civil society organizations operating 

within a given area.  It includes information interventions with the objectives of improving 

the knowledge, awareness, and behavior of adolescents through various                                 

communication strategies including symposium, training, IEC materials, and social                      

mobilization.  Services for adolescent health include those that ensure the health and 

wellness, social, psychological, and total well-being of young people. 

 

An important support and convergent intervention in the operationalization of the ISDN is 

the AHD Centers or Teen Centers.  Teen Centers are one-stop-shop facility where                     

adolescents can easily access a wide range of information and services to ensure their 

health and  wellbeing.   

ABOUT THIS GUIDEBOOK 

This Guidebook provides information on setting-up and sustaining an Information and 

Service Delivery Network (ISDN) and its key component - the Teen Centers. It is                       

intended for the use of health and population workers, policymakers, program and               

project managers working on AHD, and stakeholders interested in setting-up the ISDN 

and the Teen Center for Adolescent Health and Development. The processes and                  

procedures provided in this Guidebook were generated from the following sources: 

 

1. documentation of good practices at the local government units (LGUs) in the country 

and at the international level (through review of secondary sources); 

2. inputs from consultations, field visits, focus group discussions, and key informant                     

interviews with key stakeholders; and 

3. review of researches, project documentations, and other literature on setting-up                 

service delivery network and teen centers. 
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As such, this Guidebook is a compilation of good practices, strategies, and activities that 

may be adopted in full or in part depending on the context, need, and available                  

resources of the users.  

 

This Guide is divided into the following major parts: 

Sections Title Description 

1 Introduction This section discusses the context and                    

background of the ISDN and Teen Centers. 

2 Defining ISDN for AHD This section describes the definition of ISDN, its          

purpose, composition, roles and functions, and major 

components and processes for its establishment. 

3 Understanding the Needs 

and Issues of Adolescents in 

the Community 

This section provides information on the first step of 

the process which is to identify and understand the 

needs and issues of the adolescents within the                         

community.  This will serve as the basis for                                

appropriate interventions to be undertaken through 

the ISDN. 

4 Mapping Available                         

Interventions and Services for 

Adolescents 

This section instructs the processes in mapping the   

available interventions and services for young people 

within the community.  From this map, the critical          

members of the ISDN will be identified. 

5 Setting-up and Mobilizing the 

Coordinative Structure and 

Referral System for the ISDN 

This section instructs the steps in formally organizing 

the ISDN. It includes the development of a                                   

comprehensive AHD Action Plan and referral system 

including collaborating mechanism among key mem-

bers of the ISDN. It also discusses the means by which 

the ISDN can be formally organized and                   

operationalized. 

6 Establishing the Teen Center This section provides guidelines in the establishment of 

Teen Centers as a convergence facility of all                

members of the ISDN. 

7 Promoting the ISDN and Teen 

Center 

This section provides some strategies and activities 

that can be done to promote the ISDN and Teen 

Centers among the target clients and other                      

stakeholders. 

8 Monitoring and                         

Evaluating the ISDN 

This section recommends a monitoring and                            

evaluation mechanism to assess and evaluate the 

ISDN and Teen Center interventions. 
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SECTION 2 

DEFINING ISDN FOR AHD 
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The complex and multifaceted nature of adolescent issues also implies the need for                   

multi-sectoral and inter-agency approach in dealing with them.  It entails a collaborative 

and collective action by the different stakeholders to simultaneously address the various   

factors affecting certain issues.  For instance, teenage pregnancy is not only a health                 

concern that can solely be addressed by health offices (e.g. local health office), it also              

requires interventions from other institutions (e.g. local population office, etc.). 

 

Given this, the challenge in effectively addressing teenage pregnancy and other                                        

adolescent issues is harmonizing and collectively mobilizing actions and resources to 

achieve a common purpose or objective.  Experience has shown that a functional 

mechanism that converges and mobilizes key players and stakeholders into a united 

and collective purpose and action creates greater impact than when each stakeholder 

does its work in isolation.  It is within this context that the Information and Service Delivery 

Network for Adolescent Health and Development (ISDN4AHD) becomes relevant. 

 

The ISDN4AHD refers to the network of facilities, institutions, and service providers within 

the provincial, district and municipal/city health and social system providing information,                       

training, and core service packages of health and social care for adolescents in an                          

integrated and coordinated manner.  It is a coordinative and collaborative mechanism 

that facilitates a harmonized and complementary interventions from different                                

stakeholders in a locality.  At its core is a referral system that links key actions and services 

among the members of the ISDN to ensure the continuum of care, services, and                         

information needed by adolescents in the ISDN area. The ISDN, to be functional, needs a 

common appreciation and understanding among the members on the various issues 

and concomitant factors affecting adolescent issues in the locality. It is from this                     

understanding that they build their shared and common purpose for the young people. 

Such include a united resolve to achieve these objectives through a collective and more                    

comprehensive interventions. The ISDN approach likewise promotes greater efficiency in 

resource allocation by pooling and mobilizing available resources from various                           

stakeholders. 

 

As a collaborative mechanism, ISDN serves as a coordinative structure that plans and                

ensures that all aspects of specific strategies or interventions are covered and that                        

accountability or roles of each member are defined and agreed upon. It also                              

collectively monitors the implementation of agreed strategies and resolves emerging    

implementation concerns. Furthermore, it also identifies possible sources of resources (i.e. 

funds, human resource, technology, etc.) to implement certain strategies. 

 

The members of the ISDN are connected through a referral system which ensures the                 

continuum of information and services needed by the adolescents. Each member of the 

ISDN defines the services it offers as an institution or facility and links such services to the 

overall package of services the ISDN is offering.  Each member refers adolescent clients 

to other members for specific services when it cannot provide the needed service by it-

self or if the issues or needs of the clients requires higher level of health care or                    

intervention. 
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WHY THE NEED FOR ISDN4AHD? 

 

The ISDN approach to address adolescent health and development concerns offers                      

significant advantages.  These include the following: 

 

1. It fosters shared vision, objectives, accountabilities, and ownership.  The ISDN promotes                  

collaboration among key stakeholders.  With all stakeholders involved in collectively                       

understanding the needs of the adolescents, identifying key interventions, and                      

monitoring and evaluating agreed mechanisms for implementation, each member 

becomes more accountable not only for its contribution but to the shared vision and 

goals of the organization.  Involving key stakeholders is also an expressed recognition 

of their critical role and contribution to the identified adolescent issues within the                   

locality. 

 

2. Together, Each Achieves More (TEAM).  Team approach to address issues always works  

better.  If most of the stakeholders are involved, goals and objectives can be achieved 

more efficiently and effectively. 

 

3. It promotes the pooling and sharing of resources  (e.g. funds, structures, facilities, 

equipment, human resources, and expertise, etc.). With more partners within the               

structure, more resources can be pooled and mobilized. Resources are always limited 

but if available resources are shared and pooled, it can be mobilized effectively to 

achieve a common goal. 

 

4. It ensures a more comprehensive and holistic services (e.g. types of services, cover-

age).  With more services included in the ISDN, adolescents are given a wider range of                   

services they need.  The continuum of services is likewise ensured through a referral    

system. 

 

5. It facilitates a more efficient monitoring and evaluation system.  Through participatory                        

monitoring and evaluation, a wider and more objective perspective in assessing the                

effectiveness of the interventions can be ensured.  With more efficient monitoring and 

evaluation, interventions are effectively enhanced. 

 

WHAT AGENCIES COMPOSE THE ISDN4AHD?  

The ISDN consists of different agencies and facilities that are providing information and                 

services that address various issues affecting the adolescents in the locality such as                 

teenage pregnancy, STI and HIV/AIDS, psycho-social issues, substance abuse, violence 

against women and children, among others.   
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The ISDN may be specifically composed of the following: 

 Local Health Office; 

 Local Population Office; 

 Local Social Welfare and Development Office; 

 Sangguniang Kabataan; 

 Relevant CSOs operating in the ISDN area; 

 Relevant private companies providing services to adolescents; 

 Local Department of Education or representatives from schools from both public and               
private; 

 Development partners (i.e. funding agencies); 

 Public and private health facilities;  

 Regional agencies (e.g. Department of Health (DOH), Commission on Population  

and Development (POPCOM), Department of Social and Welfare Development 

(DSWD), National Youth Commission (NYC), Department of Labor and Employment 

(DOLE), Technical Education and Skills Development Authority (TESDA), etc.); and 

 Other institutions or organizations providing information and services to adolescents in    

relation to the needs identified by the ISDN. 

 

The ISDN may include other partner institutions or facilities as they deem important in                  

delivering needed information and services to adolescents. 

 

WHAT ARE THE ROLES AND FUNCTIONS OF THE ISDN? 

 

The ISDN primarily serves as a technical advisory in ensuring the continuum of information 

and services needed to address the prevalent issues besetting young people in the                 

locality as mentioned above.  It shall perform the following specific functions: 

 

1.   Convene and mobilize partners to collectively operationalize the ISDN including the:  

  identification of critical development issues among adolescents in the locality; 

  mapping of available facilities, institutions, and services; 

  provision of information and services; and 

  monitoring and evaluation of ISDN initiatives. 

2. Formally establish and maintain a functional collaborative and referral mechanism to 

ensure availability of information and services for adolescent health concern within 

the ISDN area. 

3. Develop, plan, coordinate, and conduct joint and collaborative projects and                       

 program on adolescent health and development. 

4.  Generate and share resources for the sustainability of ISDN collaborative strategies;  

5.  Resolve emerging implementation concerns. 

6.  Establish and undertake monitoring and evaluation activities for the enhancement of   

strategies for adolescent health and development. 
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The roles and functions of the ISDN may be expanded based on the identified issues and 

its corresponding interventions. The roles of each member shall depend on their                     

mandates, thrusts, information and services rendered, available resources, and                         

expressed commitments.  Such roles are defined and committed through a Partnership 

Agreement. 

 

HOW TO ORGANIZE AND MOBILIZE THE ISDN4AHD? 

 

Setting-up the ISDN entails consultation and coordinative work with key stakeholders in 

every step. Figure 2 shows the overview of the various steps in establishing and                             

mobilizing the ISDN. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Identify the needs and issues of the adolescents.  The first step in organizing an ISDN is to 

understand the issues and needs of adolescents in the locality. This requires an                 

analysis of empirical evidence using available data and consultations with various           

stakeholders. A short list of agencies or institutions may be initially invited during the                

consultations. 

 

Map available information and services for adolescents in the locality.  After identifying 

the needs of the adolescents, available information and services addressing such issues 

and concerns are to be mapped out to see the completeness or comprehensiveness of 

such interventions.  Needs that are without corresponding services or interventions are 

identified as gaps and shall be the basis for identifying new strategies.  The available                

services shall be further assessed in terms of their coverage, thematically and                             

geographically, to determine areas for enhancement.   

Figure 2. Steps in Setting-up and Mobilizing ISDN 

Identify the needs and  

issues of adolescents in  

the community 

Map available information 

and services for                           

adolescents in the locality 

Identify agencies that     

provide services for the 

identified needs of                 

adolescents 

Set-up a referral system or 

collaborative mechanism 

among participating               

agencies 

Formally organize the 

ISDN through a 

Partnership Agreement 

Develop ISDN Network 

and Financial Plan 

Implement ISDN Work and 

Financial Plan (WFP) 

and Referral System 

Monitor and 

evaluate ISDN activities 
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Identify agencies that can provide the needed services. After mapping the available                        

interventions vis-à-vis the identified needs, interventions to address the gaps shall be                     

developed.  This includes agreement in terms of the key strategies to be undertaken and 

the primary providers of needed services including those that were not included in the 

initial consultations. 

 

Set-up a referral system and collaborative mechanism. After identifying the key strate-

gies, the available services, and possible service providers, other relevant agencies or                       

organizations identified as important in the provision of the needed services may be                 

invited.  The group shall then draw and set-up an effective referral and collaborative               

system to be implemented. 

 

Organize the ISDN through a Partnership Agreement. The group formally organizes the 

ISDN through a Partnership Agreement which defines the shared vision and objectives, 

the roles and functions of each member, and the referral system or collaborative                 

mechanism among its members.  Local policies such as ordinances or executive orders 

may also be pursued and issued to support the establishment of the ISDN in the locality. 

 

Develop and implement ISDN Work and Financial Plan (WFP). The ISDN formulate its work 

and financial plan at least for a year to concretely identify activities to be implemented, 

the budget requirements, and the source of needed resources. The plan spells out the 

specific activities to be done jointly by all members or independently by each member.   

 

Monitor and Evaluate. The ISDN needs to conduct monitoring and evaluation                  

activities to ensure that objectives of the structure is achieved according to plan.  The 

inputs from monitoring shall likewise be used for addressing emerging concerns and                 

enhancing critical areas.  An agreed results matrix shall be the basis of all monitoring and 

evaluation activities. 

 

WHAT IS A TEEN CENTER? 

 

A Teen Center is an integrated and comprehensive facility that provides appropriate                        

information, skills, and services to adolescents and young people.  It is a one-stop-shop                    

facility that aims to improve access of adolescents to appropriate information and                

services.  The Teen Center may be situated in schools and in communities. It is usually 

managed through a partnership of young people and adult service providers. 

 

The Teen Center may serve as a convergent facility of the ISDN. This means that                  

members of the ISDN can extend their services within the center. 
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UNDERSTANDING THE NEEDS AND ISSUES 

OF ADOLESCENTS IN THE COMMUNITY 

SECTION 3 

WHY THE NEED TO UNDERSTAND ADOLESCENT ISSUES? 

 

The basic step in setting-up an ISDN is understanding the issues and needs of the                      

adolescents who are the primary beneficiaries.  It is from a deep understanding of these 

issues where appropriate and effective interventions may be drawn.  Specifically, there is 

a need to have an in-depth understanding of the various issues affecting adolescents in 

the locality as the initial step for establishing the ISDN because of the following reasons: 

 

1.  Adolescents’ needs and issues are complex and interrelated.  The nature of the issues 

and concerns besetting young people today are complex and intricately                    

interconnected. As such, a careful analysis and understanding of the inter-

relationships of the various factors affecting the behavioral and non-behavioral                 

concerns of adolescents is needed to effectively identify areas that need to be                 

addressed.  With the intricacies of these factors, it is important to identify how these 

factors affect each other so that more appropriate and strategic interventions can 

be developed and implemented.  This is based on the principle that “What we know 

limits what we can do.”  With a broader understanding of the context within which 

the ISDN shall be mobilized, more comprehensive and holistic interventions can be 

designed and decision-making can be more objective and efficient. It is also from the 

identified and verified factors where collaborative mechanisms can be drawn and 

set-up.   

 

2.   It is needed to ensure greater effectiveness and equity impact of AHD programs and                

projects.  The situational analysis for the needs of adolescents in the locality also                 

involves the identification of the segment of young people who are most vulnerable 

and seriously affected by certain issues.  With focus to those who are mostly affected 

by problems, greater equity can be achieved. 

 

3.  Greater efficiency in resource allocation and mobilization.  When specific needs are                   

identified and prioritized, investments are focused on interventions that have greater                

impact.  As such, limited resources are channeled where it matters most, thereby,                   

minimizing wastage of resources and loss of opportunity cost and optimizing the      

available resources. 
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HOW TO ANALYZE THE CURRENT SITUTATION OF ADOLESCENTS? 

 

The following key steps may be undertaken for the analysis of the various issues affecting                           

adolescents within the locality: 

 

   ESTABLISH A BASIC DATABASE ON AHD THROUGH FORMATIVE  

   RESEARCH (USING PRIMARY OR SECONDARY DATA) 

 

 

 

Primary Researcher. A baseline data on the various indicators of Adolescent Health 

and Development may be initiated by the office in-charge of AHD initiatives in the 

locality (e.g. local population or health office; Sanggunian Kabataan; etc.).  The                  

researcher may also partner with other local or regional offices (e.g. POPCOM, DOH, 

NYC) or an academic institution particularly for technical assistance (e.g.                      

development of data gathering tools, data gathering and processing, and analysis). 

  

Respondents.  Depending on the needed information, the primary respondents to 

the primary data gathering may be from the following groups: 

  

 Adolescents (e.g. target beneficiaries); 

 Significant adults (e.g. parents, teachers, service providers, barangay officials, 

youth organizations); 

 Program implementers (e.g. local health facilities, etc.); and 

 Other type of respondents identified to provide necessary information in                        

understanding the situation of adolescents in the locality. 

 

 

 

Formative research is a study before the design and implementation of an                          

intervention.  It looks at the individual interests, attributes, characteristics, attitudes, 

and behaviors of young people within the locality. It also aims to generate                           

information about the community and contexts within which the target beneficiaries 

are living.  It helps in the following: 

  

 Defining and understanding the segment of adolescents who are at greatest risk 

of emerging issues within the locality (e.g. teenage pregnancy); 

WHO: 

1 

WHAT: 

21 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



 Providing information needed in the design of programs that are specific to the 

needs of adolescents; 

 Ensuring programs are acceptable and feasible to clients before launching; and 

 Building a sense of participation and ownership among potential beneficiaries of                      

interventions to be implemented in the locality. 

  

Formative research should be an integral part of developing or adopting programs and 

may be used while the program is ongoing to help refine and improve program                          

activities. 

  

The purpose of formative research is to establish a baseline data and information from 

which decisions involved in the design and development or continuing enhancement of 

a program are based.  It can be done through qualitative and quantitative research. 

 

 

 

Qualitative research is a scientific method of observation that gathers non-numerical     

data. It aims to describe meanings, concepts definitions, characteristics, metaphors, 

symbols, nature, and events and not to their "counts or measures.”  Two of the most    

common approach to qualitative research are Focus Group Discussions (FGDs) and Key 

Informant Interviews (KIIs). 

  

 Focus Group Discussions pertain to the gathering of information about a certain      

topic from a selected group consisting of a number of participants usually with               

common characteristics.  It uses focus questions to which every member of the group 

responds based on their opinions and experiences. 

  

 Key Informant Interviews also referred to as In-Depth Interviews are one-on-one                              

discussions intended to generate a picture of the individual participant’s perspective 

or views about the area of interest. 

 

Quantitative Research.  Quantitative research involves the use of computational,                       

statistical, and mathematical methods to measure or quantify certain problems or                 

phenomenon and understand how prevalent it is by looking for projectable results to a 

larger population. 

  

Quantitative research may use primary and secondary data.  Primary data is one which 

is collected for the first time by the researcher while secondary data is the data already                 

collected or produced by others. 

HOW: 
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Specific Steps in Conducting a Formative Research. The following activities may be                          

undertaken in the organization and conduct of qualitative formative research for the 

ISDN: 

  

1. Organize a Research Team.  Gather persons that can help in the conduct of formative     

research and form them into a research team.  The members of the team may                   

include technical staff (which may come from different local offices) who has the              

following skills: 

  

 With basic knowledge and experience on research and data analysis; and 

 With basic or substantive exposure on adolescent health and development issues or            

programs and with basic knowledge in interpreting AHD-related indicators. 

  

Request technical assistance from relevant regional government agencies such as 

POPCOM, DOH, DSWD, DepEd, or civil society organizations (CSOs) or academic                           

institutions in the locality if needed. 

  

2. Identify the needed information.  Identify the needed information for the baseline                     

database that can be used to analyze the current situation of the young people in 

the locality.  Some of the major indicators needed for the establishment of the ISDN 

are provided in Table 1 below.  Use the table to gather the latest available data for 

relevant indicators. 

Table 1. Baseline AHD Indicators 

Indicators Description Latest  

Data 

Source 

OUTCOME INDICATORS 

1. Total number of                  

population aged             

10-19 

Total count of                              

adolescents in a  locality 

   Census of              
Population (PSA) 

 Community-Based 
Monitoring System 
(CBMS) 

 Local Socio-
Economic Profile 
(SEP) 

 

2. Percentage of                 

population aged 10-19 

to the total              

population 

Total number of                       

population aged 10-19 over 

the total population of the 

locality 

 

   Census of                        
Population (PSA) 

 CBMS 

 Local SEP 

 

3. Total number of              

population aged 10-19 

by age group 

Total count of  adolescents 

by 5-year age group (e.g.               

10-14 and 15-19) 

   Census of                     
Population (PSA) 

 CBMS 

 Local SEP 
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Indicators Description Latest  

Data 

Source 

OUTCOME INDICATORS 

4. Total number of                 

population aged 10-19 

by geographic                    

location 

Total count of                   

adolescents in every local 

government unit (i.e.                    

municipality/ city/                     

barangay) 

   Census of               
Population (PSA) 

 CBMS 

 Local SEP 

5. Sex ratio of                             

adolescents 

Number of adolescent boys 

for every 100 girls 

   Census of                    
Population (PSA) 

 CBMS 

 Local SEP 

 

6. Percentage of             

adolescents by              

marital status 

Percentage of                    

adolescents who are                       

single, married, and                        

living-in or in                           

cohabitation 

 

   Census of                  
Population (PSA) 

 CBMS 

 Local SEP 

7. Adolescent birth rate Number of live births 

among adolescents (10-19) 

per 1,000 adolescents in 

the locality 

 

   Local health or   
population office 

 Local civil                
registrar 

8. Percentage of                 

adolescents by                

highest educational                

attainment and by sex 

Percentage of               ad-

olescents who have re-

ceived elementary,               

secondary, or college  edu-

cation 

 

   City/Municipal Divi-
sion Schools 

 CBMS 

 Local SEP 

9. School participation rate 

or enrollment rate 

Percentage of                        

adolescents who                  

enrolled in the current 

school year (over the total 

number of  adolescents) 

   City/Municipal Divi-
sion Schools 

 CBMS 

 Local SEP 

10. Number of out-of-school 

youth (per LGU) 

Number of                           

adolescents who are not 

currently in school 

   Local Social            
Welfare                     
Development 
(SWD) Office 

 CBMS 

 Barangay Profile 

 Local SEP 

 

11. Youth employment rate Percentage of youth (aged 

15-24) who are gainfully 

employed for the last six 

months 

   Regional                        
Department of               
Labor and                    
Employment (DOLE) 
Office 

 Local SEP 

 

24 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



 

Indicators Description Latest  

Data 

Source 

OUTCOME INDICATORS 

12. Youth unemployment 

rate 

Percentage of youth 

(aged 15-24) who are not 

gainfully employed or who 

are not looking for job for 

the last six months 

   Regional DOLE 
Office 

 Local SEP 

13. Morbidity rates (per    

disease) among                   

adolescents 

Percentage of                    

adolescents who                 

experienced specific                

disease within a year 

 

   Local health     
office/ facilities 

14. Number of maternal 

deaths among            

adolescent girls 

Number of adolescent girls 

who died because of 

pregnancy and  childbirth-

related  causes 

 

   Local health              
office/ facilities 

15. Number of                   

adolescents infected 

with STI or HIV/AIDS 

Number of adolescents 

who were infected with STI 

or HIV/AIDS in a particular 

period 

 

   Local health     
office/ facilities 

16. Number of                              

adolescents with                

Reproductive Health 

(RH) problems 

Number of adolescents 

who have RH problems 

 

   Local health            
office/ facilities 

 

17. Proportion of stunted 

children 10-14 years old 

Proportion of children 

aged 10-14 who are stunt-

ed over the total number 

of children of same age 

   Local health             
office 

 National Nutrition 
Survey - Food and 
Nutrition Research 
(FNRI) 

18. Percentage of              

children aged 10-14 

who are malnourished 

Percentage of children 

aged 10-14 who are                  

malnourished over the      

total number of  children 

of the same age 

   Local health              
office 

 National Nutrition 
Survey - FNRI 
 

19. Crime rate among   

adolescents 

Percentage of                      

adolescents who were                   

reported to have                               

committed crimes over 

the total number of                   

adolescents 

 

   Barangay profile 

 Philippine                
National Police 
(PNP) report 

20. Percentage of                         

adolescents who have 

experienced any type 

of violence 

Percentage of                       

adolescents who                     

reported to have been 

inflicted with any type of 

violence (e.g.                

physical, sexual,                  

psychological, etc.) 

   Local PNP report 

 Local SWD Office 
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21.  Number of                

adolescents who are at 

risk status:                

Homeless                           

Commercial sex              

worker, Hazardous jobs 

Number of adolescents 

who were reported in at 

risk situations 

   Local PNP report 

 Local SWD                
Office 

SERVICE UTILIZATION INDICATORS 

1. Number of                             

adolescents who                      

accessed family                  

planning services 

Number of adolescents 

provided with any method 

of family planning 

   Local health      
office/ facilities 

 

2. Number of                               

adolescents                 

accessed any health 

services from health 

facility 

Number of adolescents 

provided with any health 

services from health                

facilities in the locality 

   Local health             
office/ facilities 

3. Number of pregnant 

adolescents who have 

accessed pre- and 

post-natal services 

Number of pregnant                 

adolescent girls who had 

at least four visits during 

their pregnancy 

   Local health            
office/ facilities 

4. Number of                    

adolescents                   

provided with               

scholarship 

Number of adolescents 

provided with                   

scholarship from                  

various sources 

 

   Local schools 

5. Number of                   

adolescents                

provided with infor-

mation on ASRH 

 

Number of adolescents 

provided with                        

information on ASRH 

   Local schools 

 Local health and 
population        
offices 

6. Number of parents and 

teachers trained on 

ASRH 

Number of adults 

(parents/teachers who 

have been trained on 

ASRH-related topics) 

 

   Local population 
or health offices 

OTHER BEHAVIORAL INDICATORS 

1. Percentage of                    

adolescents who have 

ever taken                   

alcohol and illegal 

drugs 

Number of adolescents 

who have ever taken                

substances (alcohol and 

illegal drugs) 

   Local health         

office 

 Local PNP reports 

 Barangay         

incident reports 

2. Percentage of                  

adolescents who have 

engaged in  sexual  

activities 

Number of adolescents 

who have already             

engaged in sexual               

activities 

 

   Local health or 

population office 
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Indicators Description Latest  

Data 

Source 

OUTCOME INDICATORS 



OTHER QUALITATIVE INFORMATION ON AHD 

 

 Attitude about engagement of adolescents in sexual activities; 

2. Types of activities adolescents usually engage in especially during their free time with 

their peers; 

3. Reasons why adolescents engage in non-sexual risky behaviors such as smoking, 

drinking, and use of illegal drugs; 

4. Types of activities adolescents engage in when they are with their boyfriend or                     

girlfriend; 

5. The place where adolescents usually engage in sexual activities with their boyfriends 

and girlfriends; 

6. Reasons or factors why adolescents engage in sexual risky behaviors; 

7. Sources of their information about sexual and reproductive health; 

8. Reasons why adolescents do not use contraceptives when they engage in sex; and 

9. Reasons why adolescents do not visit or access health services from health facilities. 

 

3. Identify information gap.  Based on the baseline data and information gathered for the   

listed indicators, identify the indicators without available data.  These indicators                      

indicate the information gaps that the team needs to gather to have a more                     

comprehensive information about the adolescents in their locality.  Information gaps 

also pertains to other information necessary for setting-up the ISDN although not listed 

in the table above. 

 

4. Decide on what type of data gathering methodology to use.  Depending on the gaps 

in the available information, decide to conduct qualitative or quantitative research to                

gather the needed information. 

 

A. Activities and Considerations in Conducting FGDs and KIIs (Qualitative Study) 

  

i. Identify respondents and number of FGDs or KIIs.  Based on the identified information 

gaps, identify the type of respondents who could provide the needed information.  In 

identifying the type of respondents and the number of FGDs and KIIs needed, consider 

the homogeneity or sameness of the relevant characteristics of the participants and 

the saturation of the responses to more completely understand the issue or the                      

information needed.  When the final FGDs or KIIs do not reveal new insights or ideas               

anymore, saturation has been reached. It is also important to consider the number of 

the respondents in an FGD.  On average, six to 12 people participate in each FGD be-

cause fewer than six participants produce less than a critical mass of discussion and                                

interaction; groups larger than eight to 10 people can be hard to manage and it can 

be difficult to give everyone a chance to voice their opinions. 
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 ii. Develop guide questions.  After identifying the types of the respondents, start drafting 

a list of questions that match the research objectives and the identified respondents.                  

Review the purpose and objectives of the study and the information needed after                    

finalizing the questions. The list of questions may be narrowed to the ones that are 

most relevant and important for the research, ideally seven to 10 questions, with the                                

consideration that each question will be followed by additional probing                           

questions.  Some probing questions may also be crafted to validate and deepen the 

understanding of the research team on the underlying causes of the issue or behavior 

being discussed. The FGDs or KIIs should not be overloaded with too many questions. 

 

An FGD will generally last for one to two hours and an in-depth interview is usually           

shorter. The goal of qualitative research is to go deep into a few key ideas, not to 

cover a lot of topics superficially. Good FGD questions are those that are open-

ended (i.e., they cannot be answered simply by “yes” or “no”) or those that invite 

ideas and stimulate conversation. Questions should not be biased and do not have 

language that might encourage participants to answer in a specific manner.  

 

Once focus questions are refined and finalized, arrange them in such a way that it 

begins from the more general to the specific and in a way that will be comfortable 

for the participants. The first one or two questions should be simple introductory or 

warm-up questions that put the respondents at ease, help establish rapport between 

them and the interviewer, and lead into the more serious questions. 

 

iii. Select or assign facilitators and interviewers. From among the members of the                   

research team, select or assign facilitators and interviewers for specific types of                    

respondents. Assign an additional person who can take notes on the discussion so the 

facilitator is free to moderate the discussion. 

 

iv. Develop a script.  In addition to the focus questions, formulate a script to ensure 

standard messages from the opening to the closing parts of the FGDs or KIIs.  The 

script may contain an opening statement which provides the introduction of the par-

ticipants; explanation of the background and objectives of the FGDs or KIIs; securing 

the consent from the respondents for sharing and recording of the information from 

them; assuring confidentiality of the information to be generated; and laying of cer-

tain ground rules in the conduct of the FGD. The script may also contain a closing 

statement to summarize some general themes and insight that came out of the con-

versation and for the final words of the participants. (Please see Annex A for sample 

FGD and KII Guide).    

 

v.  Select a conducive place or venue for the FGD. Before proceeding with the FGDs and     

KIIs, ensure that a conducive place is selected for the FGDs and KIIs. The venue 

should be accessible to the respondents; ensures privacy and confidentiality of the                    

discussions; and ensures comfort or is facilitative to open discussion, large enough for 

the number of participants, and free from internal and external distractions. 
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vi.  Conduct the FGDs and KIIs.  After all necessary arrangements are coordinated with                   

 respondents and other partners, conduct the FGDs and KIIs as scheduled.  Consider  

 the following in the conduct of the FGDs and KIIs: 

 

a.) Open the FGDs and KIIs by welcoming and introducing the facilitators and                              

        respondents. Explain the purpose of the activity and ensure them of the                             

        confidentiality of information to be gathered.  Ask for their consent to the recording  

        of the discussion. 

b.)  Effective facilitation and interviewing should be able to create personal rapport and  

        trust that will enable the participant to honestly share his/her opinions and                  

        feelings.  

c.)  Both facilitators and interviewers should be able to effectively keep the discussion on  

        track and ensure that every participant is able to voice out his/her opinions or ideas  

        about the question.  

d.) Facilitators should be open-minded, flexible, patient, observant and good listeners  

        and ensure that they do not lead or influence the conversation.  They need to be  

        able to capture and follow on trends in the conversation and use active and                      

        reflective listening. They should also internalize the subject and objectives of the FGD  

        or KII so that he or she can help keep the conversation centered on the purpose and  

        needs of the study.  

e.)  The documenter should be able to note all important inputs from the respondents.                  

        Record the entire conversation with an audio or digital recorder. 

f.)  Close the FGD and KII by thanking the respondents for their participation and                         

        reassuring them that the information gathered will be used only for the                  

        purpose of the study. 

 

vii.  Transcribe the discussions and interviews.  Once the FGD or KII is finished, write down any  

impressions or observations made during the discussion or interview that might help the 

analysis. This might include messages from the non-verbal gestures of the respondents.  

The audiotape of the discussions should be carefully transcribed and, if needed, translat-

ed. The more immediate an FGD or In-depth Interview (IDI) is transcribed, the more ac-

curate the transcription is. 

 

viii. Analyze the information gathered through FGDs and KIIs.  Results of the FGDs and KIIs 

should be analyzed and coded for common themes and messages in relation to the pur-

pose and objectives of the study. These findings should be put into a report that              

details the methods of the study, the key results and findings of the discussions and/or in-

terviews, and the resulting implications as they relate to the design of the health               

campaign or program.  

 

B. Activities and Considerations in Conducting Quantitative Survey.   

There are several types of quantitative study which includes the following:                                    

descriptive, correlational, experimental, and quasi-experimental. The differences                               

between the four types primarily relates to the degree the researcher designs for control of 

the  variables in the experiment.  
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i. Form a research team and identify information gap.  Similar to the basic steps                        

discussed for the qualitative research or conduct of FGD and KII, form a research 

team that will take the lead in the conduct of the survey.  From the baseline AHD                       

information, identify data that needs to be gathered.   

 

ii.  Identify the research problem and objectives.  Based on the needed information                  

    identified in the first step, formulate the research problems or questions that need to      

    be investigated. 

 

From the research questions, identify variables to be collected through the survey                              

instruments. The research problem likewise determines the type of respondents from 

which information will be gathered. 

 

Research problems are likewise formulated based on the review of relevant literature 

and theoretical framework that guides the identification and understanding of needed 

variables and their interrelationships. 

 

From the research problems, formulate the research objectives. Research objectives      

define the specific research needs. 

 

iii. Formulate the questionnaire. Based on the research questions, formulate a                                 

comprehensive survey instrument for identified respondents. Ensure that each ques-

tion in the survey helps in answering the research questions or objectives.  A sample 

survey questionnaire can be downloaded from the k4health website (https://

www.k4health.org/toolkits/measuring-success/guide-monitoring-and-evaluating                  

adolescent-reproductive-health-programs). The questionnaire may be pre-tested to 

assess its effectiveness in gathering the needed information. 

 

iv.   Identify study population or sampling of respondents.  For purposes of establishing a                    

baseline data through formative research, the convenience sampling method may 

be applied for the survey.  This is used in exploratory research where the researcher is 

interested in getting an inexpensive approximation of the truth. As the name                    

implies, the sample is selected because they are convenient. This nonprobability 

method is often used during preliminary research efforts to get a gross estimate of 

the results, without incurring the cost or time required to select a random sample.   

 

The number of respondents to the survey will likewise be based on the available                       

resources.  
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v. Decide what data gathering methods to use.  Determine the method for gathering the  

data from respondents.  Decide whether to use self-administered questionnaire or                       

interview with respondents personally or via phone or online. 

 

vi. Conduct the survey 

a.) Ensure that appropriate respondent is interviewed based on the criteria set by the                   

       research team. 

b.) Similar to the qualitative research, explain the purpose of the survey to the                                 

       respondents; secure their consent (for adolescents below 18 years old, secure the  

       consent of the parents); and assure them of the privacy and confidentiality of the  

       information to be gathered from them. 

c.) Check accuracy, consistency, and completeness of responses before closing the                   

       interview.   

 

VI. Encode, process, and analyze the data 

a.) Develop a database for encoding of the responses using available statistical                 

software program (e.g. SPSS or MS Excel).   

b.)  Clean the data by checking the consistency and accuracy of the responses before        

 encoding.   

c.)  Depending on the available resources, hire encoders to facilitate more expeditious                  

 encoding of the data. 

d.)  From the encoded dataset, start to analyze the data by processing or producing                    

  summary descriptive tables or graphical presentations of all the variables based on    

  the research questions.  Out of the data, deduce certain observations and patterns  

  or make some interpretations of the data and their interrelationships with other                  

  variables. Focus on identifying evidences for emerging issues and concerns among  

  adolescents. 

e.) Present the results into a narrative or processed data particularly for the purpose of                   

 identifying the issues of adolescents in the locality. 

 

 

Packaging the baseline data into useful information for ISDN planning 

1. After gathering and analyzing the primary and secondary data on AHD, package 

the  information as a reference for decision-making processes particularly during the                 

consultation workshops with stakeholders.  
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The data may be summarized into the following matrix: 

Observations Causes 

Example: 

1.   High incidence of teenage 

pregnancy (30%) 

 

 High proportion of adolescents engaging in                
sexual intercourse (35%) 

 High incidence of sexual violence among girls (15%) 

2.   High proportion of Optimum 

Sustainable Yield (OSYs) 

 High incidence of teenage pregnancy (30%) 

 

                    ORGANIZE A CONSULTATION WORKSHOP  

                          FOR AHD SITUATIONAL ANALYSIS 

 

 

 

Organizer. The consultation workshop can be organized or coordinated by the office                     

in-charge of AHD initiatives in the locality (e.g. local population or health office;                   

Sanggunian Kabataan; etc.).  The organizer may also partner with other local or regional 

offices (e.g. POPCOM, DOH, NYC) particularly for technical assistance (e.g. facilitation 

and processing of the workshop outputs). 

  

Participants.  The organizer may invite all offices and agencies that are providing all sorts 

of information and services or programs to adolescents within the locality.  The number of               

participants may depend on the available resources of the organizer/s, ensuring that               

agencies within the locality can respond to the major thematic concerns (e.g.   teenage 

pregnancy, employment, drop-out, etc.) of adolescents are represented in the meeting. 

 

 

 

The consultation workshop provides the venue for the identification and analysis of the 

key issues and causal factors involving adolescents within the locality.  It aims to                      

generate priority issues that can be responded to by the interventions of the ISDN. 

 

 

 

1. Identify and invite all relevant agencies and institutions both from the public and                  

private sectors.  List and create a directory of all agencies that are providing or are                    

dealing with various sectoral issues and concerns of adolescents in the locality.  Include 

regional and local institutions.  Invite representatives from these institutions to participate 

during the scheduled consultation workshop.  Invite a presider or overall moderator who 

can direct the discussion towards the identification of priority issues among adolescents. 

2 
WHO: 

WHAT: 

HOW: 
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2. Conduct the Consultative Workshop.  During the actual workshop, orient the  

       participants on the following objectives of the activity: 

 

a.) To validate and analyze the various issues causing these    

          concerns among adolescents in the locality; 

b.)     To prioritize the issues and its causal factors; 

c.)     To identify the segment of adolescents who are mostly affected by the specific  

          issues identified; 

a.)    To initially identify existing interventions or programs that are implemented within the               

         locality in relation to the issues; and 

b.)    To initially identify key stakeholders in relation to the issues. 

 

Identify facilitators who can direct the discussions and generate useful responses from 

the participants.  The facilitators may be from other relevant regional or local agencies. 

  

Before the workshop proper, present the initial AHD situationer packaged through the                  

baseline data gathered.  Invite clarification and additional inputs from the participants.  

The presentation can serve as a basis for the succeeding workshop groups. 

 

For the workshop proper, the following mechanics may be adopted: 

 

a.)  The participants may be divided into sectoral concerns: health and nutrition, sexual 

and reproductive health, education and training, employment, gender-based                 

violence, social welfare and other relevant sectoral issues among adolescents.   

 

b.) Each group shall identify and analyze the key issues and their causes using the                      

 following approaches and tools: 

 

                                                                       CASUAL TABLE 

 

 

Issues 
Causes 

Direct/Immediate Indirect/Underlying 

Example: 

High incidence 

of teenage                   

pregnancy 

  

Engagement in                   

unprotected sex 

 

 Access to pornographic materials  

 Lack of access to contraceptives 

33 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



NOTE: Direct or immediate causes refer to things, persons, activities or actions, events, 

and conditions that directly, or without intervening factors, produced the current or                 

resulting outcome.  Indirect or underlying causes pertain to those that caused the                    

resulting outcome or condition through intervening factors (i.e. direct factors). 

 

OTHER METHODOLOGIES FOR SITUATIONAL ANALYSIS 

 

I. PROBLEM TREE 

 

 

 

 

 

 

 

 

 

 

 

 

II. ICEBERG APPROACH 

IMPACT 

 ISSUES 

CAUSES 

Problem Manifestation? 

(What is happening?) 
 High incidence of  

Teenage Pregnancy 

 Lack of information 
on ASRH 

 Peer Pressure 

 Inability of girls to   
refuse or negotiate 
with their partner 

 Early engagement to 

unprotected sex 

Direct Causes 

Underlying Causes 
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III. “KEEP ASKING WHY” 

 

In understanding the causes of a problem, probe for the factors affecting the issue until 

the root cause has been identified or the information provides a deep basis of the identi-

fication of appropriate intervention. 

 

 

 

 

 

 

 

 

 

 

 

a. The members may write their responses in a metacard for easier processing of the                      

responses.  Ask participants to post their responses in appropriate spaces. 

b. In processing the outputs from the participants, consolidate or combine common 

ideas.  Clarify ideas from the author to be sure of the meaning or context of the                 

concept as they are meant by the originator.  Confirm and get agreement from the 

participants on their collective outputs. 

c. Let each group present their outputs to the bigger group or to the plenary for further                   

inputs. 

Observation: There is an increasing incidence of teenage                     

pregnancy (from 6.3% in 2004 to 13.2% in 2013)  

High proportion of adolescents engaging in unprotected sex 
WHY? 

High proportion of male adolescents who have accessed            

pornographic materials 

 

WHY? 

Lack of parental guidance 
WHY? 

Parents do not want or unable to discuss sexuality-related                 

concerns with their adolescents WHY? 

Discussing sexuality-related topics is considered as culturally taboo 
 WHY? 
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3.  Consolidate the Outputs into a Working Document.  Gather the various group outputs 

and consolidate them into the following matrix 

 

The consolidated matrix shall be used for the mapping of available services and                             

identification of appropriate interventions. 

 

Situational Analysis using Secondary Data.  In developing an AHD situational analysis,   

existing literature may also be used as reference.   

 

 

 

 

 

Issues 
Causes 

Direct/Immediate Indirect/Underlying 

Example: 

High incidence of teenage 

pregnancy 

  

Engagement in                   

unprotected sex 

 

 Access to pornographic 

materials  

 Lack of access to               

contraceptives 
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MAPPING AVAILABLE INTERVENTIONS AND  

SERVICES FOR ADOLESCENTS WITHIN THE SOCIETY 

SECTION 4  

After identifying the key issues faced by adolescents in the locality, the ISDN Secretariat 

(e.g. POPCOM or DOH) may map or take inventory of all available services and                          

information interventions for health and social development of adolescents being                    

provided by different agencies and institutions within the locality in relation to the                   

identified needs in the consultation workshop.  The inventory of these services and                    

information may be done using the form in Annex C (AHD-Related Services Available in 

the Locality).    

 

The results of the inventory and mapping may be analyzed by comparing the critical               

issues and needs by adolescent with the available services.  The result of this analysis shall 

result in the gaps of available services, which shall, in turn, serve as the basis for the                      

design of AHD appropriate interventions.  

 

The mapping of available AHD facilities and related institutions may also be done                              

simultaneously with the situational analysis. While the analysis of the current situation of 

the adolescents is being done, a parallel inventory or mapping of AHD facilities may be 

done by the research team. 

 

HOW TO MAP AVAILABLE AHD INTERVENTIONS? 

 

The mapping activity involves the listing and inventory of both AHD interventions and               

service facilities.  AHD interventions include programs, projects, and activities being                  

provided by government, non-government, and private organizations for adolescents or 

young people within the locality.   

 

These interventions may be in school or in the community.  AHD facilities, on the other 

hand, pertain to services being provided within a health facility which include health 

centers, clinics, hospitals, teen centers, and other service centers that provides on-site 

services. These interventions and facilities shall be mapped to identify the                                    

comprehensiveness or completeness of coverage of available interventions and services 

within the locality in relation to the issues identified.   

 

 

 

38 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



 

                    CREATE AN INITIAL LIST OF ALL FACILITIES AND                                                                   

                    ORGANIZATIONS PROVIDING AHD INFORMATION 

                          SERVICES FOR ADOLESCENTS WITHIN THE LOCALITY 

 

 

 

 

Research Team/AHD Team: The research team or an AHD Team formed by the locality 

may lead the overall mapping of AHD interventions and facilities within the locality.  As 

such, they shall be involved in the initial listing of all facilities and organizations providing 

AHD information and services for adolescents within the locality. 

 

 

 

 

 

The initial listing of all AHD related organizations and facilities involves the identification of 

possible institutions that can provide necessary services and information that address the 

identified needs of the adolescents.  This activity aims to have initial information on the               

number of institutions to be consulted as respondents to the inventory to be done.  It also 

provides initial information on the coverage and comprehensiveness of available AHD                   

information and services within the locality. 

 

 

 

 

 

Create an initial list of the institutions providing AHD services and interventions.  Based on 

available directory, list down organizations in the locality that are providing AHD services 

and interventions.  Institutions located outside the locality but are also providing AHD   

services and interventions to adolescents in the area or are accessible to them can be 

included in the list.  The initial list may contain the name of the institution or facility,                   

contact person, address, and contact number. 

  

1 

WHO: 

WHAT: 

HOW: 

The following key steps may be undertaken for the analysis of the various issues affecting               

adolescents within the locality: 
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                    DEVELOP AN INSTRUMENT FOR MAPPING 

 

 

 

 

 

Research Team/AHD Team:  The research team or an AHD Team formed by the locality                 

develops an instrument for the generation of information about the institutions or facilities 

that can be included in the information and service delivery network. 

 

 

 

 

 

 

The development of instrument for mapping involves the development of structured form 

to document the needed information particularly on the available AHD services and                         

interventions implemented by different institutions within the locality. It specifically takes 

stock of the following information: name of institution or facility; address or location;                

contact information; types of AHD services or programs/projects being provided;                

schedule of services; types of target clients or beneficiaries; number of staff; and other 

information needed for establishing the service delivery network. 

 

 

 

 

 

Develop an instrument for the mapping.  To gather comprehensive information from                 

various facilities and institutions, develop a structured data gathering tool for the listed 

respondents.  A sample tool for the inventory of available AHD information and services 

and other  interventions in the locality is provided in Annex C. 

  

2 

WHO: 

WHAT: 

HOW: 
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                    GATHER, PROCESS, AND ANALYZE INFORMATION 

                 FROM IDENTIFIED RESPONDENTS 

 

 

 

 

Research Team/AHD Team.  The research team or an AHD Team formed by the locality                  

develops an instrument for the generation of information about the institutions or facilities 

that can be included in the information and service delivery network. 

 

 

 

This activity involves the actual data gathering process.  The data gathering may be 

done using the instrument developed in Step 2. 

  

 

 

1. Gather information from identified respondents.  Gather information using the                     

developed tool through an interview with the facility staff or person who can provide 

the needed  information or through self-administration (e.g. respondents fill-in the 

needed information in the instrument by themselves).  Call backs may be done if 

necessary. Ensure that all needed and accurate information are provided and                   

clarified before encoding the information in the database. 

 

2.  Encode and make a database of the available AHD services and interventions in the                  

locality.  As the accomplished forms are gathered, encode the information in a                        

database to be used for analysis and development of directory.  Any available                         

application or software program (e.g. MS Excel or Word) can be used for the                       

database.  Annex D provides a sample encoding and consolidating matrix for the 

database. 

 

3.  Plot and analyze the available services vis-à-vis the AHD issues and needs identified.               

Analyze the results of the inventory by comparing the identified critical issues and 

needs of adolescents (e.g. output in Section 3 (Understanding the Issues and Needs 

of  Adolescents in the Community) with the available services.  The result of this                  

analysis provides information on the coverage and gaps of available AHD services 

and programs in the locality.  Use the output of this activity for the workshop of the 

ISDN on AHD program planning and referral system development.  Table 2 below               

provides a sample matrix for mapping and analyzing available AHD services and               

interventions. 

3 

WHO: 

WHAT: 

HOW: 
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Using the said matrix, the issues that do not have corresponding services and programs                

indicates the areas that need to be responded to.  Address these gaps during the ISDN                 

action planning workshop discussed in Section 5. It also helps in identifying more specific 

gaps in the available services if such services are matched or compared with the                 

identified causes in Section 3.  This is to ensure that all causes of a certain problem                  

situation will be addressed comprehensively. 

 

Table 2. AHD Services and Programs for Specific Adolescent Issues and Needs 

AHD Issues Causes 

Available  

Services/          

Programs 

Provided by 

(name of        

organization/ 

facility) 

Geographic 

Coverage 

Target              

clients/  

beneficiaries 

A. High  

incidence of                       

adolescent  

pregnancies  

Unprotected 

sex 

FP                   

Counseling 

Brgy. Alpha 

Health Center 

Brgy. Alpha, 

Beta  

Municipality 

 

Women of  

reproductive 

age (15-19) 

Lack of  

information 

about ASRH 

Peer               

Education 

Program 

Municipal                

Population                

Office 

Beta                        

Municipality 

Adolescents 

aged 10-19 

B.  High drop-out   

 rate / high  

 number of   

 OSY 

Poverty/ low 

family          

income 

Alternative 

Learning 

System 

Division School 

of Beta                

Municipality 

All barangays, 

Beta                         

Municipality 

 OSYs 

C. High                     

 proportion of    

 adolescents   

 taking                     

 alcohol 

Lack of policy 

measure for 

regulating 

activities of 

adolescents 

during wee 

hours 

Curfew             

Policy 

Barangays 

Charlie and   

Alpha 

2 barangays, 

Beta  

Municipality 

All                            

adolescents 

and youth 

aged 10-24 

D.  High            

 proportion of  

 adolescents  

 taking illegal   

 drugs 

 

Family                   

problems or 

conflicts 

Peer               

Education 

Program 

Municipal                

Population              

Office 

Beta  

Municipality 

Adolescent 

aged 10-19 

E.  High                

 proportion of  

 children or       

 adolescents  

 in conflict   

 with law 

Lack of                

policy                    

measure for 

regulating 

activities of 

adolescents 

during wee 

hours 

Curfew            

Policy 

Barangays 

Charlie and  

Alpha 

2 barangays, 

Beta  

Municipality 

All                            

adolescents 

and youth 

aged 10-24 
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AHD Issues Causes 

Available  

Services/          

Programs 

Provided by 

(name of        

organization/ 

facility) 

Geographic 

Coverage 

Target                 

clients/             

beneficiaries 

F.  High                

unemploy-

ment rate 

among OSYs 

Lack of 

skills and 

training 

among 

adoles-

cents 

Technical 

and               

Vocational 

Education 

and Training 

(TVET)              

Program 

TESDA                    

Manpower 

Training                

Center 

All                         

barangays 

All                        

adolescents 

and youth 

aged 10-24 

G.  High          

 malnutrition  

 among           

 adolescents  

     

H.  High          

 malnutrition  

 among           

 adolescents  

     

I.   High              

incidence of 

STI and HIV/

AIDS among 

adolescents  

     

J.   High number 

of adolescent 

girls involved 

in prostitution 

     

K.  High number 

of adolescent 

girls involved 

in prostitution 

     

L.  High                          

     proportion of  

     adolescents  

     who are  

     smoking 

     

M. High number 

of                           

adolescents 

exposed in 

occupational 

hazards 
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AHD Issues Causes 

Available  

Services/          

Programs 

Provided by 

(name of        

organization/ 

facility) 

Geographic 

Coverage 

Target               

clients/                

beneficiaries 

N.   High number    

 of sexual               

 violence  

 among           

 adolescent  

 girls 

     

O.  Other                 

 identified  

 AHD                

 issues 

     

P.   Other                 

 identified   

 AHD issues 

 Peer               

Education 

Program 

Municipal                

Population                 

Office 

Beta                   

Municipality 

Adolescents 

aged 10-19 
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SECTION 5 
SETTING-UP AND MOBILIZING THE 
COORDINATIVE STRUCTURE AND 
REFERRAL SYSTEM FOR THE ISDN 



                                  MAKE A FINAL LISTING OF THE RELEVANT  

                  MEMBERS OF THE ISDN 

 

 

 

Local AHD Team:  The local AHD Team formed by the locality lists all the institutions and             

facilities that can provide relevant services and information for AHD specifically those                    

identified in the Table 2 (AHD Services and Programs for Specific Adolescent Issues and 

Needs). 

 

 

 

This activity aims to identify the relevant agencies and institutions that could be invited to 

be part of the ISDN in the locality. 

 

 

 

1. Review the adolescent needs and available services in the locality.  Based on the                 

identified AHD needs in the locality, review the mapping of available services and 

the institutions delivering them.  Check its completeness to ensure that all                    

stakeholders are accounted for. 

 

2. Make the list of institutions, offices, or facilities that can be invited to be a member of 

the ISDN.  Based on Table 2 and the summary of the information gathered in the 

mapping of available AHD services using appropriate tool (i.e. Annex C), make a list 

of all the institutions, agencies, facilities that can be invited to form part of the ISDN. 

1 
WHO: 

WHAT: 

HOW: 

SETTING UP AND MOBILIZING THE COORDINATIVE 

STRUCTURE AND REFERRAL SYSTEM FOR THE ISDN 

SECTION 5  

Given the comprehensive understanding of the context of the adolescent issues in the              

locality, the AHD group moves toward the formal organization of the ISDN particularly for 

the establishment of coordinative mechanism and referral system among its members 

and their service facilities.   

 

HOW TO FORMALLY SET-UP THE ISDN IN THE LOCALITY? 
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                    CONDUCT THE ISDN ORGANIZATIONAL MEETING 

 

 

 

Local AHD Team:  The local AHD Team, in collaboration with relevant regional agencies 

such as POPCOM or DOH, organizes and conducts the first organization meeting of the 

ISDN.  Representatives participating in the meeting should be able to make decisions 

and commitments to ensure the efficient formation of the ISDN and initial agreement 

would be binding for all the participants. 

 

 

 

This activity aims to initially convene the stakeholders that can possibly commit to be a    

member of the ISDN.  It can be conducted in a number of days depending on the                   

resources and progress of discussion among possible members.  The following can be   

included in the agenda of the meeting or workshop: 

  

 Presentation and discussion on the AHD issues and concerns in the locality; 

 Mapping of available services and information; 

 Organization of the ISDN; 

 Function and responsibilities of the ISDN; 

 Proposed coordinative mechanism and referral system;  

 Terms of reference of each member of the ISDN as enumerated in the Partnership                 

Agreement; 

 Action Planning (e.g development of a consolidated Action Plan for the ISDN); and 

 Next Steps: Formal signing and launching of the Partnership Agreement; and 

      Other ISDN Activities. 

 

 

 

1. Set the Agenda for the Meeting or Workshop.  Based on available resources, set the                 

agenda of the meeting or workshop to determine the number of days required for the    

activity.  The meeting should be conducted at least within two days. The activity may 

also be conducted in a series of meetings until the main desired outputs which include 

the referral system, Action Plan, and the Partnership Agreement are produced. Ensure 

that the meeting is conducted in a conducive and accessible venue for all                 

participants. Needed presentations and materials/references should also be                       

prepared efficiently before the meeting.  Schedule the meeting or workshop on a 

date when most of the identified stakeholders are available. 

 

2 
WHO: 

WHAT: 

HOW: 
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2. Conduct the Meeting (Discuss the Agenda).  The meeting may be initially presided by 

the AHD Team formed by the LGU or the Office in-charge of the AHD program.  Some 

background presentation about the ISDN may be provided as a take-off point for the 

discussion of succeeding agenda. 

 

a. Present and discuss the AHD issues and concerns in the locality. The                        

      discussion should revolve around the key issues and concerns affecting young people  

      in the locality.  The initial presentation may come from the formative research and  

      consultation workshop done by the local AHD Team.  Enhance, validate, and                        

      prioritize the identified concerns as an output of the discussion. 

 b. Map available services and information.  Present and discuss with the group the initial 

results of the mapping of AHD services and information.  The group may validate  and 

enhance the mapping to ensure that all available services were appropriately and 

completely identified. 

c. Identify the Needed AHD Information Services to be Provided within the ISDN.  Based 

on the matching of the identified issues and the corresponding available                   

services, identify the age and development-appropriate services to be provided     

within the ISDN. A sample list of the AHD-related services is provided in Table 3. 

HOW: 

Table 3. AHD-related Services 

Major Services Essential AHD Information and Services 

1. General health    

    care 
a. Check-up and diagnostic services 

b. Dental care 

c. Tuberculosis, malaria, and other endemic diseases 

d. Injuries and accidents 

e. Proper nutrition and health lifestyle education and services 

f. Mental health services including information and services to     

address the use of tobacco, alcohol, and drugs 

g. Hygiene services 
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Major Services Essential AHD Information and Services 

2. Adolescent                

    sexual and  

    reproductive 

    heath 

a. Comprehensive Sexuality Education (CSE) in school and in                 
communities for adolescents and concerned adults (e.g.                   
parents, teachers, service providers, etc.) 

b. Family planning information and services including                   
contraceptives 

c. Sexually transmitted infections testing, counseling, and treatment 

d. Voluntary HIV/AIDS testing, counseling, and treatment 

e. Maternal health care services (e.g. pregnancy care and           
facility-based delivery) 

f. Management of post-abortion complications 

g. Management of physical and sexual violence 

  

3. Social welfare 

    services 

a. Foster care or substitute family care 

b. Management of physical and sexual violence 

c. Guidance counseling 

d. Protective services for adolescents in need (e.g. abandoned or 

neglected; exploited and abused; maltreated; orphaned;        

victims of trafficking and prostitution; adolescents in armed                  

conflict; internally displaced; adolescents in conflict with law; and 

other disadvantaged adolescents) 

e. Day care service for working adolescents with children 

f. Adoption services 

g. Personality enhancement and positive lifestyle education 

h. Socio-cultural, spiritual, and physical development 

i. Peer-support 

 

4. Other socio- 

    economic  

    development  

    services 

a. Employment and livelihood assistance and services (e.g. job 
placement) 

b. Pre-employment education and counseling 

c. Career planning and professional development services 

d. Educational services including technical and vocational trainings 
and education and scholarships 

5. Youth  

    community  

    involvement   

    and  

    participation 

a. Leadership skills development 

b. Citizenship and social responsibility skills development 

c. Volunteerism and involvement in social and community                           
development activities 
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d. Organization of the ISDN.  Based on the analysis of the key issues and the available                     

services and information on AHD, the AHD Team presents the overview, roles and                   

functions, and coordinative mechanism including the proposed referral system for                  

discussion and approval of the group. 

 

e. Functions of the ISDN.  The ISDN primarily serves as a technical advisory in ensuring the 

continuum of information and services needed to address the prevalent issues besetting 

young people in the locality as mentioned above.  It shall perform the following specific 

functions: 

 

i. Convene and mobilize partners to collectively operationalize the ISDN including the                 

identification of critical development issues among adolescents in the locality;                  

mapping of available facilities, institutions, and services; provision of information and 

services; and, monitoring and evaluation of ISDN initiatives; 

ii. Formally establish and maintain functional collaborative and referral mechanism to                 

ensure availability of information and services for adolescent health concern within 

the ISDN area; 

iii. Develop, plan, coordinate, and conduct joint and collaborative projects and                     

programs on adolescent health and development; 

iv. Generate and share resources for the sustainability of ISDN collaborative strategies;  

v. Resolve emerging implementation concerns; and 

vi. Establish and undertake monitoring and evaluation activities for the enhancement of 

strategies for adolescent health and development. 

 

The roles and functions of the ISDN may be expanded based on the identified issues and 

corresponding interventions.  The roles of each member shall depend on their mandates, 

thrusts, information and services rendered, available resources, and expressed                           

commitments.  Such roles are defined and committed through a Partnership Agreement. 

 

f. Coordinative Mechanism and Referral System. An effective referral system ensures a 

close coordination between all levels of AHD interventions. It also ensures the                              

adolescents optimal and comprehensive care and services at the appropriate level.   

 

Being a system, determines a referral system requires consideration of all its parts. A              

sample of referral flow is depicted in Figure 3. The referral system can be adjusted as                   

relevant to the local situation.  
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The design and function of a referral system will be influenced by: 

 

i. Service delivery systems determinants which include capabilities of facilities at lower               

levels; availability of specialized personnel; training capacity; organizational                                

arrangements; cultural issues, political issues, and traditions; and 

 

ii. General determinants such as population size and density; terrain and distance                       

between urban centers; pattern and burden of disease and demand for and ability 

to pay for referral care. 

 

Figure 3. Generic Referral System Flow  

INITIATING FACILITY/AGENCY RECEIVING FACILITY/AGENCY 

ISDN COORDINATING OR MANAGEMENT STRUCTURE 

 Monitor referrals 

 Ensure back referrals 

 Enhances referral flow or systems 

 Capacitate members of the ISDN and  

      information providers 

 Assess the clients and their 

needs 

 Observe service protocols 

 Provide needed information 

or services 

 Decide to refer (if needed 

service not available) 

 Provide outward referral form 

 Communicate with the                    

receiving facility 

 Receive client with referral 

form 

 Provide needed services 

 Provide back referral form 

 Feedback to initiating                      

facility/agency 
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Figure 4. Sample AHD Referral System 

Adolescent 

Client 

seeks or needs 

service/ 

information 

Initiating Facility (IF) 

examines and 

assesses client 

Needed Services  
Available at the 

IF? 

NO 

YES 

IF refers client to 

appropriate ISDN 

member (Receiving 

Facility—RF) 

Receiving   

Facility (RF) 

examines and 

assesses client 

IF provides the 

needed services 

Using ISDN 

Referral Form 

RF examines and 

assesses client 

RF provides the 

needed services 

RF refers client to  

appropriate ISDN 

member (Receiving  

Facility-RF) 

Needed                  

Services 

available at 

the IF? 

NO 

RF returns referral 

slip to IF 

RF provides the 
needed services 

YES 

For feedback and recording 

Coordinative Mechanism and Referral System 

Some examples of referral flow can be found in Figures 4, 5 and 6.  An effective referral                 

system ensures a close linkage between participating facilities and institutions at all                

levels.  It helps to ensure adolescents receive the best possible and accessible care and 

services.  A good referral system can help to ensure that: 

 

i.  Clients receive optimal care at the appropriate level;  

ii. Clients who most need specialist services can access them in a timely and     

    convenient way; and 

iii. The continuum of health, social, and other needed services by adolescents  

     is ensured. 

 

Major Components of the Referral Network 

In the diagram above, the referral systems mainly consists of the initiating and receiving               

facilities and the ISDN Coordinative or Management Structure. 

 

The Initiating Facility (IF) is the first facility from which the adolescents initially sought spe-

cific information or services.  If the service sought is not available in the initiating facility, 

the IF starts the referral process and prepares the outward referral to communicate the                   

condition of the client with the facility to which the client shall be referred.  A sample          

referral form is provided in Annex F. 
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Figure 6. Sample AHD Referral System for Social Services 

Initiating Facility 

(IF) examines and 

assesses client 

Needed Services  

Available at the 

IF? 

NO 

YES 

IF refers client to 

appropriate ISDN 

member (Receiving 

Facility—RF) 

IF provides the 

needed services 

RF examines and 

assesses client 

RF provides the 

needed services 

RF refers client to  

appropriate ISDN 

member (Receiving  

Facility-RF) 

Needed Services 

available at the IF? 

NO 

RF returns referral 

slip to IF 

YES 

For feedback and recording 

-School Clinic/ 

Guidance Office 

-AHD Teen Center 

-VAWC Desk 

-Community Social  

Activities 

-VAWC Desk 

-Local SWD Office 

-Other ISDN members  

providing social services 

Other ISDN Members 

providing social services 

Figure 5. Sample AHD Referral System for Health Care Services 

Second Level 

Primary Health Care 

Third Level Primary/Core  

Referral Hospital 

Third Level 

Secondary Hospital 

Fourth Level 
Tertiary Care 

-Provincial Hospital 

Fifth Level 

Tertiary Care 

-Medical Centers/                                             

Regional Hospitals 

Private Hospitals 

First Level 

Primary Health Care 

-Brgy. Health Stations/Centers 
-School or Company Clinics 
-AHD Teen Centers 
-CSO Clinics 
-Private Clinics 

-Rural Health Units 

-Municipal or City  

 Health Centers 

ADOLESCENT 

CLIENT 

Adolescent 

Client 

seeks or needs 

service/ 

information 

Receiving   

Facility (RF) 

examines and 

assesses client 

RF provides the 
needed services 

Needed                  

Services 

available at the 

IF? 
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The receiving facility prepares and transmits back referral (on the lower part of the form) 

to the referring or initiating facility to inform them of the services provided to the clients 

they referred.  This completes the referral loop between the two facilities. 

In an actual ISDN Referral System, the members can specify in the referral flow the institu-

tions or facilities (e.g. by name of the facility) that can be the initiating and/or the receiv-

ing facilities for specific type of information and services. The types of services by each                 

facility can be based on the outputs from mapping of available services or during the 

consultation meetings. This then shall be formally agreed through a Partnership                     

Agreement entered into by all members of the ISDN. 

 

Referral Practicalities. A standard referral form throughout the network of service                      

providers ensures that the same essential information is provided whenever a referral is 

initiated. The referral form helps facilitate communication in both directions (e.g. forward 

and back referral).    

 

Every patient referred out should be accompanied by a written record of the condition 

of the client resulting from initial assessment, any treatment given before referral and the                 

specific reasons for making the referral.  The referral form should accompany the client 

(often carried by them) and give a clear designation of to which facility the patient is     

being sent. A carefully filled-out referral card helps the client get timely attention at the 

receiving facility. 

 

Communication with the receiving facility facilitates easier access to needed services.  It 

helps the receiving facility to prepare the needed services once the client reaches the 

said facility.  If the client is in emergency condition, personnel from the referring facility 

may accompany the client to the receiving facility. The decision to refer should be 

properly explained to the client to lessen any fear or stress brought by the referral.   

 

Each facility in the network should have a referral register to keep track of all the referrals 

made and received. Information from the register is used to monitor referral patterns and 

trends. A standardized referral register used throughout the network of service providers 

can facilitate this (Annex G). 

 

Referral standards set and observed in various sectors such as for health care (e.g.                

referral standards and protocols for health service delivery network) and social services 

(e.g. referral standards and protocols for management of VAWC cases) be maintained 

for AHD referral system. 
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Designation of Population to the Network. In setting-up the referral system, identify the                    

specific area that will be covered by the system. 

 

Referral Register.  Both the initiating and receiving facility must maintain a list of inward 

and outward referrals for one facility or service provider (see Annex G for example of 

AHD Referral Register).  Information registered includes client referred, to where, when 

and why, whether the case is closed or continuing (the retuning referral form has been 

received with any necessary rehabilitation or follow-up), and whether it was an                         

appropriate referral or if there were any issues. 

 

It is important that all members of the ISDN must have a directory of all the members and 

other facilities within the locality that can be tapped for relevant services.  Update the 

directory as regular as possible.  An example of ISDN Directory is provided in Annex E 

(Sample ISDN Directory 2011). 

 

Adolescent-Friendly Facility.  It is important that in any facility or institution where the                      

adolescent seeks information and services, they are treated with respect and ensured 

that their confidentiality is protected.  As such, all facilities should ensure that: 

 

 Service providers are non-judgmental and considerate in their dealings with                         

adolescents and that they have the right competencies needed to deliver the right 

information and services in the right way; 

 Facilities are equipped to provide the information and services the adolescent needs 

or if any service is not available within the facility, they are properly and timely                   

informed and referred to other facility that can provide the needed services; 

 Facilities are appealing or attractive to the adolescents and that their confidentiality 

is secured; and 

 Adolescents are aware or informed of what, where, and how they can access                    

specific services within or outside the facility. 

 

ISDN Management Structure.  During the organizational meeting, it is also very important 

to agree with participating members on a management structure that will ensure that 

the ISDN is efficiently functioning.  An ISDN Management Committee may be organized 

to provide overall technical direction and guidance in the organization and day-to-day 

operations of the ISDN.   
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Specifically, the Committee shall establish appropriate management arrangements                     

including the schedule of TWG meetings, collecting and consolidating reports on a                  

regular basis, establishment of needed data and information base, communication                  

protocols, and financial management. 

 

The Committee shall be composed of the principals and senior officials or                                    

representatives of the agency members of the ISDN.  The Chairperson of the Committee 

shall be elected from among its members and shall serve for an agreed period. 

 

To technically and administratively assist the ISDN, designate a Secretariat.  The                              

Secretariat may be the Office that is in-charge with the implementation of adolescent or 

youth health and development programs (e.g. the local population office).  The                         

Secretariat functions shall be integrated in the annual work and financial plan of the        

designated office.  It can also seek technical assistance from relevant national agencies 

such as the Commission on Population and Development, National Youth Commission, 

and Department of Health, among others. 

 

g. Formalizing the ISDN through a Partnership Agreement.  After agreeing or setting-up 

the referral system including the roles and responsibilities of each stakeholder within the 

system, formally organize or create the ISDN through a formal instrument such as                        

Partnership Agreement or Memorandum of Understanding or Agreement (see Annex H 

for sample Partnership Agreement).  The agreement provides the agreed terms of                    

reference among members, the referral system, and other institutional arrangements 

that legally and official bind and guide all members in achieving the common                             

objectives of the ISDN.   

 

Discuss the draft Partnership Agreement during the first organizational meeting.  Initial                  

comments and inputs may be provided during such meeting.  All members must identify 

and review their roles and functions in the ISDN. Provide all prospective member                       

institutions of the ISDN shall then be provided with the draft Partnership Agreement for 

their further review with their principals or concerned officials/personnel. After an agreed 

timeframe, revise and finalize during a meeting of the members.  Send back the final         

version of the document to the members for the signature of their principals.  Conduct 

formal signing of the agreement through a simple public ceremony attested or                       

witnessed by beneficiaries and other stakeholders. 

 

h. ISDN Action Planning.  During the initial organizational meeting or in succeeding              

meetings of the ISDN, formulate an Action Plan to provide a consolidated and organized 

actions or activities to be jointly or independently implemented by the members of the 

ISDN towards the achievement of the agreed results framework for adolescent health 

and development program in the locality. Indicate in the action plan the budget re-

quirements and the sources of funding to ensure that the activities identified in the plan 

are to be implemented. 

56 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



 The steps in Action Planning may include the following: 

 

Step 1. Develop AHD Program Results Matrix.  The results matrix consists of the different                   

expected results at the impact-outcome-output-input levels with their corresponding                     

performance indicators.  It provides the common expected results at different levels to 

which the members of the ISDN are to contribute.  In developing the results matrix, take 

into consideration the priority AHD issues identified by the members of the ISDN.  The               

results matrix will also serve as the basis for the monitoring and evaluation strategies of 

the ISDN. A sample results matrix for AHD program at a local government unit is provided 

in Annex I.   

 

Step 2. Identify Strategies and Activities to be Implemented Jointly and Separately by the 

ISDN Members.  Based on the AHD issues and expected results indicated in the matrix,                

identify specific strategies and activities to be implemented either jointly or separately by 

the ISDN members.  Overall, the key strategies and activities should provide a                           

consolidated view of all interventions of the members of the ISDN to ensure that all AHD 

issues are being addressed.  Interventions may include activities that aim to improve the 

capacities of the ISDN members to more efficiently perform their tasks or strengthen the 

coordinative or collaborative mechanisms.  A sample of the action plan is illustrated be-

low in Table 3. 

 

Step 3. Identify Needed Resources, its Possible Source, and the Responsible Institutions.  

To ensure that the activities will be implemented, indicate the needed budget and its 

source.  Members of the ISDN may pool and allocate their resources on common                     

activities to optimize the impact of such activities.  Activities for building the capacities of 

the members of the ISDN may also be included in the consolidated action plan.  Refer to 

Table 3 for a sample of the action plan. 

 

i. Set the Regular ISDN Meeting. To maintain the functionality of the ISDN, set and                 

conduct regular meetings.  The meetings may be used to plan strategies and activities 

to be implemented under the agreed ISDN Action Plan; to address emerging concerns 

and issues; and to monitor and assess implementation of agreed interventions. 
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ESTABLISHING THE AHD TEEN CENTER 

 

SECTION 6  

WHAT IS AN AHD TEEN CENTER? 

 

A Teen Center is an integrated, comprehensive, and one-stop-shop facility that provides                    

appropriate information, skills, and services to adolescents and young people.  Teen 

Centers complement and reinforce the role of schools, families, and communities in               

educating, counseling and empowering the adolescents.  They are potent sources of 

information and learning aid for skills building or simply places for recreation or                              

socialization after school hours.   

 

The Teen Center as ISDN Convergence Facility or Service.  As a client-focused facility, 

the Teen Center forms part of the referral system for the ISDN, either as initiating or                   

receiving facility, especially for adolescents in distress or with concerns that require                 

specific professional or special attention.  It may serve as a convergence facility for the 

services of the members of the ISDN within the locality.  As such, the center can be                 

collectively managed and maintained by the members of the ISDN through their                      

respective services.  Each of the ISDN member may include the Teen Center as part of 

their facility where they can provide their respective services.  Given this, the Teen                   

Center pools the resources and services from the ISDN members to ensure the                          

comprehensiveness of AHD information and services being provided in the facility.  For 

example, the local health office may make the facility as an extension of the health           

center for the provision of health services for adolescents and the local social welfare 

office for the provision of social services, among others.  

 

AHD Teen Centers may be based in schools or in communities.  The most important                        

consideration in setting-up the facility is its accessibility among intended clients.  It should 

be easily accessed by adolescents.   

 

WHY ESTABLISH AN AHD TEEN CENTER? 

 
As studies have shown, adolescents do not usually visit health or service facilities for                    

various reasons. They prefer accessing services in a facility where they are most                    

welcome and served in a non-judgmental way. Being a specialized facility, Teen                 

Centers attract adolescents with its adolescent-friendly feature and services.  The facility 

serves as a one-stop-shop for their needs which is managed by their peers from whom 

they can access AHD-related information and services. This peer-to-peer approach                 

encourages them to seek health and social services because they know that the service 

providers can understand and can empathize with them and that the confidentiality of 

information generated from them is secured. 
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Moreover, the center serves as a hub that does not only provide serious information and                 

services they need but it also provides a space for their recreational and entertainment 

needs.  It combines recreational activities with the opportunity for adolescents to access 

needed information and services in a friendly and fun way.  This combination of                       

recreation and serious service cannot be provided in many facilities such as health, social 

welfare, and employment facilities. 

 

 

 

 

 

 

 

 

 

 

 

 

Purpose of an AHD Teen Center.  Generally, the Teen Center aims to improve access of 

adolescents to AHD-related information and services through a dedicated, specialized, 

and accessible facility that offers a wide range of age- and development-appropriate 

information and services and programs for adolescents 10 to 19 years of age.                         

Specifically, a Teen Center aspires to: 

 

1) Engage the clients in adolescent-led initiatives and inform them of new opportunities  

    to develop their God-given gifts, interests and skills; 

2) Identify adolescent needs and wants by interacting with them and allowing them to  

    interact with one another in a guided and controlled environment; 

3) Make appropriate referrals for information, education, medical and clinical and                        

    counseling, employment, social protection schemes and programs or recreational  

    activities based on identified individual or group needs and vulnerabilities;  

4) Provide training workshops or seminars in STI and HIV/AIDS testing and teen pregnancy    

    prevention, delaying sexual debut, alcohol and drug abuse prevention, personal                   

    hygiene, mental health development, conflict resolution, adolescent fertility                        

    management, responsible sexuality, healthy lifestyle and sexual behavior and                        

    reproductive health education; 

5) Assist adolescents in formulating and realizing their future state of well-being through                  

    guided symposia, capability building fora and activities;  

             A teen center gives teenagers a safe place to                      

             socialize and hangout and reduces the chances that 

they will engage in criminal behavior, according to a 2011               

article published in the American Journal of Community    

Psychology. Teen centers also help reduce the chances that 

teens will engage in other risky activities, such as                            

unprotected sex and alcohol use. Teens want certain                   

features in their center, and when these are included, more 

teens will spend their free time there and less time being 

bored and getting into trouble.” (Ipatenco, 2015) 
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6) Promote a safe space and supportive learning community among adolescents where 

fertility management, responsible sexuality and reproductive health, effective                              

communication, leadership and other life skills are honed, harnessed and put to good 

use; and 

7) Establish and operate an accessible facility where the member of ISDN and other                      

stakeholders can extend their services to be accessed more easily by adolescents. 

 

In the long term, by improving access of adolescents to appropriate information and             

services, they are enabled to prevent and avoid sexual and non-sexual risky behaviors 

that may undermine their capacity to achieve their potentials and aspirations. 

 

HOW TO ESTABLISH AN AHD TEEN CENTER? 

 

                    CREATE AN INITIAL LIST OF ALL FACILITIES AND                                                                   

                    ORGANIZATIONS PROVIDING AHD INFORMATION 

                          SERVICES FOR ADOLESCENTS WITHIN THE LOCALITY 

 

 

 

ISDN Members:  The ISDN shall take the lead in identifying and developing the types and 

package of services to be provided in the AHD Teen Center.  Other stakeholders who 

are not members of the ISDN including the intended beneficiaries may also be                               

consulted. 

  

 

 

This activity aims to identify the critical and most needed services to be included in the            

package of information and services to be provided in the AHD Teen Center. 

 

 

 

1. Review the key issues and needs of adolescents in the locality.  Based on the outputs  

    of the previous activities conducted in relation to the establishment of the ISDN    

   (Section 3 and 4), review the key issues of adolescents that need specific type of                      

    interventions or services.  From among these issues, identify concerns that can be  

    addressed with specific services that can be offered in AHD Teen Centers. 

  

1 

WHO: 

WHAT: 

HOW: 
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2. Review the available services within the locality.  Similar to actions taken in the                          

      establishment of the ISDN (e.g Section 4), map the available AHD services and                         

      interventions in various facilities and institutions in the locality to determine the gaps in  

      the services that can be addressed by the AHD Teen Center. 

 

3. Identify specific services and interventions that can be offered in the Teen Center.  

     Based on the analysis of the needs and issues of the adolescents and the available  

     AHD services within the locality, identify the specific type of services that will be                    

     provided in the Teen Center.  The package of priority information and services to be  

     offered in the Teen Center may focus on any or a combination of the following:                     

     information, referral, counseling, medical and clinical services, training, mentoring,  

     and recreation.   

 

Some of the major services that the Teen Center can provide include the following: 

 

a. For health care services: 

 Access and referral to primary and preventative health care services;  

 Diagnostic services (e.g. HIV/AIDS testing, pre- and post-natal check-up, pregnancy                    
testing); 

 Family involvement in adolescent reproductive health and rights; 

 Health and well-being development; 

 Dental services; 

 Proper hygiene services; 

 Teen pregnancy and STI and HIV/AIDS prevention programs; 

 Mental health services (e.g. psychological counseling); 

 Comprehensive sexuality and reproductive health education; and 

 Primary health education and campaign (e.g. proper nutrition, anti-smoking,                         
anti-drug use, etc.). 

 

b.  For Personal and Psycho-social well-being and Development: 

 Socio-emotional skills improvement; 

 Peer and guidance counseling services or referral to professional counselors; 

 Coaching and mentoring on life skills and achieving developmental tasks; and 

 Recreational and development of multiple skills and talents (e.g. sports and talent                    
competitions). 

 

c.  For Education Services: 

 Learning and academic support services (e.g. tutoring and group learning activities); 

 Referral for scholarship and training; and 

 Computer and internet services. 
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d.  For Employment: 

 training on technical and vocational skills; and 

 employment referral and assistance. 

 

e.  For Community Participation and Involvement and General Services: 

 referral to basic community-based services; and 

 involvement and mobilization of adolescents in community-based or outreach                         
activities or projects (e.g. environmental clean-up drive; charity works; etc.). 

 

In the design of the various services to be offered in the Teen Center, consider the                    

availability of resources to include expertise, personnel, funding, equipment and other 

inputs to  operationalize the center.   

           

                 GATHER AND CONSOLIDATE INSTITUTIONAL AND POLICY                 

        SUPPORT FOR THE ESTABLISHMENT OF THE TEEN CENTER 

 

 

 

ISDN Members.  The ISDN shall take the lead in consulting stakeholders and consolidating 

needed support for the establishment of the AHD Teen Center.  This is in collaboration 

with key stakeholders including the concerned schools and communities where the Teen 

Centers will be set-up and operationalized.  Stakeholders may include the members of 

the ISDN, local chief executives and other concerned local officials, school officials, 

Sangguniang Kabataan (SK) officials, barangay officials or community leaders, and rele-

vant civil society organizations with the locality. 

 

  

 
This activity aims to gather and mobilize institutional support needed for the                                     

establishment of the facility.  It aims to generate concrete support such as policy,                      

institutional commitments, and resources, among others, from stakeholders within the    

locality. 

 

 

  

Consult Stakeholders.  As an ISDN group, collaborate with the key officials at the local                

government unit and from regional government agencies (e.g. POPCOM, DSWD, DOH,                

DepEd, etc.), SK officials, school officials, community or barangay officials, civil society 

organizations (CSOs) or non-government organizations (NGOs), and other relevant    

institutions that could support the establishment of the teen center.   

2 
WHO: 

WHAT: 

HOW: 
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                                 DESIGN AND OPERATIONALIZE  

                                         THE AHD TEEN CENTER 

 

 

 

The ISDN shall take the lead in designing the teen center in close collaboration with the 

key stakeholders identified above. 

 

  

 
This activity aims to finalize the mechanism or structure of the teen center including                         

operational and programmatic designs. 

 

 

 

1. Finalize Operational, Physical, and Programmatic Design of the AHD Teen Center.  

      In designing the AHD Teen Center, identify the following key concerns: 

 

a. Programmatic Concerns: 

 What are the key issues and specific program objectives that the teen center aims to                 
address or achieve? 

 What specific information and services can be accessed in the facility? 

 What are the specific activities and projects to be conducted in the facility including                   
capacity building for staff and clients, communication strategies such as seminars,                   
fora, symposiums, IEC materials development and dissemination, peer education, 
counseling, and other activities that aims to provide accurate information? 

 Who are the target audiences and beneficiaries? 

 Who shall implement these strategies? Who are the partners in conducting these                          
activities? 

 How much resources are needed and where to source them out? 

 

b. Operational and Physical Concerns: 

 Who shall be involved in the management of the facility? Who are the service                  
providers to provide the services?  

 Will the staff serve in full-time, part-time, volunteer, or paid basis? 

 What are their roles and functions? 

 

3 
WHO: 

WHAT: 

HOW: 
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 What time can the facility be accessed? 

 Where will the facility be located? 

 Who can access the facility? 

 Are the services for free or with minimal payment? 

 How are the services in the facility accessed?  What are the service protocols? 

 What is the design of the facility to make it adolescent-friendly? 

 How will the operation of the facility be sustained? 

 

Write the design of the Teen Center in a concept note for appreciation of the                            

stakeholders and proper  documentation.  The essential components and characteristics 
of adolescent-friendly teen centers are discussed in Table 4.  These are also critical 

guides in setting-up the facility. 

Table 4. Essential Components and Characteristics of  

Adolescent-Friendly Teen Centers 

 

Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

 Effective                       

leadership and 

management 

 The enabling environment 

for the establishment of the 

center is facilitated by 

strong support from key    

decision-makers and       

stakeholders 

 The commitments of local 

officials are expressed and 

concretized by policy              

issuances and allocation of 

corresponding resources 

 Conduct advocacy                        

initiatives for decision                 

makers to generate                       

support for the                                 

establishment of the center 

 Advocate for the issuance 

of corresponding policy to                

ensure allocation of                       

resources and sustainability 

 Foster a consultative                      

process with stakeholders 

including the members of 

the ISDN to foster owner-

ship and collaboration 

 Document commitment 

through partnership                    

agreements or                              

memorandum circular 

(e.g. this can be integrated 

in the institutional                       

agreement between ISDN 

members) 
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Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

 Physical                            

Characteristics 

 Systems in the facility are    

implemented to ensure that 

adolescents are                          

knowledgeable about their 

health and development 

needs and how to access 

the services 

 Put a signboard in the facility 

that informs the public about 

the type of services                             

accessible in the facility, time 

of operation, and protocols 

 Conduct promotional               

activities to inform                           

adolescents on the                       

availability of AHD services in 

the teen center 

 

  The Teen Center facility 

bears dual purpose in the 

sense that it                                      

accommodates both                 

unstructured social                        

interaction sessions among 

different or the same                  

teenage groups and                     

structured knowledge, skills 

and attitude building or 

training workshops in a               

supervised and controlled 

condition 

 Depending on the available 

floor area, design and                    

arrange facility layout and 

proxemics of the rooms into 

efficient space utilization for 

the fulfillment of formal              

gatherings and informal ones  

 Based on Figure 7 (Basic              

Layout and Proxemics of a 

Teen Center) below, the                 

facility may have a space for 

receiving area, multimedia 

space, counseling room, 

and multi-purpose space 

 

  The health facility has               

convenient operating hours 

and an adolescent-friendly 

environment that maintains 

privacy and confidentiality  

 As the heart of the Teen    

Center, the Counseling 

Room promotes privacy and                   

confidentiality – visually and 

auditory 

 A multimedia space may                  

provide the clients with                  

supervised internet access 

for homework purposes and                  

guided multimedia                             

experience (e.g. film                     

viewing, arts and music jam-

ming, etc.) only 
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Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

   Design entrances and exits 

to and from the other 

rooms in a way that                 

facilitates access even 

when the rest of the rooms 

or spaces are closed or    

being used 

 If the area only allows for a  

large multipurpose space,  

design the overall                    

proxemics to meet                        

maximum utility and  

flexibility through the use of  

flexible dividers 

 Create a ‘homey’ feeling      

inside the Teen Center                  

facility while meeting the                   

requirements for a                  

multipurpose facility 

 Provide ample natural light 

and indirect ambient                  

lighting, a welcoming                   

entrance and a control 

desk for client record                  

database and                         

administrative                              

responsibilities 

 Extend operating hours if              

necessary, allow walk-in        

appointments, and ensure 

youth-friendly amenities in 

the waiting room (e.g., 

magazines, internet                  

access, brochures) 

 Design the interior makeup, 

color and texture of the         

facility in a way that is            

attuned to the clients’ cool 

lifestyle 
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Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

   Communicate a sense of  

enjoyment and                              

celebration while learning 

through murals or mounted 

artworks and visual aids and 

by announcing future tasks 

and/or activities in a fun way 

 Encourage autonomy from 

peer educators and                       

facilitators but provide space 

to help adult staff in                         

developing and                            

maintaining the Teen               

Center administrative                       

functions and official                

businesses 

 Locate the  facility in                         

accessible area 

 

 Community and 

stakeholders                        

support and                 

ownership 

 Parents, guardians, and 

other community                     

members recognize the 

value of adolescent 

health and development 

services 

 Providers educate parents, 

teachers, and other                     

community organizations 

about the value of                             

adolescent health services 

 Conduct policy advocacy 

for the sustainable                          

operation of Teen Center 

 Create a network of caring 

leaders and responsible 

adults (e.g. trained guidance 

counselors and advocates, 

teachers, nurses, community 

workers, volunteer parents, 

etc.) with the passion and 

willingness to work with                   

teenagers while ably                          

supported by trained peer 

educators and facilitators, 

enthusiastic community    

leaders and gatekeepers 

and service delivery network 

provided by concerned 

NGOs, GOs, POs, NGAs and 

other stakeholders  
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Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

   Promote community                        

outreach activities in                        

partnership with the LGU,                

academe, Sangguniang 

Kabataan (SK), CSO, Govern-

ment Agencies, NGOs and 

various donor and develop-

ment agencies in Geograph-

ically Isolated and Disadvan-

taged Area (GIDA) 

 Involve all the beneficiaries 

(i.e. adolescents, youth                

leaders, peer educators,       

parents, village officials, etc.) 

from the planning phase to 

the evaluation phase to gain 

their approval and to                      

establish a sense of                        

ownership for the                        

maintenance and continued 

operation of the Teen Center  

 Comprehensive 

and appropriate                    

package of 

health and socio-

economic services 

and                                    

information  

 The facility provides a 

package of information, 

counseling, diagnostic, 

treatment and care                  

services that fulfills the 

needs of all adolescents 

(see Step 1 above) 

 Policies are in place that               

define the required package 

of evidence-based clinical 

preventive services 

  Services are provided in 

the facility and through 

referral linkages and 

outreach  

 Ensure that all institutional 

members of the ISDN commit 

to provide extended services 

in the facility 

 Establish feedback                 

mechanisms to identify   

emerging needs of                         

adolescent clients 

 Ensure the mapping of                  

available services and                

consultation with key                 

stakeholders especially those 

that can participate in the 

provision of needed services in 

the teen center 
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Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

   Complement the                                  

adolescent-responsive                            

reproductive health care                  

services provided by the LGU in 

Rural Health Units (RHU),                         

Barangay Health Stations (BHS) 

and government-run hospitals 

and service delivery facilities 

within the locality where the 

teen center is located 

 Link the activities of the Teen 

Center with Population and 

Development Education 

(PopDevEd) or                                 

Comprehensive Sexuality                 

Education (CSE) programs in 

schools and communities to 

foster an integrated human 

sexuality and population                 

education  

 Make available printed or  

electronic/ digital materials on 

AHD for take-home                    

information  

 Service providers’ 

and other teen 

center staff’s skills 

and                                 

competencies 

 Teen center service     

providers and staff 

demonstrate the                     

technical competence 

required to provide                 

effective health and                  

development services 

to adolescents (e.g. 

confidentiality, respect, 

and non-discrimination) 

 Assess and map needed                   

competencies of technical 

and administrative staff of the 

teen center 

 Continuously provide training 

and capacity building activities 

for the staff and service                        

providers on providing sensitive 

health and development                    

services to adolescents 

 Hold capacity building                         

exercises and workshops for 

peer educators, facilitators and 

adult moderators to ensure  
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Components 
Key Characteristics/  

Attributes 

Specific Strategies and  

Actions to be Taken 

        the provision of developmen-

tally-appropriate (e.g. age, in-

dividual and culture appropri-

ate), accurate and timely                      

information, education,     

communication and                  

counseling and referral                  

services 

 Put in place job aids and     

support tools (e.g. protocols, 

guidelines) for providers and 

staff of the teen centers to                

enable them to provide      

quality services 

 Establish mentoring and               

post-training supervision and 

monitoring and skills                      

assessment to ensure                   

appropriate application of skills 

and competencies 

 Equity and non-

discrimination 

 Adolescents are                     

provided quality                         

services regardless of 

income, age, sex,                   

marital status,                            

education, race/

ethnicity, sexual                   

orientation, or other                    

characteristics 

 Design and implement                    

policies and procedures to   

ensure equitable care for all 

young people, services are   

offered at more affordable 

rates, providers and staff are 

trained on providing sensitive 

services to vulnerable groups 

of adolescents 
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Figure 7. Basic Layout and Proxemics of AHD Teen Center  

Figure 8. Network of Critical Stakeholders for   

Establishing and Sustaining AHD Teen Center 
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2.   Publicly Open and Operationalize the AHD Teen Center. Based on the design of the   

Teen Center, open the facility to the intended users for them to access available                 

services.  Conduct promotional activities such as a launching or drumbeating of its 

opening to inform the entire community.  It is important that the community and the 

intended beneficiaries are aware of the existence of the facility as well as the                  

available services so they can patronize or access it.  The following are the key                            

activities in operationalizing the facility: 

 

Pre-operational activities 

 Completion of the physical exterior and interior design of the facility; 

 Procurement of office or facility supplies, materials, equipment, and fixtures; 

 Posting of signages outside and inside the facility; 

 Printing of promotional materials; 

 Training of staff who will manage the facility on relevant skills and competencies; 

 Development of immediate and long-term action plan (with corresponding budget                    
requirements); and 

 Securing of budget and resource requirements. 

 

Actual Operation 

 Implementation of protocols for accessing the services; 

 Continuing provision of services based on the essential characteristics mentioned in 
Table 4; 

 Continuous recording of services rendered and addressing of emerging concerns; 
and 

 Regular monitoring and assessment of the quality of services being provided. 

For actual sample of activities in the operationalization of AHD Teen Center, refer to Box 

A below.  

BOX A | Operation of the School-Based Teen                   

Center (Based on Documented Experience) 

 

The School-Based Teen Center or SBTC offers both                   

unstructured and structured programs and activities 

for Grades 5 to 12 learners in an integrated school, 

Grades 7-12 learners for integrated secondary 

school and Grades 7-10 learners for basic                            

secondary school free of charge.   
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The SBTC services and events are available for three 

(3) separate age groups: 10 to 12, 13 to 15 and 16 

to 19.  Teens won't spend time in a SBTC if there is 

nothing for them to do there.  As such, teens want                                 

entertainment and recreation after or before                   

classes start.   

 

That is why most SBTC have at least one                      

television set as well as a selection of age-

appropriate movies (e.g. Crossroads, AHD Film Festi-

val entries, etc.) for guided viewing.  The SBTC may 

also keep a collection of board games and puzzles, 

books and IEC materials on adolescent sexual and 

reproductive health.   

 

Most teens enjoy activities geared towards the arts. Hence, some SBTC keep paper and 

drawing materials as well as other arts and crafts supplies such as molding clays,                      

crayons, water colors, plastic cups, ice drop sticks, bottle caps, etc. for more elaborate 

artworks.  Learners may also be encouraged to engage in instrument ensemble, vocal 

ensemble, group dancing, improvisational theater, puppetry or shadow play as means 

of expressing themselves. Interacting with their friends after school is also a way of                   

de-stressing for most teens.   

 

Hence, SBTC may implement structured plays, games or sports activities into their                 

operation. The equipment for these should be made available to enable them to play 

and have regular exercise. Jump ropes, hoola-hoops, Chinese garters, badminton,                           

volleyball and pingpong rackets and tables are strongly suggested in the SBTC.   

 

An important component of a successful SBTC is a place for teens to simply sit down 

and relax, listen to music and spend time pursuing quiet moments. This area allows teens 

to talk to each other or have private conversations with caring adults or staff in the 

SBTC.  

 

The structured activities are usually offered on weekdays after classes and may include: 

 

 Movie Mondays -  e.g. “Crossroads”, winning AHD Film Fest entries, etc. 

 Tasky Tuesdays - e.g. tree planting, gardening, “Help-a-Friend Day”, etc. 

 Wacky Wednesdays -  e.g. joke time, freedom wall writing, picture taking, “Face-Off 
Day”, etc. 

 Triumphant Thursdays – e.g. celebrating winning moments, birthdays, achievements, 
etc. 

 Freedom Fridays – e.g. creative writing, poetry reading, demonstration of multiple                             
intelligences, etc. 
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Other structured activities may include: 

 

 U4U teen trail or teen chat facilitators’ workshop or further training; 

 personality development and sexuality education; 

 community service projects (e.g. coastal cleanup, mangrove planting, etc.); 

 social events (e.g. tournaments, field trips, etc.); 

 games and amusement activities; 

 leadership skills development; and 

 life skills and life planning training. 

 

Learners can also sign up for activity series along the following themes: 

 

 baking, cooking or basic food handling; 

 volleyball, badminton, pingpong or basketball; 

 basic drawing, photography or filmmaking; 

 vocal or instrument ensemble or visual and installation arts; 

 creative writing, campus news writing, cartooning or broadcasting;  

 shirt-printing, photoshop/adobe skills; and 

 improvisational drama, street theater, puppetry or shadow play.  

 

Schedule of Operation.  A Teen Center typically offers 26-30 hours per week of                           

operation. The Teen Center observes local and national holidays as well. Hours and                

program schedules are subject to change but the adult staff makes every effort to keep 

each client informed by maintaining an announcement board.  During long breaks (i.e. 

summer break, Christmas, semestral breaks, etc.) special Teen Center activities are               

arranged (e.g. parent-child barbecue night or camp out, U4U, educational field trip, 

sports tournament, parent education on adolescent sexuality and reproductive health 

or Learning Package on Parent Education and Adolescent Health and Development 

(LPPEAHD), etc.). 

 

Promotion.  In June of every school year, an orientation is conducted to promote the 

SBTC and its services to all learners and their parents.  It is conducted during the school                        

orientation program or simply by having peer educators hold room-to-room campaign                   

sorties to familiarize the learners with the SBTC. If possible, involve the whole school                         

community in promoting the SBTC by enlisting the participation of the alumni, security 

guards, maintenance personnel and non-teaching staff during the promotion period.  

This will help ensure that all the members of the school community (aside from the 

school head and teachers) are fully informed about the SBTC and its services and all are 

able to close ranks for the good of the learners.  
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KEY RESPONSIBILITIES 

 

RESPONSIBILITIES OF TEEN CENTER USERS 

 

The list of responsibilities below guides participant behavior at the Teen Center.  Parents 

should promote cooperation and agreement between the home and the Teen Center 

to develop good citizenship and high standards of behavior among adolescents                        

especially those helping out as peer educators or facilitators and adolescents availing 

the Teen Center services.  Teen Center users have the responsibilities to:  

 

1. Abide by the Teen Center Code of Conduct and protocol at all times while at the 

Teen Center or during a Teen Center-sponsored activity;  

2. Ask a staff member for permission before entering and leaving the Teen Center;  

3. Be courteous and respectful of adults and peers at all times; 

4. Be supervised by trained guidance counselor or teacher moderator; trained                          

community youth workers or volunteers or peer educators;  

5. Participate in all Teen Center activities in a safe and supportive environment; 

6. Show respect for Teen Center property and personal property of others availing of 

the Teen Center; and 

7. Utilize the Teen Center computer or AV equipment for homework purposes only. 

 

 

RESPONSIBILITIES OF TEEN COORDINATOR 

1. Manage record keeping, database and reporting relative the Teen Center                  

clients, programs and services; 

2. Network with stakeholders and partners to enhance the services provided by the 

Teen Center; 

3. Participate in meetings related to Teen Center operation and inform the                           

Immediate Supervisor of progress and/or changes to the Teen Center programs 

and goals; 

4. Participate in output-based monitoring and evaluation processes; 

5. Plan and implement the Teen Center activities in accordance with established 

standards. 

6. Use multimedia and social network to promote the Teen Center programs and                          

encourage regular participation of peer educators and peer advocates; and  

7. Perform other tasks that may be assigned from time to time by the Immediate                        

Supervisor. 
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The Peer Educators are the lifelines of the Teen Center.  He or she assists the Teen Center               

Coordinator in the overall day-to-day operation of the programs on agreed upon days 

and times after school hours. The Peer Educators ensure a high level of teen participation 

in adolescent sexual and reproductive health and development programs in a positive 

way and participate actively in the planning, implementing, monitoring and evaluation 

of programs and services.  They are under the direct supervision of the Teen Center                              

Coordinator. 

 

THE TEEN CENTER VISIT PROCESS FLOW 

Robert is introduced to 

a male peer educator 

by the Receiving Area 

staff. They entered the 

Mentoring Room. 

Robert tells the peer               

educator that he and his 

girlfriend of three months 

do not feel ready to 

have sex. 

The peer educator                  

advises Robert not to 

have sex if neither he or 

his girlfriend is ready.                

He explains the  

effects of early sexual  

engagement and teen  

pregnancy to Robert.  

Robert texts his                 

girlfriend and                       

encourages her to 

come to the SBTC and 

talk with the peer  

educator as well.  

Ana is happy she was 

allowed to come to 

the SBTC the same 

day she made the 

appointment with the 

female guidance 

counselor of the SBTC. 

Ana enters the                    

Counseling Room with 

the female guidance 

counselor. Ana admits 

that she has been                

having sex but only at 

times when she knows 

she can't get pregnant. 

The female guidance 

counselor explains that 

pregnancy can occur 

at any time and that it is 

important to practice 

abstinence or  

use condom. 

Ana calls her friend as 

she leaves the SBTC. 

She tells her friends to 

visit the SBTC.  

3.  Strengthen Peer Education as a key strategy and service of the AHD Teen Center.  

Various researches showed that people are more likely to listen and change their                        

attitudes and behaviors if they believe the messenger is similar to them and are                            

experiencing the same concerns and pressures.  This communication phenomenon is 

likewise applicable among adolescents who give significant weight to peer influence in 

their decision-making processes. As such, Peer Education as an internationally                           

implemented strategy for promoting healthy behaviors among adolescents draws on the 

credibility that adolescents have with their peers.  As an approach, it also leverages the 

power of role modeling, and provides flexibility in meeting the diverse needs of                    

adolescents through their peers.  

RESPONSIBILITIES OF PEER EDUCATORS 
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Peer Education is an approach in promoting heathy and positive behaviors among                      

adolescents through their peers.  It is a peer-to-peer approach that provides adolescents 

with age and development-appropriate information, values and behavior in educating          

others who may share similar social backgrounds or life experiences.  It aims to assist                      

adolescents in developing the knowledge, attitudes, and skills that are necessary for   

positive behavior modification through the establishment of accessible and inexpensive 

preventive and psychosocial support. Peer education programs mainly focus on harm 

reduction  information, prevention, and early intervention. 

 

      Who is a Peer? 

 A person that belongs to the same social group as another person or group; 

 A friend who has a similar background such as profession, age and language, lives in 
the same geographical area, has similar social status, etc.; and  

 Someone who can integrate oneself. 

 
TIPS FOR BUILDING A SUCCESSFUL PEER EDUCATION COMPONENT OF AHD PROGRAM 

(Accessed through https://www.unicef.org/lifeskills/index_12078.htm) 

 

 Link the peer education program (content and methods) with other AHD programs to 
form a comprehensive strategy; 

 Ensure that a quality control process is in place; 

 Ensure that a trained adult or teacher facilitates and supports the peer educators; 
and 

 Evaluate the results of using peer educators, including:  

 

 Monitoring the activities of the peers (process evaluation), for example: progress                    

    reports submitted by the peer educators on number of people expected                          

    compared to reached, who they were and what was discussed; and satisfaction  

    surveys; as well as 

 Measuring the impact of the education (outcome evaluation), for example:                  

    looking at HIV-related knowledge, attitudes, skills and behaviors, and/or health  

    outcomes such as STI incidence; 

 

 Consider incentives for peer educators to attract and maintain their participation. For                  

example, recognize their contribution through: public recognition, certificates,                              

programme T-shirts, food, money/credit stipends, or scholarships; 

 Establish criteria for the skills and qualities that peer educators should have, and then 

have students volunteer or nominate others for the peer educators; 

 Have clear and achievable expectations for the peer educators; 

 Provide thorough training and regular follow-up workshops and practice sessions (this 

is particularly important as turnover of peer educators can be high);  

 Be flexible when scheduling training and feedback sessions to maximize participation; 
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 Monitor and assess the needs of the trainers and educators; 

 Involve young people as active participants in the project planning, implementation, and 
assessment; 

 Make sure adequate supply of educational materials and condoms are available; 

 Consider the different needs of male and female educators (for example, there may be 
different social expectations about how girls should behave and what they should talk 
about in public);  

 Prepare the peer educators for community resistance and public criticism, should it arise; 
at the same time, inform and involve the community in the program, to  alleviate any fears 
and to garner their support (e.g. the mothers and fathers of the peer educators, grand- 
parents, aunts and uncles, religious leaders, community advisory committees, etc.); and 

 Ensure that mechanisms are in place to replenish the supply of peer educators (who will 
get older and mature out of the program). 

 

PEER EDUCATORS 

 

Peer educators are usually persons who have the same age or slightly older than the   

group or persons with whom they are working. They may work with adults such as                      

teachers or organizations or may implement educational activities on their own. They help 

raise awareness, provide accurate information, and help their classmates develop skills to 

change behavior through various communication strategies and methodologies such as:  

 informal discussions or sharing with groups of adolescents; 

 video and drama presentations; 

 one-on-one time talking with fellow students; 

 handing out IEC materials; and 

 offering counseling, support and referral to services. 

 

Who can be Peer Educators?  Those adolescents or youth who have: 

 

 ability to multitask and be flexible;  

 ability to use the computer and computer applications e.g. email, MS Office, varied social 
media sites, other platforms, etc.); 

 ability to work collaboratively and harmoniously with diverse adolescent groups; 

 ability to work towards the attainment of positive and agreed upon outputs and                         
outcomes; 

 proven active involvement in adolescent development organizations within the school or 
community; 

 excellent academic, planning, organizational and peer-oriented skills; 

 familiarity with the stages of adolescent health and development; 

 emphatic leadership skills with excellent written and verbal interpersonal                                  
communication skills; and 

 willingness and commitment to be trained then serve in adolescent sexual and                            
reproductive health issues and concerns. 

82 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



                        MONITOR AND EVALUATE THE QUALITY OF 

                          SERVICE AND PERFORMANCE IN TEEN CENTER 

 

 

 

Teen Center Managers and Workers:  The staff in the Teen Center shall take the lead in                

monitoring and evaluating the quality of services and other agreed performance                   

indicators for the operations of the Teen Centers. They may also involve other                         

stakeholders such as clients and other partners in monitoring and evaluating the Teen 

Center programs and activities. 

 

  

This activity aims to gather information needed for the continual improvement of the                           

operations of the Teen Centers. 

 

 

1. Design M&E Framework or Indicator System.  The monitoring and evaluation of Teen                  

Center provides information and justification on the efficacy of the program. When 

knowledge collected is integrated and communicated with LGU health offices, the                

program impact is immense (reported in 2016 in a study entitled “Assessment of                       

Adolescent and Youth Reproductive Health in the Philippines” and conducted by Pilar 

Ramos Jimenez, Eden R. Divinagracia, Jesusa M. Marco, Jose Narciso Sescon, John Ryan 

A. Buenaventura, Sucelle Czarina M. Deacosta, Gerlita C. Enrera, and Mellanie C. 

Yubia). 

  

To guide the M&E activities for the teen centers, prepare a monitoring and                        

evaluation plan which contains the indicators to be monitored and evaluated, data 

gathering methodologies, activities, sources of information or respondents, means of    

verifications, schedule of activities, and resources needed (e.g. funding and human                 

resource). 

 

WHO: 

4 

WHAT: 

HOW: 

OUTPUT INDICATORS DATA SOURCE/S 

No. of adolescents referred for expert services Referral System Log 

No. of adolescents provided with information Visitors Logbook; Training Logbook 

No. of adolescents provided counseling Guidance Counselor  Database 

No. of peer educators trained Peer Educators Training Logbook 

No. of adult staff trained in Adolescent Job Aid (AJA), U4U, 

Interpersonal Communication (IPC), Adolescent Sexuality 

and Reproductive Health (ASRH), Gender-Based Violence 

(GBV), New SHAPE Adolescents Toolkit, LPPEAHD, Parent-

Teen Talk , ASRH Module, etc. 

Adult Training Logbook 
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2. Gather monitoring and evaluation data.  Generate M&E data and information through 

the following methodologies: 

 

a. Focus group discussions (FGD); 

b. In-depth interviews; 

c. Exit interviews; 

d. Pre- and post-tests questionnaires or other structured instruments to measure change 

in knowledge, attitude, and skills; 

e. Post-activity assessments; 

f. Financial reporting;  

g. Process documentation; and 

h. Accomplishment reporting 

 

3. Consolidate, process, and analyze the M&E data and information.  Encode and                 

process the M&E data gathered in an electronic or manual format.  Analyze and                    

package the data and information for discussion with the Teen Center management 

and staff and other key stakeholders.  Through analysis, identify what strategies are    

working effectively and what areas needs some interventions. 

 

4.  Disseminate and use M&E results for continual improvement of the services in the Teen  

Center. Utilize the data for the identification and implementation of needed                               

 interventions to improve the processes and services in the Teen Center.  Involve key  

 stakeholders in the assessment as well as designing of needed interventions for continual  

 improvement.  M&E data and information may be used in the following: 

 

a. Regular meeting of the Teen Center staff and managers; 

b. Regular meeting and planning of the ISDN members; 

c. Stakeholders consultation meetings and workshops; 

d. Advocacy activities including meetings with key local officials; 

e. Inter-agency meetings at the provincial or regional levels; and 

f. Other venues where data can be used as inputs for the development of AHD                             

interventions. 
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PROMOTING THE ISDN AND AHD TEEN CENTER 

 

SECTION 7 

Access to the information and services within the ISDN and the Teen Center can be                      

facilitated by high level of awareness of the intended beneficiaries on the existence and 

type of services available within the service delivery network and covered facilities.  

These can be done in collaboration with stakeholders within the locality through                         

effective promotional activities.  For this purpose, the ISDN can develop a promotional 

plan that can be jointly implemented by the member institutions. 

 

HOW TO PROMOTE THE AHD SERVICES OFFERED AT THE 

FACILITIES OF THE ISDN MEMBERS AT THE TEEN CENTER? 

 
Promotional activities aim to build the awareness of the support community and the                             

intended audience on the availability and procedures for accessing AHD services within 

the facilities covered by the ISDN including the Teen Centers.  As such, organize the 

members of the ISDN to plan and implement continuing promotional activities for the 

AHD services within the locality.  Mobilizing the members of the ISDN ensures a well                   

collaborated initiative in promoting AHD services especially among intended                          

beneficiaries. It also ensures sharing of resources and competencies among the                      

members.  Table 5 provides a sample template for the planning of promotional activities. 

 

 

Some of the effective promotional strategies that can be undertaken by the ISDN                       

include the following: 

 

1. Launching Program for the ISDN4AHD and the AHD Teen Centers.  The launching                       

     activity aims to drumbeat the entire initiatives of the ISDN particularly on the available  

      services in covered facilities including the teen centers.  The launching may be  

     done through a community program to be attended by all stakeholders including                         

     adolescents and youth. 

Table 5. Template for Action Plan for Promotional Activities 

Promotional                    

Activities 

Target  

Audience 

Time     

 frame 

Budget  

Requirement 

Other                

Needed                

Resources 

Lead                        

Office/  

Agency 

Example:           

1. Launching of 

the ISDN4AHD 

 Motorcade 

 Distribution 
of brochures 

 Distribution 
of directory 
of ISDN                
facilities 

 High 
School                   
students 

 OSYs in the     
barangays 

Jan 15 P100,000  ISDN                  
Brochures 

 AHD                 
promo-
tional  

       materials 
 

 Directory 
of ISDN 
Facilities 

Population 

Office 
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A festive mode for the launching is encouraged to make it more attractive to the                             

adolescents.  

 

The launching may consist of the following key activities, among others: 

 

 Motorcade with distribution of flyers and public announcement about the ISDN and 
AHD services available in specific facilities; 

 A simple program for the delivery of messages from personalities including advocates 
among local officials, partner agencies, private sector representatives, and popular                       
personalities who can encourage adolescents to access the services; 

 Live streaming or posting of AHD messages and materials in the social media; 

 Symposium, forum, or activities that can provide AHD messages to participating                             
adolescents; 

 Community radio or TV spots featuring the launching; and 

 Other creative and innovative activities identified by the ISDN members. 

 

2.   Continuing distribution or dissemination of promotional materials in the community 

and social media.  Conduct continuing distribution of IEC materials containing                   

information on the available services within the participating ISDN facility or the teen 

centers.  Distribute the materials through interpersonal communication interventions 

such as mobilization of adolescent leaders in the distribution of materials in areas 

where young adolescents usually congregate such as computer houses,                            

tambayans, malls, schools, and other places frequented by young people.                       

Distribute also through the social media platforms to reach to virtually wired                       

adolescents.  Include in the IEC materials a directory of the ISDN facilities to properly 

guide adolescent clients in accessing such facilities. 

 

3.   Designate a special date or time for adolescents in health and other social facilities.  

A special schedule for adolescents in accessing health and other social services 

within specific ISDN facilities may help encourage them to access such facility since 

it promotes the expectation that such schedule is exclusively for their peers with 

whom they can relate to.   

 

4.  Make the visit to ISDN facilities a part of academic or educational activities or                                

requirements.  A visit to any ISDN facility may be included as a requirement for a 

health or other related subject (e.g. values education or social studies).  Coordinate 

such class or individual visit to any facility to ensure that all the students or                              

adolescent groups intended to visit the facility will be efficiently received and                    

accommodated in the facility. 

 

5.   Partnership with local media.  Explore and build a partnership with media (e.g. radio) 

for the promotion of the ISDN and the available AHD services.  Limited airtime,                    

articles, or promotional spots may help in making the community aware of the AHD 

programs offered in the facility. 
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6.  Promote incentive and reward mechanism to encourage adolescents to visit the 

health and social facilities under the ISDN.  Some incentive schemes may be                         

developed to motivate young people to visit health and social facilities.  For                            

example, an AHD Card may be provided after an adolescent’s participation in an 

AHD class or activity.  Such card may provide entitlement or incentive for accessing 

free health services or priority treatment for other services within the locality.  Other 

incentive schemes may be designed and implemented in partnership with the                 

private institutions within the locality.  For example, products from private companies 

may be distributed for free for access to specific services. 

 

7.  Continuously build champions and advocates.  Partner with popular personalities or                    

decision makers as champions and advocates for AHD.  Mobilize these personalities                

during AHD activities to encourage adolescents to access services.   

 

In promoting the ISDN, it is important to involve the community and all stakeholders.                            

Continuing promotion of the ISDN is likewise a strategy for sustaining the AHD program 

within a locality. 
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MONITORING AND EVALUATING THE AHD 

AND ISDN PROGRAM 

Monitoring and Evaluation (M&E) is important in determining whether the AHD                

program through its key strategies is working.  All stakeholders want to be able to                      

demonstrate results, understand how the ISDN or the AHD programs are working and             

assess how the programs interact with other events and forces in their communities. 

 

The AHD program in general and the ISDN initiative in particularly can be strengthened 

through appropriate use of accurate monitoring and evaluation data. The ISDN                  

members can assess the quality of activities and/or services and the extent to which the 

program is reaching its intended audience. With adequate data, they can set priorities 

for strategic planning, assess training and supervisory needs and obtain feedback                     

information from the target audience or program participants. With knowledge on what 

worked and did not work, program managers can identify appropriate interventions to 

improve gaps, prioritize resource allocation, and reconfigure strategies to make it more 

effective. 

 

M&E results can also help in ensuring the sustainability of the ISDN strategies and the                   

entire AHD program. It can help stakeholders and the concerned community                              

understand what the program is doing and its impact in the development of the                     

adolescents and in overall community development.  With appreciation of the impact of 

the program, key stakeholders work together to sustain the initiative and may pour more 

investments because they know that the program is contributing significantly in the total 

development of the community.  Policymakers are likewise encouraged to develop poli-

cies that can institutionalize a successful AHD program. Moreover, with proper                   

documentation, successful programs and initiatives may serve as models that can be 

replicated by other communities, thus, expanding the impact of the program. Through 

participatory M&E, communities are mobilized to support adolescent development and 

young people. The M&E results enable communities and youth to inform local leaders 

about youth needs and to advocate for funding. The results can identify better                     

strategies, resources, and systems of support for adolescents. If the community is involved 

in the M&E, they can likewise develop a sense of ownership through participation,                    

improve coordination and mobilize support for adolescents and the array of services that 

foster their health and development. 

 

Monitoring is the routine tracking of a programs activities by measuring on a regular,                  

ongoing basis whether planned activities are being carried out or expected outputs are 

achieved. Results reveal whether program activities are being implemented according 

to plan and assess the extent to which a programs services are being used.  

SECTION 8 
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Evaluation gathers information that measures how well program activities are performed 

based on its intended outcomes and impact. It aims to measure the quality of program                 

implementation and to assess coverage and its impact on the change in behaviors of                   

adolescents. Outcome evaluation determines whether outcomes that the program is 

trying to influence are changing in the target population. Impact evaluation, on the             

other hand, determines how much of the observed change in outcomes is due to the 

programs efforts. 

 

 

                     DEVELOP M&E FRAMEWORK PLAN 

 

 

 
ISDN Members:  The monitoring and evaluation of the effectiveness and efficiency of the 

AHD services and information being provided by the ISDN should be done through a                     

participatory process.  Involve all the members and other stakeholders including the                 

target beneficiaries in monitoring and assessing the program.  A participatory process en-

sures comprehensiveness and objectivity of the M&E data that can be gathered for mak-

ing efficient and effective program and operational decisions. 

  

 

The M&E framework serves as the basis for measuring expected results.  It provides the                    

targets and the performance indicators that measures program or project outputs,                         

outcomes, and impact. 

 

  

 

1.  Review the AHD Results Matrix.  Refer back to the results matrix developed by the ISDN  

     during the Action Planning (refer to sample in Annex I).  Agree on key indicators for  

     monitoring and evaluation. 

 

2. Develop an M&E Plan.  After reviewing the AHD program results matrix, define the 

scope of the M&E effort.  Scope refers to the extent of the M&E activity that will be cov-

ered by the M&E activities.  In determining the scope, take into consideration the fol-

lowing: 

 

a. Objectives or targets and the corresponding indicators to be monitored and                        

evaluated.  The objectives and targets identified in the planning stage of the ISDN shall 

serve as the basis in determining the scope of the M&E.  It is important to always refer 

to the results matrix to monitor and evaluate the efficiency and effectiveness of the 

AHD program being implemented by the ISDN. 

1 
WHO: 

WHAT: 

HOW: 
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b. Source of data.  It is likewise important to identify the available and potential 

sources of M&E data to ensure that needed information are gathered.  It also helps 

determine needed resources for M&E activities. 

 

c. Schedule of monitoring and evaluation. The schedule and timing of M&E is                      

important for decision-making processes involved in program implementation.  It also 

helps in scheduling needed resources based on the M&E activities to be conducted. 

Monitoring activities are done more regularly than evaluation. 

 

d. Available resources including human and financial cost. The availability of                      

personnel and budget needs to be considered in determining the scope of M&E.         

Interagency and participatory approaches particularly among ISDN in conducting 

M&E activities are more cost-efficient that designating the work of M&E to a single   

entity. 
 

The goals, objectives and activities of the AHD program determines the scope of what 

will be monitored and evaluated.  Monitoring usually involves the tracking of output                   

indicators vis-à-vis the implementation plan (e.g objectives and targets).  Evaluation               

focuses on the outcome and impact of the AHD interventions.  A sample M&E Plan is 

provided in Table 6 below. 

Table 6.  Sample Monitoring and Evaluation Plan 

Objectives Indicators M&E Activity / Methods Timeline Budget Agency 

To increase 

knowledge 

on ASRH of 

10,000                  

adolescents 

in all                       

barangays 

in 2018 

10,000 adolescents 

with increased 

knowledge on ASRH 

information by type of 

adolescents (i.e. in-

school and OSYs) 

  

  

  

Checking of attendance 

sheet every IEC activity 

Every 

after IEC 

activity 

--- Agency                  

conducting 

the activity 

  

ISDN                 

Secretariat 

Encoding of the names of 

adolescents who attended 

or participated in IEC                      

activities in a database 

30,000 

Administration of pre- and 

post-test among all                        

participants in all IEC                 

activities & analysis of               

results 

 

Before 

and after 

IEC activ-

ities 

40,000 

  10,000 of adolescents 

who have used ASRH                         

information in                   

preventing early      

sexual engagement 

 

Conduct of AHD program 

evaluation 

March 

2020 

500,000 ISDN 

To provide 

AHD-

related                

activities to 

5,000                    

adolescents 

in 2018 

5,000 adolescents 

provided with ASRH 

services by type of 

adolescents (i.e. in-

school and OSYs) 

Checking of referral and 

back referral slips in the 

ISDN facilities/ teen center 

Every 

quarter 

3,000 ISDN                  

Secretariat 

Submission and consolida-

tion of reported number of                  

adolescent client served 

by ISDN facilities 

Every 

quarter 

4,000 Members of 

ISDN and 

Secretariat 

Conduct random exit                      

interviews 

Annually 40,000 ISDN TWG 
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                      IMPLEMENT THE M&E PLAN AND UTILIZE 

                                     THE RESULTS IN PROGRAM ENHANCEMENT 

 

 

ISDN Members:  The implementation of the M&E plan should be a regular activity of the 

ISDN members.  It is to be coordinated by the ISDN secretariat which also serves as the                           

consolidating arm for M&E data and information. 

 

 

 

This activity aims to ensure that M&E becomes an integral part of the operation of the 

ISDN. 

 

  

 

1. Include M&E activities in the ISDN Action Plan and as an agenda in ISDN Regular      

     Coordinative Meetings.  To ensure that M&E activities are implemented based on  

     the plan, integrate the activities in the ISDN action plan which should be discussed  

     as an agenda in every ISDN meetings.  Emerging concerns in implementation  

     should be discussed based on the inputs from M&E initiatives to ensure                                                     

     evidence-based decision-making in every ISDN coordinative meetings. Make                       

     updates and reporting of accomplishments vis-à-vis the objectives as part of the  

     agenda of such meeting. 

 

2. Ensure implementation of M&E activities as scheduled.  To ensure the gathering of                 

 updated and relevant M&E data, implement the M&E plan as scheduled.   

 

3. Document, analyze, and utilize M&E results for the enhancement of the ISDN operation.  

Store all M&E data in an accessible database.  Process the results for analysis. In                          

packaging the results, make use of more comprehensible and understandable                      

presentation such as tables or graphs for easier utilization of the ISDN members.   

 

     It is important that M&E data are utilized for identifying and implementing interven-

tions to improve program implementation.  M&E knowledge may be used in continu-

ing or regular coordinative meetings or in periodic program implementation assess-

ment and strategic planning.  Results may also be disseminated to concerned stake-

holders such as local chief executives and other officials or school administrators so 

they will be informed and will take appropriate action for program implementation 

improvement.  

2 
WHO: 

WHAT: 

HOW: 

93 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 



91 91 
94 

ANNEXES 



Consent Process. Consent forms for focus group participants are completed in advance 

by all those seeking to participate.   

 

 Thank you for agreeing to participate.  We are very interested to hear your valuable   

opinion on the various issues and concerns that adolescents of today face that are          

needing appropriate interventions. 

 The purpose of this study is to gather and understand information from adolescents  

      and other key stakeholders on the issues that they face today and which may have                         

      significant impact on their development.  We hope to learn things that the Local                      

      Population Office or ____(state the office)___ can use to develop and implement                            

      appropriate interventions. 

 The information you give us is completely confidential, and we will not associate your  

      name with anything you say in the focus group. 

 We would like to document the focus groups so that we can make sure to capture the    

      thoughts, opinions, and ideas we hear from the group.  No names will be attached to   

      the focus groups and the documentation will be discarded as soon as they are trans- 

      cribed. 

 

 You may refuse to answer any question or withdraw from the study at anytime. 

 We understand how important it is that this information is kept private and                            

      confidential.  We will ask participants to respect each other’s confidentiality. 

If you have any questions now or after you have completed the questionnaire, you can                      

always contact a study team member or contact our office. 
 

 
Introduction: 

1.  Welcome the Participants. 

 

Introduce yourself and the note taker, and send the Sign-In Sheet with a few quick           

demographic questions (age, sex, years at this facility) to the group while you are intro-

ducing the focus group. 

 

Review the following: 

 Who we are and what we are trying to do 

 What will be done with this information 

 Why we asked you to participate 

 If you are a supervisor, we would like to excuse you at this time 

SAMPLE GUIDE FOR FOCUS GROUP DISCUSSION (FGD) 
ANNEX A 
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2. Explain the process. 

      Ask the group if anyone has participated in a focus group before.  Explain that focus  

      groups are being used more and more often in health and human services research.  

 

About focus groups 

 We learn from you (positive and negative) 

 Not trying to achieve consensus, we are gathering information 

 No virtue in long lists: we are looking for priorities 

 In this project, we are administering questionnaires and conducting focus group dis-

cussions. The reason for using both of these tools is that we can get more in-depth 

information from a smaller group of people in focus groups.  This allows us to under-

stand the context behind the answers given in the written survey and helps us ex-

plore topics in more detail than we can do in a written survey. 

 

Logistics 

 Focus group will last about one (1) hour 

 Feel free to move around 

 Where is the bathroom?  Exit? 

 Help yourself to refreshments 

 

3. Agree on Ground Rules.  

Ask the group to suggest some ground rules.  After they brainstorm some, make sure the 

following are on the list: 

 

 Everyone should participate. 

 Information provided in the focus group must be kept confidential 

 Stay with the group and please do not have side conversations 

 Turn off cell phones if possible 

 Have fun 

 

4.   Turn on the Recorder. 

5.   Ask the group if there are any questions before starting and address those questions. 

6. Introduce participants. 

 

Begin discussion: 

 

Discussion begins, make sure to give people time to think before answering the questions 

and do not move too quickly.  Probe to make sure that all issues are addressed, but move 

on when you feel you are starting to hear repetitive information. 
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Focus Questions: 

For Teens/Adolescents (Boys and Girls) 

 

a. What are the topics that interest you as a young person nowadays?  

b. What do you think are the most pressing needs and issues of young people of today 
in your community? (From the list of major issues, go through each major issue – e.g.                    
teenage pregnancy)  

c. Why do you think young people are involved in these issues (i.e. causes of the issues                        
identified)? (Probe on issues about their knowledge, attitude, and practice on the 
certain issue.  Also probe possible institutional concerns such as lack of policies and 
programs, etc.) 

d. Given these priority issues, how do you think the government or any institution/
community can solve or address these issues? (Go through each of the major issues 
identified) 

e. What interventions or programs are present in your community?  What is your involve-
ment in these programs? 

f. From whom do you want to get information about the issues you have identified? 
(E.g. school, parents, community leaders, media, etc). 

g. Have you heard of a facility for teens? If yes, where did you learn about it? Have you 
been to any of these facilities? Describe this facility. (If they answered negatively,                      
describe how a teen center looks like) 

h. Do you think a Teen Center or facility for adolescents in the community would be an                     
effective intervention to address the issues you have identified? 

 

 Would you visit the said Teen Center? Why? 

 What activities would you like to have in a facility for teens or the activities 
which will interest or encourage you to visit the facility?  

 What services would you like to have in a facility for teens?  Who would you like 
to deliver these services (e.g. health service providers or young people)? 

 What areas (area for games, counseling room) would you like to see in a facili-
ty for teens? 

 What activities would you like to be involved in? 

 Where should the Teen Center be located for you to access it regularly? 

 What specific time would you want to go to if there is such a facility? 

 What would you call such facility? 

 What are the messages you would like to hear for your concerns?  

 

i.   What other programs should the government provide to address your concerns or    

 young people' concerns in your community? 

 

For Parents 

A.   What do you think are the most pressing needs and issues of young people of today  

       in your community? 
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B.    (From the list of major issues, go through each major issue – e.g. teenage pregnancy) 

i.Why do you think young people are involved in these issues (i.e. causes of the 
issues identified)? (Probe on issues about their knowledge, attitude, and practice 
on the certain issue.  Also probe possible institutional concerns such as lack of           
policies and programs, etc.) 

ii.What are the roles of parents in these issues? 

C. As a parent, how do you discuss issues related to sexuality (e.g. menstruation,                                
       masturbation, sexual relationships, etc.) with your adolescent children?  What are the     
       barriers in communicating with your adolescent children about sexuality?  Do you  
       think you should be discussing or advising your adolescent children about sexuality?  
       Who should provide them information? 

D. Given the priority issues, how do you think the government or any institution/ 
       community can solve or address these issues? (Go through each of the major issues  
       identified) 

E. What interventions or programs are present in your community?  

F. Do you think a Teen Center (describe a Teen Center) in your community would be a                    
viable or effective intervention to address the issues of adolescents in your                           
community? What are its potential benefits? What are its potential problems? 

G.  What services and information should be provided in the Teen Center? 

H.   How would you encourage your adolescent children to access the facility? 

I.  If they are sexually active, would you recommend them to access contraceptive                   
      methods? 

J.   What other roles you can perform to promote the Teen Center? 

 

For Service Providers/Barangay Officials (FGD or KII) 

 

a.  What do you think are the most pressing needs and issues of young people of today  
      in your community? 

b.  (From the list of major issues, go through each major issue – e.g. teenage pregnancy)  

c.   Why do you think young people are involved in these issues (i.e. causes of the issues        
       identified)? (Probe on issues about their knowledge, attitude, and practice on the                     
       certain issue.  Also probe possible institutional concerns such as lack of policies and                     
       programs, etc.) 

d.    What are the roles of service providers and barangay officials in these issues? 

e.    Given the priority issues, how do you think the government or any institution/ 
        community can solve or address these issues? (Go through each of the major issues  
         identified) 

f.     What interventions or programs can you recommended that are already present in  
        your community?  

g.    Do you think a Teen Center (describe a Teen Center) in your community would be a  
       viable or effective intervention to address the issues of adolescents in your                         
       community?   What are its potential benefits? What are its potential problems? 

h.    What services and information should be provided in the Teen Center? 

i.      How would you encourage adolescents to access the facility? 

j.      What other roles you can perform to promote the Teen Center? 
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8. Conclude the discussion: 

 

That concludes our focus group.  Thank you so much for coming and sharing your 

thoughts and opinions with us.  We have a short evaluation form that we would like 

you to fill out if you have time.  If you have additional information that you did not 

get to say in the focus group, please feel free to write it on this evaluation form. 

 

Materials and supplies for focus groups 

 Sign-in sheet 

 Consent forms (one copy for participants, one copy for the team) 

 Evaluation sheets, one for each participant 

 Name plates 

 Pads & Pencils for each participant 

 Focus Group Discussion Guide for Facilitator 

 1 recording device 

 Permanent marker for marking documentation with FGD name, facility, and 
date 

 Notebook for note-taking 

 Refreshments 
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Adolescence is a time of sexual exploration and expression. As their bodies change and     

mature, many adolescents develop an interest in sex and begin to have sexual relations. 

The consequences of unprotected sex in adolescents include too early and unwanted                     

pregnancy, and sexually transmitted infections, including HIV1.   

 

Early and Unwanted Pregnancy 

When an adolescent girl becomes pregnant, she is at risk of complications during                 

pregnancy and delivery. Her baby is also at risk of health problems, even death.  As a 

consequence of early childbearing, adolescent mothers are often unable to continue 

schooling and fulfill their aspirations and dreams in life. Corollary to that, adolescent               

fathers also face some of the issues that adolescent mothers do. They face the                       

challenges of lack of emotional maturity to handle relationships. The lack of knowledge 

and skills, poor access to contraceptive methods and vulnerability to coerced sex put 

adolescents at high risk of unwanted pregnancies and sexually transmitted infections.  

 

Sexually Transmitted Infections 

At the time of first sexual contact, adolescents often lack knowledge about sexuality 

and  reproduction. Generally, their first sexual engagement is unprotected which places 

them at risk of getting sexually transmitted infections (STIs) and unwanted pregnancy. 

When left undiagnosed and untreated, STIs will continue to afflict them in their adult life 

and may lead to certain health conditions such as pelvic inflammatory disease, ectopic 

pregnancy, and eventually, infertility. The children they bear may also be at risk of dam-

aged eyesight and poor general health condition.  A female also runs the risk of getting 

the virus that causes cervical cancer if her first sexual activity was in early adolescence2.  

 

HIV and AIDS 

Young people are vulnerable to HIV infection because of risky sexual behavior,                       

substance abuse, and lack of access to information and prevention services. Many 

young people do not know that HIV is a threat to them but many do not know how to 

protect themselves from acquiring HIV infection.  Among the most affected young                 

populations in the country today are young males who have sex with males, young 

males who have sex with both males and females, young sex workers, and young                   

persons who inject drugs. Their sexual initiation starts during adolescence. Furthermore, 

they have low knowledge about HIV and low perception of risks of having HIV infection3. 

Finally, they have poor access to HIV information and services.  

 

 

 

SEXUAL AND REPRODUCTIVE HEALTH OF ADOLESCENTS TODAY 

 

          ANNEX B 

__________________________________ 
1World Health Organization (WHO). Orientation Programme on Adolescent Health for Health-care Providers: Handout, New Modules. 2006:C-7. 
2World Health Organization (WHO). Orientation Programme on Adolescent Health for Health-care Providers: Handout, New Modules. 2006:C-10. 
3Department of Health (DOH). The Growing HIV Epidemic Among Adolescents in the Philippines at http://www.doh.gov.ph/node/5783.  
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Sexual Violence  

Adolescent girls may usually lack the power, confidence and skills to refuse to have sex. 

Girls are most often raised to become submissive females, while boys are raised to                  

become  dominant males. These gender roles and norms make it difficult for a girl to say 

no to sex. Consequently, sexual violence such as sexual abuse, coercion, and rape,         

happens. Sexual violence can result in unwanted pregnancy and STIs including HIV, in 

addition to long lasting psychological consequences.  

 

Teen Pregnancy: A National Catastrophe 

More than its demographic implications, early pregnancy among adolescents poses                     

life-long implications that may likely undermine their capacity to achieve their                             

aspirations. Without such capacity, adolescents may not be able to productively con-

tribute as members of the human resource of the country (Commission on Population, 

2017). 

 

Table 1. Number of births by teenage pregnancy (10-19 years old), Regional Data:  2011-

2015 (Philippine Statistics Authority, 2016) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Social science experts admit that teenage pregnancy nowadays has evolved into a                      

symptom of dire economic conditions rather than a cause of it (Hor, 2014). Teenage 

pregnancy fuels the cycle of poverty and discrimination because most pregnant adoles-

cents and youth are jobless, and thus, face greater financial miseries in life. School leav-

ing and inability to take on further education or skills training are the reasons for these 

woes. 

    Region 2011 2012 2013 2014 2015 

ARMM 383 1,056 1,076 1,208 1,288 

CAR 3,934 3,961 4,053 3,869 3,576 

NCR 27,098 27,015 27,248 26,606 25,199 

REGION I 11,014 10,564 10,694 10,398 10,108 

REGION II 8,925 9,285 9,279 9,285 8,794 

REGION III 23,900 24,895 24,532 24,729 24,573 

REGION IV-A 28,694 29,135 29,217 28,605 28,612 

REGION IV-B 5,593 5,963 6,015 6,212 6,403 

REGION IX 7,526 7,400 7,130 7,861 7,611 

REGION V 12,228 12,610 12,695 12,719 12,498 

REGION VI 12,353 12,985 12,957 12,736 12,891 

REGION VII 16,628 17,359 16,927 16,708 15,848 

REGION VIII 8,425 8,707 8,668 9,155 9,549 

REGION X 10,950 11,522 11,644 11,971 11,928 

REGION XI 12,271 12,045 11,730 12,195 13,068 

REGION XII 8,987 10,169 11,161 10,721 10,965 

REGION XIII 4,744 4,603 4,554 4,894 4,912 
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In a recent online article publication, teenage pregnancy has been labeled an                          

epidemic that forces girls to drop out of school (Santos, Urgent response needed to                

address teen pregnancy, 2012). Another publication reported that teen pregnancy in 

the Philippines has reached national calamity status (Santos, HIV and teen pregnancy: A 

national youth crisis, 2014). Furthermore, among the six major economies in the                        

Association of Southeast Asian  Nations (ASEAN), the Philippines posed the highest rate of 

teenage pregnancies and is the only country where this rate has been steadily                         

increasing (Hor, 2014).  Sociologists warn that if this increasing trend continues, teenage 

pregnancy will become a huge problem for the Philippines (Humanitarian News and 

Analysis, 2013).   

 

The 2013 National Demographic and Health Survey (NDHS), the tenth in a series of                   

surveys conducted by the Philippine Statistics Authority (PSA) every five years since 1968, 

confirmed the dreaded forecast in teen pregnancy in the Philippines on the strength of 

their findings.  Following are the highlights of the NDHS 2013 findings on teen pregnancy 

(Philippine Statistics Authority, 2014): 

 

1.  One in ten young Filipino women age 15-19 have begun childbearing, of which 8% 

are already mothers and another 2% are pregnant with their first child. Among the 

age 20 to 24 groups of women, 43% are already mothers and 4% are pregnant 

with their first child.   

2. One in five young adult Filipino women age 18 to 24 years had initiated their                         

sexual activity before age 18.  Some of them would have had their first intimate 

sexual act before marriage.  The survey reveals that 15% of young adult women 

age 20 to 24 had their first marriage or began living with their first spouse or partner 

by age 18.  Initiation of sexual activity before age 18 is more common among 

young adult women with less education and those in poorer households.   

 

Figure 1. Trend in sexual initiation before age 18 among youth aged 18-24, by sex: 1994, 

2002 and 2013 (Demographic Research and Development Foundation and University of 

the Philippine Population Institute, 2014) 
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Sexual initiation signals the start of exposure to the risk of pregnancy and childbearing 

before age 18. Figure 1 shows that sexual initiation increased from 13 percent in 1994 to 

23 percent in 2013 for both sexes.  

 

3.  Early pregnancy and motherhood varies by education, wealth and region. It is 

more common among young adult women age 15 to 24 with less education than 

among those with higher education.  The proportion of young adult women who 

have begun childbearing is higher among those classified as belonging to poor 

households than those in wealthier households. 

 

4. Over 40% of young adult women with some elementary education, compared 

with only 7% of those with college education, reported having their first intimate 

sexual act at age 18.  Similarly, 36% of young adult women in the lowest wealth 

quintile, compared with only 10% of those in the highest wealth quintile, had their 

first intimate sexual act before age 18. The proportion of young adult women re-

porting first intimate sexual act before age 18 is 22% for rural areas and 17% for ur-

ban areas. Among young women age 15 to 24, 2% reported initiating their sexual 

activity before turning 15. 

 

The 2013 Young Adult Fertility and Sexuality study  (YAFS) 4, the fourth in a series of                       

cross-sectional surveys on Filipino youth aged 15 to 24 also provided a wealth of data 

and information on the state of teen pregnancy in the Philippines.  The succeeding                   

information highlights the YAFS4 findings on teen pregnancy in the country 

(Demographic Research and Development Foundation and University of the Philippines 

Population Institute, 2014):  

 

1. The proportion of 15-19 year olds who had begun childbearing increases with 

age, beginning at 15. Among the 15-year olds, 2% have started childbearing. This                          

proportion increases steadily such that among 19-year olds, 35.2% have already                       

begun childbearing. Figure 2 compares the trend in teenage fertility in 2002 and 

2013. 

 

2. Over the twenty year period covered by YAFS, teen fertility proportion rose                         

dramatically in the last 10 years, doubling from 6.3% in 2002 to 13.6% in 2013. In 

2013, 11.0 percent of the 15-19 year olds were already mothers while another 2.6 

percent were pregnant with their first child when they were interviewed. Figure 2 

contrasts teenage fertility between 2002 and 2013. 
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Figure 2. Teenage fertility: 2002 and 2013 (Demographic Research and Development                      

Foundation and University of the Philippines Population Institute, 2014) 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.  Teenage childbearing is highest among those with elementary education (26%) 

and high school graduates (23%). It is lowest among the college educated (7%). 

 

4. The proportion of the 15-19 year olds who had begun childbearing increases with 

each age, beginning at 15. Among the 15-year olds, 2 per cent have started 

childbearing. This proportion increases steadily such that among 19 year olds, 35.2 

per cent have already begun childbearing.  

 

Figure 3. Teenage fertility by current age (Demographic Research and Development                 

Foundation and University of the Philippines Population Institute, 2014) 
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The counterpart measure of teenage childbearing among men is the proportion of 15-19 

year old males who reported that they had gotten someone pregnant. Unlike teenage 

childbearing this measure may be prone to bias as males may not always know whether 

or not they had fathered a child. Still, the YAFS results show that among 15-19 year old 

males, 2.4% reported having gotten someone pregnant. There is no distinct education 

difference.  

 

The YAFS is conducted by the University of the Philippines Population Institute (UPPI) and 

the Demographic Research and Development Foundation (DRDF) once in 10 years.  

Started in 1982, it is the only survey of adolescents that is nationally and regionally                      

representative providing updated information on a broad framework of adolescent                

sexuality and reproductive health (ASRH) issues that can be used in various intervention 

measures that safeguard the health and well-being of adolescents and youth. 

 

YAFS 4 researchers disclosed that the frequency of teenage girls who have become                    

pregnant across the country has more than doubled in ten years (Demographic                       

Research and Development Foundation and University of the Philippines Population                        

Institute, 2014).  They also lamented that 78% of the youth surveyed are not using any 

form of contraception or protection when having sex for the first time.  Further, YAFS 4       

researchers suspect that the narrowing of the gap in the prevalence of early sexual               

activity between young men and women that they have stumbled upon in the course of 

their research is likely a major contributor to the sharp increase in teenage fertility in the 

Philippines.   

 

For nearly 20 years of YAFS study, the proportion of females aged 15-19 who had begun 

childbearing or women who were either pregnant or had already given birth at the time 

of the survey, has risen only during the last 10 years. Alarmingly, the NDHS 2013 findings                      

corroborated the YAFSS 4 results on the aspect of increasing teen fertility trend.   

 

 

Reasons for Becoming Pregnant Among Teens 

 

In the Philippines, the reasons for becoming pregnant among teens range from                           

unplanned sexual encounters and peer pressure to lack of information about protected 

sex, breakdown of family ties, lack of good female role model in the home and the                    

absence of accessible and adolescent-friendly clinics (Hor, 2014). Filipino teens from poor 

socioeconomic settings are disproportionately represented among pregnant                     

teenagers.  Children who long for love and care from their parents tend to seek love and 

care outside the home – usually with friends and peers.  This lack of parent guardianship 

as teens mature towards independence is one of the causes of teen pregnancy 

(Cummins, 2015).  Many adolescents, male and female, also report being coerced by 

peers to have sex against their will.   
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Teenagers who bear their own children through ignorance, carelessness and passivity in 

a society that offers limited opportunities, deprive not only themselves of a bright future 

but their children as well.  Along the same vein, many young girls say they want to try 

family planning methods, however, this decision is made only after having given birth to 

their first child.  Apparently for adolescents, the use of contraceptives is only an                                 

afterthought (Humanitarian News and Analysis, 2013). 

 

 

Effects of Teenage Pregnancy 

 

Medically, motherhood at a very young age entails risks. Maternal death is one of these.  

The other critical health risk factors for teen pregnancy include inadequate nutrition due 

to poor eating habits, reproductive organs that have not reached physiological maturity 

and are therefore unprepared for childbearing or childbirth and eclampsia, a                          

convulsive condition among pregnant women characterized by high blood pressure, 

generalized edema or large volume of fluid in the circulatory system and tissues and              

excess serum protein in the urine (The Fee Dictionary, 2015). Data from the World Health 

Organization (WHO) also show a high and increasing incidence of fetal death among 

Filipino mothers below 20 years of age (Hor, 2014).  This report tends to gravitate towards 

the fact that children of young mothers face both morbidity and mortality risks.   

 

Early childbearing has also been an impediment to the improvement of the educational, 

economic and social status of young women as it curtails their livelihood and                            

employment chances. This could have long-term adverse impact on the quality of life of 

both mother and child. Early pregnancy and childbirth also have demographic                           

implications. Pregnancy at a young age implies longer sexual exposure to the risk of 

pregnancy than those who enter into marital unions at a later age (Natividad, 2013).  

Demographically, this means higher fertility that translates to increased number of young 

dependents both at the household and national levels. 

 

The cost of teen pregnancy from the day a teen female tested positive for pregnancy 

until her firstborn reached exactly one year of age is estimated by the National Youth                            

Commission to reach P270,000.00 (Saavedra, 2015).  A deeper study on the cost of teen 

pregnancy in the country has placed estimates at about P33 billion in lost potential                  

lifetime income of women who get pregnant or give birth in their teen years (Ciriaco, 

2016). Ciriaco added that according to UP Economist Dr. Alejandro Herrin, a teenager 

who gets pregnant and does not finish high school may potentially lose                        

earnings of up to P83,000.00 a year when she gets paid for work at age 20.  Herrin also 

predicted that early childbearing will reduce the probability of high school completion 

among teen females, hence, he suggested that policies on reducing early childbearing 

are likely to have substantial impact on the education and economic conditions of 

women and their families.   
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Another recent study by demographer, Corazon Raymundo, cited risk behaviors and    

effects of teenage pregnancy on the social environment of a Filipino girl. Raymundo     

reported that smoking, alcohol and drug use among teens may predict the likelihood of 

teen pregnancy.  Raymundo also warned that living away from home, being idle or                  

doing nothing and having older siblings who have gotten pregnant or given birth in their 

teen years are predictors of early sexual engagement and teenage pregnancy (Ciriaco, 

2016).  

 

Currently, there are no specific and direct laws that address the growing problem of 

teen pregnancy in the country.  The RPRH Law, more popularly known as Republic Act 

No. 10354, contains provisions which include sex education and the use of                                   

contraceptives by adolescents with parental consent, only highlights the bleak reality 

that addressing teenage pregnancy is difficult to manage because adolescents cannot 

be controlled in their emotions and risk-taking attitude (Youth Problems in the Philippine 

Society, 2013).  On the brighter side, sociologists outside the country are in agreement 

that teen pregnancy declines with improved economic opportunities, reduced poverty, 

and improved prospects for other adult outcomes.  They added that early childhood 

education programs and improved access to financial aid to attend college are the 

other types of interventions that have been proven effective in enhancing the aforesaid 

opportunities in a cost-effective manner. Other experts propose addressing teen                      

pregnancy by way of addressing inequality and lack of social mobility (Kearney &                  

Levine, 2012) referred to as the movement of individuals, families, households, or other 

categories of people within or between layers in society and determined in terms of 

change in income or wealth.  
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*Only for AHD services (not for programs) 

SAMPLE TOOL FOR THE INVENTORY AND MAPPING OF AVAILABLE 

AHD INFORMATION AND SERVICES 

ANNEX C 

BASIC INSTITUTIONAL INFORMATION 
Name of Organization or 

Facility: 
TAÑONG HEALTH CENTER 

Head of the Organization 

of Facility 
DR. MARIA SHAREN P. GUEVARRA-REY 

Con-

tact 

Details: 

Address: 7 Lopez Jaena St.,Tanong, Marikina City 

477-8843 (Tanong Brgy.Hall) 

E-mail Add: tanong@gmail.com 

Contact No. (02) 531-6650 

SERVICES AND PROGRAMS/ PROJECTS FOR ADOLESCENTS (AGED 10-19) 
PROVIDED BY THE ORGANIZATION OR FACILITY 

AHD Service/

Programs 

*Schedule 

of Service 

Geographic 

Area  

Coverage 

Target  

clients or 

beneficiaries 

Cost Remarks 

Primary Health 

Care (e.g. dental, 

medical check-

up, etc.) 

Everyday 

9:00am-

4:00pm 

Bgy. 

Tanong, 

Marikina 

City 

Population 

aged 10-19 

Free   

Family Planning Tuesday 

1:00-

5:00pm 

Bgy. 

Tanong, 

Marikina 

City 

WRA (15-49) Free   
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Name of 

Institution 

or Facility 

Head of the 

Organization/ 

Facility 

Contact Information AHD Services or Programs Provided 

Address Email 
Contact 

No. 

Type of 

AHD  

Service/ 

Program 

 

Schedule 

of Service 

Geographic 

Coverage 

Target 

Clients 
Cost   

1.                     

2.                     

3.                     

4.                     

5.                     

6.          

7.          

8.          

9.          

10.          

SAMPLE DATABASE OF AVAILABLE INFORMATION AND SERVICES 
 

ANNEX D 
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ISDN DIRECTORY FORMAT 
 

ANNEX E 

Institution/ 

Facility 
Address Contact No. Email Add 

AHD Services 

Offered 

Schedule of 

Services 

Example:           

Bgy. Uno 

Health               

Station 

Poblacion 

East,                        

Nagcamaran, 

Ilocos Norte 

(078) 531-

6788/ 0917-

8889189 

bgyuno@gmail. 

com 

Pre- and post-

natal check-

up 

Every               

Monday 

  Dental                    

services 

Every                    

Tuesday 
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SAMPLE REFERRAL FORM 
 

ANNEX F 

FORWARD REFERRAL SLIP 

Initiating Facility 

Name and  

Address: 

  Date of referral: 

Referred by: Name: Position: Signature: 

Telephone  

arrangements 

made: 

YES NO Facility Tel No. Fax No. 

Referred to Facility 

Name and            

Address: 

  

Client Name 
  

Identity Number   Age: Sex: M F 

Client Address   

Initial Assessment 

Findings: 

  

  

Treatment Given:   

Reason for Refer-

ral: 

  

Referral                             

Received by: 

Name: Signature: Date: 

Note to receiving facility: On completion of client management please fill in and detach the referral back slip below and 

---------------"-------------------------receiving facility - tear off when making back referral----------------------------"--------

BACK REFERRAL SLIP 

Back Referral from   Tel No. Fax No. 

Reply from 

(person completing form) 

Name: Date: 

Position: Specialty: 

To Initiating Facility:  (enter 

name & address) 

  

Client Name   

Identity Number   Age: Sex: M F 

Client address   

This client was seen by:

(give name & specialty) 

 on date: 

Client Initial Findings:   

Special Investigations and 

Findings 

  

Diagnosis:   

Services Provided:   

Recommendation:   

Refer Back to:  on date: 

Referral Received by: Name: Signature: Date: 
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SAMPLE REFERRAL REGISTERS 
 

ANNEX G 

No 

Date     

Referral 

Made 

Client’s 

Name 

Sex 
Identity 

No. 

Referred to 

(name of  

facility) 

Referred for

(reason for  

referral) 

Back                 

Referral   

received on 

(date) 

Follow-

up               

Required

(Y/N) 

Follow-up  

Completed

(Y/N) M F 

1                     

2                     

3                     

4                     

5                     

6                     

7                     

8                     

9                     

10                     

Register of Referral (OUT) 

Register of Referral (IN) 

No 

Date     

Referral 

Received 

Client’s Name 

Sex 
Identity 

No. 

Referred 

from 

(name of  

facility) 

Referred for

(reason for 

referral) 

Initial               

Services 

Provided 

Back 

Referrals 

Sent on  

(date) 
M F 

1                   

2                   

3                   

4                   

5                   

6                   

7                   

8                   

9                   

10                   
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SAMPLE PARTNERSHIP AGREEMENT 
 

ANNEX H 

STRENGTHENING AND MOBILIZING THE INFORMATION AND SER-

VICE DELIVERY NETWORK (ISDN) FOR MARIKINA CITY ADOLESCENT 

AND YOUTH HEALTH AND WELLNESS PROGRAM 

 

WHEREAS, the City Government of Marikina recognizes the vital role of adolescents and 

youth in the human and socio-economic development of the city and the City                              

Government’s primary responsibility to create an enabling policy and program                          

environment for adolescent health and youth development; 

 

WHEREAS, the full and integrative development of young people in Marikina City is                      

critically challenged by existing and emerging concerns particularly those affecting their 

health including sexuality and reproductive health concerns including the issues on                 

increasing teenage pregnancy, incidence of sexually transmitted infections and HIV/

AIDS, illegal drugs and substance use and abuse, smoking, and other related issues; 

 

WHEREAS, the City recognizes that addressing these critical concerns affecting young                       

people entails the close collaboration and collective actions from all stakeholders                      

including the concerned local government departments, civil society organizations                      

particularly those catering services for young people’s concerns and the religious sector, 

and the private sector, for more strategic and effective interventions; 

 

WHEREAS, the City Government of Marikina adopts and promotes the establishment of                   

Information and Service Delivery Network (ISDN) for the Marikina City Adolescent and 

Youth Health and Wellness (MYHAW) program to link information and service delivery       

interventions for adolescent and youth health-related needs and to foster partnerships, 

well-coordinated, multisectoral and interagency, and comprehensive provision of health 

and development interventions for young people in Marikina City; 

 

NOW THEREFORE, for and in consideration of the foregoing, we the members and key                    

institutional players of the ISDN for MYHAW Program agree as follows: 

 

Section 1.  Objectives of the ISDN for MYHAWP.  The ISDN for Marikina City Adolescent 

and Youth Health and Wellness Program generally aims to promote the holistic and                   

integrative wellness and wellbeing, empowerment, and responsible behaviors including 

responsible sexuality among adolescents (10-19 years) and youth (20-24 years) in                

Marikina City. It specifically aims to: 

 

 Ensure sustainable availability and accessibility of adolescent and youth-friendly,                      

age-appropriate, and need-based information and services for the health including                  

sexuality and reproductive health-related needs of adolescent and youth in the city; 
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 Link communication and demand generation interventions (demand side) and                 

service delivery mechanisms addressing health related concerns of young people to 

ensure   continuum of care; 

 Engage all stakeholders including the claim holders (adolescents and youth) and                       

duty-bearers (institutions and organizations) to promote participatory and youth-

centered approach to fostering adolescent and youth health and wellness in the 

city; 

 Promote an enabling environment and positive behavior among young people to 

access appropriate information and services they need to achieve their                                        

development goals and aspirations. 

 

Section 2.  Composition of the ISDN.  The ISDN shall be a network of facilities and                           

organizations providing information and services for the health and wellness-needs of                       

adolescents and youth in the city.  The ISDN shall generally include as its members the                   

following institutions and organizations: 

 

 Marikina City Health Office (through the Marikina Adolescent and Youth Health and                  
Wellness Center (MYHAWC); 

 All Barangay Health Centers; 

 All Barangay Government Units; 

 Public Hospital (Amang Rodriguez Medical Center); 

 Private Clinics and Hospitals; 

 CSOs including youth-serving organizations; 

 Sangguniang Kabataan Federation; 

 Public institutions and facilities catering for adolescent and youth health and social                
concerns; 

 All public and private secondary and college schools; 

 Relevant regional government agencies (DOH, POPCOM, DSWD, DepEd, TESDA); and 

 International development partners. 

 

The specific ISDN member agencies and partners are enumerated in “Annex A” which 

shall form an integral part of this Agreement.  The membership of the ISDN may be                       

expanded as needed upon determination and approval of the ISDN Steering                              

Committee. 

 

Section 3.  Roles and Functions of the ISDN.  The ISDN Management Committee shall per-

form the following specific roles and functions: 

 

 Develop, implement, monitor, and evaluate an efficient coordinative, collaborative, 

and referral mechanism to ensure the continuum, availability, and accessibility of                    

information and services for young people in the city through the following strategies: 

i. Identifying the needs of the priority segment of young people; 
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ii. Mapping available health care providers (personnel and facilities) that can 

serve the needs of priority population on appropriate health information and 

services; 

iii. Designating priority segment of adolescents and youth to appropriate                        

facilities; and 

iv. Monitoring the utilization and provision of adolescent and youth health                     

services. 

 

 Mobilize members and partners to deliver of information and core package health 

care services for young people in an integrated and coordinated manner; 

 Enforce regulatory measures and guidelines related to the establishment and                          

operation of health facilities within the ISDN and related to the provision of                      

information and services ensuring its adherence to the requirement of confidentiality, 

parental consent among   minors, informed consent and voluntarism (ICV) in family 

planning, HIV-testing and other related health services as mandated by RA 10354 

(Responsible Parenthood and Reproductive Health Act); 

 Ensure an enabling and adolescent-friendly facilities; 

 Ensure adequate and capable service providers and human resources at all times 

and at all levels of health care (i.e. health facilities, schools, and communities); 

 Develop resource-sharing mechanisms and foster public and private sectors                     

partnership in the delivery of information and services for adolescents, in a way that is 

beneficial to both parties; 

 Develop a consolidated work and financial plan to ensure its sustainable operations; 

 Generate needed resources for its planned strategies and activities including                     

entering into partnerships with international and national development partners;  

 Consult, conceptualize, develop, and advocate for enabling policies, including 

budget support for the sustainability of the ISDN operations; 

 Develop and implement a monitoring and evaluation scheme; and 

 Identify, discuss, and resolve emerging technical and operational issues among its                   

members. 

 

ISDN Management Committee.  To provide overall technical direction and guidance in 

the organization and operations of the ISDN for MYHAWP, an ISDN Management                  

Committee shall be organized and mobilized.  Specifically, the Committee shall                        

establishes appropriate management arrangements including the schedule of TWG 

meetings, collecting and consolidating reports on a regular basis, establishment of 

needed data and information base, communication protocols and financial                              

management. 

 

The Committee shall be composed of the principals and senior officials or                                    

representatives of the agency members of the ISDN identified in Annex A.  The                            

Chairperson of the Committee shall be elected from among its members and shall serve 
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The Marikina Adolescent and Youth Health and Wellness Center (MYHAWC) with the                       

leadership and supervision of the designated AYHD Focal Person shall provide Secretariat 

support to the ISDN. 

 

Section 4.  Commitments, Roles, and Responsibilities of ISDN Members and Partners.  

Each of the ISDN members/partners hereby commits to perform the following roles and                               

responsibilities: 

 

1. Marikina City Government / City Health Office 

The City Government through the City Health Office shall perform the following roles and          

functions: 

 

 Take the lead in organizing and mobilizing the ISDN for MYHAWP in the achievement 

of its objectives and performance of its roles and functions; 

 Take the lead in the development and implementation of the city sustainable                       

adolescent health strategy and plan; 

 Ensure that all adolescents in schools, training centers, and in communities have an                

updated and a designated network of functional health facilities providing the full 

range of reproductive health care on through the established referral system for the 

ISDN; 

 Ensure and/or generate adequate allocation for the activities of the ISDN and                       

conduct of other related strategies and interventions for young people; 

 Support the capacity-building of the ISDN members and partners including their                         

educators, service providers and facilities; 

 Take the lead in conducting information campaigns to increase demand and                       

utilization of adolescent health services in Marikina; and 

 Ensure an enabling policy environment for young people through the enactment of               

supportive policies for adolescent health and development.  

 

2. Marikina Adolescent and Youth Wellness Center 

 Serves as the secretariat, convenor and coordinator of the ISDN in Marikina City; 

 Provides adolescent information and health services such as dental, counseling,                      

diagnostic (HIV screening and testing), and other health services as one of the                           

end-referral facility within the City of Marikina; 

 Refers to higher level facility the treatment of complicated diseases or psycho-social                

issues (e.g. gender-based violence) among adolescents and youth clients; 

 Leads in the development of the adolescent health strategy in the city; 

 Mobilizes members of the ISDN and regional partners in the conduct of collaborated                  

adolescent health interventions; 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 

118 



 Develops, produces, and disseminates relevant IEC materials; 

 Recommends to CHO training support for AHD focal persons and service providers in                 

barangay health centers and in other ISDN members; 

 Develops and disseminates ISDN directory to all agencies and schools and other                      

stakeholders in the city; and 

 Recommends to the ISDN and to the City Government policy and program                           

interventions to strengthen the ISDN and the adolescent health strategy in the city. 

 

3. Barangay Government Units 

 Mobilize available barangay resources including budget, facilities, equipment, and                

human resources for adolescent health and wellness interventions in their respective                

barangay in collaboration with other ISDN members and partners; 

 Mobilize the Barangay SK to develop strategies and interventions for adolescent and 

youth health including initiatives to prevent teenage pregnancy and to allocate                       

corresponding fund from the SK fund (10%) as part of their youth development                   

programs and projects and the Barangay Development Plan and Annual Investment 

Program; 

 Support the barangay health center staff, community health volunteers, and peer                  

educators and partner agencies in identifying and mobilizing adolescents in the                  

locality to participate in activities promoting adolescent health and development; 

 Promote parental responsibility and capacity for responsible parenting of their                             

adolescent children in collaboration with appropriate ISDN members and partners; 

 Promote and support the ISDN established referral systems and coordinative                    

mechanisms by ensuring that adolescents needing services are promptly referred to 

the barangay health centers or to appropriate health care facilities and social                    

institutions; 

 Enact and implement supportive policies for adolescent health and youth                               

development  in the barangay;  

 Support and conduct information campaign to increase the demand and utilization 

of adolescent health services in Marikina particularly in the prevention of risky                       

behaviors such as teenage pregnancy, drugs and substance abuse, smoking and 

other related behaviors among young people; and 

 Participate in assessing the progress of the adolescent health interventions in their                          

barangay and in the city.  

 

4. Barangay Health Centers and Community Health Volunteers 

 

 Ensure that the health facility and its service providers and services are                                   

adolescent-friendly by building the capacity of its personnel on adolescent health 

based on the standards set in adolescent job aid, ensuring confidentiality, and                      

availability of quality and appropriate health care information and services observing                 

legal requirements for minors; 
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 Allocate or set an exclusive time or schedule for adolescent services; 

 Refer promptly to higher level facility the treatment of complicated diseases or                         

psycho-social issues (e.g. gender-based violence) among adolescents and youth                 

clients; 

 Coordinate with schools, barangays, and other stakeholders on the availability and                   

access of services in the health facility; 

 Support education and communication strategies in schools, communities, and in the 

workplace on the promotion of more positive and healthy behaviors among                      

adolescent particularly on responsible sexuality;  

 Maintain database and submit processed reporting data and information to 

MYHAWC and CHO on adolescent health;  

 Conduct house-to-house and community visits for mapping of health needs among               

adolescents, provide appropriate information and education, and corresponding                        

referral; 

 Educate parents on appropriately guiding adolescents on responsible sexuality; and 

 Support the barangay government in the identification and implementation of                          

adolescent health related policy and program interventions. 
 

5. Public and Private Hospitals and Clinics 

 Serves as the end-referral for adolescent and youth health care needs; 

 In addition to services available in the primary health care facilities, provides quality 

and adolescent-friendly tertiary level of health care for health needs of adolescents 

and youth in the city; 

 Ensures that its personnel are properly trained and capacitated to be                                        

adolescent-friendly health service providers based on the standards set in adolescent 

job aid;  

 Support the provision of affordable health services among indigent adolescents; and 

 Support medical outreach and promotional activities among young people in 

schools, communities, and workplaces. 
 

6. Public and Private Schools and Department of Education (DepEd) 

 Through its schools and other learning centers, the DepEd integrates in relevant                     

subject areas age and development- appropriate reproductive health education in                           

consultations with parents-teachers-community associations, school officials, and       

other interest groups; 

 Endeavors to capacitate the teachers on adolescent sexuality and reproductive 

health education in collaboration with the ISDN regional partners (e.g. DOH and        

POPCOM); 

 Promotes and implements the ISDN referral system for the needed health services of 

school children through the adolescent-friendly school clinics by providing students 

with the directory of health facilities and the corresponding available services as part 

of IEC materials; 
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 Provides initial diagnostic and counseling for adolescents in school needing health or    

psycho-social treatment using the adolescent job aid; 

 Endeavors to require high school students in collaboration with the barangay health                

center or MYHAWC to visit public or private health facilities within their communities 

for check-up and treatment of diagnosed illnesses at least once during the                                

academic year as part of their academic requirement under MAPEH subject; 

 Conducts or organizes in collaboration with ISDN partner agencies communication                         

strategies such as symposiums, peer-to-peer education and interactive approaches 

(e.g. TeenChat on Adolescent Health and Responsible Sexuality of POPCOM) and 

other related interventions; and 

 Capacitates and educates parents in collaboration with the PTA and concerned 

partner agencies (e.g. POPCOM and DSWD) on appropriately guiding young people 

into responsible sexuality. 

 

7. Civil Society Organizations and Youth Organizations 

 Support the demand generation strategies and provision of quality services to                             

adolescents in the city in collaboration with the ISDN members and partners; and 

 Conduct social mobilization and advocacy initiatives to improve the policy and                    

program environment for integrated adolescent health and development at the               

barangay and city levels. 

 

8. Sangguniang Kabataan 

 Integrate adolescent health related interventions in the SK development plan using 

part of the 10% SK fund; 

 Engage adolescents and youth in the development and implementation of                             

health-related interventions through participatory and consultative approaches; 

 Develop and conduct promotional activities and campaigns (e.g. symposia,                        

workshops) as a sustainable SK interventions for the promotion of positive behaviors 

among young people particularly on responsible sexuality and non-engagement in 

risky behaviors such as smoking and drug use; 

 Promote positive behaviors (e.g. responsible sexuality) among SK members through 

the social media; 

 Promote the existing ISDN and referral system to improve positive health-seeking                            

behaviors among young people; 

 Develop and recommend policy interventions for adolescent health and responsible                   

sexuality to the Sanggunian at the barangay and city level; and 

 Promote role-modeling in the advocacy for responsible sexuality. 
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9. Other Public and Private Institutions for Adolescent Concerns 

 Support the provision of integrated services for the special needs (e.g. psychological, 

mental, rehabilitation, etc.) of young people in the city; 

 Collaborate with other ISDN members in the provision of 

 Make and accept referral among members of the ISDN for specialized care and                         

interventions; and 

 Mobilize resources in support of adolescent health and wellness related interventions 

in the city. 

 

10. Regional Partner Agencies 

(A) Commission on Population and Development-NCR 

 Provides technical assistance and support to the establishment and operation of the 

ISDN particularly in the areas of capacity-building especially for non-health                        

stakeholders, research, plan and policy development, database management, and 

advocacy; and 

 Assists in the design and conduct of IEC materials and other communication                           

interventions. 

 

(B) Department of Health-NCR 

 Provides technical assistance and support to the ISDN and their individual                                  

components, organizations, and entities in the identification of appropriate                             

interventions and in planning for the implementation of the Adolescent Health                   

strategy; 

 Assesses the capacities of health facilities and providers and officially designate                      

adolescent coordinators in the facilities of the SDN; 

 Facilitates the link of DOH-retained hospitals, other public sector hospitals and other 

health facilities and providers to the ISDN; 

 Mobilizes available logistics and financial assistance in favor of the ISDN; and 

 Provides technical inputs in the areas of capacity-building especially for service                  

providers, enhancement of health facilities, operations of health systems, service 

standards, and other technical aspects of ISDN operations. 
 

(C) Department of Social Welfare and Development-NCR 

 Through its office and satellite centers and institutions, provides social welfare services 

for CICLs and victims of abuse and violence and other segment of adolescents and 

youth with special social needs. 

 

(D) International Development Partners 

 Extend technical and financial assistance and grants in the development and                            

implementation of comprehensive adolescent health and wellness strategies in the 

city. 
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Section 5.  Effectivity.  This Agreement takes effect on ______________. 

 

 

IN WITNESS WHEREOF, ALL PARTIES HEREIN REPRESENTED undertake to affix their                         

signatures: 

 

 

ISDN Member Position/Organization Signature Date 

Hon. Marcelino 

Teodoro 

 

City Mayor,                       

Marikina City 

    

  

Hon. Jose Fabian 

Cadiz 
Vice Mayor,                          

Marikina City 

    

  

Dr. Alberto                 

Herrera 
CHO, Marikina City     

  

Dr. Emmanuel 

Bueno 
Administrator, Amang 

Rodriquez Medical    

Center 

    

  

  ABC President,      
  

  SK Federation President,     
  

         

Dr. Ariel Valencia Private Hospitals in   

Marikina 
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SAMPLE AHD PROGRAM RESULTS MATRIX 
 

ANNEX I 

Overall AHD Goal: To improve the total well-being of adolescents in the locality or to en-
able them to achieve their potentials and aspirations 

 

AHD Long-Term Goals:  

 

 To reduce the proportion of adolescents (10-19) who have begun childbearing from 

32% in 2018 to 20% in 2022 

 To reduce the age-specific fertility rate (ASFR) of women aged 15-19 from 57 

births/1,000 live births in 2018 to 35 births/1000 live births in 2022 

 To reduce proportion of adolescents who are living-in from 5% in 2018 to 2% in 2022 

 To improve completion rate in secondary level from 75% in SY 2017-2018 to 90% in SY 

2022-2023 

 To reduce drop-out rate at the secondary level from 15% in 2018 to 5% in 2022 (Or to               

reduce the number of out-of-school youth from 300 in 2018 to 50 in 2022) 

 To reduce the proportion of adolescents who are stunted from 10% in 2018 to 5% in 

2022 

 To reduce the proportion of adolescents who are involved in crimes from 12% in 2018 

to 5% in 2022 

 To reduce youth (15-24) unemployment from 35% in 2018 to 10% in 2022 

Expected Performance Indicators (in 2022) 

IMPACT OUTCOME OUTPUT INPUT 

 20% of            
adolescents 
who have  
begun 
childbearing 

 ASFR of 25 
births/1000 live 
births 

 5% of                  
adolescents in 
living-in                
arrangement 

 10% (from 25%) 
of  adolescents 
who have   ever                           
experienced 
pre-marital sex 

 75% of                  
adolescents 
have used                
contraception 
during their             
pre-marital sex 

 75% of                        
adolescents                
provided with 
ASRH information 

 50% of                           
adolescents               
provided with              
appropriate ASRH 
services 

 50% of parents 
with adolescent 
children able to 
provide ASRH               
information to 
their adolescents 

 All schools conducted 
ASRH communication 
strategies 

 All schools established 
their AHD teen centers 

 All MAPEH teachers 
trained on ASRH 

 All Officers of Parent-
Teachers Associations 
(PTA) oriented on ASRH 

 All barangay officials 
oriented on ASRH 

 All barangays have               
established community-
based AHD teen centers 

 All SK officials and                
members   provided with 
ASRH information 

INFORMATION AND SERVICE DELIVERY NETWORK FOR 

ADOLESCENT HEALTH AND DEVELOPMENT GUIDEBOOK 

124 



Expected Performance Indicators (in 2022) 

IMPACT OUTCOME OUTPUT INPUT 

 90%                    
completion 
rate in                     
secondary 
level 

 5% drop-out 
rate at the 
secondary 
level 

 Less than 50 
number of 
out-of-school 
youth 

 100%                      
participation 
rate at                  
secondary 
level 

  

  

 100% of OSYs               
enrolled in ALS 

 100% of 4Ps                  
families compliant 
to condition on 
education 

  

 All barangays with high 
school 

 All barangays with ALS   
activities 

 100% of indigent students                 
enrolled in school-feeding                  
program 

 1:45 classroom to student 
(secondary) ratio 

 1:45 teacher to student 
(secondary) ratio 

 Families of indigent                    
students enrolled in 4Ps 

 ___ of students supported 
with scholarship programs 

 All students provided with                 
appropriate ASRH                        
information 

 
 90%                       

completion 
rate in                 
secondary 
level 

 5% drop-out 
rate at the 
secondary 
level 

 Less than 50 
number of 
out-of-school 
youth 

 100%                      
participation 
rate at                 
secondary 
level 

  

  

 100% of OSYs               
enrolled in ALS 

 100% of 4Ps                  
families compliant 
to condition on 
education 

 6 

 All barangays with high 
school 

 All barangays with ALS   
activities 

 100% of indigent students                    
enrolled in school-feeding                     
program 

 1:45 classroom to student 
(secondary) ratio 

 1:45 teacher to student 
(secondary) ratio 

 Families of indigent                      
students enrolled in 4Ps 

 ___ of students supported 
with scholarship programs 

 All students provided with                   
appropriate ASRH                        
information 

 
 5% of                      

adolescents 
who are 
stunted 

 100% of                  
adolescents 
taking                   
nutritious food 

 25% of                    
adolescents 
eating junk 
foods 

 

 100% of                            
adolescents               
provided with                          
appropriate                            
information on 
proper nutrition 

 100% of person 
preparing food at 
home provided 
with appropriate 
information in                    
preparing healthy 
and nutritious food 

 100% of                            
adolescents                        
provided with                 
vitamin                          
supplements 

 

 All barangays with food 
and    vitamin                                   
supplementation                       
programs 

 All barangays with sports 
and recreation programs 
involving adolescents 
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POPCOM 
Empowering Filipino Families 

COMMISSION ON POPULATION AND DEVELOPMENT 
Welfareville Compound, Acacia Lane, Mandaluyong City 

© ( 632) 531-7164 ( 632) 531-6805 
11i ( 632) 533-5122 
!2l mainmail@popcom.gov.ph 
G www.popcom.gov.ph 
O fb.com/commissiononpopulationanddevelopment 



Re{l11l,/ic uf tlte f'/1ilippl11cs 

PHILIPPINE HEALTH INSURANCE CORPORATION 
Cilystate Centre, 709 Shaw Boulevard, Pasig City 
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PHILHEALTH CIRCULAR 

NO. 2018-~ 

FOR PHILHEALTH ACCREDITED HEALTH CARE INSTITUTIONS 
(HCI) AND PROFESSIONALS, PHILHEALTH MEMBERS, 
PHILHEALTH OFFICES AND HEAD OFFICE AND ALL OTHERS 
CONCERNED 

SUBJECT . Guidcli11es f?r Accreditation of Free-Standing Family PJanning (FP) Clinics 

I. RATIONALE 

----· 

"111e National Health lnsumnce Act of 2013 [Republic Act (RA) 7875 as amended by RA-
9241 and 10606] mandates PhilHealth to implement the National Health Insurance Program 
"to serve as :1 means to help people pay for health care services". Likewise, the Responsible 
Parenthood and Rcprodttctive .Act of 2012 (RA 10354) recognizes that the right to health 
includes rcproducth 7e health. Furthermore, it guarantees universal access to '"medically-safe, 
non-abortifacient, effective. legal, affordable and quality reproductive health care seLv-ices" 
with famiJr pJannh1g infor111:1tion and health services as p1i.orities. 

PhilHcn.lth implements benefit packages for family planning services to enable access of 
members especially wome11 to health services that will improve their henlth and well-being. 
111ese benefit packages were being provided by accredited health care instirutions such as 
hospirals and birthing homes. 

The Department of Health (DOH) recognizes the role of primary rnre facilities as access 
points to safe and quality modern family planning (FP) services by issuing the "Guidelines 
and Procedures in the Certification of Frce-Standi11g Family Clinics,, (DOH Administrative 
Order (A.O.) 2017-002). . 

In line with Phi)Henlth,s g()al to increase access of its members to all benefit packages 
including those that nte related tn family planning se1·vices, it shall provide mechanisms to 
engage these free-standing family planning clinics as acctcdired providers. 

II.COVERAGE 

This Circular covers DOH Certified Free-Standing Family PL·rnning Clini,c;s and the bealth 
profe~sionals that are affiliated with these facilities. 

III. DEFINITION OF TERMS 
" ' ,.... .. 

A. Free-standing family P!;[J.~i~g clinics - refer to hcnlth facilities that provide modern 
PP services such as contraceptive pills and injectables, natural FP methods, contraceptive 
implants, intrauterine device (IUD) and no-scalpel vasectomy (DOH AO 2017-002). 

Pn re 1 of 6 
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B. Certificate of Compliance (as Family Plnnning Clinic) - is the certificate issued by the 
DOH Regional Office to a family planning facility after being assessed and evaluated 
bnscd on a set of standards prescribed in DOH A.O. 2017-002. 

IV. GENERAL GUIDELINES 

A. Accreditation of Family Planning Clinics 

1. Family PL-inning Clinics shall be considered as primary mre facilities without beds 
and shall haYe a valid Ccrtificmc of Compliance as Free-Standing Family Planning 
(FP) Clinics from the Department of Health. 

2. Tbey shall be managed by a physician, nu~e or midwife. The health staff should 
have training and proficienc;, on fnmily plnnning. 

3. They shnll be accredited as PhilHcalth providers of the following benefit pa.ck:iges: 

a. Insertion of IUD; 
b. No-scalpel Yasectomy; and 
c. Subdermal contraceptive implant. 

4. Tbey shall have a qu.11ity imprm•eincnt program with a copy of the Mnnual of 
Procedures (at least on Familr Planning) within their facilities. 

5. They sh.all have a referral arrnngemcnt with higher level facility/fos or participation in 
a functional Sci-vice Dclivc11' Nct\vork (SDN) for referral of patients who warrant 
higher level of care. 

6. 171cy shall follow the process of accreditation according to Provider Engagement 
through Acr.:rediration and ·contracting of Health Services (PhilHeru.th Circular 54, s-
2012) ;md aay subsequent revisions. 

7. Foi· initial ac-cteditation, they shall submit the follo,v:ing requirements; 
a. Valid Certificate of Compliance ns Free-Standing Family Planning Clinic 

from Department of Health Regional Office; 
b. Signed and notarized Pcrf01mancc Commitment; 
c. .Accomplished Provider Data Record (PDR); 
<l. Accreditation fee of Php 1,500.00; 
c, St.1temc11t of Intent (SOI) if applic.1ble; 
f. Electronic copies (in JPEG Format) of recent photos of the facility, both 

the interior and outside surroundings, with each picture completely l:l.beled 
with the name of the facility and date taken; and 

g. Location map. 
' 

8. Fo1· renewal of accreditation, they shall submit the foUowing \vithin January 1 
to 31 of the succeeding year: 

n. Vnlid'"Gc=f1-i'f1Ci1.tc of Compliance as Frec-Srn.nding Family Planning 
Clini'c from Department of Health Regional Office; 

b. Signed pcrft?tmance comminnent; 
c. .Accomplished Provider Data Record; 
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d. .Accreditation fee (Pbp t,500.00); and 
e. Latest audited financial statement (submit on or before June 30 of 

the succeeding accre<lim.cion cycle). 

9. Facilities that arc nlrcady PhilHcalth accredited and prO\-'iding family planning 
sci:viccs arc not required to apply for separate accreditation as FP Clinics 
except for tho~c birthing homes that intend to perform and claim for no
scalpel Ya$cctomy. In this ca5e, they ha,rc to applr for separate accreditation 
as FP Clinic. 

10. Facilities witb their Ccrtiticntc of Compliance cxpu:mg within the 
accreditation period shall submit to PhilHcalth an updated Certificate ,vithin 
sixty (60) cnlendar days prior to the e.,pirntion date. 

11. Family Planning Clinic should be a PhilHcalth Registered Emplorer with 
updated premium contribution (of their staf~ as an employer. 

12. For c1igibility checking, claims submission, and processing, FP clinics shnll 
have the following cnpabilicies, fucilitles and equipment: 

a. Access to Health Care Institution (HCI) Portal and submit claims 
electronically; 

b. Kno-..vledgcable st.,ff authorized to access and send information; 
c. Computer; 
cl. Document scanner; 
c. Internet connection; and 
f. Bank account foe Auto Credit Parment Scheme (ACPS). 

B. Accreditation of Ptofcssional Providers 

1. 0fl1e following arc qualified prnfessional providers in free-standing family planning 
clinics: 

a. Physician; 
b. Nun-c; and 
c. Ivlidwife. 

' " They shall hm•c a \•alid liccnsc from the Pmfessional Regulation Commission (PRC). 

3. 1l1cy shall adhere to the srn.ndards of practice and codes of ethics of their respective 
professions. 

4. ·n1cr shall comply with the provisions set forth in tl1c Performance Commitment for 
Profcssionnls and other requirements that may be detcm1ined by Phi!Health. 

5. 11H~ professional proYiders shall be allowed nffiliation to a maximum of three (3) 
ricci:ed.itcd FP clinics. 

6. l11e.f~h~ be PhilHenlth members with updated premium contributions. 

7. Titc} shnll follow the PhilHealth accreditation process based on PhilHcalth Circular 
10, s-2014 and any subsequent revision. 
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8. They shall have the training nnd competence in performing FP procedures as duly 
certified by DOH recognized training providers. 

9. For initial accreditation they shall submit the following requirements: 
a. Properly accomplished pro\'idcr data rccotd (PDR); 
b. Signed performance commitment; 
c. Valid PRC license; 
d 1 xl photo (2); 
c. Proof of p:i)'lncnt of premium contributions (as members); 
f. Certificate of good standing from Philippine Medic:u Association (for 

physicians); 
g. Certificate of residency training (for physlci.uts, if applicable); 
h. Certificate from specialty boru:d (for physicians, if applicable); and 
1. Cci:tlficarcs of training or proficiency on frunily pb.nning procedures 

from DOH recognized training inscit:1.1tions on the following: 

Professional Procedure Certificate ofTraining to 

Providers Submit 
Physici:ms Non- Sctlpel Vasectomy Tr:iiningon NS\T 

(NSV) 
IUD insertion as first C.'lSe None 
1ate 
Subdennal Contraceptive Ccrti ficate of Training on 
Implant Package Subdei:mal Implant In~ertion and 

Removal 
1Iidwh•es IUD insertion as first case Family Planning Competencr 

rate Based Trnining (FPCBT) Level 2 
or 
Comp1-ehensiYc Fmnily Pbnning 
Course 

Subdeanal Contrnccpti,,e Certificate of Trnining on 
Implaut Package Subdenm1l lmpl:mt Insertion and 

Removal 
Nurses IUD inscrtio11 Family Planning Competency 

Based Training (FPCBT) Level 2 or 
Comprehensive FamilJ' Pbnning 
Course 

Subdcrmal Contmccptivc Ccrtilicatc of Tr:iining on 
Implant Package Subdermal Impl:mt fnsci:tion and 

Rcn1ovnl 

10. Professionals who are already accredited need not apply for another nccrcditnt.ion. 
Howc,,er, they shall have to submit a valid Certific:ate/s of Trnining to the nearest 
Phi!Hcnlth office. 

11. Prnfessionals employed by the government who will practice in private institutions 
shall ha\'C a written permission (to practice their profess.ion) from the head of their 
agenC\· or its representative. 

~~s-
12. Nurse's who are accredited as pro\'idel's of FP se1"Viccs and affiliated in birthing 

homes ;1nd rural health units mar be reimbursed for FP procedures they performed 
~ . 
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... 

in rhcse fadlitlcs. However, those who nlso aim to be providers of pnckages for 
nonnal deliveries (e.g. Maternity Care Package) and newborn care shaJI comply with 
the policies on "".Accreditation of Nurses for I:Vfatemal and Child Health Services"' 
(Phill-lc.alth Circufar 2017-0023). 

C. Monitoring and Evaluation 

To cnsuL-e proviidon of quality health sc1vices to PhilHcnlth members and their dependents, 
monitoring of utilizntion of benefits amJ performance of providers shall be anchored on the 
Health Care Provider Pci:formance Assessment System of Corporation (PbilHealth Circulnr 
2016.0026). 111c providers shall be monitored based on set of performance indicators 
(Annex A). Phill-lealth shall also consider d1e monitodng findings of DOH Regional 
Offices; Professional Regulntions Commission and other regulatory offices; and 
professional/p1"0,•idci: organizations, 

Free•Stnnding Fmnily Planning Clinics shall maintruu logbooks and summ.-u:y reports as 
requited by DOH including Family Plamung Form 1, Monthl)' Summary Reporr/M1 Form; 
and copies of patient's records with complete documentation of history, physical 
examination, setYices provided, dl"l.lgs and medicines given, p1-ocedures perfonned and 
ope1-atlYc technique/record. TI1ese documents shall be made available to PhilHealth staff at 
all times for 1nonitoring and evaluation. 

V. REPEALING CLAUSE 

All orher issuances and provisions of existing issuances inconsistent ,vith this Circular a.re 
hcrcbr repealed and/or amended. All other ndcs and guidelines not contra.ry to this Circufar 
shall remain in full force and in effect. 

VI. EFFECTIVITY 

This circular shill rake effect after 15 days follo\Ving its publication in any newspaper of 
general circulation. It shall be deposited thereafter with the National Administiative Register 
at the University of the Philippines. Law Center. 

,-,I-no:--.) lh?:.~ 
okiE'tE~':16oE P. DE LA SERNA 
Interim ]3rcsidcnt and CEO 

Date signed: ..2--l-e:1--/ [ { 
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Annex A 

Performance Indicators for Fl"cc-Standing Family P.lanni11g Clinics 

Quality of Care 
Number of patie11ts subjected to inapprnp11:11.te dfo!!llosis and p1-ocedutes 
Complication mte in the following procedures: 

IUD insertion 
Subdermal implant insertion 
No-scalpel vnsectomy 

Removal rate of sub-dermal implant 
Replacement rate of sub-damal implant 
Number of patients who had healthcare associated infections: 

Surgical site infection 
Pelvic inflammatory disease 

Number of i:eferrals to higherlcvcl facilities: 
For pnticnts who opted for nugical method of contraception 
For inanaP;emcnt of complicationll 

Compliance to service capability 
Available modetn FP methods 
Availnble health i:,1-ofessionals based on skill mix 

Number of FP Clients who are defaulters/drop-outs 
Number of clients with reaular faUow-ups 
Number of unnecessaiy prescription 

Patient Satisfaction 
Number of validated member/patients with complaints on medical and/ or administrative 
manaa:c111en t 
Number of patients satisfied with health care se1vices 

Fi11ancial Risk Protection 
Number of No Balance Billing patients served 
Number of members with directly filed claims 
Number of patients with co-payments 
Number of patients/members that were being billed for FP supplies that were pr01rided free by 
DOH oi: other partner 

Fraud Prevention 
Claims for service:; tbnt were not rendered 
Claims/patient records with misrepresenting location, dates or provider of service 
O,•erutiliza tion of sec\riccs 

ii a: cu 
f=!>--~ 
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TO : PHILHEALTH ACCREDITED IIEA;LTH CARE INSTITUTIONS (HCI) 
AND PROFESSIONALS, PHil..HEALTH MEMBERS, PHILHEALTH 
REGIONAL OFFICES and BRANCHES, LOCAL HEALTH INSURANCE 
OFFICES AND CENTRAL OFFICE AND ALL OTHERS CONCERNED 

SUBJECT : PHILHEALTH SUBDERMAL CONTRACEPTIVE IMPLANT PACKAGE 

To increase access to long acting reversible family plaooiog methods, PhilHealth shall have a benefit 
package for subderrnal implant use for contr:aception. 

I. GENERAL RULES 

1. The PhilHealth Subdcrmal Contraceptive Implant Package shall be paid at Php 3,000 per case. 

2. The standards anJ procedures of care shall be according to The Philippine Clinical Standards 
.Manual on Family Planning 2014 Edition. 

3. The package shall caver the following: 
a. Consultation and counseling prior to the procedure 
b. Performance of the procedure including professional fee and use of the facility· 
c. Medicine and supplies including the contraceptive implant 
d. Follow-up and counseling after the procedure 

4. The Package may be availed of as an out-patient or in-patient senrice in hospitals and non
hospital facilities with the same case rate. 

5. Only subdermal contraceptive implants that ue included in the Philippine National Fommlary 
shall be used for this Package. 

6~ Health care providets shall have competence in subdermal contraceptive implant techniques and 
training from Department of Health's (DOH) recognized tta.i.ners. 

7. Hence, accredited health care providers. who want to provide this Package will be required only 
to submit a Certificate of Training on Subdermal Implant Insertion and Removal signed by 

.------.DOHs Regional Director of his/her representative. 
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package can be ptovided by the following accredited providers ; 
a. Accredited health care institutions: 

i. Hospitals 
ii Pri±nacy Care Facility ( Infirmary/Dispensary) 
rn. Ambulatory surgical clinics 
1v. Birthing homt:£/lying-in clinics 

b. Accredited health care professionals 
i. Physicians 
ii. :Midwives 

l>hilHealth Cii:culn,; _- 2015: Phil.Heal.th Subdcrmal Contraceptive Implant Package Pagel of3 
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9. The Pack.age shall be paid to,the facility. 

II. BENEFIT AVAilMENT AND CLAIMS FILING 

L The package code FP 001 shall be assigned to PhilHealth Subdecmal Contraceptive Implant 
Package with the following description and alloc.ation: 

Package 
HealthCare 

Code 
Description Case Rate Professional Fee Institution 

Fee 
In6eitiou of 
implantable -subdenrutl 

Php 1,200.00 Pbp 1,800.00 FP 001 contraceptive including Pbp· 3,000.00 
counseling and follow- (40% of Case Rate) (60% of Case Rate) 

UP 

2: Only benefits availed from accredited and trained providers shall be reimbursed. 

3_ The Package may only be availed of once every 730 days. Claims made less than the said time 
interval shall be denied; 

4. PhilHealth members and theit dependents are eligible to avail of this Package according to 
the status and validity of their membership. 

a. Members undet the In4igent Program, Sponsored Program, Overseas Filipino 
Prog;am, and iGroup Progcam a.re entitled to avail of the Package withln their 
membership validity period 

b. The benefit entitlement of the followmg members shall be subject to the three 
months within six months (3/6) qualifying contributions as provided under 
PbilHealth Circuhu: No. 32, s. 2014: 

1. Members in the Formal Economy, except Kasambahays 
ii Members in the Informal Economy, specifically Informal Sector 

Members and Self Earning Individuals; and 
111. iGroup Members whose validity period have already expired 

c. fu. accordance with Ph:ilHetlth Circular 016-2015, the benefit entitlement of 
Kasambahays and their dependents starts from the time of enrollment and payment 
of premium contributions and will remain valid a.s along as premium contributions 
ate regulatly paid'. 

Upon availmcnt of this Package, one (1) day shall be charged to 45 days per year allowance 
of the member/ dependents. 

For filing of claims, the following documents shall be submitted : 

a. PhilHealth Benefit Eligtbility Fottn (PBEF) OR any of the following as proof of 
eligibility: 

• Member Data Record (MOR); 
• Proof of premium payment (for individually paying and overseas 

workers members); 
• PhilHealth ID cards (for indigent, sponsored and lifetime members); 
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• ~f: seconda.ry docutnents as enumerated u?PBEF and Citculars 50, s-
2012 and PC 01, s-2013 in case.s when PBEF is not available. 

b. PhilHealth Claim Fo:rm 1 (CF1) duly filled out by the member and/or employer 
in case PBEF fails to confirm patient eligibility. It shall no longer be required if 
PBEF confirmed (answered •~ es") the eligibility of patient 

c. PhilHealth Claim Form 2 (CF2) duly filled out by health care provider. 
Instructions were provided in Annex 1 of this. Circular. 

7. The reimbursement claim shall be filed within 60 days after the procedure (or date oCdischarge 
for in-patient). Claims filed afterwards shall be denied. 

8. Claims with incomplete documents or entries and those performed by providers who have not 
yet submitted their certificates of training shall be denied. Claims with discrepancies in the claim 
forms shall be returned to facility. 

9. No Balance Billing Policy shall apply to the following PhilHealth members and their dependents 
who availed of the Package in birthing homes and ambulatory surgical clinics: 

a. Indigent Members 
b. Sponsored Members including Senior Citizens 
c. Kasambahays 
d'. Lifetime Members 

III. MONITORING AND EVALUATION 

To ensure provision of quality heal.th services to PhilHealth members and theii: dependents, 
monitoring of utilization of benefits and perfonnance of providers shall be anchored on the Health 
Care Provider Perfonna.nce Assessment System of the Corporation. 

Health care institutions shall maintain copies of patient's records with complete documentation of 
history, physical exaroioat-ton, services provided, drugs and medicines given and procedures 
performed; and operative technique/record. These documents shall be made avail.able for 
PhilHealth monitoring all times. 

IV. EFFECTIVITY 

This Circu.1ar shall take effect on January 1, 2016. All other existing issuances :ind provisions of 
previous issuances inconsistent with this circular are hereby repealed ru::id/ or amended. 

0 
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ANNEX 1-INSTRUCTIONS ON HOW TO ACCOMPUSH CLAIM FORM 2 

Note: Claim Form 2 shall be accomplished using capital letters and by checking the apptoptiate 
boxes. All items should be marked legibly by using ballpen only. AD dates should be 
filled out in MM-DD.YYY-fOltDat. 

CF2Pa DHcription Instructions 
part/ 
Item 
Pru:t I Phil.Health Accredited WRITE the PhiIHealthAccreditatioo Number, name ofHCI and the 

Number address on the space provided 
Name of Health Care 
Institution 
Address 

Part II, Name of Patient WRITE the complete name of the patient in this format: 
item 1 Last Name, First Name, Name Extension (if any), Middle Name 
Patt II, Refeued by anothet HCI Tick appropriate box 
item2 IF yes, write the name and address of referring institution 

Patt II, Conflnetnent period 
itctn3 

Date Admitted WRITE the date of admission 

For out-patient, wi-ite the date of consultation 
Time Admitted Write the time of admission 

Date Discharged WRITE the date of discharge 

For out-patien~ write the same date of admission 
Tin,.e_Oii.charged WRITE the time of discharge 

.; -
For out-patient, write the rime when the consulta.tion/procedute was 

finished 

Part II. Patient Disposition TICK the approp1iate box 
item4 
Part II Transfeued/ referred 
item 4£ 
Part II, Type of Accommodation TICK appropriate box 
tem5 Leave blank if out-patient 

Part II, Admission Diagnosis/ es \'VRITE the admitting diagnosis 
ite1n 6 

If out-patient write the initial diagnosis during consultation 
Example of diagnosis: for insertion of implantable subder.mal 

\d contraceptive 
~ rrr Discharge Diagnosis WRI1E the diagnosis on discharge 

- - .., 
~~· - If out -patient write the final dia.2)].0sis after consultation 

~ii ICD to Code/ s \'VRITE the appropriate ICD 10 Code/s 

~ of PhilHcrutli Circular __ 2015: PhilHealth Subdermal Contmceptive Implant Package ., . 
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CF·2Pa Description Instmc:tions 
part/ -
Item 

.,,. . 

Related Ptocedutv:s Write insertion ol subde.rmAl implant for conttacention 
RVS Code Write FP 001 
Date of procedures Write the date when the procedure was done 

Part II, Special considetation Leave blank 
itcmB 

Part!~ Ph.ii.Health Benefits Write the Package Code FP 001 in the space for 1"-' case tate_ leave the 
item.9 second case rate blank 
Part II, Professional Fees WRilE the accreditation numb« and the name of professional 
.item 10 ptovider on the spaces provided 

AFFIX the signature of the professional providet over his/her name 
then write the date of the space provided 

Pan III Certification 0£ TICK fust box (PhilHe.alth benefit is enough to covtt HCI and PF 
Section.A Consumptio.a of Benefits charges) if the patient did not have any out of pocket 

expense 
TICK second box the benefit was consumed but there is additional 

cost to the patirot then accomplish tables a and/ or b 
Part III Consent to Access Patient PRINT the name of the patient and AFFIX lus/he.i: signature ove.i: 

SectionB Recom/s the ruune 
WRITE the date when this was signed -- Should the patient was unable to si~ tick the 11.pptopriatc. boxes 

Part IV Certification of Health Cate PRINT the nmne of the authorized person to fill-up the claim and 
Institution his/he.c designation. AFFIX his/he.i: signature above 

the name. 
This per.iion tnust review and verify all the entries before affixing 

his/her sie:nature. 
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AIDS Acquired immune deficiency syndrome  

AO  Administrative Order 

BBT Basal body temperature method 

BCG Bacillus Calmette-Guerin vaccine 
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The new Pre-Marriage Orientation and Counseling (PMOC) Manual is a product of a 
major collaborative work among partner agencies such as the Commission on                     
Population and Development (POPCOM), Department of Health (DOH), Department 
of Social Welfare and Development (DSWD), Department of the Interior and Local   
Government (DILG), and the Philippine Statistics Authority (PSA) after a series of 
consultations and writeshops for the development of the material+   
 
The new PMOC Manual is composed of two (2) parts, namely:  Part : Pre-Marriage 
Orientation, and Part :  Pre-Marriage Counseling, the former to be used for the 
conduct of orientation of couple participants, while the latter, is for the use in the 
conduct of the  pre-marriage counseling sessions+ 
 
This new PMOC Manual has been updated to include recent laws in relation to                   
topics about building/establishing a family, family planning methods, improving                
couple communication, home and family management, among others+   
 
Forming part of the learning methodologies is the emphasis on key messages at 
the end of each topic, based on the insights and experiences of  would-be couples+  
All sessions promote interactive learning activities to engage the participants and at 
the same time motivate them to be more introspective in their decisions to be 
made, consequently affirming their plan for their future+ Skills-building is also                
integrated all throughout the sessions+   
 
With this PMOC Manual, it is envisioned that would-be couples will have a stronger                            
relationship and together, as a couple, they will bring about responsible and             
empowered Filipino families+   
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MESSAGE (DOH) 
The Department of Health (DOH) joins the Commission on Population and Development 
(POPCOM), and other partner agencies - Department of Interior and Local Government 
(DILG), Department of Social Welfare and Development (DSWD), and the Philippine 
Statistics Authority (PSA) - in presenting the Pre-Marriage Orientation and Counseling 
(PMOC) Manual as a reference guide of the PMOC Program. 

The PMOC highlights the importance of information and education to empower couples in 
making sound decisions in family planning (FP), within the context of responsible 
parenthood. 

More than ever, the DOH, is commtµed to bring the best possible care to every Filipino 
family through the FOURmula One Plus (Fl+) strategy. The Fl+ ensures that health 
services are inclusive and equitable, guided by the principles of performance accountability 
and good governance as we prepare toward a universal health care. 

We shall continue to provide necessary policy guidelines as well as technical assistance to 
effect full implementation of the PMOC program at all levels - national, regional, and local -
and continue our work towards the success of the PMOC program. 

FRA~~ 
Secrt.'~CO T. D 

Department of Health 
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PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL 

My heartfelt congratulations to the Commission on Population and Development 
(POPCOM) on the publication of the Revised Pre-Marriage Orientation and                    
Counseling (PMOC) Manual. 

The family is the basic unit of the society and thus it is imperative for couples                  
entering into marriage to be provided with the proper foundation to effectively                 
assume their roles as spouses and parents+ 

As the Vice-Chairman for PMOC National Technical Working Group (TWG), the               
Department of the Interior and Local Government (DILG) has been a staunch                   
partner of the POPCOM in responding to the mandate of providing guidance and 
marriage counseling services to all would-be couples applying for a marriage                  
license+ 

With the publication of this revised PMOC manual, you have taken a giant leap in 
streamlining and standardizing processes in the conduct of PMOC to optimize the 
genuine intention of the program+ 

It is my hope that with this Manual, all program implementers will be properly                 
guided with the harmonized and collective approach in order to truly make a       
meaningful contribution to the couple, the family and the community+                                  
This publication serves as your tool in the effective implementation of the PMOC                   
program in all Local Government Units (LGUs) and their constituents nationwide+ 

To all the people behind the Revised PMOC Manual, may this publication further 
ignite your spirit of dedication and meaningful action towards helping Filipino                  
couples+ 

Let us work together in ensuring good quality of life for all would-be Filipino                   
families nationwide! 

Again my congratulations! 

 

 

EDUARDO M. A O, 
OIC Secretary 
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Reference #  

MESSAGE (PSA) 
This Pre-Marriage Orientation and Counselling (PMOC) Manual not only serves 
as the basic instruction for the concerned officials and personnel at the Local 
Government Units to insure that couples intending to marry each other are equipped 
with the necessary tools and knowledge for the establishment of family life. It is also 
a timely and relevant compendium of directions culled from P.O. 965, E.O. 209 (The 
Family Code of the Philippines), R.A. 9160 (Local Government Code of 1991) and 
RA. 10354 (The Responsible Parenthood and Reproductive Health Act of 2012) and 
other relevant laws and issuances of the pertinent government institutions. As the 
basic and the most important institution of society, the family must be promoted to its 
ideals by guaranteeing that couples are armed and fortified with the essentials 
needed for a lasting marriage, proper rearing of children, and preservation of the 
family. 

The Office of the Civil Registrar General and the Philippine Statistics Authority, in 
coordination with partner agencies such as the DOH, DSWD, DILG and Popcorn, 
will continue to work and perform its duties and responsibilities in accordance with its 
legal mandates in the field of civil registration and vital statistics. With the partnership 
of the Local Civil Registry Offices across the country, representing their respective 
LGUs, our Office will continue to necessitate the solemnizing officers of every 
marriage to compel couples intending to marry each other to present their marriage 
license before officiating a marriage ceremony, a pre-requisite of the issuance of 
such license is that the parties have undergone Pre-Marriage Orientation and 
Counseling. 

To the Popcorn and the members of the PMOC National Technical Working Group, 
let us give each other a pat on the back for a job well done. Let this Manual be the 
source of inspiration for every Filipino family. 

~'~i-~ 
LISA GRACE S. BERSALES, Ph.D. 
Undersecretary 
National Statistician and Civil Registrar General 

18 CRS 00-11657 
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Marriage as enshrined in the Family Code of the Philippines is not only special                 
contract of permanent union; it is the foundation of the family upon whom this              
nation seeks to strengthen and protect+ For would-be couples, family members 
and future parents, marriage is indeed a major life decision that requires thorough 
attention, commitment, and understanding by the parties involved+ 

It is therefore imperative that the couples are equipped with adequate information 
that will enable them to make better and informed decisions on the solemn                                 
covenant that they are about to enter+ With proper information and guidance, they 
will be able to acquire the necessary knowledge that will amply prepare them to 
effectively respond and handle the challenges and responsibilities of a married life+ 

Hence, the timely release of this Pre-Marriage Orientation and Counseling (PMOC) 
Manual is welcoming breakthrough in the PMOC-Technical Working Group’s efforts 
to come up with modules that will guide our couples and families+ 

The Department of Social Welfare and Development highly supports this initiative 
not only to facilitate their compliance with provisions of law on Marriage License, 
but more importantly, for couples and families to serves as instruments in                       
promoting our deep-cherished virtues and values of love, kindness and respect of 
a family; a family that will stay together to support each other and eventually,                
contribute in nation-building+ 

Congratulations and enjoy the fruits of a healthy and responsible family life+ 

 

Signed by: 

 

 
ROLANDO JOSELITO D. BAUTISTA 
Secretary 
Department of Social Welfare and Development    
 

MESSAGE (DSWD) 
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The Commission on Population and Development (POPCOM), in its continuing                   
strategy to promote Responsible Parenthood and Family Planning (RPFP) at the   
national and local levels, endorses the new Pre-Marriage Orientation and                        
Counseling (PMOC) Manual - a product of a strengthened partnership and                         
collaboration with the Department of Health (DOH),  Department of Social Welfare 
and Development (DSWD),  Department of the Interior and Local Government 
(DILG), and the Philippine Statistics Authority (PSA)+   
 
With this PMOC Manual, POPCOM enjoins all national and regional PMOC teams– 
both city and municipal levels – to creatively use this manual as their guide in the 
conduct of the PMOC activities and actively engage the couples to share their 
views and expectations about married life+ They should also be able to                    
envision the crucial role they would play as responsible husband and wife, and                     
eventually, in forming an empowered family in the future+   
 
As we in POPCOM,  together with our partners in the national, regional, city and      
municipal levels, prepare the would-be couples to be responsible and productive 
members of the community and the society in general, let us continue to provide 
them an enabling environment  where  they can raise empowered children and                             
individuals+  Let us continue forging stronger partnerships towards building  happy, 
healthy and empowered Filipino families+  
 
Para sa matatag, maginhawa at masaganang pamilyang Pilipino! 
 
 
 
 
 
USEC. JUAN ANTONIO A. PEREZ III, MD, MPH 
Executive Director 
Commission on Population and Development 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    

GE(POPCONI) 

X 



 

 

 

 
By virtue of Presidential Decree the Family Code of the Philippines, the 
Local  Government Code, and the Responsible Parenthood and Reproductive 
Health (RPRH) Law ,  all couples applying for a marriage license in the Philippines are                    
required to attend the Pre-Marriage Orientation and Counseling (PMOC) session 
before they can be issued a license+ 
 
Purpose and Importance of PMOC  
 
The purpose of PMOC is to provide would-be couples with information they will 
need in preparation for the challenges of married life, along with their                                    
responsibilities as spouses, family members, and future parents+ It will also give them 
a better understanding of marriage so they can affirm their decision to get married 
based on sufficient knowledge and clear expectations+ 
 
Marriage is a major life decision and a lifetime commitment+ It is a legal contract 
that will bind a man and a woman not only for a life of togetherness but also for 
sharing resources and forming a family+ Marriage not only establishes the lives of 
the couple  but also the lives of the children and future generations+ 
 
The decision to get married, therefore, must be well thought out, and must be    
jointly made by the couple after careful consideration, thorough understanding, 
and ample preparation+ This is why the PMOC is a crucial first step prior to getting 
married+ 
 
The PMOC Sessions 
 
The PMOC Sessions consist of two phases – the Pre-Marriage Orientation (PMO) and 
the  Pre-Marriage Counseling (PMC)+ 
 
All couple applicants for marriage license have to undergo the Pre-Marriage                      
Orientation (PMO), which is conducted by trained PMOC team members+                       
The orientation session is  conducted for a minimum of four ( ) hours, completed in 
one (1) day+ The session is usually conducted at the designated pre-marriage                
counseling room at the city or municipality where the couple applied for marriage 
license+ 
 

After the PMO, all couples with one or both partners who are 18-25 years old and 
those whom the PMOC team may find, based on the couples’ responses on the 
Marriage Expectations Inventory to have issues that need to be addressed more 
closely, have to undergo the Pre-Marriage Counseling (PMC) session+ Couples who 
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voluntarily want to get counseling may also attend the PMC session+ The PMC                
session is conducted on the same day and in the same venue as the orientation  
session, for a minimum of three ( ) hours+ 
 

PMOC Certificates 

After the couples have completed the PMO session, the PMOC Secretariat issues a 
Certificate of Compliance, a requirement for couples to acquire marriage license+ 
For couples requiring counseling, an additional Certificate of Marriage Counseling is 
issued by the Pre-marriage Counselor after they have completed the PMC session+ 
 

The PMOC Protocol 

The services of the PMOC Program are provided to couples applying for a marriage 
license  following the protocol below: 

1+ Couples who want to get married and are required to get a marriage license 
must first apply at the Local Civil Registry Office (LCRO)+ (Note: There are 
couples who are exempted from the license requirement as provided in the 
Family Code of the  Philippines+) 

 
2+ The LCRO then refers the applicant couple to the City/Municipal Population 

Office, which is the local PMOC Secretariat+ 
 
3+ The applicant couple registers with the PMOC Secretariat and accomplishes 

the Marriage Expectations Inventory Form (MEIF)+ 
 
4+ All marriage license applicants are required to attend the Pre-Marriage               

Orientation conducted by the PMOC Team on the designated date+ The 
PMO session should be at least four (4) hours+ 

 
5+ Applicant couples with at least one member who  is 18-25 years old, and 

couples who have issues that require counseling based on their MEIF                
responses, must also attend the Pre-Marriage Counseling conducted by a 
PMOC team member who is an accredited pre-marriage counselor+ The 
PMC session should be at least three (3)  hours+ Couples who are both above 
25 years old and do not show any critical issues in their MEIF may also            
attend the PMC session if they desire so+ (Note: Couples aged 18-25 who 
have a certificate issued by a priest, imam or minister authorized to                            
solemnize marriage need not attend the PMC session)+ 

 
6+ The PMO and PMC sessions for the same group of couples must be                   

conducted on the same day+ 
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7+ During the PMO, the couples are given adequate information and instructions 
on responsible parenthood, family planning, breastfeeding and infant nutrition, 
and marriage and relationships+ During the PMC, the couples are given more  
focused counseling on specific issues of concern to the couples+ 

 

8+ For couples who have completed the PMO session, the City/Municipal                     
Population Office issues a Certificate of Compliance signed by the PMOC Team 
members who conducted the orientation+  

 

9+ For couples who attended and completed the PMC session, the accredited             
pre-marriage counselor issues a Certificate of Marriage Counseling+  

 

10+ After receiving their certificates, the couples return to the Local Civil Registry 
Office (LCRO) and present the signed certificates+ 

 

11+ The LCRO issues the marriage license to the couples upon receipt of the                          
certificates+ 
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The PMOC Manual 

The Pre-Marriage Orientation and Counseling (PMOC) Manual is a revision of the 
old Pre-Marriage Counseling (PMC) Manual used during the pre-marriage seminar 
that couples applying for a marriage license were required by law to attend+ 

 
The revision was prompted by national and local assessments of the                                 
implementation of the Pre-Marriage Counseling Program indicating the need to      
update the manual on new legislations and cultural trends related to marriage and 
family life+ 

 
The Department of the Interior and Local Government (DILG), Department of Health 
(DOH), Department of Social Welfare and Development (DSWD), Commission on 
Population and Development (POPCOM), and the Philippine Statistics Authority 
(PSA) have also issued a Joint Memorandum Circular (JMC) which, noting the                  
various models of implementing the Pre-Marriage Counseling Program among the                    
different local government units (LGUs), prescribed a standard PMOC Program                   
Implementing Guidelines that all LGUs must follow+ The revised PMOC manual had 
to be aligned with these guidelines, in particular those provisions pertaining to the 
conduct of the PMOC sessions+ 

 
The JMC also prescribed the creation of national and regional PMOC technical 
working groups (TWGs) to manage and monitor the operationalization of the PMOC 
program, as well as tackle related policy and implementation issues+ The JMC also 
specified the use of the team approach, defining the composition, tasks, and                  
functions of the PMOC teams in all cities and municipalities+ 

 
There was also a need to modify the format of the manual, integrating the contents 
with the processes to make it more straightforward and easier for the PMOC team 
members to use+  The manual contains the process guide, key messages and                
pertinent topics  for discussion during PMOC sessions+ The revised PMOC Manual 
consists of two parts;  Part 1: Pre-Marriage Orientation and Part 2:                     
Pre-Marriage Counseling.  

 

The revision of the manual went through several processes of consultations and 
writeshops with the members of the national TWG from the DSWD, DOH, DILG, 
POPCOM, and PSA+ The drafts were pre-tested among target audiences and other 
stakeholders at the regional and local levels+ 
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Intended Users 

This manual is intended for the use of the PMOC Team members as reference                
during the actual provision of PMOC services, or as material for training future 
members of the team+ 

Part 1 (Pre-Marriage Orientation) is specifically intended for the members of the 
PMOC Team who will provide the pre-marriage orientation+ Part 2 (Pre-Marriage 
Counseling), on the other hand, is specifically for reference of the pre-marriage 
counselors who will provide pre-marriage counseling to couples who are 18-25 
years old and those who need to undergo further counseling+ 

 

Learning Approach 

Each part adopts adult learning methodologies where key messages are built upon 
the experiences and insights of the participants+ These methods employ the                     
experiential, interactive, and participatory learning approach that engage the                  
learners actively in their own learning by incorporating their personal experiences 
and prior knowledge to the acquisition of new knowledge, attitudes, and skills+               
Experiential learning gives participating couples an opportunity to learn by                        
reflecting on their personal experiences, develop skills through practice, and                   
receive immediate feedback+ 

 

The PMOC Team 

The new guidelines reiterated the use of the team approach in implementing the 
PMOC Program+ There should therefore be a PMOC Team in every city and                         
municipality+ The PMOC Team should have at least three (3)  members: (1) a team 
leader who is the appointed or designated City/Municipal Population Officer; (2) a 
representative from the City/Municipal Health and Nutrition Office; and (3) a                       
representative from the City/Municipal Social Welfare and Development Office+ 
One of the team members should be a DSWD-accredited pre-marriage counselor, 
to conduct the pre-marriage counseling session+ The city/municipal mayor may 
add team members if needed; these may come from the Local Civil Registry Office, 
other local government offices such as Agriculture, Education, or Gender and               
Development (GAD), or a civil society organization+ 
 

The PMOC Team, in addition to conducting and taking care of all the needed                       
preparations for the PMOC sessions, also assumes other tasks to ensure the                  
effective implementation of the PMOC Program in the city/municipality+ The PMOC 
Team prepares the Certificate of Compliance for couples who have completed the 
Pre-Marriage Orientation and the Certificate of Marriage Counseling for couples 
who have completed the Pre-Marriage Counseling session+ 
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PMOC team members who are to conduct the pre-marriage orientation and 
counseling sessions should undergo training on how to use the PMOC Manual: 
Parts 1 and 2+ They should also undergo continuing education through training 
programs and refresher courses prescribed by the National PMOC TWG+ 

 

Assessing Marriage Expectations  

To assess the level and compatibility of expectations between would-be couples 
about critical marital and family issues, they are required to fill out the Marriage  
Expectations Inventory Form (MEIF) before the PMO session+ The MEIF is a set of 
statements about critical aspects of marriage and family life to which each                       
individual expresses agreement or disagreement+ The statements are about the 
major topics of the PMO as discussed in this manual+ They indicate how each               
couple would more likely think, behave, or decide when confronted with these 
marital issues+ These attitudes or expectations are likely to affect the relationship 
of the couple especially in aspects where conflict or disagreement is strongly                   
apparent+ As such, the MEIF is to be used in determining areas where couples 
would more likely have a conflict or disagreement on+ These areas of                             
disagreement become areas for further dialogue between couples so they can   
address them early towards maintaining a more harmonious relationship during 
marriage+ 
 
The results of the MEIF can also guide the facilitators in determining the areas 
that need to be emphasized during the sessions+ Areas where the couples                 
manifested disagreements and incompatibilities are the topics to be given more 
emphasis  during the pre-marriage orientation session+ 
 
The Marriage Expectations Inventory Form (MEIF)  

Below is the MEIF to be filled out by would-be-couples+ 
 

Statement Agree Neutral Disagree Reason/s 

A. EXPECTATIONS ON MARRIAGE AND RELATIONSHIPS 

1+  I feel loved when:   
 My partner gives me compliments or 

praises+ 
        

 We do things together+         
 I receive gifts, flowers, small things, etc+         
 My partner willingly provides a helping 

hand+ 
        

 My partner shows physical affection 
(e+g+ holds my hand, embraces/
cuddles/kisses me) 
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Statement Agree Neutral Disagree Reason/s 

2+ When we talk, I expect my partner to 
be sensitive/cautious to: 

        

 Tone of her/his voice         
 Words spoken         
 Gestures, body language, eye-to-eye 

contact 
        

 Listening with undivided attention         
3+    I know well the strengths and                     

weaknesses of my spouse+ 
        

4+ If we will have a conflict, as husband 
and wife, we will solve it by: 

        

 Talking it out         

 Writing letters         
 Ignoring the issue         
 Silent treatment         

 Third party mediation (in-laws,                    
godparents, friends, counselors, etc+) 

        

5+ I will allow my spouse or myself to 
give financial support to my                      
in-laws/relatives+ 

    

6+ I will allow receiving financial                  
support from my parents/ in-laws/
relatives+ 

    

7+ I am comfortable if my partner 
checks out my personal stuff such 
as mobile phone, wallet, social               
media account, etc+ 

    

B.   EXPECTATIONS ON RESPONSIBLE PARENTHOOD 

8+ After getting married, we will live                     
independently from our parents/
relatives+ 

    

9+ I will allow my spouse to work for a  
      living+ 

    

10+  I believe that it is the husband who 
should make the major decisions on 
financial matters+ 

    

11+  Only the wife is in charge of the 
household chores+ 

    

12+  If we cannot have children, I will             
consider alternative parental care 
(e+g+ adoption, foster care)+ 
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Statement Agree Neutral Disagree Reason/s 

13+   Disciplining, nurturing and rearing 
our children is our shared                   
responsibility as spouses+ 

        

14+   I believe in physical punishment in 
disciplining children+ 

        

15+   I believe that the children should 
       observe their father’s religion+ 

        

16+   If I will have a child with special 
needs, I will: 

        

 Send my child to school+         
 Put up my child for adoption/send 

to DSWD or similar facility+ 
        

 Confine my child at home+         
17+   For me, having a child is:         
 A gift or blessing from God         
 For continuity of lineage         
 Additional help in earning                    

income 
        

 For taking care of us when we get 
old 

        

 C.   EXPECTATIONS ON PLANNING THE FAMILY 

18+   I prefer to have less than three  children+     

19+   If we have problems in having children, I 
will submit myself to fertility tests/
workout+ 

    

20+   I believe that the number and                 
spacing of children is a shared              
decision of husband and wife+ 

    

21+   I believe that sex in marriage is:     

 A duty     

 My right     

 An expression of love     

 For procreation or reproduction               
purposes only (pagkakaroon ng 
anak) 

    

22+   I believe that the wife may initiate 
sex+  

    

23+   Husband’s consent is necessary for 
the wife to use family planning 
methods+  

    

24+   I will personally use or allow my 
spouse to access modern family    
planning methods to limit and 
space childbirth+  
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    D.   EXPECTATIONS ON PREGNANCY AND CHILD CARE   

25+ I believe that ensuring safe and 
healthy pregnancy is the                      
responsibility of the wife+ 

        

26+  I believe that child care and nutrition are 
the responsibility of the wife+ 

        

27+  I will go to a birthing facility (clinic/
lying-in or hospital) for the delivery 
of my baby+ 

        

28+ I want my newborn baby to be   
breastfed after delivery+ 

        

29+ I will subject my baby to newborn 
screening+ 

        

30+ For me, the husband’s roles to ensure 
safe pregnancy and delivery are: 

        

 Accompany the wife during                 
prenatal and postnatal checkup+ 

        

 Formulate a birth plan with the wife+         

 Ensure that either husband or wife 
is enrolled with PhilHealth+ 

        

 Know the nearest Philhealth-
accredited facility within our place+ 

        

 Prepare the important things the 
wife needs before, during and               
after pregnancy, including those of 
the baby+ 

        

 Together with the wife, start                 
saving for hospital fees and other 
financial considerations that may 
occur+ 

        

 Know the emergency signs of    
pregnancy, and secure contact 
numbers of service provider+ 

        

31+   I believe in keeping intimacy during 
       pregnancy by: 

        

 Going on a date once a week or 
more often+ 

        

 Going out with friends+         

 Having sexual intercourse+         
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Guide in Administering the MEIF  

1+ Administer the MEIF to couples when they register for the PMOC sessions+ 

2+ Require each individual to fill out the MEIF separately+ Ensure that the couple 
do not confer with each other as they fill out the form+ 

3+ Remind the couples that there are no right or wrong answers+ They should 
answer the items according to how they honestly feel+ Tell them that honesty 
is important in their responses because these will be used as basis for                   
focusing the PMOC sessions+ 

4+ Assure the couples that their responses will be kept confidential+ 

5+ Gather the forms when the couples are finished and instruct them when to 
come back for the PMOC sessions+ 

 
 
Processing the Responses 

Together with the members of the PMOC Team, process the couples’ responses to 
the MEIF before starting the PMOC sessions, primarily to determine which topics 
and issues need to be given more emphasis during the orientation, especially on 
potential areas of conflict between couples that they need to discuss further+ This 
can also help in determining the couples who need further counseling+ 

In processing the accomplished MEIF, be guided by the following: 

 
1+ Compare the responses of both partners+ Identify areas where the couple 

have different or incompatible responses as this can be potential sources of 
conflict+ Also identify negative  attitudes on certain aspects of marriage                     
between the male and female spouses+ Note down such topics for each                 
couple as this will serve as basis for your discussion and observation during 
the session+ 

2+ Summarize the responses of the whole group+ Identify areas where most 
couples have different or incompatible responses between males and                   
females in general+ Also, identify areas where couples exhibited negative               
attitudes+ Note down such topics as this will form the basis for your                           
discussion+ 
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Planning the Sessions Based on the MEIF : 

In integrating the results of the MEIF into the PMO design, consider the following 
key actions; 

1+ After identifying the areas that need further discussion (e+g+ areas with strong                   
disagreement between male and female participants and those to which the                  
participants expressed negative attitude), adjust the session by giving more 
time, more exercises, and discussing more experiential illustrations on such 
topics+ Draw insights from the participants on their respective perspectives on 
certain items+ Engage the group to discuss certain topics to enable them to 
find proper perspectives on areas of disagreements and negative attitudes+ In 
every relevant session, always refer to the results of the MEIF+ Do not elicit  
debate on areas of   disagreement+ 

2+ For individual couples, engage them in the discussion of topics related to their                                
disagreements and see if such differences of opinion are resolved or can                  
already be managed+ If not, require the couple to attend the pre-marriage 
counseling   session+ 

The results of the MEIF will also be the main basis of the discussion in the PMC 
session, particularly for couples that were required to attend the PMC session due 
to unmanaged differences as observed in their MEI and during the PMO Session, as 
well as for couples who have expressed the need or desire to attend the PMC            
session+ 
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About Part 1: Pre-Marriage Orientation  

PMOC Manual Part 1 is designed to enable PMOC team members to give would-be 
couples an understanding of marriage and family relationships and responsibilities 
as part of their preparation for married and family life+ It provides basic information 
to PMO facilitators for them to provide would-be couples a deeper understanding 
and appreciation of what to expect during marriage and to effectively guide them 
in forming their own family+ 

 

Contents  

Part 1 consists of four ( ) major topics that would-be couples need to know before 
they get married: 

Topic One: Marriage and Relationships  

Topic Two: Responsible Parenthood  

Topic Three: Planning the Family  

Topic Four: Pregnancy and Child Care 

Each session is structured as follows: 

Part Description 
Introduction It provides a brief discussion of the rationale and overview of 

the key topics the manual will cover+ 

Time Allotment This indicates the expected duration of the discussion of the 
particular session+ 

Objectives of 
the Session 

Each session will have its own objectives and key messages 
that need to be conveyed to the couple participants+ These 
objectives and messages shall guide the entire session and 
shall be checked at the end of the session+ 

Activity This part provides instructions on the activities that may be 
conducted to stir up or draw out what the participants              
already know or have experienced about the session’s topics+ 
It will serve as take-off points for the discussion of the key 
messages+ 

Key Messages 
and Discussion 

This part provides the key messages that the facilitators 
should convey to the participants for a particular topic+ They 
are basic messages that should be integrated in the                   
processing of the activity to build from what the participants 
already know and progress to more discussion and possibly 
new important messages about the topic+ 

Synthesis At the end of each major session, the learnings from the            
discussion are synthesized to reinforce key messages+ 
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How to Conduct the Orientation Using the PMOC Manual Part 1  

The order of presentation of the sections and sub-sections of the manual provides 
the sequence to follow in conducting the orientation sessions+ Below is a step-by-
step guide on how to conduct the orientation sessions using the manual+ This is just 
a general guide+ Be ready to be flexible when the specific situation or                             
characteristics of the participants call for adjustments in the process+ 
 
Properly prepare for the orientation + An important part of ensuring the                           
effectiveness of the sessions is the preparation of the facilitators+ Preparation                  
involves internalization or mastery of the subject matter and making the venue 
conducive to learning+ Do some of the following to prepare for the orientation: 
 

1+ Read and internalize the topics and learning processes contained in the                    
manual+ 

2+ Prepare the needed materials and required logistics for each session or                    
activity as indicated in the manual+ 

3+ Make sure you have all the presentation aids and equipment (PowerPoint,                                              
flipcharts, projector and screen, etc+) and handouts (e+g+ take-home flyers or                   
printed IEC materials) before the start of the orientation+ 

4+ Meet as members of the PMOC Team to plan and discuss needed                       
preparations and to resolve anticipated concerns+ 

 
Open the orientation session. Create a learning environment by ensuring that all 
participants are comfortable with each other, able to express themselves and share 
their ideas with and learn from each other, and feel safe that the information they 
share are kept confidential+ Do the following for this purpose: 

 
1+ Introduce the members of the PMOC Team who will become their learning                        

partners+ 

2+ Emphasize the overall purpose of the PMOC and generate from the                             
participants their expectations so these can be considered accordingly+ 

3+ Help the participants get acquainted with each other through proper                            
introduction or group activities that can let the participants know some                        
personal information about their co-participants+ 

4+ Agree on the rules (e+g+ on how the participants should conduct themselves 
during the course of the session to optimize learning)+ 

 
Conduct the sessions+ Conduct all the sessions through experiential learning                   
processes+ Build on the participants’ existing knowledge and experiences about 
certain topics+ Reinforce such knowledge or experiences with new insights or                    
messages+ Focus on providing proper perspectives on what they already know or 
emphasizing new learning that they were not able to express+ 
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It is very important to maintain the entire session as a conversational and learning 
experience+ Always encourage participants to share their ideas and experiences 
and process such insights into new knowledge that they can take home+ Avoid 
being too structured in the presentations and delivery of key messages+ Always 
leave room for accommodating and building on the participants’ existing 
knowledge and experiences+ 

 

Some of the specific steps in conducting the session proper include the following: 

 

1+ Introduce the topic by                          
discussing its learning objectives 
and overview and its relevance 
to them as would-be couples+ 

2+ Conduct the activity, ensuring 
that everyone participates+              
Process the activity as the                
platform for discussion of the 
key messages+ In processing the 
activity, focus on their                           
observations (i+e+ what have they 
observed in the activity), feelings 
(i+e+ what did they feel while                 
undergoing the activity), and 
learning (i+e+ what insights have 
they learned and how do they 
think this can be applied in their 
own situation)+ Modify or enrich 
the suggested activities as 
deemed necessary or more 
effective+ 

Some sessions are provided with opening activities+ These activities aim to get 
the attention and interest of the couple participants in the topic to be discussed, 
and draw out their own thoughts and experiences regarding the subject+                     
Engaging the participants actively in the process is an effective way, not only to 
get their interest, but also to make them see this process as self-reflection+                  
Allowing them to delve into their own experiences makes the session focused 
on them rather than on the facilitator+ This can promote better learning and                  
better acceptance of the information learned during the sessions+ 

3+ Discuss the key messages as the activities are being processed+ The key                
messages encapsulate the important ideas discussed in relation to the topic+ 
They need not be discussed comprehensively but should be delivered in the 
context of the participants’ needs and situations+ The messages can be                   
delivered or discussed in the vernacular language that the participants                             
understand+ 
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If some issues need to be elaborated on, refer to additional/supplementary                  
readings provided in the annexes at the end of this manual+ 

 

4+ Emphasize in your discussion of the key messages and the topic the issues 
that surfaced in the results of the Marriage Expectations Inventory+ 

5+ Observe and listen to the reactions of the participants to assess whether the     
participants are learning and on what points they seem unclear and need 
more explanation+ Encourage them to ask questions and voice any need for                        
clarifications on the topics being discussed+ 

6+ Always synthesize the topic to emphasize the key messages that the                      
participants should take home+ Get the insights of the participants to gauge 
their understanding of the topic discussed+ 

 

Assess the sessions + Make it a regular activity to assess and evaluate each                       
pre-marriage orientation session conducted+ This assessment activity is important 
in improving the quality of succeeding sessions to ensure the attainment of the 
PMO objectives+ 

 

For each PMO session, a pre-test and post-test activity, daily feedback exercise, 
and end-of-the-course evaluation sessions can be conducted+ The assessment of 
the activity may also be done through the following: 

 

1+ Self-assessment – Ask yourself: What went well? What was difficult? What did I 
achieve? How will I do it differently next time? 

2+ Observation– If there are several facilitators, take turns to observe how                     
participants are responding to the activities and discussions, and then give 
feedback to each other after the session or activity+ If alone, observe how 
learners are responding and working together+ 

 

During the conduct of the session, watch out for the following: 

 

a+ Who is actively participating and who is quiet all the time? 

b+ Who talks most and who talks least? Are learners listening to each other? 

c+ Are learners working together or splitting into smaller groups? 

d+ What is the mood of the group? Are learners bored or interested? Is anyone 
upset or embarrassed? 
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3+ Feedback from learners – Solicit feedback by asking or encouraging learners to 
verbalize their view on the activity or session+ You may go around and ask 
learners to say something or may call out for volunteers to share their thoughts+ 
The following feedback questions can be helpful: 

 

a+ What is the most important thing you have learned from this activity or                 
session? 

b+ How will you use what you have learned in your own life (if appropriate)? 

c+ What did you enjoy most about this activity? 

d+ What did you find difficult? 

e+ What suggestions do you have for improving the activity? 

f+ What questions or issues would you like to cover in the next activity? 

 
To add fun, ask learners to respond to the above questions through the                     
following: 

 

a+ Making actions or gestures: for example, they put one hand up and wave if 
they found the activity interesting; put their hands on their lap if they found 
the  activity neither interesting nor boring; put their two thumbs down if they 
found the activity boring; put their two thumbs down and waggle them if 
activity was very boring+ 

 

b+ Make an imaginary line on the ground, label one end “Very Interesting” and 
the other end “Boring+” Ask learners to stand along the line according to 
how they feel about the activity+ 

 

Make referrals for needed services. Issues may arise in the sessions that require 
referral and follow-up+ For example, a participant may need counseling or a                         
particular health service as requested or manifested during the session+ Respond 
appropriately by contacting and collaborating with resource people and service 
providers in the community and work with them to respond to the issues raised by 
the participant or group+ Whatever the case may be, the confidentiality of sensitive 
information should be maintained+ 
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Marriage is a very big decision to make – one that will affect every aspect of a         
couple’s life, as partners, as individuals, and as members of the bigger society+ 
Thus, before getting married, couples must fully understand what they are                         
getting into, what their responsibilities will be, how to handle issues and conflicts 
they may encounter, and how important it is to make the marriage work and                    
maintain a harmonious relationship+ 

 

The first part of this Manual Part 1 – Topic One: Marriage and Relationships – 
will help would-be couples gain a good understanding of marriage and the                          
relationships borne out of the marriage+ It will enable couples to know that                       
marriage, more than just a license for two persons to live together and beget                          
children, comes with a lot of responsibilities not only to one another, but also to 
one another’s families, and most especially to the family they will form together+ 
And more than just a promise a couple makes to one another, marriage is also a                
legal contract that will bind them, legally, for the rest of their lives+ 

 

Topic One consists of five sessions, each dealing with important information                     
couples need to know, and issues they must be prepared to handle when they get 
married+ These include: marriage and its requisites; spouses’ roles and obligations 
in the marriage relationship; the elements of a harmonious relationship; and laws 
governing marriage+ The fifth and last session provides couples with information on 
the services they can avail of to nurture their marriage+ 

 

 

 

 

What is marriage? And why do people get married? Is it just a decision between 
two people to live together – for love and the desire to be constantly together, for 
sexual gratification, to have children and raise a family, for mutual support and to 
share their life together, to satisfy social expectations or fulfill their expected 
roles? 

 

Marriage is a legal contract between husband and wife, but at the same time, a 
social institution+ Therefore, a couple should know fully well what marriage is, its 
requirements, and the responsibilities that come with it before getting married+ 
This is because marriage is a life-long commitment that cannot be easily                  
dissolved without legal grounds+ 

 

This session provides some answers to the questions above as it discusses the 
meaning, requisites, and the social dimensions of marriage+ 
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SESSION Marriage 

Introduction  
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At the end of the session, would-be married couples will be able to: 

1+ Articulate what marriage is and its purpose+ 

2+ Identify the requisites of marriage or the conditions to be met in order for a 
marriage to be valid+ 

 

 

 

 

 

 

 

 

 

OBJECTIVES OF THE SESSION  

TIME ALLOTMENT:  minutes  

ACTIVITY: Why do you want to get married?   

Process  Materials  

1+ Ask some participants to share to the group the reason 
why they want to get married+ Let them write their                  
responses on a metacard or ask them to share these        
verbally to the group+ 

2+ Cluster and summarize the responses+ 
3+ Start the discussion of the key messages from the                         

elaboration or processing of the participants’ outputs+ 

 Results of the 
MEIF 

 A cutout with the 
focused question: 
Why do I want to 
get married? 
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1. Marriage is a binding legal contract between a man and a woman for 
the establishment of conjugal and family life. 

 The New Family Code of the Philippines (Executive Order )                      
provides that:  

Marriage is a special contract of a permanent union between a man and a 
woman entered into in accordance with the law for the establishment of                
conjugal and family life+ It is the foundation of the family and an inviolable                
social institution whose nature, consequences, and incidents are governed by 
law and not subject to stipulation, except when marriage settlements may fix the 
property relations during the marriage within the limits provided by this Code+ 

 The Universal Declaration of Human Rights (UDHR) is a declaration adopted by 
the United Nations General Assembly, Article 16 of which guarantees that: 

Men and women of full age, without any limitation due to race, nationality or 
religion, have the right to marry and to found a family+ They are entitled to equal 
rights as to marriage, during marriage and at its dissolution+ 

 Marriage shall be entered into only with the free and full consent of the                    
intending spouses+ 

 The family is the natural and fundamental group unit of society and is entitled 
to protection by society and the State+ 

 

2. Marriage is entered into for two (2) main reasons: to satisfy a man’s and a               
woman’s need for love and intimacy; and to provide a foundation for the                
formation of a family. 

 

 As provided in the New Family Code: 

 The primary purpose of marriage is to spiritually, emotionally, and physically 
unite a man and woman together, as husband and wife, in a covenantal 
(agreement or contract) relationship between themselves and their Creator+ 

 Marriage is also entered into by couples to provide for the physical needs for 
human love, intimacy, and procreation+ 

 Each religion has its respective definition and purpose of marriage which the 
couples may also consider+ 

KEY MESSAGES AND DISCUSSION CONTENT  
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3. With an understanding of the legal and social definition and purpose of marriage, 
spouses should reflect on the following: 

 Are we both ready to enter a life-long commitment to each other and to our com-
munity as a married couple or as a social institution? 

 Have we prepared ourselves for the legal, formal, psychological, and other                
requirements of marriage? 

 

 

In marriage, as in any relationship, the participants – the husband and wife – have 
respective roles to play+ These roles must be understood by both parties from the 
start of the marriage so that each can effectively perform his/her role in the                     
relationship+ Understanding each other’s roles can also clarify expectations from 
one another to avoid marital conflicts+ These roles come with duties and                                
responsibilities (to one another, to the family, and other people who have to do with 
the family), as well as rights that each must exercise and respect+ 

 

In addition, in Filipino culture, a married couple’s roles, responsibilities and rights 
are not only with and toward one another, but also with and toward in-laws and the 
extended family+ Sometimes, conflicts between husband and wife arise from                  
issues related to in-laws and extended families+ Hence, it is important that couples 
are able to keep good relations with in-laws and handle issues related to them+ 

 

Apart from these, there are many other potential issues that can come between 
two individuals who have come together to live as a married couple+ These issues 
can arise from a range of causes, from keeping one’s individuality and                                
independence to inability to communicate, problems in sharing time, money and 
resources, unfulfilled expectations, and other problems+ But with understanding 
and cooperation, couples can manage these issues and live a harmonious married 
life+ These topics are discussed in this session+ 
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At the end of the session, would-be married couples will be able to: 

1+ Identify their would-be roles and obligations as husband and wife+ 

2+ Explain how they can maintain a harmonious relationship with the family of 
their spouse (i+e+ in-laws and extended family)+ 

3+ Identify the challenges and approaches to nurturing and strengthening 
their married life+ 
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OBJECTIVES OF THE SESSION  

ACTIVITY 1 :  
Expectations on Marital Roles  

Process Materials 

1. If there are more than six (6) couples, divide 
them into two (2) groups+ 

2+ Go back to the respective MEIFs of the                     
couples as reference+  

3+ Based on the MEIF, identify aspects of                   
marriage that most couples have differing                 
expectations on+ Have them list the items on a 
metacard or piece of paper+ 

4+ Instruct the groups to rank the most common 
items that couples have disagreement on+ 

5+ Let the groups present their outputs to the                 
plenary+ 

6+ Process the outputs by asking the following 
guide questions: 
a+ How do you think these disagreements can 

potentially affect your relationship as                    
couples ? 

b+ How do you think conflicts on these issues 
can be avoided or resolved in case they         
happen? 

7+ As the responses are discussed, integrate the  
key messages and discussion contents+  

 Two (2) ballpens or                 
permanent marker pens 

 Sheets of paper or                        
metacards  

 Masking tape  
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1. Both husband and wife have shared responsibilities, duties, and obligations in 
their married life, in establishing and raising the family, and in encouraging and 
supporting each other’s personal growth and development. 

 The husband and wife are obliged to live together in harmony, observe mutual 
love, respect and fidelity, and render mutual help and support+ 

 They shall both decide on the family domicile+ 

 They shall be jointly responsible for the financial, moral, psychological, and                    
spiritual support to the family+ 

 They have both the shared right and duty to manage the household+ 

 Each spouse is free to exercise his/her profession, occupation or activity with 
support from the other spouse+ If there is an objection from either spouse, both 
spouses will discuss the matter and come to an agreement based on whether 
there are valid, serious and moral grounds for the objection that are accepted by 
both+ 

 The husband and wife shall take care of each other’s health and wellness+ 

 The husband and wife shall be each other’s primary support system+ 

 The husband and wife shall strive and work to resolve conflicts peacefully and 
amicably+ 
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ACTIVITY 2 : Roles  of  Husband and Wife                       

Process Materials 

1+ Divide the participants into two groups: male and               
female+ 

2+ Ask each group to list down the role that they will 
play as the husband or wife in the family+ 

3+ Have the representative designated by each group 
read out the group’s output+ Ask the other                             
participants to just listen to each group’s report                
without criticizing or contradicting the responses+ 

4+ Process the outputs by highlighting the common              
responses and relate them to the key messages and 
discussion contents for this session+ 

 Two (2) ballpens or                  
permanent marker 
pens 

 Sheets of paper or 
metacards 

 Masking tape 

KEY MESSAGES AND DISCUSSION CONTENT  
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2. Maintaining a nurturing and harmonious relationship is not limited between 
spouses but also among each spouse’s family. 

 In Filipino culture, when persons marry, they automatically become members of 
their spouses’ families; hence, maintaining good and peaceful relationships with 
in-laws or their spouse’s relatives is perceived as important in strengthening              
marriage and family relations/ties+ 

 Some of the tips in maintaining good relationship with in-laws are the                                
following: 

 Treat and consider your in-laws as your own parents – let them feel that they 
are part of your family+ 

 Build mutual respect by observing traditions and special occasions, and                 
respecting in-laws’ privacy and differing opinions/ideas+ 

 Let in-laws enjoy, bond, and interact with the children+ 

 Maintain good and open communication with them and discuss emerging                
conflicts maturely+ 

 Be open and learn from their suggestions or insights about marital or family life+ 

3. No marriage/relationship is perfect. There will always be challenges, and all               
couples experience conflicts and issues along their married life. 

 
Top 10 Potential Marital Issues According to Experts 

Boundary Problems (Gina Holmes, author) 

 Checking out the personal stuff of the partner despite his/her being                              
uncomfortable about it+ 

 Trying to change the spouse into what the other would want him/her to                 
become despite his/her disagreement+ 

 Game-playing or manipulation – not giving the other spouse some needed                
privacy and independence+ 

Talking vs. Communicating (Viki Morandeira Tu, life coach and author; Melanie                  
Pinola, author) 

 Not open to communication or not listening to what the other is saying                   
because of preconceived judgments about the issue+ 

 Miscommunication+ 

 Expecting your partner to read your mind+ 

 Giving in and not saying what you really want or think – ignoring the issue+ 

 Harping on issues that could possibly be hopeless+ 

 Not considering things from other people’s point of view+ 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    

ACTIVITY 2 : Roles  of  Husband and Wife                       

26 



 

 

 

 

Time Management  (Susanne M+ Alexander, marriage educator and author) 

 Couples having so many things taking their time that they feel pulled                  
towards  multiple directions, which can cause the quality of the marriage to 
decline+ 

Intimacy (Stephanie Manes, relationship therapist) 

 Lack of interest or opportunity to keep the couple’s sexual or intimate                
connection alive+ 

Turned Focus (David T+ Pisarra, author) 

 Once the baby arrives, the focus of the wife may turn to the child, and never re-
turns to the relationship with the husband, leading to lack of intimacy+ 

Emotional Infidelity (Sue Brans, relationship coach) 

 Emotional affairs are not just about sex but about having an intimate                      
relationship with someone outside the marriage+ 

Money (Jenny and Rufus Triplett, relationship experts) 

 Disagreements due to spending habits, budgeting and saving money, e+g+, the 
way bills get paid, prioritizing needs, and not being able to delineate needs 
from wants+ 

Inability or Unwillingness to Forgive (Zachary Hamilton, marriage and                         
relationship coach) 

 Marital issues are ignored or unresolved resulting in the repression of               
emotions (e+g+, hurt or anger) which, once triggered by an event, may                     
resurface+ This is manifested by bringing up past mistakes or issues                   
encountered during a fight+ 

Lack of Appreciation (Bill Farr, relationship and wellness coach and author) 

 Not giving back the affirmation your spouse deserves from the small or big 
efforts he/she exerts for the relationship to work+ 

 Taking your spouse for granted+ 

 Selfishly taking all the credits for certain accomplishments+ 

Allowing Technology to Interfere (Amy Morin, LCSW; Devan McGuinness,                
parenting, relationships and lifestyle trends specialist) 

 Distraction by technology in the guise of spending time together, e+g+, texting 
while having dinner, surfing the Internet in the evenings, and using their 
smartphones/gadgets constantly+ 
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For a marriage to last and stay strong, it is important to maintain harmony+ There 
are several elements of a harmonious relationship that couples should make sure 
they always have between them+ Among the most important ingredients, the lack 
of which can spell problems in a marriage and make it shaky, are commitment, 
communication, cooperation, understanding, acceptance, and mutual respect, 
among others+ 

 

There are many ways couples can cultivate these elements and preserve                   
harmony in their relationship, such as spending more time with each other,              
enjoying happy moments together, talking with and listening to each other, and 
giving each other space to grow as  individuals+ In this session, couples will learn 
these tips to live a happy, agreeable, and rewarding married life+ 

 

 

 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to: 

1+ Identify and explain the factors that make a harmonious relationship and 
ways of strengthening and nurturing the marriage of a couple+ 

2+ Explain the importance of maintaining good communication in marriage+ 
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1. To maintain harmony in marriage, a couple must have commitment, good               
communication, empathy, understanding, acceptance, love, loyalty and respect. 
It is also important to have sexual harmony, financial security, spiritual harmony, 
and mutual helping. 

The elements of a harmonious relationship are the following: 

Commitment – Both spouses should be committed to the relationship+ 

 Husbands and wives/partners who are focused only on themselves and their 
own desires are not likely to find joy and satisfaction in their relationships+ 
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Process Materials 

1+ Ask each individual to accomplish the questionnaire on 
“How You Feel Being Loved the Most” (Annex B1) 

2+ Tell them to answer as they feel personally+ There are 
no right or wrong answers+ 

3+ Then ask them to reflect on their responses and                    
compare these with the responses of their partner+ 
Guide them in the interpretation of their outputs+ 

4+ Remind the participants that: 
a+ Their responses represent their individual preference 

for love language or expression of love by their                  
partner, which affirms or validates that they are 
loved+ This should be recognized by their partner+ 

b+ They may also consider how they express love and if 
it conforms to the preferred love language of their 
partner+ 

c+ They should also recognize that their love language 
may be affected by the presence of children and 
other circumstances, and thus, may change over 
time+ 

5+ Process the activity by highlighting the key messages 
and discussion contents for this session+ Build on the                   
experiences and insights from the participants rather 
than lecturing the key messages+  

 PowerPoint 
presentation and 
handouts on the 
5 Languages of 
Love 

 Questionnaire on 
the 5 Languages 
of Love (Annex 
B1) 

 Pens/pencils 

KEY MESSAGES AND DISCUSSION CONTENT  
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Communication – Both silent and verbal communication can be strong                        
expressions of love+ To experience the power of a higher kind of love, spouses/
partners need to: 

 Keep an open communication+ 

 Be aware of each other’s expectations+ 

 Verbalize and articulate needs and desires+ 

 Recognize that even if they love each other, a couple may not necessarily and 
automatically know each other’s deepest thoughts+ 

 Express what is going on inside their hearts and minds, how they feel about 
themselves or about a certain situation+ 

 Share one’s thoughts and feelings with one another to make each other feel 
worthy, loved, appreciated and safe in each other’s affection+ 

 Communication is also important in effectively managing emerging marital 
conflicts+ A couple should never end a day without first resolving any                     
conflict that might have happened between them during the day+ 

Empathy – This pertains to the ability to understand another person’s                       
perspective by putting oneself in the other person’s situation+ Husbands and 
wives/partners are more contented in their relationship when they perceive that 
their spouses/partners truly understand their thoughts and feelings+ This also 
avoids preconceived biases or prejudgments about certain actions or                 
behaviors of the partner+ 

Acceptance – When people feel that their spouses/partners truly accept them 
for who and what they are, they are usually more secure and more confident in 
their relationship+ 

 Often, conflicts arise because partners cannot accept the individual                     
preferences of their spouse, try to impose their own ideas or preferences on 
the other, and demand the spouse to change in order to suit one’s own                 
standards of how a person should be or should behave+ 

 When one person tries to force change on another person, the change is              
usually met with resistance+ The same is true with married couples+ Basic              
acceptance is vital to a happy marriage/union+ 

 Acceptance, however, does not mean that a spouse should tolerate the        
other’s actions that negatively affect the relationships+ Couples should strive to 
change negative behaviors for the good of the relationship or of the                        
family+ 

Love and loyalty – Love and loyalty between spouses foster trust and respect+ 
This involves the feeling of being loved by their spouse which creates also a 
feeling of confidence that they are able to keep the love and interest of their 
spouse+ Love is what binds couples to a lasting and meaningful relationship+ 
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Satisfying sexual relationship or sexual harmony – When done as an expression of 
love and care, sex serves as a powerful instrument of marital fulfillment and               
happiness+ 

 Sexual harmony happens when husband and wife recognize and appreciate 
each other’s sexual needs, desires, and preferences+ It also means the ability to 
give and receive sexual satisfaction from each other+ Sexual harmony can be 
achieved through a loving relationship between husband and wife who                 
communicate and respect each other+ 

Financial security – This pertains to the capacity of the couples to provide for the 
basic needs of the family to ensure not only their survival but their total                     
well-being+ 

 Many conflicts and problems of couples stem from the lack of financial                     
security+ When there is financial security, couples can focus more on the                  
positive aspects of married life, like spending more happy times together and 
spending quality time with their children+ 

 Wise budgeting and spending are necessary to support the financial needs of the 
family+ 

 

Spirituality – This involves putting the Supreme Being at the center of the                     
couple’s marital relationship+ When God completes the relationship, the                
marriage/union is strengthened+ The proverb that states “A cord of three strands is 
not easily broken” holds true in a God-centered relationship+ 

Mutual service – Married life is a life of mutual service and support+ Spouses help 
each other through equitable division of labor, sharing of responsibilities, and                 
complementing each other’s roles in maintaining the home and raising the family+ A 
loving companionship involves daily acts of support, encouragement and                           
assistance+ 

 

2. Shared and mutual effort from both spouses is necessary to make these elements 
work. 
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Besides the New Family Code of the Philippines which defines and provides for 
the legal conditions and requisites of marriage in the country, there are other laws 
in the Philippines that preserve the institution of family, protect the rights of each 
spouse, and promote the safety and well-being of family members+ 

 

Among these are the Anti-Violence Against Women and Children Act of 2004, the 
Magna Carta of Women and the Anti-Rape Law+ The recently passed                              
Responsible Parenthood and Reproductive Health (RPRH) Law gives clear                    
provisions on the rights of couples to decide and plan the size of their family, and 
the duty of the State to provide couples the means to realize this decision and the 
health care services needed by men and women to attain good reproductive 
health+ The law is also explicit about the duty of the State to promote every                
person’s “right to health, responsible parenthood, social justice, and full human 
development+” The key provisions of these laws are discussed in this session+ 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to: 

1+ Identify and explain the factors that make a harmonious relationship and 
ways of strengthening and nurturing the marriage of a couple+ 

2+ Explain the importance of maintaining good communication in marriage+ 
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1. In the Philippines, there are laws that provide the legal basis for marriage as 
well as protect the individuals who go into the marital union. Couples, before 
they get married, should get familiarized with these laws so that they will know 
what their obligations are under the law and how the law protects them when 
they are married. 

 

 The Philippine Constitution and the Family Code recognize that                  
marriage, as an inviolable social institution, is the foundation of the family and 
shall be protected by the State+ 

 Further, Republic Act also known as the Responsible Parenthood and 
Reproductive Health Law, affirms the roles of the State in protecting the  family+ 
This law also promotes the rights of the couples to exercise their reproductive 
rights, particularly their right to have their desired number, timing, and spacing of 
children within the demands of responsible parenthood through universal          
access to reproductive health information and services, including family                   
planning+ 

 In addition, there are other laws in the Philippines that protect and nurture        
marriage, and which can be resorted to in case of violence or abuse in the 
home+ Married couples should know and observe these laws+ 

 

Republic Act No. 9262: Anti-Violence Against Women and their Children Act of 
2004 (Promulgated March 8, 2004) 

 Violence against women and their children refers to any act or a series of 
acts committed by any person against a woman who is his wife,                 
former wife, or against a woman with whom the person has or had a             
sexual or dating relationship, or with whom he has a common child, or 
against her child whether legitimate or illegitimate, within or without the 
family abode, which result in or is likely to result in physical, sexual,               
psychological harm or suffering, or economic abuse including threats of 
such acts, battery, assault, coercion, harassment or arbitrary deprivation of 
liberty+ 

 The State recognizes the need to protect the family and its members, 
particularly women and children, from violence and threats to their                    
personal safety and security+ 
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Republic Act No. 9710: Magna Carta of Women  

 The Magna Carta of Women provides for women’s protection from all forms 
of violence, including those committed by the State and defense of                 
women against gender-based violence (including domestic violence)+ 

 It also provides equal rights in all matters relating to marriage and family             
relations+ The State shall ensure the same rights for women and men to: enter 
into and leave marriages, freely choose a spouse, decide on the number 
and spacing of their children, enjoy personal rights including the choice of a 
profession, own, acquire, and administer their property, and acquire, change, 
or retain their nationality+ It also states that the betrothal and marriage of a 
child shall have no legal effect+ 

 

 Republic Act No. 8353: Anti-Rape Law of (September  

 The law states that rape is committed by a man who shall have carnal 
knowledge of a woman and uses force, threat, or intimidation+ 

 The Supreme Court recognizes the lawmakers intended to include and                   
penalize marital rape under the definition of rape+ As such, forced sex                    
between married couples is still rape and cannot be excused under the 
guise of marriage+ (Acosta, 2015)+ 

 

See Annex C for other laws related to marriage+ 

 

 

In case a couple needs help, whether in understanding laws or concepts that                
concern marriage, in enriching their relationship, or in resolving marital issues, there 
are a number of government services provided by the local government unit or 
national government agencies that they can avail of+ In addition, there are also      
private, non-government and religious entities that have programs offering                 
counseling for couples and family life enrichment activities+ 

 

Couples should find out where such services are available in their area, and not 
hesitate to avail of them when needed+ 

 

 

 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    

SESSION 
Services Available For Nurturing Marriage 

(2009) 

1997 1997} 

5: 

34 



 

 

 

 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to identify                 
government services and programs they can avail of in regard to marriage and 
family+ 

 

 

Services and programs on enriching and nurturing marriage are provided by the 
local government unit, as well as by non-government and private organizations 
and some national government agencies+  

 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL 

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

KEY MESSAGES AND DISCUSSION CONTENT  

Services/Programs Sources of Services 

a+ Marriage counseling  Municipal or City Social 
Welfare and Development 
Office (M/CSWDO) 

b+ Responsible Parenthood and Family    
Planning (RPFP) classes 

c+ Classes on Male Involvement in RPFP 
and Gender Equality 

d+ Parenting Education on Adolescent 
Health and Development 

 M/CSWDO 

 Municipal/City Population 
Office (M/CPO) 

 Municipal/City Health Office 
(M/CHO) 

 Commission on Population 
and Development (POPCOM) 

e+ Services for victims of violence 
against women and children (VAWC) 

 Barangay VAWC Desk 
 M/CSWDO 

f+ Pre-departure Guidance and                           
Counseling Program (PDGCP) for                     
Filipino spouses and other partners 
of foreign citizens, including former                   
Filipinos  

 Commission on Filipinos 
Overseas 

g+ Other family and marriage-oriented 
programs by the local government  

 Local Government Unit  

• Five (5) 
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Now we know more about marriage and the relationships that we need to nurture 
when we get married, which include not only our relationship with our spouse, but 
also with our spouse’s family+ 

 

We learned that marriage, has legal requirements that we need to comply with, 
and legal implications that we have to observe over its duration+ At the same time, 
the law also provides protection from abuse to each spouse and ensures the    
well-being of family members by making it the duty of the State to provide the 
services needed by the couple to achieve their plans for their family+ 

 

We were also given tips on how to prevent and handle marital issues, as no                  
marriage is perfect and all couples are bound to encounter some conflict in the 
course of their married life+ But with commitment, communication, understanding, 
cooperation, love and respect, we can maintain harmony in marriage, and live a 
rewarding married life+ 

 

Having learned what it takes to get married, in the next topic we will learn what it 
takes to be good and responsible parents, how to treat and manage our children 
and bring them up well+ 
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SESSION Responsible Parenthood 

 

Responsible parenthood is about the capacity of parents to provide for the               
various needs of the family and to achieve their well-being and aspirations+ It                 
involves the capacity to decide jointly on the number of children that a couple can 
afford to support adequately and raise efficiently+ 

Being responsible parents also means that the children they will bring into the world 
will be healthy and well cared for+ Thus, it is also part of responsible parenthood to 
make sure that the mother is physically ready to bear and give birth to a child, and 
that both parents are emotionally, mentally, physically and economically ready to 
raise the child+ 

Waiting for the right time to get married and have children will allow both the boy 
and the girl, or the man and the woman, more time to develop and achieve the          
capacities they will need to become better parents, like education, employment, 
economic stability, personal maturity, and self-confidence+ 

Responsible parenting comes with a lot of duties and responsibilities+ These                    
include not only taking care of one’s children to keep them healthy, but also                  
bringing them up well to be happy and responsible adults+ This part of the manual 
lays down the duties and responsibilities needed by parents to have a healthy,     
happy, and economically stable family+ It also provides us tips on how parents can 
relate well with their children, communicate with them, and handle issues they may 
encounter at various stages of their children’s development+ Lastly, Topic Two also 
gives pointers on how to manage the home and maintain a safe and wholesome 
home environment for the whole family+ 
 
 
 
 
 
 

Responsible parenthood is the ability of a couple to raise a strong and stable                  
family, and make the family a reliable source of emotional, mental, social,                     
economic and moral support for the children+ Part of responsible parenthood is 
the ability to provide for the needs of the children and support them to achieve 
their aspirations throughout their development+ This includes keeping them 
healthy, well-educated, socially secure and well-adjusted+ 

 

Responsible parenting is a joint responsibility of a couple+ This joint responsibility 
starts from the decision on how many children they want and when to have them 
up to the decisions and actions they take as they raise their children from                        
babyhood to adulthood+ The proper development of children depends a lot on 
how well parents perform their joint parenting responsibilities+ This session                   
discusses the definition and elements of responsible parenthood+ 

Introduction 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    

• 1: 

38 



 

 

 

 

 

 

 

 

 

 

 

 
At the end of the session, would-be married couples will be able to: 
 

1+ Explain the meaning of family, responsible parenthood, and responsible                  
parenting+ 

2+ Elaborate on the elements of responsible parenthood+ 
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TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

ACTIVITY:  Family Visioning  

Process Materials 

1+ Instruct each couple to create a vision for themselves 
and their family by listing three (3) to five (5) things 
that they want to have in the next five (5) to ten (10)
years+ Their list may contain the following: new house 
having children, productive employment, new                 
business venture, etc+ 

2+ Have each couple create a visual representation of 
their vision for their family+ 

3+ Request one (1) or two (2) couple participants to share 
with the group what they have in their list and the    
visual image they have made+ 

4+ Process the activity by emphasizing the importance 
of responsible parenthood in their capacity to achieve 
the aspirations or their vision of their family+ 

 Sheets of 
bond paper 

 Pens/pencils 
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ACTIVITY:  Family Visioning  

KEY MESSAGES AND DISCUSSION CONTENT  

 

 

 

1. The family is the basic unit of society. It is the wellspring of strength and                    
stability of a community and nation. 

 A family is traditionally seen as being made up of a father (husband), mother 
(wife), and their child or children+ 

 The family is a child’s immediate environment and serves as the foundation 
for the child’s physical, social, mental, emotional, and moral well-being+ 

 The family is the source of the child’s sense of security and belongingness, 
and the source of nurturance for his/her emotional and economic growth+ 

 Couples who are not married and only living together are also considered as 
family because of their intense emotional bonds or affinity+ 

 Families are the cornerstone of our society+ The quality of the family defines 
the quality of our nation+ 

 Family structures are changing because of socio-economic and cultural 
factors; as such, it needs to be protected from factors that may undermine 
their integrity, well-being, and harmony+ 

 

2. Responsible parenthood is the ability and shared responsibility of husband and 
wife to provide for and fulfill the aspirations of the children and the family. 
Planning the number and timing of having children to make sure that they will 
be healthy and well-provided for is part of responsible parenthood. 

 Responsible parenthood is the will and ability to respond to the needs and 
aspirations of the family and the children+ It involves the psychological                
preparedness and health status of both parents, as well as other                             
sociocultural and economic concerns+ 

 It is the primary right and responsibility of parents to get actively involved in 
the promotion of their children’s well-being through the provision of                     
adequate care, attention, and affection+ 

The key elements of responsible parenthood are: 

 Awareness and preparedness of duties and responsibilities of parents; 

 Promotion and protection of the rights of the children; 

 Nurturing parent and child relationship and observance of effective 
communication; 

 Effective shared home management; 

• 
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  Practicing family planning; 

  Promoting safe motherhood and child health and nutrition; 

  Fostering community involvement and participation; 

3. Responsible parenting is the assumption of the joint responsibility by husband 
and wife in decisions about having and nurturing children, providing for the  
needs of the family and attaining family aspirations, and positively contributing 
to community development. 

 Responsible parenting involves a series of decisions parents make to ensure 
the best possible life for themselves, for their children, and for the                           
communities they belong to+ 

 More than just making decisions, responsible parenting is a commitment to 
ensure the well-being of the family and to enable each member to fully                 
develop one’s capabilities and potentials+ Responsible parenting includes the 
process of deciding how many children to have and when to have them+ 

 The success of a family to provide a stable foundation for the development of 
children rests a lot on the ability of parents to practice responsible 
parenthood+ 

 There are different parenting styles in the Philippines+ They may be classified           
into the following: 

 Authoritarian: Parents have full authority over every aspect of their child’s 
life+ 

 Permissive: Parents do not set standards for their children+ 

 Neglectful: Parents are not interested in their children’s affairs+ 

 Authoritative: Parents balance demands and discipline with                                  
responsiveness+ 

 

 

The New Family Code and the Child and Youth Welfare Code of the Philippines 
enumerate the duties and responsibilities of parents toward their children+ It is   
important that, before getting married, couples know what these responsibilities 
are and be able to determine how ready they are to assume these responsibilities 
or what they need to do to prepare themselves for the task of parenting that lies 
before them+ 
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It must be noted that these responsibilities are not confined only to taking care of 
the children’s basic needs, like food, clothing, and shelter, but include also the                 
development of their moral and spiritual values, their sense of responsibility and 
community, their social skills, and their ability to become productive members of 
society+ 
 

When couples decide on the number of children they want to have, they should be 
aware that they have responsibilities to every child, and as the size of their family 
increases, these responsibilities also increase+ Thus, as they plan for the future of 
their family, they should also plan for providing time and resources to respond to 
each child’s needs, and be ready to make necessary life improvements                              
accordingly+ The couple should be able to care for and relate well with their                     
children as the members of the family increase+ All of these parental                                 
responsibilities are discussed in this session+ 

 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to identify and 
explain the duties and responsibilities of parents+ 

 

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

ACTIVITY :  Throwback  

Process Materials 

1+ Ask each participant to think of an event during their 
childhood that they consider the happiest moment of 
their life as a child (for one ( ) minute)+ 

2+ Then ask them to think of an event during their                 
childhood which they consider as the saddest or lowest 
moment of their life as a child ( minute)+ 

3+ Let them share their reflections with their spouse or                  
partner+ 

4+ Ask one ( ) to two ( ) volunteers to share their stories to 
the plenary+ 

5+ Process the activity by asking them the following                   
questions : 

 Sheets of 
paper (in 
case they 
need to take 
down notes) 
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1. Parents have enormous duties and responsibilities toward their children, as           
provided for by law. Knowing and understanding these duties and                                   
responsibilities enable parents to apply them towards their children today and 
in the future. 

 It is the right and responsibility of parents to get actively involved in the                   
promotion of their children’s well-being through the provision of adequate 
care, attention, and affection+ 

 Parents have the following duties and responsibilities to their children: 

Providing physical care, love and basic needs 

 The quality of children’s physical, mental, and emotional health depends 
on the quality of parental care they get from their parents and significant                 
others as they grow+ Caring for the child starts while the child is still in the 
womb+ 
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ACTIVITY : Duties and Responsibilities of Parents  

KEY MESSAGES AND DISCUSSION CONTENT  

Process Materials 

a+ What did you feel when you remembered the highest and 
lowest moment of your childhood? 

b+ What did you learn about that experience in relation to your 
plan to be a parent yourself? 

6+   Further process the activity by pointing out the importance 
of responsible parenting to their children through the key                
messages+ 

  

Process Materials 

1+ Distribute metacards to the participants+ 
2+ Ask them to write their concept of parents’ duties and                     

responsibilities+ 
3+ Tell them to post their cards on the board+ 
4+ Process the outputs of the participants by clustering                 

common ideas+ 
5+ Deepen the discussion by pointing out the key messages as 

they relate with the outputs of the group+ 

 Metacards 

 Markers 

 Masking 
tape 

e 2 
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ACTIVITY : Duties and Responsibilities of Parents  

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    

 Parents should provide their children with basic needs such as clothing, 
adequate nutrition, a happy home environment, and health care+ 

 Parents need to ensure the health of their children, provide them affection 
and proper attention+ 

 

 Inculcating in them the right values, good conduct, and discipline 

 Parents should be the role models for their children+ 

 Children should be trained by parents to think, reason out, think critically, 
and distinguish between right and wrong+ 

 As early as one year old, children should be taught how to accept                      
limitations, value freedom and responsibility, and understand the                           
requirements of living well and peacefully with others+ 

 Parents should also teach their children the value of saving and wise use 
of money, frugality, and self-reliance+ These can be taught to children               
early on as they budget and decide how to spend their allowance+ 

 

 Teaching them their roles and responsibilities 

 Parents should also be able to teach their children their responsibilities 
and roles towards their parents+ The Family Code of the Philippines                    
provides that: “Children shall always observe respect and reverence                   
towards their parents and are obliged to obey them as long as the children 
are under parental authority+” ( a)+ 

 Teach children responsible and productive use of modern information and 
communication technologies (ICT)+ 

 

  Developing their social competence 

 Socially competent children are described as friendly, happy,                          
self-confident, responsible, imaginative, alert and energetic+ They enjoy 
work, have good communication skills, and are a good sport+ 

 Social competence can only be achieved if children have high                           
self-esteem+ This is developed by allowing them to do things on their 
own, think for themselves, and make decisions in accordance with their 
level of development+ 

 Self-confidence is an important component of social competence+ This is 
developed by praising children for their efforts and congratulating them 
for their successes+ If they fail, encourage them to try again+ 

 Scolding and shaming them can do more harm than good+ 
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 Education 

 Parents are the children’s first teacher, and the home, their first school+     
Suitable learning experiences must be provided in the home to hasten their 
mental development as early as infancy+ 

 Every child has the right to education+ Parents are required to send their 
children to school and provide for their education+ 

 Parents are also duty-bound to discover and nurture their children’s innate 
talents and abilities to the fullest extent possible+ 

 

 Citizenship training 

It is necessary to teach children a sense of nationhood and develop their                  
commitment to their country+ They are to be taught the value of order,                       
cooperation, tolerance, sportsmanship, self-discipline and self-reliance through 
home and play experiences aside from the learning they get in school+ 

 

Educating children in age-appropriate aspects of human sexuality and 
gender sensitivity 

Parents should provide correct information on responsible human sexuality 
with their children+ It has been proven that children who are appropriately 
aware of their sexuality are more able to protect themselves and become               
well-adjusted and responsible adults+ 

 

 Spiritual and value formation  

Parents should guide their children to develop their spirituality based on their 
belief and religion+ They should teach their children to have fear and reverence 
for their God+ They should also be able to form the right values and principles 
that their children should adhere to as they grow up+ 

 

 

Communication between parents and children and other members of the family is 
a vital element of good family relationships+ Communication between parents and 
children sometimes can be a bit more complicated considering the age gap and 
the differences in interests and orientations, and sometimes even in the                   
language+ 
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In the modern age, it often becomes difficult for parents to maintain constant               
communication with their children, especially during the adolescent years when 
children have gained more independence and have developed their own social 
circles+ In recent years, there has also been a need to rethink how parents teach 
values and attitudes to their children, particularly in the face of other influencing 
factors like television, the Internet, and social media+ 
 

It is important for parents to maintain communication with their children+ Verbal 
and non-verbal gestures, like hugging or kissing, sometimes can be even more 
effective than words in showing parental concern and approval+ Listening is also a 
very important part of communication+ This session discusses concerns about                   
improving communication between parents and their children+ 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to identify the 
ways of communicating effectively with their children in order to develop good 
parent-child relationship+ 

 

 

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

ACTIVITY: Greatest Love of All   

Process Materials 

1+ Flash/play the song the “Greatest Love               
of All+” 

2+ Generate from the couples their reactions 
and let them write their reactions on the 
metacards/sheets of paper+ 

3+ Process the output of the participants by 
relating their responses to what and how 
parents can teach their children+ 

 Audio copy of the song 
“Greatest Love of All” 

 LCD 

 PowerPoint presentation 

 Meta cards or sheets                      
of paper 

 Pentel pens 

 Masking tape 
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1. Communication is very important in maintaining a harmonious relationship.                
As such, communication between parents and children is vital in guiding them 
through their growth and development. 

 
 Basic Principles of Good Parent-Child Communication. Good communication is 

an important parenting skill+ Parenting can be more enjoyable when positive 
parent-child relationship is established+ Below are the basic principles of good 
parent-child communication: 

 Let the child know that you are interested and involved and that you will 
help when needed+ 

 Give full attention when your child wants to talk to you+ 

 Unless other people need to be part of the discussion, hold conversations 
in private+ The best communication between you and the child will occur 
when others are not around+ 

 Embarrassing the child or putting him on the spot in front of others will lead 
only to resentment and hostility, not good communication+ 

 Do not tower over your child+ Physically get down to the child’s level, then 
talk+ 

 If you are angry about a behavior or an incident, do not attempt to                      
communicate until you regain your cool because you cannot be objective+ 
It is better to stop, settle down and talk to the child later+ 

 If you are very tired, you will have to make an extra effort to be an active                 
listener+ Genuine active listening is hard work and is very difficult when your 
mind and body are already tired+ 

 Listen carefully and politely+ Do not interrupt the child when he is trying to 
tell his/her story+ Be as courteous to your child as you would be to your 
best friend+ 

 Do not ask why but do ask what happened+ Do not be judgmental; let the 
child explain+ 

 If you have a knowledge of the situation, tell the child the information that 
you know or have been told+ Then let him tell you his/her own version+ 

 Adult talking – “You’ll talk when I’m finished,” “I know what’s best for you,” 
“Just do what I say and that will solve the problem” – does not work+ Keep 
adult talking, preaching, and moralizing to a minimum because they are not 
helpful in getting, and keeping communication open+ 

 Do not use put-down words (like dumb, stupid, lazy) or derogatory                       
statements (like “Stupid, that makes no sense at all” or “What do you know, 
you’re just a child”)+ 

 Assist the child in planning some specific steps to the solution+ 
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 Show that you accept the child, regardless of what he/she has or has not 
done+ 

 Reinforce the child for keeping communication open+ Do this by accepting 
him and praising his efforts to communicate+ 

 

 

It is the main responsibility of parents to promote the welfare and rights of their 
children+ Children, like every member of society, have human rights+ All children are 
entitled to these rights without distinction as to legitimacy, sex, social status,                  
religion, political background of parents, and other factors+ Parents should foster 
these rights to enable their children to achieve their development tasks and                       
aspirations+ This session discusses the various human rights of the child+ 

 

 

 

 

 

At the end of the session, would-be married couples will be able to identify the 
rights of the child in preparation for their parenthood roles, as well as the ways to 
nurture these rights+ 

 

 

 

1. Children have rights and parents must respect and fulfill these rights. Adopted 
children enjoy all of the same rights as the couple’s natural children. How the 
children live and develop depends highly on how parents make sure that they 
enjoy their rights. 

 All children are entitled to certain rights, regardless of whether they are boy 
or girl, legitimate or illegitimate, natural or adopted children, and whatever 
their parents’ socioeconomic status, religion, regional origin, or political                
background are+ Parents, with the enabling support of the government and 
community, must make sure that their children enjoy these rights+ 

SESSION Rights of the Child  

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

KEY MESSAGES AND DISCUSSION CONTENT  
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According to the Convention of the Rights of the Child that was ratified by the 
UN, children have the following rights: 

 Children have the right to be born well once they are conceived. Children are 
endowed with the dignity and worth of a human being from the moment of 
their conception, and therefore, have the right to be born well+ 

 Children have the right to a wholesome family life. Children have the right to a 
wholesome family life that will provide them with love, care and                          
understanding, guidance and counseling, and moral and material security+ 

 Children have the right to develop into a happy, useful and active member of 
society. Children have the right to a well-rounded development of their                  
personality so that they may become happy, useful, and active members of 
society+ Gifted children shall have the right to develop their special talents+  

 Children have the right to a healthy and vigorous life. Children have the right 
to a balanced diet, adequate clothing, sufficient shelter, proper medical                   
attention, and all the basic physical requirements of a healthy and vigorous 
life+ 

 Children have the right to enrich and strengthen their character through a 
moral and upright life. Children have the right to be brought up in an                       
atmosphere of morality and rectitude for the enrichment and strengthening 
of their character+ 

 Children have the right to education and skills development. Children have the 
right to an education commensurate with their abilities and to the                             
development of their skills for the improvement of their capacity for service to 
themselves and to their fellowmen+ 

 Children have the right to safe and wholesome recreational activities. Children 
have the right to full opportunities to enjoy safe and wholesome recreational 
activities, individual as well as social, during their leisure hours+ 

 Children have the right to be protected from anything that will negatively 
affect their development and growth. Children have the right to protection 
against exploitation, improper influences, hazards, and other conditions or         
circumstances prejudicial to their physical, mental, social, and moral                        
development+ 

 Children have the right to live in an environment that will positively affect their 
growth and development. Children have the right to live in a community and 
society that can offer them an environment free from harmful elements and 
conducive to the promotion of their health and the cultivation of their                           
desirable traits and attributes+ 

 Children have the right to the care, assistance, and protection of the State, 
particularly when their parents or guardians fail or are unable to provide them 
with their fundamental needs for growth and development+ 

 Children have the right to an efficient and honest government. Children have 
the right to a government that will deepen their faith in democracy and                   
inspire them with the morality of the constituted authorities both in their                         
public and private lives+ 
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 Children have the right to grow up as free and responsible individuals.                   
Children have the right to grow up in an atmosphere of peace, understanding, 
tolerance and universal brotherhood, and with the determination to contribute 
their share in the building of a better world+ 

 Children have the right to a name and nationality. Article 7 of the Convention 
on the Rights of the Child states that a child must be registered immediately 
after birth and must be conferred with a name and nationality+ A child who is 
not registered at birth is in danger of being shut out of society, denied the 
right to an official identity, a recognized name, and nationality+ Furthermore, 
the birth certificate is a document of paramount importance in accessing a 
range of rights achieved through services offered by the government, like free 
basic education, PhilHealth, and other social protection programs in the               
country+ 

 

 

 

Part of being responsible parents is managing the home and the household+ The 
home is the children’s first and immediate environment+ Before the school and the 
community, the home is where children first learn the values, discipline, and skills 
that will equip them for the rest of their lives+ The home is not only where children 
get nutrition, shelter, and physical comfort, but is also their refuge in times of                  
uncertainty and trouble+ Therefore, it is very important that parents provide their 
children a home where they will be safe, healthy, at peace, and secure+ This                     
session discusses how couples can share in the management of the home+ 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to identify the 
ways they can practice shared home management so that they can provide a 
safe, healthy, pleasant, and secure home environment for their children and the 
family+ 

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

SESSION Home Management • 5: 
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1. Home management is the process of planning, controlling and evaluating                  
family resources to achieve family goals. It is a decision-making activity shared 
by the couple. It helps families and couples make maximum use of what they 
have to attain their goals and aspirations. 

2. Proper and wise management of time, energy and family finances, and the        
ability to foresee and prepare for future eventualities are key elements to                
effective home management. 

 The couple not only shares the responsibility for managing and nurturing the 
family but the home and household as well+ Among the things the husband 
and wife must attend to are: 

 Balancing income against expenses through budgeting in order to provide 
the basic needs of the family+ 

 Building savings and investments+ 

 Maintaining hygiene and sanitation in the house and its surroundings+ 

 Maintaining a healthy lifestyle for the family+ 

 Enrolling of the members of the family in social insurances offered by the 
government such as, but not limited to, PhilHealth and other social                           
insurance+ 

 Ensuring resiliency of the household in times of emergencies and                      
preparation for actual disaster+ 
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Process Materials 

1+ Provide participants with paper and ball pens+ 
2+ Instruct them to prepare a family budget for 15 days+ 
3+ Ask them to compare their income for 15 days and 

their prepared budget+ 
4+ Ask them if there are savings and how much+ 
5+ Ask one ( ) or two (2) participants to share their insights 

about their budget+ 

 Sheets 
of paper 

 Ballpens 

KEY MESSAGES AND DISCUSSION CONTENT  

ACTIVITY: Going to the Market e 
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Responsible parenthood encompasses a wide range of concerns+ There are many 
services provided by government and non-government organizations for these      
concerns+ The Department of Health, the Department of Social Welfare and                     
Development, and  the Department of Education and their local counterparts at the 
city and municipal level, for example, have programs that can give parents                
information and services on family health, child welfare, youth development, and 
home management+ Most LGUs also offer livelihood training and business                
opportunities for enterprising couples to help them augment their family income+ In 
addition, there are a number of local organizations that parents may join to be able 
to participate in and avail of various programs that will help them improve their           
capacities to practice responsible parenthood+ 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to identify                     
government services and programs they can avail of in regard to responsible 
parenthood+ 

 

 

 

 

 

1.  Services on responsible parenthood are available in every locality, provided by  
the LGU or non-government organizations. You only need to get in touch with 
your barangay or the local government offices in your locality to find out what 
programs and services are available.  

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

SESSION 
Services Available  for  Responsible Parenthood  

KEY MESSAGES AND DISCUSSION CONTENT  
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Responsible parenthood is being able to provide for the needs of your children+ 
These needs include not only the basic needs like food, health, nutrition, clothing, 
and shelter, but also the non-tangible needs, like the need for psychosocial             
support, need to develop their potentials and achieve their aspirations and the 
need to become  better persons+ Responsible parenthood also involves protecting 
and upholding the rights of every child, which include the right to develop fully in a 
wholesome, morally upright family environment, and to live a full life free from  
discrimination and abuse+ 

Responsible parenting is the assumption by both parents of this joint responsibility 
of becoming responsible parents to their children+ 

Practicing responsible parenthood begins not only when the child is born, but even 
before the child is conceived+ Because responsible parenthood involves making 
sure that both parents will be ready and able to provide for the child’s needs from 
the time he/she is born until he/she grows up+ Thus, responsible parenthood      
begins with the proper planning of how many children they want to have and will 
be able to support, and when to have them+ 
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SYNTHESIS OF TOPIC TWO  

Services/Programs Sources of Services 

a+ Marriage counseling 
b+ Parent Effectiveness Training (PET) 

and services 
c+ Family Development Sessions (Pantawid 

Program) and Responsible Parenthood 
and Family Planning (RPFP) classes 

d+ Classes on Male Involvement in RPFP 
and Gender Equality (e+g+, ERPAT and 
KATROPA) 

e+ Parenting Education on Adolescent 
Health and Development 

f+ Services for victims of violence against 
women and children (VAWC)  

g+ Health and Nutrition Program  
h+ Other family and marriage-oriented                    

programs by the local government  

 Municipal or City Social              
Welfare and                               
Development Office                
(M/CSWDO)  

 Municipal/City                      
Population Office (M/CPO) 

 Municipal/City Health Office 
(M/CHO) 

 Commission on                        
Population and Development 
(POPCOM) 

 Barangay VAWC Desk 
 Local Government Unit  
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Responsible parenting, therefore, entails a lot of duties and responsibilities+                           
Performing these responsibilities requires not only time and resources on the part 
of the parents, but also a capacity to understand, listen to, and communicate    
effectively with their children+ 
 
When a couple decides to get married, they must not only be ready to be loving 
and caring spouses to one another but be prepared also to be responsible parents 
to their children+ When they know that they are ready, only then can they go into 
birthing a child and making a family, which is what we will discuss in the next                
topic – planning the family+ 
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TOPIC  
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Introduction  

Couples would want to get married primarily because they want to form a family+ 
Forming a family, however, entails a lot of considerations in terms of the couple’s 
preparedness and capacity to ensure the welfare and well-being of the family they 
want to form+ It needs serious joint planning by the couple+ 

Overall, planning the family involves the conscious effort and determination to               
ensure the welfare and well-being of the family+ As such, it includes shared                    
decisions by the couple on the number, timing, spacing of their children and the 
means to achieve such family goals+ These entail knowledge about one’s sexuality 
and fertility as well as the various methods of family planning+ It is also important 
for couples to be aware of the risks that come with sexual behavior, such as the risk 
of contracting HIV/AIDS and other sexually transmitted infections, so that they can 
take the necessary precautions to prevent them+ 

 

Human sexuality is what differentiates a man from a woman, both in their                           
physiological makeup, particularly their reproductive systems, and in their capacity 
for sexual attraction and behavior+ A person’s sexuality is mainly determined by the         
biological body construct with which he or she was born, but a person’s life                       
circumstances and exposure, which affect one’s feelings and personality                         
development, also come into play in determining a person’s sexuality+          
 
For a couple to have a satisfying relationship, each should understand and accept 
both his/her own sexuality and that of his/her partner+ This will enable each to be 
responsive to the other’s sexual needs and at the same time gain satisfaction from 
the relationship+ 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to: 

1+ Explain the basic concept of human sexuality+ 

2+ Identify the gender dimensions of human sexuality+ 

3+ Explain the importance of understanding human sexuality for married                 
couples+ 

 

 

SESSION Human Sexuality 

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  

15 
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1. Human sexuality is a function of both the biological body a person was born with, 
and his/her sexual feelings and preferences. There are differences between 
male and female sexuality that couples need to understand in order for them to 
satisfy each other’s sexual needs and perform their respective roles in                        
reproduction and family formation. 

 

Definition of Human Sexuality 

 Human sexuality is defined as the characteristics that make a man a man, or a 
woman a woman+ This includes the man or woman’s capability for sexual                 
feelings and behavior+ It also includes his or her total personality+ 

 Our sexuality is a product of what we are born with, as well as our own unique 
life experiences that have shaped our attitudes, feelings, and values toward  
ourselves and other people+ 

 Understanding the differences between male and female sexuality helps a              
couple determine each other’s behavior and needs as sexual beings, as well as 
the role each one plays in, or one’s contribution to, human reproduction (PMC 
Nurturing the Marriage and Family, POPCOM and DOH, )+ 
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Services/Programs Sources of Services 

1+ Ask the participants to stand up and form 
two ( ) lines – one ( ) for females, one (1) 
for males+ Quickly, ask the women to                   
enumerate the characteristics (sexual,     
social, etc+) of the males+ Then ask the 
men to enumerate the characteristics of 
females+ 

2+ Process the responses by asking the                 
participants to point out the differences in 
the characteristics they gave for the 
males and females+ 

3+ Use the responses to introduce the                
discussion of male and female sexuality+  

 Metacards 
 Markers 

 Masking tape  

KEY MESSAGES AND DISCUSSION CONTENT  
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Basic Gender and Sex Concepts 

 Sex pertains to the biologically determined characteristics of a male and a            
female+ It includes the person’s reproductive anatomy and physiology+ There 
are two sexes – male and female+ Men’s sperm has two (2) types of                            
chromosomes (X and Y) that determine the sex of the baby+ 

 Gender refers to the socially constructed expectations, characteristics, and 
roles of a man and a woman+ It refers to the differences between males and 
females that are changeable over time and have wide variations within and 
between cultures+ As opposed to biologically determined characteristics 
(sex), gender refers to learned behavior and expectations to fulfill one’s                
image of masculinity and femininity+ Gender is also a socioeconomic and               
political variable with which to analyze people's roles, responsibilities,                  
constraints, and opportunities+ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Gender identity refers to a personal sense of identity as characterized by, 
among others, manner of clothing, inclinations, expressions, and behavior in                  
relation to masculine and feminine conventions+ It is the personal sense of 
one's own gender+ Gender identity can correlate with assigned sex at birth, or 
can differ from it+ 

 Gender roles refer to the socially determined behaviors, tasks, and                                
responsibilities for men and women based on socially perceived differences 
that define how they should think, act, and feel based on their perceptions of 
their sex+ Prescribed gender roles, however, can be influenced and changed
(RPFP Resource Manual, POPCOM and DOH, 2015)+ 

Sex Gender 

 Word associations:                                  
man–woman, boy–girl 

    and male–female 

 Word associations:                               
masculine–feminine 

 Physiologically and 

    biologically determined, or               
essentially, “a given” at birth 

 Socially constructed 

 Highlights biological differences  Highlights the social 
conditioning of behaviors,                 
attributes, and value systems 

 Permanent and universal  Can be changed 

 Constant across time cultures/
countries  

 Varied associations across time 
and culture  
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 Couples should strive to achieve and promote gender equality between them 
and toward other members of the family, especially among their children+ 

 Gender equality means that the different behaviors, aspirations and needs of     
women and men are considered, valued and favored equally+ 

 The right–based approach tells us they are the same humans+ The                        
difference is only biological+ Both male and female spouse or children should 
be given equal opportunities, roles, and responsibilities+ 

2. Respect for one another’s sexuality is part of sexual maturity, which is necessary 
for husbands and wives to communicate effectively and maintain sexual                   
harmony. To achieve a happy, and healthy relationship, couples must                            
recognize and accept their own and their partner’s sexuality. 

Importance of Understanding Human Sexuality and Gender Roles for                                    
Married Couples 

 Understanding a man’s and woman’s basic characteristics and differences is                 
necessary to achieve sexual harmony that makes and keeps a successful               
marriage+ Sexual harmony happens when husband and wife recognize and                
appreciate each other’s sexual needs, desires, and preferences+ It also means 
the ability to give and receive sexual satisfaction from each other+ 

 Each spouse should be comfortable enough to discuss matters about their                   
sexuality+ For example, they should agree about the number of children they 
would like to have, etc+ The kind of sharing and openness the couple have in 
their relationship will:  

 Make the couple more active, yet relaxed in achieving sexual pleasure+ 

 Make the couple aware of their reproductive capacity and to control and                 
regulate it as guided by their sense of responsibility+ 

 Make the couple realize their respective roles as husband and wife and as             
children of their parents and as parents to their children+ 

 Provide a sense of well-being, enhancement of life and feelings of oneself               
towards greater fulfilment in relationship with others+ 

 One’s power to express sexuality lasts a lifetime – whether or not a person is in 
a sexual relationship with a loved one, or feels good about his or her body, or                
appreciates sensual pleasure that is given or taken+ 

 Couples can enjoy a wide range of intimate sexual expressions – from holding 
hands, hugging, kissing, massaging, dancing or doing the sex act+ People touch 
people to express a simple expression, to communicate or to give sexual                
gratification+ 
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 A sexual relationship is for the mutual satisfaction of both partners+ The sex 
act is the most intimate form of communication between human beings+ It is 
one of the means of strengthening the couple’s relationship and their commit-
ment to the well-being of their family+ As such, each spouse should always 
consider the well being of their partner+ Every sexual act should be mutually 
consented to by both partners+ 

 

 

 

A knowledge of fertility is necessary for a couple to understand their capacity to 
procreate children+ Understanding how the husband’s and the wife’s reproductive 
systems work will enable them to better plan and prepare for having children+ It is 
also important in their decision to choose which method they prefer, if they                 
decide to use a family planning method+ 

 

This session will familiarize us with the male and female reproductive systems, 
and the factors that can affect a man’s and a woman’s fertility or ability to                    
produce children+ It will also show us the different stages of a woman’s menstrual 
cycle, which are critical in whether or not a baby will be conceived during the sex 
act+ 

 

 

 

 

 

 

 

 

At the end of the session, the would-be married couples will be able to explain 
fertility, the male and female reproductive system, the menstrual cycle, and the 
process of fertilization and implantation+ 

SESSION Fertility Awareness  

TIME ALLOTMENT:  minutes  

OBJECTIVES OF THE SESSION  
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1. The male and female reproductive systems complement each  other. Every part 
of the male reproductive system and of the female reproductive system is                
designed to perform a function for the purpose of  producing an offspring, and of 
making the process of reproduction a pleasurable experience for both the man 
and the woman. 

 

2. An understanding of these parts and functions will enable the couple to                            
better appreciate the beauty and purpose of this experience that they are going 
through together. 

ACTIVITY: My Reproductive System  
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Process Materials 
1+ Post the illustrations of the male and female                                    

reproductive systems on the board+ 
2+ From the cutout labels, ask the participants to pin or 

tape the appropriate name on the parts of the male and 
female reproductive systems+ Ask each participant to 
state the name of the part as he/she affixes the label+ 

3+ This activity usually elicits laughter among the                           
participants+ Endeavor to make the participants realize 
that talking about sex should be a natural and                          
wholesome exercise+ 

4+ Process the activity by discussing the key messages 
and discussion contents for this session+ 

5+ Throughout the discussion, try to be sensitive to the                     
participants’ personal inhibitions or reservations                      
regarding some topics+  

  Flipchart,               
poster or Manila 
paper with                     
illustrations of 
the male/
female                        
reproductive 
system 

 Cutouts or 
labels/
names of 
parts of the 
male/
female                  
reproductive 
system 

 Pins or 
masking 
tape 

KEY MESSAGES AND DISCUSSION CONTENT  
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Fertility Awareness Defined 

 Fertility awareness pertains to one’s knowledge of how his/her own                   
reproductive system functions and the biological and sociological facts 
about human fertility+ 

 It refers to the recognition of the fertile and infertile phases of a woman’s 
reproductive cycle+ The woman or couple knows how to tell when the                
fertile time of her menstrual cycle starts and ends+ It relies on the daily               
observation and interpretation of the changing signs to determine a                  
woman’s fertility status+ 

 It involves the knowledge and understanding of the basic information 
about fertility and reproduction including male and female reproductive 
systems and functions+ It also concerns the appreciation of sexuality and 
procreative power of man and woman (POPCOM and DOH, )+ 

 

Why Is Fertility Awareness Necessary? 

 Men and women are not only gifted with the ability to have children, but 
also with the intellectual ability and capacity to understand and fully                          
appreciate their fertility+ Their bodies are already equipped with the                 
mechanisms for natural management of fertility+ They can observe these 
systems at work in their own bodies when they know what signs, feelings, 
and experiences to watch out  for+ 

 Knowing one’s body and fertility empowers the person to make a truly 
healthy, informed, and responsible decision on his/her family life                        
aspirations+ This will enable Filipino families to fully benefit from the family 
planning services offered to both by the government and the private                  
sectors (POPCOM, )+ 

 

What Is Fertility? 

 Fertility is the ability of a person to conceive and bear children through 
normal sexual activity+ It is necessary for both a man and a woman to be  
fertile in order for them to bear a child+ It necessarily focuses on male and 
female fertility, not separately, but in joint or combined perspective+ 

 The human capacity to reproduce involves a man and a woman and their 
contributions in the conception of a child+ A man contributes the sperm cell 
and the woman, the egg cell+ 

 

 

 

 

ACTIVITY: My Reproductive System  
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The Male Reproductive System 

 

 At around puberty, sperm cells begin to be produced in the testes+ 

 The male hormone testosterone directly influences sperm production or   
spermatogenesis+ Testosterone is also responsible for the secondary male 
characteristics+ A skin covering called the scrotum protects the testes+ 

 The sperm cells are stored and become mature in the epididymis+ The sperm 
cells are then transported through the vas deferens+ 

 They are combined with fluids from the seminal vesicles and the prostate 
gland+ 

 Together, they form a milky white fluid called semen+ 

 The fluids nourish and assist the movement of sperms until they are released 
by the millions from the man’s body in the process of ejaculation+ 

 Within minutes after ejaculation, sperms can reach the fallopian tube in the 
woman’s body and can live up to five ( ) days in the woman’s body when she 
is fertile+ 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL 

SOURCE: NFP MANUAL, 2019 
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-l!S. THREATS TO MALE FERTILITY 
~ ' . 

I THREATS i, EFFECTS HOWTODEALWITHTHREATS I 

Smoking 

Drug or Substance Abuse 
(Long Term Use) 

Chronic Alcoholism 

Excessive Exercise 

Use of anabolic steroids 
Unjectlbles) 

Chronic exposure to certain 
chemicals, pestlcldH, fertilizers, 
Ionizing radiation, heavy metals, 

organic solvents, lead 

Certain jobs or work which exposes 
the scrotum to Intense heat e.g. 

boilers, truck drivers 

Infections of Reproductive Tract 
(STis- Orchitis, Epididymis) 

Systemic and other Infectious Disease 
(Diabetic, Tyroid disease, Mumps) 

Malnutrition 

Low sperm mobility count 
and sluggish mobility 

Low and abnormal sperm count 

Abnormal sperm cell 

Reduced sperm count 

Testicular shrinkage and 
Infertility Erectile Dysfunction 

Lower sperm count 

Reduced sperm count 

Scarring of tubes, Infertility, 
transmission of Infection to partners 

Impotence, Inadequate sperm count 

Sperm count affected 

Avoid smoking 

Avoid using prohibited drugs 
(e.g. Marijuana, Ecstacy, Shabu) 

Avoid Intake of alcohol 

Ease up on exercise 

Take only prescribed medication 

Stay clear of environmental 
poisons/ hazards 

e Keep your scrotum cool 
e Wear loose fitting underwear 
e Avoid hot tubs, hot baths, sauna, 

hot work environment 

Abstain from pre-marital sex 

Regular medical check up 
with your physician 

Eat nutritious food 
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The Female Reproductive System 

 

 The egg cell, on the other hand, grows and develops in the ovaries+ 

 When a baby girl is born, her ovaries already contain the number of egg cells she 
will carry to adulthood+ At puberty, the eggs begin to mature+ Once in every                 
cycle, an egg cell fully matures and is released from the ovary into the fallopian 
tube+ This process is called ovulation+ 

 The egg cell survives for about 24 hours in the fallopian tube+ If a sperm cell is 
present after intercourse, fertilization is likely to occur+ 

 Fertilization is the union of the egg cell and the sperm cell+ 

 The fertilized egg journeys for around six days towards the uterus where it is 
implanted in the endometrial or uterine lining+ Pregnancy takes place for a                  
period of nine months and culminates with childbirth+ The cervix, which is 
known as the neck of the uterus, dilates at childbirth to allow the emergence of 
the baby from the uterus through the vagina+ 

 If unfertilized, the egg cell disintegrates and is reabsorbed in the body+ In about 
10-16 days, the uterine lining is shed off in the form of menstruation+ 

 

 

SOURCE: NFP MANUAL, 2019 
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Teenage Pregnancy 

Unsafe/ Several Abortions 

Infection of the Reproductive Tract 
(e.g. Gonorrhea, Chlamydia) 

a. Infection of the Vagina 
b. Cervical Infection 
c. Chronic Pelvic lnnammatory 

Disease 

Illnesses 
(e.g. Tuberculosis, Goiter, 

Tumor of the Ovary) 

Stress 
Decreased body-fat ratio 

e.g. Extremely thin 
Chronic or excessive exposure to 

x-ray or radioactive substance 

EFFECTS 

High-Risk Pregnancy 
Abortion 

Sexually Transmitted Infection 

Damaged Cervix 
Infections 

Hemorrhage/ Bleeding 
Death 

a, Too Acidic Vaginal Secretion 
which weakens the sperm 

b. Too thickened cervical mucus 
limiting passage of the sperm to 
the uterus 

c. Scarring of the fallopian tubes 
obstructing the transport of egg 

Menstrual Irregularities 

Menstrual irregularities 

HOWTODEAL WITHlllREATS 

Avoid pre-marital sex 

Avoid Intake of alcohol 

Avoid pre-marital sex 
Submit to early medical 

consultation and treatment 

Seek early medical consultation 
and treatment 

Healthy Lifestyle/ 
Stress Management 

Avoid unnecessary exposure to 
radioactive substance 

66 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Joint Fertility 

Joint fertility involves the united and equal contribution of the male and female in 
the decision and ability to have a child+ Although it is the woman who becomes 
pregnant and goes through childbirth, fertility involves contributions from both the 
male and female+ 

 The sperm and the egg meet through lovemaking or sexual intercourse+ 

 Lovemaking can occur anytime throughout the menstrual cycle of the woman+ 

 However, a baby results from lovemaking only during the woman’s fertile days, 
when she releases an egg+ The sperm unites with the egg to produce a baby+ 

 At other times, lovemaking will not result in pregnancy+ 

 It is also crucial to understand that aside from the male and female                            
reproductive body parts, the brain is involved in the process of reproduction, 
not only physically but more so in the decision-making process+ 

SOURCE: NFP MANUAL,  
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The Menstrual Cycle 

 Menstruation and the menstrual cycle are part of a woman’s reproductive                    
functions+ 

 The menstrual cycle starts from the first day of the woman’s menstrual period 
and ends on the day before she begins her next menstrual period+ 

 Since this happens regularly, it is called a cycle+ 

 The cycle includes the maturation and release of a mature ovum from the ovary 
up to the shedding off of the endometrium+ 

 

Length of the Menstrual Cycle 

The length of the menstrual cycle varies for each woman+ 

For some women, the cycle is as short as 26 (or even fewer) days+ For others, it is 
as long as  days or more+ Irregular periods are common in girls who are just                 
beginning to menstruate+ It may take the body a while to adjust to all changes                
taking place in the body+ However, on the average, a menstrual cycle usually lasts 
about days+ 

 

SOURCE: NFP MANUAL,  
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Phases of the Menstrual Cycle 

The menstrual cycle has four phases: Menstrual Phase, Pre-Ovulatory Phase,  

Ovulatory Phase, and Post– Ovulatory Phase+ 

Menstrual Phase 

 Starts on first day of menses+ 

 Woman experiences bleeding+ 

 Bleeding comes from the shedding of the lining of uterus+ It indicates that there 
is no pregnancy+ 

 Includes all days of menstrual bleeding, usually four ( days+ 

 Menstrual bleeding is normal and healthy+ Bleeding does not mean the woman 
is sick+ 

SOURCE: NFP MANUAL,  
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Pre-ovulatory Phase  

 Bleeding has stopped+ 

 Egg cells begin to develop+ 

 Lining of the uterus starts to thicken+ 

 Mucus forms a plug preventing entry of sperms+ 

 Includes all dry days after menstrual bleeding stops+ 

 A woman experiences a dry feeling and no mucus+ 

 The pre-ovulatory phase is relatively an infertile phase+ 

 

SOURCE: NFP MANUAL,  
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Ovulatory Phase  

 The third phase of the cycle, called ovulatory phase, is the height of a woman’s        
fertility+ 

 One mature egg is released and stays in the fallopian tube for about hours+ 

 Endometrium becomes thick or heavy, downy velvet and has become soft and    
succulent in preparation for a possible implantation+ 

 The mucus plug is gone+ 

 The mucus becomes watery, stretchy, slippery and clear+ It nourishes and                  
provides channels that help the sperm to be transported to the egg+ 

 The mucus also filters abnormal sperms+ 

 If sperms are present at all this time, the woman can get pregnant+ 

SOURCE: NFP MANUAL,  
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Post-ovulatory Phase 

 No egg is present+ Since there is no fertilization, the egg cell disintegrates and 
is reabsorbed by the body+ 

 The lining of the uterus continues to thicken+ 

 The mucus forms a plug again to prevent entry of sperms+ 

 Women experience a dry feeling with no mucus at all+ 

 The post-ovulatory phase is called the absolute infertile phase because there 
is no egg present+ 

 Blood vessels rupture, allowing blood to escape into the endometrial lining+ 

 Because there is no pregnancy, the woman will experience menstruation again 
and another cycle will begin 

 

SOURCE: NFP MANUAL,  
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Fertilization 
 The picture above illustrates the fertilized egg cell+ At this point, the sperm cell 

and the egg cell have united, in the process called fertilization+ 

 A mature, viable egg is the ultimate indicator of female fertility while an                  
adequate number of mature and motile sperms is the indicator of male fertility+ 

 The fertilized ovum is the most important, if not the ultimate indicator of                    
human fertility+ 

 Before they unite, the sperm cells remain in the body of the man, and the egg 
cell, inside the woman’s body+ 
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Implantation 

It takes about a week or two for the fertilized egg to reach the uterus where it will 
attach to the soft and spongy lining, specially prepared for it+ The process of getting 
attached to the uterine wall is called implantation. 

 

 

 

SOURCE: (HTTP://WWW.FERTILITYCLINICMUMBAI.COM/FAQS;2/21/2018;9:45AM) 
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Family planning is what couples do when they decide and plan how many children 
they want to have, when to have them, and how to achieve this plan safely,                    
responsibly, and voluntarily+ There are many safe and legally acceptable ways, 
both natural and artificial, by which couples can achieve their desired number of 
children+ They will make the choice together based on full information about the 
different methods, how they work, what their advantages and disadvantages are, 
and their possible side effects+ 

 

Family planning has a lot of benefits – to the mother, to the child, to the father, and 
to the whole family, in terms of health, personal development, quality time with the       
children, more resources for other needs, and other benefits+ Couples are expected 
to weigh these benefits and decide what is best for them and their children+ Once 
they have decided, the government is mandated to provide to the couple the ser-
vices they need+ 

 

 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to explain family 
planning, its importance and benefits to the family and the various methods that 
couples can use to achieve their fertility intentions+ 

 

SESSION Family Planning 

TIME ALLOTMENT: minutes  

OBJECTIVES OF THE SESSION  
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Process Materials 

1+ Show a picture of a “happy family” with four ( ) family members 
(father and mother and their two children) and a “not so happy 
family” with too many children+ 

2+ Ask participants to describe how family size, and the timing and 
spacing of the children’s births, affect household planning and               
family relationships+ 
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ACTIVITY My Reproductive System  

ACTIVITY : The Boat is Sinking   

Process Materials 
1+ Instruct participants to form groups of the number of persons you 

will call out+ Start with smaller numbers, then call increasingly 
larger numbers+ 

2+ Ask the participants to share their views about having to form 
small and big groups+ What do they think are the advantages and               
disadvantages?  

  

e ,: 

e 2 

76 



 

 

 

1. The number of children is a significant factor in the development of the family 
and the community. In particular, large family size directly affects the                          
population of the community (e.g. when families in a community have many chil-
dren, the community population will expectedly increase). 

2. Manageable population size is one of the major targets of national                                       
socioeconomic and human development. 

3. Family planning saves lives, promotes family health and happiness, and work life 
balance. 

 
Definition of Family Planning 

Family planning is the voluntary and mutual or shared act of both couples to plan, 
decide, and take action on: 

 What their aspirations are for their family and how to achieve them; 

 How many children to have; 

 When to have the next baby; 

 What methods to use to achieve their desired number of children; 

 How to seek help so they can have children (PMC Nurturing the Marriage and 
Family, POPCOM and DOH, )+ 

Family planning is not about contraceptives or limiting or spacing the number of 
children for its own sake+ It is all about the effort of the couple to ensure that their 
family will have the quality of life they desire+ This entails the need for couples to 
discuss how many children they can support since family size affects their capacity 
to provide for the welfare needs of their family, as well as their own personal aspi-
rations and development goals+ 

KEY MESSAGES AND DISCUSSION CONTENT  
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The Four ( )  Pillars of Family Planning 

Responsible Parenthood 

 This pertains to the will and the ability of parents to respond to the needs and 
aspirations of the family and children+ 

 It also refers to the series of decisions couples have to make to ensure the 
best possible life for the family and for the community they belong to+ 

 It includes the process of deciding how many children to have and when to 
have them+ 

 It entails a commitment to ensure the well-being of the family and to  enable 
each member to fully develop one’s capabilities and potentials+ 

Respect for Life 

The Constitution protects the life of the unborn from the moment of                      
conception+ As such, based on the RPRH law, abortion should not be considered 
as a family planning method since it is a crime+ 

Family planning aims to prevent abortions by preventing unplanned or                          
unintended pregnancies, thus saving the lives of both mothers/women and      
children+ 

Birth Spacing 

Proper spacing of three ( ) to five ( ) years between pregnancies enables                      
women to fully recover after the last pregnancy or childbirth+ 

Birth spacing improves the well-being of the mother, the health of the child, the 
relationship between husband and wife, and between parents and children+ 

Informed Choice and Voluntarism 
 
Couples and individuals are fully informed on the different modern FP methods 
– the mechanisms of action, advantages, disadvantages and possible side 
effects of each – so they can effectively decide based on such information+ 
 
Family planning fosters and protects the right of couples to decide and choose 
the method that they want to use based on informed choice+ 
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Importance and Benefits of Family Planning 

Family planning is a way of helping the couple build a happy, healthy, and                 
well-provided family+ A planned family allows members more opportunities to 
enjoy each other’s company with love and affection+ It enables the family to build 
savings for the improvement of living standards and for use during emergencies+ 
The benefits of family planning to the family’s individual members are numerous+ 
 

Benefits of Family Planning to the Mother 
 

 Family planning enables the mother to regain her health after delivery+ It takes 
two (2) to three (3) years to fully recover her health after childbirth+ 

 It prevents young mothers (below 18 years old) and old mothers (over 35 years 
old) from getting pregnant because it is risky for them to bear children at their 
age+ 

 Teenage mothers have a high tendency to have anemia, toxemia, and                    
prolonged labor+ 

 Old mothers are more likely to suffer hemorrhage because of the failure of 
the uterus to contract and uterine rupture+ Also, they have a high tendency 
to develop hypertension (PMC Nurturing the Marriage and Family; POPCOM 
and DOH, )+ 

 Family planning provides the mother who may be suffering from chronic           
illnesses, such as tuberculosis, diabetes, heart disease, and anemia, enough 
time for treatment and recovery without fear of getting pregnant+ 

 It gives the mother enough time and opportunity to care for and give                   
attention to herself, her husband, and children+ 

 It gives the mother time for personal advancement or development+ It               
lightens her burden and responsibility in supporting her family since she will be 
providing only for the number of children she can afford to support+ 

 It enables the mother and her husband to provide their children quality time, 
good education, and a better future+ 

 

Benefits of Family Planning to the Father 

 A well-planned family provides fathers who are suffering from chronic                   
illnesses, such as tuberculosis, diabetes, anemia, etc+ enough time for                   
treatment and recovery+ 

 It lightens his burden and responsibility in supporting his family since he will be 
providing only for a few children that he can afford to support+ 

 It enables him to give his children a good home, good education and a better 
future+ 
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 It gives him time for his own personal advancement+ 

 It allows his wife equal opportunity to develop herself by pursuing her career or 
personal goals making them more capable to jointly achieve their family                     
aspirations+ 

 Well-planned children allow the father to earn extra resources and enough 
time to actively participate in community programs/projects+ 

 

Benefits of Family Planning to the Children 

The practice of family planning will make the children: 

 Healthy – A healthy mother can produce healthy children+ 

 Happy – The children will be brought up in a happy home where they are given 
all the love and attention they deserve+ 

 Wanted and satisfied – Well-spaced children in the family will allow time and 
opportunity for mothers and fathers to attend better to their growth and                        
development+ 

 Secure – Well-spaced children in the family will provide more opportunities for 
adequate food, clothing, good education, and other needs+ 

 

Benefits of Family Planning to Community and National  Development 
 
 Family planning empowers families to achieve their aspirations so they can                

positively contribute to the development of the community and the country as 
a whole+ 

 It enables couples and individuals to achieve their fertility goals and eventually 
make them more capable of educating and ensuring the health of their children 
who will then become the future human resource of the country+ With more 
educated and healthy human resource, the country’s level of productivity can 
be improved+ 

 With more employed quality human resource, there will be more workers than 
economically dependent population+ 

 With increasing capacity of couples and individuals to support and invest for the 
development of a manageable family size, the intergenerational incidence of 
poverty would be reduced+ 

 With less unplanned pregnancies, women can contribute more to community 
and national development+ 
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The Modern Family Planning Methods 

 

 A couple can practice family planning through different methods depending on 
their family planning goal: to space the interval of their children; to limit the 
number of their children; and to have a child or more children+ 

 The Responsible Parenthood and Reproductive Health (RPRH) Law (Section 7) 
mandates all accredited public health facilities to provide a full range of             
modern family planning methods, which shall also include medical                        
consultations, supplies, and necessary and reasonable procedures for poor and 
marginalized couples having infertility issues who desire to have children+ 

 All couples intending to use family planning methods are required to go to 
health facilities or service providers to get accurate and comprehensive                
information about the available family planning methods so they can decide and 
choose what method to use before they are given any modern FP services+ 

 Modern family planning methods are categorized into artificial and natural 
methods. 

 

Modern Artificial Methods. Among the modern artificial methods  are the     
short-acting methods, the long-acting methods, and the permanent methods+ 

 Short-Acting Methods. The short-acting methods include the barrier                  
methods like condoms, and the hormonal methods, like the pills and                    
injectables+ 

 Condoms – are rubber sheaths worn over the penis during sexual                         
intercourse, thus preventing the sperm from entering the vagina+ Condoms 
are the only contraceptive method that protects partners from sexually 
transmitted  infections+ 

 Pills – contain hormones in different proportions; comes in 21 or 28 pill packs 
taken daily+ The pill prevents ovulation and thickens the cervical mucus, 
which prevents the sperm from entering the uterus+ 

Correcting Misinformation About Pills 

 Pills do not cause abortion+ Scientific researches on pills find that pills do 
not disrupt an existing pregnancy+ They should not be used to try to 
cause an abortion because they simply cannot do so (World Health               
Organization, 2018)+ 

 Pills do not cause birth defects+ Good evidence shows that pills will not 
cause birth defects and will not otherwise harm the fetus if the woman                     
becomes pregnant while taking pills or accidentally takes pills when she 
is already pregnant (World Health Organization, 2018)+ 

 Pills do not cause cancers+ Overall, the risk of developing cancer over a                  
lifetime is similar among women who have used contraceptive pills and 
women who have not used pills (World Health Organization, 2018) 
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 Pills do not cause cancers+ Overall, the risk of developing cancer over a life-
time is similar among women who have used contraceptive pills and women 
who have not used pills+ (World Health Organization, 2018)+ 

 Injectable Contraceptive – contains progestin like the natural hormone                           
progesterone in a woman’s body+ It is given by injection into the muscle and      
slowly releases the hormone into the bloodstream+ It may be administered every 
three months or monthly depending on the preparation+ The injectable thickens 
the cervical mucus which prevents sperms from entering the uterus, stops                        
ovulation and causes changes in the uterus and fallopian tubes, which prevent                  
fertilization+ 

Correcting Misinformation About Injectable Contraceptives 

 Injectables do not cause abortion+ Scientific researches on injectables find 
that they do not disrupt an existing pregnancy+ They should not be used to 
try to cause an abortion because they simply cannot do so (World Health                            
Organization, 2018) 

 Many studies show that injectables does not cause cancer+ They actually 
help protect against cancer of the lining of the uterus (endometrial cancer)
(World Health Organization, 2018) 

 

 Long-Acting Methods. These include: 

 Intrauterine Device (IUD) - is a small, flexible plastic frame with copper sleeves 
or wire on it+ A specially trained health care provider inserts the device into the 
uterus through the vagina and cervix+ The IUD prevents sperm from meeting 
the egg by causing a chemical change that damages sperm and cell before 
they can meet+ 

Correcting Misinformation About IUD 

 There is no minimum or maximum age limit for women who want to use the 
IUD+ An IUD should be removed after menopause has occurred—within 
twelve ( ) months after her last monthly bleeding (World Health                          
Organization, ) 

 Once properly inserted, the IUD does not travel to any part of the body              
outside the abdomen+ The IUD stays within the uterus+ 
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 Subdermal Implant - is a progestin-only implant that is inserted under the skin 
of the inner upper arm of women through a preloaded applicator under local 
anesthesia+ This implant releases progestin at a controlled rate and thus                  
provides very small doses to achieve the desired contraceptive effect+ It               
suppresses ovulation and thickens cervical mucus, thus hindering sperms 
from passing through the cervical canal+ Implants are effective from three ( ) 
to five ( ) years depending on the type of implant used+ 

 

Correcting Misinformation About Implants 

 Implants to do not cause cancer+ Studies have not found increased risk of 
any cancer with the use of implants (World Health Organization, )+ 

 Evidence shows that implants will not cause birth defects and will not               
otherwise harm the fetus if a woman becomes pregnant while using                      
implants or accidentally has implants inserted when she is already pregnant 
(World Health Organization, ) 

 Bleeding changes are normal and not harmful+ If a woman finds them                
bothersome, counseling and support can help+ 

 

Permanent Methods of Family Planning  

These are the methods that are more appropriate for couples who have already 
achieved or completed their desired number of children and have decided not to 
have any more pregnancies+ 

 Bilateral Tubal Ligation (BTL) or Female Sterilization– involves making a 
small incision in the abdomen to gain access to the fallopian tubes, which 
are then cut and tied so that eggs released from the ovaries cannot move 
down the tubes, and so they do not meet with the sperm+ This surgical               
operation requires local anesthesia+ 

Correcting Misinformation About Female Sterilization 

 It does not cause lasting pain in back, uterus, or abdomen+ 

 It does not remove a woman’s uterus or cause to have it re-
moved+ 

 It does not cause hormonal imbalance or heavier bleeding or change a              
woman’s menstrual cycle+ 

 

 Vasectomy (Non-Scalpel Vasectomy or NSV) – is done through a puncture or 
small incision in the scrotum+ The provider locates each of the two ( ) tubes 
that carry sperm to the penis (vas deferens) and cuts or blocks them by                  
cutting and tying them closed+ The closed vas deferens keeps sperm out of 
semen+ Semen is ejaculated, but it cannot cause pregnancy+ 
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Correcting Misinformation About Vasectomy 

 Vasectomy does not remove the testicles+ In vasectomy, the tubes carrying 
sperm from the testicles are blocked+ The testicles remain in place+ 

 It does not decrease sex drive nor affect sexual function+ A man’s erection is 
as hard and lasts as long and  he ejaculates the same as before+ 

 It does not cause a man to grow fat or become weak, less masculine, or less 
productive+ 

 It does not cause any diseases later in life+ 

 It does not prevent transmission of sexually transmitted  infections, including 
HIV+  

 

Natural Family Planning (NFP) or Fertility Awareness-Based (FAB) Methods  

These are practices that help a woman know which days of the month she is most 
likely to get pregnant+ A woman can learn when ovulation is coming by observing 
her own body and charting physical changes+ She can then use this information to 
avoid or work out a pregnancy with her partner+ The methods’ effectiveness               
depends on the couple’s ability to identify fertile and infertile periods and                    
motivation to practice abstinence when required+ 

 Billings Ovulation Method (BOM) – is based on the daily observation of what 
a woman sees and feels at the vaginal area throughout the day+ Cervical 
mucus changes indicate whether days are fertile or infertile and can be used 
to avoid or achieve pregnancy+ With correct use, this method is 
effective+ However, with typical use, it is 80* effective+ 

 Basal Body Temperature (BBT) – is based on a woman’s resting temperature 
(i+e+ body temperature after three ( ) hours of continuous sleep), which is           
lower before ovulation until it rises to a higher level beginning around the 
time of ovulation+ Her infertile days begin from the third day of the high               
temperature reading to the last day of the cycle+ All days from the start of 
the menstrual cycle up to the third high temperature reading are considered 
fertile days+ With perfect use, this method is  effective while with typical 
use, its effectiveness is 

 Sympto-thermal Method (STM) – is based on the combined technology 
of the Basal Body Temperature and the Billing Ovulation Method, i+e+, the 
resting body temperature and on the observation of mucus changes at the 
vaginal area throughout the day together with other signs (i+e+ breast            
enlargement, unilateral lower abdominal pain) which indicate that the            
woman is fertile or  infertile+ This method is 98* effective as correctly used+ 

 Two-Day Method – is another symptom-based method that involves the 
checking for cervical secretions every afternoon and/or evening, on fingers, 
underwear, or tissue paper, or by sensation in or around the vagina+ As soon 
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as the woman notices any secretions of any type, color, or consistency, she 
considers herself fertile that day and the following day+ 

 Standard Days Method (SDM) – is based on a calculated fertile and infertile                  
period for menstrual cycle lengths that are days+ Women who are                    
qualified (i+e+ with days menstrual cycles) to use this method are                    
counseled to abstain from sexual intercourse on days to avoid pregnancy+ 
Couples on this method use a devise, the color-coded “cycle beads” to mark 
the fertile and infertile days of the menstrual cycle+ 

 Lactational Amenorrhea Method (LAM) – is based on the natural effect of      
breastfeeding on fertility+ Frequent breastfeeding temporarily prevents the               
release of the natural hormones that cause ovulation+ It works primarily by               
preventing the release of eggs from the ovaries (ovulation)+ However, this 
method requires three ( ) conditions that must be met: 

 The mother’s monthly bleeding or menstruation has not returned+ 

 The baby is fully or exclusively breastfed (i+e+ no other liquid including                
water or food) and is fed often, day and night+ 

 The baby is less than six months old+ 

 

 

 

Sexually transmitted infections (STIs) include a variety of bacterial, viral, protozoal, 
fungal and skin infections that are usually transmitted during sexual contact+ The 
human immunodeficiency virus (HIV) which can lead to the acquired immune                
deficiency syndrome (AIDS) is one viral STI+ 

STIs, if not treated, can be life-threatening and can cause serious complications 
like infertility, sterility and impotency, miscarriage, cervical cancer, and pregnancy   
complications+ For HIV and AIDS, proven effective cure has not been found until 
now+ 

That is why it is important for couples to take necessary precautions to avoid       
getting STIs and HIV/AIDS+ Sticking to one’s partner is foremost to avoid getting    
sexually transmitted infections+ Other precautions a couple can take are avoiding 
having sexual intercourse with several partners, using a protective device 
(condom) when having sex, and not using drugs+ Some basic information about STI 
and HIV and how to prevent getting infected are discussed in this session+ 

SESSION STI/ HIV Prevention  
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At the end of the topic, would-be married couples will be able to: 

1+ Define and differentiate STI, HIV and AIDS+ 

2+ Explain how HIV is transmitted from one person to another+ 

3+ Learn how HIV and AIDS can be prevented, as well as treated and managed+ 

 

 

 

 

 

 

1. STI and HIV infections are diseases that do not only affect the health of an                       
infected spouse but also the relationship between them and among members 
of the family. Knowledge about these diseases and how to prevent them is key 
to ensuring the health of the couple and their family. 

2. To prevent STI and HIV infections, practice the ABCDE of prevention: 

a+ Abstinence: Do not engage in sex outside marriage+ 

b+ Be monogamous and keep loyal to your spouse: Do not have multiple            
sexual partners+ 

c+ Correct and consistent condom use and safer sex practices+ 

TIME ALLOTMENT: minutes  

OBJECTIVES OF THE SESSION  

ACTIVITY : Types of STIs   

Process Materials 

1+ Briefly show the visuals of the different STIs and HIV 
and explain what they are+ Flash the PowerPoint 
presentation if available+ 

2+ Proceed with the discussion of the topics in the                    
Discussion Content+ 

 Visual aids 
 PowerPoint 

presentation 

KEY MESSAGES AND DISCUSSION CONTENT  
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d+ Do not inject drugs+ 

e+ Education and early detection+ 

 

Sexually Transmitted Infections 
 

 STIs are caused by bacteria and viruses spread through sexual contact+                   
Infections can be found in body fluids such as semen, on the skin of the                
genitals and areas around them, and some also in the mouth, throat and               
rectum+ 

 STIs spread in a community when an infected person has sex with an                       
uninfected person+ The more sexual partners a person has, the greater his or 
her risk of either becoming infected with STIs or transmitting STIs+ 

 Some STIs cause no symptoms but all STIs can be life-threatening+ If not 
treated, they can cause pelvic inflammatory disease, chronic pelvic pain,                 
infertility, miscarriage, ectopic pregnancy and cervical cancer+ STIs can also 
cause sterility and impotency in men+ Some STIs can also greatly increase the 
chance of becoming infected with HIV+ 

 The common signs and symptoms of STIs are: pain on urination, itching in the 
genital area, foul-smelling genital discharge, and genital sores+ However, 
most women do not usually experience symptoms, although the bacteria or 
the virus stays within the body, silently causing harm+ 
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 Some of individuals that acquired STIs are not manifesting symptoms+ 
As a result, they may infect others without knowing it+ Worse, before they 
learn about their infection, they may already be experiencing serious                          
complications+ 

 The health centers provide STI diagnosis and treatment services+ One must 
immediately consult a doctor if and when symptoms are experienced+ 

 

HIV/AIDS Infections 

 AIDS (Acquired Immune Deficiency Syndrome) is a syndrome caused by the 
Human Immunodeficiency Virus (HIV)+ The disease alters the immune system, 
making people much more vulnerable to infections and diseases+ This                
susceptibility worsens if the syndrome progresses+ 

 Since 1984, HIV infection that leads to AIDS has been found in the Philippines+ 

 HIV and AIDS are incurable+ HIV and AIDS is a worldwide epidemic and the                  
number of people getting infected with HIV is increasing in the Philippines+ 
HIV infection has no signs and symptoms during the early stages+ Anyone can 
be infected, but the good news is HIV and AIDS is preventable+ Knowing about 
HIV and AIDS and avoiding behaviors that will put one at risk of HIV is the best 
way to protect oneself and his or her loved ones from the infection+ 

 The risk of HIV transmission can be reduced if individuals would change their 
risky sexual behavior and practices+ 

 HIV infection and AIDS are incurable, but preventable+ Protect yourself, your 
spouse and future children against HIV and AIDS+ 

 

Modes of transmission of HIV 

 Penetrative sexual intercourse with someone who has the virus 

 Transfusion of infected blood 

 Injection using contaminated syringe/needles or cut by contaminated                    
instruments 

 From the infected mother to her fetus or infant before, during or shortly after 
birth or through breastfeeding 
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At the end of the session, would-be married couples will be able to identify              
government services and programs for family planning and other related                  
services+ 

 

 

1. Services on family planning are available in every locality, provided by the 
LGU or non-government organizations. Barangay health workers or population 
volunteers are likewise doing house-to-house visits to check on the health 
needs of the household. Engage with them for Family Planning (FP) referral 
services. 

SESSION 
FP Services at Public Health Facilities  

TIME ALLOTMENT: minutes  

OBJECTIVES OF THE SESSION  

KEY MESSAGES AND DISCUSSION CONTENT  

Services/Programs Sources of Services 

a+ Family Development Sessions (Pantawid 
Program) 

 M/CSWDO 
 Pantawid Program 

b+ Responsible Parenthood and Family                
Planning (RPFP) Classes (e+g Usapan            
Strategy) 

c+ Classes on male involvement in RPFP and 
gender equality (e+g+ ERPAT and KATROPA) 

 M/CSWDO 

 M/CPO 

 Local Health Centers 

 POPCOM 

d+ FP counseling and services  M/CPO 
 M/CHO 

e+ Infertility management  Public hospitals 

f+ Management of gynecological diseases              
including Pap smear 

g+ Pap smear 
h+ Maternal health services 

 Local Health Centers 
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Planning the family requires knowing about human sexuality and the differences       
between male and female sexuality, being aware of one’s own and one’s partner’s  
fertility and how the male and female reproductive systems complement to                 
produce a baby+ Understanding these will enable a couple to decide how they can 
achieve the number of children they want, by choosing to use a method that is       
suitable to both of them, to their circumstances, and to their desired family size+ 
 

There are many family planning methods, and to be able to choose from them, the 
couple needs to have sufficient information on how each method works, and what 
their advantages/disadvantages, side effects, and benefits are+ They can seek                    
assistance – both information, counsel, and services – from the local health center 
or family planning or health worker+ 
 

Also part of planning the family is making an effort to stay safe from sexually      
transmitted infections that can jeopardize the couple’s health and put the                   
pregnancy at risk+ 
 

Having gained knowledge of these concerns and taken the needed steps of                   
planning their family, a couple can now prepare for conceiving, giving birth, and             
taking care of and raising their baby which is what we will be talking about in the 
next topic: Pregnancy and Child Care+ 

SYNTHESIS OF TOPIC THREE  
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Having a baby is a joint decision of the husband and the wife+ Thus, seeing the       
baby through pregnancy and delivery, and taking care of the baby until he/she 
grows up are joint responsibilities of the husband and the wife+ Although only the 
mother carries the baby in her womb during pregnancy and delivers him/her at 
birth, the father has a role to play and duties to perform during the entire process+ 
While pregnancy and childbirth are usually welcomed as a joyous occasion for a 
couple, pregnancy and the road to delivery can be fraught sometimes with                 
difficulties and complications+ The mother, who carries the burden of pregnancy, 
needs all the support from her husband, physically, emotionally, and morally+ 

It is very important for the mother to go for regular prenatal checkups to ensure 
her health, and the health of her baby, as she goes through pregnancy+ It is                  
likewise important to deliver the baby in a health facility with a competent health 
service provider+ There are also procedures that need to be performed with the 
baby during or immediately after delivery+ After birth, the mother and the baby 
also need to go for post-natal checkups+ The father can be an active part of all of 
these care procedures+ 

The couple should also be both involved actively in the care of their newborn                
baby+ If they do this together hands-on, they will find this to be not only easy to 
learn but also a very gratifying activity+ The baby also benefits from the care and 
attention that both parents are giving him/her+ 

Pregnancy, childbirth, and child care can be very trying and demanding for a                 
couple+ At times they can cause strain on a couple’s relationship+ But with a                
willingness to learn and to be good at the task, topped with the couple’s love for 
one another and their baby, couples will be all the better for sharing these                     
experiences, which can make their relationship stronger and their married life 
more blissful and rewarding+ 

Introduction 
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From the first signs of pregnancy, it is best for the woman to go for a checkup, to 
confirm the pregnancy and to be given the needed advice on how to take care of 
her pregnancy+ The first three ( ) months of pregnancy are the most critical+ A                 
pregnant woman should go for at least four ( ) prenatal checkups before she 
gives birth+ The husband should give his wife extra understanding and support 
during this delicate period+ Basic information on maternal, neonatal, and child 
health and nutrition are provided in this session+ 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to explain the 
concepts of pregnancy, male involvement, prenatal care, and the importance of 
building a family+ 

 

 

SESSION 
Safe Pregnancy and Pre-natal Care 

TIME ALLOTMENT: minutes  

OBJECTIVES OF THE SESSION  

Process Materials 

1+ Show a three (3) minute video on fetal                                    
development+ 

2+ Process the video by discussing the key                             
messages+ 

 Video presentation on 
fetal development 

ACTIVITY: Fetal Development  
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1. Pregnancy, also known as gestation, is the time during which one or more                
offsprings develop inside a woman. Childbirth typically occurs around 40 weeks 
from the last menstrual period (LMP). 

 

Signs of Pregnancy 

 

 Tender, swollen breasts + As early as two ( ) weeks after conception,                    
hormonal changes may make a mother’s breasts tender, tingly or sore, fuller 
and    heavier+ 

 Fatigue. During early pregnancy, levels of the hormone progesterone soar+ 
In high enough doses, progesterone can put a woman to sleep+ At the same 
time, lower blood sugar levels, lower blood pressure, and increased blood                        
production may work together to sap the mother’s energy during pregnancy. 

 Slight bleeding or cramping. Sometimes a small amount of spotting or       
vaginal bleeding is one of the first symptoms of pregnancy+ Known as                         
implantation bleeding, it happens when the fertilized egg attaches to the lin-
ing of the uterus - about 10 to 14 days after fertilization+ This type of bleeding 
is usually a bit earlier, spottier and lighter in color than a normal  period and 
does not last as long+ Some women also experience abdominal cramping 
early in pregnancy+ These cramps are similar to menstrual cramps+ 

 Nausea with or without vomiting + Morning sickness, which can strike at 
any time of the day or night, is one of the classic symptoms of pregnancy+ 
For some women, the queasiness begins as early as two weeks after con-
ception+ Nausea seems to stem at least in part from rapidly rising levels of 
estrogen, which causes the stomach to empty more slowly+ Pregnant wom-
en also have a heightened sense of smell, so various odors – such as food, 
cooking, perfume or cigarette smoke – may cause waves of nausea in early 
pregnancy+ 

 Food aversions or cravings. A pregnant woman may be repulsed by                   
certain foods, such as coffee or fried foods, or crave for other foods+ Like 
most other symptoms of pregnancy, these food preferences can be chalked 
up by hormonal changes, especially in the first trimester, when hormonal 
changes are the most dramatic+ 

 Headaches. Early in pregnancy, increased blood circulation caused by              
hormonal changes may trigger frequent, mild headaches+ (World Health                 
Organization,  

KEY MESSAGES AND DISCUSSION CONTENT  
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 Constipation. Constipation is another common early symptom of pregnancy+ 
An increase in progesterone causes food to pass more slowly through the           
intestines, which can lead to constipation+ 

 Mood swings. The flood of hormones in a woman’s body in early pregnancy can 
make her unusually emotional and weepy+ Mood swings are also                  
common, especially in the first trimester+ 

 Faintness and dizziness. As blood vessels dilate and blood pressure drops, a 
pregnant woman may feel lightheaded or dizzy+ Early in pregnancy,                 
faintness may also be triggered by low blood sugar+ 

 Raised basal body temperature+ Basal body temperature is the oral                        
temperature when a pregnant woman first wakes up in the morning+ This                          
temperature increases slightly soon after ovulation and remains at that level 
until her next period+ The continued elevation for more than two ( ) weeks may 
mean that a woman is pregnant+ 

 Missed Period. Perhaps the most obvious early symptom of pregnancy is 
when a woman misses her period+ This sign of possible pregnancy is often what 
causes women to search for more details about the other pregnancy symp-
toms+ 

 

2. The first trimester (one ( ) to three ( ) months) is the most critical stage of                        
pregnancy. A pregnant mother needs to get prenatal care to ensure safe and 
healthy pregnancy and childbirth. 

 
Prenatal Visit Schedule 

 Every pregnant mother has to visit the nearest facility for antenatal                      
registration and to avail of prenatal care services+ This is the only way to guide 
her in pregnancy care to make her prepare for child birth+ 

 The standard prenatal visits that women have to make during pregnancy are as 
follows: 

 

 

 

 

 

Maternal Nutrition 

The ability of a mother to provide nutrients and oxygen for her baby is a critical 
factor for fetal health and survival+ The consequences of poor nutritional                      
status and inadequate nutritional intake for women during pregnancy not only       
directly affects the women’s health status, but may also have a negative                  
impact on the baby’s birth weight and early development+ On the other hand, 
maternal overnutrition also has long-lasting and detrimental effects on the 
health of the offspring+ 
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PRENATAL VISIT PERIOD OF PREGNANCY 
1st visit From last menstruation up to three ( ) months 

2nd visit From four ( months 
3rd and 4th visit From seven (7)  to nine (9) months 
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Micronutrient Supplementation 

Micronutrient supplementation is vital for pregnant women+ Micronutrients are       
necessary to prevent anemia, vitamin A deficiency, and other nutritional                    
disorders+ They are: 

 

Vitamin A 

 

Iron 

 

Iodine 

 

 

 

Preparation Dose Duration Remarks 

International 
Unit (I+U+) 

 capsule/tablet 

of 10,000 I+U+ 
twice a week 

Start from 
the 4th 
month of 
pregnancy 
until delivery 

Vitamin A I+U+ 
should NOT be given to 
pregnant women who are 
already taking prenatal  
vitamins or multiple                           
micronutrients that                  
contain vitamin A+ 

Preparation Dose/Duration Remarks 

Tablet 
(preferably       
coated)                          
containing 60 
mg+ elemental 
iron (EI) with 400 
mcg+ folic acid 

 tablet once a day for 6 
months or 180 days   
during the pregnancy                  
period or two (2) tablets 
per day (120 mg EI) if                 
prenatal consultations 
are done during the 2nd 
and 3rd trimester 

A dose of 800 mcg+ is safe for 
pregnant women+ 

Preparation Dose/ Duration Remarks 

Iodized oil              
capsule with 200 
mg+ iodine 

One ( ) capsule a day    
for one ( ) year 

Pregnant women years 
old should be given iodine 
supplementation+ 

10,000 1 10,000 

1 

1 15-45 
1 
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 Among pregnant women, iodine deficiency may be associated with                          
complications such as hypothyroidism, gestational abortion, increased first                 
trimester abortions, abnormal fetal position, and stillbirths+ Pregnant women 
should be given iodized oil, especially in identified iodine-deficient areas+               
Pregnant women given iodized oil (average age of gestation was 28 weeks) 
have showed significant increase in birth weights and infant survival+ 

 
(Reference: AO 2010-0010: Revised Policy on Micronutrient Supplementation to 
Support Achievement of 2015 MDG Targets to Reduce Under-Five and Maternal 
Deaths and Address Micronutrient Needs of Other Population Groups, AO No+ 119, 
s+ 2003)  

 
 
What Should I Eat? 

 Eating a balanced diet is important during pregnancy+ Pregnant woman should 
be careful of the following foods and drinks during pregnancy: 

 Meat, eggs, and fish+ Pregnant women should not eat more than two (  or 
three (  servings of fish per week (including canned fish)+ 

 Fruit and vegetables+ Need to be washed properly before eating+ Cutting 
boards and dishes should be kept clean+ 

 Dairy+ Eating four ( ) or more servings of dairy each day is recommended for a                 
pregnant woman+ This will give her enough calcium for herself and her baby+ 
Unpasteurized milk or unpasteurized milk products should not be taken+ These 
may have bacteria that can cause infections+ 

 Sugar substitutes+ Some artificial sweeteners are okay in moderation+ 

 Caffeine+ Not more than one ( ) or two ( ) cups of coffee or other drinks with 
caffeine should be taken per day+ 

Reference: (https://familydoctor+org/taking-care-of-you-and-your-  baby– 
while -youre-pregnant)  
 

3. Pregnancy is a natural phenomenon and not a sickness. 

 Suggested Ways to Keep Intimacy During Pregnancy 

To prevent unwarranted conflict or "sex slumps" during pregnancy, experts             
suggested the following: 

 Couples should not take each other or sex for granted. Pregnant women 
often do not want to have sex because they think that it may harm the baby             
inside the uterus, but sex is a normal part of pregnancy+ Intercourse                      
movement or penetration does not harm the baby, but in the final weeks of 
pregnancy many doctors suggest avoiding sex as a safety precaution, since 
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hormones present in semen may stimulate contractions+ Other than that, there 
is no reason to make changes in your sex life during pregnancy, unless your 
specialist advises, or you have a medical condition+ 

 Revive the art of flirting. To keep intimacy alive, couples should revive all the 
things they did to win each other over before marriage, like flirting with each other+ 

 Have a "date night" at least once a week. Couples must carve out a time for being 
together that focuses exclusively on each other, something which is important to 
continue to do even after the baby is born+ 

 Add some mystery to your relationship and surprise your partner now and again. 
Couples should continue to do things that spice up their relationship, including 
doing things that surprise their partner or something he or she did not expect+ 
They should do something that is pleasurable to both of them and make it a      
surprise+ 

 For Men: Court your pregnant wife. Husband can treat his wife with the same kind 
of sensitivity he had when he first dated her+ It may not make a big difference for 
him, but it can make a huge difference for her and help them both to stay close+ 

 For Women: Keep him a part of your pregnancy. It is important for a                  
pregnant wife to share with her partner what is going on with her pregnancy+ She 
can bring him to her appointments with the doctor and have him view the                        
ultrasound+ 

 For both husband and wife: Remain proactive about keeping intimacy alive.               
Couples should not let the relationship slide even a little bit during pregnancy+ If 
they feel the closeness slipping away, they should do something about it+ 

 

(Reference: https://www+webmd+com/baby/features/pregnant-passions-keep-              
intimacy-alive#1 accessed on February 20, 2018) 
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4. Pregnancy is a shared responsibility: “We are pregnant.” As such, it is important 
that the husband or male partner should be one with his spouse during her 
pregnancy. 

 The pregnant woman needs appropriate care in order to ensure that she is free 
from harm and death while she carries a new life within her and delivers her 
baby+ 

 Pregnancy is not just a responsibility of the woman but also that of the             
husband+ 

 Some decisions made by the husband can, at times, affect the health of the 
pregnant wife+ 

 How the husband can support her wife during pregnancy and delivery: 

 He can accompany his wife during prenatal checkup+ During check-up, the 
husband can ensure the following are given to or performed on her: 

 Health history and physical checkup 

 Blood pressure and weight 

 Laboratory checkup (e+g+ urine and CBC) 

 Iron and folic acid supplements 

 Anti-tetanus vaccine 

 Advice for a healthy lifestyle together with the preparation of birth plan, 
breastfeeding, family planning/birth spacing, and fetal development+ 

 

 He can formulate a birth plan together with his wife+ The birth planning                    
includes actions or strategies that ensures the following, among others: 

 How the wife can be immediately taken to the hospital when she                   
experiences emergency signs such as bleeding, spotting, and other health- 
related risk factors 

 How the wife can give birth with the help of a health care service                    
provider (e+g+ midwife, nurse, doctor) in a health center, clinic or a                    
hospital 

 How to cover the needed expenses during the delivery which would                 
include ensuring that the wife is enrolled with PhilHealth to avail of its bene-
fits and packages 

 How the pregnant wife can be transported to the nearest Philhealth-              
accredited facility within their area for convenience during delivery+ 

 

 The husband together with the wife can plan out beforehand when, where 
and how to safely travel to the accredited facility+ 

 They can also prepare together the important things the wife needs before, 
during and after pregnancy, including the needs of the baby+ 
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 The husband and wife can start saving for hospital fees and other financial 
considerations that may be needed+ 

 For immediate referral and treatment, the husband should know and learn 
the emergency signs of pregnancy, such as: 

 Convulsions and/or faint 

 Severe headache with blurry eyesight 

 High fever and feeling weak 

 Severe abdominal pains 

 Difficulty in breathing/fast breathing 

 Rupture of the water bag 

 The husband should also have available contact numbers of the service                   
provider or facility in cases of emergency or due time for delivery+ 

 The husband can also support his wife in maintaining a good and healthy 
pregnancy by encouraging and ensuring that she: 

 Eats enough nutritious food+ 

 Drinks 8-10 glasses of water a day+ 

 Avoids salty foods+ 

 Does light body exercises such as walking (as appropriate)+ 

 Maintains a clean body and dental hygiene+ 

 Avoids smoking and drinking liquor+ 

 Avoids taking medicines without a doctors’ advice/prescription+ 

 

 

 

 

To ensure the efficient and professional management of birth delivery, especially 
those with complications, the government is now actively promoting                                 
facility-based delivery+ In an accredited birthing facility, the mother can give birth 
under the attendance of professional doctors, nurses and midwives or trained birth 
attendants+ These facilities are also equipped with the necessary equipment and 
supplies to handle complications and other medical emergencies that may arise 
and put mother and baby at risk if not properly managed+ 

 

SESSION Facility-Based Delivery • 2: 

100 



 

 

 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to explain the        
importance of facility-based delivery+ 

 

 

1. Delivering the baby in an accredited birthing facility ensures more efficient               
attendance to the delivery and management of emergencies and                             
complications, thus lessening the risk to the life and health of both mother and 
baby. 

 How can the husband support her wife during delivery or childbirth? 

 He can ensure that his wife delivers in a health facility such that: 

 Only experienced/trained doctors, nurses and midwives will assist her to 
avoid complications+ 

 Birth attendants use complete and sterile supplies+ 

 Only appropriate and immediate care and response will be given in case of 
emergencies+ 

 BCG and Hepa B vaccines shall be given to the baby within 24 hours+ 

 Timely referral is made for highly complicated delivery+ 

 

 At the time of his wife’s delivery, he should ensure that: 

 His wife has the liberty to choose whom she wants to be at her side during 
the delivery+ 

 His wife is able to drink, walk, sit and stand whenever she wants to during          
labor+ 

 After delivery, the baby is placed (in a lying position) on top of mommy’s  
tummy (skin to skin), and a blanket is put on them+ 

 Within an hour after the delivery, the baby is fed from the mother’s breast 
milk for as long as the baby wants+ 
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 The baby stays with his wife the whole time, except for medical proce-
dures+ 

 Encourage the wife to breastfeed by telling her that: 

 Breast milk is still best for babies from birth to 6 months to make them 
healthy and smart+ 

 Exclusive breastfeeding means no water and juices, no vitamins without              
doctor’s prescription, and no bottled milk+ 

 Exclusive breastfeeding avoids pregnancy within 6 months+ 

 Within 48 hours after delivery, in cases of emergency such as bleeding, high 
fever, and other health-related problems, the mother should be brought                  
immediately to the health facility+ 

 After one week of giving birth, the husband should accompany his wife to the 
doctor for postnatal checkup+ 

 

(Reference: KATROPA Module: Pangangalaga sa asawa o katuwang para sa               
pagbubuntis) 
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The postpartum period begins immediately after the birth of a child and delivery of 
the placenta until about six weeks after+ Postnatal care begins within 24 hours after 
delivery, during which important immediate after-birth procedures need to be              
performed, like newborn screening and BCG and Hepatitis B immunization+ After 
the mother and the baby have gone home, they should still go back to the health 
facility for postnatal visits+ These are necessary in order to check for any signs of 
possible complications, to maintain the micronutrient supplementation of the 
mother, to coach the mother on breastfeeding, and to counsel both parents on the 
proper care of the newborn baby+ The decision of the couple to avail of family 
planning methods may also be discussed during these visits+ 
 

The father should accompany the mother during these postnatal visits, as he 
should be sharing with the mother the responsibility of taking care of the baby, as 
well as of the mother, especially at this time when she is still recovering from the 
extreme physical demands of pregnancy and childbirth+ 
 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to explain the    
importance of and specific activities for postnatal care+ 

 

 

 

 

 

1. During the postpartum period, which is the period beginning immediately after 
the birth of a child and delivery of the placenta until about six weeks after, the 
mother and the baby need to be seen by the doctor or health worker for                
needed postnatal care. 
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 Birth Registration. Registration of birth at the Local Civil Registry Office (LCRO) in 
the area must be accomplished by the parents or the health facility to ensure 
the child’s right to be named and recognized is upheld+ This is a compulsory for 
all births to enable the country to have proper data on its citizenry+ 

 Postpartum Visit. The postpartum visit is usually done within 72 hours of                 
childbirth, ideally on the 7th day postpartum, to check for conditions such as 
bleeding or infections, to give the mother Vitamin A supplements, and give the 
couple counseling on family planning and other available services+ The               
postpartum visit also includes maternal nutrition and lactation counseling for 
the mother and postnatal care of the newborn (DOH MOP MNCHN)+ 

 Postpartum Family Planning Service 

 Postpartum IUD (PPIUD) 

 Immediate postpartum: within 10 minutes after placental expulsion in a                
normal vaginal delivery or during cesarean section (intra-Cesarean)+ 

 Early postpartum: within 48 hours postpartum after a normal vaginal                      
delivery+ If possible, it is best to perform the procedure within 24 hours               
postpartum+ 

 PPIUD is 99+4* effective when used perfectly and 99+2* effective in typical 
use+ 

 Hormonal: Progestin-Only Method 

 Progestin-only pill and injectable can be used both by breastfeeding and    
non-breastfeeding women+ Many studies show that progestin does not have   
adverse effects on breast milk production, quality of milk produced, and              
infant health, growth and development+ 

 Single Rod Subdermal Implant 

 For breastfeeding, partially breastfeeding and non-breastfeeding clients: the 
etonogestrel implant may be inserted immediately after delivery, before the 
mother is discharged from the birthing facility+ 

 Later than 21 days, a client who is not on lactational amenorrhea method 
(LAM) is advised to use backup protection for 7 days after insertion+ If the       
client is already sexually active and has not been using LAM, pregnancy 
should not be excluded, so the first natural period is awaited prior to                      
insertion+ 

 

(Reference: Postpartum Family Planning: Supplement to The Philippines Clinical 
Standards Manual on Family Planning) 
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A frail newborn baby needs the utmost care+ But caring for the baby is something 
that any loving parent can easily learn+ The baby needs most of all the parents’ 
loving touch+ For nutrition, breast milk is all that the newborn baby will need+                 
Ensuring the baby’s complete nourishment thus also means proper nutrition for 
the mother so that she can provide all the nutrients the baby needs through her 
breast milk+ Feeding the baby other foods to complement breast milk can begin 
only when the baby is about six months+ 

 

 

 

 

 

 

 

 

 

At the end of the session, would-be married couples will be able to explain the 
importance and proper practice of breastfeeding+ 

 

 

 

1. Breast milk can supply all the nutrition the baby needs for the first six months. 
Start giving complementary foods only at six months but continue to breastfeed 
until the baby is two years old. 

 

 Breastfeeding. Breast milk is the best food for the baby+ Through her breast 
milk, a well-nourished mother can provide all the nutrients and fluids an                
infant need+ Encourage breastfeeding on demand, day and night, as often as 
the baby wants it+ 
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 A baby should be breastfed immediately after birth to enable him/her to                
receive the colostrum, which contains antibodies that will protect the baby 
from common illness+ 

 A baby needs to be fed day and night, eight or more times in the 24 hours 
from birth+ Only after a good feed may a full-term baby sleep many hours 
on the first day+ 

 For the first six months of life, the baby needs breast milk alone, meaning,  
exclusive breastfeeding+ 

 Discourage formula feeding; formula milk is not comparable to breast milk+ 

Benefits of Breastfeeding 

 Breastfeeding provides optimum nutrition+ Breastfed babies are less likely to 
be malnourished than bottlefed babies+ 

 Breastfeeding enhances the mother’s health+ 

 Immediately after delivery, suckling of the breasts reduces the risk of                  
postpartum hemorrhage+ Suckling stimulates the release of hormones or 
substances which help milk flow and cause contraction of the uterus+ 

 Breastfeeding lowers the danger of at least two kinds of cancer: ovarian and 
breast cancer+ 

 Breastfeeding establishes bonding or closer relationship between mother 
and child+ 

 Breastfeeding protects baby from illness+ 

 Antibodies in the milk protect the baby from certain illnesses+ 

 Since the milk in the mother’s breast is not contaminated, unlike bottled milk 
where possible contamination may occur during its preparation, breastfed 
babies are less likely to experience bouts of diarrhea than bottlefed babies+ 

 Breastfeeding saves money+ Breastfeeding offers important economic                  
advantages to families+ Breast milk substitutes are expensive, bottle feeding 
requires purchase of special equipment, and it costs more to use milk                  
formula than to just give food supplements to the mother+ 

 Breastfeeding promotes a temporary family planning method – called                  
lactational menorrhea method (LAM) – based on the natural effect of                          
breastfeeding on fertility that delays ovulation and menstruation+ 

 “Fully breastfeeding” includes both exclusive breastfeeding (the infant                  
receives no other liquid or food, not even water, in addition to breast milk) 
and almost- exclusive breastfeeding (the infant receives vitamins, water, 
juice, or other nutrients once in a while in addition to breast milk)+ 

 “Nearly fully breastfeeding” means that the infant receives some other liquid 
or food in addition to breast milk, but the majority of feedings (more than 
three- fourths of all feeds) are breast milk+ 

(Reference: World Health Organization, FP Global Handbook 2018) 
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 Infant Nutrition. Infant feeding from birth up to the first year of life influences 
an individual's whole life+ It is common knowledge that breastfeeding is               
important for optimal infant feeding+ Breast milk alone can be used to 
properly feed infants in the first six months of life, but from then on,                   
complementary feeding is necessary+ The nutritional adequacy of                           
complementary foods is essential to the prevention of infant morbidity and 
mortality, including malnutrition and overweight+ 

 Complementary feeding is giving infants other foods or fluids to                    
complement breast milk+ 
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Step 6 Offer the child different kinds of food throughout the day+ A 
varied diet can include foods that have different tastes and              
colors+ 

Step 7 Stimulate the daily intake of fruits and vegetables+ 
Step 8 Avoid sugar, coffee, canned food, fried food, soft drinks,                  

candies, and treats in the first years of life+ Use a moderate 
amount of salt+ 

Step 9 Make sure to wash your hands before handling food+ Make 
sure the food is properly stored+ 

Step 10 Stimulate the sick child to eat+ Offer the usual and favorite 
meals and respect the child’s appetite+ 

Ten Steps to healthy feeding of infants younger than two years old 

Step 1 Feed the infant exclusively with human milk up to six months+ 
DO NOT offer water, tea or any other kind of food+ 

Step 2 After six months, gradually introduce other kinds of food+ Keep 
providing human milk up to two years or longer+ 

Step 3  After six months, give complementary food (cereals,                        
vegetables, meat, fruits) three times a day if the child is being 
breastfed, and five times a day if the child is no longer being 
breastfed+  

Step 4  Complementary food must be offered on demand, always 
respecting the child’s appetite+  

Step 5  Complementary food must be thick and it must be offered 
with a spoon+ At the beginning it should have a pasty                        
consistency (porridge, mashed food); gradually, it should get 
thicker up to the time when the child is able to eat a family 
meal+  

Source: (http://www+scielo+br/scielo+ph pid=SO002175572004000700004  
pid=S002175572004000700004&script=sci_art text&tlng=en) 
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At the end of the session, would-be married couples will be able to identify                
government services and programs for maternal, newborn, and child health and 
nutrition (MNCHN)+ 

 

1. Services for the mother and the baby are available in every locality, provided 
by the LGU or nongovernment organizations. Engage with them for pregnancy 
and childcare referral services.  

* The discussion of the services above is contained in the Annex G+ 

 

 

 

SESSION 
Available Services for Pregnancy and Child Care 

TIME ALLOTMENT: minutes  

OBJECTIVES OF THE SESSION  

KEY MESSAGES AND DISCUSSION CONTENT  

Services/Programs Sources of Services 

a+ Birth Plan 
b+ Tetanus Toxoid Immunization 
c+ Philhealth Maternity Benefits 

 Local Health Centers 

 Local Health Centers 

 Philhealth 

a+ Newborn Screening (Early             
Detection of Disabilities) 

b+ Immunization 

 Facility where the baby is 
born i+e+ hospital, lying in 
clinic etc+ 

 Local Health Centers 
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Maternal, neonatal, child health and nutrition (MNCHN) concerns mainly the 
health and nutritional well-being of the mother and the baby, from the period of 
pregnancy when the baby is in the mother’s womb, to the time the baby is already 
a small growing child+ 

 

A couple – both the husband and the wife – must be aware of the delicate                  
condition that the mother and the baby are in during these periods, and the                     
special care and nutrition they need in order to ensure that the pregnancy and 
childbirth will be safe, and both the mother and the baby will be healthy+ 

 

During pregnancy, the mother needs to go for prenatal checkups to monitor the 
progress of the pregnancy and promptly manage any irregularities+ At the time of 
birth, the mother must deliver the baby in an accredited health facility under the 
care of a trained birth attendant+ And after delivery, the mother and the baby need 
to go for postnatal checkups to check for any infections and other problems, and 
to give the baby needed immunizations+ Postnatal visits are also occasion for the 
mother to receive micronutrient supplements and advice on breastfeeding, and for 
the couple to receive counseling regarding family planning+ 

 

It is important for couples to be aware of these conditions and care requirements 
before they get married+ 

SYNTHESIS OF TOPIC FOUR 
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Instruction. This Marriage Expectations Inventory Form is designed to help you                   
assess your expectations about marriage so you can engage each other in a                   
dialogue to make your relationship stronger+ Kindly check or provide your answer 
that corresponds to your level of agreement of disagreement+ 

The Marriage Expectations Inventory Form  
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Statement Agree Neutral Disagree Reason/s 

A. EXPECTATIONS ON MARRIAGE AND RELATIONSHIPS 

1+  I feel loved when:   
 My partner gives me compliments or 

praises+ 
        

 We do things together+         
 I receive gifts, flowers, small things, etc+         
 My partner willingly provides a helping 

hand+ 
        

 My partner shows physical affection 
(e+g+ holds my hand, embraces/
cuddles/kisses me) 

        

2+ When we talk, I expect my partner to 
be sensitive/cautious to: 

        

 Tone of her/his voice         
 Words spoken         
 Gestures, body language, eye-to-eye 

contact 
        

 Listening with undivided attention         
3+    I know well the strengths and                     

weaknesses of my spouse+ 
        

4+ If we will have a conflict, as husband 
and wife, we will solve it by: 

        

 Talking it out         

 Writing letters         
 Ignoring the issue         
 Silent treatment         

 Third party mediation (in-laws,                    
godparents, friends, counselors, etc+) 

        

5+ I will allow my spouse or myself to 
give financial support to my                      
in-laws/relatives+ 
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6+ I will allow receiving financial                  
support from my parents/ in-laws/
relatives+ 

    

7+ I am comfortable if my partner 
checks out my personal stuff such 
as mobile phone, wallet, social               
media account, etc+ 

    

B.   EXPECTATIONS ON RESPONSIBLE PARENTHOOD 

8+ After getting married, we will live                     
independently from our parents/
relatives+ 

    

9+ I will allow my spouse to work for a  
      living+ 

    

10+  I believe that it is the husband who 
should make the major decisions on 
financial matters+ 

    

11+  Only the wife is in charge of the 
household chores+ 

    

12+  If we cannot have children, I will             
consider alternative parental care 
(e+g+ adoption, foster care)+ 

    

13+   Disciplining, nurturing and rearing 
our children is our shared                   
responsibility as spouses+ 

        

14+   I believe in physical punishment in 
disciplining children+ 

        

15+   I believe that the children should 
       observe their father’s religion+ 

        

16+   If I will have a child with special 
needs, I will: 

        

 Send my child to school+         
 Put up my child for adoption/send 

to DSWD or similar facility+ 
        

 Confine my child at home+         
17+   For me, having a child is:         
 A gift or blessing from God         
 For continuity of lineage         
 Additional help in earning                    

income 
        

 For taking care of us when we get 
old 

        

Statement Agree Neutral Disagree Reason/s 
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 C.   EXPECTATIONS ON PLANNING THE FAMILY 

18+   I prefer to have less than three  children+     

19+   If we have problems in having children, I 
will submit myself to fertility tests/
workout+ 

    

20+   I believe that the number and                 
spacing of children is a shared              
decision of husband and wife+ 

    

21+   I believe that sex in marriage is:     

 A duty     

 My right     

 An expression of love     

 For procreation or reproduction               
purposes only (pagkakaroon ng 
anak) 

    

22+   I believe that the wife may initiate 
sex+  

    

23+   Husband’s consent is necessary for 
the wife to use family planning 
methods+  

    

24+   I will personally use or allow my 
spouse to access modern family    
planning methods to limit and 
space childbirth+  

    

25+ I believe that ensuring safe and 
healthy pregnancy is the                      
responsibility of the wife+ 

        

26+  I believe that child care and nutrition are 
the responsibility of the wife+ 

        

27+  I will go to a birthing facility (clinic/
lying-in or hospital) for the delivery 
of my baby+ 

        

28+ I want my newborn baby to be   
breastfed after delivery+ 

        

29+ I will subject my baby to newborn 
screening+ 

        

30+ For me, the husband’s roles to ensure 
safe pregnancy and delivery are: 

        

 Accompany the wife during                 
prenatal and postnatal checkup+ 

        

    D.   EXPECTATIONS ON PREGNANCY AND CHILD CARE 
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 Formulate a birth plan with the wife+         

 Ensure that either husband or wife 
is enrolled with PhilHealth+ 

        

 Know the nearest Philhealth-
accredited facility within our place+ 

        

 Prepare the important things the 
wife needs before, during and               
after pregnancy, including those of 
the baby+ 

        

 Together with the wife, start                 
saving for hospital fees and other 
financial considerations that may 
occur+ 

        

 Know the emergency signs of    
pregnancy, and secure contact 
numbers of service provider+ 

        

31+   I believe in keeping intimacy during 
       pregnancy by: 

        

 Going on a date once a week or 
more often+ 

        

 Going out with friends+         

 Having sexual intercourse+         

Statement Agree Neutral Disagree Reason/s 
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ANNEX B1 
.1 

To: 

2018 

Department of the Interior and Local Government 
Department of Health 

Department of Social Welfare and Development 
Commission on Population 

Philippine Statistics Authority 

Joint Memorandum Circular .No. _t_ 
SeriesofZ!!JJl 

All Provincial Governors, City/ Municipal Mayors, Civil Registrars, 
PMC Program Implementers and Parties to Intended Marriages 

Subject: Revised Pre-Marriage Orientation and Counseling (PMOC) Program 
Implementing Guidelines of 2018 

1.0. RATIONALE 

Presidential Decree 965, the 1987 Family Code, the Local Government Code, and the 
Responsible Parenthood and Reprnductive Health Act (RA 10354) require all 
contracting parties or would-be-couples applying for a marriage license to attend and 
participate in a Pre-Marriage Orientation and Counseling session before they are issued 
such license. This program has long been institutionaJized in all local government units 
(LGUs). At present, however, there are as many models of implementation as there are 
LGUs. Moreover, based on the assessment of the program done by the Commission on 
Population in 2010, critical operational issues continue to beset the program 
significantly affecting the quality of information being disseminated through these 
sessions. 

Within this context, there is a need to harmonize the implementation of existing policies 
on Pre-Marriage Orientation and Counseling (PMOC) and strengthen the objectives of 
the program to prepare contracting parties to effectively assume their roles as spouses 
and parents within the bounds of marriage. There is also a need to streamline and 
standardize processes in the conduct of the PMOC to optimize the true intention of the 
program. For this purpose, these guidelines are set for compliance of national 
implementing agencies and local government units. 

2.0. DEFINITION OF TERMS 
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a. Contracting parties - refers to the engaged or would-be-spouses who, in 
order to obtain a marriage license, are required to undergo the pre-marriage 
orientation and/or counseling. / 

J//f7 Page 1 of 16 



 

 

 

 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    

b. Pre-Marriage Orientation (PM Orientation) - in compliance to RA 10354, 
it refers to the session that all contracting parties must attend before the 
issuance of a marriage license regardless of the age of the parties. This 
session provides adequate instructions and information on responsible 
parenthood, family planning, breastfeeding and infant nutrition and 
marriage and relationship shall be provided to the contracting parties. 

c. Pre-Marriage Counseling (PM Counse1ing) - in compliance with the Family 
Code, it refers to the mandatory counseling session required to all 
contracting parties where one or both parties are 18-25 years old in addition 
to their attendance to the PM Orientation. Contracting parties above 25 years 
old may also avail of this service. The session provides assistance and 
guidance to the contracting parties towards an informed decision about their 
forthcoming married life. 

d. Certificate of Compliance - a certificate signed by the PMOC Team Members 
who conducted the PMO Session and issued by the Local Population Office to 
contracting parties who have completed the pre-marriage orientation 
session. 

e. Certificate of Marriage Counseling - a certificate issued by an accredited PM 
Counselor to contracting parties who have completed the pre-marriage 
counseling sessi.on. 

3.0. CREATION OF NATIONAL AND REGIONAL PMOC TECHNICAL WORKING 
GROUPS (TWGs) 

3.1. There shall be constituted a National PMOC TWG composed of representatives 
from the foUowing national agencies/organizations: 

Chairperson 
Vice-Chairperson 

Members 

Commission on Population 
Department of the Interior and Local 
Government 
Department of Social Welfare and Development 
Department of Health 
Philippine Statistics Authority 

The Commission on Population shall serve as and provide for Secretariat 
functions in the undertakings of the National PMOC TWG. 

3.2. The National PMOC TWG shall have the following task and functions: 
3.2.1. Manage the review, modification, development, consolidation, 

recommendation of policies and strategies and provision of other 
technical inputs in relation to the effective operationalization of the 
PMOC program; / 
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3.2.2. Coordinate and recommend the necessary resource allotment and 
actions of the agencies and organizations at the national level for the 
effective operationalization of the PMOC program; 

3.2.3. Discuss and resolve arising issues in relation to the implementation of 
the PM OC program; 

3.2.4. For the effective operationalization of the PMOC program, provide 
technical guidance through policy and program advisories directed to 
regional, and provincial PMOC TWGs as well as local PMOC teams; 

3.2.5. Develop and adopt a PMOC manual with corresponding training 
program designs and periodically review and improve the same; 

3.2.6. Set up a monitoring and evaluation {M&E) system for the 
implementation of the PMOC program that includes the preparation of 
annual report of implementation to be submitted to the National PMOC 
TWG member agency/organization principals; 

3.2.7. Perform and act on any additional task as may be required in the 
effective implementation of the PMOC program; 

3.2.8. Develop and implement regulations for the certification/accreditation 
of non-government institutions as training providers on PMOC-related 
trainings; and 

3.2.9. Evaluate and certify the competency of non-government institutions -
nationally based or those that cover more than one region as its area of 
operation - to provide PMOC-related trainings and subsequently issue 
their certificate of accreditation. 

3.3. There shall be constituted a Regional PMOC TWG composed of representatives 
from the regiona1 offices of the following agencies/organizations: 

Chairperson: 
Vice-Chairperson: 

Members: 

Commission on Population - Regional Office 
Department of the Interior and Local 
Government 
Department of Social Welfare and Development 
Department of Health 
Philippine Statistics Authority 

The Commission on Population Regional Office shall serve as the Secretariat for 
the Regional PMOC TWG. 

3.4. The Regional PMOC TWG shall have the following task and functions: 

117 

3.4.1. Elevate to the National PMOC TWG all arising issues in relation to the 
effective implementation of the PMOC program, which, warrant policy 
and program intervention from the national 1evel; 

3.4.2. Coordinate and recommend the necessary resource allotment and 
actions of the agencies and organizations at the regional level for the 
effective operationalization of the PMOC program; / 
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3.4.3. Tackle and deliberate all arising issues in relation to the implementation 
of the PMOC program to come up with effective policy and program 
recommendations for the different regional agencies and organizations; 

3.4.4. Disseminate policy and program advisories issued by the National 
PMOCTWG; 

3.4.5. Assist the National PMOC TWG in the operationalization of the PMOC 
program M&E system through the gathering and submission of reports 
and data required; 

3.4.6. Perform any additional tasks assigned by the National PMOC TWG 
and/or as may be required in the effective implementation of the PMOC 
program; and 

3.4.7. Evaluate and certify the competency of non-government institutions, 
operating in their respective regions, to provide PMOC-related trainings 
and subsequently issue their certificate of accreditation. 

4.0. IMPLEMENTING THE PMOC PROGRAM THROUGH TEAM APPROACH 

4.1. Team Approach. The PMOC Program at the local level shall be implemented 
through a team approach where all concerned agencies/offices sha11 
collectively and systematically plan, implement, and monitor the program to 
ensure its quality and effectiveness. 

4.2. PMOC Team. There shall be constituted in every city and municipality a PMOC 
Team to be composed of: 

Team Leader 

Mandatory Members 

Pre-Marriage Counselor 

Optional Members 

Appointed or Designated City /Municipal 
Population Officer 
Representatives from the: 
• City /Municipal Health and Nutrition Office 
• City/Municipal Social Welfare Development 

Office 

Any PMOC Member accredited by the DSWD as 
Pre-Marriage Counselor, who will provide pre
marriage counseling session pursuant to EO 209. 

Representatives from the: 
• Local Civil Registrar's Office 
• Other relevant local offices such as but not 

limited to Agriculture, Education, GAD, etc. 
• Civil Society Organization 

The PMOC team shall be comprised of a minimum of three (3) members 
coming from the designated team leader and mandatory offices set forth above 
through an issuance of an executive order by the Local Chief Executive. 
Provided that, the city /municipal mayor has the option to increase the team 
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membership as he/she deems fit for the effective implementation of the PMOC 
program. Provided further, that the city /municipal mayor shall ensure the 
timely replacement of mandatory team members in cases of retirement, 
resignation, or other forms of separation from the office of the latter. 

4.3. Eligibility. The PMOC Team Members shall have the following qualifications 
and eligibility requirements: 
4.3.1. The team leader and mandatory members of the PMOC team must have 

permanent status of appointments in their respective LGU offices; 
4.3.2. The team leader, mandatory members, and optional members of the 

PMOC team must have undergone and completed the PMOC Training 
conducted by POPCOM in collaboration with other agencies in 
accordance with the training program developed by the National PMOC 
TWG;and 

4.3.3. PM Counselors must be accredited by DSWD before they can provide 
PM Counseling. 

4.4. Tasks and Functions. The PMOC Team shall have the following task and 
functions: 

119 

4.4.1. Develop and maintain a responsive mechanism to effectively implement 
the PMOC program in the city /municipality; 

4.4.2. Ensure adequate number of trained PMOC members that can cover the 
prevailing number of marriage license applicants; 

4.4.3. Advocate for the effective implementation of the PMOC Program to 
ensure adequate resources, logistics requirement, and policy support 
for the program; 

4.4.4. Undertake preparatory activities for the PMOC sessions by: 
4.4.4.1. Disseminating information about the PMOC program through 

community assemblies, barangay meetings, and quad-media 
outlets; 

4.4.4.2. Posting schedules of PMOC sessions in the office of the Local 
Civil Registrar, offices of the mandatory members of the PMOC 
team, and other noticeable places in the city /municipal hall; 

4.4.4.3. Ensuring appropriateness, readiness and availability of a venue 
for PMOC sessions; 

4.4.4.4. Preparing schedules of PMOC sessions for mandatory team 
members to enable them to plan these activities; and 

4.4.4.5. Processing of the accomplished marriage expectation inventory 
(MEI) by contracting parties to take note of the specific areas of 
concerns needing emphasis at the actual conduct of the PMOC 
session;/ 
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4.4.5. Conduct the PMO session for not more than 15 couples at a time and the 
PMC session per couple or by group of not more than six (6) couples; 

4.4.6. Conduct PMC session for selected couples based on the accomplished 
MEI, for contracting parties where one or both parties are 18-25 years 
old or as requested by couples; 

4.4.7. Provide the Certificate of Compliance to contracting parties who have 
completed the PM Orientation to be signed by the PMOC Team Members 
who conducted the PMO Session and issued by the Local Population 
Office; 

4.4.8. Provide the Certificate of Marriage Counseling to contracting parties 
who have completed the PM Counseling session to be issued by an 
accredited PM Counselor; 

4.4.9. Regularly assess, resolve and/or elevate arising issues in the 
implementation of the PMOC program; and 

4.4.10. Maintain a client satisfaction feedback survey and consolidate the 
result annually as a mechanism to monitor the quality of PMOC session 
provided as well as to serve as an additional basis in the renewal of the 
accreditation of PM counselors. 

4.5. Local PMOC Secretariat. The City /Municipal Population Office or, in its 
absence, the Family Planning Unit/Coordinator of the City/Municipal shall 
provide secretariat support to the implementation of PMOC program. The 
PMOC Secretariat shall specifically perform the following functions: 
4.5.1. Maintain the profile and electronic or hard database of couples; 
4.5.2. Prepare the needed supplies, materials, and equipment for the conduct 

of the PMOC sessions; 
4.5.3. Prepare and control the issuance of Certificate of Compliance and 

Certificate of Marriage Counseling; and 
4.5.4. Prepare and submit reports to PMOC Regional TWG. 

5.0. ROLES OF NATIONAL AND REGIONAL COORDINATING AGENCIES/ 
ORGANIZATIONS 

Aside from their participation in the national and regional TWGs, within their 
respective agency/organization mandates, the agencies/organizations shall 
perform their roles and functions enumerated below. All concerned government 
agencies shall issue appropriate internal policies and guidelines to 
operationalize their roles and functions. 

5.1. Commission on Population (POPCOM) 
5.1.1. Issue POPCOM Board Resolution encouraging LGUs to provide PMOC 

Program as a basic service in consonance with the Local Government 
Code; ( 
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5.1.2. In accordance with the PMOC training program developed and 
approved by the National PMOC TWG and their principals, the POPCOM 
shall: 
5.1.2.1. at the national level, conduct training of trainers on PMOC 

for Regional Implementers; and 
5.1.2.2. at the regional level, conduct, in collaboration with the 

regional PMOC TWG members, and issue corresponding 
certification for the training of new local PMOC Team members; 

5.1.3. Conduct annual assessment of the PMOC Program; 
5.1.4. Advocate for the effective implementation of the PMOC program; 
5.1.5. Take the lead in the monitoring and evaluation of the PMOC program; 
5.1.6. Undertake researches as input to the PMOC policy development tools; 
5.1.7. Install and maintain a data bank for the PMOC regional program, 

including but not limited to development and maintenance of inventory 
of Pre-Marriage Counselors and those who conduct PM Orientation; 

5.1.8. Provide and certify relevant PMOC-related training as requirement for 
accreditation of counselors; and 

5.1.9. Provide updates to the National and Regional PMOC TWG regarding 
trainings provided. 

5.2. Department of the Interior and Local Government 
5.2.1. Disseminate the Revised Pre-Marriage Orientation and Counseling 

Program Implementation Guidelines of 2018 to all Local Government 
Units nationwide; 

5.2.2. Disseminate all other subsequently issued policies and issuances in 
relation to the effective implementation of the PMOC program to all 
Local Government Units nationwide; 

S.2.3. Disseminate all program and policy advisories issued by the National 
PMOC TWG to all Local Government Units nationwide; 

5.2.4. Actively monitor compliance of LGUs in the implementation of their 
respective local PMOC programs. This can be made through the 
inclusion of PMOC program implementation indicators in the DILG's 
LGU performance assessment/evaluation tools and programs such as 
the Local Government Performance Measurement System (LGPMS), Seal 
of Good Local Governance (SGLG), etc.; and 

5.2.5. Encourage the leagues of local government specifically the Union of 
Local Authorities of the Philippines (ULAP), League of Municipalities of 
the Philippines (LMP) and League of Cities of the Philippines (LCP) for 
necessary support for the implementation of the PMOC Program. 

5.3. Department of Social Welfare and Development 
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5.3.1. Advocate for the effective implementation of the PMOC program; 
5.3.2. Provide technical assistance to LGUs and to the PMOC teams; 
5.3.3. Accredit the Pre-Marriage Counselors of the PMOC teams; 
5.3.4. Provide relevant PMOC-related training as requirement for 

accreditation of counselors; and I 
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5.3.5. Provide technical assistance in the training of PMOC teams. 

5.4. Department of Health 
5.4.1. Provide necessary evidence based policy guidelines and technical 

assistance for the effective implementation of the PMOC program at the 
national, regional, and local levels; 

5.4.2. Advocate for the effective implementation of the PMOC program at the 
national, regional, and local levels; 

5.4.3. Assist in the implementation of the monitoring and evaluation system of 
the PMOC program; and 

5.4.4. Provide relevant PMOC-related trainings. 

5.5. Philippine Statistics Authority 
5.5.1. Disseminate PMOC -related policies and implementation guidelines to 

local civil registrars; 
5.5.2. Provide technical inputs in the development of PMOC manual of the 

PMOC training program; and 
5.5.3. Provide to Local Civil Registrars relevant information on PMOC matters 

such as statistical data on family planning, parenthood and marriage. 

6.0. ROLES OF LOCAL GOVERNMENT UNITS 

6.1. City and Municipal Level 

6.1.1. The Local Government Unit through the City /Municipal Mayor shall: 
6.1.1.1. Effect the implementation of the PMOC program particularly 

the issuance of executive orders/circulars/directives for an 
effective and responsive PMOC program implementation; 

6.1.1.2. Include in his/her proposed annual budget for the Sanggunian 
an allotment for the effective operation of the PMOC team and 
the conduct of PMOC sessions; 

6.1.1.3. Provide support for the PMOC implementation ensuring that 
resources would be made available for (1) the venue for the 
sessions, (2) supplies and materials, (3) basic and refresher 
training for PMOC team members, and ( 4) meals, 
transportation, and other incidental expenses necessary for the 
PMOC Team's performance of their duties and functions; and 

6.1.1.4. Ensure that at least one (1) member of the PMOC team is an 
accredited PM counselor who will issue and sign the Certificate 
of Marriage Counseling. 

6.1.2. The Local Government Unit through the Sangguniang Panglungsod/ 
Sangguniang Bayan shall pass ordinances in support of the PMOC/ 
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program including recurring annual budget for the PMOC team and 
their clients. 

6.1.3. The City /Municipal Population Office or designated officer shall: 
6.1.3.1. Serve as the focal office and secretariat of the PMOC team; 
6.1.3.2. Maintain records and files of the PMOC program; 
6.1.3.3. Prepare the necessary reports for submission to the Regional 

and Provincial PMOC TWGs in relation to the PMOC Program 
M&E system; 

6.1.3.4. Submit PMOC program implementation reports to the Local 
Chief Executive annually and from time to time as may be 
required by the latter; 

6.1.3.5. Organize and coordinate the conduct of training for their 
respective PMOC team members; 

6.1.3.6. Ensure that the PMOC session is conducted using the team 
approach; 

6. 1.3. 7. Ensure that contracting parties with unmet need for family 
planning are referred to appropriate health service providers; 
and 

6.1.3.8. Ensure that contracting parties with demand for other health 
and social services are referred to appropriate health and 
social service providers. 

6.1.4. The City /Municipal Health Office: 
6.1.4.1. Serve as mandatory member of the PMOC Team; 
6.1.4.2. Conduct PMOC sessions together with other mandatory 

members; 
6.1.4.3. Collaborate with the mandatory members in ensuring that the 

PMOC Program is implemented efficiently and effectively; and 
6.1.4.4. Address and provide the necessary family planning and health 

services needed by contracting parties identified with unmet 
need during PMOC sessions. 

6.1.5. The City /Municipal Social Welfare and Development Office: 
6.1.5.1. Serve as mandatory member of the PMOC Team; 
6.1.5.2. Conduct PMOC sessions together with other mandatory 

members; 
6.1.5.3. Collaborate with the mandatory members in ensuring that the 

PMOC Program is implemented efficiently and effectively; and 
6.1.5.4. Address and provide the necessary social service need by 

contracting parties identified during PMOC sessions. 

6.1.6. The Local Civil Registrar's Office (LCRO) shall: 

123 

6.1.6.1. Release the marriage license to the applicants upon 
presentation of the following: / 
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6.1.6.1.1. For contracting parties ages 18-25 - duly signed 
Certificate of Compliance and Certificate of Marriage 
Counseling or its equivalent certificate issued by 
other authorized solemnizing officer; and 

6.1.6.1.2. For contracting parties ages 26 and above - duly 
signed Certificate of Compliance; 

6.1.6.2. Regularly submit copies of the applications for marriage license 
to PSA for archiving. 

6.2. Provincial Level 

6.2.1. There shall be constituted a Provincial PMOC TWG composed of 
representatives from the following provincial offices/organizations: 

Chairperson 
Vice-Chairperson 
Members 

Office of the Governor 
Provincial Population Office 
Provincial Health Office 
Provincial Social Welfare and Development 
Office 
PSA-Provincial Office 
DILG -Provincial Office 

The Provincial Population Office shall serve as and provide for 
secretariat functions in the undertakings of the Provincial PMOC TWG. 

The Governor shall, with the recommendation of the PMOC TWG, have 
the authority to expand the membership of the body as may be 
necessary in the effective implementation of the PMOC program. 

6.2.2. The Provincial PMOC TWG shall have the following task and functions: 
6.2.2.1. Elevate to the Regional PMOC TWG all arising issues in relation 

to the effective implementation of the PMOC program, which, 
warrant policy and program intervention from the regional 
level; 

6.2.2.2. Coordinate and recommend the necessary resource allotment 
and actions of provincial offices and local government units for 
the effective operationalization of the PMOC program at the 
local level; 

6.2.2.3. Tackle and deliberate all arising issues in relation to the 
implementation of the PMOC program to come up with 
effective policy and program recommendations for the 
different provincial offices and local government units; 

6.2.2.4. Disseminate policy and program advisories issued by the 
National PMOC TWG; ( 
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6.2.2.5. Assist the Regional PMOC TWG in the gathering and 
submission of reports required by the PMOC program M&E 
system; and 

6.2.2.6. Perform and act on any task as may be required in the effective 
implementation of the PMOC program. 

6.2.3. The Local Government Unit through the Sangguniang Panlalawigan shall 
adopt an ordinance in coordination with component cities and 
municipalities in support of the PMOC program implementation in the 
entire province including provision of necessary resources. 

7.0. PMOC SERVICE PROTOCOL 

The PMOC Program Services shall be availed through the following procedures: 

7 .1. All contracting parties who are required to get marriage license must first 
apply for a marriage license at the Local Civil Registry Office (LCRO); 

7.2. The LCRO subsequently refers the applicant contracting parties to the 
City/Municipal Population Office (as PMOCfocal and secretariat); 

7.3. The applicant contracting parties will personally register with the PMOC 
Secretariat and must accomplish the Marriage Expectation Inventory Form 
(MEIF); 

7.4. All applicant contracting parties, except those marriages exempted from 
license requirement as provided in the Family Code of the Philippines must 
personally attend the PM Orientation to be conducted by the PMOC team on the 
designated schedule, session of which shall not be less than four (4) hours; 

7 .5. The pre-marriage counseling session, to be provided by an accredited pre
marriage counselor who is a member of the local PMOC, shall be conducted on 
the designated schedule, session of which shal1 not be less than three (3) hours; 

7.6. The PM Orientation and PM counseling sessions should be conducted within 
the same calendar day; 

7.7. 

7.8. 

125 

All applicant contracting parties shall be given adequate instructions and 
information on responsible parenthood, family planning, breastfeeding and 
infant nutrition, and marriage and relationship; 

After the PM Orientation, applicant contracting parties who are 18-25 years old 
are also required to attend a separate PM counseling session. If only one of the 
contracting parties is between the ages 18-25, the other party who is more 
than 25 years old must also be present at the Pre-Marriage Counseling Session./ 
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Contracting parties ages 18-25 who has a certificate issued by priest, imam or 
minister authorized to solemnize marriage will no longer need to undergo PM 
Counseling Session (Art.16, EO209); 

7.9. A Certificate of Compliance shall be issued to contracting parties upon 
completion of the PM Orientation session which shall be signed by PMOC Team 
Members who conducted the orientation and issued by the Local Population 
Office; 

7.10.For contracting parties who are required of parental consent and advice (18-25 
years old) and have completed the Pre Marriage Counseling session, a 
Certificate of Marriage Counseling will be issued by an accredited PM 
counselor; 

7.11.The contracting parties shall return to the LCRO and present the signed 
Certificate of Compliance and Certificate of Pre-Marriage Counseling (if 
necessary) to obtain the marriage license; and 

7.12.The Certificates shall contain information as contained in Annex A (Certificate 
of Compliance) and Annex B (Certificate of Marriage Counseling) which are 
integral parts of this JMC. 

8.0. CONFIDENTIALITY CLAUSE 

Personal details of the contracting parties shall be stored and maintained 
confidentially by the PMOC Team. The PMOC Team must observe and respect the 
data privacy rights of the contracting parties. 

The use of any personal information collected, stored, and processed under the 
PMOC Program shall be subject to the rules and regulations as provided for by the 
Data Privacy Act of 2012 or RA 10173. 

9.0. TRAINING OF PMOC TEAM 

9.1. All PMOC Team Members must undergo the PMOC Training Program 
prescribed by the National PMOC TWG; 

9.2. The PMOC Training program will include: 
9.2.1. The mandatory training on the PMOC Manual which has 2 parts: Module 

1 on PM Orientation and Module 2 on PM Counseling for new PMOC 
Team members; and 

9.2.2. The PMOC-related learning and development courses that will provide_ 
continuing education to PMOC team members. This is a listing of/ 
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training programs provided by both government and non-government 
institutions recognized by the National and Regional PMOC TWGs; 

9.3. For new PMOC Team Members, they must undergo the Training on PMOC: 
9.3.1. POPCOM shall lead the provision of the Training on PMOC Manual 

Module I. POPCOM may conduct the training or collaborate with other 
agencies for the conduct of the same; and 

9.3.2. POPCOM shall issue a Certificate of Training Completion to all PMOC 
team members that have undergone said training. The Certificate will 
form part of the accreditation requirement for Pre-Marriage Counselors; 

9.4. All new pre-marriage counselors who will conduct the PMC sessions, in 
addition to PMO training to be conducted by POPCOM, shall undergo pre
marriage counseling (focusing on marriage counseling skills) training to be led 
by the DSWD based on the module to be jointly developed by the members of 
the National PMOC Team; and 

9.5. For continuous upgrading of skills and capacities and updating on related 
issues, PMOC team members are required to undergo refresher course and 
relevant trainings. PMOC Team members may select and go through any of the 
training programs listed under the PMOC Training Program prescribed and 
conducted by the National PMOC TWG and accredited non-government 
institutions. 

10.0. ACCREDITATION OF PRE-MARRIAGE COUNSELORS 

The accreditation of pre-marriage counselors shall be governed by a separate 
guidelines issued by the DSWD. 

11.0. MISCELANEOUS PROVISIONS 

127 

11.1.Repeal - DILG-DOH-DSWD-POPCOM Joint Memorandum Circular No. 01 Series 
of 2010, and the Revised Pre-Marriage Counseling (PMC) Program 
Implementing Guidelines of 2002 is repealed in its entirety, and all other 
issuances inconsistent with the provisions of this joint memorandum circular is 
hereby repealed or modified accordingly. Any supplemental or amendatory 
policy in relation to this JMC shall be issued accordingly. 

11.2.Interpretation and Construction - These guidelines shall be liberally 
construed to ensure and facilitate the effective implementation of the PMOC 
program, and conduct of PMOC sessions by competent and appropriately 
trained PMOC team members r 
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11.3.Separability - If, for any reason, any part or provision of these guidelines is 
declared invalid or unconstitutiona], any part or provision not affected thereby 
shall remain in full force and effect. 

11.4.Effectivity-This Joint Memorandum Circular shall take effect immediately. 

~~~ 
HON. EMMANUEL A. LEYCO 
OIC-Secretary 
Department of Social Welfare 
and Development 

;) 
JiA~r · 

D~UAN ANTONIO A. ~EZ, III 
cutive Director 

ommission on Population 

) 

Officer-in-Charge 
Department of the Interior and 
Local Government 

~·~t-1~ 
HON. LISA GRACE S. BERSALES, Ph.ql'-
Undersecretary 
National Statistician and Civil Registrar 
General 
Philippine Statistics Authority 

COJVll\lllSSION ON POPULATll>,. 

D1:1te: 5ept. IC\2018 Time: z:ropvi 
sv: f. Va/ent,?l 

r.Ef\lTRAL REGO OS UNIT 
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ANNEX A 

CERTIFICATE OF COMPLIANCE 

This is to certify that Mr. _________ .and Ms. _________ have 

completed the Pre-Marriage Orientation (PMO) session, in accordance with Section 15 

of R.A. 10354. This certificate will be valid until the issuance of the marriage license. 

Conducted by: (PMOC Team Members who conducted the PMO only) 

Name and Si~natur~ 
Position/Designation 

Name and Si~ature 
Positi.on/Designation 

Name and Signature 
Position/Designation 

Issued by: (Local Population Office or Family Planning Office, or by the Local Health Office 

in absence of a local Family Planning Office) 

Name and Signature 
Position/Designation 
Office {Local Population Office or Family Plannin9 Office or Local Health Office) 
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ANNEXB 

CERTIFICATE OF MARRIAGE COUNSELING 

This is to certify that Mr. _________ and Ms. _________ have 
completed the Pre-Marriage Counseling (PMC) session, in accordance with Article 16 of 
the New Family Code (EO 209). This certificate wiH be valid until the issuance of the 
marriage license. 

Issued by: (Must be an accredited PM Counselor) 

Name and Signature 
Position/Designation 
Accreditation No.: __________ _ 
Date of Accreditation: _______ _ 
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2018-182 

MEMORANDUM CIRCULAR 
No.: 2018 182 

TO 

SUBJECT 

ALL PROVINCIAL GOVERNORS, CITY MAYORS, MUNICIPAL MAYORS, 
ARMM REGIONAL GOVERNOR, DILG REGIONAL DIRECTORS AND 
OTHERS CONCERNED 

ADOPTION OF REVISED PRE-MARRIAGE ORIENTATION AND 
COUNSELING (PMOC) PROGRAM IMPLEMENTING GUIDELINES OF 
2018 

DJLG-DOH-DSWD-POPCOM-PSA Joint Memorandum Circular No. 1 Series of 2018 entitled, 
•Revised Pre-Marriage Orientation and Counseling (PMOC) Program Implementing 
Guidelineso/2018", was issued to harmonize the implementation of the PMOC Program in the 
LGUs as mandated by Presidential Decree 965, the 1987 Family Code, the Local Government 
Codes 1991 (RA 7160) and the Responsible Parenthood and Reproductive Health Act (RA 
10354). 

The JMC requires contracting parties or would-be-couples applying for marriage license to 
attend and participate in a Pre-Marriage Orientation and Counselling session before they are 
issued such license. Furthermore, this JMC provides information on how to streamline and 
standardize processes in the conduct of the PMOC to optimize the true intention of the program. 
It also serves as guidelines for relevant/concerned agencies and local government units to 
effectively implement the PMOC program. 

In view of this, all Local Chief Executives and others concerned are hereby enjoined to adopt this 
Joint Memorandum Circular on the Revised Pre-Marriage Orientation and Counseling {PMOC) 
Program Implementing Guidelines of 2018. To download the electronic copy of the said JMC, 
please visit the https: //bit.ly/2!6d08f. 

AJI DILG Regional Directors are likewise directed to cause the widest dissemination of this 
issuance and extend the necessary assistance in the implementation of the program. 

For the information and guidance f--all concerned. 



 

 

 

 

 

 

The Five Love Languages by Gary Chapman  

Direction: Rank the columns from 1 to 5 (with 1 being first and 5 being last) on how 
you feel being loved the most+ 

 

WHEN YOU FEEL BEING LOVED THE MOST (BLANK FORM) 
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I look forward to 
compUments and verbal 
praise. making an effort 
to avoid criticism. I Uke It 

when my partner tells me 
that I am attractive or I 
look good. It uplifts and 
affirms my self- image 

and confidence. 

I like to receive regular 
notes and words of 
affirmation from my 
partner. I feel loved 

when he/she 
a,,-1n""""""'ges me and 

the words of 
acceptance are 
Important to me. 

I f'eel Loved when my 
partner celebrates my 

birthday with 
meanlngful words 

(written or spokenJ 

I feeL encouraged when 
my partner is able to 

see the world from my 
perspective. 

I feeL loved when my 
partner knows and 
recognizes what Is 
Important to me. 

Kind \VOl"Cls and tone of 
voice matter ID me. 

--
I Uke to spend 

one- on-one time with 
my partner. Our time 
being together Is the 

best way to show Love to 
me. I look forward to 
doing things together 
and focusing on one 

another. 

I deeply appreciate 
when doing 

meaningful activities 
together such as taking 

Long walks or going 
places. 

Quality conversation 
matters to me. I 

appreciate It when my 
partner looks at me 

when we are talking, 
Ustening patiently and 
doesn't interrupt me. I 

would expect my 
spouse to give 

undivided attention 
and listen to me 

sympatheticaUy, taking 
time to understand my 

feelings. 

Gifts don't have to be 
expensive but it sends a 

powerful message of 
love to me whether 

these are purchased. 
found. or made. 

I Uke It when my spouse 
give me visible 

symbols of love (gifts) 
as these are always 

special to me. 

Several Inexpensive 
gifts mean more to me 

than one large 
expensive gifl 

I feel loved when my 
spouse celebrate my 
birthday with a girt 

I appreciate it when my 
spouse remember 

special days with a girt. 

I know my spouse Is 
thlnkrig of me 

• whenever you give me 
, a gift When I receive a 

gift for no occasion or 
' : presence alone during 

a crisis make me feel 
:Loved. 

I feel Loved when my 
spouse does things to 

help me. What my 
partner does, Including 

sincere efforts to provide 
practlcal help such as 
running errands and 
doing chores, home 

projects or tasks without 
being asked. matters to 
me than what Is actuaUy 

being said I know my 
partner Loves me when 
he/she sincerely does 

things for me that 
he/she 

doesn't necessarily enjoy 
doing. 

I appreciate the many 
things my partner does 

for me. I feel Loved 
when he/she 

enthusiasticaUy does a 
task I have requested, 
knowing that he/she is 
concemed enough to 

help me. 

E 
I fael Loved when my 

spouse woul.cl hold my 
hand. give me hugs or 

unexpected kisses. 

It matters to me when 
my partner holds me in 

his/her anns or sits 
close to me. leaning on 
each other. I unders121nd 

and respond better 
when my partner holds 

my hand 

I feel whole and secure 
when my spouse 

touches me, cuddles, or 
simply gives shoulder 

massages. 
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LET US CHECK YOUR RESPONSES:  

You feel most loved when you receive………++ 

 

WHEN YOU FEEL BEING LOVED THE MOST (RESPONSES)  

SUMMARY OF LOVE LANGUAGE 
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WORDS OF 
AFFIRMATION 

Complments, praises or 
words of encouragement 

133 

QUALITY TIME 

Partner's mdlvkled 
attentlol\ spending 

one- on-one tlme and 
doog activities together 

GIFTS 

symbols of love, ll<e 
flowers, chocolates, 
simple personally 

made girts 

ACTS OF 
SERVICE 

WIWngly provide a 
helping hand on 

household chores. home 
projects. rurri,g errands. 
walking the clog. or doing 

other small.Jobs, 

PHYSICAL 
TOUCH 

Sitting close together, 
holding hands. hugging, 
cuddllng, holdlng hands. 

kissing, having sex 



 

 

 

 

 

 

 

 

 

FAMILY CODE: REQUISITES OF MARRIAGE 

No marriage shall be valid, unless these essential requisites are present: 

 Legal capacity of the contracting parties who must be a male and a female; 
(any male or female of the age of eighteen years or upwards not under any 
of the impediments mentioned in Articles 37 and 38, may contract marriage); 
and 

 Consent freely given in the presence of the solemnizing officer+ (53a) 

 

In Article 3 of the Family Code of the Philippines, the formal requisites of marriage 
are: 

1+ Authority of the solemnizing officer; 

2+ A valid marriage license except in the cases provided for in Chapter 2 of the 
Family Code of the Philippines, and; 

3+ A marriage ceremony which takes place with the appearance of the                               
contracting parties before the solemnizing officer and their personal                      
declaration that they take each other as husband and wife in the presence of 
no less than two witnesses of legal age+ (53a, 55a) 

 

The absence of any of the essential or formal requisites shall render the marriage 
void ab initio (from the very beginning), except as stated in Article 35 (2)+ A defect 
in any of the formal requisites shall not affect the validity of the marriage but the 
party or parties responsible for the irregularity shall be civilly, criminally and ad-
ministratively liable+ (n) 

TIPS IN DEALING WITH IN-LAWS 

In the Filipino Culture, when persons marry, they automatically become members 
of their spouses’ families, hence, maintaining good and peaceful relationship with 
in-laws is perceived important in strengthening marriage and family relations/
ties+ 

 

MARRIAGE AND RELATIONSHIPS: ADDITIONAL READINGS 
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Here are tips and ways on how to deal with your in-laws: 

1+ Treat your in-laws as you would your parents+ 

2+ Build mutual respect by observing traditions, special occasions, privacy and 
differing opinions/ideas+ 

3+ Let your in-laws enjoy your kids as much as you let your own parents+ 

4+ Be Mature+ 

5+ Be Kind+ 

6+ Communicate with them openly+ 

7+ Be open to change+ 

 

TOP 10 POTENTIAL MARITAL ISSUES ACCORDING TO EXPERTS 

 

1. Boundary Problems 

 Checking out the personal stuff of your partner despite his/her being                  
uncomfortable about it+ 

 Trying to change each other in the way you want your spouse to become, 
despite his/her disagreement+ 

 Game-playing or manipulation+ 

-Gina Holmes, author of Wings of Glass, March 2013 

 

2. Talking vs. Communicating 

 Assuming that more communication is the solution+ 

 Expecting your partner to read your mind+ 

 Giving in and not saying really what you want or think+ 

 Harping on (possible hopeless) issues 

 Not considering things from other people’s point of view+ 

-Viki MorandeiraTu, life Coach and the author of the book, ¿Qué le pasa a                 
mi esposo?  

-Melanie Pinola, Five Communication Mistakes Almost Every Couple Makes 
https://lifehacker+com/five-communication-mistakes-almost-every-couple-
makes- 1535461741 
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3. Time Management 

 Couples are feeling so busy and stressed by feeling pulled multiple directions 
that the quality of the marriage is declining+ 

-Susanne M+ Alexander, marriage educator and the author of Deciding in       
Unity: A Practical Process for Married Couples to Agree on Practically                     
Everything 

 
4. Intimacy 

 Lack of interest or opportunity to keep the couple’s sexual  connection alive+ 

-Stephanie Manes, relationship therapist 

 
5. Turned Focus 

 Once the baby arrives, the focus of the wife may turn to the child, and never 
returns to the relationship with the husband, leading to lack of intimacy+ 

- David T+ Pisarra, Esq+, and author of A Man’s Guide to Domestic Violence 

 
6. Emotional Infidelity 

 Emotional affairs are not just about sex but about having an intimate                             
relationship with someone outside the marriage+ 

   - Sue Brans CPC, ELI-MP, relationship coach 

 
7. Money 

 Disagreements due to spending habits, budgeting and saving money e+i+ the 
way bills get paid, prioritizing needs, not able to delineate needs from wants+ 

- Jenny & Rufus Triplett, relationship experts, Surviving Marriage Tips 

 

8. Inability or Unwillingness to Forgive 

 Having a “cold war” with your spouse+ 

 Bringing up past mistakes or issues encountered during a fight+ 

-  Zachary Hamilton, marriage and relationship coach at Better Path 

 

9. Lack of Appreciation 

 Not giving back the affirmation your spouse deserves from the small or big 
efforts he/she exerts for the relationship to work+ 

 Taking your spouse for granted+ 

- Bill Farr, relationship and wellness coach and author of The Power of                   
Personality Types in Love and Relationships 
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10. Allowing Technology to Interfere 

 Distraction by technology in the guise of spending time together e+g+ people 
are texting while they’re at dinner, surfing the Internet in the evenings, and 
using their smartphones/gadgets constantly+ 

 - Amy Morin, LCSW 

- Devan McGuinness, specializes in parenting, relationships, and lifestyle 
trends; and the award-winning founder behind Unspoken Grief, editor of the 
lifestyle sitebyDevan+com+ 

- https://www+babble+com/relationships/relationship-experts-share-the-10-
most- common-issues-in-a-marriage/ 

 

UNDERSTANDING COMMUNICATION IN MARRIAGE  

 

1. Communication demands time 

 Date nights, “couch time” before sleeping+ meal times, etc+ 
 Quality time and quantity time+ 

 
2. Communication requires openness and honesty 

 Be truthful+ 

 Be open about desires, dreams and visions as well as your needs,                              
frustrations, feelings, fear etc+ 

 
3. Communication entails saying the right words at the right time with 

the right motive 

 RIGHT TIME 

 Timing is key+ 
 Be aware of your spouse’s receptivity at any given time 
 Be aware of the emotional climate of you and your spouse+ 

 

 RIGHT WORDS 

 Communication should be positive and beneficial+ 

 Restate negative comment into a subtler and acceptable statements+ 

 It should be objective, encouraging and constructive+ 
 

 RIGHT MOTIVES 

 Wrong motives are to manipulate, to force to agree, monopolize, and 
bring up past mistakes or to point the blame 

 Right motive is always reconciliation and building up+ 
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4. Communication necessitates listening  

 Listen! God gave us two ears and one mouth- so that we will listen twice as 
much as we speak+ 

 Let your spouse know you are “emotionally present” by giving your full,                 
undivided attention+ 

 No cellphones, no TV, no emails, no official business+ 

 

5. Communication involves non-verbal languages. 

 Experts estimate that the message received is based 7* on the words you 
say,  on the tone of voice used, 55 * on the body language+ 

 Don’t send double messages+ Say what you mean+ 

 Love is communicated in various languages+ 

 

NURTURING MARRIAGE 

All couples who entered marriage hoped that their relationship will work out and 
not end in divorce, separation or annulment+ Here are some helpful tips we can 
learn from to nurture our marriage and increase lifelong satisfaction and                   
happiness+ 

 

Husband and wife need to stay married as FRIENDS+ 

Face-to -face time. 

 Getting to see each other, spending time+ 

 Date time should be long face-to-face conversation+ 

 

Reciprocal. 

 They key to having a good friendship with spouse is to first be a friend+ 

 

Intimate. 

 Sharing of each other’s thoughts to bring about understanding and                          
connection to each+ (Intellectual intimacy) 

 Sharing of feelings and emotions (joys and pains) for comfort and                              
encouragement (Emotional Intimacy) 

 Doing things together, spending time together whether doing work or trips or 
picnics build beautiful memories and experiences that bond the marriage+ 
(Social Intimacy) 
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 Investing time and energy during time of togetherness+ Holding hands, hugs, 
kisses, sex are all expressions necessary of physical and physiological beings+ 
(Physical Intimacy) 

 Praying together, joining in honest prayer+ (Spiritual Intimacy) 

 

Enjoyable 

 Deliberately enjoy each moment+ 

 Find ways to together while you have the energy to enjoy doing things                       
together+ 

 Eliminate hurry, activities that take time away from you+ 

 Create memory of laughter together+ 

 

Needed 

 Both of you need each other+ 

 Serve each other+ 

 Both of you are helping each other+ “It’s better when he/she is here”+ 

 I feel needed+ 

 

Devoted 

 You are reserved to only one+ Designed for one another+ 

 Lock your marriage just like the way we do in our doors, cars+ 

 Be wise to set boundaries+ 

 

Speak into my life  

 Give each other the license to “speak into my life” allowing him/her to point the 
wrong things about you and pushing and reminding each other to be more 
productive and fruitful+ 

 

Space 

 Recognizing and respecting that each has personal space for their own growth 
and self–fulfillment and self-reflection+ 
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More Tips for Couples to Nurture and Reassure Each Other of their Love:  

 

Closeness. “You have the right to your work, hobbies, but I need some time to 
hold hand, hug, be affectionate, be alone with you, laugh together, go for a walk, or 
jog”+ 

Openness. “When you said you didn’t want to spend time talking about my               
concerns that felt unloving to me+ I know we don’t always have the time to talk at 
length, but sometimes I need to feel reassured that everything is Okay+” 

Understanding. “When you gave me a quick solution trying to what I was trying 
to tell you, I know you were trying to be helpful, but I really need to feel your care 
and you can do that by listening and understanding+” 

Peacemaking. “When you tell me to “Drop it, let’s forget it, it’s over”, that feels                   
unloving+ I know some things need forgetting, but first I need to know that you 
aren’t angry anymore and that we really are at peace+” 

Loyalty. “When you look at another woman/man that feels unloving to me+ I know 
temptations are real, but I need to know you have eyes only for me+ “ 

Esteem. “When you make negative comments about me, that means less loved+ I 
know I’m not perfect but I need to hear from you when I do a good job, and I need 
your encouragement even when I don’t+” 

OTHER LAWS RELATED TO MARRIAGE AND RELATIONSHIPS  

 

Republic Act -Anti-Mail Order Spouse Act (July  

 

It is an act providing stronger measures against unlawful practices, businesses and 
schemes of matching and offering Filipinos to foreign nationals for purpose of  
marriage or common law partnership+ 

 

Republic Act  -Revised Penal Code (December  

Pertinent provisions of the Penal code sanctions physical injury, humiliation, etc+ 

 Republic Act  or the Solo Parent's Welfare Act provides for benefits 
and privileges to solo parents and their children 

 Republic Act - Anti-trafficking of Persons Act of  

 Republic Act - Anti-Mail Order Spouse Act of  

 Republic Act – Responsible Parenthood and Reproductive Health Act of 
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 RA  – Anti-Violence Against Women and their Children Act of 
(Promulgated March  

 Republic Act – Magna Carta of Women (2009) 

 Presidential Decree – The Child and Youth Welfare Code 

 Republic Act  – Special Protection of Children Against Abuse, Exploitation 
and Discrimination Act+ 

 Presidential Decree – Reduction to four of paid maternity leaves 

 Presidential Decree – Requiring marriage applicants to receive in-
structions on    family planning and responsible parenthood 

 Convention on the Rights of the Child 

 Republic Act – An Act granting Paternity Leave of Seven Days 
with Full Pay to All Married Male Employees in the Private and Public Sectors 
for the First Four Deliveries of the Legitimate Spouse with Whom He is                       
Cohabitating and for Other Purposes 

 Republic Act – Philippine AIDS Prevention and Control Act of 

 Republic Act The Domestic Adoption Act of  
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SIX (6) SPECIFIC TYPES OF FAMILY STRUCTURE  

1. Nuclear Family 

The nuclear family is the traditional type of family structure+ This family type                    
consists of two parents and children+ The nuclear family was long held in esteem by 
society as being the ideal in which to raise children+ Children in nuclear families               
receive strength and stability from the two-parent structure and generally have 
more opportunities due to the financial ease of two adults+  

 

2. Single Parent Family 

The single parent family consists of one parent raising one or more children on his 
own+ Often, a single parent family is a mother with her children, although there are 
single fathers as well+ The single parent family is the biggest change society has 
seen in terms of the changes in family structures+ One in four children is born to a 
single mother+ Single parent families are generally close and find ways to work            
together to solve problems, such as dividing up household chores+ When only one 
parent is at home, it may be a struggle to find childcare, as there is only one parent                 
working+ This limits income and opportunities in many cases, although many single 
parent families have help from relatives and friends+ 

 

3. Extended Family 

The extended family structure consists of two or more adults who are related, either 
by blood or marriage, living in the same home+ This family includes many relatives 
living together and working toward common goals, such as raising the children and 
keeping up with the household duties+ 

 

4. Childless Family 

While most people think of family as including children, there are couples who                  
either cannot or choose not to have children+ The childless family is sometimes the 
"forgotten family," as it does not meet the traditional standards set by society+                
Childless families consist of a husband and wife living and working together+ Many 
childless families take on the responsibility of pet ownership or have extensive 
contact with their nieces and nephews as a substitute for having their own children+ 

 

RESPONSIBLE PARENTHOOD: ADDITIONAL READINGS 
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5. Stepfamily 

Some marriages end in annulment/legal separation, and many of these individuals 
choose to get remarried+ This creates the stepfamily which involves two separate 
families merging into one new unit+ It consists of a new husband and wife and their 
children from previous marriages or relationships+ Stepfamilies are about as                     
common as the nuclear family, although they tend to have more problems, such 
as adjustment periods and discipline issues+ 

 
Stepfamilies need to learn to work together and also work with their exes to ensure 
these family units run smoothly+ 
 

6.Grandparent Family 

Many grandparents today are raising their grandchildren for a variety of reasons+ 
One in fourteen children is raised by his grandparents, and the parents are not                 
present in the child's life+ This could be due to parents' death, addiction,                         
abandonment or being unfit parents+ Many grandparents need to go back to work 
or find additional sources of income to help raise their grandchildren+ 

DIFFERENT PERSONALITY TYPES OF PARENTS  

 

a. The Popular Parent (Sanguine) “LET’S DO IT THE FUN WAY” 

Character: light-hearted, bright-eyed, talks and laughs a lot, “life of the              
party”, enjoys people, gets excited by project, dramatic and emotional 

Could improve: by being more reflective, organized, time conscious,                       
self-reliant at work, can learn to accept criticism and balance sense of                 
humor 

Depressions: funless life, seeming lovelessness or unresponsiveness by         
people 

Dislikes people: who criticize, unresponsive to his/her humor, isn’t charmed 
by him/her 

Fears: being unpopular, bored, routinary life, keeping track of expenses 

Likes people: who listen to, laugh with, praise and approve of him/her+ 

Self-worth: felt when praised and responded to by the people around him/
her 

Strengths: bubbling and engaging personality, optimistic, humorous, great   
story- teller, enjoys being with people, life of the people 

Wants: fun activity, people’s presence, attention, approval, affection,                     
acceptance 

Weaknesses: disorganized, can’t remember details of names, exaggerates, 
not serious about anything, relies on others to do work, too gullible/naive 
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b. The Powerful Parent (Choleric) “LET’S DO IT THE MY WAY” 

Character: fast moving, very self-confident, restless and over-powering; quick 
to grab leadership, take command or dominate any decision-making situations, 
business-like, fast phase, temperamental 

Wants: to be in control 

Strengths: can instantly take charge; makes fast and correct judgment 

Weaknesses: too bossy, dictatorial, insensitive, impatient, will not delegate or 
give credit to others 

Self-worth: felt when appreciated for all achievements; when there are                 
leadership opportunities; when decision-making and control is needed 

Depressions: life that he/she cannot control as others prefer to do things their 
own way 

Fears: losing control of anything 

Likes people: who are supportive and submissive; see things his/her way and 
obey right away and not minding if they are not recognized for work done 

Dislikes people: who are lazy and not interested in working constantly; resists 
authority; independent minded; and whose loyalty to him/her cannot be                    
ascertained 

Could improve: by allowing others to make decisions; delegating authority; 
relaxing and accepting the fact the things can be done by also but not                         
necessarily his/her way+ 

 

c. The Perfect Parent (Melancholic) “LET’S DO IT RIGHT AWAY” 

Character: serious and sensitive in nature; clean, neat, and  well-groomed;  
well-mannered, self-deprecating, compassionate, sincere, steadfast,                    
well-behaved, creative, artistic, multi-talented, dedicated to making things                
perfect 

Wants: to have things going right 

Strengths: deeply analytical; able to organize and set long range goals; has 
high standards and ideals 

Weaknesses: gets easily depressed; spends too much time in preparation and 
attention to details 

Self-worth: feels need for sense of stability, silence and support 

Depressions: when standards aren’t met, life is disorderly or no one seems to 
care 

Fears: making mistakes; standards being compromised; through feelings not 
being understood by anyone 

Likes people: who are serious, intellectual, deep, carry on a sensible                           
conversation 
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Dislikes people: who are insubstantial, superficial, disorganized, forgetful, late, 
unpredictable 

Could improve: if he/she doesn’t take life too seriously, not too much of a                
perfectionist specially as a parent 

 

d. The Peaceful Parent (Phlegmatic) “LET’S DO IT THE EASY WAY” 

Character: calm, kind, low key, relaxed, patient, easy to get along with, most                  
eager to please, sympathetic, most agreeable and pleasant person 

Wants: avoid conflict, keep peace 

Strengths: balanced, even disposition; dry sense of humor; pleasing personality 

Weaknesses: lack of enthusiasm and energy, lack of decisiveness 

Self-worth: peace and relaxation, attention, praise, self-worth, loving motivation 

Depressions: a life full of conflict, facing personal confrontations and facing the 
problem alone 

Fears: having to deal major with personal problems and making major changes 

Likes people: who will make decisions for them, recognize their strengths,                 
respect and not ignore them 

Dislikes people: who are too pushy, too loud and expect too much of them+ 

Could improve: if they set goals and become self-motivated; would be willing 
to do more and faster done expected; if they could face their own problems as 
they wish to help others 

 

PARENTING STYLE IN THE PHILIPPINES  

 

AUTHORITARIAN - Parents have full authority of their child’s aspect of life 

PERMISSIVE - Parents do not set standards for their children 

NEGLECTFUL - Parents are not interested with their children’s affairs 

AUTHORITATIVE - Parents balance demands and responsiveness 
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Common Situations that give Rise to Conflict and Misunderstanding                  
Between Parent and Child  

Relating to one’s child is also an important part of parent-child communication+ 
Knowledge of the common sources of conflict and misunderstanding between the 
two is a step in appropriately communicating and relating+ Sources of conflicts, 
when safe guarded and avoided, give opportunities for open communication+           
The table below depicts some of the common sources of conflict+ 

 

 

 

 

 

Our children are the hope of our nation+ The quality of life they live now, in terms of 
health, education, family, environment and discipline, will greatly determine their 
ability to build a happy and healthy family of their own in the future+ 

RIGHTS OF THE CHILD (CATEGORIZED)  

Survival and Development Rights 

These are rights to the resources, skills and contributions necessary for the survival 
and full development of the child+ They include rights to adequate food, shelter, 
clean water, formal education, primary health care, leisure and recreation, cultural 
activities and information about their rights+ These rights require not only the                    
existence of the means to fulfil the rights but also access to them+ Specific articles 
address the needs of child refugees, children with disabilities and children of                 
minority or indigenous groups+ 

 

Survival 

 The right to be born, to have a name and a nationality+ 

 To have enough food, clothing and shelter+ 

 To have a healthy and active body+ 
 

Development 

 The right to have a family to take care of him or her+ 
 To have a good education+ 
 To develop his or her full potential+ 
 To learn good manners and good conduct+ 
 To be given the opportunity to play and have leisure+ 

For Children 0-12 For adolescents and youth above 12  

 Wants vs+ Needs  
 Tantrums  
 Influence of media 

 Inadequacy in devoting 
time and attention 

 Unrealistic expectations 

 Money or inadequacy in basic needs 

 Peer pressure and media influence 

 Addiction to vices like gambling,                 
alcohol, smoking, drugs, computer 
games 

 Inadequacy in devoting time and                  
attention 

 Unrealistic expectations 
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Protection Rights 

These rights include protection from all forms of child abuse, neglect, exploitation 
and cruelty, including the right to special protection in times of war and protection 
from abuse in the criminal justice system+ 

 

Protection 

 To be given protection against all forms of abuse, neglect, danger and                        
violence+ 

 To live in a peaceful community+ 

 To be defended and assisted by the government+ 

 

Participation Rights 

Children are entitled to the freedom to express opinions and to have a say in               
matters affecting their social, economic, religious, cultural and political life+                    
Participation rights include the right to express opinions and be heard, the right to 
information and freedom of association+ Engaging these rights as they mature 
helps children bring about the realization of all their rights and prepares them for 
an active role in society+ 

 

Participation 

 To be able to express his or her views 

 

ROLE AND INFLUENCE OF PARENT ON A CHILD’S FUTURE 

 
Today’s young people, our children, belong to the most promising generation in 
the history of the world+ They stand at the summit of the ages+ They also stand at 
the crossroads of two great paths+ One is the broader, well-travelled path that 
leads to mediocrity of mind and character and to social decline+ The other is a                   
narrower, “less traveled” uphill path leading to limitless human possibilities—and 
the hope of the world+ Every child can walk this latter path, if shown the way+ But 
who will show them the way, if not you and me? Where will they learn how, if not in 
their home or at their school? When will it happen, if not now? 

 
Parenting A Child 

Helping your child through every stage of development (Erik Erickson, Stages of 
Psycho Social Development) 
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1. Infancy (0-1-year-old) 

Trust should be developed during this stage of development+ If this is not                      
developed, a child grows up mistrusting people+ Some activities to develop trust 
in infant are: 

 Respond to temperament, needs, cues of each baby+ 

 Engage in one–on-one, face-to-face interactions with infants+ 

 Appreciate infant’s crying as the beginning of communications+ Crying and 
body movements are the infant’s ways of expressing interest and level of             
tolerance for physical movement+ 

 Play some music, sing to and read to infant to acquaint him or her with such 
sounds and to see how he/she responds+ 

 Adjust your time to the infant’s feeding and sleeping schedule and                           
consistently respond to infant’s need for love and comfort+ 

 

Basic Needs of Infant 

 Protection or safety from physical danger 

 Adequate nutrition+ Breast milk is the most complete food for babies+                     
Therefore, it is essential for mothers to breastfeed their babies until six (6)
months to two years+ 

 Adequate health care+ For infants, protection against serious diseases, parents 
should know what, when, where and how many times their infants should be 
immunized+ 

 Father-child bonding is also important to make the baby recognize and feel 
the father’s love+ Carrying the baby, singing lullabies, talking and playing with 
the infant are some of the ways to do it+ 

 

2. Toddler Stage ( years old) 

A toddler has to learn autonomy at this stage otherwise, shame and doubt is               
developed+ 

 

Signs of the Autonomy-Learning Toddler 

 Physical and motor skills are starting to develop (handles fork and spoon,    
handles toys as instructed, develop toilet-training habits, tries drawing, writing, 
dancing, etc+) 

 Ability to love is developed with the mother who mostly takes care of the  
toddler+ Father’s presence and involvement in caring for the child is                 
encouraged to develop father-attachment+ 

 Recognition of authority figures such as mother and father enables the child 
to learn to obey or follow them+ 
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 Begins to realize that he/she is a physically separate being from parent/s+ 

 

Needs of a Toddler 

 Care for their health (teach washing of hand before and after meal, daily 
baths, etc+) 

 Give foods that will make them go, grow and glow+ 

 Support learning new motor, language and thinking skills+ 

 Help them learn to control their own impulse, spoiled behavior and to focus 
on task+ 

 Give them a chance to develop independence and make simple decisions like  
choosing clothes to wear, toys to play and books to read+ 

 

3.Childhood Stage (4-12 years) 

A child should develop initiative and industry at this stage otherwise, he would  
always feel inferior and guilty+ 

 

Needs of children at childhood stage  

 To develop the sense of initiative by allowing them to make decisions like 
holding the spoon, brushing teeth and handling pen+ 

 To feel the sense of having the ability to do things like climbing, drawing, 
solving puzzles, etc+ 

 To expand their world like attending schools and meeting new friends outside 
of the family+ 

 To have a sense of idealism by having attachment to an admired parent, 
friend or relative+ 

 To have a sense of industry and responsibility by letting them do something 
that needs to be done like arranging toys after play and school-related                   
activities after studying+ 

 To have a sense of being able to create and be successful at it like                           
discovering their talents+ 

 To have the sense of being part of a society and enable them to survive and 
adjust in that society+ 
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Parenting A Special Child  

 The impact of a child with special needs on family members must be                       
acknowledged 

 We should adapt our policies and practices to support the needs of family 
members 

 To provide effectively for young children with special needs, we should                
ensure that the needs of individual family members are also provided for 

 Give adequate quality family time 

 Use moderate behavior management style 

 Use a loving parenting style 

 Use positive and encouraging parenting style that boosts the confidence and 
self-esteem of their special children 

 Provide nutritious diet and teach while practicing proper hygiene 

 Provide basic needs like food, shelter and clothing 

 Set realistic expectations from special children 

 Be respectful in dealing with special children because they need to know and 
understand their value and worth as a person 

 If problem arises, seek professional help 

 

Parenting the Adolescent Child (Teenager) 

 

Adolescent Sexuality and Fertility Behavior: Key facts 
 

 Majority of today’s young had their first premarital sex experience without use 
of condom or any other form of contraception to protect from pregnancy or 
sexually transmitted infections+ 

 Females 15-19 years’ old who have begun child bearing increased from 6+3 
percent in 2002 to 13+6 percent in 2013+ Striking are the mothers aged 15-19 
years’ old who contribute to the 1+4 million teenage pregnancies+ These girls 
were denied of basic human rights that caused them to stop schooling+ 

 Typical diet of young Filipino includes instant noodles, chips, grilled street 
foods and carbonated drinks+ 

 Level of current drug use, drinking alcohol and smoking among young aged 
15-19 declined from 20+9 percent in 2002 to 19+7 percent in 2013 
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Parenting the teenager  

 

Parenting the teenager presents a challenge that sometimes brings the best out 
of the parents and makes them better human beings+ However, this is also a time 
that puts tremendous stress on the parents+ Improper handling of adolescents 
can leave scars on the minds of the children that can adversely affect the lifetime 
relationship between parent and child and may trigger unhealthy behaviors by 
both parties+ Hence, it is very important that parents take all requisite steps in the 
right direction+ 

Life with teenagers is an emotional rollercoaster+ Parents sometimes feel                 
overwhelmed by the stress of bringing up teens+ Parents and teens can live                   
together, more or less harmoniously, if parents know what to expect and are              
willing to make adjustments in the way they think and act+ 

To be effective, parents need to be involved in their children’s lives+ While this is 
important at each stage of development, parents need to be physically involved 
and concerned during adolescence, when teenagers are at crossroads of not                      
being a child anymore and not yet being an adult+ 

This session provides guidelines, tips and practical suggestions on how parents 
can relate effectively with their teenagers, become highly effective parents, and 
communicate well with their teenagers+ 

To get involved in a teen’s life with hands-on love and guidance will make a real 
difference in a teen’s future+ 
 

 
Tips in Parenting Pre-Teens 

It's typically between the ages of nine and twelve that our little children, once so 
willing to climb into our laps and share their secrets, suddenly want little or                  
nothing to do with us+ Your pre-adolescent is not the same person he/she was 
just a year or two ago+ The child has changed—physically, cognitively, emotionally 
and socially+ He/she is developing new independence and may even want to see 
how far he/she can push limits set by parents+ What he/she may not know is that 
he/she needs you as much as ever, because a strong parent-child relationship 
can set the stage for a much less turbulent adolescence+ But it won't be easy,               
because you as a parent need to respect your child's need for greater autonomy in 
order to forge a successful relationship with this "updated" version of your kid+ 

 

1. Do not feel rejected by their newfound independence. It's appropriate 
for kids this age to start turning away from their parents and relying more and 
more on friends, but parents can take their pre-teen's withdrawal as rejection+ 
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2. Set aside special time with your child. It's often tough to get pre-teens to open 
up and talk+ Spending quality time with your pre-teen (period of one-on-one 
time once or twice a week) and providing them your undivided attention (not 
working or texting at the same time) establish open communication and develop 
trust+ In spending quality time with your child on a regular basis, you are also 
teaching him/her interpersonal skills, which will be crucial for him in the future+ 

3. The indirect approach:  When they were younger you could ask direct                 
questions+ How was school? How did you do on the test? Now, at their                       
pre-teens, these   questions feel overwhelming and intrusive for them+ 

As parents of pre-teens, you have to take the opposite approach and position 
yourself as a listener to get the information about your child's life+ This approach 
is more effective because it gives the message that "this is a place where they 
can come and talk, and they have permission to say anything that they are think-
ing or feeling+" Sometimes you will be able to help and give advice—but do not 
try to step in and solve all their problems+ Other times you will just be there to 
empathize with how hard it is to deal with whatever they are going through+ 

4. Watch what you say and how you say it: At this age, your children are watching 
you very carefully to hear your judgments+ They are taking their cues on how 
you talk about other people's children especially children that get into trouble—
how that girl dresses, or that boy has good manners or bad manners+ And they 
are watching and deciding whether you are harsh or critical or judgmental+ 

5. Watch what they watch. Watching the stuff that your child wants to watch and 
being able to laugh at it and talk about it is an important way to connect and to be 
able to discuss subjects that would otherwise be taboo+ 

6. Start team sports early. Girls' self-esteem peaks at the tender age of nine and 
then drops off from there, but research shows girls who play on teams have         
higher self-esteem+ Girls on sports teams also tend to do better academically 
and have fewer body image issues+ 

7. Fathers: Do not treat your daughter like a “damsel in distress.” Sometimes               
fathers treat girls as though they are these fragile, helpless little beings+ Instead, 
give her the opportunity and the tools—to change her own tire, to use her voice 
and speak up for herself, to play sports, to be able to brush herself off and get 
back up+ I think it's a good measure to say, 'If I would do it with my son, I should 
be prepared to do it with my daughter+” 

8. Nurture your boy's emotional side: One of the really hard things for boys at this 
age is the issue on their capacity for love, real friendships, and relationships+ 
"They say that anything to do with real feelings like love, sadness and                          
vulnerability is so girly, therefore bad+" As parents, we should do everything to 
encourage boys to be sensitive and vulnerable at home, while at the same time, 
acknowledging the reality that those traits might not go over so well at school+ 
Parents should tell boys this age that it is normal to show full range of their 
emotions, not to be afraid to cry, to be vulnerable, and to have close friendships+ 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    152 



 

 

 

9. Do not be afraid to start conversations about sex and drugs: The unfortunate            
reality is that kids are starting to experiment with drugs and alcohol as early as 9 
or 10+ Sexual development is a big part of this age+ It is when we first start to see 
eating disorders arise so these are key years for parents to build a strong                   
foundation and give developmentally appropriate information+ 

10.Do not be the "scary," "crazy" or "clueless" parent. The following parenting styles 
should be avoided at all costs: 

 The "scary" parent is the overly harsh, judgmental parent who weighs in too 
intensely on other kids' behavior+ When kids see their parents as being too 
critical, they're less likely to approach them when they need help or want to 
talk things over+ 

 The "crazy" parent is the mother or father who overreacts to a bad situation+ 
The crazy parent amplifies the drama, throwing fuel on the pre-adolescent's 
already hyper-reactive flame+ They make their kids more upset+ 

 The "clueless" parent is one who is unconcerned to kids+ Finding just the right 
balance probably won't be the easiest parenting job you have ever had+ It will 
take some trial and error, but keeping the channels of communication open 
during these years is well worth the work you will have to put in+ 

The role of parents and family is crucial in all stages of human development+ As 
parents, we should do our part for the full development of our children to be a 
good person+ 

 

Adolescent Health and Youth Development (AHYD) Concepts 

 
Knowing my Teen 

1+ Members of the family, particularly, the parents, should be the first “people” 
whom the adolescents should turn to in times of trouble+ Parents play a major 
role in guiding their adolescent as he/she goes through the various stages of 
development+ 

2+ During adolescence, the parents still serve as a source of social, economic 
and emotional support+ 

3+ While adolescence is a time of great and dramatic physical and emotional 
changes, it does not need to be a time of misunderstanding and conflict            
between the parents and the adolescent+ 

4+ Many of the challenging aspects of transition from childhood to adolescence 
are normal and sometimes stressful but these should not alarm parents+ The 
more parents know what is happening to their adolescent, the better they can 
cope with the changes and transition that their adolescent is experiencing+ 
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5+ Adolescence is a crucial part of human development+ One of the principles of    
human development is “Each stage of development has specific challenges, 
goals and tasks+” These challenges, goals and tasks are called developmental 
tasks+ They are like building blocks+ They serve as the foundation of the                      
adolescent’s successful transition to adulthood, independence and maturity+ 
Successfully meeting the challenges lead to a more satisfying life and paves 
the way for happiness for both the parents and the adolescent+ 

6+ There are four Is, IDENTITY, INDEPENDENCE, INTIMACY, and INDIVIDUALITY 
that capture the essence of the developmental tasks within the adolescence 
stage+ 

 

a+ IDENTITY – a set of attitudes and beliefs about who we are+ It underlies 
and impacts on our relationship and interaction with others+ 

 Identity becomes a central concern especially in middle adolescence+ 
This is primarily due to puberty, which makes adolescents aware that they 
are changing and becoming a new person+ 

 The developing intellectual capacity of adolescent allows them to start 
reflecting on themselves and on their future+ 

 They can imagine being someone other than who they are now and living 
a life that is quite different from that of their parents or that which their 
parents imagine for them+ 

 As they struggle to define their identity, they feel torn and pulled in two 
different directions+ On one hand they need to feel unique and special; on 
the other hand, they want to belong or to fit in with their friends+ 

 During this stage, adolescents want to BECOME+ In general, this search for 
identity is seen in the following behaviors and actions, regardless of age+ 

 

b+ INDEPENDENCE–a period where adolescents want to be able to make 
their own thoughts and dream their own dreams+ Adolescents want and 
need to take charge of their own lives+ 

c+ INTIMACY-a period where adolescents begin to develop intimate                       
relations with others+ Having a special friend makes them feel IN. Parents 
should be a little relaxed in dealing with their adolescents’ crushes and                   
puppy love+ If adolescents see that their parents understand them in this                 
aspect, parents will be in a better position to monitor the progress of any                
intimate relationship their adolescents get into+ 

d+  INDIVIDUALITY–a period where adolescents no longer want to be seen as 
being like other people+ They want to be recognized as a unique individual+ 
They begin to move from the extreme clannishness and conformity that 
characterized early adolescence+ 
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How to get along with your adolescents: 

 

1. GIVE YOUR TIME 

 Giving your time can mean going to a special event, sharing an activity you both 
enjoy, getting a job done together or just spending time together with no               
particular plans+ You can also read books or watch TV together, and then           
enjoy a meaningful discussion+ 

 The important ingredient of time together is quality, not quantity+ An hour of 
positive relationship is worth more than several hours of conflict+ 

 Parents should take time to attend to their adolescent’s activities either in 
school or in the community+ The presence of either one or both in these                    
activities makes teenagers feel they are equally important and special+ 

 

2. KEEP TALKING. STAY CONNECTED 

 Teenagers have bundles of emotion+ The drama, mood swings, and emotional 
outbursts drive their parents crazy+ 

 Create opportunities to talk+ Encourage them to express themselves by talking 
about their thoughts, feelings, ideas, goals and dreams+ 

 The teen years are like a roller-coaster ride+ Hang on, scream, and be prepared 
to stare danger in the face but whatever you do, keep your communication 
lines open+ Even if you have trouble understanding each other, be sure to 
make time for them to talk to you+ 

 Ask teenagers to share things from their life and listen with genuine interest+ Let 
them know that their perspective is understood even though parents may not 
agree with it+ Let teenagers know that they are still valued and cared for+ This 
may lead to positive personality development of the teen+ 

 If your adolescent gets moody and does not want to talk, give him or her 
some room to be alone—for a while+ 

 Do not let silence go unchallenged for a long period+ 

 

3. BE CONSISTENT, FIRM AND FAIR 

 Set fair boundaries and be consistent in enforcing them+ Once a rule is made, 
get them to agree and follow it+ After explaining the reasons, you open the floor 
for discussions+ Once you are satisfied with the rule, you move forward with 
your agreement+ Agree ahead of time to back each other up and follow 
through on what you say+ 

 Parents should remember that there is a difference between “negotiating” and 
“manipulating”+ Manipulation is taking with no legitimate giving+ Negotiation is 
putting together differing points of view and coming up with one that is                     
acceptable to both of you+ 
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 Decide about rules and discipline in advance+ Adolescents need clear rules 
and consistent enforcement to guide their behavior+ Explain to them what 
constitutes right behavior, and why it is important to act justly+ 

 

4. USE POSITIVE DISCIPLINE 

 Discipline is not the same as punishment+ 

 Studies have shown that physical punishments such as hitting, slapping, and 
verbal abuse are not effective+ While such punishment may seem to get fast 
results, in the long term, it is more harmful than helpful+ 

 Instead of using punishment to correct behavior, adolescents need to learn 
what behavior is allowed and not allowed, and why+ Parents should stress do’s 
rather than don’ts+ 

 The purpose of positive discipline is to form values and teach your                              
adolescents appropriate behavior+ This will help them develop self-discipline 
and choose safe, healthy, positive options+ 

 In disciplining your teenagers, it is important to communicate the rules and 
limits clearly, calmly and consistently+ You must also strive to be creative and 
to remain caring+ 

 

5. LIGHTEN UP 

 You need not consider every conflict with your teenagers a cosmic battle               
between good and evil+ Give your teens room to make some of their own 
choices+ 

 Keep a good sense of humor+ There are plenty of times when things get heavy 
so seize the moments to laugh together+ 

 Remember when it comes to things, “a cheerful heart is a good medicine”+ 

 

6. ADMIT MISTAKES 

 Clear the air+ If you are wrong, admit it to your teen and ask for forgiveness, 
and be specific+ Do not just say “I’m sorry”; tell your adolescent what it is                  
specifically that you are sorry for+ By doing so, you are teaching them about 
mutual respect+ 

 Asking forgiveness will help restore good relationship with your teenager and 
nurture respect+ 

 

7. RECOGNIZE EFFORTS AND GOOD THINGS IN THEM 

 Teens will only believe in themselves if they know that their parents have               
confidence in them+ This will help boost their self-esteem+ 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    156 



 

 

 

8. COMMUNICATE VALUES 

 Making one’s beliefs known to teenagers provides a framework that enables 
them to absorb the parents’ values for themselves+ Teenagers need to see 
that one’s values are matched with specific actions by the parents, so that 
deeds will match one’s creeds+ This will equip teenagers the capability to 
manage tough issues in life in a healthy and creative manner+ 

 

9. GUIDE THEM TO CHOOSE THEIR FRIENDS 

 Much of the teenager’s behavior will be influenced by their friends+ Be                    
proactive in helping them how to recognize other people’s character+ Explain 
the need to guide friendships+ Teens whose parents know who their friends 
are and what they do in their free time are less likely to get in trouble+ 

 

10. PRAY, PRAY, PRAY! 

 You will always find your authority challenged, your judgment questioned, and 
your instructions ignored+ You need to pray+ Pray for wisdom to know how to 
parent the child you have been given+ Keep praying for/with your  adolescent+ 

TALKING ABOUT PEER PRESSURE  

Many parents of teenagers worry about the influence their children’s friends can 
have and the effects of peer pressure+ When children reach their teenage years, 
they seem to grow up very fast, shutting out their parents and wanting to spend 
more time with their friends+ They believe that their teen mates and the media are 
more influential role models+ 

Ideas on how to equip teenagers in handling sensitive issues: 

1+ Try talking to children about a range of issues, including pre-marital sex and 
relationships early on+ By the time they are teens, they are used to open chat 
with parents and a more likely to discuss their problems with their parents+ 

2+ Try not to criticize or make fun of their friends as the barriers will go up at once 
and may make them more determined to keep a friendship or a relationship 
going, when it may have fizzled out anyway+ 

3+ Help teens say no to peer pressure+ Help them realize that they can have a 
mind of their own+ 

4+ There may be problems at school because of friends and there may be                      
bullying involved+ Ask if they are in need of any help and assure them that they 
can always talk it out with you+ 

5+ Talk openly to teens about peer pressure and discuss how they should handle 
situations that they do not feel comfortable with+ 

 Try to get to know their friends too+ Encourage them to bring their friends 
home for a meal, a play date or to hang around in order to know them in a  
casual and informal setting+ 
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6+ Try to get to know their friends too+ Encourage them to bring their friends home 
for a meal, a play date or to hang around in order to know them in a casual and 
informal setting+ 

TALKING ABOUT ALCOHOL 

Teenagers have easy access to alcohol—at parties, in friend’s houses, in the                 
corner sari-sari store and quite often they drink and get drunk+ The number of 
teenagers trying to drink on their early teens is growing, often influenced by peer 
pressure and the media+ Alcohol drinking has also been linked to risky teenage   
behavior such as smoking and pre-marital sex+ 

1+ Talk openly about the potential dangers—from health to safety—in a practical 
way so they do not tune out+ 

2+ Get the timing right+ Try to find a relaxed time to talk about it+ 

3+ Present the facts+ Take time to talk about how alcohol can influence people’s 
judgment and help them think through how it might feel to regret something 
they did because they were drunk, explore how alcohol affects people in 
different ways and how it can make some people aggressive and up for a 
fight+ Talk of ways of keeping safe and walking away from trouble+ 

4+ Check one’s behavior+ Remember that a parent’s behavior will definitely               
influence their child’s behavior+ 

5+ Try not to take it personally or feel hatred if teenagers do not heed your                 
advice+ Sometimes teens have to make their own mistakes to realize that 
what was said to them was true+ 

TALKING ABOUT INTERNET AND COMPUTER ADDICTION 

Teenagers have easy access to internet and other computer games+ The Young 
Adult Fertility and Sexuality Study (YAFSS 4) undertaken by the University of the 
Philippine Population Institute in 2013 provided a glimpse of the preoccupation with 
the internet among the youth+ For youth aged 15-24, the average internet use per 
week is at six hours while a significant 3+5 percent of such youth spends at least 35 
hours per week+ Such habit among youth is also connected to other risky behav-
iors+ The same study revealed that, one out of four youth had sent or received a sex 
video through cellphone or internet and four out of 100 young adults had sex with 
someone they met online or through text messages+ 
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TALKING ABOUT DRUGS 

 

Drug use among teenagers is now alarming+ Drugs, alcohol, and cigarettes, are 
easy to come by, are glorified by pop superstars, and are stuff that belong to                  
certain “in-crowds+” 

 

Tips to say “no”: 
 
1+ Know your teenager’s friends, classmates, sport buddies, etc+ In short, know                

everyone that has contact with them+ Help your child identify weaknesses in their 
friend’s character+ Do not be afraid to voice out your concern about their friends if 
negative behavior was noticed+ 

2+ Practice and promote self-control+ A child who early on learns to control                   
negative emotions caused by failure and pressure will be less likely to                    
self-medicate dull painful feelings+ 

3+ Be on guard+ If a drug paraphernalia was found or when the teen’s pupils are            
dilated, or manifested other signs of drug use, be on the side of caution and              
convince your child that both of you should see a doctor to ascertain the extent 
of drug abuse+ 

4+ Help them understand that saying “no” is okay+ They must be made to                       
understand that the temptation to do drugs is normal yet they are capable of 
saying “no” to such temptation+ 

 

TALKING ABOUT DATING 

At the adolescent stage, certain hormones begin carrying out their functions+ This is 
the reason why teens begin to have a serious interest in the opposite sex+                   
Teenagers aim to gain acceptance by the opposite sex+ 

The time when teenagers “fall in love” may be a complicated time as their behavior 
may create problems in the family such as the tendency to neglect their studies 
due to time spent with the “beloved,” becoming depressed because of problems in 
such relationships and above all, refusing to listen to advice about relationships 
from their parents+ 

 

Tips that may help when teenagers “fall in love”:  
 

 “This too, shall pass+” At the adolescents’ stage, teenagers’ point of view goes 
against reality+ It is at this stage where feelings are still unstable and                           
adolescents are in the stage of discovery+ Parents need extra grace and                   
patience, knowing that romantic relationships of adolescence rarely last for a 
long period of time+ 
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 Communicate unconditional acceptance+ It is necessary for parents to listen 
carefully without interrupting and let teenagers know they are loved no matter 
what+ Parents should always supply assurance, comfort and guidance                          
especially on matters of the heart+ 

TALKING ABOUT SEX 

Psychological control is an important determinant in teen sexual activity+ Knowing 
where and with whom the teens are and what they are doing communicates to 
them that parents care+ Monitoring your children without being intrusive will most 
likely result in low-risk sexual behavior among teens+ 

If parent-teen connection is consistent, positive and characterized by warmth,                
kindness, love and stability, teens are most likely to flourish socially+ They are more 
likely to respond to others positively and with greater empathy+ They also struggle 
less with depression, have higher self-esteem and self-confidence+ 

A recent study has shown that teenagers who have high self-esteem are less likely 
to engage in pre-marital sex+ Consequently, parents are the best sources of                      
information on risks related to sexual activity+ 

ACTIVITIES MANAGEMENT 

Management of the activities of the couple begins from the time they wake up to 
the time they go to bed+ This management skill can allow them more time for 
themselves and their children and friends+ It can possibly increase their                          
performance and productivity at work and in the home+ This will also help reduce 
stress+ 

The best place to start is to manage the couple’s time better+ Problems in activities 
management usually come from poor work habits+ It is a good idea to keep track 
of how the couple spend their time for at least four days and after a while try to 
review and check for the causes of ineffective use of time+ The couple may then 
ask themselves which tasks can be performed only by them or one of them, and 
which can be delegated to other members of the family or what tasks can be                 
totally eliminated+ 

 

Tips for apportioning time for activities 
 

1+ List down the tasks to be done+ Prioritize time by rating tasks by importance and 
urgency+ Avoid unimportant commitments+ Redirect time to those activities that 
are important and meaningful+ 

2+ Consolidate or group similar tasks and do them simultaneously+ This eliminates a 
lot of sporadic behavior+ 

3+ Alternate the easy with the difficult task to minimize fatigue+ 

4+ Deal with procrastination by using a daily planner, breaking large activities into 
smaller ones, and setting short-term deadlines+ 
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5+ Allocate enough time for exercise, recreation, rest and sleep+ 

6+ Tackle the hardest tasks when the energy level is at its peak, not when fatigue is 
expected to set in+ 

7+ Give each member of the family an assignment so that the burden of work is 
spread out+ Break the do-it-yourself habit and let others learn to share                   
responsibility in doing household chores+ Doing this will give you more time for 
major tasks+ 

8+ Aside from a flexible time schedule, energy and time may also be saved by                
arranging equipment and belongings so that they are well-arranged, readily      
accessible, and easily remembered+ Exercise, recreation, rest, and sleep are             
essential in remaining physically and mentally fit+ 

BUDGETING 

Budget is a plan by which the important needs of a family are met in a satisfactory 
way through a well-thought out system of priorities+ 

Budgeting should be a joint decision-making between husband and wife+ It entails 
constant consultation and communication regarding matters that will affect them+ 
Money matters must be handled carefully to prevent it from becoming a source of 
marital conflict+ 

 

Tips in Budgeting 
 

1+ Estimate the total income, which may come in the following forms: 

a+ Wages and salaries 

b+ Extra earnings 

2+ List down all items that the couple or the family has to spend on including                
estimates on each item+ 

3+ Subtract fixed expenses such as rental, utilities, tuition and other similar                      
expenditures+ 

a+ rentals 
b+ taxes 
c+ light 
d+ water 
e+ tuition 
 

4+ The balance is divided for daily needs, such as food, clothing, transportation, 
health and recreation expenses, among others items+ 

5+ As much as possible, set aside 5 percent to 10 percent of the balance for              
savings+ This is essential so that the family has a reserve fund for emergency 
use+ Keep your savings in the bank if possible where it is safer and earning             
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WISE BUYING 

Wise buying is the art of getting goods that satisfy the needs at a minimum 
amount of time, energy and money+ It is getting the most out of limited resources+ 

Tips in wise buying 

1+ Buy food that is cheap but nutritious+ Take advantage of fruits and vegetables 
in season+ 

2+ Always check the expiry date of the food item bought+ 
3+ Buy clothes that can serve many purposes and can be used in many                      

occasions 
4+ Buy household equipment that is within the family’s means 
5+ Buy on sound credit terms+ Pay off large down payments quickly+ Advertising 

claims such as “No down payments” and “Long time to pay” means greater 
costs+ 

6+ Buy soap and detergent in bulk+ 
7+ Stay away from stores except when there is absolute need to buy+ Avoid “just 

looking”+ Browsing can lead to buying+ Make a list and stick to it+ 
8+ Plan shopping with a purpose in mind+ Use that list+ Extras that are not really 

needed can add to the total at the cash register+ 
9+ Limit the number of trips to the store or to the market+ 
10+Do not shop in a weakened condition+ Shopping when one is hungry, tired or 

depressed can be a tendency to overspend+ Before spending money, think 
through the decision–making process+ 

11+ If deciding to buy, compare the prices of items+ 
12+Avoid buying cheap but sub-standard items+ 
13+ Be patient+ Learn to say “no” to: 

 items that do not rank high on the spending priority list 
 items that are too expensive for the budget, know the limits of the family’s 

budget 
 the salesclerk who says it looks wonderful, when it really is not+ 
 friends or relatives selling things+ Do not buy just because of the feeling of                    

being obligated+ 
14+Use feedback+ Review the family’s spending record for patterns of behavior+ 
15+Establish spending rules for the family to follow+ Set spending limits+ Do not 

spend more than what is in the plan+ 
 

Tips in Saving 

 Buy wisely+ 
 Learn to say “no” to salespeople who encourage hulugan+ Establish priorities 

and resort to hulugan only for very important items+ 
 Avoid smoking/drinking liquor/gambling/junk foods+ Aside from helping 

you to keep healthy, you can also save money+ 
 Learn to recycle food, clothing, and other items+ 
 Walk instead of taking a ride when your destination is only a short distance 

away+ 
 Plant vegetables in your backyard/pots+ 
 Include savings in your budget items+ 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    162 



 

 

 

 Conserve energy and water+ 

 If you have a baby, breastfeed him/her+ 

 Learn to live within your means+ 

 Don’t overcook food+ It is a waste of fuel+ 

 In case of illness, get medical care on time to prevent complications+ 

 A fiesta, birthday or family reunion as an established tradition may be                          
celebrated but not lavishly+ Simple but attractive meals may be served+  

STRESS MANAGEMENT IN THE HOME 

Managing stress is very important to maintain harmony and peace in the home+ The 
couple should communicate, set family rules, agree on expectations of each other, 
perform their respective roles and responsibilities and hone their skills in parenting+ 

Some situations at home could create stress and anxiety to the couple+                   
Common causes of stress at home include: 

 lack of money, food and other resources; 

 lack of communication; 

 conflict in relationships; 

 lack of clear rules and agreement; 

 neglect in the performance of roles and responsibilities; 

 too high expectation among family members and in-laws; 

 too much dependency on one’s spouse; and 

 lack of skills in parental responsibilities+ 

HEALTHY LIFESTYLE  

Early on in the marriage, it is good to practice a healthy lifestyle+ It is also good 
training for the children to come+ Here are some tips for a healthy lifestyle: 

1+ Prepare and eat a well-balanced diet of nutritious foods, which may 
not necessarily be expensive+ 

2+ Avoid vices like smoking, drinking and staying up late+ 

3+ Avoid stress by exercising, listening to pleasant music, reading and similar 
hobbies+ 

4+ Maintain cleanliness and sanitation in the home and surroundings+ 

5+ Have a happy disposition+ 
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10 Nutritional Guidelines for Filipinos (Kumainments) 

 

The Kumainments is the popular version of the revised Nutritional Guidelines for 
Filipinos 

1+ Eat variety of foods every day to get the nutrients needed by the body+ 

2+ Breastfeed infants exclusively from birth up to 6 months then give appropriate 
complementary foods while continuing breastfeeding for 2 years and beyond 
for optimum growth and development+ 

3+ Eat more vegetables and fruits every day to get the essential vitamins, minerals, 
and fiber for regulation of body processes+ 

4+ Consume fish, lean meat, poultry, egg, dried beans, or nuts daily for growth and 
report of body tissues+ 

5+ Consume milk, milk products, and other calcium-rich foods, such as small fish 
and shellfish every day for healthy bones and teeth+ 

6+ Consume safe foods and water to prevent diarrhea and other food and                       
water-borne diseases+ 

7+ Use iodized salt to prevent Iodine Deficiency Disorders+ 

8+ Limit intake of salty, fried, fatty, and sugar-rich foods to prevent cardiovascular 
diseases+ 

9+ Attain normal body weight through proper diet and moderate physical activity 
to maintain good health and help prevent obesity, 

10+Be physically active, make healthy food choices, manage stress, avoid alcoholic 
beverages and do not smoke to help prevent lifestyle-related                                     
non-communicable diseases 

 

(Reference: http://www+nnc+gov+ph/40-10-kumainments/195-10 kumainments- 
collaterals on February 21, 2018) 

 
 

BACKYARD GARDENING, GREENING, AND CARING FOR THE                                     
ENVIRONMENT  

 

1+ Tend a small vegetable and herbal garden in available lot or space at home+ 
This way, you may be able to ease your money worries+ At the same time, you 
can improve the health of your family and provide them greater quantity of 
nourishing food+ 

2+ Learn to construct and use a compost pit for dried leaves, animal wastes and 
other biodegradable wastes+ Loam soil produced from decomposed wastes 
from the compost pit can be used as organic fertilizer+ 
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3+ Plant fruit bearing trees around the house+ Trees will provide shade, absorb                  
pollution and provide cool breeze especially during summer+ 

4+ Do not catch endangered species, or collect endangered plants and animals+ 

5+ Be aware of and protect your environment+ It is the key to healthy and                             
sustainable living+ 

 

DISASTER PREPAREDNESS  

1+ Avoid constructing your house in dangerous locations such as near the 
riverbank, in areas that can be reached by high tide, in flood prone areas, in              
areas near a very steep slope or ravine, in an earthquake fault line, near an 
electrical transmission line, and other similar areas+ 

2+ Teach family members how to safely evacuate the house in case of fire or in 
case there are natural calamities such as floods and typhoons+ 

3+ Parent should learn how to do first aid techniques in case of injury and know the 
locations of the nearest medical clinic or hospital when any of the family 
members need medical attention+ 

ENVIRONMENTAL PROTECTION  

Cleaning and waste disposal management 

A healthy family makes a habit of cleanliness+ Make sure that the house is always 
clean, inside and outside+ Here are some tips: 

 
1+ Do not allow solid objects to be washed down the kitchen sink+ These can 

clog up the drain and render the sink unusable+ 

2+ As much as possible, construct your toilet out of concrete+ Install a sturdy toilet 
bowl and provide four walls and a roof+ 

3+ Cement floor can be very slippery+ Scrub them regularly to avoid accidents in 
the bathroom+ 

4+ Clean the water container, water dipper, and soap containers regularly+ Plastic 
containers tend to collect a slimly, slippery film+ Regular scrubbing should                  
prevent this+ 

5+ Use soap and water, or toilet paper, in cleaning up after moving your bowels+ 
Avoid using newspapers, shredded cardboard, or any other bulky material 
which can clog up the pipes+ 

6+ Sprinkle water on the ground before sweeping to prevent the dust from                     
swirling all over the place and into the house+ 

7+ Cover all garbage cans inside and outside the house to keep out flies and rats+ 

8+ Use weighted lids to prevent dogs and cats from spilling and scattering the 
garbage all over the place+ 
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10+ Reduce and dispose of safely all domestic wastes+ 

11+ Avoid excessive use of plastic bags+ 

12+ Segregate solid garbage that can be recycled and reused+ Bottles and other 
empty containers may be reused for storing vinegar, liquid soaps, and cooking 
oil and for other household’s uses+ Reuse all items as much as possible to 
lessen garbage produced or repair them for longer use+ Other materials that 
can be recycled such as newspapers, magazines, tin cans, glass bottles, and 
the like, may be sold to a junk shop+ 

13+ In places where toilets are in the form of pit dug in earth, make sure that the                    
excavation is deep enough+ Provide a cover for the hole of the latrine, to                                      
prevent its infestation by flies, mosquitoes, cockroaches, and other creatures+ 

14+ Scrub the toilet bowl regularly+ Use muriatic acid or vinegar to remove the 
yellowish stains inside+ 

15+ Preserve the environment+ Do not cut trees+ 

 

Maintaining a Healthy and Safe House 
 

The house should be a place where everybody in the family would feel safe and 
secure+ Because of this, maintaining the house in safe and good condition is        
necessary+ 

The following are general reminders in maintaining a healthy and safe house: 

1+ Examine every part of the house periodically+ If there are parts that need                
repair, do the repair immediately+ Leaking faucets can lead to higher water bill+ 
Defective electrical connections or convenience outlets can be dangerous as 
it can cause fire+ 

2+ Watch out for signs of invasion of destructive insects such as termites and 
ants+ Ant bites are bothersome+ Termite attacks can strain the family budget 
on repairs+ 

3+ Make sure that the house is always clean, inside and outside+ Clean the floor 
regularly and always keep it dry to prevent accidents+ Cover all garbage cans 
inside and outside the house to keep out files and rats+ 

4+ Be a responsible pet owner+ Keep pets from annoying the neighborhood or 
staying into the street+ They can also bring in a lot of germs, as well as vermin 
(fleas, bugs, and others)+ Dogs, for instance, should not be allowed to freely 
roam around as they might bite people and cause a lot of trouble to the owner+ 

5+ Make sure that all medicines and drugs are locked away well, out of reach of 
children, and properly labelled+ 

6+ Certain rooms are necessarily full of danger such as the kitchen, and should 
remain out of bounds or made safe by the use of safety devices+ Check LPG 
tanks/gas stoves and accessories regularly+ 

 

PRE-MARRIAGE ORIENTATION AND COUNSELING MANUAL    166 



 

 

 

Child Safety 
 

Babies and young children learn about their world by exploring it+ This means that 
as soon as they are able to, they will crawl, touch, and grab at whatever is in their 
line of sight+ They are curious by nature and need careful and gentle guidance+ 
Shouting at or smacking children will not teach them about safety+ 

Most accidents happen in the home so it is important to ensure that your home is 
safe especially for children+ There are many situations in which children have                   
overdosed on their parent’s drugs and medicines+ 

1+ Crawling and exploring are an essential part of their development+ Keep an 
eye on your young children, especially near wires and sockets+ 

2+ Small children should never be left alone with pets+ Even trained and                      
good-natured animals can turn on them+ 

3+ Make sure that irons, saucepans, and hot drinks are kept out of reach of                       
children+ Scalding and burns are common and avoidable accidents+ 

4+ Inhaling cigarette smoke is bad for children’s health+ Children will be affected 
by passive smoking and your smoking may encourage them to smoke when 
they get older+ If a parent is a smoker, he may consider stopping the habit+ 

5+ Check toys for safety marks+ Ensure that your child does not play with toys 
that are not suitable for his or her age, especially if the pieces are small 
enough to choke on+ Unsafe toys can be very dangerous+ 

6+ Check electrical wiring periodically and regularly+ 

7+ Keep matches, lighted candles, and hot liquids out of reach+ 

8+ Keep away kerosene, medicines, caustics and insecticides from the child+ 

9+ Never allow the child to play in the street+ 

10+Keep plastic bags away to avoid suffocation+ 

11+ Keep sharp objects away+ 

12+Install safety locks on cabinet, drawers and wooden cribs+ 

13+ Never allow the child near ponds and rivers without adult supervision+ 

 

Safety Measures Against Diseases  
 

1+ Always keep the kitchen neat, clean and orderly+ The kitchen is a very                    
important part of the house where the family prepares, cooks and stores food+ 
Always keep it neat, clean, and orderly+ 

2+ Cover all foodstuffs; protect them from flies+ 

3+ Keep glasses, plates, forks, spoons, knives, and water dippers in a covered,               
secured place where cockroaches cannot reach them+ 
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4+ Clean the dining table with soaped rags to remove odors and stains that                      
attract flies and other insects+ 

5+ Clean water container (jugs, jars, pitchers, bottles) inside and outside, and 
keep them covered at all times+ 

6+ Set aside a special dipper for stored drinking water in case you are using a big 
water jar+ 

7+ The toilet and bathroom must be clean and it is very important that these are 
sturdily built+ 

8+ Keep the yard clean and free of garbage, including the area outside your 
fence+ Dirty surroundings breed diseases+ 

9+ Clean up animal and human waste immediately+ Waste matter can become 
the source of intestinal, skin, eye and lung infection, particularly among                     
children who play in the yard+ 
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DEALING WITH RUMORS AND MISCONCEPTION: FREQUENTLY ASKED                         
QUESTIONS (FAQS) 

 

About Family Planning 
 

Is family planning a form of abortion? 

 No+ Family planning is not abortion+ Abortion is ending pregnancy, while FP                   
prevents pregnancy through the use of contraceptives+ FP prevents induced                 
abortion by helping couples avoid unplanned pregnancies+ 

 

Are family planning methods harmful to health? 

 No+ All family planning methods are safe, and effective if properly used+                 
Couples can choose the method that is best suited (“hiyang”) for them                      
depending on their needs and health condition+ Couples can decide on the               
desired number and spacing of their children+ 

 

Are all family planning methods effective? 

 Yes+ The effectiveness of the different methods varies a lot depending on how 
the method is used by the couple or the individual+ 

 

Will using a contraceptive method increase or decrease sexual desire? 

 Sexual desire varies from person to person+ In general, use of contraceptive 
does not affect an individual’s sexual desire+ In fact, the use of contraceptives 
frees the couple from the fear of unplanned pregnancies+ This enhances the 
couple’s sexual relationship+ 

 

Are family planning methods expensive? 

 Most family planning methods are reasonably-priced and available at                      
drugstores+ There are companies that provide family planning supplies to their 
employees+ PhilHealth covers the cost of FP counselling, IUD and its insertion, 
bilateral tubal ligation, vasectomy, injectables, and the initial cycle of                             
progestin-only-pills (POP), subject to the provisions of its benefit package for 
members and their dependents+ 

PLANNING THE FAMILY: ADDITIONAL READINGS  
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About Pills 
 

If I do not wish to get pregnant, should I take pills only on days that I have sex with 
my husband? 

 No+ You must take your pills every day in order not to become pregnant+ 

 

Do pills cause cancer? 

 No+ Pills have been used safely by millions of women for over 45 years and 
have been tested more than any other drug+ Studies show pills can protect 
women from some forms of cancer, such as cancers of the ovary and uterus+ 
More clinical studies are currently being conducted to determine if there is any 
association of pill use with other forms of cancer+ 

 

Can pills cause infertility or make it difficult for me to become pregnant once I stop 
taking it? 

 No+ Studies have clearly shown that pills do not cause infertility+ Also, they do 
not reduce your chances of becoming pregnant once you stop taking them+ 

 

Do pills cause abortion? 

No+ Pills are taken to prevent contraception not to cause abortion+ They prevent 
ovulation (maturing and release of an egg) so that fertilization cannot occur+ 
Therefore, if there is no fertilization, there can be no pregnancy+ Abortion               
cannot occur without pregnancy+ 

 

Do pills cause vaginal dryness leading to painful sexual intercourse? 

 No+ There is no evidence showing that pills cause vaginal dryness which leads 
to painful sexual intercourse+ 

 

Will pills build up in my body after a few years? Will I need to stop taking the pill to 
give my body a “rest period”? 

 No+ Pills do not accumulate in your body+ Pills dissolve and get absorbed in 
your body and excreted out just like any other medicines and food+ You do not 
need a “rest period” from taking pills+ You may use pills for as long as you do 
not want to become pregnant+ 
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About Injectables 
 

What is an injectable? 

 The injectable is a modern, temporary and highly effective method of family                               
planning+ A woman can get pregnant again once the effects of the injectable 
wear off+ It is injected into the upper arm or buttocks of the woman to prevent                        
pregnancy+ 

The injectable prevent the meeting of the egg of the woman and the sperm of 
the man+ It works by preventing the release of a mature egg from the ovary+ It 
also thickens the cervical mucus in the neck (top) of the uterus, making it                
difficult for the sperm to pass through+ So sperm and egg cannot unite and no 
pregnancy occurs+ Using injectables facilitates early diagnosis and treatment 
of health problems because the woman regularly goes to health provider for 
her injections and check-up+                                                                                                                                                                                                                                                                                                                               

 

Do injectables cause permanent infertility? 

 No+ Studies show that, on the average, women get pregnant 9 to 10 months 
after their last injection of DMPA, or 1 to 2 months after their last injection of 
the CIC+ 

 

Do injectables cause cancer? 

 No+ Studies show that injectables do not increase the risk of ovarian and cervi-
cal cancers+ In fact, injectables are associated with less chance of cancer of 
the lining of the uterus+ International clinical studies find that there is a very 
small increased risk of breast cancer just after a woman begins using injecta-
bles, but there is no overall risk with long-term use+ 

 

Do injectables cause abortion? 

 No+ Injectables prevent pregnancy+ If there is no pregnancy, abortion cannot 
occur+ 

 

Will I experience nausea or vomiting if I use injectables? 

 No+ it is uncommon for a woman who us using injectables to experience                 
nausea and vomiting+ 

 

If I get pregnant while using injectables, will it harm my baby? 

 No+ Pregnancy during injectable use is very rare+ In the rare event that a woman 
becomes pregnant while using injectables, there is no harm to the baby                
because the hormones in injectables are the same that women produce                
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during pregnancy+ 

 

Is my menstrual blood stored inside my uterus when I use injectables? 

 No+ Menstrual blood is not stored inside the uterus while using injectables+ 
Though it is common for women using DMPA to stop having their periods for 
a long time, this is not harmful+ 

 

About Intrauterine Device 
 

Does the IUD cause cancer for the uterus? 

 No+ Studies have shown that the IUD does not cause cancer of the uterus+ 

 

If a woman becomes pregnant while using IUD, will this become implanted 
inside her baby’s body or brain? 

 No+ The IUD cannot be implanted in a baby’s body or brain+ It does not cause 
malformation of the fetus+ It is very rare for a woman using IUD to become 
pregnant+ 

 

If I use IUD, will I still be able to have a baby? 

 Yes+ Almost all women who use an IUD will be able to bear children once it 
is removed+ 

 

Can the string of an IUD get entangled with the man’s penis during sex? 

 No+ The very short string of an IUD cannot get entangled with the penis               
during sex+ Once an IUD is inserted, the string becomes soft and coils within 
the vagina, behind the entrance if the uterus+ So it is impossible for the IUD 
string to become entangled with the penis+ 

 

Does the IUD rot in the uterus after prolonged use? 

 No+ IUD is made of inert material which does not rot in the uterus even with 
prolonged use+ 

 

Can an IUD be pushed out of the uterus during sex and travel to other parts of 
a woman’s body? 

 No+ An IUD cannot be pushed out of the uterus during sex+ The IUD normally 
stays within the uterus until it is removed by a trained health provider+ There 
is no passage from the uterus where it can possibly travel to other organs of 
the body+ If ever expelled, it will only come out from the vagina+ 
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Does the man’s penis get into contact with an IUD during sex? 

 The string of an IUD may get into contact with the penis during sexual                         
intercourse+ But the string of the IUD is so thin, soft, and fine that the man will 
not even feel it+ Nor will it affect their sexual activity+ In the rare cases where the 
man can feel the string, the woman can return to her FP provider where the 
problem can be remedied+ 

 

Will PhilHealth pay for an IUD and its insertion? 

 Yes+ If you are a member or a dependent, the IUD and its insertion are covered, 
subject to the provisions of PhilHealth’s benefit package+ 

 

About Bilateral Tubal Ligation (BTL) 
 

After ligation, will I become sick and be unable to work? 

 No+ After ligation you can resume regular activities as soon as you are free from 
post-procedure discomfort+ The procedure will not make you sick;                  
neither will it affect your ability to work+ Usually, doctors advise the woman to 
take 2-3 days rest and avoid lifting of heavy objects for a week+ 

 

Does ligation shorten the life span of a woman? 

 No+ Ligation has been practiced for several generations, and there is no medical 
evidence that ligation shortens women’s lives+ 

 

Does ligation cause early menopause? 

 No+ Ligation will not hasten menopause+ After the procedure, you will continue to 
ovulate and menstruate normally (although you will no longer get pregnant)  
until you reach menopause+ 

 

Can ligation make me fat? 

 No+ There is no evidence that ligation causes women to gain weight+ 

 

Is ligation a painful and complicated procedure? 

 No+ New techniques have been developed, using local anaesthesia, which 
make ligation possible without a hospital stay+ Discomfort felt after the                     
procedure can almost always be relieved with basic medications like                 
paracetamol, ibuprofen, and mefenamic acid+ 
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Can I have a pregnancy outside the womb (ectopic pregnancy) after ligation? 

 No+ After ligation women face less risk of having an ectopic pregnancy than 
women who have not had ligation+ 

 

Does PhilHealth cover the cost of ligation? 

 Yes+ If you are a member or a dependent, the procedure is covered by                          
PhilHealth, subject to the provisions of its benefit package+  

 

About Vasectomy 
 

Is vasectomy the same as castration? 

 No+ Vasectomy and castration are not the same+ Castration is removal of the 
testes+ Castration is done only to animals+ When the testes are removed, it               
results in loss of masculinity because of the absence of male hormones 
(testosterone)+ Testosterone is produced in the testes+ Vasectomy does not     
involve removal of the man’s testes+ 

 

Will vasectomy cause me to become less macho or make me effeminate? 

 No+ Vasectomy does not make a man less macho or make him effeminate+ It 
does not interfere with any normal body function, nor cause other types of 
changes+ After a vasectomy, a man will continue to produce male hormones+ 

 

What happens to sperm that are not ejaculated during sexual intercourse? Will 
they accumulate in the scrotum and cause it to burst or cause other problems? 

 No+ The body absorbs sperm that is not ejaculated+ Sperm cannot accumulate 
in the scrotum nor cause the scrotum to burst or harm the body in any way+ 

 

Does Vasectomy cause cancer? 

 No+ Clinical studies indicate that vasectomy does not cause prostate cancer or 
cancer of the testicles or any other long-term health problems+ 

 

Can vasectomy cause heart problems and harm the immune system? 

 No+ There is no evidence that vasectomy increases the risk of cardiovascular 
disease or immune system problems+ 
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Kadalasang mga Tanong Tungkol sa mga Modern Methods ng Family Planning 
 

Ang family planning ba ay isang uri ng aborsyon? 

 Hindi+ Ang aborsyon ay ang paglaglag ng ipinagbubuntis+ Ang family planning 
naman ay ang pag-iwas sa pagbubuntis+ Sa family planning, naiiwasan ang 
aborsyon dahil natutulungan ang mag-asawa na ma-iwasan ang wala sa 
planong pagbubuntis+ 

 

Nakakasama ba sa kalusugan ang family planning methods? 

 Hindi+ Lahat ng family planning methods ay ligtas at mabisa kung tama ang         
paggamit+ Ang mag-asawa ay maaaring pumili ng paraan na hiyang sa               
kanilang katawan, at angkop sa kanilang pangangailangan at kalusugan+ Sila 
ang magpapasiya sa nais nilang dami at agwat ng mga anak+ 

 

Ang pag-gamit ba ng Family Planning ay nakakabawas o nakakadagdag ng 
pagnanasa sa pakikipagtalik? 

 Magkakaiba ang pagnanasa sa pakikipagtalik ng bawat tao+ Sa kabuuan, ang 
pag-gamit ng contraceptives ay walang epekto sa pagnanasang                     
makikipagtalik ng isang tao+ Sa pag-gamit ng contraceptives, nawawala ang 
agam-agam ng mag-asawa na magkaanak ng wala sa plano+ Dahil dito, mas 
malaya ang mag-asawa sa pagpapahayag ng pisikal na aspeto ng kanilang 
pagmamahal sa isa’t-isa+ 

 

Magastos ba ang pag-gamit ng mga family planning methods? 

 Ang karamihan ng mga family planning methods ay mabibili sa mga botika sa 
abot-kayang halaga+ May mga kompanya naman na nagbibigay ng mga              
contraceptives sa kanilang mga empleyado+ 

 

Ang gastos sa pagpapa-ligate, pagpapa-vasectomy o papalagay ng IUD ay        
sakop ng “benefit package” ng PhilHealth+ 
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Kadalasang mga Tanong Tungkol sa Pills  
 

Maaari bang maging sanhi ng aborsyon ang pag-inom ng pills? 

 Hindi+ Ang pills ay iniinom upang makaiwas sa pagbubuntis, at di upang                 
magkaroon ng aborsyon+ Pinipigilan ng pills ang “ovulation” (o ang paglabas ng 
hinog na itlog mula sa obaryo ng babae) upang hindi magkaroon ng 
“fertilization” (ang pagsanib ng hinog na itlog ng babae at ng punlay ng lalaki) 
sa pagtatalik+ Samakatuwid, kung walang “fertilization” wala ring magaganap 
na pagbubuntis+ Hindi mangyayari ang aborsyon kung wala nangyayaring              
pagbubuntis+  

 

Kung ayaw kong magbuntis, ang pills ba ay iinumin ko lamang sa tuwing kaming 
mag- asawa ay magsisiping? 

 Hindi+ Dapat mong inumin araw-araw ang pills upang hindi ka mabuntis+ 

 

Nakakanser ba ang pag-inom ng pills? 

 Hindi+ Ang pills ay ligtas na ginagamit ng milyung-milyong kababaihan sa 
buong mundo sa higit ng 45 taon+ Wala nang gamut bukod sa pills ang 
dumaan sa napakaraming pagsusuri at pagsubok+ 

 

Ayon sa mga pagsusuri, ang pills ay maari pa ngang makapagbigay ng 
proteksyon sa mga kababaihan laban sa mga ilang uri ng kanser, gaya ng sa 
obaryo at sa bahay-bata+ Marami pang pagsusuri ang isinasagawa sa ngayon 
upang malaman kung may kaugnayan nga ba ang pag-inom ng pills sa iba 
pang uri ng kanser+ 

 

Nakakapagpapatuyo ba ng ari ng babae ang pag-inom ng pills na siyang dahilan 
ng pananakit ng kanyang ari habang nakikipagtalik? 

 Hindi+ Walang ebidensyang nagpapakita na ang pills ay nagiging sanhi ng 
pagkatuyo ng ari ng babae+ 
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Maiipon ba sa katawan ko ang pills pagkaraan ng ilang taon? Kailangan ko bang 
ipahinga ang katawan ko sa pag-inom ng pills? 

 Hindi+ Hindi naiipon ang pills sa iyong katawan+ Natutunaw ang pills sa loob ng 
iyong tiyan at kusa itong inilalabas ng iyong katawan kagaya ng ibang gamut at 
pagkain+ Hindi mo kailangan ng pamamahinga sa pag-inom ng pills+ Maari mo 
itong gamitin sa buong panahong ayaw mo pang magbuntis+ 

 

Kapag huminto ba ako sa pag-inom ng pills ay maari akong mabaog o mahirapan 
nang manganak? 

 Hindi+ Malinaw na ipinakikita ng mga pagsusuri na kapag itinigil ng isang babae 
ang pag-inom ng pills, hindi ito nagiging dahilan upang siya ay mabaog o                 
mahirapang manganak+   

 

Kadalasang mga Tanong Tungkol sa Injectables  
 

Ano ang injectable? 

 Ang injectable ay isang moderno, mabisa at pansamantalang paraan ng family 
planning+ Maaaring mabuntis uli ang isang babae makaraang lumipas na ang 
epekto ng injectable+ Iniiniksyon ito sa braso upang hindi siya mabuntis+ 

 
Pinipigilan ng injectable ang pagtatagpo ng itlog ng babae at punlay (sperm) 
ng lalaki+ Hindi naglalabas ng hinog na itlog mula sa obaryo at pinakakapal ang 
uhog sa kwelyo ng matris (cervical mucus) para hindi makapasok ang punlay+ 
Kaya, walang pagbubuntis na magaganap+ 
 

Dahil ang pag-gamit ng injectables ay nangangailangan ng regular na 
pagpapainiksyon at check-up, ito ay nagbibigay-daan upang mabigyan ng 
maagap na lunas ang anumang problemang pangkalusugan ng babae+ 

 

Maaari bang maging sanhi ng aborsyon ang injectable? 

 Hindi+ Pinipigilan ng injectable ang pagbubuntis+ Hindi mangyayari ang                      
aborsyon kung walang nangyaring pagbubuntis+ 

 

Nakakabaog ba ang injectable? 

 Hindi+ Pinapatunayan ng mga pag-aaral na ang babae ay maaaring mabuntis 9 
hanggang 10 buwan pagkatapos ng huling iniksyon ng DMPA, o 1 to 2 buwan 
pagkatapos ng huling iniksyon ng Combined Injectable Contraceptive+ 
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Nakakakanser ba ang injectable? 

 Hindi+ Ayon sa mga pag-aaral, ang injectable ay hindi nakakadagdag sa                  
posibilidad na magkaroon ng kanser sa obaryo at matris ang babaeng 
gumagamit nito+ Sa katunayan, ang injectable ay ini-uugnay pa nga sa pagbaba 
ng posibilidad ng pagkakaroon ng kanser sa sapin ng bahay-bata 
(endometrium)+ Napatunayan man sa pandaigdigang pag-aaral namayroong 
napakaliit na posibilidad na magkaroon ng kanser sa suso ang isang babaeng 
nagsisimula pa lang gumamit ng injectable, napatunayan na rin na, sa kabuuan, 
walang panganib ang matagalang paggamit nito+ 

 

Makararanas ba ako ng pagkahilo o pagduduwal kapag gumamit ako ng                         
injectable?  

 Hindi+ Karaniwan sa isang babaeng gumagamit ng injectable ang makaranas ng 
pagkahilo o pagduduwal+ 

 

Kung sakali bang mabuntis ako habang gumagamit ng injectable, makasasama 
ba ito sa sanggol na nasa aking sinapupunan? 

 Bihirang-bihira na ang isang babae ay mabuntis habang siya ay gumagamit ng 
injectable+ Sa bihirang pagkakataon na mangyari ito, wala itong masamang 
epekto sa sanggol+ 

 

Naiipon ba ang aking regla sa loob ng aking matris habang gumagamit ng                        
Injectable?  

 Hindi+ Ang regla ay hindi naiipon sa loob ng matris habang gumagamit ng                       
injectable+ Kahit karaniwang humihinto ang pagreregla ng mga babaeng 
gumagamit ng DMPA, hindi ito masama sa katawan+ 

 

Kadalasang mga Tanong Tungkol sa IUD  
 

Ang IUD ba ay nagiging sanhi ng kanser? 

 Hindi+ Ipinakita ng mga pagsusuri na ang IUD ay hindi nagiging sanhi ng kanser 
sa matris o bahay-bata+ 

 

Kung sakaling mabuntis ang isang babae na gumagamit ng IUD, maari bang 
mabaon ito sa ulo o katawan ng sanggol? 

 Hindi+ Ang IUD ay hindi maaaring makapasok sa ulo o katawan ng sanggol na 
nasa sinapupunan ng ina+ Bihira ang pagkakataon na nabubuntis ang isang                         
babae na gumagamit ng IUD+ 
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Kung ako ay gumagamit ng IUD, maari pa ba akong magkaanak? 

 Oo+ Halos lahat ng mga babaeng gumagamit ng IUD ay nagkakaanak kapag 
tinatanggal na ang IUD sa kanilang matris+ 

 

Maaari bang pumulupot ang tali ng IUD sa ari ng lalaki habang nagtatalik? 

 Hindi+ Ang maikling tali ng IUD ay hindi maaaring pumulupot sa ari ng lalaki            
habang nagtatalik+ Kapag ang IUD ay naipasok na sa matris, ang tali ay 
lumalambot at nakikidkid sa likod ng kwelyo ng matris, kaya’t imposibleng               
pumulupot ito sa ari ng lalaki+ 

 

Nabubulok ba ang IUD sa loob ng matris sa matagal na pag-gamit? 

 Hindi+ Ang IUD ay gawa sa matibay at hindi nabubulok na sangkap, kaya, hindi 
ito mabubulok sa loob ng matris kahit sa matagalang pag-gamit+ 

 

Maaari bang matanggal sa matris ang IUD habang nakikipagtalik at mapunta ito sa 
ibang parte ng katawan ng babae? 

 Hindi+ Ang IUD ay hindi maitutulak palabas ng matris habang nagtatalik+                 
Karaniwang nananatili ang IUD sa loob ng matris hanggang sa ito ay alisin ng 
isang sinanay na midwife o doctor+ Wala ring butas sa loob ng matris kung 
kaya’t hindi maaaring mapunta ang IUD sa ibang parte ng katawan ng babae+ 
Kung sakali man lumabas ang IUD sa matris, ang tanging dadaanan nito ay ang 
pwerta ng babae+ 

 

Maaari bang madikit ang ari ng lalaki sa IUD habang nagtatalik? 

 Ang maikling tali ng IUD ay maaaring sumagi sa ari ng lalaki habang nagtatalik+ 
Subalit ang taling ito ay napakanipis, malambot at napakapino kaya’t hindi ito 
mararamdaman ng lalaki+ Hindi rin ito makaaapekto sa pagtatalik+ Sa                   
pambihirang pagkakataon na maramdaman ng lalaki ang tali, maaaring 
magbalik ang babae sa kanyang midwife o doctor upang ito ay malunasan+ 

 

Tutustusan ba ng PhilHealth ang pagbili ng IUD at ang bayad sa paglalagay nito? 

 Oo+ Kung ikaw ay isang kasapi o “dependent” ng isang kasapi, ang gastos sa 
pagbili ng IUD at ang bayad sa paglalagay nito ay tutustusan ng PhilHealth 
ayon sa takda ng kanilang mga benepisyo para sa kanilang mga kasapi+ 
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Kadalasang mga Tanong Tungkol sa Vasectomy 
 
Pareho ba ang vasectomy at kapon? 

 Hindi+ Hindi pareho ang vasectomy at kapon+ Ang kinakapon ay tinatanggalan 
ng mga bayag; ito ay ginagawa sa mga hayop+ Ang tinatanggalan ng bayag ay 
nawawalan ng pagkalalaki dahil nawawala ang “hormones” ng pagkalalaki 
(testosterone) na nanggagaling sa mga bayag+ Hindi tinatanggal ang mga 
bayag ng lalaki nagpapavasectomy+ 

 

Ang lalaki bang nagpa-vasectomy ay nababawasan ang pagka-macho at                  
nagiging binabae? 

 Hindi+ Ang vasectomy ay hindi nakababawas sa pagiging macho ng isang lalaki 
at hindi rin siya magiging binabae+ 

 

Ano ang nangyayari sa punlay ng isang lalaking nagpapavasectomy kung ang mga 
punlay na ito ay hindi na nailalabas sa pagtatalik? Ang mga ito ba ay naiipon sa 
bayag o di kaya’y nagiging sanhi ng iba pang problema? 

 Hindi+ Ang mga punlay ay hindi naiipon sa bayag+ Nalulusaw sa sariling katawan 
ang mga punlay na hindi nailalabas at di ito nakapipinsala sa katawan sa                        
anumang paraan+ 

 

Ang vasectomy ba ay nagiging sanhi ng kanser? 

 Ayon sa mga pananaliksik, ang vasectomy ay hindi nagiging sanhi ng kanser sa 
bayag o anumang problemang pangkalusugan ng isang lalaki+ 

 

Ang vasectomy ba ay nagiging sanhi ng sakit sa puso o kaya ay nakapagpapahina 
ng resistensya laban sa sakit? 

 Hindi+ Walang ebidensyang nagpapakita na ang vasectomy ay nakakadagdag 
sa posibilidad na magkaroon ng sakit sa puso+ Hindi rin ito nakapagpapahina ng 
laban sa sakit+ 

 

Maari pa ba akong gumawa ng mabibigat na trabaho pagkatapos                              
magpavasectomy? 

 Oo+ Walang epekto ang vasectomy sa kabuuang kalusugan at pisikal na                  
kakayahan ng lalaki+ Matapos magpahinga ng 2 araw na walang mabigat na     
trabaho, maaari mo ng balikan ang mga dati mong gawain+ 
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Tutustusan ba ng PhilHealth ang gastos sa vasectomy? 

 Oo+ Kung ikaw ay isang kasapi o “dependent” ng isang kasapi, ang gastos sa 
vasectomy ay tutustusan ng PhilHealth ayon sa takda ng kanilang mga               
benepisyo para sa kanilang mga kasapi+ 

 

Kadalasang mga tanong tungkol sa BTL  
 

Ako ba ay magkakasakit o hindi na makapagtratrabaho matapos magpaligate? 

 Hindi+ Pagkatapos ng ligation, maari mong gawin ang mga dating ginagawa, 
kung wala ka nang nararamdaman na kirot o anumang karamdaman na dulot 
ng operasyon+ Ang ligation ay hindi nagiging sanhi ng sakit, at hindi rin ito 
makaaapekto sa iyong kakayahang magtrabaho+ Kadalasan, pinapayuhan ng 
doctor ang babae na nagpa-ligate na magpahinga ng 2-3 araw at iwasan ang 
magbuhat ng mga mabibigat na bagay sa loob ng isang linggo+ 

 
Ang ligation ba ay masakit at kumplikadong operasyon? 

 Hindi+ Meron ng mga nalikhang mga makabagong pamamaraan ng                      
pagsasagawa ng ligation na gumagamit lang ng “local anesthesia+” Dahil hindi 
kumplikado ang operasyon, hindi na kinakailangang manatili sa ospital ang 
isang babae matapos magpaligate+ Anumang kirot o karamdaman na dulot ng 
operasyon ay daliang nalulunasan ng mga karaniwang “pain-relievers” kagaya 
ng paracetamol, ibuprofen, at mefenamic acid+ 

 
Umiikli ba ang buhay ng isang babaeng nagpa-ligate? 

 Hindi+ Ang ligation ay matagal ng ginagawa sa loob ng maraming henerasyon+ 
Walang ebidensyang pang-medikal na nagpapakita na umiikli ang buhay ng 
isang babae dahil sa ligation+ 

 

Maaari ba akong magkaroon ng pagbubuntis sa labas ng matris                              
(ectopic  pregnancy) pagkatapos magpa-ligate? 

 Hindi+ Mas malayo ang posibilidad na ikaw ay magkaroon ng ectopic                       
pregnancy kung ikaw ay nagpa-ligate, kumpara sa babaeng hindi                      
nagpa-ligate+ 

 

Hihinto ba ang aking regla kung ako ay magpa-ligate? 

 Hindi+ Ipinakita ng mga pagsususri na hindi tumitigil ang pagreregla ng babae 
matapos magpa-ligate+ 

 

Ako ba ay tataba sanhi ng ligation? 

 Hindi+ Walang ebidensya na ang ligation ay nakapagpapataba+ 
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SERVICES AVAILABLE FOR THE BABY  

 

Newborn Screening (Early Detection Of Disabilities)  
 

Newborn screening (NBS) is a simple procedure to find out if your baby has a              
congenital metabolic disorder that may lead to mental retardation or even death if 
left untreated+ 

 

Early diagnosis and initiation of treatment, along with appropriate long-term care, 
help ensure normal growth and development of the affected individual+ 

 

(Reference: http://www+doh+gov+ph/newborn-screening) 

 

Why is it important to have newborn screening? 

 Most babies with metabolic disorder look normal at birth+ 

 One will never know that the baby has the disorder until the signs and              
symptoms are manifested+ By this time, irreversible consequences are                 
already present+ 

 

When is newborn screening done? 

 NBS is ideally done on the 48th to 72nd hour of life (first 2-3 days of life)+ 

 It may also be done 24 hours after birth since some disorders are not                      
detected if the test is done earlier than 24 hours from birth+ 

PREGNANCY AND CHILD CARE: ADDITIONAL READINGS  
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Immunization 
 

Immunization is the process whereby a person is made immune or resistant to an 
infectious disease, typically by the administration of a vaccine+ Vaccines stimulate 
the body’s own immune system to protect the person against subsequent                        
infection or disease+ 

 

(Reference: https://www+google+com+ph/search 
tbm=isch&q=Child+immunization+schedule+World+ 
Health+Organization&chips=q:child+immunization+schedule+world+health+organizat
ion,online_chips:epi&sa=X&ved=0ahUKEwjH15n7jbTZAhVIUrwKHSfHDT0Q4lYIJygC
&biw=1 536&bih=710&dpr=1+25#imgdii=PLxN0Y-FjiNxyM:&imgrc=lGZKaaU0L_9VxM:) 

 

Vaccine Preventable 
Diseases 

Recommended Age of the Child 

At Birth 1½ 
Mos 

2½ 
Mos 

3½ 
Mos 

9 Mos 1 Yr 

BCG Tuberculosis ∕           
Hepatitis B Hepatitis B ∕           

Pentavalent 
Vaccine                  
(DPT- Hep B- 
HIB) 

Diphtheria, 
Pertussis, 
Tetanus, 
Pneumonia, 
Meningitis 

  ∕ ∕ ∕     

Oral Polio      
Vaccine (OPV) 

Polio   ∕ ∕ ∕     

Inactivated 
Polio                
Vaccine (IPV) 

Polio       ∕     

Pneumococcal 
Conjugate 
Vaccine (PCV) 

Pneumonia, 
Meningitis 

  ∕ ∕ ∕     

Measles, 
Mumps, 
Rubella 
(MMR) 

Measles, 
Mumps, 
German 
Measles 

        ∕ ∕ 
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SERVICES AVAILABLE FOR THE MOTHER 

 

Birth Plan 
 

A birth plan is a written list of what a pregnant mother would like to be done when 
she is in labor and giving birth+ It will help a pregnant mother be more involved in 
decisions in the course of her pregnancy+ It will assist women and their partners 
and families to be adequately prepared for childbirth+ 

 

Tetanus Toxoid Immunization 
 

Neonatal tetanus is one of the public health concerns that we need to address 
among newborns+ To protect them from this deadly disease, tetanus toxoid                     
immunization is important for pregnant women+ 

 

A series of two doses of tetanus toxoid vaccination must be received by a woman 
one month before delivery to protect her baby from neonatal tetanus+ The three 
booster dose shots to complete the five doses following the recommended      
schedule provides full protection for both mother and child+ 

 

The mother is then called as a “fully immunized mother” (FIM)+ 

 

PhilHealth Maternity Benefits  
 

PhilHealth provides financial assistance to pregnant women, during and after     
pregnancy+ The following are two packages that PhilHealth provides to help                 
pregnant women and their family cope with pregnancy financially+ 

 

a. Maternity Care Package 

The Maternity Care Package can only cover up to the fourth delivery, and it 
provides more specific packages according to the type of delivery+ 

 

b. Newborn Care Package 
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The enactment of Republic Act (RA) No. 7160 otherwise known as the Local                     
Government Code of 1991 has transferred the power and authority of some national 
government agencies to perform specific functions and responsibilities to the Local 
Government Units (LGUs). The DSWD, as one of those national agencies, has shifted 
its role from direct implementers of programs and services to provision of technical 
assistance and resource augmentation to its local social welfare and development 
offices. 

The Department in collaboration with the Commission on Population and                              
Development (POPCOM), Department of Health (DOH), Department of the Interior 
and Local Government (DILG), and Philippine Statistics Authority (PSA) has issued 
Joint Memorandum Circular (JMC) No. 1 series of 2018 approved last September 10, 
2018 on the implementation of Pre-Marriage Orientation and Counseling (PMOC) 
program at the local level. The said JMC clarified the difference between the              
responsible parenthood and family planning orientation session and the                           
pre-marriage counseling session. As such, the DSWD was tasked to lead the                   
enhancement of the Part II of the PMOC manual on the Pre-Marriage Counseling 
(PMC) session given that the Department regulates the accreditation of the                      
Pre-Marriage Counselors. 

Consequently, as committed, the manual on pre-marriage counseling was                     
enhanced to update the sessions that would provide better opportunities for would-
be-married couple/s to dialogue, discuss, and compromise on matters that would     
likely affect their relationship as married couples. This initiated the creation of a 
Technical Working Group (TWG) within the Department to spearhead the                           
enhancement of the manual through a series of activities which included a 
writeshop, a number of consultation meetings, and pre-testing of the manual. 

This manual lays out activities, procedures, and discussion points that would help 
would-be-married couple/s in the process of identifying potential conflicts                       
emanating from their differences that would equip them with practical tips in                        
nurturing their similarities and resolving probable conflicts. 

It is hoped that this manual would enable the Local Social Welfare and                               
Development Officers (LSWDOs) and other practitioners to improve the conduct of 
PMC session to would-be-married couples resulting to deeper understanding of the 
realities of marriage. 

 

FLORITA R, VILLAR, CESO I 
  Undersecretary 

       Standards and Capacity Building Group  
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The second part of this manual introduces the processes involved in counseling 
would-be-married couple/s particularly those that are aged 18-25 years old as              
required under Article 16 of the Executive Order (EO) No. 209 or the “Family Code of 
the Philippines of 1987”.  

This counseling session aims to provide opportunities to look into the preparedness 
of the of the “would-be-married couple/s” which shall be referred to as 
“participant/s” in this manual, and to help deepen their understanding on the             
realities of marriage based on their accomplished Marriage Expectation Inventory 
(MEI) Form. The counselor is expected to provide the needed intervention by letting 
the participants undergo the process of identifying potential conflicts emanating 
from their differences and equipping them with practical tips in nurturing their              
similarities and resolving probable conflicts.  

This manual was developed and designed to serve as the counselor’s guide in     
conducting counseling for participants.  

Accordingly, to direct the course of discussions and processing, below are the             
objectives of this session: 

 

 

                                                          
                                                                                                                                                          

PERFORMANCE OBJECTIVE 

At the end of the Counseling, the participants are able to discover the differences 
and similarities on their marriage expectations, as well as the factors that influence 
their perspectives. These may include their manner of coping and                             
communicating to resolve identified conflicts, and other challenges that may affect 
their future married life.  

TIME ALLOTMENT: Minimum of 3 Hours   

Introduction 

OBJECTIVES OF THE SESSION  
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Specifically, this session shall enable participants to:  

1. Describe one’s self as a person and his/her future spouse; 

2. Identify similarities and differences based on the accomplished MEI Form 
and the factors affecting their individual perception which would eventually 
affect their future married life; 

3. Identify tips and ways to manage conflict through meaningful conversations 
and engaging participant/s in a dialogue. 

In view of the aforementioned purposes, this manual is divided into three major 
sessions which focus on (1)  appreciating the self; (2) understanding individual 
differences;  and (3) valuing the importance of communication in resolving those 
differences.   

To provide a summary of the entire session, below are brief descriptions of the 
content of this manual.  

 

 

 

A brief introduction and leveling off among the counselor and participants with a 
brief explanation or discussion on the relevance of the counseling session for the 
participant/s.  

Session 1: You and Your Future Spouse 

Share important aspect of one’s self-awareness and introspection that will                       
underscore self-awareness, acceptance and appreciation of their own uniqueness 
and of their future partners. 

Session 2: Understanding Individual Differences 

Focus on identifying the differences of the participants and the factors affecting 
those differences.   

 

ENABLING OBJECTIVES 

OPENING ACTIVITY 
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ENABLING OBJECTIVES Session 3: Importance of Communication in Marriage 

Focus on initiating meaningful conversation and dialogue that will be valuable in 
resolving potential conflicts and differences.  

Session 4: Lifetime Commitment 

Encourage would-be-married couple/s to express their commitment to their                       
future spouse.  

 

 

                                                                                                                                            

Synthesize the lessons learned and evaluate the conduct of the session                
provided.                                                                                                                                                      
  

 

CLOSING AND SUMMARY 
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PREPARATION NOTES FOR COUNSELOR/S: 

1. lntr~d.uce yourself and build rapport with the 
part1c1pants. 

2. Set the tone of the session. Ensure participants that 
evervthing that will be disclosed shall remain 
conffdent1al and that they will not be forced to share or 
answer if they do not want to. 

3. Secure copy of the accomplished MEI Form of 
participants. 

4. The review of accompUshed MEls of participants is a 
must. This will serve as your reference in determining 
key points to emphasize. 

s. Complete, the information on Annex 3 <Directory of 
Services> and have them printed before the session. 

6. Use a reward system to sustain interest a,nd participation 
of the couples from the morning session depending on 
available resources at the local l.evel 

7. Check profile of participants and be sensitive to their 
needs e.g. use of local dialect 

a. Ensure that all participants have accomplished the 
evaluation form. 

9. Translate contents/items in local language or dialect. 

10. Modify activities and conduct of session for participants 
with special needs to match their learning capacities. 

11. Ensure that there are no, children during the session. 

12. Refrain from interrupting participants when asking 
analysis guide questions. 



 

 

 

 



 

 

 

KEY MESSAGE  

 

 

 

 

 

The counselor shall make a brief introduction and overview of the session to be 
conducted by emphasizing the importance and the need to undergo the            
counseling session.  

This session is a requirement under Article 16 of the Family Code of the                      
Philippines (1987) prior to securing the Marriage License. 

The Counseling session is a deeper level from the orientation which aims to 
provide assistance and guidance to contracting parties towards an informed 
decision about their forthcoming married life. 

 

      

                                                                                                                                      
                                                                                                                                          
Marriage between contracting parties is entered into in accordance with the law 
for the establishment of conjugal and family life1 ; thus, this Counseling   session 
is required by the law and is important to prepare would-be-married couple/s 
for married life and its challenges.  

 

 

 

 

 

 

 

 

 

OPENING ACTIVITY  

INPUT 

COUNSELOR’S NOTE 

For the introduction, please take note of some items                
enumerated in the preparation notes for counselor/s.    

1  Family Code of the Philippines, (Republic of the Philippines: 1987). 
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Identify how one’s positive and negative characteristics, weaknesses and strengths 
operate in daily life and affects marital relationships. This session will underscore 
self-awareness, acceptance and appreciation of uniqueness of your future spouse, 
as well as the importance of knowing their partner’s level of self-esteem. 

 

 

 

 

 

 

 

 

The counselor shall: 

1. Give the participants needed time to answer the following questions on a 
piece of paper:  (only if no pens/pencils and papers are available can you let 
them use their cellphone to list down their answers) 

a. What do you like most about yourself? 

b. What do you like most about your partner? 

c. What do you dislike about yourself?  

d. What do you dislike about your partner? 

e. What are your strengths? 

f. What are your weaknesses? 

2. Allow the participants at least ten (10) minutes to answer the questions.  

3. After the activity, allot 10 minutes for participants to share their answers with 

INPUT 

SESSION 1: YOU AND YOUR FUTURE SPOUSE  
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OBJECTIVES OF THE SESSION  

TIME ALLOTMENT  50 minutes  

METHODOLOGY Individual Exercise/Dyads 

MATERIALS NEEDED Pen  and paper/ PMC Notebook; water 
and tissue paper 

PROCEDURE 
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4. After the sharing between couples, the counselor may ask them to share any 
insight or realization on the activity. 

5. After which, the counselor can use the questions below for self-reflection.  

                                                                                                                                                                  
              

 
  

1. Based on your answers, what were your realizations about yourself and your 
partner? 

2. Do you think your answers to the questions given will affect your marriage in 
the future?  

3. How do you intend to work out the thing/things that you dislike about                 
yourself and your partner? 

            
           

  
1.  How do you define self-esteem?       
                       
Self-confidence and self-esteem are two (2) different things. Self-esteem, 
which is internal, refers to a person’s feelings about the self. Self-confidence 
has to do with a person’s interactions with the external world.2  It is                           
confidence in oneself and one’s power and abilities.  

Self-esteem is how a person regards one’s self. Most often than not, how we   
relate and establish relationships with other people is based on our                           
self-perception. When one’s self-esteem is inferior from others,                              
characteristics such as negativity/pessimism, low regard of one’s capacity and                           
submissiveness become evident. Whereas, when one’s self-esteem is              
superior, characteristics such as being always right, imposing, and                                  
aggressiveness are manifested. Being inferior and superior are both unhealthy 
behaviors which could ruin a marriage if not understood by one another                    
completely (You may refer to your cue cards). 

Self-esteem can influence your relationship satisfaction just as much as it 
affects your partner’s. When you either feel good or bad about yourself, it can 
affect the way you act with your partner and the way you feel would have an 
impact on both of you. 3 

ANALYSIS (PERSONAL REFLECTION GUIDE QUESTIONS) 
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2  https://www.merriam-webster.com/dictionary/self-confidence  
3  Marriage Counseling Service Manual (Philippines: Department of Social Welfare and Development, 2002)  
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2. What do you think will happen if a person does not have healthy self-love in 
the context of marriage?        
                            
If a  person does not  have a healthy self-love, which includes self-respect,                    
confidence and belief in oneself and relating intimately, it will result in the                 
following: Either the couple will be at war in order to maintain their identity,               
because any difference or disagreement is taken as a threat or a personal 
affront, signaling a lack of love; or one person will lose his or her identity by 
holding back and giving in, being absorbed by the other; or there can very 
well be a combination of both results (You may refer to your cue cards).4 

An important emotion for feeling positive about oneself is taking pride and   
feeling good about your accomplishments and by knowing your self-worth.  

On the other hand, those who feel a bit insecure and low about oneself is                       
probably because you have regrets or have experienced failure.  

Thus, regardless if you are feeling positive or low about yourself right now, 
your promise of self-worth and pride must be greater than your fear of failure 
and regret. Your positive thoughts should be greater than your negative 
thoughts because how you view yourself will eventually affect your married 
life and partner.  

3. Does it help knowing each other’s strengths and weaknesses? 

Knowing oneself is just as important as knowing your spouse. One’s                          
self-perception will bring about a lot on your relationship. Hence, it is important 
to have an idea of how you are going to be on your marriage and how you will 
deal with it.   

One’s weaknesses and strengths as an individual might become one of the 
strains in married life. Hence, it is important for an individual to know one’s                  
personal weaknesses and strengths which he or she will bring in to married 
life. Being aware of these things about oneself, the person will have a  better 
chance at resolving issues and conflicts about relationships and marriage.  
(You may refer to your cue cards)5 

 

 

                                                                                   
The counselor shall instruct the participants to: 

Write a letter to your partner on how you intend to make use of what you have 
learned from this session in your married life and relationship.  

4 Dionisio, Maribel and Allan, Thinking of Marriage: Love, Relationship, and Intimacy (Philippines: Salsasiana 

BOOKS , Don Bosco Press, Inc., 2011) 
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Appreciating oneself and your partner’s individuality is an important part of your 
journey of further discovering your differences and similarities which will affect 
your married life. Thus, as we move on to the next session, we will try to                           
understand how those differences are most likely influenced by internal and                  
external factors.  

 

 

SUGGESTED TRANSITION MESSAGE:  
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COUNSELOR’S NOTE 

 Be mindful of the time but prioritize the participants’ needs. 

 Re-assure the participants that there are no wrong answers, and 
encourage them to answer honestly. 

 You may opt to use a PMC session notebook as part of the PMC 
kit (if possible and available) that may be given to the would-               
be-married couples which they could use whenever they are to 
write their answers in certain activities in this manual. After the 
PMC, the couple could keep their notebooks with them. 

 If the participant is unable to write,  encourage the participant to                 
his/her express thoughts.  
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Account the number of differences and similarities based on the Marriage                         
Expectation Inventory (MEI) Form and at the same time identify factors which have 
influenced their differences in expectations.  
 

 

 

 

 

 

 

 

 

 

 

  
  

The Counselor shall: 

1. Distribute to the participants their individual MEI forms which was                            
accomplished prior to the session.  

2. In dyads, instruct the would-be-married couple/s to count the number of 
similarities and differences based on their responses on the MEI Form.  

3. Allow participants at least 10 minutes for the activity. 

4. Afterwards, ask the participant/s to stand based on the number of                   
differences noted. You will do a count off until all the participant/s have 
stood up.    

5. Ask the participant/s to face their co-participant/s while saying this phrase 
“Congratulations! This preparatory session is for you!” 
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SESSION 
UNDERSTANDING INDIVIDUAL DIFFERENCES  

OBJECTIVES OF THE SESSION  

TIME ALLOTMENT  60 minutes  

METHODOLOGY 
Self-Assessment, Games, Dyads and                
Interactive/Group Discussion 

MATERIALS NEEDED 

Accomplished Marriage Expectation              
Inventory Form, pens and paper,                   
flipchart/easel boards, pentel pens or meta 
cards and masking tapes,  

ACTIVITY 1: Accounting of MEI  

PROCESS 

G 
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6. Convey to the participants that knowing those expectations are important as 
it has a significant effect on their marriage life. Therefore, those expectations 
should be clear between would-be-married couple/s. 

7. Proceed to the next activity: Fast Talk 

 

 

 

                                                                        
  

                                                  
The counselor shall: 

1. Give each participant a pair of meta cards with this written: Babae and Lalaki. 

2. Instruct the participants to raise one (1) card (Babae/Lalaki) that they believe 
would best perform/fit the roles that would be enumerated by the                     
counselor as fast as possible.  

List of roles: 

a. Child rearing 
b. Budget/manage finances 
c. Go to the market/buy groceries 
d. Do the laundry 
e. Cook 
f. Housekeep/clean the house 
g. Go to work/earn money 
h. Discipline the children 
i. Pay utility bills 
j. Entertain guests/friends/family 
k. Attend PTA meetings in school 
l. Wash the dishes 
m. Keep savings 
 

Note: The counselor can add to the list other roles.  
 

3. Ask the participants to take note and account those in which they have                    
different answers.  

4. After the activity, ask each pair to account the number of their different               
answers.  

5. Afterwards, ask the participants this question: What do you think are the                   
reasons behind your differences? 
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6. Note or write their answers on a board or in a meta card. Encourage the                 
participant/s to answer and cite as many reasons they could think of. 

7. Ensure that their answers are visible to them.  

8. Proceed to discuss and explain the factors affecting and influencing those 
differences in expectations.  

 

 

        

 

 

 

 

The counselor shall: 
 

1. Distribute the activity sheet. Each participant should have a copy. (Annex 3 on 
Family Reflection).  

2. Instruct the participants to accomplish the exercise individually. Give them at 
least two (2) minutes. 

3. After accomplishing the exercise, ask the participants to share their answers 
to their future spouse for five (5) minutes.  

4. Ask for insights and realizations from the participants based on their sharing.  

5. Proceed to the discussion of the inputs based on the following concepts.  
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COUNSELOR’S NOTE 

In congratulating the participants, emphasize that having                                
recognized their differences makes them aware of it. Affirm that 
awareness of these differences is the first step to doing something 
about them.  Explain that these differences will not measure the kind 
of relationship that they have and will have in the future but rather this 
session will help them understand the foundation of those differences.  

OPTIONAL ACTIVITY : Family Reflection  

PROCESS 
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The counselor shall wrap-up the session by asking the following questions: 
 

1. What do you think of your responses on your Marriage Expectation Inventory 
(MEI) Form? 

2. Why is it important for you to know some relevant factors which influenced 
your differences? 

3. How do you think those factors that were discussed have influenced your     
responses on your MEIF? 

4. What struck you most about this session? 

5. What were your insights, realizations, and learning from this session? 

 

 

SEVERAL FACTORS INFLUENCING MARITAL/MARRIAGE  EXPECTATIONS 
 
1. Biological Differences  
 
A man and woman are obviously physically different and the most evident                 
difference is their reproductive system.  

But in addition to that, a man and a woman’s biological make-up are majorly      
affected by their HORMONES.  

As defined, Hormones are the body’s chemical messengers and are part of the            
endocrine system. The endocrine system regulates our heart rate, metabolism- (i.e. 
how the body gets energy from the foods we eat) –appetite, mood, sexual function, 
reproduction, growth and development, sleep cycles, and more.  In other words, 
hormones affect our body’s functions, from growth, sexual development and mood 
to how well we sleep, how we manage stress and how our body breaks down 
food.6  So, when your partner is eating too much, you might think your                   
partner is just too stressed-out, but in reality, the hormones have something to do 
with it one way or another.  
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The hormones present in our body affect the physiological activities in both sexes 
as well as the physical attributes of the male and female human body. So if your 
partner is not in the mood, that does not mean there is a loss of affection, it could 
be just the hormones. However, these biological differences do not conclude the 
main and sole difference between a man and a woman which influences ones            
perception and behaviour. Rather this is just an attempt to explain the possible            
reasons behind those differences. 

You’ve got to remember that men are men and women are women. And although 
there are a lot of similarities, there are some real differences”. – Helen Fisher 
   

2. Gender Culture and Role Expectations  

Individuals bring to the marriage their own expectations with regard to how                
various needs should be met and how various roles should be performed.  

Given the distinct biological differences between the two sexes, gender culture 
came into perspective.  Gender culture is a set of behaviours or practices                        
associated with femininity and masculinity.  Each culture has its own expectations 
of the roles of men and women.  

At this juncture, the counselor may refer back to the answers of the participants on 
Activity 2 (Fast Talk) to provide concrete examples.  

There are many cultural and social expectations about appropriate behavior for 
male and females. Presumptively, to fulfill marriage expectations, each family 
member is expected to play his/her roles which then give perspectives to marital 
role. Marital roles are expectations of husbands and wives in a particular society at 
any given time. 7 

Usually, these roles are cultural creations rather than biological imperatives. Roles 
provide the facility for the smooth running of society by a division of labor for men 
and women.   

Cultural variations and the purposes of spouses may bring about changes in                  
marital roles. In modern society, there are no definite patterns of behavior or roles 
for men and women.  There is a wide disparity in role conceptions. This changing 
nature of gender roles creates confusion on marital role and expectations. Hence, it 
could be one of the reasons for the differences in your responses in the Marriage 
Expectation Inventory Form (MEIF). 
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The role expectations vary with different cultures. Culture conditions the                           
personality of an individual. Marital roles are determined by the culture in which 
one grew up. The couple coming from two different cultures will behave                         
differently in a given situation. They will be having different expectations and their 
goals in marriage will be different. There may be few common interests. Each 
brings from his/her culture quite often different values, attitudes, customs and 
style of living.  

With that said, there are no general role patterns. Each couple has to work out a 
pattern of their own. In a nutshell, here are some factors that may influence marital 
roles and expectations. 8          
  

Peer Group 

The peer group is oriented towards new attitudes and expectations for both       
sexes. They create new role expectations. These are usually in direct contrast to                               
customary roles.           
   

Culture 

Men have more freedom of action while women are expected to behave                      
according to norms dictated by the society. Education has given her social and 
economic quality, but still she is restrained to traditional roles by our culture.
  

Family  
 

Customary roles are learnt largely from the family. It is through the attitudes,                   
expectations and habits formed in the family that a boy or girl gets basic training 
in role expectations for him or her as well as for the opposite sex. 9 
 
This concept provides a subtle approach on discussing gender culture as a                  
benchmark in explaining role expectations along marriage which is important to 
help would-be-married couple/s understand the differences on their marriage               
expectations.  
 
The value being underscored is not on the gender roles or expected marital 
roles but rather, realizing the essence of clear role expectations between would-
be-married couple/s in their future married life.  And while differences are being              
underscored and identified as part of culture, this should not become a basis for 
any abuse and disempowerment but rather build a foundation of respect          
towards each other’s cultural differences. 
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Although culture and society has a great amount of influence in one’s behavior and 
perceptions, still, it is not enough to understand one’s values and characteristics 
which bring about the differences.   
            
  
3. Family Influences 
 
Understanding one’s family of origin will provide insights on how values and                 
customs were handed down from generation to generation, which will then give 
the participants an idea on how their partner was actually raised.9 
 
In order for participants to have a grasp and understanding of the concept, the 
counselor may either opt to administer the optional activity of this session using the 
Family Reflection exercise or refer to the answers provided by the participants in 
Activity 2 (Fast Talk) and identify which perspectives were influenced by their                
families based on the enumerated roles.  
 
Family of origin refers to the significant caretakers and siblings that a person grows 
up with, or the first social group a person belongs to, which is often a person's              
biological family or an adoptive family. Our early experiences have a major                     
influence on how we see ourselves, others and the world and how we cope and 
function in our daily lives.10 
 

How do you think one’s individual family affects him/her? 

Family dynamics determine our self-esteem and self-confidence. Family values 
shape our character. Family experiences influence our concepts of how marriage 
should be structured, how children should be raised and how we should view work, 
relationships, recreation, education, money, politics, and religion. We all look at our 
families and decide either to repeat the pattern if our experience was                     
basically positive, or try to create an opposite situation, if our experience was                  
basically negative. We are profoundly affected by the attitudes and actions of the 
family we grew up in. 

Why do you think it is important to understand one’s Family of Origin?  

Understanding one’s Family of Origin provides some insights into how one’s family 
works, i.e.– family patterns of behavior that may have been passed down from         
generations that are still evident in our families today. They range from how we       
celebrate occasions and holidays, how we practice or do not practice our faith or  
religion, how we resolve conflict or avoid it and many other things. We discover 
how we fit into the scheme of things in the context of our family tree.  
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Further, we need to understand that the marriage of two persons means marriage 
of six persons: 

1. The groom 

2. Everything his mother has taught him; 

3. Everything his father has taught him; 

4. The bride; 

5. Everything her mother has taught her; and 

6. Everything her father has taught her; 

This includes patterns of behavior, history, expectations, attitudes, beliefs and core 
values among others. Therefore, the new married couple means the joining of two 
families.12 
 
Overall, this session attempted to explain some factors which influence one’s              
expectations. Hence, this will give participants ideas on further understanding one’s 
values and traits which are influenced by various internal and external factors.   

 

 

1. The differences in the responses of the MEIF are natural. Those differences 
will not ruin a relationship but rather a stepping stone in making the                            
relationship stronger. Knowing it is just but a start of an unending journey                
towards discovering each other.  

2. It should be clear to the participants that the differences in their responses 
are mainly caused by a lot of factors that has influenced their perspectives as 
individuals, perspectives which they would bring into their marriage.                         
Regardless, as unique individuals, having differences is natural since no            
person is alike.  

3. The factors that were presented and discussed are just among the major                                                      
explanations as to the possible causes on the differences of the responses on 
the MEIF; thus instrumental  to understanding how those differences came to 
be.  

4. As would-be-married couple/s, it is important to note that those differences 
can be a key to developing new patterns/dynamics which will work for them.  

5. If the reasons for those differences in expectations are not clear and are not 
understood by each other, possible conflicts may arise due to unrealistic,                
unclear and vague expectations.  

11      Dionisio, Maribel and Allan, Thinking of Marriage: Love, Relationship, and Intimacy (Philippines:                   

Salesasiana BOOKS , Don Bosco Press, Inc., 2011) 

12    ibid. 

ADDITIONAL INPUTS 
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6. Understanding each other’s differences is not the end, but rather a start to 
make initial steps of adjustment. As would-be-married couple/s, it is                       
important for you to manage these differences rather than letting all these 
manage your married life.  

7. Understanding those differences will help you adjust in your married life and 
at the same time manage future conflicts. 

 

 

 

The counselor shall ask the participants to reflect on the following questions: 

1. How do you intend to resolve those differences? 

2. How do you intend to make sure that the two most important things to you 
(those you marked with a star) be realized in marriage? 

3. How will I make use of my capabilities to perform my role as a wife/husband 
and as a future parent? 

4. Which among the various role expectations would be applicable in your               
future married life and how do you intend to perform these roles?  

After the time given for self-reflection, let the participants  keep their answers to 
themselves. 
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APPLICATION 

 Couples should take note where these answers are clearly                
different, meaning a major difference in human-moral-spiritual                
values.  A sizable number of these major differences indicate that 
they will need more personal follow-up with the counselor for        
final assessment regarding their realistic compatibility to                            
incompatibility for marriage. 

 The facilitator should be careful in processing the participant’s                   
answers which may borderline to gender and development               
issues. 

 Be conscious with the time in facilitating the activities. 

COUNSELOR’S NOTE 
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Knowing the differences on your responses gives you an idea on the things that 
may cause rift or  misunderstandings in your marriage. Hence, knowing the things 
that will help you understand each other will give you ideas on things that you 
need to work out. But, how will you work it out? On the next activity, we will give 
you tips on how to dialogue or communicate with your partner on those areas that 
you need to work out or agree on.  
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Demonstrate basic dialogue skills as a method to initiate meaningful conversation 
with your partner highlighting the value and importance of communication in                
resolving differences.  

 

 

 

 

 

 

 

 

The counselor and/or co-facilitators shall: 
 

1. Play the part of the husband-to-be and the wife-to-be.  

2. Demonstrate the given scenario based on the sample script. You can choose 
to be innovative and tweak some parts of the script as long as the purpose 
of this activity is  conveyed clearly. 

3. Ask the participant/s to observe the activity and possibly take down notes 
based on their observations. 

4. The role playing will be done in three (3) minutes.  

5. After the role playing, discuss to the participant/s their observation before 
proceeding to the actual dialogue between would-be-married-couple/s.  
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SESSION 3:  
IMPORTANCE OF COMMUNICATION IN MARRIAGE                    

OBJECTIVES OF THE SESSION  

TIME ALLOTMENT  50 minutes  

METHODOLOGY Role Playing/Audio Visual Presentation (AVP) 

                                                      
MATERIALS NEEDED Sample Script: As a prelude, the counselor will 

initiate a role playing to be played by colleagues 
or co-facilitators who shall provide tips on                
having a dialogue.  

PROCEDURE 
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6. Highlight the following during the discussion of their observations: 

a. The role play is just an example; you can discuss your concerns based on 
your talking styles, but remember to be very careful in the use of words.  

b. While talking about your differences and conflicts, pay attention to the 
good things your partner does rather than paying too much attention on 
his/her faults.  

c. Control your temper.  

d. Learn to compromise and negotiate, meaning, learn to agree on things in 
a win-win situation.  

e. Learn how to be flexible in order to settle differences.  

f. Lay down all your cards on the table. As much as possible, provide               
needed information and consequences before reaching a decision.  

g. Be willing to listen.  

h. Be willing to accommodate.  

i. Always remember that the person you are talking with is the person you 
love and intend to live with forever.  

After discussing the participant/s’ observations, the counselor will proceed to the 
discussion of the mechanics for the next activity. However, before starting with the 
activity, it is important to ensure that privacy and confidentiality will be observed.  

 

 

 

 

The counselor shall: 

1. Instruct the participant/s to identify their top three (3) significant                              
expectations and/or differences which they would want to talk about.                   
Further, the counselor may add circumstances or realistic examples for                   
discussion that is relevant and timely with their present/current set up (i.e if 
they have kid/s; they are living-in, etc) 

2. Instruct them to find a comfortable place within the venue to talk about it.  

3. Allow the participant/s thirty (30) minutes to dialogue.  

After the activity, proceed with the analysis and processing of the activity.  

ACTIVITY 2: Couple’s Dialogue 

PROCESS 
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After the sharing/activity, the counselor shall ask the participants to share their              
insights on the session using the questions listed below as guide. 

a. What were your insights/realizations/learning on the activity? 

b. What were the challenges/difficulties you encountered in doing the                    
activity? 

c. How did this activity help you? 

 

Conflict, tension, and disappointment occur when expectations are unmet, leading 
to dissatisfaction in marriage (Grafton, 1977). 

The other areas bringing about conflicts in marriage are struggle for domination, 
money management, sexual incompatibilities, etc. However, the most difficult   
problem is communication. The failure in communication occurs at a deeper level 
of sharing feelings, expectations, intentions and personal needs. 13 

Communication with our partner is an important means to grow in our love for one 
another.  As we talk and dialogue about the many areas of personal, home, and 
work life together and make decisions and plans, our sense of commitment and 
care for each other grows and deepens.  Hence, in this session, would-be-married 
couple/s will be guided on how to communicate and dialogue with each other.  

1. What is the possible result for unclear and unexpressed expectations? 

Unexpressed, unstated and unclear expectations could lead to conflict and 
other feelings of dissatisfaction.  It is important that expectations are made 
explicit so they will not become “destructive and frustrated                                       
demands” (Brorby, 1981). 14 

2. What are the identified Do’s and Don’ts in compromising and/or resolving 
conflicts? 

 

 

ANALYSIS (PERSONAL REFLECTION GUIDE QUESTIONS) 

ABSTRACTION AND KEY LEARNING MESSAGE/S 

13       Ehnis, Daniel K, “A study of the Relationship Between Marital Expectations and Satisfaction for First             
Married and Remarried Couples on Factors Extracted from Two Marital Adjustment Scales,
(Dissertations, 1986) 2297. 

14   Ibid. 
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In resolving conflict, there might be no hard and fast rule, it depends on how        
applicable it is in knowing your respective partners. Nonetheless we would 
like to share the following: 

In Conflict Resolution, it is suggested that the couple:  (You may refer to your 
cue cards) 

1. Agree to resolve the conflict.  

2. Take turns talking and do not interrupt. - The biggest communication                  
problem is we do not listen to understand. We listen to reply.  

3. Avoid Name Calling. 

4. Be truthful about what is bothering you, and state it clearly. 

5. Listen to the other person. Be sure you understand his/her issue and how 
he/she understands your issue.    

6. Be willing to compromise. 

                                                                                
  

  
1. No two persons are alike. There are differences in attitudes, behaviors and 

beliefs; hence, disagreements and fights are inevitable in any romantic                         
relationship. These disagreements can be big or small, ranging from what to 
eat for lunch, or failing to complete a chore to arguments about finances,             
career, deciding on children’s religious upbringing and the list could go on.15

 

2. Fighting/quarreling with your partner isn’t a sign that there is a real trouble in 
your relationship. In fact, when handled properly, fighting can improve your 
relationship. If you never talk about the things that bother you, you will never 
solve them. Hence, by dealing or managing those conflicts constructively, 
you can gain better understanding of your partner and arrive at a solution that 
works both for you. Compromise it is. 

3. Dealing with your differences and arriving at a compromise surely is not easy. 
But the key to resolving those differences is by knowing, accepting and                   
adjusting to those differences, hence, the best method to solve the                      
differences in a reasonable way is by negotiating with each other. In other 
words, you have to find a common ground which will work for both of you, 
that way both of you can have a satisfying marriage life.16

 

ADDITIONAL INPUTS 

15 https://www.psychologytoday.com/vs/blog/close.encounters/201704/10-tips-solving-relationship-

conflicts 

16  Chacko, Teresa, Introduction to Family Life Education Vol.2, (New Delhi-110020: Indira Gandhi National 

Open University: Gita Offset Printers, 2010) 
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4. This activity is not really all about conflict resolution, what is being                           
emphasized in this activity is the value of communication, the importance of 
talking and discussing things you do not agree on or are significant to you                 
because the biggest communication problem is we do not listen to                            
understand, we listen to reply. This is just a practice to listen, talk, and                       
express your thoughts which will create long lasting connection with your 
partner.  As the saying goes, practice makes things permanent. 

 

            

                                                                                                                                                        
The counselor shall ask the participants to reflect on the question below .  

“How are you going to use what you have learned in this activity in resolving                 
potential issues/conflicts/ differences in your future married life?” 

The counselor may close the session with this quotation: 

“To sustain love, we have to learn how to negotiate differences of all kinds, and to 
speak to each other in ways that allows us to be heard, that allows us to be                 
received. “–Dee Watts-Jones (Printed copies; refer to the cue cards) 

The counselor may prompt couples that if they have difficulty in settling issues, 
they could seek help and consult them or other counselors for another                          
appointment and help. 

 

 

 

 

 

 

                                                                                                                                                   
The things you have discovered from your partner are necessary in settling your 
differences and communicating what is acceptable in your marriage. This session 
will not yet solve the problems in your marriage, but is an overview of what lies 
ahead.  

APPLICATION 

IMPORTANT: 

The counselor may play a soft music to lighten the mood of 
the participants/environment  

COUNSELOR’S NOTE 

SUGGESTED TRANSITION MESSAGE:  
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Synthesize the over-all counseling session experience by expressing commitments 

 

 

 

 

 

 

 

 

 

 

The counselor shall: 

1. Give each participant a piece of bond paper. 

2. Instruct the participant/s to fold the paper into half. Instruct them to write 
their top five (5)  marriage commitment on the left side of the paper, and their 
top five (5) marital needs on the other half (on the right). Give the participants 
at least five (5) minutes to do this. 

3. Ask the participant/s to share their answers to their partner for five (5) 
minutes. 

4. Afterwards, ask the participants to recite or read aloud two (2) of their                    
commitments to their partner for the whole group to hear. 

SESSION LIFETIME COMMITMENT  

OBJECTIVES OF THE SESSION  

TIME ALLOTMENT  20 minutes  

METHODOLOGY Self-Reflection Activity, Commitment Setting 

MATERIALS NEEDED 
Bond papers, pens/pencils, and evaluation 
and feedback survey sheet.  

ACTIVITY 1: Commitment Setting   

PROCESS 
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ANALYSIS (PERSONAL REFLECTION GUIDE QUESTIONS)                                                                                                                                                           
                                    

                                                                                                                                                                           
After the sharing, the counselor shall ask the participants to share their insights on 
the session using the questions listed below as guide: 

 
1. How do you feel while writing your commitments? 

2. What help would you need from your partner in order to fulfill your                         
commitments? 

 

                                                                                                                                           
Expectations are a critical variable in marital relationships as they significantly affect 
the satisfaction of the couple and the success of the marriage. In a research study, 
it stated that “Expectations are not only what you want from your partner, they are 
also what you are willing to give”. 17 

In counseling, the goal is to assist would-be-married couple/s to work through a 
mutually contracted agreement. First, by learning and becoming aware of one’s 
needs and expectations from a relationship and next is to report what they want 
from each other and what they are willing to give or compromise.  

 

                                                                                                                                                                    
The counselor shall ask the participants to reflect on the question below.  

How are you going to apply what you have learned in your future married life? 
(Allow participant/s to reflect on this question for awhile).  

 

 

 

 

17   Ehnis, Daniel K, “A study of the Relationship Between Marital Expectations and Satisfaction for First                 

Married and Remarried Couples on Factors Extracted from Two Marital Adjustment Scales” (1986).             

Dissertations. 2297 

ABSTRACTION AND KEY LEARNING MESSAGE/S 

APPLICATION 

PART II OF THE PMOC MANUAL ON THE PRE-MARRIAGE COUNSELING (PMC)    

• 

22 



 

 

 

 

 

 
1. The PMC as we have discussed at the very start of this session is required for 

the issuance of your marriage license. But the value of this session, hopefully, 
does not end when you receive your respective certificates. What you 
learned today; what you discovered about each other, let all these guide your 
relationship and your future marriage.  

2. Knowledge of one’s needs, wants, desires, plans, values, aspirations are                     
necessary. Self-esteem is one of the most important foundations of marriage. 

A loving, close relationship takes effort and there’s a strain that naturally                   
emanates from differences among men and women.  

Fulfilling one’s aspirations is as important as supporting your spouse fulfill 
his/her aspirations. As a couple, let him/her feel that you are happy with his/
her achievements.  

Family of origin strongly affects values and behavior patterns which vary in 
every individual. Hence, being aware of those differences will help the               
couple settle and communicate what they desire and deem acceptable for 
their own family. 

3. The experience you had in PMC is yours and your decision to get married is 
definitely also yours to make. The topics we discussed and the activities that 
were designed for this PMC,  are meant to make you reflect and think about 
your decision. 

 

 

 

Marriage is a lifetime journey.  This Pre-Marriage Counseling is only the beginning 
as you prepare yourself to enter married life.  Surely, you will encounter several 
challenges, and you must get help from the right people along your journey.  We 
encourage you to be connected with a small group of couples/counselors who 
could provide you the positive support you will need.    

CLOSING AND SUMMARY 

KEY MESSAGE 
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The counselor may end the session and share the directory of existing services 
available for their further counseling needs. This should be prepared ahead of the 
PMC session schedule. 

 

 

 

 
The counselor will distribute evaluation forms and ask the participants to rate the 
activity and express their comments using the evaluation form. 

 

 

 

 

 

NETWORK SERVICES  

EVALUATION 
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http://asiaweddingnetwork.com/en/magazine/expert-advice/142-7-types-of-
fights-newly-engaged-couples-have-and-how-to-avoid-them  

https://careguru.in/article/wellness/your-impact-on-your-children---s-mental-
health/757 

https://kylebenson.net/love-tank-theory/ 

https://www.bonobology.com/8-fights-every-couple-will-some-point relationship/ 

https://www.crosswalk.com/family/marriage/5-signs-your-marriage-is-headed-
for-trouble.html 

https://www.goodtherapy.org/blog/psychpedia/self-confidence 

https://www.merriam-webster.com/dictionary/self-confidence 

http://www.strongbonds.jss.org.au/workers/professional/origin.html 

https://www.woroni.com.au/words/we-used-to-be-kidnapped-by-marriage/ 

www.scienceofpeople .com 

https://www.hormone.org/hormones-and-health/hormones 

https://www.psychologytoday.com/us/blog/close-encounters/201704/10-tips-
solving-relationship-conflicts 
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The Family Code of the Philippines states that… 

Art. 16. In the cases where parental consent or parental advice is needed, the party 
or parties concerned shall, in addition to the requirements of the preceding articles, 
attach a certificate issued by a priest, imam or minister authorized to                   sol-
emnize marriage under Article 7 of this Code or a marriage counselor duly             
accredited by the proper government agency to the effect that the contracting par-
ties have undergone marriage counseling. Failure to attach said certificates of mar-
riage counseling shall suspend the issuance of the marriage license for a period of 
three months from the completion of the publication of the application. Issuance of 
the marriage license within the prohibited period shall subject the                   issuing 
officer to administrative sanctions but shall not affect the validity of the   marriage.  

Source:  Executive Order No. 209, Family Code of the Philippines 

 

 

Family Code Infographics  

DID YOU KNOW?? 

Source: Philippine Statistics Authority, Civil Registration Service, Vital Statistics Division 

PART II OF THE PMOC MANUAL ON THE PRE-MARRIAGE COUNSELING (PMC)    

Annex 1 

0::: 
Lu 
co 
~ 
=> z 

NUMBER OF MARRIAGES IN THE 
PHILIPPINES 

500000 

450000 

400000 

350000 

486514 

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 

YEAR 

26 



 

 

 

 

 

 

Instruction. This Marriage Expectations Inventory Form is designed to help you              
assess your expectations about marriage so you can engage each other in a                  
dialogue to make your relationship stronger. Kindly check or provide your answer that 
corresponds to your level of agreement of disagreement. 

 

 

MEI Form  

Statement  Agree Neutral  Disagree  Reason/s 

1. I will allow giving financial support to my               
in-laws/relatives.    

    

2. I will allow receiving financial  support from 
my parents/in-laws/relatives.  

    

3. I am comfortable if my partner checks out 
my personal stuff such as mobile phone, 
wallet, social media account, etc. 

        

4. I feel loved when:         
 My partner gives me compliments or 

praises 

    

 We do things together         
 I receive gifts, flowers, small things, etc.         
 My partner willingly provides a helping 

hand 
        

 My partner shows physical affection (ex. 
holds my hand, embraces/cuddles/
kisses me) 

        

5. When we talk, I expect my partner to be 
sensitive/cautious to: 

        

 Tone of voice     

 Words spoken         
 Gestures, body language, eye to eye   

contact 
        

 Listening with undivided attention         
6. I know well my spouse strengths and    

weaknesses. 
        

7. If we will have conflicts, as  husband and 
wife, we will solve it by: 

        

 Talking it out     

 Writing letters     

 Spiritual methods     

MEI ON MARRIAGE AND RELATIONSHIPS 
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Statement  Agree Neutral  Disagree  Reason/s 

 Silent treatment     

 Third party mediation (in-laws, god                   
parents, friends, counselors, etc.) 

    

1. After getting married, we will live    
independently from our parents/
relatives. 

    

2. I will allow my spouse to work for a 
living. 

    

3. I believe that it is the husband who 
should  make the major   decisions 
on financial matters. 

        

4. Only the wife is in charge of the 
household chores. 

        

5. If we cannot have children, I will 
consider alternative parental care 
(adoption, foster care). 

    

6. Disciplining, nurturing and rearing 
our children is a shared                           
responsibility by both parents. 

        

7. I believe in physical punishment in 
disciplining children. 

        

8. I believe that the children should         
observe their father’s religion. 

        

9. If I will have a child with special 
needs, I will: 

        

 Send my child to school     

 Put up for adoption/send to 
DSWD or similar facility 

        

 Confine my child at home     

10.  For me, having a child is:         

 A gift from God     

 For continuity of lineage         
 Additional income earner         

 Provider in our old age         

 Means for a stronger relationship         

MEI ON RESPONSIBLE PARENTHOOD 
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Statement  Agree Neutral  Disagree  Reason/s 

1. I prefer to have less than three children.     

2. If we have problems in having children, 
I will submit myself to fertility tests/       
work- out. 

    

3. I believe that the number and spacing 
of children is a shared decision of             
husband and wife. 

        

4. I believe that sex in marriage is:         
 a duty     

 my right     

 an expression of love         

 for procreation purposes only 
(pagkakaroon ng anak) 

        

5. I believe that the wife may initiate sex.         

6. Husband’s consent is necessary for the 
wife to use family planning methods. 

        

7. I will use modern family planning            
methods to limit and space childbirth. 

        

MEI ON PLANNING THE FAMILY 

Statement  Agree Neutral  Disagree  Reason/s  

1. I believe that ensuring safe and 
healthy pregnancy is a responsibility 
of the wife.  

    

2. I believe that child care and nutrition 
are responsibility of the wife.  

    

3. I will  go to a birthing facility (clinics/
lying-in or hospitals) for the delivery 
of my baby.  

        

4. I want my newborn baby to be                
breastfed after delivery.  

        

5. I will subject my baby to newborn 
screening.  

    

6. For me, the husband’s roles to ensure 
safe pregnancy and delivery are: 

    

MEI ON MATERNAL, NEONATAL, CHILD HEALTH AND NUTRITION 
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Statement  Agree Neutral  Disagree  Reason/s 

 Accompany the wife during                  
pre-natal check-up  

        

 Formulate a birth plan with the 
wife.  

        

 Ensure that either husband or 
wife is enrolled with PhilHealth.  

    

 Know the nearest Philhealth-
accredited facility in your place.  

        

 Prepare the important things the 
wife needs before, during and 
after pregnancy including that 
of the baby.  

        

 Together with the wife, start 
saving for hospital fees and                
other financial considerations 
that may occur.  

        

 Know the emergency signs of 
pregnancy, and secure contact 
numbers of service provider.  

        

7. I believe in keeping intimacy     
during pregnancy through:  

    

 Going on a date once a week or 
more  

        

 Going out with Friends      

 Having a sexual intercourse          
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Family Reflection  

Dionisio, Maribel and Allan, Thinking of Marriage: Love, Relationship, and Intimacy Philippines:                      
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FAMILY REFLECTION 

Ask the couple to answer the following for s minutes: 

1. I am the (birth order) child in my family. Generally, I feel (identify 
which among the words insiae parentheses aescribes your 
feeling)(very nappy, happy, unhappy, very unhappy) because 
(state your reason for feeling that way) 

2. I (choose from the parenthesis) (like, do not like) my father 
because 

My father/guardian as a husband is ________ _ 

3. My father/guardian to his children is ________ _ 

4. ___ (like. do not like) my mother because _____ _ 

5. My mother/guardian as a wife is __________ _ 

6. My mother/guardian to her children is ________ _ 

ii•hit!MI 
As a husband I would like to ___________ _ 

As a father I would like to ____________ _ 

FORWOMEN: 

As a wife I would like to 

As a mother I would like to ____________ _ 



 

 

 

 

 

 

 

 

Husband to be:  Para sa akin, okay lang magbigay ng pera sa magulang ko ng 
monthly kasi ganun din yung tatay ko dati sa mga magulang nya.   

Wife to be:  Magbibigay ka eh meron naman silang monthly pension.  Ok lang     
magbigay ngayon kasi wala pa tayong anak.  Pero pag nagka-anak na tayo, hindi na 
dapat. 

Husband to be: Panganay kasi ako, nuon pa man, nagbibigay na ako sa kanila. Para 
sa akin, mas responsable ang mga anak na  nagbibigay ng pera sa mga magulang 
kahit may asawa na.  

Wife to be: Tingin ko, walang masama na magbigay sa magulang kahit may asawa 
ka na subalit, ngayong mag-aasawa na tayo, ano na ba ng dapat nating                      
pagkasunduan na makakabuti para sa ating bubuuing pamilya? Sa kinalakihan ko 
kasi, yung mga kapatid kong nag-asawa na, hindi na sila nagbibigay ng monthly   
financial help sa mga parents namin.  Kung may emergency na lang or may                   
okasyon.  

Husband to be:  Mahalaga kasi iyon sa akin.  Pwede bang kahit every two months at 
magkano? 

Wife to be: Sige. Pero pag nagka-anak na tayo, tignan nating yung financial status 
kung kaya pa ang every two months.   Tingin ko dapat nating i-consider kung ano 
ang makakabuti para sa pamilyang bubuuin natin.  

Husband to be:  Ok. Thank you sa pang-unawa mo. I love you!  

 

Sample Script  
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Directory of Counseling Services Available in the LGU 

For individual, marital and family consultations/sessions, you may contact any of 
the following: 

 

 

List of Counseling Services Available in the LGU (Template)  

Network Contact Details Services 

LSWDO 
  

Local Health Offices 
  

Barangay     

NGOs     

CSOs 
  

POs 
  

Parish     

Churches 
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Name (optional): __________________________________    Date: ________________ 

Thank you for participating! It will be of great help if you can write down your                       
feedback from today’s session. Please mark your rating with a (    ). 

 

                  

What I learned in today’s session is/are:  

 

 

What I like best in this session is: 

Session Evaluation Sheet 

Coverage/
Rating  

Excellent  Very              
Satisfactory 

Satisfactory Fairly  
Satisfactory 

Poor 

Effectiveness 
of the                 
speakers: 
  
Mr. /Ms.  
 

     

Adequacy of 
the materials 
used: 

       

Handouts 
     

Presentation 
materials 

       

Schedule: Day 
and time 
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What I least like in this session is: 

 

 

 

My suggestions for future sessions are:  
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18 The term “microskills” refers to specific competencies for communicating                     
effectively with others. Professional education for social workers, mental health 
practitioners, and other helping professionals often includes microskill training to 
provide developing professionals with the essential building blocks for counseling, 
therapy, advocacy, mediation, and other methods of intervention. The earliest               
social work textbooks on microskills referred to them as interviewing skills.                     
More recent textbooks have recognized that interpersonal communication skills, or 
competencies, are useful not only for interviewing individuals but also for social 
work with individuals, families, groups, communities, and other social systems.  

19Microskills are the basic foundational skills involved in effective helping                         
relationships. They are the foundational tools on which the success of interventions 
with clients may depend. They help create the necessary conditions from which 
positive change can take place.  

Below are essential counseling microskills that may aid the counselor/s in                  
providing counseling sessions: 

 

a. Rapport 

 Development of rapport starts with the initial contact and continues                
throughout the counseling process.   

 Effective rapport is crucial for individuals seeking counseling, as this may be 
the first encounter with a professional counselor and this interaction may       
either encourage or discourage the client from seeking counseling in the           
future or following up for subsequent counseling sessions. 

 These skills are presented as a hierarchy that is organized within a systematic 
framework. At the bottom of the hierarchy are the basic attending skills such 
as patterns of eye contact, body language, and tone of voice while a bit               
farther up of the skills hierarchy is the basic listening sequence, which          
includes questioning, paraphrasing, summarizing, and reflection of feelings. 

 

 

 

Basic Counseling Microskills  

18   https://www.oxfordbibliographies.com 
19     

https://www.sulross.edu/sites/default/files/sites/default/files/users/docs/education/counseling-microskills_4.pdf  
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b. Attending Skills 
 

 Good communication involves more than just verbal content-much                        
communication takes place non-verbally.  

 Clients ranked nonverbal gestures and presentation and body language as 
the most important alliance building factors. 

 Non-verbal attending behaviors communicate a counselor’s interest, warmth 
and understanding to the client, and include such behaviors as eye contact, 
body position, and tone of voice.       
  

b. 1  Eye Contact 
 

 Maintaining good eye contact is how a professional counselor conveys 
interest, confidence, and involvement in the client’s story. 

 There should be natural breaks in eye contact; eye contact should be 
more of an “ebb and flow” as you collect your thoughts and listen to your 
client’s story. 

 It is essential to be sensitive to differences in how eye contact is                      
expressed across cultures.       
  

b.2  Body Position 

 Your body position should convey to the client your interest and                         
involvement. 

 Face the client and adopt an open, relaxed, and attentive body posture, 
as this will assist in putting your client at ease. 

 Do not cross arms and legs. 

 Do not sit behind a desk or other barrier. 

 Slightly lean in the upper body toward the client. 

 Let your clients decide the physical distance between you and them by 
offering to let them arrange the chairs at an individual comfort level, but 
make sure to set up your own personal space boundaries too.  
   

b.3  Vocal Tone  

 Emotions are frequently conveyed via tone of voice. The pitch, pacing, 
and volume can all have an effect on how a client responds emotionally 
to a professional counselor. 

PART II OF THE PMOC MANUAL ON THE PRE-MARRIAGE COUNSELING (PMC)  37 



 

 

 

 Your voice can do much to help create a soothing and anxiety-regulating 
atmosphere for the client. 20 

 

b. 4  Verbal Underlining 

 Giving increased vocal emphasis to certain words or short phrases—helps 
convey a sense of empathic understanding.    
  

c. The Basic Listening Sequence  

 Represents a set of interrelated skills used to achieve three overarching 
goals: 

 To obtain an overall summary and understanding of the client’s                     
presenting issue; 

 To identify the key facts of the client’s situation; and 

 To identify the core emotions and feelings the client is experiencing. 

 The skills involved in the basic listening skill sequence are: open and closed 
questions, paraphrasing, reflection of feelings and summarizing.   
  

c. 1  Questioning   

 Is a primary skill that allows professional counselors to gather important 
and specific information about clients. 

 Questions allow us to make an accurate assessment of the client’s issues 
and guide and focus our clients so we can make the most effective use of 
the counseling session, but if used inappropriately, questioning can              
impede communication and block client disclosure.    
  

 Open Questions 

 Open questions usually elicit fuller and more meaningful responses 
by encouraging the client to talk at greater length. 

 Open questions typically begin with what, how, could, would, or why, 
and are useful to help begin an interview, to help elaborate the               
client’s story, and to help bring out specific details. 

 Be careful when using “why” questions and questions that are            
leading in nature. Questions that begin with “why” often: 

20    https://www.sulross.edu/sites/default/files/sites/default/files/users/docs/education/counseling-microskills_4.pdf  

PART II OF THE PMOC MANUAL ON THE PRE-MARRIAGE COUNSELING (PMC)    38 

https://www.sulross.edu/sites/default/files/sites/default/files/users/docs/education/counseling-microskills_4.pdf


 

 

 

 Cause the client to intellectualize and can lead to a discussion of 
reasons21 

 Cause a client to begin to rationalize or intellectualize their                    
problems, when what we really want them to do is to explore the 
deeper meaning and feelings behind their issues22 

 Cause the client to become defensive and to feel “put on the spot”
     

 Leading Questions 
 

 Leading questions often contain a hidden agenda because the               
answer or expectation is already imbedded within the question. 

 
 Closed Questions  

 Closed questions can be used when professional counselors need 
to obtain very specific concrete information and get all the facts 
straight. 

 Closed questions typically elicit either a “yes/no” type of response 
or provide specific factual information.  

 The use of too many closed questions can cause the client to shut 
down and become passive because in essence you are training the 
client to simply sit back and wait for the next question to answer. 
„Begin with open questions (i.e., general), and as you gather                        
information and hear the client’s story, move to more closed                 
questions (i.e., specific) to obtain the specific details important for the 
assessment and subsequent intervention plan.  

 

C.2   Reflecting Skills  

 The reflecting skills represent a set of interventions used to help                 
stimulate clients’ exploration of their thoughts and feelings related to 
the presenting problems. 

 These skills will also stimulate a deeper understanding of the problem 
so that the client can examine the issues more objectively.  

 Reflecting skills include: paraphrasing, reflecting feelings, and                
summarizing. 

21   https://www.sulross.edu/sites/default/files/sites/default/files/users/docs/education/counseling-microskills_4.pdf  
22    Ibid. 
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 Paraphrase 

 A paraphrase is how we feed back to the client the essence of what 
has just been spoken in our own words. By paraphrasing, one                    
reflects the content and thoughts of the client’s message.  

 A counselor is mirroring back to the client, in a nonjudgmental way, 
an accurate understanding of the client’s communication and the 
implied meaning of that communication  

 It is important that the paraphrased information is accurate by 
checking in with the client. „This “checking in” also allows for the 
building of a collaborative relationship with your clients and conveys 
your interest and care in accurately understanding their message.
  

 Reflecting Feelings   

 By reflecting feelings a professional counselor can help the client 
become aware of the emotions experienced in relation to the issue 
at hand. 

 Reflecting feelings can promote the development of accurate               
empathy and help to create a safe environment for the client. 

 To reflect feelings one must be able to recognize and put words to 
those feeling states observed in the client. 

To aid in identifying a client’s feelings: 

 Pay attention to the affective component of the client’s                            
communication; 

 Pay attention to the client’s behavior (e.g., posture, tone of voice, 
facial expression); and  

 Use a broad range of words to correctly identify the client’s          
emotions. Silently name the client’s feeling(s) to yourself. 

In reflecting feelings to your client:23 

 Use an appropriate introductory phrase (e.g., sounds like…., you 
feel…., it seems…etc); 

 Add a feeling word or emotional label to the stem;  

 Add a context or brief paraphrase to anchor or broaden the                
reflection; 

23    https://www.sulross.edu/sites/default/files/sites/default/files/users/docs/education/counseling-microskills_4.pdf 
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 Pay attention to the tense (present tense reflections can often be 
more powerful); 

 Do not repeat the client’s exact words; 

 Reflect mixed emotions; and  

 Check out the accuracy of the reflection of feeling with the client.24 

     

 Summarizing  

 By summarizing, a professional counselor can begin to put together 
the key themes, feelings, and issues the client has presented. 

 By distilling the key issues and themes and reflecting this back to the 
client, counselors can begin to help clients make sense of what may 
have originally seemed to be an overwhelming and confusing              
experience.  

 A summary is not only to be used at the end of the session or begin 
a new session by re-capping the previous session, but can be used 
periodically throughout the session, helping to keep a focus and  
putting together the pertinent issues at hand for the client. 

A summary may be appropriate when: 

 Your client is rambling, confused, or overly lengthy in comments; 

 When your client presents a number of unrelated ideas;  

 To provide direction to the interview;  

 To help move from one phase of the interview to the next; 

 To end the interview ; and 

 To provide an opening to the interview by summing up the prior 
interview. 

Three common types of summaries: 

 Focusing summaries are often used at the beginning of the                
session to pull together prior information the client has given and 
to provide a focus to the session. 

 Signal summaries are used to “signal” to the client that you have 
captured the essence of their topic and that the session can move 
on to the next area of concern  

 Planning summaries help to provide closure and are used to                    
recap the progress, plans, and any recommendations and                  
agreements made. 

24    https://www.sulross.edu/sites/default/files/sites/default/files/users/docs/education/counseling-microskills_4.pdf  
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Amended Guidelines in the Accreditation of Pre–Marriage 
Counselors 
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Memorandum Circular No. 0 1 
Series of 2019 

SUBJECT: AMENDED GUIDELINES IN THE ACCREDITATION OF PRE
MARRIAGE COUNSELORS 

I. RATIONALE 

Pursuant to Article 16 of the Family Code of the Philippines otherwise known as 
Executive Order No. 209 series of 1987 the Department of Social Welfare and 
Development (DSWD) is mandated to accredit marriage counselors through a letter 
issued by the Civil Code Revision Committee, UP Law Center to the National Statistics 
Office on September 23, 1988. The Family Code of the Philippines gives emphasis on 
the importance of family and marriage. Thus, it recognizes the crucial role of marriage 
counselor in enabling would-be-married couplets to be ready in assuming their 
respective roles as couple and future parents to their children. Hence, by virtue of 
Executive Order No. 221 series of 2003 "Redirecting the Functions and Operations of 
the DSWD", the Department, developed and issued policies, manual and guidelines 
covering the accreditation of Pre-Marriage Counselors (PM Counselors). 

The realization of said mandate was supported by the Joint Circular (JC) No. 01-89 
which provided for the implementing rules and regulations of Article 16 of the Family 
Code issued by the DSWD and the Office of the Local Civil Registrar General, National 
Statistics Office in November 1989. Subsequently, in 2002 the DSWD, Department of 
Interior and Local Government (DILG), Commission on Population (POPCOM) and 
Department of Health (DOH) issued a Joint Memorandum Circular (JMC) No.01 on the 
Revised Pre-Marriage Counseling Implementation as mandated by Presidential Decree 
(PD) 965 of 1976. 

For the past eight (8) years of PMC implementation, several concerns and issues 
were raised based on the existing JMC. Among the most pressing, was the gap 
between the numbers of trained PM Counselors versus the accredited PM Counselors 
as shared by the POPCOM. This gap was mainly due to some confusion on the Joint 
Memorandum Circular and accreditation guideline which is mandated by two separate 
laws. This resulted to the distress at the Local Government Units (LGUs) as Article 16 of 
the Family Code states that only a duly accredited PM Counselor shall issue the PM 
Certificate otherwise, an administrative sanction shall be enforced to those who violated 
the law under Article 315 of the Revised Penal Code. Hence, the said JMC was 
reviewed for enhancement to ensure that its provisions are aligned with existing policies 
and laws particularly of the Family Code, PD 965 and of the RPRH Law otherwise 
known as RA 10354 of 2012. 
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This guideline further aims to enhance the accreditation proce~s . includin_g 
documentary requirements and qualifications required for accred1tat10~. This 
guideline also seeks to clarify the topical content covered by the PMC session and 
the methods in the delivery of topics and sessions. 

Thus, this guideline is hereby revised to respond to the demand and concerns 
that were practically experienced and raised to ensure that standards set are 
aligned and compliant to laws, realistic and will ascertain quality service delivery to 
its intended clients/beneficiaries. 

II. LEGAL BASES 

A. Executive Order No. 209 series of 1987, otherwise known as the Family 
Code of the Philippines 

Article 16, In the cases where parental consent or parental advice is needed, the 
party or parties concerned shall, in addition to the requirements of the preceding 
articles, attach a certificate issued by a priest, imam or minister authorized to 
solemnize marriage under Article 7 of this Code or a marriage counselor duly 
accredited by the proper government agency to the effect that the contracting 
parties have undergone marriage counseling. 

"The Civil Code Revision Committee, UP Law Center in its letter dated 
September 23, 1988 to the National Statistics Office clarified this provision that the DSWD is the proper government agency to accredit marriage counselors." 

B. Executive Order No. 221 series of 2003 entitled "Redirecting the Functions 
and Operations of the DSWD. 

Sec. 3, (a) set standards, accredit and provide consultative services to public 
and private Institutions, organizations and persons engaged in social welfare 
activities, and monitor, performance and compliance to standards by institutions, 
organizations and persons engaged in social welfare activities, both public and 
private. 

C. Joint Circular No. 1-89 issued by the Office of the Civil Registrar General, 
National Statistics Office and Department of Social Welfare and Development 

Rule 1. Seminar on marriage counseling shall be conducted by a priest imam or 
minister authorized to solemnize marriage and registered as such with the Office 
of the Civil Registrar General, or by a marriage counselor duly accredited by the 
Department of Social Welfare and Development. 

D. Joint Memorandum Circular No. 01 series of 2018 issued by DSWD
POPCOM-DOH-DILG and PSA, Revised Pre-Marriage Orientation and 
Counseling (PMOC) Program Implementing Guidelines of 2018 

No. 9.0 Accreditation of Pre-Marriage Counselors. The accreditation of pre
marriage counselors shall be governed by a separate guidelines issued by the 
DSWD. 
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Ill. OBJECTIVES 

General Objectives: 

Establish a clear procedural process on the accreditation of Pre-Marriage 
Counselor. 

Specific Objectives: 

1. Clarified procedures on the accreditation of Pre-Marriage Counselors with the 
decentralization in effect; 

2. Institute new processes and mechanisms along the accreditation process; and 

3. Delineate and clarify roles and functions of the Field Office and Central Office 
OBS along the implementation of this guideline. 

IV. DEFINITION OF TERMS 

This section aims to establish a common understanding on the key terms used 
in this document. 

a. Accreditation- refers to the process of providing official recognition by the 
DSWD to an individual's expertise to provide Pre-Marriage Counseling Service 
after the applicant's compliance to the set requirements and procedures. 

b. Certificate of Marriage Counseling (MC) - a certificate issued by an 
accredited PM Counselor to contracting parties who have completed the pre
marriage counseling session. 

c. Counseling- the provision of assistance and guidance in resolving personal, 
social or psychological problems and difficulties, especially by a professional 
(Oxford Dictionary). 

d. Marriage Expectation Inventory - the form used in identifying the opinions/ 
beliefs of the would-be-married couple/s, as well as potential problems and 
issues in their relationship that may be clarified in the counseling session. 

~ Pre-Marriage Counseling (PMC) - pursuant to Article 16 of the Family Code, it 
refers to the mandatory counseling session required to all contracting parties 
where one or both parties are 18-25 years old in addition to their attendance to 
the Pre-Marriage Orientation (PMO). Contracting parties above 25 years old may 
also avail of this service. The session provides assistance and guidance to the 
contracting parties towards an informed decision about their forthcoming married 
life. 

f. Accredited Pre-Marriage Counselor (PM Counselor) - refers to a recognized 
professional duly accredited by the DSWD to conduct Pre-Marriage Counseling 
sessions to would-be-married couplets applying for marriage license. 

Guidelines in the Accreditation of Pre-Marriage Counselors Page 3 of 13 
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V. GENERAL POLICY 

The DSWD Field Offices as the main implementer of this guideline shall be 
guided accordingly by the following: 

1. Provide technical assistance and/or respond to LGU requests related to PMC 
accreditation services/concerns; 

2. Observe the protocol and Code of Ethics for DSWD Assessors/Accreditors 
implementing regulatory services in the accreditation of PM Counselors; 

3. The conduct of PM Counseling session should be provided to a maximum of 
six (6) would-be-married couples per counselor; 

4. The accreditation tool must be filled-out properly and completely; 

5. The requirements and indicators enumerated in the accreditation tool must 
be fully complied prior to the issuance of accreditation certificate; 

6. The accreditation certificate shall be signed by the Regional Director of the 
Field Office or his or her authorized representative; 

7. The certificate of accreditation issued to a PM Counselor shall be non
transferable; 

8. The accreditation number of the PM Counselor shall be composed of the 
region, sequence number which shall be assigned by the FOs and the year it 
was issued (See Annex E for the sample certificate of accreditation); 

9. Maintain an updated directory of accredited PM Counselors at the DSWD 
Field Office website; 

10. Only an accredited Marriage Counselor/Pre-Marriage Counselor with valid 
accreditation certificate is authorized to sign and issue the Certificate of 
Marriage Counseling of would-be-married couple/s aged 18 to 25 years old, 
in accordance to Article 16 of the Family Code. 

VI. COVERAGE 

This guideline covers all social workers and other professionals/service 
providers both at the private and public sectors who have met the required 
qualifications as stated herein. 

VII. EXEMPTIONS FROM THE ACCREDITATION 

The following are exempted from the DSWD accreditation by virtue of Article 16 
of the Executive Order No. 209 (Family Code of the Philippines): 

"... [P]riest, imam or minister authorized to solemnize marriage 
under Article 7 of this Code ... " 
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VIII. QUALIFICATIONS FOR PRE-MARRIAGE COUNSELOR ACCREDITATION 

1. Must have a Bachelors Degree in Social Work or any behavioural and social 
sciences course, i.e BS in Psychology, BS in Guidance and Counseling, AB 
in Sociology, AB in Political Science and etc.; 

2. Must have attended at least twenty-four (24) hours basic training on 
Counseling/Pre-Marriage Counseling and/or other similar seminars/trainings 
on marriage counseling conducted by the DSWD and other National 
Government Agencies and other accredited training institutions prior to 
application; 

3. Either of the following prior to application: 

3.1. Must have any experience in the conduct of counseling for at least a 
minimum of six (6) sessions; or 

3.2 Must have assisted in the conduct of PMC for at least a minimum of six 
(6) sessions and/or any type of counseling session. 

IX. DOCUMENTARY REQUIREMENTS FOR ACCREDITATION 

Applicants for accreditation must submit a duly accomplished application form 
together with one (1) photocopy of the following documents (original copies must be 
presented): 

A. For New Applicant 

1. Any of the following as proof that the applicant is a graduate of four (4) year 
course: 

1. Photocopy of Certificate of graduation/college diploma or transcript of 
records; or 

2. Certified photocopy of valid PRC ID. 

2. Photocopy of Training Certificates/Certificates from seminars, conferences, 
training, and other related activities on basic counseling service for at least 
twenty-four (24) four hours. If original copy is unavailable, a certified true 
copy of the certificate of participation/attendance from the training provider 
will be accepted; 

3. Any of the following as proof that applicant is tasked to assisUconduct PMC 
sessions and/or part of the local PMC Team, if applicable: 

a. Certification from immediate Supervisor; or 
b. An approved resolution. 
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4. Documentation of at least six (6) PMC sessions, which captures the role 
performed by the applicant as proof that he/she has assisted in the PM 
Counseling session; and 

5. Other documents to be made available during the assessment visit. 
a. Accomplished Marriage Expectation Inventory Form of would-be

married couplets present during the validation visit. 

B. For Renewal of Accreditation 

1. Certificates of training, seminars, orientation and other related or similar 
activities on marriage counseling or topics related to pre-marriage counseling 
such as but not limited to Gender and Development, Human Maturity, Value 
Clarification and Responsible Parenting for at least twenty-four (24) hours 
within the validity period of the preceding certificate. 

2. Accomplishment Report for the past year with at least a minimum of ten (10) 
PMC sessions conducted preceding the application using the template 
provided by DSWD (Annex D); 

3. Summary documentation of PMC session/s conducted for the past year using 
the template provided by DSWD (Annex C); 

4. Other documents to be made available during the validation visit. 

a. Accomplished Marriage Expectation Inventory Form of would-be
married couple/s present during the validation visit. 

b. Accomplished and consolidated result of client feedback/satisfaction 
survey (See Annex FJ for the template) of about fifty (50) percent of 
the total number of counselled couple for the past year; and 

c. A summary/record on the number of Certificate of Marriage 
Counseling issued. 

X. THE PMC SESSION 

The conduct of PM Counseling session should be provided to a maximum of 
six (6) would-be-married couples per counselor. 

XI. AREAS FOR ACCREDITATION 

The following are the areas to be assessed for the accreditation of PM 
Counselors: 

1. Documentary Requirements - refers to the documents enumerated in 
Section IX of this guideline. 

2. Knowledge - the PM Counselor's capacity to deliver the session shall be 
appraised based on the knowledge foundation listed in the accreditation tool. 
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3. Skills - the PM Counselor's skills along listening, leading, reflecting, 
summarizing, confronting, interpreting, informing, facilitating, doc~menting, 
interviewing and lecturing shall be assessed based on the rubric assessment 
tool. 

4. Attitude -the conduct/mariner demonstrated by the PM Counselor toward the 
would-be-married couplets during the session as specifically enumerated in 
the accreditation tool shall be evaluated. 

5. Ratio- the number of would-be-married couplets served should be consistent 
with the given ratio. 

6. Venue - the environment on which the counseling session is conducted shall 
also be assessed, under the following circumstances: 

5.1 For new applicants, non-compliance on set indicator shall not 
discriminate the result of the accreditation assessment, but rather serve 
as basis for recommendation and improvement, however; 

5.2 For renewal of certificates, compliance to set indicators is a Must. 

XII. THE ACCREDITATION PROCESS 

The applicant shall submit the application form and the documentary 
requirements to the concerned Field Offices. 

The DSWD Field Offices shall be guided by the following activities along the 
accreditation process. 

A. Pre-Validation 

Upon receipt of application and required documents, the DSWD Field Offices 
shall act on the application within five (5) working days: 

1. Review the veracity of the submitted documents; 
2. Coordinate and acknowledge the application conformed with the following 

circumstances: 

2.1 Should the submitted documents suffice and qualify for accreditation, the 
acknowledgement shall specify the date of the on-site accreditation visit 
in coordination with the applicant; 

2.2 Should there be lacking documents, however, the applicant has met the 
minimum qualification (Sec. VIII), the acknowledgement should indicate 
the date of the on-site accreditation visit and the list of requirements to be 
submitted during the said visit; and 

2.3 Should the documents found to be insufficient and the applicant was 
unable to meet the set qualifications, the acknowledgement shall contain 
regret and thereby inform the applicant with the needed qualifications 
and requirement for accreditation. 
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B. Validation Proper 

Upon confirmation of the applicants on their availability, the accreditation 
schedule shall be finalized. Hence, the DSWD FO Staff/Accreditor shall conduct the 
assessment of the applicant within a minimum period of half-day to one (1) whole 
day and shall observe the following procedure during the actual validation: 

1. Courtesy call to the Local Chief Executive (LCE) or his/her designated 
representative/supervisor, if applicable; 

2. Conduct a brief orientation to the PM Counselor applicant relative to the 
guidelines and provide the mechanics for the accreditation assessment; 

3. Review other documents such as logbook and MEI during the on-site 
assessment and/or additional submitted requirements 

4. Observation assessment during the actual conduct of the PMC session; 

5. Conduct a post assessment session with the PMC applicant to discuss 
observations, if any, or to come-up with an action plan to comply with 
remaining requirements for submission, if necessary or to provide technical 
assistance on areas needing improvement, if applicable; and 

6. Conduct an exit conference with the PMC applicants and Local Chief 
Executive or his/her designated representative or supervisor. 

C. Post Validation 

After the on-site accreditation assessment, the concerned DSWD Field Office shall: 

1. Prepare a confirmation report on the assessment result of the PM Couselor 
within seven (7) working days after the conduct of the assessment visit; 

2. If the result of assessment is favourable, the preparation and approval of the 
accreditation certificate shall be facilitated within five (5) working days. 

3. Update the directory of Accredited PM Counselors at the regional website. 

The whole process of accreditation shall cover at least a total of nineteen (19) 
working days including the date of application, for details you may refer to Annex 
G (Process Flow and Citizens Charter). 

XIII. ASSESSMENT FALLING BELOW THE STANDARDS 

In cases where the applicant has not met set standards per assessment of the 
accreditor, the said applicant shall be provided with appropriate technical assistance 
on areas needing improvement and shall be re-assessed after three (3) months for 
accreditation. 
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Should the applicant still not qualify, he/she shall be advised to submit a new 
application for accreditation assessment after six (6) months from the date of re
assessment. 

XIV. VALIDITY PERIOD OF THE ACCREDITATION 

The Pre-Marriage Accreditation Certificate issued to an accredited PM 
Counselor shall be printed using the official Security Paper of the Department, duly 
signed by the Regional Director or his/her authorized representative and shall 
include the accreditation number of the PM Counselor, its validity and date of 
issuance. 

a. For Newly Accredited 

The accreditation certificate for newly accredited PM Counselors shall be valid 
for a period of three (3) years and will be encouraged to file application for renewal 
within sixty (60) days prior expiration of accreditation provided that the applicant is 
qualified and has submitted the required documents for renewal. 

b. For Renewed Accreditation 

The accreditation certificate for renewed accreditation shall be valid for a period 
of five (5) years and will be encouraged to file succeeding applications within sixty 
{60) days prior expiration of accreditation provided that the applicant is qualified and 
has submitted the required documents for renewal. 

XV. BENEFITS OF AN ACCREDITED PRE-MARRIAGE COUNSELORS 

A. An Accredited PM Counselor shall be prioritized for any 

1. Continuing technical assistance to include attendance to lecture series, 
seminar workshops, and other forms of capability building; 

2. Consultation meeting/s, program development, policy formulation and 
other related activities of the Department; and 

3. Recommendation for scholarships, fellowships, and postgraduate studies 
in regional, national and foreign level courses or training relative to pre
marriage counseling. 

B. Recognition/appreciation for having been accredited during flag ceremony at 
DSWD FOs/LGUs or in any fitting ceremony. 

C. Valid practice of pre-marriage counseling service nationwide. 

D. Private practitioners shall have the authority/entitlement to charge 
fee/honorarium for the pre-marriage counseling services rendered from those 
seeking his/her service based on prevailing rates which is subject to existing 
rules and regulations in the locality where he/she is practicing. 
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XVI. REPORTORIAL REQUIREMENTS 

The accredited PM Counselor is required to submit his/her annual 
accomplishment report following the template (Annex D) to the Field Office 
every 30th of January of the succeeding year. 

XVII. INSTITUTIONAL ARRANGEMENTS 

A. DSWD Field Office 

1. Advocate compliance of LGUs for the effective implementation of the PMC 
program per JMC; 

2. Issue Accreditation Certificates: 

3. Address complaints and issues related to PMC through the Regional TWG. 

4. Represent the Department and participate to the Regional Technical Working 
Group (RTWG) on PM Orientation and Counseling (PMOC) led by the 
POPCOM; 

5. Coordinate with other concerned agencies (POPCOM, PSA, DILG, and 
DOH) to assist in the advocacy with the Local Government Units in the 
implementation of the PMC Program to ensure adequate resources, logistics 
requirement and policy support to the program; 

6. The Standards Section shall oversee and ensure the following: 

6.1 Provide technical assistance to PM Counselor in complying with the 
accreditation standards; 

6.2 Conduct assessment of applicants for accreditation; 

6.3 Conduct annual meeting with accredited PM Counselors for updates on 
newly enacted laws, policies/guidelines and issues affecting families 
and among others; 

6.4 Respond to requests for resource persons/technical assistance on 
activities conducted by the Commission on Population related to PMC at 
the regional level; 

6.5 Maintain a regional databank of accredited, expired PMCs and LGUs; 
and 

6.6 Submit a quarterly report on PMC Accreditation to the Standards 
Bureau using the provided template (SB-Form-005-C) every 10th day of 
the first month of the quarter. 
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7. The Ca abilit Buildin Section shall ensure the following: 

7.1 Provide technical assistance in the conduct/provision of PMC related 
capabilitv building activities. 

7.2 Conduct a performance assessment of accredited PM Counselor and 
furnish the SWIDB with the result of the assessment. 

8. The Community-Based Section shall provide technical assistance along 
provision of PM Counseling service. 

B. DSWD Standards Bureau 

1. Ensure nationwide dissemination of the guidelines; 

2. Provide technical assistance to Field Offices on the interpretation of 
guidelines on PMC accreditation: 

3. Represent the Department in the National Technical Working Group 
for PMOC; 

4. Respond to requests for resource persons/technical assistance on 
activities conducted by the Commission on Population related to PMC 
at the national level; 

5. Address complaints and issues related to PMC thru the National TWG 
for PMC; 

6. Enhance and/or develop responsive policies related to MC 
accreditation; 

7. Maintain a national databank of accredited and expired PMCs; 

8. Monitor implementation of PMC accreditation in the Field Offices: 

9. Develop and disseminate Information, Education and Communication 
(IEC) materials on PMC accreditation; and 

10. Conduct policy review whenever deemed necessary to address any 
policy concerns. 

C. Social Welfare Institutional Development Bureau 

1. Provide technical assistance in the development of PMC Manual; 

2. Develop training modules along marriage/pre-marriage counseling services 
to enhance the skills of the accreditors/assessors as well as of the service 
providers; 
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3. Ensure continuous provision of training programs with CPD credits to Pre
Marriage Counselors and Accreditors to further enhance their competence in 
providing quality service to target client group. 

D. Community-Based Programs and Services Bureau 

1. Provide technical assistance/inputs to Field Offices and PM Counselors 
along provision of Pre-Marriage Counseling service; and 

2. Provide technical assistance in the development of PMC Manual. 

XVIII. TRANSITORY PROVISIONS 

Applicants for PM Counselor Accreditation shall be given one (1) year transitory 
period from the effectivity of this guideline or such other period as may be 
determined by the Department, to comply with the training requirement of this policy 
(e.g basic training on pre-marriage counseling or other courses/seminars related to 
counseling) in the event that said applicant has yet to undergo said training provided 
further that: 

a. All PM Counselors with valid accreditation shall still be honored; hence, they 
may discharge their function as an accredited PM Counselor. 

b. All applicants for PM Counselor accreditation under this guideline shall be 
treated as "new applicants" upon effectivity of the provisions herein stated. 

XIX. COMPLIANCE TO REPUBLIC ACT No. 11032 

In the revision of this guideline, pertinent provisions on RA No. 11032 of 2018 
otherwise known as the Ease of Doing Business and Efficient Government 
Service Delivery Act were considered, hence resulting to less requirements and 
defined period on processing application for accreditation. 

XX. REPEALING CLAUSE 

All administrative orders, rules and regulations and other issuances or parts 
thereof which are inconsistent with this Memorandum Circular are hereby repealed, 
amended, and/or modified accordingly. 

As for the accreditation of Full-Fledged Marriage Counselors, the Administrative 
Order No. 14 s. of 2009 entitled Omnibus Guidelines on the Accreditation of 
Marriage Counselors shall remain as basis for its implementation. 
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XXI. EFFECTIVITY 

This guideline shall take effect fifteen (15) days after its publication in the official 
DSWD website and filing with the University of the Philippines Law Center. 

Issued this g,-'i day of V~ , ~ at Quezon City Philippines. 

Annexes 
1. Annex A (Application Form) 
2. Annex B (Assessment Tool) 
3. Annex C (Documentation Report Template) 
4. Annex D (Annual Accomplishment Report) 
5 Annex E (PMC Accreditation Certificate Template) 
6. Annex F (Feedback Survey Template and Form) 
7. Annex G (Citizen's Charter and Process Flow) 
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Republika ng Pilipinas 
(Republic of the Philippines) 

Kagawa ran ng Kagalingang Panlipunan at Pagpapaunlad 
(Department of Socio/ We/fore and Development) 

Region: __ 

Annex A 
PMC Form_App 

Application Form for the Accreditation of Pre-Marriage Counselor 

Instruction: Kindly fill-in the needed information. 

Region: ______ _ Date: ____ _ 
LGU (if applicable): _________ _ 

Status of Accreditation: 

D New D Renewal 

Status of Assessment: 

D 1st Assessment D Re-Assessment 

A Personal Information: 

Name: _______________ Age: __ Sex:□ Male □Female 
(Full Print) 

Civil Status: D Single D Married D Widow D Separated Others, 
specify:_ 

Date of Birth: _____ Mobile No/Tel.No: _____ E-Mail Address: _____ _ 

Residential/Home Address: 

Course: ___________ Post Graduate studies, if any: _______ _ 

B. Work Information (if applicable): 

Name of Agency/LGU: 

Office Address: 

Position and Designation: ________ No. of mos.lyears in current position: __ 

No. of Years in Service: _____ No. of mos. I years as PM Counselor: _____ _ 

Total No. of PMC Sessions conducted/assisted and would-be-married coup/els served for 
the past year:_;_ 
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Total No. of PMC Sessions conducted/assisted and would-be-married coup/els served for 
the past year:_;_ 

C. Previous Work Experience from Present to Past (Please use separate sheet when 
necessary) 

Name of Agency Position/Designation Date 
From-To 

D. Training Courses/Seminars Attended related to PMC/Counseling for the last three 
(3) years. (Start with the recent training/seminar attended. Please use separate sheet when 
necessary) 

Title Date No. of Hours/Duration Conducted/Oraanized by 

E. Experience in providing/assisting Pre-Marriage Counseling or other form of 
Counseling Service/s (Please use separate sheet when necessary) 

1. Describe your most significanUdifficult experience/sin providing/assisting counseling 
to couples/clients, and how were you able to deal with this/these? 

2. What were your insights/learning from this/these experience/s? 

Signature over Printed Name 
Applicant 
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ANNEX B_PMC FORM 

Republika ng Pilipinas 
(Republic of the Philippines) 

Kagawaran ng Kagalingang Panlipunan at Pagpapaunlad 

(Department of Social Welfare and Development) 
Field Office: __ 

ASSESSMENT TOOL IN THE ACCREDITATION OF PRE-MARRIAGE COUNSELORS 

Date: ______ _ 

NAME: 

(First Name, Middle Name and Last Name) 

Position and/or Designation (if applicable): 
Profession: _____ _ 

NAME AND ADRESS OF THE OFFICE/AGENCY (if applicable): 

E-MAIL ADDRESS: ________ CONTACT NO./MOBILE NO. _____ _ 

STATUS OF ACCREDITATION (Mark the box with ✓) 

D New D Renewal 

STATUS OF ASSESSMENT (Mark the box with ✓) 

D 1st Assessment D Re-Assessment 

I. REQUIREMENTS 
Instructions: Mark the corresponding item with -!_ if complied andiif not. 

A.ForNew 

Remarks 
(Indicate the course, date of training, 

Documentary Requirements Compliance Executive Order No, if any, and dates of 
counseling sessions conducted, and 
other observationslfindinas) 

1. Certificate of graduation/college 
diploma or transcript of 
records/certified true copy of PRC 
ID 
2. Training Certificate/Certificates of 
seminars, orientation and other 
related activities to pre-marriage 
counseling/counseling attended or 
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ANNEX B_pMC FORM 

the Certified true copy of the 
certificate of 
participation/attendance, if original 
document is unavailable. 
3, Certification/Endorsement from 
immediate supervisor and/or an 
Executive Order that applicant is 
tasked to conduct/assist in the 
conduct of Pre-Marriage Counseling 
and/or other forms of counseling 
sessions, if aoolicable 
4. Documentation of PMC sessions/ 
other counseling sessions 
conducted/assisted by the applicant 
covering the required number of 
sessions as enumerated in section 
VIII (Qualification of PM Counselors) 

8. For Renewal 

Remarks 
(Indicate the date & title of training, 

Documentary Requirements Compliance dates of counseling sessions conducted 
and other obseNationslfindings) 

1. Certificates of training, seminars 
and other related/similar activities 
on topics related to PMC but not 
limited to Gender and Development, 
Human Maturity, etc. 
2. Accomplishment report for the 
past three years preceding the 
application. 
3. Summary Documentation of PMC 
sessions conducted for the past 
three (3) years 
4. Other Documents 
4.2 Consolidated result of client 
feedback/satisfaction survey 
4.3 Summary/ Records of issued 
PMC Certificates 

II. KNOWLEDGE 
Instructions: Mark the corresponding item with:!_ if complied and....!_if not. 

Remarks 
TOPICS/FOUNDA T/ON Compliance (Indicate significant obseNations I 

findings /assessment) 
Article 16 of the Family Code 
'PM Counselor must be able to 
explain the legal basis and purpose 
of the counseling session•. 
PMC Topics . Key messages of each 
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ANNEX B_PMC FORM 

topidsession are emphasized 
and highlighted (kindly refer to 
Annex G for the table of PMC 
topics and its key messaQes) 

1. Self-Awareness/Inner Self 
2. General concept on the 
difference of a man and woman 
Explain generally the difference of a 
man and a woman as unique 
individuals. 
3.Family Dynamics 
"Explain the dynamics in the family, 
to include family relationships, values 
clarifications, culture, child bearina 
and rearina, conflicts, household 
chores, finances, and etc." per MEI 
Result 
Processing of Marriage 
Expectation Inventory 
"PM Counselor uses the MEI 
orocessinq the session" 

Ill. SKILLS 
Instructions: Mark the corresponding item with :!... for the specific criteria met based on your 
assessment. All the skills enumerated below shall be assessed and shall contribute to the over
all score. The total score needed to pass the assessment is indicated below. 

Scores: 
licants Renewal 

20 21 oints above - Passed 

CRITICAL Poor (1) Fair (2) Good (3) Outstanding Points 
SKILLS (4) 

1. Listening Counselor is Counselor is Counselor is Counselor is 
unable to able to respond able to able to 
respond to to questions validate, observe, 
the questions and inquiries of confirm and respond and 
of the the respond to address 
counselee/s. counselee/s.but the concerns verbal and 

did not further raised by the non-verbal 
validate and counselee/s. cues, 
clarified their gestures and 
concern. postures 

demonstrated 
by 
counselee/s. 

2. Leading Counselor is Counselor Is Counselor is Counselor is 
unable to able to ask able to able to gently 
establish the questions that maintain the lead the 
purpose of catches the focus of conversation 
the attention of the discussion on in directions 
discussion. would-be- the that gives 

couplets. topic/concern useful 
s raised. information. 
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ANNEX B_PMC FORM 

J 3. Reflecting Counselor Counselor is Counselor is Counselor is 
does not able to respond able to bring able to 
respond to to the feelings or to surface articulate the 
the feelings expressed by the feelings feelings/thoug 
expressed by the felt by the his of the 
the counselee/s. counselee/s. counselee/s 
counselee/s. based on 

his/her I 
response. 

4. Counselor is Counselor is Counselor is Counselor is 
Summarizin unable to put able to gather able to gather able to 
g together the the the synthesize 

ideas/concern thoughts/feeling thoughts/feeli the key 
s/feelings s/concerns ngs/concerns discussions 
expressed by expressed by expressed by and 
the the the experience of 
counselee/s. counselee/s. counselee/s' the 

and is able to counselee/s 
put the during the 
thought entire 
toQether session. 

5. Informing Counselor is Counselor is Counselor is Counselor is 
unable to give able to share able to give able to 
necessary simple facts information provide 
facts and and based on relevant facts 
information information. what is and 
relevant to shared by the information 
the situation counselee/s. appropriate to 
of the the situation 
counselee/s. of the 

counselee/s. 
6. Counselor is Counselor Counselor Counselor is 
Facilitating unable to recognizes the has provided able to draw 

draw opinions participation activities participation 
and/or and sharing of which from the 
thoughts from counselee/s. encourages counselee/s 
the participation on the 
counselee/s. among session 

counselee/s. conducted. 

7. Counselor is Counselor's Counselor's Counselor's 
Documentin unable to has a record documentatio documentatio 
g capture and information n report n report has 

relevant of the session contains captured 
information conducted. information essential 
and and details on information/d 
observations the etails on both 
in the discussions verbal and 
documentatio and non-verbal 
n report on agreements cues 
sessions during the demonstrated 
provided. session. by the 

counselee/s 
during the 
session. 

Over-All Points 
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ANNEX B_PMC FORM 

Remarks/Other Observations: 

IV. ATTITUDE 
Instructions: Mark the corresponding item with;!_ if satisfied and_Lif not satisfied. All qualities 
are essential and therefore should be satisfied in order to pass the accreditation. 

Remarks 
ESSENTIAL QUALITIES Compllance (Indicate significant 

observations/findings/assessment) 
1. Creates a friendly and 
comfortable atmosphere among the 
would-be-couplets. 
Ex: Greets the couple politely, 
asks if they are comfortable, etc. 
2. Uses appropriate body language 
such as non-threatening posture, 
maintaining eye contact and 
respecting the would-be-couplets. 
personal space. 
Tip: Hand and body languages 
are not stiff and awkward. 
3. Maintains a reassuring and 
comforting way of speech-the tone 
of voice, speed of speech and style 
of delivery. 
Tip: Sensitive to the couple, does 
not raise voice or call out names 
to catch attention or make 
unnecessary remarks that would 
make counselee awkward. 

4. Remains impartial and non-
judgmental. 
Tip: Does not make unnecessary 
examples out of the counselee's 
responses. 
5. Shows genuine openness and 
enthusiasm for the couple's needs 
and welfare. 
Tip: Patient In processing the 
counselees' responses. 
6. Demonstrates willingness to 
learn, to try new things, and to see 
alternatives. 
Ex: Encourages counsefees to 
speak out and share their 
insights. 
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ANNEX B_PMC FORM 

V. RATIO 

Instructions: Mark the corresponding item with:!... if complied and~if not. 

Ratio Compliance Remarks 
(Indicate significant 
observationslfindinaslassessment) 

1 PM Counselor: 6 would-be-
married couplets 
For every excess of one (1) to four 
(4) would-be-married couple/s per 
session, the PM Counselor should 
have one (1) assistant/co-facilitator 
in conductin!'.l the session. 

Mode of Verification: Accomplishment Report, Documentation Report, and Certification of the 
Supervisor/Resolution identifying the concerned personnel who shall assist/co-facilitate in the 
conduct of PMC session/s. 

VI. VENUE 
Instructions: Mark the corresponding item with :!... if complied and~if not. 

Remarks 
Compliance (Indicate significant 

observationslfindinaslassessment) 
1. Promotes an atmosphere of 
privacy and interaction between the 
pre-marriage counselor and would-
be-couplets. 
2. Well ventilated, well-lighted and 
free from any form of 
disctraction/disturbance. 
3. Permanent venue with adequate 
space and necessary equipment 
and supplies for conduct of PMC 
sessions. 

VI. ASSESSMENT 

Amended Guidelines on the Accreditation of PM Counselor (Accreditation Tool) Page 6 of 7 
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ANNEX B_PMC FORM 

VII. RECOMMENDATION 

Assessed by: 

Signature over Printed Name 

Designation and Position 

Date: ______ _ 

Amended Guidelines on the Accreditation of PM Counselor (Accreditation Tool) Page 7 of 7 
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ANNEX C_PMC FORM 

DOCUMENTATION REPORT ON COUNSELING/PM COUNSELING SESSION 

1. Date of Session: ___________ _ 

2. Total No. of would-be-couples served: _______ _ 

18 and below 25 years old___; 25 years old above __ 

3. Issues and Concerns 

Concerns/Questions/Issues/Highlights Clarifications /Recommendations 

4. Recommendations for Future Action: 

Prepared by: 

Signature over Printed Name 

Position and Designation 
Date:. ________ _ 

Noted by: 

Su ervisor 
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PMC FORM_ANNEX D 

ANNUAL ACCOMPLISHMENT REPORT 
CY _____ _ 

Region __ 

Name of PM Counselor: _________ _ 
Office/Agency Name and Address, if applicable: __________ _ 
Total No. of Would-be-Couple (s) served: _______ _ 
To al No. of PM Certificates signed and issued: _____ _ 
Average appraisal in the Feedback/Satisfaction Survey: _____ _ 

Table 1 

Age Cluster No. of Couples Served 

Above 25 years old 
Above 18 and below 25 years.old 

TOTAL 

Table 2: Issues and Concerns 

Issues /Concerns/Problems Action Taken Recommendations 
Encountered 

Table 3: Over-all Score for Satisfaction Feedback Survey 

No. of Administered Satisfaction Feedback Average Score/ Adjectival Rating 
Survey Form 

Key Learning Insights as Counselor 

Prepared by: 

Signature over Printed Name 

Position and Designation 
Date Accomplished: ______ _ 

Noted by: 

Su ervisor 
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Annex E. PMC_Certificate 

Republika ng Pilipinas 

( Republic of the Philippines) 

Kagawaran ng Kagalingang Panlipunan at Pagpapaunlad 

(Department of Social Welfare and Development) 

Mun1cipality/Branch/Region 

CERTIFICATE of MARRIAGE COUNSELING 

have undergone pre-marriage 

counseling on ________ of ______ ~ CY ____ _ 

{day) {month) 

This certification is issued as a pre-requisite for securing the marriage 

license of the above couple as provided for in Article 16 of the Family Code. 

Signature over Printed Name 

Position/Profession: ___ _ 

Date: ___ _ 

DSWD Accreditation No. ____ _ 
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ANNEX F _SURVEY FORM 

SATISFACTION FEEDBACK SURVEY 

Service/Intervention: Pre-Marria e Counselin Session 
Office Address: _________ _ 
Name of PM Counselor: _______ _ 
Date of PM Counseling Session: ____ _ 

Instruction: Rate the kind of service provided from 1 to 5 based on the below listed 
indicators where 1 as the highest and 5 as the lowest. 

No. Areas for Rating 
SESSION I 

1 The session was comfortable. 
2 The session was informative. 
3 The session was able to give me ideas on what to expect on my 

marriaqe life. 
4 The session was helpful in discovering my inner self and that of 

mv oartner. 
5 The session has given me an opportunity to reflect on my 

decision to pursue with the marriaae. 
COUNSELOR 

1 The PM Counselor was friendly and accommodatinq_ 
2 The PM Counselor was facilitative and heloful. 
3 The PM Counselor made us feel comfortable during the entire 

session. 
4 The PM Counselor was open to our questions and concerns. 
5 The PM Counselor was knowledaeable. 

TOTAL SCORE 
Average Score and Adjectival Rate 

Do you have other comment/s? Feel free to share them here: 

Signature of Applicant: ______ _ 

Average Score =Total Score/ No. of items 

1 to 1.5 (Impressed); 1.6- 2.0 (Delighted); 2.1-3.0 (Happy); 3.1-4.5 (Passive); and 4.5-5 
(Disappointed) 

Template for the Consolidation of Satisfaction Survey 

Ratina 

No. of Sessions No. of Surveys Total Average 
Score 

Over-all Average 
Score 

"Over-all Average Score =Total Average Score/No. of Surveys 
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-ACCREDITATION OF PRE-MARRIAGE COUNSELOR Annex G PMC Form 

Step Client Action Necessary Formls Office Activify/Process 
OO'ice/Staff 

Location fees Duration 
Responsible 

Submits Appocatioo form Records receipt of 

1 
togethel wiln the App6cation form a d 

~plicalion and foiward to 
Standards Secoorl 

I DSWD Fiekl Oloce with~ the day 
com~lete set of ReQuirements the ass~ned staff 

Administrative Personne 

dOC111Wlls 

Re~ews and assesses the 
m~eteoess of the 

requrements/docume11ts 
su~m· ed to wit: 

If foond conip~te/sufficienli 
acknowledge receipt of 
ap~cation and notifies v.ithinflve(S) 

Awaits for 
ap ca and coordinate for ' g days 

the schedule of Slardards 

2 
acknowledgement CJ assessmert visit. SectiwAssi3ood DSWO Field Office 

nooocaoon r~ative to !he Classi ed as 

application 
Technr.a Slaff ~mpe 

~found insufooentAlave 
rict met requied 

transaction I 
~ua ocation and 

requirements, acknowledge 
rece:pt and notify the 

apl)'kart on the I · g 
req~rements and p10vide 

neressary technical 
ass· laoce. 

Conducts vaidatkm 
assessmeflt lo include the 

folkl',1~ng: 

Prepare for the Actual 
-Brief overview oo tne Standards one (1) working 

3 PMC Accred . n Tool assessment process; SecliorJAs~ned DSWD field Offte 
Assessment -Observa on on the T echnif.al Staff 

day 

oounseing session; 
: and 

-Exit Conference 

68 



 

 

 

 

PART II OF THE PMOC MANUAL ON THE PRE-MARRIAGE COUNSELING (PMC)  

Step Client Action Necessary Forrn/s Office Activity/Process 
Office/Staff 

Location Fees Duration 
Responsible 

Final Assessmenl or the 
ap~ication doruments land 

result or the actual 
awednation assessmenl 'llithin seven m 

Prepares the coofirmation 
working days 

report, viith lhe f ~lo.wlg Starnards 
aflerthe11Slt 

PMC Atcr~ilafon Tool possible content Sedion/Assgned DSWD Field Office 
dassified as 

Awatts the approval of 
Technical Staff comixex 

If favor~, inform 
lhe applica ion/ a~icalll oo lhe approval of 

transaction as 

4 confrmalion his/her accrednation. 
th~ requires 

reporV'issuanre o the careful thoughl 

Certifica e K U11lavorable, recommend 
and assessment 

for re-assessment. 
on lhe ~rt of 
the accredi!or 

I Confirmaton FOf'llards lo lhe ofxe of Slandards 

I I letter/Assessment report lheRDfl),' Soction/Admiristrative DSWOFieldOffice 

and accredttation ce1~1e api;<ovaVsignature. Staff 

Coofirma ioo Report and Approval and signature ol 
Office ol the Regional w.thin Irle (5) 
Dreclor/Authorized DSWD F~~ Office 

Accreditation Certifr.ate the documenls 
representalive 

working days 

famabv.t~n 

Receries ti'£ Confirmation Report and 
Standards tNo (2) days; 

5 
Accreditalion Certffir.ale Accredttation Certifr.ate 

Release of Certificate Secoon/Records Sedionl OSWD F~ld Office for penson~ 

Adm'nislrative Staff receipt per 
agreed schedule 
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Filing of Applicat~n 

(within the day] ¢ 
Submission of Ap~ication 
Form and Requiremen to 

thefO 

PMC ACCREDITATION PROCES FLOW 

Acknowledgement of 
Application 

r- - - -

(within 5 wor~ng days 
upon receipt) 

I 

I 
I 

If insuffic~nt, inform 
applicant on findings and 

provide TA. 

If sufficient, coordinate 

¢ the date of accredita · on 
assessment 

II unfavourable, inform 
applkant on findings and 
advise for re-assessment 

after 3 months. 

Release/Issuance of f-, 
Accred~ation Certificate y 

Annex G }MC Fo m 

Validation Proper/Accreditation 
Assessment Visit 

(1day) 

Preparation of Confirmation 
Report 

(within 7 days after the v~it) 

If favourable, prepare 
accreditation certificate 

Preparation and Approval of 
Accreditation Certificate 

[forward to the office of the 
Regional Director, for approval 

within 5 days! 
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ACRONYMS 
 

4Ps  Pantawid Pamilyang Pilipino Program 

BHW  Barangay Health Worker 

BNS  Barangay Nutrition Scholar 

BPO  Barangay Population Officer  

BSPO  Barangay Service Point Officer 

CTC   Community Tax Certificate 

DILG   Department of Interior and Local Government  

FP   Family Planning  

LGC  Local Government Code  

LGU  Local Government Unit 

POPCOM Commission on Population and Development  

RBIM  Registry of Barangay Inhabitants and Migrants 

SDGs  Sustainable Development Goals 

SGLGB Seal for Good Local Governance for Barangay 

UDHA  Urban Development and Housing Act  

UN  United Nations 

UNESCO United Nations Educational, Scientific and Cultural Organization 

UNFPA  United Nation Population Fund 

  



5 
 

What is RBIM? 
 

 

 

 

 

 

 

 

 

 

 

 

 

The Registry of Barangay Inhabitants and Migrants (RBIM) is a database system that provides 

information regarding the demographic and household characteristics of barangay inhabitants. Unlike 

other existing database systems, RBIM additionally provides data on internal migration. Through this 

system, barangays can monitor increase of decrease in population not only due to fertility and mortality 

but also migration. Migration has serious impacts on social service provisions and human settlement 

patterns, and thus, must be seriously considered in development plans of local government units.  

One of factors that shape human population aside from mortality and fertility is migration. Internal 

migration, besides international migration, has serious social and economic impacts. It changes spatial 

distribution of population. In addition, this internal movement of people specially from urban to rural 

areas creates negative consequences not only to the place of destination but also to the place of origin. 

These negative consequences include irregular urbanization, unemployment, and increased demands 

for social services in receiving areas. Changes in local population also has serious ramifications on 

health care, education, the environment, transportation, and employment. 

The establishment of the RBIM is a response to the UDHA Law (RA7279) which mandates local 

governments to set up an effective mechanism to monitor movements of the population, from rural 

to urban, urban to urban and urban to rural areas. Establishment of such a system is also one of the 

milestones expected among local governments to qualify for the Seal of Good Local Governance for 

Barangay (SGLGB). The Memorandum Circular 2008-144 of the DILG dated September 19, 2008 

mandates all LGUs from the province down to the barangay to keep records for easy identification of 

inhabitants and for scientifically informed planning. 

 

on the 

Move 

Filipinos 
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When is RBIM Useful? 
 

Data from RBIM can be used as data source for needs assessment of inhabitants and 

migrants of a barangay. Effective planning involves the identification of the expressed 

needs of the inhabitants. The RBIM collect information related to human capital (skills 

training) and primary needs of the barangay.  

The system also provides data on the characteristics of barangay inhabitants and 

migrants necessary to monitor movements of people, access to social services, 

household conditions, and track vulnerable populations in the barangay including 

people with disability, women, children, the elderly, and indigenous populations.  

Unique to RBIM, data on migration are also being collected from the households. These 

include previous residence, length of stay in the barangay, type of resident, date of 

transfer, reason/s for leaving (previous residence), intention to return to previous 

residence, reason/s for transferring in the current barangay of residence, duration of 

stay in the current barangay, intention to stay in the current residence in the next five 

years.  

In addition, RBIM can also help program implementers at the LGU to target programs 

for specific populations and it can help in contact tracing, relief operations, 

identification of households who are in hazard prone areas, and residents who should 

be given health and education-related interventions. Because RBIM data are collected 

periodically, the database can provide baseline and end line information to measure 

outcomes and impacts of interventions given at the barangay.   

This manual of operations describes the various processes in establishing and managing 

the RBIM. It is hoped that this manual of operations shall guide barangay LGUs in 

systematically operationalizing the management and establishment of the RBIM. The 

overall goal of this manual is to ensure standardization of the RBIM implementation 

and to facilitate collection of quality data.   
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Migration, Population and Development  
 

Migration has considerably impacted the social and economic conditions of both the sending and 

receiving regions of the country. A UNESCO report noted that there are about 2.9 million Filipinos 

who changed residence within a span of 5 years (from 2005-2010).  Almost 50% of the 2.9 million are 

“short distance” migrants, moving from one city to another.  

Poverty situation in rural and agricultural areas necessitated rural inhabitants to migrate to urban areas.  

According to the UNFPA, migration indeed is a key driving force in development as well as in 

population change. In fact, movements of people from rural to urban areas have resulted to rapid 

urbanization.  In addition, with expected fertility decrease in years to come, migration’s contribution 

to population change will become more pivotal more than ever.  

There are adverse impacts of internal migration both for rural and urban areas. The exodus of rural 

inhabitants considerably resulted in employment decline in the agricultural sector. In addition, the 

movement of people to urban areas contributed to housing problems, infrastructural insufficiency, 

and increased demand for social services. These negative impacts magnify the socio-economic gaps 

between the rural and urban areas.  

Despite its negative impacts, internal migration has positive consequences to households and 

communities. At the micro level, it has contributed positively to left-behind households in the form 

of increased remittances. It also provided labor in urban settings whose economies fuel employment 

opportunities.  

Understanding migration is thus important to be considered at all levels of governance from the 

barangay to the national as it does not only impact change in population but also dictates development 

trajectories. Examining extent and patterns of internal migration and its related influencing factors is 

necessary to address spatial distribution of the population and to foster sustainable development for 

both sending and receiving localities. 

The Commission on Population and Development (POPCOM) recognizes migration as an issue that 

needs to be addressed by the Philippine Population Management Program. It takes on the mandate to 

increase awareness and appreciation among LGUs regarding population movement and its impact on 

the socio-economic conditions of LGUs. To this end, POPCOM has introduced the RBIM. 

The implementation of the RBIM is a timely response to the call of the UNFPA to “increase 

understanding of migration issues, advocate for better migration data, and promote the incorporation 

of migration into national development plans.”  It is hoped that the LGUs particularly the barangay 

shall make use of the RBIM data in its local planning.  

  



8 
 

Domains and Indicators of the RBIM 
 

The RBIM has 8 area or domains with 58 indicators. The first domain relates to individual demographic 

characteristics of household members which include, age, sex, nationality, marital status, religion, ethnicity, level 

of education completed, and school participation.   

The second domain asks about participation in gainful activities including data on income and nature of 

employment. The third domain, which relates to health information, covers information related to birth delivery, 

immunization, use of FP methods including source and intention to use FP method, health insurance, access 

to health facilities, and disability. The next domain asks about solo parenthood, senior citizen’s registration, and 

voter’s registration. 

Unique to RBIM, the fifth domain covers migration related data. These include previous residence, length of 

stay in the barangay, type of resident, date of transfer, reason/s for leaving (previous residence), 

intention to return to previous residence, reason/s for transferring in this barangay, and duration of 

stay in the current barangay.  

The sixth and seventh domains ask questions about community residence certificate and skills development. 

The eighth domain covers house-related characteristics, namely, type of housing, land ownership, type of fuel 

for cooking and lighting, source of drinking water, type of toilet facility, type of building, materials used for 

house construction, and data related to waste management. It also includes death related data, common causes 

of death in the barangay, perceived community needs, and intention to stay in the barangay within the next five 

years.  

Individual Demographic 
Characteristics 
 

For all household Members  
Name  
Relationship to household head 
Sex 
Age 
Birthday 
Place of Birth 
Nationality   
Marital status 
Religion 
Ethnicity  
Highest of Level of Education Completed (5 years old and above) 
Currently enrolled (3-24 years old) 
Place of School 

Economic Activity 
 

For 15 years old and above 
Monthly income  
Source of income  
Status of Work/Business 
Place of Work/Business 

Health Information Only for 0-11 months old 
Place of birth 
Birth Attendant 
Immunization 

For Women 10-54 years old 
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Living children 
Family Planning (FP) Use 
Source of FP Method 
Intention to use FP 

Health Insurance 
Facility Visited in the past 12 Months 
Reason for visit in the health center  
Disability 

Socio-Civic Participation Solo Parent 
Registered Senior Citizen 
Registered voter  

Migration Information Previous Residence 
Length of stay in the barangay 
Type of resident  
Date of transfer 
Reason/s for leaving (previous residence) 
Intention to return to previous residence 
Reason/s for transferring in this barangay 
Duration of stay in the current barangay  

Community Tax 
Certificate 

For 18 and above 
Possession of Valid CTC 
Place of issue 

Skills Development  For 15 and above 
Skills development training  
Personal skills 

House-related 
Characteristics 

Dwelling-related characteristics 
Type of housing (rent with fee, rent-free with consent, rented, 
owned/mortgaged)  
Type of land possession (rent with fee, rent-free with consent, 
rented, owned/mortgaged)  
Type of fuel for lighting 
Type of fuel for cooking 
Source of drinking water  
Type of toilet facility 
Waste and garbage disposal 
Segregation of garbage 
Type of building house 
Construction materials of the outer wall  
Other Information 
Death of a female member in the past 12 months (including age and 
cause of death) 
Death of 0-5 years old family member in the past 12 months (including 
sex, age and cause of death) 
Perceived common cause of death in the barangay  
Perceived primary needs of the barangay 
Intention to stay five years from now (place of residence) (barangay, 
municipality, and province.  
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Relevance of RBIM to Government and Non-Government Initiatives  
 

The RBIM provides barangay data which the local and national government and NGOs can use to 

design effective evidence-based or scientifically-informed program and policy interventions. The 

RBIM, among other indicators, contains the following:  

WASH Type of toilet facility  
Source of drinking water  

Early Childhood Education No. of children below 5 years old 
School/day care enrolment  

Garantisadong Pambata Type of toilet facility  
Source of drinking water 

EPI Type of immunization received  

MNCHN/Safe Motherhood Death of a female household member in the 
past 12 months  
Death of 0-5 household member in the past 12 
months  
Birth delivery (facility or not) 
Birth attendant(professional or not) 

Universal Health Care Access to health facility 
Access to health insurance  
Access to health services  

Family Planning and Responsible Parenthood Teenage Pregnancy Data  
Type of FP method used 
Source of FP method 
Intention to FP use  

Solo Parent Type of solo parent (registered or not)   

Senior Citizen Household member with or without senior 
citizen registration  

PWD Household member with disability and type of 
disability  

Disaster Management  Disaster-related relocation (migration) 
Type of house structures  
Residence in hazard prone areas  
Construction materials of outer walls  

Migration Data  Previous Residence 
Length of stay in the barangay 
Type of resident  
Date of transfer 
Reason/s for leaving (previous residence) 
Intention to return to previous residence 
Reason/s for transferring in this barangay 
Duration of stay in the current barangay 
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Relevance of RBIM to the SDGs 
 

The RBIM can be used to generate information or data related to the SDGs. In fact, it can track 

progress and identify gaps in terms of SDG indicators at the barangay level. Of the 17 SDGs, 11 are 

covered by the RBIM.  

 

GOALS Related Indicators from RBIM 

Poverty  Source of Income 
Source of Employment  
Status of Employment  
Economic Reason for Internal Migration 
Membership in 4Ps (as one reason for health 
facility visit) 

Zero Hunger Membership in 4Ps (as one reason for health 
facility visit) 

Good Health and Well-Being Access to health facility 
Access to health insurance  
Access to health services 
Teenage Pregnancy Data  
Type of FP method used 
Source of FP method 
Intention to FP use 
Death of a female household member in the 
past 12 months  
Death of 0-5 household member in the past 
12 months  
Birth delivery (facility or not) 
Birth attendant (professional or not) 
Type of immunization received 
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Type of disability  

Quality of Education School/day care enrolment 
Highest Level of Education 
Enrolment data 

Gender Equality  Source of Income 
Source of Employment  
Status of Employment 
Access to health facility 
Access to health insurance  
Access to health services 
Teenage Pregnancy Data  
Type of FP method used 
Source of FP method 
Intention to FP use 
Death of a female household member in the 
past 12 months  
Death of 0-5 household member in the past 
12 months  
Birth delivery (facility or not) 
Birth attendant (professional or not) 
Senior Citizen Membership 

Clean Water and Sanitation  Type of toilet facility  
Source of drinking water 

Decent Work and Economic Growth Source of Income 
Source of Employment  
Status of Employment 
Economic reason for migration (lack of 
employment, better income in other places) 

Reduced Inequalities  Source of Income 
Source of Employment  
Status of Employment 
Economic reasons for migration (lack of 
employment, better income in other places) 

Sustainable Cities and Communities Disaster-related relocation (migration) 
Type of house structures  
Residence in hazard prone areas  
Construction materials of outer walls 

Climate Action Waste and garbage disposal 
Segregation of garbage  

Peace and Justice  
Strong Institutions 

Issue of peace and order related migration 
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Setting up a database management team 

The establishment of the RBIM involves the following processes:  

1. Identification of key stakeholders; 

2. Development of a local policy (ordinance) for the institutionalization of the RBIM at the 

barangay level; 

3. Data collection preparation; 

4. Data collection, validation, encoding, and generation of results; and 

5. Data utilization.  

 

Identification of Key Stakeholders  
 

First Step. Creation of the RBIM Management Team 

1. The barangay captain, as the default manager, shall identify barangay personnel who will be 

part of the RBIM Management Team.  

 

2. The barangay captain needs to conduct a quick review of the skills and competencies of 

his/her constituents. Ideally, members of the management team should have experience in 

conducting survey for the data collection team and should have basic computer literacy (i.e., 

ability to use computer for data encoding) for the data encoding team. 

 

3. If data encoders/enumerators are difficult to recruit, the barangay secretary shall release 

job/volunteer opportunity announcements through social media and community posting. The 

communication shall include the job description and requirements. Engaging existing barangay 

volunteers (e.g. BHWs, BNSs, BSPOs) should be the last resort.  

 

4. The RBIM Management Team shall consist of the secretary, data information controller, data 

collection supervisor, data encoding supervisor, data enumerators/field interviewers, and data 

encoders.  

 

Identify

•Identify the key 
stakeholders and 
their roles and 
responsibilities 
as well as 
capacity and 
resources 

Develop

•Develop the plan 
and formulate the 
local policy of the 
establishment of 
the RBIM

Prepare

•Prepare the 
data 
collection 
toos, 
manual, and 
protocols

Process

•Collect, 
validate, and 
encode the 
data and 
generate 
results 

Utilize

•Analyze and 
utilize the results 
for local 
development 
planning and 
budgetting, 
tareting, and 
service provision
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5. The barangay captain shall call a meeting with the secretary and treasurer to identify and 

allocate resources for the establishment of the RBIM.  

 

6.  The barangay secretary shall arrange the schedule for the training.  

 

Second Step. Preparation of Job Description and Agreement Form  

1. The barangay captain prepares the job description of all members of the team.  

 

2. The barangay captains with the assistance of the barangay secretary shall prepare the job 

description and an agreement form (either service contract or volunteer service agreement).  

 

3. Preparation of an agreement form is a mechanism ensuring that team members do not resign 

in the middle of the implementation.  

 

4. Team members will be asked to sign the agreement form.  

 

5. After signing the agreement form, the volunteers will be given the official 

enumerator’s/encoder’s ID.  

 

6. The team shall be introduced in one of the barangay’s flag ceremony as a way to formalize the 

endorsement.  

 

 

Barangay Chair 

Data Information 
Controller  

Data Collection 
Supervisor 

Data 
Enumerators/Field 

Interviewer 

Data Encoding 
Supervisor

Data Encoders

Secretary 
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Roles of the Management Team 

 

The barangay chair shall serve as the overall manager of the RBIM Team. He/she oversees the 

establishment, management, and maintenance of the RBIM. He/she appoints and allocates tasks to 

the RBIM team members. He/she shall also initiate the passing of the barangay ordinance on the 

establishment of the RBIM. The barangay secretary shall document the minutes of the meeting. The 

barangay secretary may also serve as the data information controller if there is no available person to 

handle the responsibility.   

Meanwhile, the data information controller/data manager shall serve the custodian of the database 

and shall control access to the database. She/he shall ensure the implementation of the Data Privacy 

Act as regard to the management of the RBIM.  

The data collection supervisor shall manage the field interviewers or data enumerators. Part of his/her 

task is to conduct training on field enumeration/survey, to conduct spot checks, and to do survey data 

quality checks.  

The data encoding supervisor shall provide training on data encoding, orient the data encoders 

regarding the RBIM tool, and to conduct data encoding quality checks. The data enumerators or field 

interviewers shall conduct face-to-face household enumeration. He/she makes sure that all questions 

are asked properly and completely and all responses are accurately recoded or written in the forms.  

The data encoders, through the use of the RBIM database, shall input the data to the system. He/shall 

also conduct self-data quality check to ensure that data are accurately and completely encoded into the 

system. The encoders shall ensure that data are spelled correctly.    

The table below summarizes the proposed members of the RBIM management, their job description 

and basic requirements.  

Members  Job Description  Requirement 

Barangay Chair • Oversee the entire 
management team  

• Delegate tasks 

• Appoint team members  

• Facilitate the passing of 
the barangay ordinance on 
the establishment of RBIM 

• Attend RBIM training  

Secretary  • Document the minutes of 
the meetings of the 
management team  

• None 

Data Information Controller  • Serve as custodian of the 
database 

• Shall serve as data 
information controller  

• Attend a seminar on the 
data privacy law 

• Attend training on RBIM 

• Attend training on data 
analysis using EXCEL 
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Data Collection Supervisor • Shall manage the team 
that will conduct the 
household enumeration 

• Shall provide training on 
how to do interview 

• Shall orient the data 
enumerators regarding the 
tool 

• Shall conduct spot checks 

• Shall conduct data quality 
check 

• Attend RBIM training 

Data Encoding Supervisor  • Shall manage the data 
encoders 

• Shall provide training on 
data encoding 

• Shall orient the data 
encoders regarding the 
RBIM tool 

• Shall conduct data quality 
check 

• Attend RBIM training 

Data Enumerators/Field 
Interviewers 

• Shall conduct the face-to-
face household enumeration  

• Attend training on survey 
administration 

Data Encoders • Shall encode data  

• Shall conduct self- data 
quality check 

• Shall attend training on 
the use of the RBIM and the 
RBIM data collection tool. 

 

Development of Plan and Formulation of the Local Policy for the 

Establishment of the RBIM 
 

 

 

After identifying and training the stakeholders (or can be done simultaneously), the barangay council shall conduct 

session/s in order to pass an ordinance relating to the adoption of the RBIM at the barangay level.  

Identify

•Identify the 
key 
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and their 
roles and 
responsibiliti
es as well as 
capacity and 
resources 

Develop
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First Step. Barangay captain or (any appointed person) shall make a presentation about the RBIM 

before the barangay council.  

The presentation shall contain the following topics:  

• Rationale behind the establishment of the RBIM 

• The RBIM management process 

• Different database management systems at the barangay level 

• Introduction of the RBIM tool  

• Potential use of the tool at the barangay level  

• Proposed Members of the RBIM Management Team 

• Resources needed and proposed budget  

 

Second Step. The barangay council shall prepare/draft the ordinance.  

Two to three barangay councilors should author the passage of the ordinance. In coordination with 

the barangay captain, these councilors will draft the ordinance. An example of the ordinance is 

attached in this manual of operations.  

 

Third Step. Community Consultation  

After the drafting of the ordinance, the barangay council shall call a community meeting consultation 

for the presentation of the ordinance. The meeting shall be attended by the following: 

1. Barangay Captain 

2. Barangay Councilors 

3. Barangay Secretary and Treasurer  

4. SK Chairperson and Councilors 

5. Representatives of the BHWs, BNSs, BSPOs, and BPOs 

6. Purok Leaders 

7. Selected Residents 

8. CSO/NGO representatives if available. 

 

The purpose of the meeting is to solicit recommendations for the refinement of the ordinance. The 

presentation shall include the following: 

  Rationale behind the establishment of the RBIM 

✓ It provides data on migration  

✓ It can be used for policy and program formulation (evidence-based planning) 

✓ Migration (out and in) produces impacts on service provision (health, 
education, transportation, and housing) 

✓ It is required by the state to maintain a list of inhabitants 
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  Importance of institutionalizing the RBIM at the barangay level 

✓ It is required by the state to maintain a list of inhabitants 

✓ It ensures sustainability of RBIM implementation even if there will be changes 
in barangay governance 

✓ It legitimizes release of budget for RBIM implementation  
   
  The RBIM management process  

✓ Identification of stakeholders 

✓ Passing of local ordinance 

✓ Preparation for data collection 

✓ Data encoding, validation, and analysis 

✓ Data utilization at the barangay level  
 
  Different database managements systems being used or conducted at the barangay  level 

✓ CBMIS 

✓ BMIS 

✓ RBIM 
 

 Potential use of the tool at the barangay level  

✓ SDG related data 

✓ Data related to existing programs of the government (RHU, Social Welfare, 
etc.) 

 
 Proposed Members of the RBIM Management Team 

✓ Management Structure  
 

 Resources needed and proposed budget  

 

 Actual reading of the ordinance  

 

Fourth Step. Actual Passage of the Ordinance  

The barangay council, after polishing or refining a new version of the ordinance, shall call a meeting 

for the final reading and approval of the ordinance.  

 

Fifth Step. Preparing Data Privacy Guidelines  

Since the RBIM database contains personal information of residents, the barangay shall prepare data 

privacy guidelines in order to comply with the Data Privacy Law. Example of the guidelines is attached 

in this manual of operations.   

 

Sixth Step. The barangay shall circulate copies of the ordinance in print and in social media for public dissemination.  
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Sample Local Ordinance for the Adoption of RBIM 
 

An Act Adopting the Registry of Barangay Inhabitants and Migrants (RBIM) of Barangay 

________________________________ (NAME OF BARANGAY) of the City/Municipality of 

_________________________________________________________ (NAME OF 

MUNICIPALITY/CITY) 

Whereas, the Local Government Code of 1991 provides power and responsibility to the barangay for 

service delivery provision. 

Whereas, DILG Memorandum Circular 2008-144 requires the LGUs including the barangays to 

maintain a list of inhabitants in the barangay. 

Whereas, DILG Memorandum Circular NO. 2018-194 dated November 6, 2018 requires the 

maintenance of the Registry of Barangay Inhabitants as one of the criteria for the Seal of Good Local 

Governance for Barangay (SGLGB). 

Whereas, Executive Order 135 calls for the establishment of a well-coordinated statistical system at 

the local level that is: (1) responsive to planning and monitoring requirements at the local level; and 

(2) capable of producing statistics which can be integrated and harmonized with statistics being 

produced at the national level. 

Whereas, Urban Development and Housing Act/UDHA of 1992 (Article IX, Section 37) mandates 

local government units (LGUs) in collaboration with relevant agencies such as POPCOM, NEDA, 

PSA, etc. to set up an effective mechanism to monitor movements of the population, from rural to 

urban, urban to urban and urban to rural areas. 

Whereas, the RBIM can be used as data source for evidenced-based and scientifically informed 

programmatic and policy recommendations. Whereas, the system can also provide data on the 

characteristics of barangay inhabitants and migrants necessary to monitor movements of people, 

access to social services, household conditions, and track vulnerable populations in the barangay 

including people with disability, women, children, the elderly, and indigenous populations. 

 

Whereas, the POPCOM (Commission on Population and Development) provides the RBIM database 

for free and shall also provide technical assistance in the establishment, management, and 

administration of the RBIM at the local level.  

 

Whereas, the barangay of ______________________ (Name of Barangay) has manifested its desire 

to adopt the system. 

 

NOW THEREFORE on motion ________________________ (name of proponent) duly seconded 

by ______________________________ (name/s of co-sponsors) and the members of the barangay 

council hereby ordains the enactment of this ordinance.  
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An Act Adopting the Registry of Barangay Inhabitants and Migrants (RBIM) of Barangay 

________________________________ (NAME OF BARANGAY) of the City/Municipality of 

_________________________________________________________ (NAME OF 

MUNICIPALITY/CITY) 

 

Section 1. Title 

This barangay ordinance shall be known as “An Act Adopting the Registry of Barangay Inhabitants 

and Migrants (RBIM) of Barangay ________________________________ (NAME OF 

BARANGAY) of the City/Municipality of 

_________________________________________________________ (NAME OF 

MUNICIPALITY/CITY)” 

 

Section 2. The RBIM Database Management Team 

The barangay shall come up with a management team to be composed of the following: 

Management Team Head:  Barangay Captain 

Members:   Barangay Secretary 

    Data Information Controller 

    Data Collection Supervisor 

    Data Encoding Supervisor 

    Data Enumerators/Field Interviewers   

    Data Encoders  

Section 3. Roles and Responsibility of the Database Manage Team  

Members  Job Description  

Head  • Oversee the entire management team  

• Delegate tasks 

• Appoints team members  

• Facilitate the passing of the barangay ordinance on the 
establishment of RBIM 

Secretary  • Document the minutes of the meeting of the management 
team  

Data Information Controller  • Serve as custodian of the database 

• Shall as data information controller  

Data Collection Supervisor • Shall manage the team that will conduct household 
enumeration 

• Shall provide training on how to do interview 

• Shall orient the data enumerators regarding the tool 



21 
 

• Shall conduct spot checks 

• Shall conduct data quality check 

Data Encoding  Supervisor • Shall manage the data encoders 

• Shall provide training data encoding 

• Shall orient the data encoders regarding the RBIM tool 

• Shall conduct data quality check 

Data Enumerators/Field 
Interviewers 

• Shall conduct the face-to-face household enumeration  

Data Encoders • Shall encode data  

 

Section 4. Selection Criteria for the Members of the Database Manage Team  

1. Other than the barangay captain and the secretary, elected barangay officials (councilors) can 

be appointed in any of the following: 

 Data Information Controller 
  Data Collection Supervisor 
  Data Encoding Supervisor 

2. Members of the barangay who have the knowledge and experience in conducting survey and 

in encoding data should be given priority.  

3. Members must be willing to undergo training on conducting interviews/survey, data 

encoding, and data privacy.  

4. Members must sign a data privacy agreement.  

Section 5. Budget Allocation for the Data Collection and Encoding  

1. The barangay shall allocate funds for the honorarium of the data enumerators and data 

encoders.  

2. Other expenses such as printing of survey forms, snacks during training, and other supplies 

must be allotted a budget by the barangay.  

Section 6. Data Privacy Guidelines  

1. The data information controller cannot share the entire database to individuals. Anonymized 

data can be shared subject for approval by the data information controller and the barangay 

captain. A form must be filled up when requesting data from the RBIM databased to be 

approved by the data information controller/data manager and the barangay captain.  

2. The barangay shall appoint the personal information controller (which will be referred as data 

information controller/data manager).  

3. As stipulated in the Data Privacy Law, personal information controller refers to a person or 

organization who controls the collection, holding, processing or use of personal information, 

including a person or organization who instructs another person or organization to collect, 

hold, process, use, transfer or disclose personal information on his or her behalf.  

4. All members of the Barangay RBIM Data Management team shall sign a data privacy 

agreement which will stipulate that they are not allowed to share part or the entire database to 

any person unauthorized to handle such database.  
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5. The RBIM contains data that are deemed by the Data Privacy Law as sensitive personal 

information which include name, ethnicity, marital status, age, religious affiliation, health, and 

education. Therefore, data privacy, anonymity, and security must be exercised.  

6. The RBIM data maybe shared for research purposes especially those that will be needed for 

policy and programmatic planning of the LGUs.  

7. The Data Privacy Law stipulates that the processing of personal information shall be allowed, 

subject to compliance with the requirements of this Act and other laws allowing disclosure of 

information to the public and adherence to the principles of transparency, legitimate purpose 

and proportionality. 

8. The Data Privacy Law allows that the barangay data information controller may subcontract 

the processing of personal information. Processing and further analysis of other RBIM data 

may be done by other individuals duly authorized by the data information controller. However, 

the data information controller/data manager ensure proper safeguards to maintain 

confidentiality of the personal information processed, and prevent its use for unauthorized 

purposes.  

9. The data information controller/data manager must implement reasonable and appropriate 

organizational, physical and technical measures intended for the protection of personal 

information against any accidental or unlawful destruction, alteration and disclosure, as well 

as against any other unlawful processing. 

10. The data information controller/data manager shall implement reasonable and appropriate 

measures to protect personal information against natural dangers such as accidental loss or 

destruction, and human dangers such as unlawful access, fraudulent misuse, unlawful 

destruction, alteration and contamination. 

 

ENACTED, ______________(Date) 

 

RESOLVED FURTHER, to let certified copies of this ordinance be furnished for information 

dissemination.  

 

I HEREBY certify the correctness of the foregoing ordinance which was duly signed by the Barangay 

Council of _____________________ during its regular session held 

_____________________________(Date). 

 

Signatories:  
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Data Privacy Guidelines 
1. The data information controller cannot share the entire database to individuals. Anonymized data 

can be shared subject for approval by the data information controller and the barangay captain.  

 

2. The barangay shall appoint the personal information controller (which will be referred as data 

information controller/data manager).  

 

3. As stipulated in the Data Privacy Law, personal information controller refers to a person or organization 

who controls the collection, holding, processing or use of personal information, including a person or 

organization who instructs another person or organization to collect, hold, process, use, transfer or 

disclose personal information on his or her behalf.  

 

4. All members of the Barangay RBIM Data Management team shall sign a data privacy agreement 

which will stipulate that they are not allowed to share part or the entire database to any person 

unauthorized to handle such database.  

 

5. The RBIM contains data that are deemed by the Data Privacy Law as sensitive personal 

information which include name, ethnicity, marital status, age, religious affiliation, health, and education. 

Therefore, data privacy, anonymity, and security must be exercised.  

 

6. The RBIM data maybe shared for research purposes especially those that will be needed for policy 

and programmatic planning of the LGUs.  

 

7. The Data Privacy Law stipulates that the processing of personal information shall be allowed, 

subject to compliance with the requirements of this Act and other laws allowing disclosure of 

information to the public and adherence to the principles of transparency, legitimate purpose and 

proportionality. 

 

8. The Data Privacy Law allows that the barangay data information controller may subcontract the 

processing of personal information. However, the data information controller/data manager ensure 

proper safeguards to maintain confidentiality of the personal information processed, and prevent its 

use for unauthorized purposes.  

 

9. The data information controller/data manager must implement reasonable and appropriate 

organizational, physical and technical measures intended for the protection of personal information 

against any accidental or unlawful destruction, alteration and disclosure, as well as against any other 

unlawful processing. 

 

10.  The data information controller/data manager shall implement reasonable and appropriate 

measures to protect personal information against natural dangers such as accidental loss or destruction, 

and human dangers such as unlawful access, fraudulent misuse, unlawful destruction, alteration and 

contamination. 
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Data Access Request Form 
Before accomplishing this form, please read the following: 

11. You agree that the use of data is only limited to the purpose you stated in the form. 

12. The data information controller may refuse to provide access if this form is not accomplished. 

13. The data information controller cannot share the entire database to individuals. 

14. Please submit your request 5 working days before its release.   

15. Personal identifiers of inhabitants will be shared. 

 

 

 

 

 

 

 

 

 

 

 

 

  

Data Request Form  

Name: _________________________________ Date: ____________________ 

Institutional Affiliation: ________________________________________________ 

Purpose of Request: ____________________________________________________ 

Please check the data you want to request: 

 Sex  Previous Residence 

 Age  Length of stay in the barangay 

 Birthday  Type of resident  

 Place of Birth  Date of transfer 

 Nationality    Reason/s for leaving (previous residence) 

 Marital status  Intention to return to previous residence 

 Religion  Reason/s for transferring in this barangay 

 Ethnicity   Duration of stay in the current barangay  

 Highest of Level of Education   Valid CTC 

 School level  Place of issue 

 Currently enrolled (3-24 years old)  Skills development training  

 Place of School  Personal skills 

 Monthly income   Type of housing  

 Source of income   Type of land ownership  

 Status of Work/Business  Type of fuel for lighting 

 Place of Work/Business  Type of fuel for cooking 

 Place of birth delivery   Source of drinking water  

 Birth Attendant  Type of toilet facility 

 Immunization  Waste and garbage disposal 

 Living children  Segregation of garbage 

 Family Planning (FP) Use  Type of building house 

 Source of FP Method  Construction materials of the outer wall  

 Intention to use FP  Death of a female member in the past 12 months  

 Health Insurance  Death of 0-5 years old family member 

 Facility Visited in the past 12 Months  Perceived common cause of death in the barangay  

 Reason for visit in the health center   Perceived primary needs of the barangay 

 Disability  Intention to stay five years from now  

 Solo parent  Registered senior citizen 

 Registered voter   

 
 
Approved by:  _____________________ ______________________________ 
                       Data Information Controller         Barangay Captain  



25 
 

Data Collection Preparation 

 

 

First Step. Training the Database Management Team 

1. Prior to data collection, the RBIM management team shall undergo a training.  

 

2. The training should familiarize the team with the purpose of RBIM, the processes for 

conducting the RBIM, and the contents of the RBIM tool. 

 

3. The objectives of the training are as follows: 

a. To explain the rationale behind the establishment of the RBIM 

b.To present the RBIM management processes 

c. To familiarize the team with the different database managements systems being used 

or conducted at the barangay level 

d. To introduce the tool and explain its contents 

e. To conduct interview and data encoding simulation  

f. To train the encoders on the use of the RBIM database system itself. 

 

4. Materials to be used for the training: 

a. RBIM Tool Data Dictionary  

b.Database Data Dictionary  

c. Data Collection Guide  

d. Data Tabs/Menu  

 

The training program shall contain the following: 

1. The training facilitator (ideally the barangay captain) shall begin by sharing with the 

participants the importance of institutionalizing the RBIM at the barangay level.  

 

2. After the input, the training facilitator shall ask all participants to explain in their own words 

the value or rationale behind the establishment of the RBIM.  

 

The enumerators should be able to explain the importance of RBIM given that some residents are already 

experiencing survey fatigue.  
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3. The next session shall orient the participants with the RBIM process. The facilitator presents 

the flow chart.  

 

4. Facilitator or resource person shall introduce the participants to the different database or 

information systems being used by the barangays.  

 

This is to allow participants to differentiate RBIM from other existing databases. Ask the participants to 

explain the difference of RBIM from the other existing databases. 

 

5. The data collection manager explains the RBIM tool by: 

a. Showing the RBIM tool itself 

b. Quickly running through the items (without responses) 

c. Explaining the survey data dictionary 

d. Introducing the data codes  

e. Reviewing the items again including responses. 

 

6. The training facilitator shall ask for volunteers for the simulation. One volunteer shall serve 

as the interviewer/enumerator while the other shall serve as the resident.   

 

7. The two volunteers will act out their expected role.  They will go over all the questions and 

pretend that they are in an actual situation.   

 

8. During the simulated interview, the team shall record the duration of the interview. After the 

simulation, the team will process the experience.  

 

9. Facilitator will invite participants to ask questions or share their thoughts regarding the process.  

 

10. After the simulation, the enumerators will go to the community to conduct three pilot 

interviews.  

 

11. In this exercise, the enumerators will note the following: 

a. Duration of the interview 

b. Items that were difficult to comprehend 

c. Items that were difficult to ask 

d. Other issues and concerns 

 

12. After the pilot test, participants will go back to the training venue to share their experiences 

in relation to the topics listed in item 8. 

 

13. While the enumerators are conducting the pilot test, the data encoders will remain in the 

training venue for their data encoding orientation.  

 

14. The facilitator shall teach the data encoders how to install the system in the computer. 
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15. The facilitator will then discuss the data dictionary before a quick walk through of the system. 

 

16. The data encoders will be asked to input dummy data for them to have a hands-on experience 

in using the database. The dummy data should also contain the following: 

 

a. responses that are not included in the initial coding (This presents a situation in which 

data encoders will be required to add more variables/codes in the system). 

b. responses that are incomplete. (This presents a scenario requiring enumerators to re-visit the 

household)  

 

17. During the encoding of dummy data, the encoders can ask and clarify questions. After data 

encoding, the data manager will conduct a quick data accuracy test. 

Below is the proposed training program: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PROPOSED TRAINING PROGRAM 

AM SESSION 

Part I.   Introduction of Participants 

Part II.  Rationale of the Conduct of RBIM  

Part III:  The Different Barangay Database Management Systems 

Part IV.  Introduction of the RBIM Survey Form (Quick Reading of the Tool; Survey Data 

  Dictionary; Data Codebook) 

PM SESSION 

Break out session: for Enumerators 

Part V.   Interview Simulation and Feedback   

Part VI. Pilot Test 

Part VII. Feedback  

Break out session: for Encoders  

Part V.  Introduction to the RBIM software  

   Instillation 

   Data Dictionary (Database) 

   Walk through the system 

Part VI.  Trial Data Encoding (using the pilot test results)  

Part VII. Feed backing    



28 
 

 

Second Step. After the training, the team shall photocopy the forms for actual data collection. Data enumerators will 

collate the forms.  

 

Third Step. The data collection manager checks and ensures that there are no missing pages in the forms.  

 

Fourth Step. The data collection manager shall prepare data collection protocols for the enumerators to bring during data 

collection including an endorsement letter from the barangay, enumerator’s ID, and a guide which enumerates the 

materials to prepare and data collection procedures.  

 

What to prepare? 

Umbrella/Cap 

Pencil 

Eraser 

Plastic envelope 

Water bottles 

Survey Forms 

ID Card (Enumerators should be given an ID for recognition) 

Letter of barangay endorsement 

As each enumerator will be assigned to a purok or zone, creating a household map, if possible, will 

be helpful. This allows enumerators to track progress.  

 

What to observe? 

Never start the interview unless you have read aloud the informed consent. The informed consent 

can be found in the survey form. 

 

Explain to the respondent the importance of the RBIM and how the system is different from the 

other existing surveys and databases. 

 

Give concrete examples of how the system can benefit the household.  
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Ask questions when responses are not clear.  If you are unsure which option to choose given the 

ambiguity of the response, please note in the survey form.  

 

Read the tool before you go to the field for your first fieldwork. 

 

If codes are not readable, have the codebook printed in bigger font.  

 

Never skip an item. 

 

Some items will require you to observe the surroundings including house structure, source of water, 

and toilet facility. In the event that the respondent is not clear with his/her answer, you ask politely 

to see the facility.  

 

Do not forget to smile and maintain eye-to-eye contact during the interview.  

 

End the survey by politely informing the respondent that you have just finished the interview.  Ask 

the respondent if he/she has queries.  

 

Explain to the respondent that somebody might visit his/her household to conduct data quality 

check.  

 

Step 5. The RBIM Management Team shall plot the schedule of the enumeration. 

 

Step 6. The team shall assign a zone/purok to the enumerators. 

 

Step 7. The Data Collection Manager distributes the data collection materials (pencil, envelopes, and copies of the tools) 

and data collection protocols.  
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RBIM Tool Data Dictionary 

The Data Dictionary should be presented to the participants so they will know what the variables are being collected and 

clarify the operationalization of the variables.  

1. The first column shows the main domains or indicators of the RBIM. 

2. The second column defines the sub-variables or indicators. 

3. The third column provides the type of response expected from the respondents. It indicates 

whether the questions are open-ended (no pre-identified responses presented) or close- ended 

(with set of options that are coded). 

4. The fourth column defines the sub-variables of the tool.  

Individual 
Demographic 
Characteristics 
 

Variable  Response Option Definition 

Name  Open (response 
will come from 
the interviewee) 

Names of members of the 
household  (surname, first 
name, and middle initial) 

Relationship to 
household head 

With Code The relationship of 
members of the household 
to the household head.  

Sex With Code Sex at birth  

Age Open  
(response will 
come from the 
interviewee) 

The length of time (in 
years) the person has lived.  

Birthday Open  
mm/yyyy 
(response will 
come from the 
interviewee) 

Year and month the 
members of the household 
were born  

Place of Birth Open  
City and 
Province(response 
will come from 
the interviewee) 

The location/area where 
the members of the HH 
were born.  

Nationality   With Code Citizenship of members of 
the household  

Marital status With Code The state of being married 
or not married 

Religion Open (response 
will come from 
the interviewee) 

Affiliation to a religion 

Ethnicity  Open (response 
will come from 
the interviewee) 

Membership in an 
ethnolinguistic grouping  

Highest of Level of 
Education 
Completed (5 years 
old and above) 

With Code The last year or level of 
education completed 
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School level With Code Current grade or year level 

Currently enrolled 
(3-24 years old) 

With Code Current enrollment in 
either a public or private 
school  

Place of School Open (response 
will come from 
the interviewee) 

Location of school 
currently enrolled at  

Economic Activity  
For 15 years old and 
above 
 

Monthly income  Open (response 
will come from 
the interviewee) 

Average monthly income 
from all sources. If on a 
daily basis, the actual daily 
wage will be multiplied by 
the number of working 
days. 

Source of income  With Code Where income is generated 
from  

Status of 
Work/Business 

With Code Status of employment 

Place of 
Work/Business 

Open (response 
will come from 
the interviewee) 

Location of business or 
workplace  

Health Information 
Only for 0-11 months old 

Place of birth 
delivery  

With Code Location where 0-11 year 
old household members 
were delivered (birth) 

Birth Attendant With Code Person who assisted the 
birth delivery  

Immunization Open (response 
will come from 
the interviewee) 

The last vaccine received  

Health Information 
For Women 10-54 years 
old 
 

Living children Open 
Not applicable to 
male, 0-9 female 
respondents, and 
female above 55  

No. of successful and 
unsuccessful pregnancies 

Family Planning 
(FP) Use 

With Code Type of FP method used 

Source of FP 
Method 

With Code Type of facility where the 
FP method was 
procured/bought/accessed  

Intention to use FP With Code Plan to use an FP method 
in the future  

Health Information 
All household members 

Health Insurance With Code Type of insurance owned  

Facility Visited in 
the past 12 Months 

With Code Type of health facility 
visited 

Reason for visit in 
the health center  

With Code Purpose of visit  

Disability With Code Members of the household 
with disability (including 
type)  
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Socio-Civic 
Participation 
 

For 10 and above  
Solo parent 

With Code Type of solo parenthood 

For 60 and above  
Registered senior 
citizen 

With Code Member of the household 
who is a registered senior 
citizen 

For 15 and above 
Registered voter 

Open (response 
will come from 
the interviewee) 

Member of the household 
who is a registered voter  
(indicate locality of 
registration) 

Migration Information  
For all household Members  
 

Previous Residence Open (response 
will come from 
the interviewee) 

Barangay and city of 
previous residence five 
years preceding the survey 

Length of stay in 
the barangay 

Open  (response 
will come from 
the interviewee) 

Barangay and city of 
previous residence six 
months preceding the 
survey 

Type of resident  With Code Whether household 
members are non-migrant, 
migrant, or transient  

Migration Information  
For Migrants and 
Transients 

Date of transfer Open (response 
will come from 
the interviewee) 

Month and year the 
member of the household 
transferred to the current 
residence 

Reason/s for 
leaving (previous 
residence) 

With Code The factors or 
considerations which 
prompted the household 
member/s to leave the 
previous residence  

Intention to return 
to previous 
residence 

With code Plan to return to previous 
residence  

Reason/s for 
transferring in this 
barangay 

With Code The factors or 
considerations which 
prompted the household 
member/s to transfer to 
the  current residence   

Duration of stay in 
the current 
barangay  

Open (response 
will come from 
the interviewee) 

Period of intended stay in 
the current residence 

Community Tax 
Certificate  
For 18 and above 
 

Valid CTC With Code Possession of a valid 
community tax certificate 

Place of issue Open (response 
will come from 
the interviewee) 

Place of issue of the 
community tax certificate  

Skills Development  
For 15 and above 
 

Skills development 
training  

Open (response 
will come from 
the interviewee) 

Type of training a member 
of the household is 
interested in 
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Personal skills With Code Skills/talent/abilities of the 
household member 

House-related 
Characteristics 
Dwelling-related 
characteristics 
 

Type of housing 
(rent-free without 
consent, rent-free 
with consent, 
rented, 
owned/mortgaged))  

With Code Whether or not the house 
is owned, rented, or 
occupied with no rental fee 

Type of land 
ownership (rent-
free without, rent-
free with consent, 
rented, 
owned/mortgaged) 

With Code Whether or not the lot is 
owned, rented, or occupied 
with no rental fee 

Type of fuel for 
lighting 

With Code Major source of fuel for 
lighting 

Type of fuel for 
cooking 

With Code Major source of fuel for 
cooking  

Source of drinking 
water  

With Code A place from which 
potable/drinking water can 
be obtained by the 
household  

Type of toilet 
facility 

With Code Materials used in the 
construction of the toilet 
facility  

Waste and garbage 
disposal 

With Code Manner by which 
household waste and 
garbage are disposed  

Segregation of 
garbage 

With Code The practice of segregating 
garbage or the absence 
thereof 

Type of building 
house 

With Code Materials used in the 
construction of the house 

Construction 
materials of the 
outer wall  

With Code Materials used in the 
construction of the outer 
walls 

Other Information 
(Mortality and Cause 
of Death) 

Death of a female 
member in the past 
12 months 
(including age and 
cause of death) 

Open (response 
will come from 
the interviewee) 

Age and cause of death of 
any member of the 
household who passed 
away in the past 12 months 

Death of 0-5 years 
old family member 
in the past 12 
months (including 
sex, age and cause 
of death) 

Open (response 
will come from 
the interviewee) 

Age, sex, and cause of 
death of any member of the 
household (0-5 years old) 
who passed away in the 
past 12 months 
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Perceived common 
cause of death in 
the barangay  

Open (response 
will come from 
the interviewee) 

Listing of perceived causes 
of death in the community  

Other Information 
 

Perceived primary 
needs of the 
barangay 

Open (response 
will come from 
the interviewee) 

Listing of perceived needs 
of the community  

Intention to stay 
five years from now 
(place of residence) 
(barangay, 
municipality, and 
province 

Open (response 
will come from 
the interviewee) 

Prospective residence five 
years from now 
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Code Guide 

This list will familiarize both the enumerators and encoders with the tool codes. It must be emphasized that during 

enumeration and encoding, codes will be inputted instead of the actual responses. The first column shows the major 

variables of the RBIM. The second column presents the sub-variables or indicators. The third column displays the codes 

while the last column enumerates the set of responses represented by the codes. Short definitions are provided in the last 

column to ensure standard descriptions.  

Demographics Sex 1 Male 

2 Female 

Nationality   1 Filipino 

2 Non-Filipino 

Marital status 1 Single 

2 Married 

3 Living-in 

4 Widowed 

5 Separated 

6 Divorced 

7 Unknown 

Highest of Level 
of Education 
Completed (5 years 
old and above) 

00 No education 

01 Pre-school 

02 Elementary level 

03 Elementary graduate 

04 High school level 

05 High school graduate 

06 Junior HS 

07 Junior HS graduate 

08 Senior HS 

09 Senior HS graduate 

10 Vocational/Tech 

11 College Level 

12 College Graduate 

13 Post-graduate  

School level 0 Pre-school 

1 Elementary 

2 Junior High School 

3 Senior High School 

4 Vocational/Tech 

5 College/University 

Currently enrolled 
(3-24 years old) 

1 Yes, public 

2 Yes, private 

3 No 

Source of income  1 Employment 

2 Business 

3 Remittance 

4 Investments 

5 Others  
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Status of 
Work/Business 

1 Permanent work 

2 Casual work 

3 Contractual work 

4 Individually owned business 

5 Shared/partnership business 

6 Corporate business 

Health 
Information 
Only for 0-11 
months old 

Place of birth 
delivery  

1 Public hospital 

2 Private hospital 

3 Lying-in clinic  

4 Home 

5 Others, please indicate  

Birth Attendant 1 Doctor 

2 Nurse  

3 Midwife 

4 Hilot  

5 Others, please indicate  

Family Planning 
(FP) Use 

1 Female sterilization (ligation) 

2 Male sterilization  (vasectomy) 

3 IUD 

4 Injectables 

5 Implants 

6 Pill 

7 Condom 

8 Modern natural FP 

9 Lactational Amenorrhea Method 
(LAM) 

10 Traditional 

Source of FP 
Method 

1 Government hospital 

2 RHU/health center 

3 Barangay health station 

4 Private hospital 

5 Pharmacy 

6 Others, please indicate  

Intention to use 
FP 

1 Yes, write the type of FP 

2 No, write the type of FP 

Health 
Information 
All household 
members 

Health Insurance 1 PhilHealth paying member 

2 PhilHealth dependent member 

3 PhilHealth indigent member 

4 PhilHealth dependent of indigent 
member 

5 GSIS 

6 SSS 

7 Private/MHO 

8 Others, please indicate  

Facility Visited in 
the past 12 Months 

1 Government hospital 

2 RHU/health center 

3 Barangay health station 
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4 Private hospital 

5 Private clinic 

6 Pharmacy 

7 Hilot/Herbalist 

8 Others, Please indicate  

Reason for visit in 
the health center  

1 Sick/injured 

2 Prenatal/post-natal 

3 Gave birth 

4 Dental 

5 Medical check-up 

6 Medical requirement 

7 NHTS/CCT/4Ps requirement 

8 Others, please indicate  

Disability 1 With disability and type 

2 Without disability  

Socio-Civic 
Participation 
 

For 10 and above  
Solo parent 

1 Registered solo parent 

2 Non-solo parent 

3 Unregistered solo parent  

For 60 and above  
Registered senior 
citizen 

1 Yes 

2 No 

Migration 
Information  
For all 
household 
Members  

Type of resident  1 Non-migrant 

2 Migrant 

3 Transient 

Migration 
Information  
For Migrants 
and Transients 

Reason/s for 
leaving (previous 
residence) 

1 Lack of employment 

2 Perception of better income in 
other place 

3 Schooling 

4 Presence of relatives and friends in 
other place 

5 Employment/job relocation 

6 Disaster-related relocation  

7 Retirement 

8 To live with parents 

9 To live with children 

10 Marriage 

11 Annulment/divorce/separation 

12 Commuting-related reasons 

13 Health-related reasons 

14 Peace and security  

15 Others, please indicate 

Intention to return 
to previous 
residence 

1 Yes 
Indicate date 

2 No  
Indicate 99 
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Reason/s for 
transferring in this 
barangay 

1 Availability of jobs 

2 Higher wage 

3 Presence of schools or universities 

4 Presence of relatives and friends in 
other place 

5 Housing  

6 Others, please indicate  

Community 
Tax 
Certificate  
For 18 and 
above 
 

Valid CTC 1 Yes 

 2 No 

Skills 
Development  
For 15 and 
above 
 

Personal skills 1 Refrigeraton and airconditioning 

2 Automotive/Heavy Equipment 
Servicing  

3 Metal Worker 

4 Building Wiring Instillation 

5 Heavy Equipment Operation 

6 Plumbing 

7 Welding 

8 Carpentry 

9 Baking 

10 Dressmaking 

11 Linguist 

12 Computer graphics 

13 Painting 

14 Beauty Care  

15 Commercial Cooking  

16 Housekeeping  

17 Message Therapy  

18 Others, please indicate  

House-related 
Characteristics 
Dwelling-related 
characteristics 
 

Type of housing 
(rent-free without 
consent, rent-free 
with consent, 
rented, 
owned/mortgaged)  

1 Rent-free without consent of 
owner 

2 Rent-free with consent of owner  

3 Rented 

4 Owned/being amortized  

Type of land 
ownership (rent- 
free with consent, 
rent-free without 
consent, rented, 
owned/mortgaged)  

1 Rent-free without consent of 
owner 

2 Rent-free with consent of owner  

3 Rented 

4 Owned/being amortized  

Type of fuel for 
lighting 

0 None 

1 Oil (vegetable, animal, others) 

2 Liquefied petroleum gas (LPG) 
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3 Kerosene (gaas) 

4 Electricity  

5 Others, Please indicate  

Type of fuel for 
cooking 

0 None 

1 Wood 

2 Charcoal 

3 Liquefied petroleum gas (LPG) 

4 Kerosene (gaas) 

5 Electricity  

6 Others, Please indicate  

Source of drinking 
water  

1 Lake, river, rain etc.  

2 Dug well 

3 Unprotected spring (open source) 

4 Protected spring  

5 Peddler  

6 Tubed/piped shallow well 

7 Shared/tubed/piped deep well 

8 Own use, tubed/piped deep well 

9 Shared, faucet community water 
system (e.g., Manila water, 
Maynilad, water cooperative) 

10 Own use, faucet community water 
system (e.g., Manila water, 
Maynilad, water cooperative) 

11 Bottled water/refillable purified 
water  

12 Others, please indicate  

Waste and garbage 
disposal 

1 Feeding to animals 

2 Burying  

3 Composting 

4 Burning 

5 Dumping individual pit (not 
burned) 

6 Others, please indicate  

Segregation of 
garbage 

1 Yes 

2 No 

Type of toilet 
facility 

0 None 

1 Open pit (same as close pit but 
without covering) 

2 Close pit (is a type of toilet facility 
without a water-sealed bowl; the 
depository is constructed usually of 
large circular tubes made of 
concrete or clay with a top cover 
and small opening. It may or may 
not have a box for sitting or 
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squatting over the opening; for 
example, antipolo-type, and others) 
Source: PSA 

3 Water-sealed, other depository, 
shared (is the type of toilet where 
after water is flushed or poured 
into the bowl, a small amount of 
water is left in the bowl and seals 
the bottom of the bowl from the 
pipe leading to the depository.) 
Source: CBMS 

4 Water-sealed, other depository, 
exclusive 

5 Water-sealed, sewer septic tank 
shared  

6 Water-sealed, sewer septic tank, 
exclusive  

7 Others, please indicate  

Type of building 
house 

1 Single house 

2 Duplex 

3 Multi-unit residential (three units or 
more) 

4 Commercial/industrial/agricultural  

5 Institutional living quarter (hotel, 
hospital) 

6 Other housing unit (cave, boat, 
others) 

Construction 
materials of the 
outer wall  

1 No walls 

2 Makeshift/salvaged/improvised 
materials 

3 Glass 

4 Asbestos 

5 Bamboo/sawali/cogon/nipa 

6 Galvanized iron/aluminum 

7 Half concrete/brick/stone and half 
wood 

8 Wood 

9 Concrete/bricks/stone 

10  Others, Please indicate  
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Data Encoding Guide 
This list will orient the data encoders regarding encoding procedures.  

The first column shows the different sub-variables while the second column shows the instructions 

for encoding. The encoders will either type the actual response (in texts or numbers) or utilize the 

drop-down list.  

Please note that encoders cannot type in characters. The system only accepts numbers and texts.  

 Encoding Procedure  

Q1. Name Type family name, first name, and middle 
initial 

Q2. Relationship to household head Drop-down list  

Q3. Sex Drop-down list 

Q4.Age Type number  

Q5.Birthday Type MM/YYYY 

Q6.Place of Birth Type city and province  

Q7.Nationality   Drop-down list 

Q8.Marital status Drop-down list 

Q9.Religion Type text  

Q10.Ethnicity  Type text 

Q11.Highest of Level of Education Completed (5 years 
old and above) 

Drop-down list 

Q12.Currently enrolled (3-24 years old) Drop-down list 

Q13.Type of School Drop-down list 

Q14.Place of School Type text 

Q15.Monthly income  Type number 

Q16.Source of income  Drop-down list 

Q17.Status of Work/Business Drop-down list 

Q18.Place of Work/Business Type text 

Q19.Place of birth Drop-down list 

Q20.Birth Attendant Drop-down list 

Q21.Immunization Type text 

Q22.Living children Type text 

Q23.Family Planning (FP) Use Drop-down list 

Q24.Source of FP Method Drop-down list 

Q25.Intention to use FP Drop-down list 
Type text  

Q26.Health Insurance Drop-down list 

Q27.Facility Visited in the past 12 Months Drop-down list 

Q28.Reason for visit in the health center  Drop-down list 

Q29.Disability Drop-down list 

Q30. For 10 and above  
Solo parent 

Drop-down list 

Q31. For 60 and above  Drop-down list 
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Registered senior citizen 

Q32.For 15 and above 
Registered voter 

Type text 

Q33. Previous Residence five years ago Type text 

Q34. Previous Residence six months ago  Type text 

Q35.Length of stay in the barangay Type number 

Q36.Type of resident  Drop-down list 

Q37. Date of transfer Type MM/YYYY 

Q38a. Reason/s for leaving (previous residence) Drop-down list 

Q38b. Reason/s for leaving (previous residence) Drop-down list 

Q38c. Reason/s for leaving (previous residence) Drop-down list 

Q39. Return to previous residence   Type MM/YYYY 

Q40a. Reason/s for transferring in this barangay  Drop-down list 

Q40b. Reason/s for transferring in this barangay Drop-down list 

Q40c. Reason/s for transferring in this barangay Drop-down list 

Q41.Duration of stay in the current barangay  Drop-down list 

Q42a.Valid CTC Type text 

Q42b.Place of issue Type text 

Q43.Skills development training  Type text 

Q44.Personal skills Drop-down list 

Q45.Type of housing (rent with fee, rent-free with 
consent, rented, owned/mortgaged)  

Drop-down list 

Q46.Type of land possession (rent with fee, rent-free 
with consent, rented, owned/mortgaged)  

Drop-down list 

Q47.Type of fuel for lighting Drop-down list 

Q48.Type of fuel for cooking Drop-down list 

Q49.Source of drinking water  Drop-down list 

Q50a. Waste and garbage disposal Drop-down list 

Q50b. Segregation of garbage Drop-down list 

Q51.Type of toilet facility Drop-down list 

Q52. Type of building house Drop-down list 

Q53. Construction materials of the outer wall  Drop-down list 

Q54. Death of a female member in the past 12 months 
(including age and cause of death) 

Type number and text 

Q55.Death of 0-5 years old family member in the past 
12 months (including sex, age and cause of death) 

Type number and text 

Q56.Perceived common cause of death in the barangay  Type text 

Q57.Perceived primary needs of the barangay Type text 

Q58.Intention to stay five years from now (place of 
residence) (barangay, municipality, and province 

Type text 

*Dropdown- List are provided. Encoders will just choose the appropriate response.  
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Database Tabs/Menu 
This list will orient the encoders with the different tabs/menus of the RBIM Database and their functions.  

 
 

 
Tab to encode and retrieve 
data both for individuals and 
households 

 

Tab to generate auto reports  

 
 

Tab to generate auto reports 

 
 

Tab for support including 
import and export of excel file,  

back up, restore, configure, 
copy, summary, and setting  

 
 

Tab for creating accounts 
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Tab for FAQs, viewing or 
downloading the manual 

 

Tab to log out from the 
system 

Database Data Dictionary 
This list shows the different forms and menus of the database.  

Individual 
Record 

This is the form where you input 
individual information. This 
contains 6 tabs.   

 
Household 
Record  

This is the form where you input 
household information. This 
contains three tabs. 

 
Import 
Excel 
Data 

This where you import external 
RBIM excel into the system. 

 
Export 
Excel 
Data  

This where you export internal 
RBIM excel into an external hard 
drive.  

 

- -- -......::.I! ~ ABOUT US 

FAQ 
MANUAL 

TRADEMARK 

IO<VJ'tlGRI au .. G"DU Ill Will llNLJltQIT 

~1 MllAIC...11;,r;U.ll;a,l,;.Jali,,;l:f 
tiiJ.e,l.!~~111.~--

_,t...,..,... - ... 

""l!•COO<"f"Uiom>OUoboo>tof 
1og1n,,.of,a,--,11i..i,1,..1.1111<1ll1grub{lllllll 

OomwJW 

I 

SUPPORT I •CICZIIIB... - _-I 
IMPORT EXCEL DATA I I 
EXPORT EXCEL DATA 

BACKUP 

RESTORE 

CONFIG 

COPY 

SUMMARY 

SETTING 

SUPPORT I - _u.t 
IMPORT--E-X_C_E_L_D_A_T_A ___ ___.j 

EXPORT EXCEL DATA 
BACKUP 

RESTORE 

CONFIG 
COPY 
SUMMARY 

SETTING 
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Backup To create a full back up of an 
existing database 

 
Restore To copy data from a backup and 

apply logged transactions to the 
data 

 
Configure This where you view, edit/update, 

and delete data variables and 
indicators.  

 
Copy This where you duplicate data 

for  data protection, testing, 
archives. 

 
Summary This provides a list of all individuals 

inputted in the system.  

 
Setting  This is where you add, delete, or 

update data variables including its 
indicators or set of responses.  

 
 

 

 

I SUPPORT I --IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

I BACKUP I 
RESTORE 
CONFIG ► 

COPY 
SUMMARY 
SETTING 

SUPPORT I -_-I 
IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

BACKUP 

I RESTORE I 
CONFIG ► 

COPY 

SUMMARY 
SETTING 

SUPPORT I 
IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

BACKUP 
RESTORE 

I CONFIG ► I 
COPY 
SUMMARY 

SETTING 

I SUPPORT I .,,,. __ -IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

BACKUP 

RESTORE 

CONFIG ► 

I COPY I 
SUMMARY 

SETTING 

SUPPORT I --1 
IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

BACKUP 

RESTORE 

CONFIG ► 

COPY 

I SUMMARY I 
SETTING 

SUPPORT I -_-I 
IMPORT EXCEL DATA 
EXPORT EXCEL DATA 
BACKUP 
RESTORE 
CONFIG ► 

COPY 
SUMMARY 

I SETTING I 
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Data Collection, Validation and Encoding and Results Generation 

 

 

Data Collection  

First Step. The enumerator shall prepare data collection materials before proceeding to the 

house-to-house enumeration. 

 

Second Step. The enumerator shall make use of his/her prepared purok/zone household map to 

identify which households to visit during a particular day.  

 

Third Step. The enumerator shall introduce himself/herself to the household, show his/her ID, 

and explain the purpose of the visit. 

 

Fourth Step. After getting the permission, the informed consent shall be read aloud. 

 

 Fifth Step. The enumerator shall begin asking questions from household to individual member’s 

data. 

 

Sixth Step. The enumerator shall allow the respondents to ask questions relating to the survey. 

Identify

•Identify the 
key 
stakeholders 
and their 
roles and 
responsibiliti
es as well as 
capacity and 
resources 

Develop

•Develop the 
plan and 
formulate 
the local 
policy of the 
establishmen
t of the RBIM

Prepare

•Prepare the 
data 
collection 
toos, 
manual, and 
protocols.

Process

•Collect, 
validate, and 
encode the 
data and 
generate 
results 

Utilize

•Analyze and 
utilize the 
results for 
local 
development 
planning and 
budgetting, 
tareting, and 
service 
provision
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 Seventh Step. The enumerator shall end the interview by expressing his/her gratitude to the 

respondent for the opportunity to conduct the interview.  

 

Data Validation (Enumeration) 
 

First Step. The data collection manager shall conduct a random on-the-spot monitoring. He/she 

will randomly pick a number of households for each enumerator. Ideally, 10% of the total forms 

collected should undergo spot checks. 10% of the forms may be equally divided among enumerators.  

 

Second Step. After randomly choosing the households, the data collection manager shall visit 

randomly selected households and ask a few questions to see the accuracy of the responses inputted 

by the enumerators in the form.  

 

Third Step. the data collection manager shall edit if there are incorrect responses written in the 

accomplished form. 

 

Fourth Step. The data collection manager shall record the number of survey forms with incorrect 

entries. 

 

Fifth Step. The data collection manager shall call the attention of the enumerator who is habitually 

making errors in the data enumeration.  

 

 

Data Quality Check (Encoding)   

 

First Step. The data encoding manager shall conduct a random data encoding quality check. 

 

He/she randomly selects the forms that were already inputted in the system. Ideally, 10% of the 

encoded forms should under data accuracy check.  

 

 Second Step. The data encoding manager shall edit if there are incorrect responses encoded in the 

system. 
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Third Step. The data encoding manager shall record the number of survey forms with incorrect 

encoded entries. 

 

Fourth Step. The data encoding manager shall call the attention of the encoder who is habitually 

making errors in the data encoding.  

 

Generation of Results 
 

First Step. The data encoding manager or the data information controller may generate results 

through the auto generated query menu available in the system.   

The following can be auto-generated from the RBIM Database: 

Table 1 Distribution of total population by age, sex, and migration status 

Table 2 Distribution of household size, sex of household head, and migration status 

Table 3 Distribution of total population by age, marital status, sex and migration status 

Table 4 Distribution of total population by marital status, sex, and migration status 

Table 5 Distribution of total population by religion, sex and migration status  

Table 6 Distribution of total population by ethnicity, sex and migration status  

Table 7 Distribution of total population age 5 and over by highest educational attainment, 
sex and migration status 

Table 8 Distribution of population age 3-24 by current enrollment status, school type, sex 
and migration status 

Table 9 Distribution of population 3-24 currently enrolled by school level, sex and 
migration status  

Table 10 Distribution of total population 15 years old and over by sex, migration status, and 
status of work/business  

Table 11 Distribution of total population age 15 years and over by major source of income, 
sex, and migration status  

Table 12 Distribution of total population age 15 and over by status of work/business, sex 
and migration status 

Table 13 Distribution of children age 0-11 months by place of delivery and sex 

Table 14 Distribution of children age 0-11 months by type of birth attendant and sex 

Table 15 Distribution of children age 0-11 months by type of last immunization received 
and sex  

Table 16 Distribution of women age 10-54 years old by gravida (no. of times a woman is 
pregnant or has been pregnant regardless of the pregnancy outcomes) and 
migration status 

Table 17 Distribution of women age 10-54 by number of living children and migration status 

Table 18 Distribution of women age 10-54 by current use of contraception and migration 
status  

Table 19 Distribution of women age 10-54 by number of living children, current use of 
contraception, and migration status 
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Table 20 Distribution of women age 10-54 currently using contraceptive by source of 
modern FP methods and migration status 

Table 21 Distribution of women age 10-54 not currently using FP method by intention to 
use FP method and migration status 

Table 22 Distribution of Non-FP users with intention to use by preferred method of 
contraception and migration status 

Table 23 Distribution of total population by health insurance coverage by age, sex and 
migration status 

Table 24 Distribution of total population that visited health facility by reason for seeking 
health care, sex and migration status  

Table 25 Distribution of total population by background characteristics, health facility 
visited and migration status  

Table 26 Distribution of population of persons with disability by type of disability, age, sex 
and migration status  

Table 27 Distribution of reported death among women by age group  

Table 28 Distribution of reported death among women by cause of death  

Table 29 Distribution of reported death among children age 5 and below by sex  

Table 30 Distribution of reported death among children age 5 and below by cause of death 
and sex  

Table 31 Distribution of reported common diseases that cause deaths  

Table 32 Distribution of parent population by parentage status, sex and migration status  

Table 33 Distribution of population age 60 and over by senior citizen registration status, sex, 
and migration status  

Table 34 Distribution of population age 15 and over by voter registration status, sex and 
migration status  

Table 35 Distribution of population age 15 and over by type of skills, age, sex, and migration 
status  

Table 36 Distribution of primary needs of the barangay  

Table 37 Distribution of migrant population by year of transfer to current barangay, age, sex 
and migration status  

Table 38 Distribution of migrant population by reason for leaving previous barangay, age, 
sex and migration status  

Table 39 Distribution of migrant population by reason for transferring to the current 
barangay, age, sex and migration status  

Table 40 Distribution of migrant population by intended length of stay in current barangay, 
age, sex and migration status  

Table 41 Distribution of household population by intended residence in the future  

Table 42 Distribution of household population by housing characteristics  

 

Second Step. Alternatively, the data encoding manager can export the excel file out of the RBIM 

database system and independently generate pivot tables using MS Excel.   
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Data Utilization for Local Development Planning, Budgeting, Targeting 

and Service Provision.  

 

First Step. The data information controller/manager shall provide list of data indicators/variables 

of the RBIM to the barangay health center, different barangay committees, barangay nutrition scholars, 

barangay population scholar (if different individuals), the child development workers, and barangay 

councilors who will need to get data for program and policy formulation. 

 

 Second Step. Alternatively, the data information controller/manager, can already generate results 

and provide copies to the barangay council, the barangay health center, the different barangay 

volunteers enumerated above, and the municipal/city LGUs for program and policy formulation. 

 

Third Step. Individuals/groups who will request for data other than those offered by the auto-

generated reports will have to file a form and such access will be approved by the data information 

controller/manager and the barangay captain.  

 

Fourth Step. The data information controller may be invited in barangay council committee 

meetings for presentation of results.  

 

Fifth Step. Data can be segregated according to zones and purok to examine similarities and 

differences and to locate which zones need further services particularly in relation to education and 

health.  

 

Sixth Step. Generate data on migration to track movements of inhabitants and migrants over the 

years. Data generated can include place of origin and place of destination, intention to stay or leave, 

and reasons for leaving previous residence and reasons for transferring to current residence. Data can 

be further analyzed in terms of income class of place of origin to establish if movement is economically 

influenced.  

 

Identify

•Identify the key 
stakeholders and 
their roles and 
responsibilities as 
well as capacity 
and resources 

Develop

•Develop the plan 
and formulate 
the local policy of 
the 
establishment of 
the RBIM

Prepare

•Prepare the 
data 
collection 
toos, 
manual, and 
protocols.

Process

•Collect, 
validate, and 
encode the 
data and 
generate 
results 

Utilize

•Analyze and utilize 
the results for local 
development 
planning and 
budgetting, 
tareting, and 
service provision



51 
 

 

 

 

 

 

 

 

The RBIM Database  
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System Requirements and Instillation Procedure 
 

For new installation (Install software requirements) 

   a. Access Database Engine (select the installer appropriate for your workstation; 64bit or 32bit) 

   b. dotNetFX40 

   c. Report Viewer 

   d. SQLExpress (select the installer appropriate for your workstation; 64bit or 32bit) 

 

Select the installer appropriate for your workstation; 64bit or 32bit.  

To identify the appropriate system, kindly go to your settings.   

 

 Point your cursor and click here 

Point your cursor and click here 

 

Point your cursor 

and click here 

Windows Setting, 

rJ EasearAc~ 
•.,'./ l,,,;rratcr~mf.<?1".h1ghOJl'lb'il5l 



53 
 

 

 

For version update: 

  

Uninstall RBIM 

 Install the updated RBIM 

 

Install RBIM 

Locate the necessary files for installation  

  

Point your cursor 

and click here 
 

The system type 

is 64-bit  

f- Settings 

I find a setting 

System 

Q Display 

~•)) Sound 

0 Notifications & actions 

2) Focus assist 

(') Power & sleep 

Storage 

qg Tablet mode 

~t Multitasking 

gl Projecting to this PC 

X Shared experiences 

['jj Clipboard 

>< 

0 About 

Name 

• AccessDatabas.eEngine 

• AccessDatabaseEngine_X64 

~ dotNetFx40_Full_x86_x64 

RBIM v3.20 

~ ReportVi ewer 

@ SQLExpr_xM_enu 

@ SQLExpr32_x86_enu 

□ X .... Setting:-

IA) About 

Your PC is monitored and protected. 

• Virus & Threat Protection 

0 Firewall & Networl< Protection 

9 App & brow!.er control 

8 Account protection 

e Device security 

See details m Windows Seamty 

Device specifications 

Aspire TC- 780 
Device name 04.30P009975 

D 

Process;or lntel(R) Core(TM} i7-6700 CPU@ 3.40GHz 3.41 

Installed RAM 

Device ID 

Product 10 

System type 

PEin and touch 

Rename tllfs PC 

GH, 

Windows specifications 

Date modified 

Edition 

Ver5ion 

I nsta I led 011 

15/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

15/09/20204:20 PM 

'Windows. to Fro 

1903 

18/12/2019 

Type 

Application 

Application 

Application 

Windows Installer ... 

Application 

Application 

Application 

Size 

25,933 KB 

27,961 KB 

49,268 KB 

14,087 KB 

4,640 KB 

106,814 KB 

84,291 KB 

X 
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Click AccessDatabaseEngine. Select the appropriate file for your workstation (64bit/32bit) 

 

After successfully installing AccessDatabaseEngine, install dotNetFx40_Full_x86_x64 

 

After successfully installing dotNetFx40_Full_x86_x64, click ReportViewer 

 

 

 

 

 

Click appropriate SQL 

Click and run AccessDatabaseEngine  (32 or 64-bit) 

Click  

Click  

Name 

• AccessDatabaseEngine 

• AccessDatabas.eEngine_X64 

~ dotNetFx40_Full_x36_x64 

• RBIM v3.20 

~ ReportVi ewer 

@ SQLExpr_xM_enu 

@ S1QLExpr32_x36_enu 

Name 

~ AccessDatabaseEngine 

• AccessDatabaseEngine_X64 

~ dotNetFx40_Full_x36_x64 

RBIMv320 

~ ReportViewer 

@ S1QLExpr_x64_enu 

@ SQLExpr32_x36_enu 

Name 

• AccessDatabaseEngine 

• AccessDatabas.eEngine_X64 

~ dotNetFx40_Full_x36_x 

~ RBIM v3.20 

~ ReportViewer 

@ SQLExpr_xM_enu 

@ SQLExpr32_x36_enu 

15/09/20204:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

15/09/2020 4:20 PM 

Date modified 

15/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

15/09/2020 4:20 PM 

15/09/2020 4:20 PM 

Date modified 

15/09/2020 4:20 PM 

15/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

15/09/2020 4:20 PM 

Application 49,268 KB 

Windows Installer, .. 14,087 KB 

Application 4,640 KB 

Application 106,314 KB 

Application 84,291 KB 

Type Size 

25,933 KB 

Application 4,640 KB 

Application 106,314 KB 

Application 84,291 KB 

Type Size 

Application 25,933 KB 

Application 27,961 KB 

49,268 KB 

,087 KB 

,640 KB 

,314 KB 

34,291 KB 
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Wait for the processing of the installation dialog box 

 

 

 
 

 

 

 

 

 

 

 

Click Installation on the side menu, then click New SQL Server stand-alone installation or add features 

Click  

After clicking the file, this dialogue 

box appears  

Click here  

Name 

• AccessDatabaseEngine 

• Ace essData ba seEn gin e_X64 

~ dotNetFx40_Full_x86_x64 

• RBIM v3.20 

,iJ ReportViewer 

@ SQLExpr_xM_enu 

@ SQLExpd2_x86_enu 

Name 

~ AccessDatabaseEngine 

~ AccessData ba seEn gin e_X64 

~ dotNetFx40_Full_x86_x64 

RBIM v3.20 

Q ReportViewer 

@ SULExpr_xM_enu 

@ SQLExpr32_x86_enu 

Extracting Files X 

Extracting File: x64\setup\sql_engine_corejnst_msi\pf11es\sqls 

To O;recto,y: c:\d2bdef2e007c9ff3def382 

111111111111111111111111~ 

Date modified 

15/09/20204:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

Date modified 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

15/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

1 5/09/2020 4:20 PM 

15/09/2020 4:20 PM 

Type Size 

Application 25,933 KB 

Application 27,961 KB 

Application 49,268 KB 

Windows Installer .. , 14,087 KB 

Type 

Application 

Application 

Application 

Windows Installer .. , 

Application 

Application 

Application 

Size 

KB 

KB 

25,933 KB 

27,961 KB 

49,268 KB 

14,087 KB 

4,640 KB 

106,314 KB 

34,291 KB 
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to an existing installation 

  
 

Step 1       Step 2 

 

 

Click the Ok button after the installation of Support Rules  

 
 

 

Click Install 

Click  here  

Click OK 

r SQL Serverx:oB 

SQL Server 2008 Setup 

Setup Support Rules 

□ X 

~starl C.0,llgyfilJOt'o Ct'lt.(t€f 

touncl, atnd'l:o U-.kF11rcon::ltiu:1>'!.tt,,rl i;r~o~o;:~1fU 5{lL ~ ii:iR ~i001. 

lr,,;taJUPO'i:ldtAC.+.I! 

UP9r1td"! ,Ad.,.:,,;;u .,i1yruany 5Cll. M..,,,, axis (.T 5al Suvi,- Z000 corr,p9"1n'b th!t o~ 
in:tiilctl- and idcl'!tJ'1t$ imres t.o frJ cnh.er before or .rll:eryou UP9'fld~ tc !QL Scrnr 21'.:tll. 

Onlincki.1·1,1111,1:tkinttdp 

Uluni:I\ ltir onn'le: in'lt1H.3'1i~n do0.J~m::it1lln. 

Hew to Cie: bud wt:h SOL 5-m,r 2,008 ,.,loftt ChattJrlg 

R~d in.'11:RldiCIII on.haA t.oge:t:mrte.:lwith !,QI.. ~r.vxalfd.alll'clururing. 

lftf,eDotvrnentcf.iDn 

\'icw W do,:umcm iibaui: how a> upgmdc 10 'iQl S.:r.cr Ral from SQt !itr-v 20C(J or 
:5Q.Sl!M.1200l, 

SQ.L serm tn51.allB1iCl"I c~11ttt 

Pl1nn1ng 

, ......... 

Or,tians-

~SQLServe= 

□ X 

Ne# SQI. Sm~::, oiicr., inst!llt!kn 01 1dd r~u1ro to on ei:istin9in1Lil~ 

! L4<lfl(h , ... i:4rdto mtll9:ll Scm,, IDl&,n,r.:in-OO~tcl'l::dC'"NnflMC"tatofdd 
l,ertr.Jtt1 ta"" -w1tin9 5Cl Sffl,er Z0IJl3 m1LTI!;t. 

h"a SQL Sen.-e l111l111Rrcl11~ 1m1llll1bcr.-

l..aunch 1111t::llrd 10 rmUa ~ingle.-n11lle SQI. !:tf'm W.hilo:MJ cl.r.tef. 

LJ,g1d, "°"' S(ll Scr,u JXJ)(.T SOL St,vu rot5 

Uunch 1111tulr4 t~ up9:~:ieSQLScr.•u200Jo,SQt Scl\~rw:.St·l ~Sc,\'~l))I-. 
6e'!'l'eyQ.illpgr4~1)115'\0iild,Ulltht~ileleAo<!Dt0,:1,:t«tpounl,)l,r,:tluTrS, 

5e:ifchrorp•Muct~ 

Srnch Micrc1111't 1Jpd1t~ for 50.L 5ff'ffl' ~p-oduct updms, 

□ X 

Setup Support Rules identify problems that might occur when you install SQL Setver Setup support file;. Failures must be 
corrected before Setup can continue. 

Setup Support Rules Operation completed. Passed: 6, Failed 0, Warning 0, Skipped 0, 

~details3 

View de ailed report 

OK 

Re-run 
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Click Next  

 

Click checkbox I accept the license terms then click Next button

Click INSTALL 

Click NEXT 

SQL Server 2008 Setup □ 

Setup Support Files 

Click rnstall to install Setup Support files. To install or update SOL Server 2008, these files are required. 

Setup Support Files The following components are required for SQL Server Setup: 

Feature Name Status 

-Setup Support Files I 

Gathering user settings. 

< Back Install 

, SQL Server 2008 Setup □ 

Product Key 

Specify the edition of SQL Server 2008 to install. 

Setup Support Rules 

Installation Type 

Product Key 

License Terms 

Feature Selection 

Disk Space Requirements 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progres.s 

Complete 

Specify a free edition of SQL SeNer or provide a SQL Server product key to validate this instance of 
SQL Server 2008. Enter the 25-character key from the Microsoft certificate of authenticity or product 
packaging. If you specify Enterprise Evaluation, the instance will be activated with a 180-day 
expiration. To upgrade from one edition to another edition, run the Edition Upgrade Wizard. 

• Specif-/ a free edition: 

Express 

Emer ,he product key 

< Back J c__N_ex_t_> _ ___, 

X 

X 
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Click Select All button then click Next button 

 

Review if the details for Named instance and Instance ID are the same then click Next 

TICK 

TICK 

Click  NEXT 

SOL Server 2008 Setup □ X 

License Terms 

To install SQL Server 2008, you mus accept the Microsoft Software License Terms. 

Product Key 

License Terms 

Setup Support Files 

SOL Server 2008 Setup 

Feature Selection 

MICROSOFT SOFTWARE LICENSE TERMS 

MICROSOFT SQL SERVER 2008 EXPRESS EDITION 

These license terms are an agreement between Microsoft Corporation ( or based on where 
you live, one of its affiliates) and you. Please read them. They apply to the software named 
above, which includes the media on which you received it, if any. The terms also apply to 
any Microsoft 

updates, 

supplements, 

Internet-based services, and 

support services 

for this software, unless other terms accompany those items. If so, those terms apply. 

RV ·•~mr. Tl-It: ~I\QJ: Vt\,11 11.rrt:DTTUt:~J: TI:DU'i:: n: Vt\11 IV\ NI\T l\l'rJ:DTTUS:'U " 
~ e;j 

£:;opy £.rint 

0 I ~ccept the license terms. 

< E_ack j 1 Next> T j -cancel 

□ X 

Select the Express features to ins.tall. For clustered installations, only Database Engine Services and Analysis SeNices can 
be clustered, 

Setup Support Rules 

Installation Type 

Product Key 

License Terms 

Featu.-e Selection 

Disk Space Requirements 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

Shared feature directory: 

Description: 

Server features are instance-aware and have 
their own registry hives. They support 
multiple instances on a computer. 

c:\Program Files\Microsoft SQL Server\ 

< Back ] [ Next> 
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Click Next 

 

 

Click Use the same account for all SQL services button 

Click  NEXT 

Click  NEXT 

, SQL Server 2008 Setup 

Instance Configuration 

SpeClfy the name and instance ID for the SQL Server instance. 

Setup Support Rules 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Databa.se Engine Configuration 

Error and Usage Reporting 

lns:tallation Rules 

Ready to Install 

0 Default instance 

@ Named instance: 

Instance ID: 

I SQLExpre» 

SQLExpress 

Instance root directory: I C:\Program Files\Microsoft SQL Server\ 

SQL Server directory: C:\Program Files.\Microsoft SOL Server\MSSQL 10.SQLExpre.ss 

Installed instances: 

□ 

lns:tallation Progress Instance Features Edition Version lns:tance ID 

Complete 

<: Back 

Disk Space Requirements 

Review the disk space summary for the SQL Server features you selected. 

Setup Support Rules 

Installation lype 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to ln,i:all 

Installation Progress 

Complete 

Disk Usage Summary: 

B··~ Drive C: 386 MB required, 374470 MB available 

System Drive (C:\): 182 MB required 

Shared Install Directory (c:\Program Files\Microsoft SQL Server\): 0 MB required 

Instance Directory ((:\Program Files\Microsoft SQL Server\): 204 MB required 

.__<_Ba_c_k _ _.l [ Next > 

1□ 
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Select NT Authority\System from the dropdown list then click OK 

 
 

Click Add Current User 

Click  NEXT 

Drop Down and Click 

SQL Server 2008 Setup 

Server Configuration 

Specify the configuration. 

Setup Sup port Ru I es 

Installation Type 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

SQL Server 2008 Setup 

Server Configuration 

Specify the configuration. 

Setup Support Ru I es 

Installation Type 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

D 

Service Accounts Collation 

Microsoft recommends that you use a separate account for each SQL Server service. 

Service Account Name Password Startup Type 

Automatic 

Use the same account for all SQL Server services 

These seivices will be configured automatically where possible to use a low privilege account. 
On some older Windows ve.-sions the user will need to specify a low privilege account. For 
more information, click Help. 

Account Name Password 

NT AUTHORITY\LOCAL ... 

Csac:;-].__N_ex_t_> _ _. 

Service Accounts Collation 

Startup Type 

Disabled 

D 

Microsoft recommends that you use a separate account for each SOL Server service. 

Service Account Name Password Startup Type 

SOL Server Databa.se Engine I I !Disabled V 

Use the same account for all SOL Server services 

Use the same account for all SQL Server 2008 services 

Specify a user name and password for all SOL Server service accounts. 

Account Name: 

NT AUTHORITY\NElWORK SERVICE 
Password: 

OK 

[ < Back J [ Next> J [ Cancel J [ Help J 
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Wait for the program to add the user in the list then click Next 

 

Click Next 

Add Current User 

Click  NEXT 

SQL Server 2008 Setup D 

Database Engine Configuration 

Spe-cify Database Engine authentication security mode, administrators and data directories. 

Setup Support Rules 

Installation Type 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

SQL Server 2008 Setup 

Account Provisioning Data Directories User Instances FILESlREAM 

Specify the authentication mode and administrators for the Database Engine, 

Authentication Mode -------------------------

@ Windows authentication mode 

0 Mixed Mode (SOL Server au hentication and Windows authentication) 

Built-in SOL Server system administra or account 

Enter password: 

Confirm password: 

Specify SQL Server administrators ----------------------

Add Current User 

SQL Server 
administrators have 
unrestricted access to 
the Database Engine. 

~-<_B_a_c_k_~I LI __ N_ex_t_>_~I LI __ ea_nc_e_l_~I LI __ H_e_lp_~ 

□ 

Database Engine Configuration 

Specify Da abase Engine authentication security mode, administrators and data directories. 

Setup Support Rules 

Installation Type 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

Account Provisioning Data Directories User Instances FILESlREAM 

Specify the authentication mode and administrators. for the Database Engine. 

Authentication Mode -------------------------

@Windows.authentication mode 

0 Mixed Mode (SQL Server authentication and Windows authentication) 

Built-in SQL Server system administrator account 

Enter password: 

Confirm pass.word: 

Specify SQL Server administrators ----------------------

0430P009975\SDRC (SDRC) 

I Add Current User I [ Add ... J [ Rem~ 

[ < Back J Next> 

SQL Server 
administrators have 
unrestricted access to 
the Database Engine. 
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Click Next 

 

 

Click Install 

Click  NEXT 

Click  NEXT 

SQL Server 2008 Setup □ 

Error and Usage Reporting 

Help Microsoft improve SQL Server features and services. 

Setup Support Ru I es 

Installation Type 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

. SQL Server 2008 Setup 

Installation Rules 

Specify the information that you would like to automatically send to Microsoft to improve future 
releases. of SQL Server. lhe.s,e settings are optional. Microsoft treats this information as confidential. 
Microsoft may provide updates though Microsoft Update to modify feature usage data. These 
updates might be downloaded and installed on your machine automatically, depending on your 
Automatic Update settings. 

View the Microsoft policy for SQL Server privacy and data collection. 

Read more abou Microsoft Update and Automatic Update. 

D Send Windows and SQL Server Error Reports to Microsoft or your corporate report server. This 
setting only applies to services that run without user interaction. 

D Send feature usage data to Micros.oft. Feature usage data includes information about your 
hardware configuration and how you use Microsoft software and services. 

[ < Back J LI _N_""_t_>_..r 

□ 

Setup is running rules to determine if the installation process will be blocked, For more information, click Help. 

Setup Support Rules 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

Operation completed. Passed: 8. Failed 0. Warning 0. Skipped 4. 

[ ~how details » I 
View detailed report 

X 
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Wait for the installation progress to complete

 

Click Next 

Click  Install 

5QL Server 2008 Setup □ 

Ready to Install 

Verify the SQL Server 2008 features to be installed. 

Setup Support Rules 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

SQL Server 2008 Setup 

Installation Progress 

Setup Support Rules 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Dis.k Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules. 

Ready to Install 

Installation Progress 

Complete 

Ready to install SQL Server 2008: 

El·· Summary 

!···· Edition: Express 
: .... Action: Install (Slipstream) 

~ .. General Configuration 

[$1· Features 

I···· Database Engine Services 

i···· SQL Server Replication 
L. .. SQL Client Connectivity SOK I Instance conf1gurat1on 

-

El 

Instance Name: SQLEXPRESS 

Instance ID: SQLExpress 

In.stance IDs 

L. SQL Database Engine: MSSQL 10.SQLEXPRESS 

Instance Directory: C:\Program Files\Microsoft SQL Server\ 

S~ared component root directory 

I, !, ... Shared feature directory: (:\Program Files\Microsoft SOL Server\ 

L .. Shared feature (WOW64) directory: C:\Program Files (x86)\Microsoft SQL Server\ 
~ t:rr,..r .,,...,...1 I lr3,.<> Cl.,...,,.,,+;,...,.. 

< 

Configuration file path: 

~-<_.6._a_c_k_~~ ~I __ l_n_st_a1_1 _~ 

□ 

Performing Windows. Installer a.ctions.. 

In stal I_Sq I Browser_ Cpu 3 2_Action 

Next> 

> 

X 
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Click Close 

 

Install RBIM v3.20 

Click  NEXT 

Click  CLOSE 

SOL Server 2008 Setup 

Installation Progress 

Setup Support Rule, 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and U,age Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

SOL Server 2008 Setup 

Complete 

□ 

Setup process complete 

Feature Name Status 

~ Database Engine Services Success 

~ SOL Server Replication Success 

~ SOL Client Connectivity SDK Success. 

Next> 

□ 

Your SOL Server 2008 installation completed successfully. 

Setup Support Rules 

Product Key 

License Terms 

Feature Selection 

Instance Configuration 

Disk Space Requirements 

Server Configuration 

Database Engine Configuration 

Error and Usage Reporting 

Installation Rules 

Ready to Install 

Installation Progress 

Complete 

Summary log file has been saved to the following location: 

(:\Program Files\Microsoft SOL Server\ 100\Setup Bootstrap\Log\20190717 131558\Summary IT
IVAN 20190717 131558.txt 

!nformation about the Setup operation or possible next steps: 

(Q Your SOL Server 2008 installation completed successfully, 

5.upplemental Information: 

The following notes apply to this release of SOL Server only. 

Microsoft Update 

For information about how to use Microsoft Update to identify updates. for SOL Server 2008, see the 
Microsoft Update Web site < http:// go. microsoft.c om/fwl in k/?Li n kl d= 108409> at 
http://go.microsoft.com/fwli n k/?Li n kl d= 108409. 

Reportinq Services 

X 
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A shortcut icon of RBIM should appear in your desktop/laptop screen   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Click and install 

Name Date modified Type Size 

~ AccessDatabaseEngine 15/09/2020 4:20 PM Application 25,933 KB 

~ AccessDatabaseEngine_){64 15/09/2020 4:20 PM Application 27,961 KB 

~ dotNetFx40_Ful 6_x64 15/09/2020 4:20 PM Application 49,268 KB 

RBIM v3.20 15/09/20204:20 PM Windows Installer ... 14,087 KB 

iPJ ReportViewer 15/09/2020 4:20 PM Application 4,640 KB 

@ 51QLExpr_xM_enu 15/09/2020 4:20 PM Application 106,814 KB 

@ SQLExpr32_x86_enu 15/09/2020 4:20 PM Application 84,291 KB 
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Hardware Requirements 
Hardware Minimum Hardware 

Requirements 32-Bit 

Minimum Hardware 

Requirements x64 

Minimum Hardware 

Requirements IA64 

CPU Pentium III-compatible 

processor or faster. 1GHz 

minimum. Recommended 2GHz 

or faster. 

Any Intel EMT64 or AMD 

x64 chip. Minimum 

1.4GHz. Recommended 

2GHz or faster. 

Itanium processor. 

Recommended 1GHz or 

faster. 

Memory 

(RAM) 

512MB minimum, 2GB or more 

recommended. Report Server 

will use a maximum of 3GB 

(with /3GB switch in boot.ini). 

512MB minimum, 2GB or 

more recommended. 

Maximum is the OS-

specified maximum. 

512MB minimum, 2GB or 

more recommended. 

Maximum is the OS-

specified maximum. 

Hard disk 

space 

Total will vary depending on 

selected components.  

Total will vary depending 

on selected components.  

Total will vary depending 

on selected components.  

Monitor VGA or higher resolution. 

1024x768 recommended for 

SQL Server graphical tools. 

VGA or higher resolution. 

1024x768 recommended 

for SQL Server graphical 

tools. 

VGA or higher resolution. 

1024x768 recommended 

for SQL Server graphical 

tools. 

Pointing 

device 

Microsoft mouse or compatible 

pointing device. 

Microsoft mouse or 

compatible pointing 

device. 

Microsoft mouse or 

compatible pointing 

device. 

Source: https://searchitchannel.techtarget.com/feature/SQL-Server-2008-hardware-and-software-

requirements 

 

 

 

 

 

 

 

 

 

https://whatis.techtarget.com/definition/Pentium-3
https://whatis.techtarget.com/definition/Itanium
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Analyzing data  
 

You can export the excel file to further analyze the RBIM data.  

Go to SUPPORT tab/menu, click CONFIG, and then choose EXPORT EXCEL DATA.  

Locate your RBIM folder in your C: Drive (Look for PROGRAM FILES) 

There will be two EXCEL files, one for the household data and another for the individual report 

data.  

 

This one is an example of an EXCEL datasheet that was exported from the RBIM Database.  

 
 

To quickly count frequencies, click INSERT  
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Click PIVOT TABLE  

 

 

Click the red arrow. Highlight the source of data from the excel file.  

 

 

 

,-----., 
I I 
I I 
I I 

Ill-+ 
PivotTable Recommended Taible 

Pivot Ta bl es 
Pictures Online .S.ha1pes .S.ma1rtArt Screenshot 

Pictures T T 

Tables 

Piivotl aiJI e 

Create P ivotTa b,I e 

Choose the data that yol.l want to analyze 

@ ~elect a table or range 

111 u strati on s 

X 

r---------------,,'-,----. 
Iable/Range,: I '-'---------------~_.. ....... 

0 !,!se an external data somce 

Connection name,: 

Use, this workbook's Data Model 

Choose where, yol.l want the PivotTable report to be place,d 

0 New Wo rl<s h eet 

@ gcisting Worksheet 

!,oc.ation: .-I S-h-e-et-1-!S-SS-; 1-3----------------.[-~-~ I 

Choose whether yol.l want to analyze m1.Jltiple tables 

0 Add this data to the Data Model 

__ o_K __ I I Cancel 
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After highlighting the data (from rows 1 to 8), click the red arrow down.  

 

After clicking the arrow down as shown above, this prompt will appear. Click NEW 

WORKSHEET and then click OK.  

~ • ; ;,,,.r'.) 11,_:_ ' - - [,. "I ~: 

~r., i,:, . .,, ~r.m Dli 1,,,. ""' ft,n1 : -, · ·, ,· · !iJ" r /. \•a, 

lv.fo,'exr~i:le lt130mj»<sa-i.:~ J~tt-<1: 
V..illo Mi, 

~II 

2011F.N Oa!!l.'IIG 

!QUF,N O~fliG n\G\l,[\lJIAII lI8I 

!QIIF.N O~A.'11 t!.Gllf~JIAII KBI 

!QUF.NO O~im 1(1.GW:~HA., lI8I 

!QIIF.~ MA.'111 H\!;l.l,(~R41f 

.,,. "'"' r,, >J! "'' ~;,frl o: """ 
.11, r,,i,,:,, 

tl'!'llr.Je:maunn 
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After clicking OK, another sheet will appear.  

 

Create PivotTable 

Choose the data that you want to anal'yze 

@ ~elect a table or range 

? X 

Iable/Range: .... I S_lh_e_et_1_!S_1_:SB_. __________ ____.~~ 

0 11,se an external data source 

Connection name: 
Use this workbook's Data f\'1odel 

Choose where you want tine PivotTable report to be placed 

@[f:!ew_Worksheef 

0 p:isting Worksheet 

1ocation~ I Sheet1!SSS13 

Choose whether you want to analyze multiple tables 

0 Add this data to the Data Model 

__ oK_I [ Cance17 
,I. 
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Look for the pivot table fields  

 

 

 

 

Scroll up and down to find the field/s you want to process.    

 

B ., , •').-crn,1~ .. r.-P'II •11- ~0-~1 .,,_ m - ,., :,¢. 

.,., ,..., • ......, ~•••n• r-.- :::i,,1 -- v- Jnl,_ ...,, , ,, • .- -,, ..,.n,. ~•_,.,., 
'rMlrtltJcc"'•-"<fl>•r.et 

Pr-.Tobl::! 

~ ...... 
.. 

6 le:hllo•••""""'dl,e.os,t 
r hi;ltl11nlm:~D,-.al~* 

, .. ldUU 

., 
" .. 
"I 

" 

1' '"" ,...r,., 
' ...... , ... -

PivotTable Fields 

Choose fields to add to report: 

Search 

D ;d 

D popcomno 

D provinc.e 

D provinc.eno 

D c.itymunic.ipality 

D c.itymunic.ipalityno 

D barangay 

D barang;,yno 

D rmflrblo-c.kno 

D houseno 

D household 

D institutionallivingquarter 

D street 
II n?lm ... nf..- ... .:;,,.-,.nr,,nrl,-.nt-

,_ 
··-

Drag fields between areas below: 

~ ~ --~T--5-

T FILTERS 1111 COLUMNS 

ROWS :E VALUES 

D Defer Layout Update UPDATE 

,-,. ]l 1~1:i/. 0 ,_ ,..,..., u--...... ~ ---iil 
r. .. , ...... (I; 

as,.,,. 

;, ....... 
..-,.,........., 
u,_ ... o-"':,,," 
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Example: Tick age and then drag age to both rows and values. Untick age if you want to process 

other variables.  

 

After ticking age and dragging it to ROWS and VALUES, this table will appear. Column A is the 

age range of the respondents (14 to 70) while Column B are the number of respondents in a given 

age. For instance, there are 2 respondents who are 41 years old.  

 

PivotTable Fields 

Choos.e fields to add to report: 

I search 

LJ fname 

D mname 

D relations.hip 

D sex 

GZ1 age 

D 
D 
D 
D 
D 
D 
D 
De 
n tion 

n areas below: 

Pl 
El 

□ 

1111 COLUMNS 

D Defer Layout Update UPDATE 

B ~ - • 

File Home Insert Page Layout Formulas Data Rev1 

PivotTable Name: Active Field: 

PivotTable2 age 

(iEhoptions - ~ Field Settings 

PivotTable 

A3 )< 

A B 

2 

3 Row Labels E Count of age 

13 
1d 

14 1 

1 

1 

2 

1 

1 

7 

-.a---'t Expand Field 
➔ Grou 

~~Ungr 
Drill Drill -:..._ Collapse Field (m Grou Down Up 

Active Field G 

fx Row Labels 

C D 
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If after dragging, the field that appears is sum of age, please drop down SUM OF AGE and click 

VALUE FIELD SETTINGS.  

  

 

This prompt will appear. Choose COUNT and then click OK.  

 

After clicking ok, the field is now changed to COUNT OF AGE.  

PivotTable Fields 

Choose fields to add to report: 

!Search 

D 
D relationship 

D sex 

GZ1 age 

D birthdate 

D sub05 
D placeofbirth 

D s.ubQ6 

D nationality 

D civilstatus 

D religion 

D ethnicity 

D levelofeducation 

Drag fields between areas below: 

El 

□ 

H 

T FILTERS 1111 COLUMNS 

D Defer Layout Update UPDATE 

Value Field Settings 

Source Name: age 

PivotTable Fields 

Choose fields to add to report: ~ 

D 
D relationship 

D 
GZ1 age 

D birthdate 

D s.ubQ5 

D placeofbirth 

D s.ub06 
D nationality 

D civilstatus 

D religion 

D ethnicity 

El 

□ 

D levelofer'• ,.-;a..,_;.,..._..., 
r7 ..--, 1 ,-,-.,.nt-lJ r,,..-,o e !,!p 

Drag fields 

T FILTER~ 

- ROWS 

age 

T 
~ 

1111 

E 

X 
Ii@ 

Mo e.Qown 

Move to Beginning 

r,,.110, eto _End 

Move to Report Filter 

Move to Row Labels 

Mo:veto Column Labels 

D Defer Layout Update UPDATE 

? X 

Iustom Name:I ~ c_o_u_n_t_o_f_a_g_e ________________ ~ 

Summarize Values By Show Values As 

~ummarize value field by 

Choose the type of calculation that you want to use to summarize 

data from the selected field 

Count 
Average 
Max 
Min 
Product 

.t:!_umber Format ._ __ o_K __ _.I ..._I __ c_a_n_ce_l _ _, 
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Navigating the System 

Click the RBIM shortcut and this login prompt will appear.  

 

PivotTable Fields X 

Choose fields to add to ..-eport: 0 ~1 
!Search Pl 
D nnnarne G 
D m-el ati om.ship 

D soex 

G2l ag,e 

D birthdaite 

D subQ5 □ 
D p I a ceofb i rth 

D subQ6 

D nationality 

D civi I status 

D 1religion 

D ethrnicirty 

D levelofeducation 
,7 r-11r.r.,=r1t-h.r,=n,r.-..ll,::::,M 

Drag fields between areas below: 

T FILTERS 1111 COLUMNS 

= ROWS 

~e 

D Defer Layout Update UPDATE 

X 

USERNAME 

IPOPCOM A 

PASSWORD 

RZGISTP l'ORCOT PASsv;JRO? 
LOGIN 
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If it’s your first time to log in, this prompt will appear. Choose your appropriate province and 

city or municipality.  

 

Drop-down the list and choose your province. This applies to the city/municipality as well.  

 

 

 

Once you have selected your province and city/municipality, click UPDATE.  

D X 

Province: 

_, jooo 
City/Municipality: 

,, jooo 

UPDATE 

"A~e=R=A~----------------< ~o 

~~ g~~ ~=TE ~ O ~ 
ALDAY 

~~ ~ 
BASOL.AN 
BATAAN 

c_c:;:~1s 
8ENGUET 
BILIRAN 
BOHOL 
BUKIDNON 
BULACAN 

~~~~ES NORTE 
~~~';"'NES SUR 
CAPOZ 
CATANOUANES 
CAVITE 
CEBU 
CITY OF ISABELA 
CITY OF MANILA 
COMPOSTE.LA VALLEY 
COT ABATO «--tORTH COT ABATO) 
.--TAB.A.TO CITY 

X 
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This workspace will appear.  

 

 

 

 

 

 

 

Individual Record Encoding  
 

□ X 

Province: 

!QUIRINO vi 1000 
~--~ 

City/Municipality: 

I CAB AR ROG u IS (Cap~al) V I ._I o_o_o _ ____, 

UPDATE 

NO 01' l\EOOADSt 00 
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To input data in the individual record, click ENCODING. 

 

Click New. 

 

 

 

Input the details of the interview. 

Click  

Click  

INDIVIDUAL RECORD Ql-014 Q15-Q30 Q31-041 Q42-Q58 IMAGE IMPORT 

NO: 
INSTITUTia.AL LIVING t,UAR'!'ER; 

A. IDENTIFICATION 

Province: QUIRINO 000 

NO 01' RECOR!>l1 .0 00 

Baseline census for the Establishment of 
Registry of Barangay Inhabitants and Migrants (RBIM) 

Name of Respondent: 

Household Head: City/Municipality: CABARROGUIS (CAPITAL) 000 

Barangay: Total No. of Household Members: 

Address: 

(Rooao/Floor/Unit No and Building Name) 

B. INTERVIEW INFORMATION 

Date of Time Time 
Visit 

Visit (mm/dd/yyyy) Start (hh :mm) End(hh:mm 

I 
< 
C. ENCODING INFORMATION 

Date Encoded 
(mm/dd/yyyy) 

I I I 

Name and Initial of Encoder 

(House/Lot and Block No. ) {Street Name) 

Result Date of Next Visit 
Name of Interviewer, Name of Super. 

(C,CB,R) (mm/dd/yyyy) 
Initial / Initial / 
Date (mm/dd/yyyy) Date (mm/dd/yy; 

I I I 
> 

Name of Supervisor, Initial and Date (mm/dd/ 
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After completing the interview details, you can already input the data of a household member. If 

you have inputted the household data first, you can click RETRIEVE so that you will no longer 

encode or input the interview details and instead proceed to the individual member data encoding. 

 

 

 

 

Click the tab  

INDIVIDUAL RECORD Ql-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

NO: Baseline Census for the Establishment of 

INSTITtM'IaiAL LIVING QUARttR: 
Registry of Barangay Inhabitants and Migrants (RBIM) 

A. IDENTIFICATION 

Province: QUIRINO 000 Name of Respondent: 

City/Municipality: CABARROGUIS (CAPITAL) 000 Household Head: 

Barangay: Total No. of Household Members: 

Address: 

{Roam/Floor/Unit. No and Building Name) (Hous•/Lot. And Block Ho.) 

B. INTERVIEW INFORMATION 

Date of Time Time Result Date of Next Visit 
Name of Interviewer, Name of Supen 

Visit 
Visit (mrn/dd/yyyy) Start (hh :mm) End(hh:mm (C,CB,R) (mrn/dd/yyyy) 

Initial / Initial / 
Date (mm/dd/yyyy) Date (mrn/dd/YYJ 

I I I 
' C. ENCODING INFORMATION 

I Date Encoded 
(mrn/dd/yyyy) 

Name and Initial of Encoder 

I 
' 

NEW CANCEL 

INDIVIDUAL RECORD Ql-Q14 

NO: 

I 

RETRIEVE 

IHSTI'l'UTia.AL LIVING t,UARl'ER; 

A. IDENTIFICATION 

Province: QUIRINO 000 

City/Municipality: CABARROGUIS (CAPITAL) 000 

Barangay: 

Address: 

(ROOIII/Floor/Unit No and Building Name) 

B. INTERVIEW INFORMATION 

Date of Time Time 

I I I I 
> 

Name of Supervisor, Initial and Date (mrn/dd/y 

I 
> 

Baseline census for the Establishment of 
Registry of Barangay Inhabitants and Migrants (RBIM) 

Name of Respondent: 

Household Head: 

Total No. of Household Members: 

(House/Lot and Block No. ) {Street Name) 

Result Date of Next Visit 
Name of Interviewer, Name of Super. 

Visit 
Visit (mm/dd/yyyy) Start (hh :mm) End(hh:mm (C,CB,R) (mrn/dd/yyyy) 

Initial / Initial / 
Date (mm/dd/yyyy) Date (mm/dd/YY) 

I I I I I I I 
' > 
C. ENCODING INFORMATION 

I Date Encoded 
(mrn/dd/yyyy) 

Name and Initial of Encoder Name of Supervisor, Initial and Date (mrn/dd/y 

I I I 
' > 

NEW CANCEL RETRIEVE 



79 
 

After clicking the tab, this appears. This where you encode responses for Questions 1 to Q14. 

Data to be inputted are codes except for a few questions that are open-ended.  

 

After completing data encoding in Q1-Q14 tab, proceed to Q-15-Q30 tab. 

 

 

 

 

INDIVIDUAL RECORD QH}l4 Ql5-Q30 Q31-Q41 Q4Z-Q58 IMAGE IMPOIH 

01 w..&c~, rlll3f W:Wi, lflllCIL.I: JW12 ca lilll 
[Plt!Ult 'll'rlt<e ]'Q"UT fl-] 

OS Pt~i;e 01'" S1Tt.b.Ltt (;;.lfftnt ba?",11n,J!l7 1)1.eai,.e ll'T1t.t 1) 

C1 ty 6l' lit:m.1.c.J.pal.1 ty UICI l>Niviaci;. 
Oll IU,ibe■ t~or&aw:.auon~l.e,:;e,:s. 

02 l'CIJ,!IT~HJ.P 'TO H3ll 
Wh.iit 1• 'II l'a)at:1ori11rtp t.o 'EEi ha.l,4"i' 

Q]_ SQJl.(:I ■ aaJ.Q or- Can..l..Q~I 

Q1. Mat1or.il1 ty U11 .a. nl.!.p.1:ia-?' ! r c.n, 
~t 16 11 natio~lity')I 

08 liC;.tit..1. St.atl.1111 C 'lnl..;i,t. ls, ·a ~1-r1mt 

~n.~e~tu..,'?I 

Ql.0 111:hru,,.ay 

OU. Q.ln-eJ1.tl:, Eti.=ll.Q>d. 

" 

QH. Pl;.e1 or sce.001 

Nole 
"- ;::!•~'"Jo ... ~~ lj):C..,•,tl:k'ta 

,.i..u .. ~u ~ .. __ ..,_ 

-1-·r.i:1:<1.n:t lhi<• 

,;111,tu.&11 ....... 
liafa:l 

ttt.:K!i-t 
l4,,:,q•u • l 

auo.n.u11 to..i.t-.1. 
'l',;,o ~,;l 

...... ,--~ . .,,. 

.,...... .... ~.1:-.u-f-. 

.lolc:,, .. ~~ 
•OINt"rtlaUK:O 

,._ ... ,..,.n 
IUpoca•lll 

~;:;;,w 
tugl:t<r-1.11·L-•tf ~-·, 
.... .i,,. ... I.lo 
lu,,~:11 
1.,.,..,,,,.l'J 
..... 15 

-~· a ~•1? 

-,c)u,d.o"f'P"• 

u.1.or.tk"°''lloc1..,...., 
U'l:1-:, tn=sk 

o,l'.l&ec..:s..ru. 
C'lnu.~ ~•I' - 1 
u .. ~,•~ 
Ndt.<>dw•~• 

O'I ... ,Minh,~ 
r.1..U;p>l>l•l ...,._..., 

c-, .. '¼i... .... 1:u 
ci.-.u-r..1•ubm•Ol 
I.up ,d-1 lad - t'!I 
1:1.¢1.:-l-.-.=a•tl 

::::r.::-:z:ID ~-,r. .... tc•~ 
"+:,oo1,K.ll!/'fhj,•lJi 
~k.,al•ll 

r..u_'"' ........ -Jl 

-•~=1.1 

'iu pu-n,t<.•l 
~ .. 
E~q:I 
.,__llopSoloN.l:l 

~i.i.,Pl!lc:hoJ~l 
\l:tcLl~n.l.•1 
~Vt:.-nu;i·"'I 

,~i.,,,..ts.-i 
ria.n..u .. ~......,...... 

INDIVIDUAL RECORD Ql-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

015. Montly Income 

01 '1. Sta tu■ or Work/Bu■ine■■ 

018. 

019. Place or Delivery 

" 

Note 
ou11or.t1-.11· 1, . .,... 

fua~ll'.4>.ca<•••"'aq,t 
-.ill1·~.lf 

-1o\M J>H 4"\', all 
u ... ..,,ua1_..,.., 
uetl·.Npu 
<1oru..i-.iu;>11·~· 
u ... ,,,_Hof<Sor< u ... ~--.oL:t-• 
-UH f<>< <I--" ..... ,1e 

l!-.:;m;,Sr!PTI;ll)J.I 

OUS-«cofl,.
l.apl.o:i-,,.tsl 
ksuAns2 

0115tat•sof11odilhW-"n 
Pei:ao:r.cr.t11ocl"'l 
Cuu.111o-.:l,.2 

C.-.t<aetu.111od.,.J 
i.,i;.•.i.da.oJ.lro....ec1 
&nu.ens f 

D.aced/Pa<tr.cuJ...1.p 
&nu.ens S 

C..<p<><&tCflr.SJ.l'.cnsi 

Qll 9illa of 11o-.:l/!u,s>rA<< 

91-...~VUS& <)>-" U<pOr.<-< 

019 Place of l)<.l.i: • .,q· 
PabJ.,,c, ~.osp,u&l s I 
Pci·.,,choSJ>,1tals2 

l.\'U>J'•u, tluic s J -·· lf otJ.-"u, p.lcuc wcitc tu 

020.Per■on who M■ i■ted in the Delivery 02,. Bed th In■urance 

022 Living children 

'"' 
024. Source or FP 

025.Intention to U■e FP 

020 p.,...,... W.<> Aonncd il-. t).., Do.li'.,q 
0..,, .... 1 

lf<><leus,J>l.a&o. 
.,.;,_,. u ... '*<J>O"'"" 

02'1 Facility Vi■ ittil 

028. Rea■on for vi■it 

on Di■abili ty 

030. Solo Parent 

021r&C.J.l.i.t1·\ll.>itcd 021ica..,.,fo,\ll.sit 
l-1.c stcri.l.i .. tior./1.igau.ar. " I Go-.,.~., ~.osp.,.t&l " I Go-.,...-,.., ~.ospit&l s I Sid/le.jued s I 
llalcstcn.li .. tior.Mscct....,·s2 Dll/llcalthctr.tccs2 DU/llcal.thctr.tccs2 P<cr.ao&l/Postr.a<&ls2 
IUDs) kgi·.11<,al<l-.!tati.ar.sJ !<91·,llcaltl-.Stau.ar.sJG,r.,.l,icthsJ 
lr.je-ctahlcs s t P<i·.,oc }.ospit&l ., t P<i·.-.tc }.osp.,.t&l ., t Dtt.t&l " t 
1-,.W.usS 1'1-.azaaci·sS P'ri:.,occlu..1.esS llcchc:&lcJ.-"cl.-apsS 
Pillsi l{o<I-Ac..,.ccc,wcitctl>An>p<N".SC 1'1-.azaaci·si llcchc:&l<eqa.i<_,..,si 

C.,,._s1 hlot/llcd>o.l..l.sts1 lrffS/OCf/U's<eqa.in■cr.ts1 

ltod,ur. r.o.tual rP., I Q2i llc&ltl-. lr.ncu.c:c If •ti--"< faci.li.t1·, If o<l-. .cc cca-., 

021 [-,.i,a,i<><I l.o.eu.ti.or.■.l ,-,.....,u-. llo<hod 1'1-.i.lllc&ltl-. p■.}"J.J''l -• ., I wcitc <I--" <Cspo<"-"" write tu <<spo<"-"" 

=,ca.:i:: ;::.:;:".::.. ~:/:;•~ed,.!i•:: ~!::::.:•t.cc/ :~;:wcitc 0 a,cl mp 'IQ Q2S =.-!~ dcJ-.du.t of p■.\'U>J' 030 Sc,lc, Pum 
l't.tlllu.ltl-.il-,hqcr.t-••3 ~i<•HedSc,lc,p■.ur.,sl 

Q221.t·.'i:r'1chldcu. 
Aoi<f<><tl--"tot&lr.-..,of,,.cqr.u_cicstl--"l£11 

-•~.■.d.ltlt•tl--"u.-,a,tl--""l'P"' 

,riu'llctur., a..i.~---1·austillli·.'U>j'asof 
._._of· ...... ·1 'tcw,u. •t_,., 
,riu'llc. !f,,,.,,.,vnecDil-.tl--""!'P"<<<lir4lcu.d 
nu.u ... i-c,«ur,g-i., tur.mPT002J 

l't.tlllu.ltl-.dcJ-.du.• of Q2f Dioalul..ur ...... Sc,lc, Puu., s 2 

025 Iucr.U<>r. to 11.., rP >rcliqH.c -• • t 'lu • l (lfu,c nspor..., ,.,,_ "l'P"' 11,_ug-;.«attd S<>lo h.,cr., • l 

l,. 'I= (llritc <Cspo<"-"" il-. -• tciAr'llc f.tlS • S tnar'll& u.<I. tl--" tJ:pt of dtsahilitJ· •• 
u.d rP -tl-.od at tJ-.c i-.,, tria,qlc) SSS • 6 .J-..c 1-c ,DAr'llc) 
,,. .. (lfutc ccspoo,sc ;,,_, tnAJ>)"l.c Pu:.•••/Jll'.l• l .. .,2 (hicc Uspoll".$0 U.-• 
ar.d cu-. a, t).., 1-< tri&r'll.c) If <>cl--"<S, ,W,c.t vcicc u... ,nar'llc ar.d n •• eh 1-..t ,nar'11-) 
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After completing the data encoding in Q-15-Q30, proceed to the next tab for Q31-41.  

 

After completing the data encoding in Q31-41, proceed to the next tab for Q42-58.  

 

 After inputting the data for Q58, please click SAVE.  

 

 

INDIVIDUAL RECORD Ql-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

QJl. Registered Senior Citi:i:en 

Q32. Regiltered Voter 

Q36. Type of Re■ ident 

" 
037 Oate of 'l'ran,fn(-/yyyyJ 

039. Return to Previous Residence {-./yyyy) 

O40A. Reuon for tran,fering in thil barang.i.y 

" QJJ. Previou■ Reaidence(Reaide Five yeara ago) 

In what barangay and city/municipality Q38A.Re,uona for lea.ving the previoua relidence Q40B Reuon for tranafering in thil barangay 

did_ re■ ide rive yean ago? 

034. Previous Reaidence(Reaide ■ix Nontha Ago) 
In what barangay and city/municipality 

QJBB. Rea11on11 for leaving the previous residence 

" 
Q40C. Rea■on for tranafering in this barangay 

" did _ relide lix month• ago? 

035. Length of atay in Buangay 
No. of yeara/No. of month■ 

Q38C. Reaaona for leaving the previous reaidence 

" 
041. Duration of stay current barangay 

Note 
Qll hgiotued Scd.o~ Ci.ti-. 
'fu:l 

Ql2hqiotued'-'itu 

Pl.eaoevrite tl-.er.-of tb 
bo.ur,g-arir.111-.ichllll-• 
h ugi:,eted •• .• ..,,er. 

Qll h<!".">.ouheadu.u 
llri.tc tl-.&bo.ur.qayu.dcitrf 
..,..icipt.li,~· 111-.ete r-...i-.old 
...,,.,,,uidcd{i·c.,rt•n~ 

Qlih.,..-ift,io,ider.u 
llri.tctl-.ebo.ur.g-•rar.dcitrf 
..,..icipt.li,;-wl-.e,er.o11<e.old 
...,,.,,,uidcdoll..,,..th~ 

QULc.g--J-.ofSt•rir.Batar.g-8)· Q36i)Jl"'ofhtidor.t Q31DatcofTtar.,frt 

llri.te tl-.e ~-• h-l'li.g-..-ar.t ., l 
of run ar.d lh'JIOl".:e ir. QB L".d QM i• tl-.e =- _,,._th ar.d 1eu tl-.e 
_..tl-.s of "•I· ir. wiUI Cll.r<""t under.cc) m.lf' t ot t<U'.O>.a.t 

tl-.e bo.tL".'J&l"· ~.,.., = 2 tu: .•• nud L' 

(h::pm-.:e i,. Q3J u.d/ot QH io ""'""""'·' bo.,ar.g-•r 
UI tl-.e ._, clif!eur.t with nncr.t uoidu.«. ar.d ltite tl-.e ...... th UI 
ttiar.g-le &r.d tl-.e te::po:r.oe u-. QlS io at lu>< OU _._tJ-.s tl-.e ._, tti&.•.g,l.e 
ru,ir.tl-.et-, ar.do:-.eda1·) ar.dtl-.eycuir.tb. 
uiar.g,l.e Ttar.tler.1=) 1-tttiar.g,l.e. 

01'1=1 
D£CFJ,SC., s 
lh'JIOl".:e ir. QB L".d/Ot Q34 i• 
cli{!e,a,twithc-ancr.tuoider.a.ar.d 

te'JIOl".oeUIQlSi•l.e••tl-.L-.iliaor:,h) 

am, Ql!ll, a1ac :a..., • ...,. !o, i.u-.ug 
l.&tl o! -1<>)_,.., = Dl 
Pctcc;,tiot.o{bc,tctU".~UI 

otl-.et pLace = 02 
Scl-.-lir,g- = Ol 

he::er.oe of ttlati·.~• L".d friu.do 
ir.otl-.HpLl<c=ll4 
~_,._,/.Jobhlocatiot.* OS 

Di .. •tet·ttlatedh.locauw.=U 

To li·.~witl-. Pater.:== 01 
Toli· .... witl-.Q-.ild,:.,,:D9 
l'ot.tti.agc.,10 

Sc;,atatior.=ll 
C-tir.g--ttlatedW=.,=U 
llea.l.tl-.·ttlatedha""'•=ll 
PcaccWScnti,r=lt 
0-.l-.eto=lS, pl.e...:,peu!r 

anz.,,..,-.,oPu-.'ioui.o•ider-•• 
Yeo ., L lhite <e'JIOl".sc ir. ._, ttiar.g-le u.d de date a, tl-.e 1-t triAr.g-l.e) 

llo " 2 (Write te:po:,oe u-. -• ttu:.g-l.e v.d 19 at tl-.e 1-t ttiar.g-le) 

Q,lt.l., Q,l~B, Q,IDC hear-" !o, T,uc,!cnir.g

k.~tr of job• " l 

huer.cc of ttlati·.~• u.d. {tier.do ir. otl-1t J>LI•• = t 
lloun:t,g., s 
I! otl-.et ucorJ•, vrite tl-.e tC'JIOl".oe 

OUlloratim-.ofS,arll".Cart""tktar.lj"8)" 
y.,,.,1 

INDIVIDUAL RECORD Q1-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

0'42A.C'l'C infonu.tion 045. Do you own or a.morti:<e thi■ hou■ing unit occupil>d by your 050A. How doe■ your hou■ehold u■ually di■po■e of your 
(0...■ _hav. a val.id CTC?J hou■1>hold or do you -.-.nt it, do you occupy it -.-.nt fr,.. with con■•nt lr.itch•n garba.g• ■uch a■ l•ftov1>r food, plOIOling or rruit■ and 

V109etabl•■, H■h and chiclr.en entrAil■ and other■ ? 

042B.CTC infonu.tion 
Ota.■ the CTC iHued in thi■ ba.ranga.y?) 

043. Still ■ Development '!'raining 

044. Still ■ 

046. Do you own or a.morti:<e thi■ lot occupil>d by your hou■e 

hold or do you r•nt it, do you occupy it r1>nt rr,.. with con■•nt 

or own•r or -.-.nt rr,.. without con■•nt or own•r? 

047. What type or ruel doe■ thi■ hou■ehold u■e for lighting? 

for coolr.ing? 

049. What i■ the hou■ehold" ■ ma.in ■out"ce or drinlr.ing water? 

054. Do you have any fe111a.le RH llelllber■ who died in 
the pa■ t 12 111<1nth■ ? How old i■ ehe a.nd what i ■ the 

ca.u■e of her death? 

056. What at"e the coanon di ■ea■e■ that ca.u■e death 
in the ba.rangay? 

055. Do you h.t.VIO a child HH m.amb!Or b!Olow 5 y1>ar■ old who diad 
in the ~• 12 month■? how old i■ ■h1>/h1>? what i■ 

050B. Do you ■egt"ega.te Ga.rba.ge? 

051. What type or toilet racility doe■ thi ■ hou■ehold u■e? 

052. Type or Building/Hou■e 

" 
053. Con■truction Ma.tet"ial■ or the outer wall 

058. Wh1>-.-. d<>t> ■ your hou■ahold int1>nd to 
■ta.y rive year■ rrom now? 

Ba.ranqay· 

Municipality: 

the cau■e or her/hi■ death? 057. What do you thin.Ir. a-.-. the primary need■ of thi■ ba.ra.ngay? 
Age: 
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You may wish to input images to be ingested into the system.  

 

 

After clicking SAVE, a prompt will appear indicating the successful saving of the data. Close the 

form and go back to the workstation if you wish to enter data for the other members of the household.  

 

 

 

 

 

 

 

 

 

 

 

 

 

INDIVIDUAL RECORD Q1-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

'"""' 
6:l.OIIS'.:: 

U:li't 't'Hmm 1Wl.5! 



82 
 

Retrieving Record  

If you have encoded the household record first, you can retrieve the preliminary records of 

household members so you do not need to encode them again.  

 Click RETRIEVE and this prompt appears.  

 

 

 

Choose the name of the household member. Highlight the row.  

 

Click  

List of HH members  

lNDIVIIJUAL 111:COJ-m 01-QH Ql!,,-Q:JO (JJl-Ol1 042-0'.aoll IMAGE ffl'll'ORr 

NO: Ba.••11.ne Oanau toic the :t!lltabl.i•tme.nt. of 

s 

&, INTZl(VTl.91 lllfP'OIIMllo't'(~ 

llJltG ot Ti.aG l'.iMII 

ae,guuy O!. B..r11ngay Ibhabit:&1:1.U •Dd Ni~•nt.a (IUIIM.) 

.Nil- Ot l,_.•pa,n.,;loe11t..l 

ll,:11,aUU'l~]dl fU1•(1t 

~t.al 1iD, o{ Ha,u,sabold llllmbaEII 

"""""'"' 
YL•l hnl"ll~(-yyyy~ llt .. r~ihh1"'"'t l{nrl(hl-i;r,,oi 

RBIM-SEARCHING OF RECORDS 

EAR.CH: I 
POPOOMNO LASTNAME FIRSTNAME 

001. 3ABAR 3E 

001. 3ABAR MELVIN ,. 

LOAD DELETE First I Pa.,ge 1/ 1 

j 

□ X 

I 
Ml 

L 

A 

Necxt La.at 
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After clicking RETRIEVE, details of the interview will automatically appear.  

 

 

Responses to Q1 to Q5 will also automatically appear. 

 

 

 

J 

INDIVIDUAL RECORD Q1-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

NO: 001 Baseline Census for the Establishment of ~----------------~ 
BOUSEHOLD: ~ INSTITUTIOOAL LIVING QUARTER:~ 

Registry of Barangay Inhabitants and Migrants (RBIM) 

A. IDENTIFICATION 

Province: !QUIRINO I~ Name of Respondent: 

City/Municipality: ICABARROGUIS {CAPITAL)!~ Household Head: 

Barangay: ~ Total No. of Household Members : 

~---------------~ Address: 

(Room/Floor/Unit No and Building Name) (Houae/Lot and Block No. l (Street Name) 

B. INTERVIEW INFORMATION 

Date of Time Time Result Date of Next Visit 
Name of Interviewer, Name of Super,, 

Visit 
Visit (nun/ dd/yyyy) Start(hh:rnm) End(hh:mm (C,CB,R) (rnm/dd/yyyy) 

I I I I I 
< 
C. ENCODING INFORMATION 

Date Encoded 
(rnm/dd/yyyy) 

Name and Initial. of Encoder 

NEW CANCEL RETRIEVE 

INDIVIDUAL RECORD Q1-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

01. NAME(SURNAME, FIRST NAME, MIDDLE NAME OR NI) 

03 s~(I■ m.ai.l.e or rem.aLl.e?J 

04 Ag• (How old i■ •• of' hia/h•r La■ t birthd .. y?) 

OS Dat• or Birth (Wh.,. wa■ born? )a(/YYYY) 

•Spou..,ofllo,ad 

• 11or.,.r -n.i.<t<I ct.i.ldnr. {~ 
~st to 1.....,.-,est 
+ c-.... ,-.-ci.edcl-.il.ck=, tJ,.., 
'J>O'l5e&r.dtl-.,,h!aai.li.es{raa 

olastto1.....,..qest 
- O,:t-.er ul.&t.i:,,.s 

12014 

01k.Latio,-.:,l-.ipto1{ooa:>d-.oldkad 

l!ead•Ol 
S,,O..=c=02 
Sor.•03 
Do.u.ql-.<et = Ct 

Ste;,.-•05 
St.e,ida"9hU,t" 06 
Sor.-u.-i.-,. 01 
Do.u.ghet-U'.-1-•CI 
Gtar.4:o<:., H 
Gt..,-.dda"°P'tet• 10 
f"atJ,_.,,,. U 

SiHC1'" U 
U...el.c•U 
Am-.,,.u 
~---11 
llace•ll 
Ott.et te.lati•.,.., U 

D,,.utic}.c.lpuz22 

,. ... 

06 Pl. .. c• or Birth(ir curr.,.t b .. rang .. y pl.• .. •• writ• 1) 

City or Nunicipal.ity and P_=_•_fo_c_• ---~ 

07. National.ity(Ia _ a Fil.ipino? Ir not, 

what ia _' a national.i ty?) 

08. Marital. Statu■ ( What i■ '• curr.,.t 

-rital. ■ tatu■ ?l 

09. Rel.igion(What ia the rel.ig-ion or ?l 

010. Ethnicity 

OSHat.italStat,is 

Sir-'Jl.c"l 
Hartlcdz2 
Li·."U"-'J-;_,,_,.3 

lfrite.tl-.e.aqe.aso! 

l.&nl:>i.1etl-..d&1 

Q5Do.uo!llittl,. 
Pl-<aU'.dic:.a,e.U,O.-.t>. 

ar.d1-euo{l:>i.1etl:. lfrite 
tt.c-.t>.U\tJ,..,_.,, 

t.tlar-'j"l.car.dtl--"l""';_,,_ 
tJ,..,1-,ttlar-'j"l.c ~rUe<l"5 

n:;_.,.,.ce<1,., 

06Pl&ceo!lli1et>. 
Cun:er.t.&t&r-'J•l·•l 
l{otJ,..,,batar-'!"•1·, 
vtlutJ-.-.,-.._,_,.. 

Q'J .. tior.&lit1· 
f"i.l.ipiz-.0 .. 1 

llooc.·f"i.l.i;,i.r.O" 2 
l{r.otf"i.l.ipiz-.o,J>L<,.a"" 

WT.ite.JtJ,.cr . .,_ 
ar.c1u,e., .. ._ ... 

Q9Rtliqi.or. 
Pl-<avtlte.tl-.e.re.spor.:c 

QlOl:tl>.r..itlt1· 
Pleascvtlt.e.tl--"t"-"J'O"""" 

Initial I Initial I 
Date (rnm/dd/yyyy) Date (rnm/dd/YY) 

I I 

Name of Supervisor, Initial and Date {mm/dd/ 

011. High•■t t..v•l. or Educ .. tion Compl.•t.d 

Ol.2. CUrrentl.y Enrol.l.ed 

013. Typ. or School. 

014 Pl.ace or School. 

Qlllliqt..e.nl.c-.,tlo{Edi,c,at.ior.~te.d 
Jlo-catio:r..,00 

J:leae.r.taq·l..-.U• 02 
1:1-,,uq·g-r-...u .. O1 
lliql,.scl-..ooJ.l.c-.,.J.,.Cf 
lligl,.scl,oolg-r-...,,. .. os 
.,,.,_.iorJISa06 
.,,.,_.iorllSg-r-...te.•01 
Se.r..iorllS1.c- • ...i .. 0a 
Se.r..io,11Sg-r-... • ., .. op 
\,t,catl.~fT-1,.zlO 

Colle<l'<l.c--"1.all 
Coll"'J'l'g-r-...te•l2 
Pon-g-r-...u,. U 

Ol2Cun:e.u.lyl:r.tolle<I 
Y=, J"'bl.i«,. l 
Ye.s,pr.i·,ate.=2 .. , 
l{Jlo,SlClPto0l.5 

QllScl-..oo.l.1\-p,t 
J:1-,,.uri;=l 
.,,.,_.iorlli.g-t,Sc}..ooJ.,oJ 

Se.r..iorlli.g-t,Scl-..ooJ.•l 
\,t,cati.or..al/Te.cl-.:r..ical=f 
Coll~/Ur.i-.,.nit1·•5 

Qlf PLaeeo!kt..ooJ. 
Pl.cascvtlt.e. tJ,.., re."J'O""sc 

> 
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Household Record Encoding 

Input the details of the interview. 

 

After encoding the interview details, click HOUSEHOLD RECORD tab. Encode names of all 

the household members, their relationship to the household head, sex, age, and date of birth (year 

and month). 

 

 

 

 

 

 

I:DENTI:FI:CATI:ON HOUSEHOLD RECORD QUESTI:ON FOR THE HOUSEHOLD 

NO: I I 
lCJUSEHOl.D: t=_J INSTITUTIONAi. l.IVINC QUARTEP.: ~ 

Baseline Census for the EstablisJ-unent of 
Registry of Barangay Inhabitants and Migrants {RBIM) 

Province: QUI:RINO 000 Name of Respondent: 

City/Muni.ci.pali.ty: CAB.A.RR.OGUI:S (CAPI:TAL) 000 Household Head: 

Barangay: Total No. of Household Members: 

Address: 

I Vi.si.t 
Date of Ti.me Ti.me Result 
Visit(mm/dd/yyyy) Start(hh:mm End{hh:mm) {C,CB,R) 

I I I I I I 

Date of Next 
Visit{mm/dd/yyyy) 

I 

Name of I:nterviewer, 
I:ni. ti.al 
Date {mm/dd/yyyy) 

I 

Name of Supervj 
I:ni.ti.al 
Date {mm/dd/y-yr. 

I 

Date Encoded 
{mm/dd/yyyy) 

Name and I:ni ti.al of Encoder Name of Supervisor, Ini. ti.al and Date {mm/dd/ 

0 DI:SPLAY NAME 

IDENTIFICATION HOUSEHOLD RECORD QUESTION FOR THE HOUS'EiEOID 

Ql, LA.'l'l' NAMR Ql. FIRSf w.ME Ql. MI 

I I 

i 

0DI.5FLAY N;\ME 

(l2, R!lIMIO~SUIP ro HHH 

I 

Dl5Fl..l\.:t RECOR 

()3, 04 QS. DATE OS 
SEX AGE BIR.TH (Year} 

DATE OJ 
(Month) 
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After encoding data of household members, click the QUESTION FOR THE HOUSEHOLD 

tab. Encode responses to questions 45 to 58 and then click SAVE. Click CLOSE and go back to the 

workstation.  

.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Click  

IDENTIFICATION HOUSEHOLD RECORD QUESTION FOR THE HOUSEHOLD 

045. Do you own or ~rtiz:e thi■ hou■ing unit occupied by your 
hou■ehold or do you rent it, do you oc:cupy it rent rr ... with c:on■ent 

of owner or rent-free without c:on■ent of owner"? 

046. Do you own or ~rtiz:e thi■ lot occupied by your hou■e 

hold or do you rent it, do you occupy it r•nt fre• with c:on■•nt 

047. What type or fuel doe■ thi ■ household u■e for lighting"? 

" 
048. Whil.t kind of fuel doe■ thi■ hou■ehold u■e mo■ t of the time 
for c:oolting? 

04' What i■ the household' ■ lllilin source of drinlting water"? 

050A. How ~• your hou■ehold u■uil.lly di■po■e of your 
ltitc:hen ga.rbge ■uc:h a■ l•ftover food, ~ling of fruit■ .a.nd 

iFeta.ble■ fi■h .a.nd c:hicien entrails il.nd o~ir■ "? 

050B. Do you segregate Garbage"? 

051. What type of toilet fac:ility doe■ thi ■ household u■e"? 

052. Type or Building/House 

053. Con■truc:tion Material ■ or the outer wall 

054. Do you Hil.ve ;;any F.....,.le -..ber■ who died in 
the p;;a■t 12 month■ "? How old i• ■he .a.nd whil.t i■ th• 

.... rn Cause of Death: ~ 

055. Do you have a child below 5 year■ old who died 
in the pa■■ 12 month■? how old i■ ■he/he"? what i■ 

the cau■e of death"? 

Age: @=fil Sex: ~I'_' _____ v~I 

Cil.u■e or Oeil.th ~-------~ 

056. Whil.t ii.NI' th• common di■ •il.■•■ that C:il.u■• deil.th 
in the ba.ra.ngay? 

057. Do you thin.It .,..., th• primaary n•ed■ of this ba.r;;ang.a.y"? 058. Wh•re do.a■ your hou■ehold intend to ■ til.y five ye.a.rs 
from now? 

Bara.ngay: ;===========: 
Municip;;ality- ~======~ 

SAVE 

0 DISPLAY NAME DISPLAY RECORD 
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Updating Record 
 

If you wish to update record of individuals, go to the ENCODING tab (workstation) and click 

INDIVIDUAL RECORD. 

 Click RETRIEVE. 

 

 This prompt will appear. 

 

 

Click  

  

INDIVIDUAL RECORD Ql-Q14 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

NO: Baseline census for the Establishment of 
Registry of Barangay Inhabitants and Migrants (RBIM) 

A. IDENTIFICATION 

Province: QUIRINO 000 

City/Municipality: CABARROGUIS (CAPITAL} 000 

Barangay: 

Address: 

(Room/Floor/Unit No. and Building Name) 

B. INTERVIEW INFORMATION 

Name of Respondent: 

Household Head: 

Total No. of Household Members: 

(Houee/!.ot and Block No.) 

Visit 
Date of Time Time Result Date of Next Visit 

(mm/dd/yyyy) Visit(mm/dd/yyyy) start(hh:mm) End(hh:mm (C,CB,R) 

I I I I I 

C. ENCODING INFORMATION 

I 

(Street Na111eJ 

Name of Interviewer, 
Initial / 
Date (mrn/dd/yyyy) 

I 

Name of Supen 
Initial / 
Date (rnrn/dd/YY1 

1 

Date Encoded 
(mm/dd/yyyy) 

Name and Initial of Encoder Name of Supervisor, Initial and Date (mm/dd/ 

NEW CANCEL I RETRIEVE I 

INOIVIOUAI. ~U:.COl'U) 01-<JM Qlt,.-QJ() QJ1-0'1l OU-056 IMAOl:.INl'ORI 

,Jt)Ylll .. i C,,Jlllll~1) 

Cit,y/kltt"<l.,lp\ll]tty! (f'"J\,PTT .. 11 !JOI> 

~t• Ot TllM TllMo 

~ll!lline ce.1:1.su.!1 t6:c th.a btabl1Sbmelllt of 
'4qht.ry or aar.a.ngay 1..llhahi.cut.11 .and llli9ra.nu CUI..M) 

1,.1,011a11Mld liNl>'II 

"T,n.1..1 Ho, or Rot.1-hol.d ....,.,_, • 1 

vt .. ,t ~1!/"d/yyyy) lt.u (t,hrftt'I RTWIOth.llWII 

P•t•'I~ 
lfMl/dd/Y'fY'Y) -~~-
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 Highlight the name of the household member to update personal record.  

 

 

 After you have edited the data, go to Q42-Q58 tab and click SAVE. After saving, close the 

form to go to the workstation.  

 

 

Highlight or click  

Click  

RBIM-5EARCHING OF RECORDS □ 

s EARCH: I 
POPCOMNO L.ASTNAME FIRSTNAME Ml A 

OOl JABAR JE L ~ 
OOl JABAR MSLVIN A ,. 'Ill 

LOAD l DELETE First Previous IPa,ge 1/ 1 I Next [ Last 

INDIVIDUAL RECORD Ql-014 Q15-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

Q42A.CTC infona.a.tion 
{Does ~ve & va.lid CTC?) 

042B.CTC information 
(W;a.s the C'l'C i■ -u..::1 in this barangay'>) 

043 Shlle Oevelopa,ent Training 

045. Oo you own or amortize thi• housing unit occupied by your 
household or do you rent it, do you occupy it rent free vith consent 

046. Oo you own or amortize this lot occupied by your house 
hold or do you .... nt it, do you occupy it r<>nt r..- with con■t>nt 

of owner or rent free without conaent of owner? 

047. What type or fuel doe■ this household use for lightinq? 

" 
048. What It ind or fu•l dot>• thia hou••hold ua• mo•t of th• ti.moo 
for cooking? 

049 What i• the hou•ehold'• main aouree of drinling water? 

054. Do you have any female Hll IIM!lllbers who died in 
th• pa•t 12 month•? How old i• •h• and what i• th• 

eau•e or her death? 

056. What are the eoafteln di•ea■e• that eau•e death 
in th• bat.rangay? 

Ag•: EJ Cause or Death ~-----~ 

055. Do you have a child Hll IIM!Mer below 5 years old who died 
in th• pa■■ 12 month■ ? how old i■ •h•/h•? what i■ 

050A. How doe■ your household usually dispose of your 
kitchen garbage such a■ leftoV@r food, peeling of fruit■ and 

r::•t:.abl.ea fiah and chic.ten entrails and o:jr■ '> 

050B. Oo you segregate Gat.rbage? 

Wha.t type or toilet raeility doe• thi• hou•ehold u•e? 

'f'yp,e of Buildino/Hou•e 

Con■truetion Material• of the outer wall 

058. Where doe■ your hou■ehold intend to 

Barangay: ;===========: 
Municipality· ;::::====:::::;;,:C===: 

Province: ~----
the eau•e or her/hi• death? 057 What do you think ar• th• primary nRR<i■ of thia bat.rangay? 

X 

I 

-
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Deleting Record  

If you wish to delete a record, go to the ENCODING tab (workstation) and click 

INDIVIDUAL RECORD. 

 Click RETRIEVE. 

 

 This will appear after clicking RETRIEVE. 

 

 

 

Click  

INDIVIDUAL RECORD Ql-O14 Ql!>-Q30 Q31-Q41 Q42-Q58 IMAGE IMPORT 

NO: Baseline Census for the Establishment of 
Registry of Barangay Inhabitants and Migrants (RBIM) 

A. IDENTIFICATION 

Province: QUIRINO 000 

City/Municipality: CABARROGUIS (CAPITAL} 000 

Barangay: 

Address: 

Name of Respondent: 

Household Head: 

Total No. of Household Members: 

(ROCA/Floor/Unit No. and Building Name) (House/Lot and Bloct No. J 

B. INTERVIEW INFORMATION 

Visit 
Date of Time 
Visit(mm/dd/yyyy) Start(hh:mm) 

I I 

C. ENCODING INFORMATION 

Time Result 
End(hh:mm (C,CB,R) 

I I I 

Date of Next Visit 
(mm/dd/yyyy) 

I 

Name of Interviewer, 
Initial / 
Date (mm/dd/yyyy) 

I 

Name of Super, 

Initial / 
Date (mm/dd/YY) 

Date Encoded 
(mm/dd/yyyy) 

Name and Initial of Encoder Name of Supervisor, Initial and Date (mm/dd/ 

NEW CANCEL I RETRIEVE I 

INOIVIIJUALlllCOI.O 01-0lit 01:..-QJO 03t-Olll 042-0-AI IMAGl:.tr,,M:IORr 

NO: 

A. IOCNl'll'lCA.1'1 

l!l&H1l.1.rw!I Can.AWi ftu: ~M :!stal:IIJ._■llllant of 
~uuy Cll.f. BA.r•nqay 1..b.tlahita.11t.■ -.ad IUgr.a.nu (llBDl) 

OllyFJtu,i!~tp.lllllt.)'1 C'.AJ\MUWWJIITR ff"Al"'lT..,TI 1100 

&liCAnQlllYI l'oit.AJ No. ot Hou.H,bold llllfflbe .. 

j 

Dat• 'tllf T1- '1'1-
Vl.•U. C trld/yyyyt Kt. .. .-l).lhh11...,I ~(hh;,..., 

1'1- ar..d ln1U•.l c.t' Eraon;:W.r 

•,-.-•- ~ U I ...I -•• 
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 Highlight the record (name to be deleted)  

 

 After clicking, this prompt will appear. Click YES and the file will be deleted.  

 

Highlight or click  

Click  

RBIM-SEARCHING OF RECORDS 

LO.AD DELETE First 

INDIVIDUAL RECORD Ql-014 Q15-030 Q31-041 Q42-~ IMAGE IMPORT 

NO: 
IDf'SllD.D: UISrIT'O!ICD!At., LI'roi'C CQF..R.!UI: 

A. IDENUFJCAUON 

Provinc1a : QUIRINO 000 

City/M\1niolpallly: CADAARDGUIS ICAPl'l'AL) OQO 

□ 

Previ-ous Next La.st 

Baseline cens~ for the Establishaent of 
Registry of sarangay Inhabitants anc! Migrants (RBIM) 

Name o.f Respondent : 

Household Bead: 

B.arangay: Total. No. of House.hold Membecs: 

~floor/1Jll1.C. 119 .uid llu.ildJ.DJ 5-e.) 

B . DITERVIEW INFORMATION 

UST-E 

Visit 
Visitli,m/dd/yyyy) St.artlhh:mm) End(hh:nm ,- 001 ""'-" mnr 

FIRST-E Ml 3 
Date of Tia,e Tirne I L•------------~------------, /pe > 

C. ENCODTNG ItfF'ORIIA!'ION 

oa te Encoded 
(nm/dd/yyyy) 

NEW CANCEL 

caption X 

Name and Initial of Encoder 

RETRIEVE 

l:Pa~ 1/ l 

X 



90 
 

Generating Report  

 To generate reports, go to the workstation and click REPORTS tabs.  

 

 

 After clicking a table of choice, an auto-generated report will appear.   

 

 

 

Click to see list  

IT Mlllt'M. nATVI, MT.I MICl'A7l l'tA\'\19, kalN 

.,,...,. 5 01111'"1"'1'1'1()1111 or T\)'T'IJ. l'(H'\ltATI "' iu:i.101 , ltCJ: NIOU.TI nATVI, MlN 

., UI "- OIHIU.MrtJOH or YO'l'At. H)ftn.A'tJ ., mMHlCH"t, ... AMO Nl(IIU.1'10N ftA ••• ., .. 

Ti\llt.a , DU1'kAU'U or TO'l'AL ,c)l'Vl,ATI AOC 5 CVUt. .... NIOHMT TlOHA.4 ATTAJM0.111', •u Nm NIQltlA.S • .,,.TV., NIJW 

TMIUI I l)Ut'kl-..rnoN or POl'\ltATICN 

!l'AaUl 9 DUT,lUU'UOl'I 01' JIOilUtA1 let, 

)·t• •T CUlllkOT lt"NICUMNT ITAW. K•ooi. TTPS, .a.I NII) •Uc.a.ATI IITA't1l'll, MIN 

l 7' CIMll&J,/l'L'I DIM.Ot.U:D llf SCl«)OL. U:VU., •a NltlttA.'flON l'rA'7\Hl, Rllut 
TABt.a 1G. 01 IIIU'J'I. or 'l'OTA.I.. POPULATION lt. YEANI OU> ANlJ OVOt. ftl IU, NJmlA'IIOH STA a AHO HArUa Ot' M/l!JOl!IJNrlllll, MUI 101, 
'I" LB J J DI l!U'7JON di' t'OTN. I Mm 1~ AMD OYUl B't M.JOA 10W1C11 Uf JOH flTAt'UI Mot 

'f,UUJ 1 Dlff'IIITMITION er CNTU)Jl.l'tl M'-A 0•11 

TfJH,ll I• UlffJUlltnJOW 0,. CIIIUOUJril 0-11 
•• ., "' or Dl:t.lVl:ltf AHO AU. MIN 

8 In TT1"I or IU"791 ~nvl(Wff AND SU, uu• 
T.-r.aLS u. OlfiTJI.-JIKl'TIOtf vr C.::■1~1\&Jf IIIOII O II ..n"IJ■ DY TTl'II o, LAaT ,....,..,.,.71 llccalvml NIU .... NUN 

'rAlil.U I~ OUU"llllW!PIOM 0 .. ~ 10 fil, YiAU (IU, ■ 'f alU,VlbA 

'ff.■U 17 Dtff'IUJIU'l'JOM m"...,, Am 10·!.• H MI.MUnl 01" LIYl 

TAftUt 111 01snuan1ow 

lll!IU, I, [lt5Tl{f(IU'Tl(l:<ifJf'f'i)'fAl,,O,,{Jl,Al'l(lfi ov~r.-r. l;I{ '\,"itl!Wl(lli,ll'l{N sr~·,u~•oo, 

.... 

N0 or RECORDS: 0 DO 
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Configuring Data Provincial, Municipal, Barangay Data Identifiers 
 

 If you wish to configure data identifiers (name and code) of province, municipality/city, or 

barangay, go to the workstation, and click SUPPORT TAB/MENU then choose CONFIG and then 

click the appropriate LGU level. This form will appear. Through this form, you can view, add, delete 

or update.  

 

Searching and Viewing Data Provincial, Municipal, Barangay Data Identifiers 

TYPE/INPUT the name of the province in the SEARCH field.  

 

 

 

SEARCH: II 
CODE PROVINCE 

0 DINAGAT ISLANDS 

0 5URIGAO DEL SUR 

0 5URIGAO DEL NORTE 

0 AGUSAN DEL SUR 

0 AGUSAN DEL NORTE 

0 TAWI-TAWI 

0 SULU 

0 MAGUINDANAO 

0 LANAO DEL SUR 

0 EIASILAN 

VIEW 11 NEW 11 DELETE 11 UPDATE I 

LANAO DEL SUR 

VIEW I LNEW7 LJ)ELrn] [vp"otill] 

,., 

" 

PROVINCE DETAILS 

PROVINCE: 

CODE: 

SAVE 

PROVINCE: 

CODE: 

CLEAR 

SAVE CLEAR 

CANCEL 

CANCEL 
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Adding Location in the Database 

Go to SUPPORT tab/menu, click CONFIG, and select either province, municipality or 

barangay. In the example below, a province will be added.  
 

 

Click NEW, provide the details of the province (name and the code you wish to assign) and 

then click SAVE.   

 
 

 

 

 

 

 

 

 

 

 

 

Click 

Click 

SEARCH: I 
CODE PROVINCE 

0 DINAGAT ISLANDS 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR 

0 AGUSAN DEL NORTE 

0 TAWI-TAWI 

0 SULU 

0 MAGUIN0ANAO 

0 LANAO DEL SUR 

0 BASILAN 

LVI E\X,'7 CN E\X,'7 illLET"""Tl &DAlli 

PROVINCE 

0 DINAGAT ISLANDS 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR 

0 AGUSAN DEL NORTE 

0 TAWI-TAWI 

0 SULU 

0 MAGUINDANAO 

0 

0 

,., 

., 

PROVINCE DETAll5 

PROVINCE: 

CODE: 

SAVE 

PROVINCE DETAll5 

CLEAR CANCEL 

PROVINCE: IKAGANDAHAN ORIENTAL 

CODE: 1~0_2_3_1 -----------~ 

SAVE 
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After saving, this prompt will appear.  

 

 
 

 

The new province appears in the list.   

 

 
 

 

 

 

 

 

 

 

 

 

 

Click 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

SEARCH: I 
CODE 

► 
0 

0 

0 

0 

0 

0 

0 

0 

0 

PROVINCE 

DJNAGAT 

SURIGAO 

SURIGAO 

PROVINCE DETAIL5 

PROVINCE: IKAGANDAHAN ORIENTAL 

X 

AGUSAN 
You have succesfully added a new Province! 

AGUSAN 

TAWI-TA 

SULU 

MAGUINDANAO 

LANAO DEL SUR 

BASILAN 

PROVINCE 

KAGANDAHAN ORIENTAL 

DINAGAT 15LANDS 

SURIGAO DEL SUR 

SURIGAO DEL NORTE 

AGUSAN DEL SUR 

AGUSAN DEL NORTE 

TAWI-TAWI 

SULU 

MAGUINDANAO 

LANAO DEL SUR 

... 

., 

OK 

PROVINCE DETAILS 

PROVINCE: 

CODE: 

SAVE CLEAR CANCEL 
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Deleting Location in the Database 

 Go to SUPPORT tab/menu, click CONFIG, and select either province, municipality or 

barangay. In the example below, a province will be deleted. 

 

Choose the name of the province you wish to be deleted and then click DELETE. A prompt 

will appear and then click YES if you are sure in deleting the file. After clicking YES, the name of 

the province will disappear in the list.  

 

 
 

 

 

 

 

 

Click 

Click 

Click 

0 DINAGAT 15LAND5 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR 
SAVE CLEAR CANCEL 

0 AGUSAN DEL NORTE 

0 TAWI-TAWI 

0 SULU 

0 

0 

L VIEW=.J L NEW~ 

□ X 

0 DINAGAT ISLANDS 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR SAVE CLEAR CANCEL 
0 AGUSAN DEL NORTE 

0 TAWI-TAWI 

0 SULU 

0 MAGUINDANAO 

0 LANAO DEL SUR 

[v,EW] LNEW----::1 I DELETE I [UPDATU 
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Updating Location in the Database 

 

Go to SUPPORT tab/menu, click CONFIG, and select either province, municipality or 

barangay. In the example below, a province will be updated. 
 

 
 

Choose the province and then click UPDATE.  

 
 

 

Click 

SEARCH:! 

CODE PROVINCE 

0 DINAGAT ISLANDS 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR 

0 AGUSAN DEL NORTE 

1231 TAWI-TAWI 

0 SULU 

0 MAGUINDANAO 

0 LANAO DEL SUR 

0 BASILAN 

I VIEW 11 NEW 11 DELETE 11 UPDATE I 

SEARCH: 

CODE PROVINCE 

0 DINAGAT ISLANDS 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR 

0 AGUSAN DEL NORTE 

0 ITAWI-TAWI 

0 SULU 

0 MAGUINDANAO 

0 LANAO DEL SUR 

0 BASILAN 

VIEW 11 NEW 11 DELETE 

" 

.., 

" 

PROVINCE DETAll5 

PROVINCE: 

CODE: 

SAVE 

PROVINCE DETA1l5 

PROVlNCE: 

CODE: 

SAVE 

CLEAR CANCEL 

CLEAR CANCEL 
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EDIT the provincial details and click SAVE. The new code (123) will then appear in the list 

instead of 0.  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Change 

Click 

SEARCH: 

CODE PROVINCE 

0 DINAGAT ISLANDS 

0 SURIGAO DEL SUR 

0 SURIGAO DEL NORTE 

0 AGUSAN DEL SUR 

0 AGUSAN DEL NORTE 

► 0 ITAWI-TAWI 

0 SULU 

0 MAGUINDANAO 

0 LANAO DEL SUR 

0 BAS I LAN 

I UPDATE I 
., 

PROVINCE DETAILS 

PROVINCE: 

CODE: 123I 

SAVE 
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Updating Provincial, Municipal, and Barangay Data Codes 

 

Go to SUPPORT tab/menu, click CONFIG, and select LOCKUP. 

 

 
 

Change the codes and click UPDATE.  

 

 
 

 

This prompt will appear and then click OK.  

 

 
 

 

Click 

Click 

Click 

IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

BACKUP 

RESTORE 

CONFIG 

COPY 

SUMMARY 

SETTING 

~I O_U_IR_I_N_O ____________ ....,,_.I 1123 
City/M:~~i~ip~lity: 

I CASAR ROG UIS (Capital) 

UPD~TE 

□ X 

Province: 

I au1R1No v I ~I o_o_o -~ 

► I PROVINCE 

BARANGAY 

LOCKUP 

D X 

X 

City/Municipality: 

I CASAR ROG UIS (Capital) v I I O O O 1 

You have succesfully updated Record 

OK 
UPDATE 
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Exporting Excel Data  

 

Go to SUPPORT tab/menu, click CONFIG, and then choose EXPORT EXCEL DATA.  

 

 
 

A dialog box will appear. Data will be removed in the database after extraction. Click Yes to 

continue.

  
 

Click 

Click 

SUPPORT 

rJj\ 
RBIM 
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A notification box will appear after the extraction is complete. 

 
 

 

Locate the file in your computer. Go to C: Drive Click PROGRAM FILES. If there are two 

program files, check where the RBIM folder is located.  

 

Click the RBIM Folder and then EXCEL_REPORTS. Look for a similar file POPCOM 

ADMIN 2020 12 05 06 14 08.  One file is for the household and another file for the members of the 

household.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Click 



100 
 

Copying Exported File to a Removable Disk 

 

Go to SUPPORT tab/menu, click COPY.  

 

 
 

Insert removable drive then click CONNECT. 

 
 

 

 

 

 

 

Click 

Click 

rM 
RBIM 

11 
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A notification will appear confirming connection of removable drive. Details of the removable 

drive will appear in the dialog box. Click TRANSFER DATA. 

 

 
 

A notification will appear to confirm transfer of file to removable drive. Take note that the file 

will be at the removable drive under the EXCEL_REPORTS folder. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Click 

Click 

~ - □ X 

DRIVE 

F: 

DRIVE NAME 

;J,etFJ..aah Tranaoend. 8GB USB Devioe 

Connect 

Transfer Data 

D X 

DRIVE 

Succe-sf"ully Copied Data! 

OK 

Tra..n.s:f-er Da.. ta. 
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Importing Excel File to the Database  

Go to SUPPORT tab/menu, click IMPORT EXCEL DATA.   

 

  
 

The import box will appear and will require to select the file to be imported. Click Browse to 

continue. 

 

 

 
 

 

Click 

Click 

RBIM-IMPORT EXCEL DATA 

File: 

SUPPORT 

IMPORT EXCEL DATA 
EXPORT EXCEL DATA 
BACKUP 

RESTORE 

CONFIG 
COPY 

SUMMARY 

Commit 

MA 
RBIM 

Duplicates: 0 
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 The Open dialog box will appear. Select the file to be imported. 

 
 

 

 

Click IMPORT button to continue. 

 

 
 

CHOOSE 

CLICK 

Open 

- 1' > This PC t Decdo±op t SDRC t RBIM 

Org~nize ..... New folder 

BANTAVDAGAT 

BSD 

V Orcpbo.x 

FILE.SON OESKlOP 

PHILHE.A.LTHARTICLE.CRIS 

RECENnvREVISEOARTlCLE~ 

SDRC 

Social S:c,ence-COVID 

SU RVEYREP OR1S 

UGAT 

WorkShopFINALPPire\l 

Bob-on (2) 

~ Documen~s 

....... Downloads 

J- Music V < 

Na--ne: 

~ chot2 

~ Con-sent.__Serrano 

~ consenl-jaldul 

Q1; Copy fombulilid Ormoc for Mm( 

Cll? Copy Tambulilid Ormoc for Man( 

(If: Copy Tori,buhlid Orn,oc for M~n( 

1B dilg-memocir lar-201a.·I15_22e2 

~;!. FlNALREPO 

~ IMG_20:, 

_'!i lMG_2 

~ INFDRME 

~ MC2004- 144 =~ Not.=. on the Tool 

!El RBIM S,t,:indard Tool_finlll Tool_2.0 

RBIMIN"TERVIEWSKEO 

File name: )pc:nFile:Dilllog1 

RBIM-IMPORT EXCEL DATA □ X 

Browse File :IC: \Users\SDRC\Desktop\SDRC\RBIM\I I 
~====== 

Import 

Commit 

Duplicates: O 

Se;in::h RDIM 

Open [ Cancel 

X 

p 
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A notification will appear to confirm the task. Click Ok to continue.

 
 

Click COMMIT button. 

 

CLICK 

CLICK 

(~86) \RBIM\RBDI 
..-------, 
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Wait for the progress bar to complete. 

 
 

 

If data is existing, the COMMIT process will notify data duplication detected.

 
 

CLICK 

Fi1a: Browse 

Import 

Dupltcahan Gf 0;3t.!I Oi!!hctec:£ 
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A notification box will appear when the task is complete. Click Ok to continue.

 
 

A dialog box will appear to confirm end of task.

  
 

CLICK 

CLICK 
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To view a summary of encoded data, go to SUPPORT menu then CLICK SUMMARY.

 
 

Data may be selected and viewed in profile template. 

 
 

 

 

 

 

 

 

rM 
RBIM 

RBI ;.HOG SUM;">At..RY - D X 

I POPCO"r,.() PRO'IJNCE P~'J\,CEJ.:l t-1UNCIPALITY r~UIJ(IP~LffY_NO BAAaWJ.0.'I' B.~rtGA.Y _NO 

I I I I 

' l . 
PMFILE 
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Creating Back-up File 

Go to SUPPORT tab/menu, then select BACKUP.   

 
 

A notification message will appear. Click Yes to continue. 

 
 

 

 

 

 

 

 

CLICK 

NJ\ 
RBIM 



109 
 

The Backup dialog box will appear showing the backup configuration. Click Backup button to 

start the process. 

 
 

 

A notification will appear after completing the process. Click Ok. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

CLICK 

CLICK 

RBMI-BAC:KUP □ X 

C: '\Program Files (x86) '\RB.IM\RB.IM\RBl"M . .mdf 

C: '\Program Files (x86) \RB1"M\RBIM\RBIM_:._ log. LDF 

C BACKUP 

RBMI-BACKUP □ X 

C: \Program F.i.il.es (x86) \RB.IM\RB.IM\RB.IM . .mdf 

C: \Program F.i.il.es (x86) \RB.IM\RB.IM\RB.I~ .il.og. LDF 

BACKUP X 

Successfully Done 

OK 
BACKUP 
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After the backup, you will be redirected to the login module.  

 

 
 

Restoring Back-up Data 

Go to SUPPORT tab/menu, then select RESTORE.   

 

 
 

CLICK 

UCISTPl 

X 

USERNAME 

IPOPCOM_A 

PASSWORD 

~ PASSlCIID, 
LOGIN 

SUPPORT 

IMPORT EXCEL DATA 

EXPORT EXCEL DATA 

BACJWP 
RESTORE 

CONFIC 

COPY 

SUMMARY 

AM 
RBIM 



111 
 

The application will notify that it needs to be shut down for the process. 

 
 

 

 

A Restoration dialog box will appear and will detect a backup file. Select a backup file and click 

Restore button. 

 
 

 

 

 

 

 

CLICK 

CLICK 

iJ RBMI-RESTORE - □ X 

C:\Program Files (x86)\RBIM\RBIM\BACKUP\July ~~ 2013 

DATABASE TO RESTORE: C: \Program Files (x86) \RBIM\RBIM\BACKUP\July 2- 2013 

RESTORE 
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The restoration file will be processed. 

 
 

 

 

Kindly wait for the progress bar to complete.  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

CLICK 

DATABASE TO RESTORE: C: \Program Fi.les (x86} \RBIM\RBIM\BACI<UP\Ju.ly 22 201.9 

C:\Program Files (x86}\RBIM\RB!M\BACKUP\July -2 _0!.9\RBIM.mdf 

C:\Program Files (x86) \RBIM\RBIM'\BACRVP\July 22 201.9\RBI~log_LDF 

RESTORE 

~ RBMI-RESTORE - □ X 

DATABASE TO RESTORE: C: \Program F.i..le-5 (-"'!.85) \RBIM\RBIM-\BACKUP\Ju.ly 22 2019 

C: \Program F.i.1.e.s (x86) \RBIM'\RBIM\BACKUP\Jul.y 22 2019\RBIM_mdf 

C: \Program F:i..le.s (x86) \RBIM'\RBIM\BACKUP\Ju.ly 22 2019\RB:!~1.og_LDF 

RESTORE CLEAR 

i 

I 
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A notification will appear to confirm task. 

 

 
 

This will return to the login module. 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CLICK 

RB Ml-RESTORE 

DA.TAB.ASE ro RESTO.RE: C; \ Progra..m F:i .2 e, 

C: \P:rog.r-a.m F:i..1.e:::;;; (xSEi) \RBL.~-\RBIM"\ 

C: \P.rog.r-a.m F..i.1.e.:::. (x.SEi) \RBL.~-\RBIM\ 

RESTORE 

RESTORE X 

Successfully Done 

OK 

USERNAME 

IPOPCOM A 

PASSWORD 

CRUP\Ju.Iy 22 2019 

CLEAR 

X 

RECISTER IU\aJT PASSICJRD? 
LOGIN 

D X 
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Updating Selection Setting  

Go to SUPPORT tab/menu, then select SETTING.   

 
 

A dialog box will appear, select from the list of question choices needs to be reviewed.  

 
 

 

CLICK 

CLICK 

NO OF RECORDS: 18 00 
NELCOM:2: POPCOH AD.MIN 

- D X 

SEARCH: V SETUP DETAILS 

~x ~ --1 
RELATIONSHIP 

I NATIONALITY 
CIVIL STATUS 

I I 
CURRENTLY ENROL D 

I I HIGHEST LEVEL OF EDUCATION cc 
OCCUPATION STATUS 
PLACE OF DELIVERY 
PERSON ASSISTED THE DELIVERY 
FP METHOD 
SOURCE OF FP 
INTENTION OF FP 
HEALTH INSURANCE 
FACILITY VISITED 
REASON FOR VISIT SAVE CLEAR CANCEL 

DISABILITY 
SOLO PARENT 
REGISTERED SENIOR CITIZEN 
TYPE OF RESIDENT 
REASON OF LEAVING 
REASON OF TRANSFERING 
HOUSING 
LIGHTING 

VIEW COOKING 
WATER 
GARBAGE 
SEGREGATE -
TOILET 
TYPE OF BUILDING 
CONSTUCTION MATERIALS " 
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The selections will be shown in the table. 

 
 

To add an answer to the selection, click NEW and then go to SETUP DETAILS, and then 

select the variable you wish to edit from the dropdown list. 

 
 

CLICK 

SET  UP DETAILS 

CLICK NATIONALITY 

SEARCH: NATIONALITY 

NATIONALITY 

FILIPINO 

SELECT ONS 

VIEW NEW 

SEARCH: NATIONALITY 

NATIONALITY 

FILIPINO 

SELECT ONE 

VIEW NEW 

VALUE 

DELETE 

VALUE 

99 

UPDATE 

SETUP DETAILS 

SAVE CLEAR CANCEL 

··=.~~,-::::::::::::::::::::::::::::::::'__ 

DATA: 

VALUE: 

SEX 
RELATIONSHIP . . 
CIVIL STATUS 
CURRENTLY ENROL 
HIGHEST LEVEL OF 
OCCUPATION STATUS 
PLACE OF DILIVERY 
PERSON ASSISTED~ 
FP METHOD 
SOURCE OF FP 

SAVE INTENTION OF FP 
HEALTH INSURANCE 
FACILITY VISITED 
REASON FOR VISIT 
DISABILITY 
SOLO PARENT 
REGISTERED SENIOB 
TYPE OF RESIDENT 
REASON OF LEAVING 
REASON OF TRANSFE 
HOUSING 
LIGHTING 
COOKING 
WATER 

~--------------------------------~GARBAGE 

SEGREGATE 
TOILET 
TYPE OF BUILDING 
CONSTUCTION MATEB¥ 

□ X 

□ X 



116 
 

Indicate the answer to be added and the value corresponding it then click Save button. 

 

 

 

 A prompt will appear.  

 

CLICK 

CLICK 

CLICK 

SEARCH: NATIONALITY 

NATIONALITY 

FILIPINO 

SELECT ON2 

VIEW NEW 

SEARCH: NATIONALITY 

NATIONALITY 

FILIPINO 

SEL::CT ONE 

VIEW NEW 

VALUE 

l 

99 

DELETE 

VALUE 

59 

DELETE 

□ X 

SETUP DETAILS 

QUESTION: NATIONALITY 

DATA: AMERICAN 

VALUE: 

SAVE 

UPDATE 

□ X 

v SETUP DETAILS 

QUESTION: NATIONALITY 

DATA: AMERICAN 

VALUE: 2 

X 

You have succesfully added a new Data! 
CANCEL 

OK 

UPDATE 
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The additional nationality will be shown in the selection.  

 

 
 

The added nationality will also appear in the encoding form.   

 

 
 

 

 

 

 

CLICK 

CLICK 

SEARCH: NATIONALITY SETUP DETAILS 

VALUE 
NATIONALITY 

99 

SAVE CLEAR CANCEL 

VIEW NEW DELETE UPDATE 

INDIVIDUAL RECORD Q1-Q74 Q15--Q30 Q31-Q41 042-058 IMAGE IMPORT 
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Adding Account in the Database 

Go to ACCOUNT tab/menu.  

 
 

Click New button 

 
 

 

 

 

Mi\ 
RBIM 

EARCH: II ACCOUNT DETAll5 

FULL NAME USERNAME 

USER USER USER lusER 
ADMIN POPCOM IPOPCOM A . I 

SELECT ONE 

SAVE CLEAR CANCEL 

VIEW NEW DELETE UPDATE RESET 
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Input user details and click Save button 

 

 
 

 

A notification box will appear to confirm the process. Take note that the default password is 1. 

This needs to be updated after logging of the user. 

 

SEARCH: I 
FULL NAME U5ERNAME 

USER USER USER !USER 

ADMIN POPCOM IPOPCOM_A . I 

VIEW NEW DELETE UPDATE 

SEARCH: I 
I FULL NAME USERNAME 

X 

. You have succesfully added a new User! 

I OK I 

VIEW NEW DELETE 

ACCOUNT DETAILS 

First Name: !MELVIN I • 
:=======~ 

Last Name: IJABAR I • 

Middle Name: A 

Email: isurveyboy@example.com I • 
Contact No: 12341325 I • 

Username:I ~J.,.~A .. ~BJAJRJ_ .. 'ii.Mj.,.~JJ===nl • 
Access Level: IEJiiiff34M•i/i3 Jv_JI 

RESET 

UPDATE 

SAVE iuifr~ .. , :J 

ACCOUNT DETAILS 

First Name: !MELVIN 
~======~ 

Last Name: IJABAR ::==========: 
Middle Name: IA ::==========: 

Email: isurveyboy@example.com I • 

Contact No: 12341325 I • 

Username: IJABAR_M I " 

Access Level: IADMIN v I 

SAVE CLEAR CANCEL 

RESET 
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The new account will appear in the existing list of accounts. 

 
 

 

 

 

 

 

 

 

 

s EARCH: I ACCOUNT DET All5 

FULL NAME USERNAME " 
► 

. : . ~ . JABAR M 
" USER USER USER USER 

ADMIN POPCOM POPCOM A . - " 

" 

" 
SELECT ONE 

SAVE CLEAR CANCEL 

VIEW NEW DELETE UPDATE RESET 
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With technical assistance from the 

. 

_. '.'.' . POPCOM H Empowering Filipino Families 

Baseline Census for the Establishment of 
Registry of Barangay Inhabitants and Migrants (RBIM) 

Baseline Census for the 
Establishment of 

Registry of Barangay 
Inhabitants & Migrants 

(RBIM) 

No.I I I I I I I 

□ □ Institutional Household Living 
Quarter 

Magandang umaga/hapon po. Ako po ay si __ . Ako po ay __ sa ating barangay. 
Kami po ay nag-i-interview ng /ahat 11g households sa ating barangay upang kumulekta ng 
impormasyon tungkol sa socio-economic na kondisyon at tungkol sa migration. Ito po ay 
makakatulong para magkaroon ng Census ang ating barangay. Nais po sana namin na 
lwmingi ng kauntin-g panahon upang sagutan ang aming mga tanong tungkol sa inyong 
household at mga miyembro nito. Sinisiguro po namin na la/lat ng inyong sago/ ay kum
pidensyal. Pwede po ba naming hingiin ang inyong pahintulot na kayo ay ma-interview? 

A. IDENTIFICATION 

Province Name of Respondent ____ _ 

City/Municipality Household Head -----
Barangay I I Total No. of Household Members 

Address ----------
(Room/Floor/Unit No. and Building Name) (House/Lot and Block No.) (Street Name) 

B. INTERVIEW INFORMATION 

Result Name of Name of 
Date of Time Time C=CmJ:iell!d 

Date of Interviewer, Supervisor, CB=c.i~ack 
Visit Visrt start end R=R•rus,c1 Next Visit Initial/Date Initial/Date 

1st visit 

2nd visit 

C. ENCODING INFORMATION 

Name and Initial of Name of Supervisor, 
Date Encoded Encoder Initial and Date 



1
2

2
 

 

 
 

2 11 

A. DEMOGRAPHIC THE HOUSEHOLD 

FOR ALL HOUSEHOLD MEMBERS <Do not ask, observa~on only> O No walls 
053 Construction materials of the outer wall 1 MakeshiWsalvaged/improvised materials 

01 
2 Glass 

02 05 06 3 Asbestos 
NAME RELATION- 03 04 4 Bamboo/Sawali/Cogon/Nipa DATE OF PLACE OF 

SURNAME, FIRST NAME, MIDDLE NAME SHIP TO SEX AGE BIRTH BIRTH 5 Galvanized iron/aluminum 
OR MIDDLE INITIAL HHH 6 Half concrete/brick/stone and half wood 

7 Wood 
Who are the members of this household What is Is How old When was Where was 8 Concrete/brick/stone 

starting from the HH head? ·s maleor is as born? llom? 
- 9 Others, please specify 

relationship female? of his/her -
054 Do you have any female HH member who died in the LINE toHH last MM/YYYY Cityor past 12 months? How old is she and what is the cause of Age:_ 

LIST head? birthday? Municipality her death? Cause of death: NO. and Province 

1 I/ ~ 055 Do you have a child HH member below 5 years old Age:_ 
who died in the past 12 months? How old is she/he? What Sex: __ 

/ ~ 
is the cause of her/his death? 

2 Cause of death: 

056 What are the common diseases that causes death in 1, 

3 / ~ this barangay? 2. 

3. 

4 / ~ 057 What do you think are the primary needs of this 1. 
llarangay? 

2. 

5 / ~ 3. 

/ ~ 
058 Where does your household intend to stay five years Barangay: 

6 from now? 
Municipality: 

/ ~ Province: 
7 

PAHINTULOT 

8 / ~ Lubos kong naunawaan :mg layunin ng p:manaliksik at Census ng barangay. N abasa ko at pinaliwanag sa 

I/ ~ 
akin ang nilalaman ng ka,ulatan atku,ang loob akong sumasangayon na makibahagi sa proyektong ito. 

9 Naunawaan kong magiging kompidensiyal ang lahat ng aking kasagutan. Gayunpaman, pinahihintulntan 
ko ang paggamit ng aking ilnpormasyon ng barangay kalakip ng paggalang sa aking "data privacy tights•. 

10 / ~ 
NOTES: Q2 Relationshi~ to Household Head Q3Sex Q6 Place of Birth 

Pangalan at Lagda ng Nakapanayam 

For SKIPPED qu,snons, writ•~ MaJe .. 1 w,;re the response -------------------· Head• 01 Mather•12 Ft!malt• 2 PAHAYAG SA PAGLILIMBAG 
QlName Spouse-OZ Brother-13 97 Nationality 
list HH members in this ordtr: Son -03 Sister• 14 ~ Filipino• 1 Ang re,ulta ng proyektong ito ay gagamitin ng ating barangay para ,a pagpaplano ng mga programang 
- Heod Daughter - 04 Uncle• 15 Write the age as of Non~filipino • 2 makakatulong sa pagpapalago ng ating pamayanan. Ito ay maari ring gamitin para sa layong pag-aaral o 
- Sp(Wje of Htod Stepson-OS Aunt -16 

last birthday 
If not Filipino, please 

- Never married cl'llldrert from Stepdaughter - 06 Nephew= 17 QS Date of Birth write 2 then c:ommo 
para sa propesyonal na pagpapahayag. Subalit, walang indibidwal na nakapanayam ang kikilalanin. Kung 

oldur to youngur Son-in-law = 07 Niece - JS Please indicare the month and the response 
ikaw ay may kung anumang katanungan, maari kang makipag-alam sa ating barangay: 

- Ever mrmi,d chifdr,n, tht Daughter-in-law = 08 Other relative= 19 and year of birth. Write 
spoun and tl'l•ir familiu from Grandson - 09 Non-relodve = 20 the month in the upper 
oldut ta youngut Granddaughter= 10 Boarder-21 triangle and the year in 

- Other r,latives Father =ll Domestic helper= 22 the tower rriangle. 
(Brgy Capt ) sa telepono bilang 

- Nanre/atives 
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IU 

H. QUESTIONS FOR CHARACTERISTICS 

Q45 Do you own or amortize this housing unit occupied by 1 Rent-free without consent of owner FOR 5 YRS& FOR 3-24 YEARS OLD 
your household or do you rent it, do you occupy it rent-free 2 Rent-free with consent of owner ABOVE 
with consenl of owner or renl-free wilhout consenl of owner? 3 Rented Q11 

4 Owned/being amortized Q7 Q8 Q9 Q10 
HIGHEST Q12 Q13 Q14 

Q46 Do you own or amortize this IQ! occupied by your house 1 Renl-free without consent of owner NATIO- MARITAL 
RELIGION ETHNICITY 

LEVEL OF CURRENTLY SCHOOL PLACE OF 
hold or do you rent ii, do you occupy it renl-free with consent 2 Rent-free with consenl of owner NALITY STATUS EDUCATION ENROLLED LEVEL SCHOOL 
of 0llfler or rent-free wilhoul consenl of owner? 3 Rented COMPLETED 

4 Ownedllleing amortized Is a Whal ls Whal is lhe Whal is 's Whal ls the Is _ currenUy What type In what 
Q47 Whal type of fuel does lhis household use for lighling? 0 None Filipino? If __ 's religion of _? ethnicity oris highesl level enrolled? of school barangay and 

1 Oil (vegetable, animal, others) nol, whalis currenl a of education is_on? city/municipality 
2 Liquefied petroleum gas (LPG) 's marilal Tagalog, compleled by is _ currently 
3 Kerosene (gaas) nationality? slalus? Bicolano, _? attending 
4 Electricity Bisaya, etc? school? 
5 Others, please specify 

Q48 What kind of fuel does this household use most of the 0 None 
time for cooking? 1 Wood 

2 Charcoal 
3 Liquefied petroleum gas (LPG) 
4 Kerosene (gaas) 
5 Electricity 
6 Others, please specify 

Q49 What is the household's main source of drinking water? 01 Lake, river, rain, others 
02 Dugwell 
03 Unprotected spring 
04 Protected spring 
05 Peddler 
06 Tubed/Piped shallow well 
07 Shared, tubed/piped deep well 
08 Own use, lubed/piped deep well 
09 Shared, faucet community waler system 
10 Own use, faucel community waler syslem 
11 Bottled waler 
12 Olhers, please specify 

Q50a How does your household usually dispose of your 1 Feeding to animals 
kitchen garbage such as leftover food, peeling of fruits and 2 Burying 
vegetables, fish and chicken enlrails, and others? 3 Composting 

4 Burning 
5 Dumping individual pH (not burned) 
6 Picked-up by garbage !ruck 

Q50b Do you segregate your garbage? 1 Yes 
2 No 

Q51 What type of toilel facilily does lhis household use? o None gs Marital Status NOTIS: g12 CUrrentl~ Enroll•d 
1 Openpit Singlt • 1 ForQ11-lfO ro4 y,ors old, wrir, 22 Yts, public• l 
2 Closepil Married=2 ForQ12, Q13 and Q14- lf0 ro 2 and 25andalxwe, wrire 22 Yes, private= 2 
3 Water-sealed, other depository, shared Living-in = 3 No= 3 /If No, SKIP TO Q15/ 
4 Water-sealed, other depository, exclusive Widowed=4 gn Highest Level of Education Com~leted 
5 Water-sealed, sewer septic tank, shared Ql} ~hQQI 1&v,I 
6 Water-sealed, sewer septic tank, exclusive Seporated • 5 No education • 00 Junior HS graduare • 07 Pre-school= O 

7 Others, specify Divorc~d • 6 
Prt·school = 01 s,nior HS 1,v,1 = 08 Elementary= 1 

Unknown= 7 Eltmtntary levtl = 02 s,nior HS graduott = 09 Junior High School= 2 
<Do not ask, obseniatiOn only> 1 Single house 
Q52 Type of building/Muse 2 Duplex Q9 R•ligion Elementary graduare = 03 Vocotional/T ech = 10 Stnior High School• 3 

3 Mult~unit residential (three units or more) Pleas, wrire the response High school /eve/= 04 College level= 11 Vocarional/Technicol = 4 

4 CommerciaVindUstriallagricultural High school graduate • 05 College graduate• 12 College/Universiry = 5 

5 lnstilutional living quarter {hOtel, hospttal) Ql0 Ethnicit~ Junior HS • 06 Posr-graduate ~ 13 Q14 Plac, of School 
6 Other housing units {boat, cave, others) Pleas, wrire th, response Please writ, the r,sponse 
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A. DEMOGRAPHIC CHARACTERISTICS B. ECONOMIC ACTIVITY ATION F. COMMUNITY TAX CERTIFICATE G. SKILLS DEVELOPMENT 

FOR All HOUSEHOLD MEMBERS FOR 15 YEARS OLD AND ABOVE AND TRANSIENTS FOR 18 & ABOVE FOR 15 & ABOVE 

017 Q18 Q40A, Q40B, Q40C Q41 Q43 Q15 Q16 DURATION OF Q1 Q3 Q4 MONTHLY SOURCE OF STATUS OF PLACE OF REASON/S FOR STAY IN Q42A,Q42B SKILLS Q44 
NAME SEX AGE 

INCOME INCOME 
WORK/ WORK/ TRANSFERRING IN THIS 

CURRENT 
CTC INFORMATION DEVELOPMENT SKILLS 

BUSINESS BUSINESS BARANGAY BARANGAY TRAINING 

Copy from previous response How much is What is the Whal is the In whal barangay Whal are the reason/s why_ Unlil when does Does WaslheCTC Whal type of What type of 
_'s monlhly major source slalus of and city/ transferred in this barangay? inlend to have a valid issued in lhis skills skills do you 

income? of 's 's work/ municipality is slay in this CTC? barangay? development have? 
LINE income? business? 'swork/ barangay? !raining is __ 
LIST business interested to join 
NO. localed? in? 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

NOTE: For QlS, Q16, Q17 ond Q18 Q17 Status of Work/ NOTE: For Q19, Q20 ond Q21 g20 Person who Q40A, Q40B, 040C NOTES: Q44 Skills 
lfO to 14, wrlt, ~ Business ff 1 y,ar old and abov,, wrlt, ~ Assisted in the DelNert Reasons for Transferring for Q42A and Q428-lf 0-17 years old~ write~ PJeost indicart tht most prominent skill 

Ptrmonent Work ~ 1 Dactor= 1 Availability of jabs= 1 forQ43 and Q44-lf0-14 y,ars aid, writ,~ 
g1s Monthly Income Q16 Source of casual Work= 2 g19 Place of Delive!l! Nurse =2 Higher woge = 2 Refrigeration and Carpentry= 8 
Please indicate average Income Controctuol Work= 3 Public hospital • 1 Midwife=3 Presence of schools or Airconditioning ..-01 Baking• 9 
monthly income from Employm,nt • 1 Privott hospital • 2 94U! Q~ ln!2rmIli2n 9.ilill!i Alltomanv,jH,avy Dressmaking • 10 Individually owned Hilot•4 universities • 3 res= 1 ~ all sources. If employed Busin,ss = 2 Business,., 4 lyirnJ·in clinic= 3 if oth,rs, pleas, Presence of relatives and No.Z Training 

Equipm,nt Servicing= 02 l/rnJUiSt= 11 
per day, ask the actual Remittance = 3 Home=4 Metal Worker = 03 Computer Graphics= 12 
amount received per lnvesrmenrs ;a: 4 

Shared/Portn,rship 
If others, please write the 

write the response friends in other place = 4 If No, write answer and Please indicate the Building Wiring Painting.ii; 13 
Business; S Housing= 5 

day and multiply by 0thers • 5 Corporate Business .a; 6 response SKIPTOQ43. type of skills Installation • 04 Beoury Core• 14 If other reason/s, write 
the numbtr of days the If response is 3, 4 the response 942B CTC Information 

development training Heavy Equipment Commtrcial Cooki"IJ = 15 
household member or 5, SKIP TO gIs Place of Work/ Q21 lmmunizati9n that rile HH member Operorion • 05 Housekeeping• 16 
worked for rile month. Q19 Business Please write the vaccine last received by the infant. Mocher/ Yes• 1 is interested in PJumb;ng ; 6 Massage Therapy• 17 
If NONE, SKIP TO Q19 Please write the response Baby Book or lmmunizarion Card may be used as reference. No•2 Welding• 7 Others • 18, please specifY 
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A. DEMOGRAPHIC CHARACTERISTICS E. MIGRATION INFORM C. HEALTH INFORMATION 

FOR ALL HOUSEHOLD MEMBERS FOR MIGRANTS FOR OTO 11 MONTHS OLD FOR WOMEN 10 TO 54 YEARS 

037 O38A, 0388, O38C 039 019 020. 021 022 023 024 025 01 03 04 DATE OF REASON/S FOR LEAVING RETURN TO PLACE OF BIRTH IMMUNIZA- LIVING FAMILY SOURCE OF INTENTION 
NAME SEX AGE TRANSFER THE PREVIOUS RESIDENCE PREVIOUS DELIVERY ATTENDANT TION CHILDREN PLANNING (FP) FPMETHOD TO USE FP RESIDENCE USE 

Copy from previous response When did What are the reason/s why_ Does _plan Where was Who attended in What is the How many What family If using FP, Does and 
lransfer in this left his/her previous residence? to return to delivered?- the delivery of last vaccine pregnancies planning method where did they partner intend 

barangay? previous _? received by does had? does and obtain the FP to use FP 
LINE residence? _? Howmany partner currently method? method? If yes, 
LIST MWYYYY When? child/ren are use? what method? 
NO. still living? If no, why not? 

1 / / I/ / 
2 / / / / 
3 / / / / 
4 / / / / 
5 / / / / 
6 / / I/ / 
7 / / / / 
8 / / / / 
9 / / / / 
10 / / / / 

NOTE: For 037, 038A, 0386, 038C, 039, 040A, 0406, 040C ond 041 g39 Return to Previous Residence NOTE: for 022, 023, 024 ond 025 923{925 FP Method 914 Source of FP 
If non-migrant, writt ~ Yts • 1 (Writt responst in upptr Write~if: Femolt sterilizotion/Ugotion • 01 G~vtrnment hospital• 1 

937 Q~le Qf Tranit~r 938A, Q38B, Q38~ R~a!Qns t2r l~aving 
triangle and the dote at the lower Mole sterilizarion/Voseaomy • 02 RHU/Heolth center • 2 
triangle/ 

- Mole, IUD•03 6rgy, Health Station • 3 
Please indioore the No 11 2 (Write response in upper - F,male0ro9 lnjwobles • 04 Privat.e hospftal 'I" 4 
month and year the Lock of employment• 01 To live with Por?nts • 08 - Female 55 and above 

Pt!rct!ption of better income in To live WPth Oii!tJren • 09 triangle and 99 at the lower triangle/ Implants • 05 Pharmacy• 5 
migrant or uansienr 

other place • 02 Morr/age• 10 Pill• 06 If other source, write rheresponse 
transferred in the 941 Qyr1li2n 21 ~m in Q!rr~nl 922 Living Children 

Schooling • 03 Annulm,nt/Divorc,/ Barangay Ask for tht taro/ number of pregnancies the HH 
Condom •07 

current barongoy. Modern natural FP • 08 
Write rhe month in Presence of relattves and friends Separation • 11 Writt respons, os providtd m,mbtr had. Writ, the answ,r at rh, upper 015 Intention to Use f P 

in othu ploct ~ 04 Commuting·rtlattd Reasons .r 12 triangle rt.en, ask how many are still living os of 
Loct<itionol Amenorrhea Method l • Yes (Write response in upper tr/angle 

the upper trionglt 
Employment/Job Relocation• 05 Heolth-relored Reasons• 13 (I.AM/•09 and FP mtthod at th, Jow,r trionglt/ 

and the year In the tfmt of inttrvitw and wriu answer in tilt lower 
Traditional"" 10 2 • No (Wrire response in upper triangle 

low,r triongl,. Disast,r-r,lottd Rtlocotion • 06 Peac, and Security • 14 triangle. I/ none, write O in the upper triangle and If norte, wdte 00 and SKIP TO Q2S. 
Retirement• 07 Others• 15, please specify 99 in tht /ow,r triangl,, th,n SKIP TO 023. and reason at tht lower triangle} 
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A. DEMOGRAPHIC CHARACTERISTICS C. HEALTH INFORMATION D. SOCIO-CIVIC PARTICIPATION E. MIGRATION INFORMATION 

FOR ALL HOUSEHOLD MEMBERS FOR ALL HOUSEHOLD MEMBERS FOR 10 & FOR 60 & FOR 15 & FOR ALL HOUSEHOLD MEMBERS 
ABOVE ABOVE ABOVE 

Q27 Q28 Q31 Q35 
Q1 Q3 Q4 Q2G FACILITY REASON Q29 Q30 REGISTERED QJ2 Q33 Q34 LENGTH OF QJG 

NAME SEX AGE HEALTH VISITED IN FOR VISIT DISABILITY SOLO PARENT SENIOR REGISTERED PREVIOUS 
0

RESIDENCE STAY IN THE TYPE OF 
INSURANCE PAST 12 IN HEALTH CITIZEN VOTER BARANGAY RESIDENT 

MONTHS FACILITY 

Copy from previous response What is the What facility What is the Is there a Is there a Is_ a In what In what In what How long is_ <Do not ask> 
prtmary health did_ visited reason for member of the member of the registered barangay is barangay and llarangay and been staying in 
insurance_ in the past 12 the visit in HH that has any HH that is a solo senior citizen? _ a city/ city/municipality this bar.mgay? Indicate n 

LINE have? months? health disability? What parent? Is he/ registered municipality did did_ reside six Non-migrant. 
LIST facility? is the disability? she registered? voter? _ reside five months ago? No. of years/ Migrant or 
NO. years ago? No. of months Transient 

1 / / / 

2 /// 

3 /// 

4 1/// 
5 /// 

6 /// 

7 /// 

a 1/// 
9 /// 

10 /~~ 
926 Health Insurance 927 Facility Visited 928 Reason for Visit 929 Disability NOTES: 935 Length of 936 Type of Resident 
Phi/Healthpay/11g member= 1 Governm,nc hospital= 1 Sick/Injured= 1 If with disability, write the typ,of ForQ31-lfO to 59 years old, writeH, Stay in Barangay Non-Migrant= 1 
Phi/Health dependent of paying RHU/Health center= 1 Prenatal/Postnatal= 1 disability For Q31-/f Oto 14 years old, write H. Write the number (Response in Q33 and Q34 is the same 
member= 1 Brgy. Health Station= 3 Gove birth= 3 If withoutdisobiliry, write None ForQ33, Q34, Q35 om!Q36-I/Oto4 years old, write fli of years and withcuttent residence) 
Phi/Health indigent member• 3 Private hosp/ta/• 4 Dtntal • 4 . . _ . . _ monthsof stay in Migrant• 1 
Phi/Health dependent of Private clinic• 5 Medical check-up= 5 NOTE: For Q30 03l Reg,Slered Senior Cinzen o33 Previous Residence , the barangay. (Response in Q33 and/or Q34 is 

indigent member• 4 Pharmacy= 6 Medical requirement• 6 lfO to9 years old, write fli Yes= 1 Wnte the barangoyandc1ry/ Write the year in different with current residem:e and 
GSIS = 5 Hilot/Heroallst = 7 NHTS/CCT/4Ps requir,menc = 7 Q30 S 

I 
P No= 2 mumc,poliry_ wher~ household the upper triangle response in Q35 is at least six months 

_ _ o o a rent memberres,ded five years ago . 
SSS = 6 If other faCiflty, If orherreason, R . d Sol t _ 

1 
and the month m and one day) 

Private/HMO• 7 write theresponse write the response Neg,s;e;e P 
O 

po7n - 032 Registered Voter the /owertriangle. Transient• 3 
If others, please write the U on· ~ 0 0

;~~ • P _ 
3 

Please write the name of the 934 Previous Residence _ I (Response in Q33 and/or Q34 is 
response nreg,srere O O orenr - borongay in which HH member Wnt~ '.he ~arangay and Cit)\ differenc with current residem:e and 

is registered as voter. munmpoflty where household response in Q35 is less than six months) 
member resided six months ago 
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FAQs 
 

What is internal migration? 

Internal migration refers to migration within the boundaries of a country. 

 

Where can I get the system? 

Visit https://popcom.gov.ph/. You will be able to access a shared google drive.  

 

Is there policy support of the conduct of the RBIM? 

Yes, Republic Act 7279 (UDHA), Local Government Code and several Memorandum Circulars of 

DILG, and Executive Order 135. 

 

How often should the RBIM data be updated? 

As often as possible as movements of residents are quite unpredictable.  

 

How to retrieve the password? 

Email the system administrator. Click forgot password in the log-in box. 

 

How to analyze the RBIM data?  

There are auto generated reports built in the system. Alternatively, you can analyze the data through 

excel file. However, you need to export the excel file from the system.  

 

How to deal with responses not included in the response options?  

Please record the answer and consult your data collection manager. The RBIM database system 

allows addition of response by going to the SUPPORT menu and SETTING menu.  

 

Is internet connection necessary?  

No.  
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How can I delete data that were incorrectly entered into the database? 

You go to the individual or household record and you click RETRIEVE. Click the record you want 

to edit and then don’t forget to save.  

 

What do I do when files are lost? 

Always create a back-up so that when your file is lost for some reason, you will still have your data.  

 

When and how do I back up files? 

Click SUPPORT menu and click BACKUP.  

 

How can I print the list of names of the inhabitants? 

Export your excel file and then print the list. 

 

What are the software specifications to be able to effectively run the database?  

Your computer should be able to run SQL if your system is 32-bit or 64 bit.  
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Data Privacy Act 
Republic of the Philippines 
Congress of the Philippines 

Metro Manila 
Fifteenth Congress 

Second Regular Session 

Begun and held in Metro Manila, on Monday, the twenty-fifth day of July, two thousand eleven. 

[REPUBLIC ACT NO. 10173] 

AN ACT PROTECTING INDIVIDUAL PERSONAL INFORMATION IN INFORMATION 
AND COMMUNICATIONS SYSTEMS IN THE GOVERNMENT AND THE PRIVATE 

SECTOR, CREATING FOR THIS PURPOSE A NATIONAL PRIVACY COMMISSION, AND 
FOR OTHER PURPOSES 

Be it enacted, by the Senate and House of Representatives of the Philippines in Congress assembled: 

CHAPTER I 
GENERAL PROVISIONS 

SECTION 1. Short Title. – This Act shall be known as the “Data Privacy Act of 2012”. 

SEC. 2. Declaration of Policy. – It is the policy of the State to protect the fundamental human right of 
privacy, of communication while ensuring free flow of information to promote innovation and 
growth. The State recognizes the vital role of information and communications technology in 
nation-building and its inherent obligation to ensure that personal information in information and 
communications systems in the government and in the private sector are secured and protected. 

SEC. 3. Definition of Terms. – Whenever used in this Act, the following terms shall have the respective 
meanings hereafter set forth: 

(a) Commission shall refer to the National Privacy Commission created by virtue of this Act. 

(b) Consent of the data subject refers to any freely given, specific, informed indication of will, whereby 
the data subject agrees to the collection and processing of personal information about and/or 
relating to him or her. Consent shall be evidenced by written, electronic or recorded means. It may 
also be given on behalf of the data subject by an agent specifically authorized by the data subject to 
do so. 

(c) Data subject refers to an individual whose personal information is processed. 

(d) Direct marketing refers to communication by whatever means of any advertising or marketing 
material which is directed to particular individuals. 

(e) Filing system refers to any act of information relating to natural or juridical persons to the extent 
that, although the information is not processed by equipment operating automatically in response to 
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instructions given for that purpose, the set is structured, either by reference to individuals or by 
reference to criteria relating to individuals, in such a way that specific information relating to a 
particular person is readily accessible. 

(f) Information and Communications System refers to a system for generating, sending, receiving, storing 
or otherwise processing electronic data messages or electronic documents and includes the 
computer system or other similar device by or which data is recorded, transmitted or stored and any 
procedure related to the recording, transmission or storage of electronic data, electronic message, or 
electronic document. 

(g) Personal information refers to any information whether recorded in a material form or not, from 
which the identity of an individual is apparent or can be reasonably and directly ascertained by the 
entity holding the information, or when put together with other information would directly and 
certainly identify an individual. 

(h) Personal information controller refers to a person or organization who controls the collection, 
holding, processing or use of personal information, including a person or organization who instructs 
another person or organization to collect, hold, process, use, transfer or disclose personal 
information on his or her behalf. The term excludes: 

(1) A person or organization who performs such functions as instructed by another person or 
organization; and 

(2) An individual who collects, holds, processes or uses personal information in connection with the 
individual’s personal, family or household affairs. 

(i) Personal information processor refers to any natural or juridical person qualified to act as such under 
this Act to whom a personal information controller may outsource the processing of personal data 
pertaining to a data subject. 

(j) Processing refers to any operation or any set of operations performed upon personal information 
including, but not limited to, the collection, recording, organization, storage, updating or 
modification, retrieval, consultation, use, consolidation, blocking, erasure or destruction of data. 

(k) Privileged information refers to any and all forms of data which under the Rules of Court and other 
pertinent laws constitute privileged communication. 

(l) Sensitive personal information refers to personal information: 

(1) About an individual’s race, ethnic origin, marital status, age, color, and religious, philosophical or 
political affiliations; 

(2) About an individual’s health, education, genetic or sexual life of a person, or to any proceeding 
for any offense committed or alleged to have been committed by such person, the disposal of such 
proceedings, or the sentence of any court in such proceedings; 
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(3) Issued by government agencies peculiar to an individual which includes, but not limited to, social 
security numbers, previous or current health records, licenses or its denials, suspension or 
revocation, and tax returns; and 

(4) Specifically established by an executive order or an act of Congress to be kept classified. 

SEC. 4. Scope. – This Act applies to the processing of all types of personal information and to any 
natural and juridical person involved in personal information processing including those personal 
information controllers and processors who, although not found or established in the Philippines, 
use equipment that are located in the Philippines, or those who maintain an office, branch or agency 
in the Philippines subject to the immediately succeeding paragraph: Provided, That the requirements 
of Section 5 are complied with. 

This Act does not apply to the following: 

(a) Information about any individual who is or was an officer or employee of a government 
institution that relates to the position or functions of the individual, including: 

(1) The fact that the individual is or was an officer or employee of the government institution; 

(2) The title, business address and office telephone number of the individual; 

(3) The classification, salary range and responsibilities of the position held by the individual; and 

(4) The name of the individual on a document prepared by the individual in the course of 
employment with the government; 

(b) Information about an individual who is or was performing service under contract for a 
government institution that relates to the services performed, including the terms of the contract, 
and the name of the individual given in the course of the performance of those services; 

(c) Information relating to any discretionary benefit of a financial nature such as the granting of a 
license or permit given by the government to an individual, including the name of the individual and 
the exact nature of the benefit; 

(d) Personal information processed for journalistic, artistic, literary or research purposes; 

(e) Information necessary in order to carry out the functions of public authority which includes the 
processing of personal data for the performance by the independent, central monetary authority and 
law enforcement and regulatory agencies of their constitutionally and statutorily mandated functions. 
Nothing in this Act shall be construed as to have amended or repealed Republic Act No. 1405, 
otherwise known as the Secrecy of Bank Deposits Act; Republic Act No. 6426, otherwise known as 
the Foreign Currency Deposit Act; and Republic Act No. 9510, otherwise known as the Credit 
Information System Act (CISA); 

(f) Information necessary for banks and other financial institutions under the jurisdiction of the 
independent, central monetary authority or Bangko Sentral ng Pilipinas to comply with Republic Act 
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No. 9510, and Republic Act No. 9160, as amended, otherwise known as the Anti-Money Laundering 
Act and other applicable laws; and 

(g) Personal information originally collected from residents of foreign jurisdictions in accordance 
with the laws of those foreign jurisdictions, including any applicable data privacy laws, which is 
being processed in the Philippines. 

SEC. 5. Protection Afforded to Journalists and Their Sources. – Nothing in this Act shall be construed as to 
have amended or repealed the provisions of Republic Act No. 53, which affords the publishers, 
editors or duly accredited reporters of any newspaper, magazine or periodical of general circulation 
protection from being compelled to reveal the source of any news report or information appearing 
in said publication which was related in any confidence to such publisher, editor, or reporter. 

SEC. 6. Extraterritorial Application. – This Act applies to an act done or practice engaged in and 
outside of the Philippines by an entity if: 

(a) The act, practice or processing relates to personal information about a Philippine citizen or a 
resident; 

(b) The entity has a link with the Philippines, and the entity is processing personal information in the 
Philippines or even if the processing is outside the Philippines as long as it is about Philippine 
citizens or residents such as, but not limited to, the following: 

(1) A contract is entered in the Philippines; 

(2) A juridical entity unincorporated in the Philippines but has central management and control in 
the country; and 

(3) An entity that has a branch, agency, office or subsidiary in the Philippines and the parent or 
affiliate of the Philippine entity has access to personal information; and 

(c) The entity has other links in the Philippines such as, but not limited to: 

(1) The entity carries on business in the Philippines; and 

(2) The personal information was collected or held by an entity in the Philippines. 

CHAPTER II 
THE NATIONAL PRIVACY COMMISSION 

SEC. 7. Functions of the National Privacy Commission. – To administer and implement the provisions of 
this Act, and to monitor and ensure compliance of the country with international standards set for 
data protection, there is hereby created an independent body to be known as the National Privacy 
Commission, winch shall have the following functions: 

(a) Ensure compliance of personal information controllers with the provisions of this Act; 
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(b) Receive complaints, institute investigations, facilitate or enable settlement of complaints through 
the use of alternative dispute resolution processes, adjudicate, award indemnity on matters affecting 
any personal information, prepare reports on disposition of complaints and resolution of any 
investigation it initiates, and, in cases it deems appropriate, publicize any such report: Provided, That 
in resolving any complaint or investigation (except where amicable settlement is reached by the 
parties), the Commission shall act as a collegial body. For this purpose, the Commission may be 
given access to personal information that is subject of any complaint and to collect the information 
necessary to perform its functions under this Act; 

(c) Issue cease and desist orders, impose a temporary or permanent ban on the processing of 
personal information, upon finding that the processing will be detrimental to national security and 
public interest; 

(d) Compel or petition any entity, government agency or instrumentality to abide by its orders or 
take action on a matter affecting data privacy; 

(e) Monitor the compliance of other government agencies or instrumentalities on their security and 
technical measures and recommend the necessary action in order to meet minimum standards for 
protection of personal information pursuant to this Act; 

(f) Coordinate with other government agencies and the private sector on efforts to formulate and 
implement plans and policies to strengthen the protection of personal information in the country; 

(g) Publish on a regular basis a guide to all laws relating to data protection; 

(h) Publish a compilation of agency system of records and notices, including index and other finding 
aids; 

(i) Recommend to the Department of Justice (DOJ) the prosecution and imposition of penalties 
specified in Sections 25 to 29 of this Act; 

(j) Review, approve, reject or require modification of privacy codes voluntarily adhered to by 
personal information controllers: Provided, That the privacy codes shall adhere to the underlying data 
privacy principles embodied in this Act: Provided, further, That such privacy codes may include private 
dispute resolution mechanisms for complaints against any participating personal information 
controller. For this purpose, the Commission shall consult with relevant regulatory agencies in the 
formulation and administration of privacy codes applying the standards set out in this Act, with 
respect to the persons, entities, business activities and business sectors that said regulatory bodies are 
authorized to principally regulate pursuant to the law: Provided, finally. That the Commission may 
review such privacy codes and require changes thereto for purposes of complying with this Act; 

(k) Provide assistance on matters relating to privacy or data protection at the request of a national or 
local agency, a private entity or any person; 

(l) Comment on the implication on data privacy of proposed national or local statutes, regulations or 
procedures, issue advisory opinions and interpret the provisions of this Act and other data privacy 
laws; 
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(m) Propose legislation, amendments or modifications to Philippine laws on privacy or data 
protection as may be necessary; 

(n) Ensure proper and effective coordination with data privacy regulators in other countries and 
private accountability agents, participate in international and regional initiatives for data privacy 
protection; 

(o) Negotiate and contract with other data privacy authorities of other countries for cross-border 
application and implementation of respective privacy laws; 

(p) Assist Philippine companies doing business abroad to respond to foreign privacy or data 
protection laws and regulations; and 

(q) Generally perform such acts as may be necessary to facilitate cross-border enforcement of data 
privacy protection. 

SEC. 8. Confidentiality. – The Commission shall ensure at all times the confidentiality of any personal 
information that comes to its knowledge and possession. 

SEC. 9. Organizational Structure of the Commission. – The Commission shall be attached to the 
Department of Information and Communications Technology (DICT) and shall be headed by a 
Privacy Commissioner, who shall also act as Chairman of the Commission. The Privacy 
Commissioner shall be assisted by two (2) Deputy Privacy Commissioners, one to be responsible for 
Data Processing Systems and one to be responsible for Policies and Planning. The Privacy 
Commissioner and the two (2) Deputy Privacy Commissioners shall be appointed by the President 
of the Philippines for a term of three (3) years, and may be reappointed for another term of three (3) 
years. Vacancies in the Commission shall be filled in the same manner in which the original 
appointment was made. 

The Privacy Commissioner must be at least thirty-five (35) years of age and of good moral character, 
unquestionable integrity and known probity, and a recognized expert in the field of information 
technology and data privacy. The Privacy Commissioner shall enjoy the benefits, privileges and 
emoluments equivalent to the rank of Secretary. 

The Deputy Privacy Commissioners must be recognized experts in the field of information and 
communications technology and data privacy. They shall enjoy the benefits, privileges and 
emoluments equivalent to the rank of Undersecretary. 

The Privacy Commissioner, the Deputy Commissioners, or any person acting on their behalf or 
under their direction, shall not be civilly liable for acts done in good faith in the performance of their 
duties. However, he or she shall be liable for willful or negligent acts done by him or her which are 
contrary to law, morals, public policy and good customs even if he or she acted under orders or 
instructions of superiors: Provided, that in case a lawsuit is filed against such official on the subject of 
the performance of his or her duties, where such performance is lawful, he or she shall be 
reimbursed by the Commission for reasonable costs of litigation. 

SEC. 10. The Secretariat. – The Commission is hereby authorized to establish a Secretariat. Majority 
of the members of the Secretariat must have served for at least five (5) years in any agency of the 
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government that is involved in the processing of personal information including, but not limited to, 
the following offices: Social Security System (SSS), Government Service Insurance System (GSIS), 
Land Transportation Office (LTO), Bureau of Internal Revenue (BIR), Philippine Health Insurance 
Corporation (PhilHealth), Commission on Elections (COMELEC), Department of Foreign Affairs 
(DFA), Department of Justice (DOJ), and Philippine Postal Corporation (Philpost). 

CHAPTER III 
PROCESSING OF PERSONAL INFORMATION 

SEC. 11. General Data Privacy Principles. – The processing of personal information shall be allowed, 
subject to compliance with the requirements of this Act and other laws allowing disclosure of 
information to the public and adherence to the principles of transparency, legitimate purpose and 
proportionality. 

Personal information must, be: 

(a) Collected for specified and legitimate purposes determined and declared before, or as soon as 
reasonably practicable after collection, and later processed in a way compatible with such declared, 
specified and legitimate purposes only; 

(b) Processed fairly and lawfully; 

(c) Accurate, relevant and, where necessary for purposes for which it is to be used the processing of 
personal information, kept up to date; inaccurate or incomplete data must be rectified, 
supplemented, destroyed or their further processing restricted; 

(d) Adequate and not excessive in relation to the purposes for which they are collected and 
processed; 

(e) Retained only for as long as necessary for the fulfillment of the purposes for which the data was 
obtained or for the establishment, exercise or defense of legal claims, or for legitimate business 
purposes, or as provided by law; and 

(f) Kept in a form which permits identification of data subjects for no longer than is necessary for 
the purposes for which the data were collected and processed: Provided, That personal information 
collected for other purposes may lie processed for historical, statistical or scientific purposes, and in 
cases laid down in law may be stored for longer periods: Provided, further, That adequate safeguards 
are guaranteed by said laws authorizing their processing. 

The personal information controller must ensure implementation of personal information 
processing principles set out herein. 

SEC. 12. Criteria for Lawful Processing of Personal Information. – The processing of personal information 
shall be permitted only if not otherwise prohibited by law, and when at least one of the following 
conditions exists: 

(a) The data subject has given his or her consent; 
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(b) The processing of personal information is necessary and is related to the fulfillment of a contract 
with the data subject or in order to take steps at the request of the data subject prior to entering into 
a contract; 

(c) The processing is necessary for compliance with a legal obligation to which the personal 
information controller is subject; 

(d) The processing is necessary to protect vitally important interests of the data subject, including life 
and health; 

(e) The processing is necessary in order to respond to national emergency, to comply with the 
requirements of public order and safety, or to fulfill functions of public authority which necessarily 
includes the processing of personal data for the fulfillment of its mandate; or 

(f) The processing is necessary for the purposes of the legitimate interests pursued by the personal 
information controller or by a third party or parties to whom the data is disclosed, except where 
such interests are overridden by fundamental rights and freedoms of the data subject which require 
protection under the Philippine Constitution. 

SEC. 13. Sensitive Personal Information and Privileged Information. – The processing of sensitive personal 
information and privileged information shall be prohibited, except in the following cases: 

(a) The data subject has given his or her consent, specific to the purpose prior to the processing, or 
in the case of privileged information, all parties to the exchange have given their consent prior to 
processing; 

(b) The processing of the same is provided for by existing laws and regulations: Provided, That such 
regulatory enactments guarantee the protection of the sensitive personal information and the 
privileged information: Provided, further, That the consent of the data subjects are not required by law 
or regulation permitting the processing of the sensitive personal information or the privileged 
information; 

(c) The processing is necessary to protect the life and health of the data subject or another person, 
and the data subject is not legally or physically able to express his or her consent prior to the 
processing; 

(d) The processing is necessary to achieve the lawful and noncommercial objectives of public 
organizations and their associations: Provided, That such processing is only confined and related to 
the bona fide members of these organizations or their associations: Provided, further, That the sensitive 
personal information are not transferred to third parties: Provided, finally, That consent of the data 
subject was obtained prior to processing; 

(e) The processing is necessary for purposes of medical treatment, is carried out by a medical 
practitioner or a medical treatment institution, and an adequate level of protection of personal 
information is ensured; or 
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(f) The processing concerns such personal information as is necessary for the protection of lawful 
rights and interests of natural or legal persons in court proceedings, or the establishment, exercise or 
defense of legal claims, or when provided to government or public authority. 

SEC. 14. Subcontract of Personal Information. – A personal information controller may subcontract the 
processing of personal information: Provided, That the personal information controller shall be 
responsible for ensuring that proper safeguards are in place to ensure the confidentiality of the 
personal information processed, prevent its use for unauthorized purposes, and generally, comply 
with the requirements of this Act and other laws for processing of personal information. The 
personal information processor shall comply with all the requirements of this Act and other 
applicable laws. 

SEC. 15. Extension of Privileged Communication. – Personal information controllers may invoke the 
principle of privileged communication over privileged information that they lawfully control or 
process. Subject to existing laws and regulations, any evidence gathered on privileged information is 
inadmissible. 

CHAPTER IV 
RIGHTS OF THE DATA SUBJECT 

SEC. 16. Rights of the Data Subject. – The data subject is entitled to: 

(a) Be informed whether personal information pertaining to him or her shall be, are being or have 
been processed; 

(b) Be furnished the information indicated hereunder before the entry of his or her personal 
information into the processing system of the personal information controller, or at the next 
practical opportunity: 

(1) Description of the personal information to be entered into the system; 

(2) Purposes for which they are being or are to be processed; 

(3) Scope and method of the personal information processing; 

(4) The recipients or classes of recipients to whom they are or may be disclosed; 

(5) Methods utilized for automated access, if the same is allowed by the data subject, and the extent 
to which such access is authorized; 

(6) The identity and contact details of the personal information controller or its representative; 

(7) The period for which the information will be stored; and 

(8) The existence of their rights, i.e., to access, correction, as well as the right to lodge a complaint 
before the Commission. 
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Any information supplied or declaration made to the data subject on these matters shall not be 
amended without prior notification of data subject: Provided, That the notification under subsection 
(b) shall not apply should the personal information be needed pursuant to a subpoena or when the 
collection and processing are for obvious purposes, including when it is necessary for the 
performance of or in relation to a contract or service or when necessary or desirable in the context 
of an employer-employee relationship, between the collector and the data subject, or when the 
information is being collected and processed as a result of legal obligation; 

(c) Reasonable access to, upon demand, the following: 

(1) Contents of his or her personal information that were processed; 

(2) Sources from which personal information were obtained; 

(3) Names and addresses of recipients of the personal information; 

(4) Manner by which such data were processed; 

(5) Reasons for the disclosure of the personal information to recipients; 

(6) Information on automated processes where the data will or likely to be made as the sole basis for 
any decision significantly affecting or will affect the data subject; 

(7) Date when his or her personal information concerning the data subject were last accessed and 
modified; and 

(8) The designation, or name or identity and address of the personal information controller; 

(d) Dispute the inaccuracy or error in the personal information and have the personal information 
controller correct it immediately and accordingly, unless the request is vexatious or otherwise 
unreasonable. If the personal information have been corrected, the personal information controller 
shall ensure the accessibility of both the new and the retracted information and the simultaneous 
receipt of the new and the retracted information by recipients thereof: Provided, That the third parties 
who have previously received such processed personal information shall he informed of its 
inaccuracy and its rectification upon reasonable request of the data subject; 

(e) Suspend, withdraw or order the blocking, removal or destruction of his or her personal 
information from the personal information controller’s filing system upon discovery and substantial 
proof that the personal information are incomplete, outdated, false, unlawfully obtained, used for 
unauthorized purposes or are no longer necessary for the purposes for which they were collected. In 
this case, the personal information controller may notify third parties who have previously received 
such processed personal information; and 

(f) Be indemnified for any damages sustained due to such inaccurate, incomplete, outdated, false, 
unlawfully obtained or unauthorized use of personal information. 

SEC. 17. Transmissibility of Rights of the Data Subject. – The lawful heirs and assigns of the data subject 
may invoke the rights of the data subject for, which he or she is an heir or assignee at any time after 
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the death of the data subject or when the data subject is incapacitated or incapable of exercising the 
rights as enumerated in the immediately preceding section. 

SEC. 18. Right to Data Portability. – The data subject shall have the right, where personal information 
is processed by electronic means and in a structured and commonly used format, to obtain from the 
personal information controller a copy of data undergoing processing in an electronic or structured 
format, which is commonly used and allows for further use by the data subject. The Commission 
may specify the electronic format referred to above, as well as the technical standards, modalities 
and procedures for their transfer. 

SEC. 19. Non-Applicability. – The immediately preceding sections are not applicable if the processed 
personal information are used only for the needs of scientific and statistical research and, on the 
basis of such, no activities are carried out and no decisions are taken regarding the data 
subject: Provided, That the personal information shall be held under strict confidentiality and shall be 
used only for the declared purpose. Likewise, the immediately preceding sections are not applicable 
to processing of personal information gathered for the purpose of investigations in relation to any 
criminal, administrative or tax liabilities of a data subject. 

CHAPTER V 
SECURITY OF PERSONAL INFORMATION 

SEC. 20. Security of Personal Information. – (a) The personal information controller must implement 
reasonable and appropriate organizational, physical and technical measures intended for the 
protection of personal information against any accidental or unlawful destruction, alteration and 
disclosure, as well as against any other unlawful processing. 

(b) The personal information controller shall implement reasonable and appropriate measures to 
protect personal information against natural dangers such as accidental loss or destruction, and 
human dangers such as unlawful access, fraudulent misuse, unlawful destruction, alteration and 
contamination. 

(c) The determination of the appropriate level of security under this section must take into account 
the nature of the personal information to be protected, the risks represented by the processing, the 
size of the organization and complexity of its operations, current data privacy best practices and the 
cost of security implementation. Subject to guidelines as the Commission may issue from time to 
time, the measures implemented must include: 

(1) Safeguards to protect its computer network against accidental, unlawful or unauthorized usage or 
interference with or hindering of their functioning or availability; 

(2) A security policy with respect to the processing of personal information; 

(3) A process for identifying and accessing reasonably foreseeable vulnerabilities in its computer 
networks, and for taking preventive, corrective and mitigating action against security incidents that 
can lead to a security breach; and 

(4) Regular monitoring for security breaches and a process for taking preventive, corrective and 
mitigating action against security incidents that can lead to a security breach. 
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(d) The personal information controller must further ensure that third parties processing personal 
information on its behalf shall implement the security measures required by this provision. 

(e) The employees, agents or representatives of a personal information controller who are involved 
in the processing of personal information shall operate and hold personal information under strict 
confidentiality if the personal information are not intended for public disclosure. This obligation 
shall continue even after leaving the public service, transfer to another position or upon termination 
of employment or contractual relations. 

(f) The personal information controller shall promptly notify the Commission and affected data 
subjects when sensitive personal information or other information that may, under the 
circumstances, be used to enable identity fraud are reasonably believed to have been acquired by an 
unauthorized person, and the personal information controller or the Commission believes (bat such 
unauthorized acquisition is likely to give rise to a real risk of serious harm to any affected data 
subject. The notification shall at least describe the nature of the breach, the sensitive personal 
information possibly involved, and the measures taken by the entity to address the breach. 
Notification may be delayed only to the extent necessary to determine the scope of the breach, to 
prevent further disclosures, or to restore reasonable integrity to the information and 
communications system. 

(1) In evaluating if notification is unwarranted, the Commission may take into account compliance 
by the personal information controller with this section and existence of good faith in the 
acquisition of personal information. 

(2) The Commission may exempt a personal information controller from notification where, in its 
reasonable judgment, such notification would not be in the public interest or in the interests of the 
affected data subjects. 

(3) The Commission may authorize postponement of notification where it may hinder the progress 
of a criminal investigation related to a serious breach. 

CHAPTER VI 
ACCOUNTABILITY FOR TRANSFER OF PERSONAL INFORMATION 

SEC. 21. Principle of Accountability. – Each personal information controller is responsible for personal 
information under its control or custody, including information that have been transferred to a third 
party for processing, whether domestically or internationally, subject to cross-border arrangement 
and cooperation. 

(a) The personal information controller is accountable for complying with the requirements of this 
Act and shall use contractual or other reasonable means to provide a comparable level of protection 
while the information are being processed by a third party. 

(b) The personal information controller shall designate an individual or individuals who are 
accountable for the organization’s compliance with this Act. The identity of the individual(s) so 
designated shall be made known to any data subject upon request. 
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CHAPTER VII 
SECURITY OF SENSITIVE PERSONAL 

INFORMATION IN GOVERNMENT 

SEC. 22. Responsibility of Heads of Agencies. – All sensitive personal information maintained by the 
government, its agencies and instrumentalities shall be secured, as far as practicable, with the use of 
the most appropriate standard recognized by the information and communications technology 
industry, and as recommended by the Commission. The head of each government agency or 
instrumentality shall be responsible for complying with the security requirements mentioned herein 
while the Commission shall monitor the compliance and may recommend the necessary action in 
order to satisfy the minimum standards. 

SEC. 23. Requirements Relating to Access by Agency Personnel to Sensitive Personal Information. – (a) On-site 
and Online Access – Except as may be allowed through guidelines to be issued by the Commission, 
no employee of the government shall have access to sensitive personal information on government 
property or through online facilities unless the employee has received a security clearance from the 
head of the source agency. 

(b) Off-site Access – Unless otherwise provided in guidelines to be issued by the Commission, 
sensitive personal information maintained by an agency may not be transported or accessed from a 
location off government property unless a request for such transportation or access is submitted and 
approved by the head of the agency in accordance with the following guidelines: 

(1) Deadline for Approval or Disapproval – In the case of any request submitted to the head of an 
agency, such head of the agency shall approve or disapprove the request within two (2) business 
days after the date of submission of the request. In case there is no action by the head of the agency, 
then such request is considered disapproved; 

(2) Limitation to One thousand (1,000) Records – If a request is approved, the head of the agency 
shall limit the access to not more than one thousand (1,000) records at a time; and 

(3) Encryption – Any technology used to store, transport or access sensitive personal information 
for purposes of off-site access approved under this subsection shall be secured by the use of the 
most secure encryption standard recognized by the Commission. 

The requirements of this subsection shall be implemented not later than six (6) months after the 
date of the enactment of this Act. 

SEC. 24. Applicability to Government Contractors. – In entering into any contract that may involve 
accessing or requiring sensitive personal information from one thousand (1,000) or more individuals, 
an agency shall require a contractor and its employees to register their personal information 
processing system with the Commission in accordance with this Act and to comply with the other 
provisions of this Act including the immediately preceding section, in the same manner as agencies 
and government employees comply with such requirements. 
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CHAPTER VIII 
PENALTIES 

SEC. 25. Unauthorized Processing of Personal Information and Sensitive Personal Information. – (a) The 
unauthorized processing of personal information shall be penalized by imprisonment ranging from 
one (1) year to three (3) years and a fine of not less than Five hundred thousand pesos 
(Php500,000.00) but not more than Two million pesos (Php2,000,000.00) shall be imposed on 
persons who process personal information without the consent of the data subject, or without being 
authorized under this Act or any existing law. 

(b) The unauthorized processing of personal sensitive information shall be penalized by 
imprisonment ranging from three (3) years to six (6) years and a fine of not less than Five hundred 
thousand pesos (Php500,000.00) but not more than Four million pesos (Php4,000,000.00) shall be 
imposed on persons who process personal information without the consent of the data subject, or 
without being authorized under this Act or any existing law. 

SEC. 26. Accessing Personal Information and Sensitive Personal Information Due to Negligence. – (a) Accessing 
personal information due to negligence shall be penalized by imprisonment ranging from one (1) 
year to three (3) years and a fine of not less than Five hundred thousand pesos (Php500,000.00) but 
not more than Two million pesos (Php2,000,000.00) shall be imposed on persons who, due to 
negligence, provided access to personal information without being authorized under this Act or any 
existing law. 

(b) Accessing sensitive personal information due to negligence shall be penalized by imprisonment 
ranging from three (3) years to six (6) years and a fine of not less than Five hundred thousand pesos 
(Php500,000.00) but not more than Four million pesos (Php4,000,000.00) shall be imposed on 
persons who, due to negligence, provided access to personal information without being authorized 
under this Act or any existing law. 

SEC. 27. Improper Disposal of Personal Information and Sensitive Personal Information. – (a) The improper 
disposal of personal information shall be penalized by imprisonment ranging from six (6) months to 
two (2) years and a fine of not less than One hundred thousand pesos (Php100,000.00) but not more 
than Five hundred thousand pesos (Php500,000.00) shall be imposed on persons who knowingly or 
negligently dispose, discard or abandon the personal information of an individual in an area 
accessible to the public or has otherwise placed the personal information of an individual in its 
container for trash collection. 

(b) The improper disposal of sensitive personal information shall be penalized by imprisonment 
ranging from one (1) year to three (3) years and a fine of not less than One hundred thousand pesos 
(Php100,000.00) but not more than One million pesos (Php1,000,000.00) shall be imposed on 
persons who knowingly or negligently dispose, discard or abandon the personal information of an 
individual in an area accessible to the public or has otherwise placed the personal information of an 
individual in its container for trash collection. 

SEC. 28. Processing of Personal Information and Sensitive Personal Information for Unauthorized Purposes. – The 
processing of personal information for unauthorized purposes shall be penalized by imprisonment 
ranging from one (1) year and six (6) months to five (5) years and a fine of not less than Five 
hundred thousand pesos (Php500,000.00) but not more than One million pesos (Php1,000,000.00) 
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shall be imposed on persons processing personal information for purposes not authorized by the 
data subject, or otherwise authorized under this Act or under existing laws. 

The processing of sensitive personal information for unauthorized purposes shall be penalized by 
imprisonment ranging from two (2) years to seven (7) years and a fine of not less than Five hundred 
thousand pesos (Php500,000.00) but not more than Two million pesos (Php2,000,000.00) shall be 
imposed on persons processing sensitive personal information for purposes not authorized by the 
data subject, or otherwise authorized under this Act or under existing laws. 

SEC. 29. Unauthorized Access or Intentional Breach. – The penalty of imprisonment ranging from one (1) 
year to three (3) years and a fine of not less than Five hundred thousand pesos (Php500,000.00) but 
not more than Two million pesos (Php2,000,000.00) shall be imposed on persons who knowingly 
and unlawfully, or violating data confidentiality and security data systems, breaks in any way into any 
system where personal and sensitive personal information is stored. 

SEC. 30. Concealment of Security Breaches Involving Sensitive Personal Information. – The penalty of 
imprisonment of one (1) year and six (6) months to five (5) years and a fine of not less than Five 
hundred thousand pesos (Php500,000.00) but not more than One million pesos (Php1,000,000.00) 
shall be imposed on persons who, after having knowledge of a security breach and of the obligation 
to notify the Commission pursuant to Section 20(f), intentionally or by omission conceals the fact of 
such security breach. 

SEC. 31. Malicious Disclosure. – Any personal information controller or personal information 
processor or any of its officials, employees or agents, who, with malice or in bad faith, discloses 
unwarranted or false information relative to any personal information or personal sensitive 
information obtained by him or her, shall be subject to imprisonment ranging from one (1) year and 
six (6) months to five (5) years and a fine of not less than Five hundred thousand pesos 
(Php500,000.00) but not more than One million pesos (Php1,000,000.00). 

SEC. 32. Unauthorized Disclosure. – (a) Any personal information controller or personal information 
processor or any of its officials, employees or agents, who discloses to a third party personal 
information not covered by the immediately preceding section without the consent of the data 
subject, shall he subject to imprisonment ranging from one (1) year to three (3) years and a fine of 
not less than Five hundred thousand pesos (Php500,000.00) but not more than One million pesos 
(Php1,000,000.00). 

(b) Any personal information controller or personal information processor or any of its officials, 
employees or agents, who discloses to a third party sensitive personal information not covered by 
the immediately preceding section without the consent of the data subject, shall be subject to 
imprisonment ranging from three (3) years to five (5) years and a fine of not less than Five hundred 
thousand pesos (Php500,000.00) but not more than Two million pesos (Php2,000,000.00). 

SEC. 33. Combination or Series of Acts. – Any combination or series of acts as defined in Sections 25 to 
32 shall make the person subject to imprisonment ranging from three (3) years to six (6) years and a 
fine of not less than One million pesos (Php1,000,000.00) but not more than Five million pesos 
(Php5,000,000.00). 
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SEC. 34. Extent of Liability. – If the offender is a corporation, partnership or any juridical person, the 
penalty shall be imposed upon the responsible officers, as the case may be, who participated in, or 
by their gross negligence, allowed the commission of the crime. If the offender is a juridical person, 
the court may suspend or revoke any of its rights under this Act. If the offender is an alien, he or 
she shall, in addition to the penalties herein prescribed, be deported without further proceedings 
after serving the penalties prescribed. If the offender is a public official or employee and lie or she is 
found guilty of acts penalized under Sections 27 and 28 of this Act, he or she shall, in addition to the 
penalties prescribed herein, suffer perpetual or temporary absolute disqualification from office, as 
the case may be. 

SEC. 35. Large-Scale. – The maximum penalty in the scale of penalties respectively provided for the 
preceding offenses shall be imposed when the personal information of at least one hundred (100) 
persons is harmed, affected or involved as the result of the above mentioned actions. 

SEC. 36. Offense Committed by Public Officer. – When the offender or the person responsible for the 
offense is a public officer as defined in the Administrative Code of the Philippines in the exercise of 
his or her duties, an accessory penalty consisting in the disqualification to occupy public office for a 
term double the term of criminal penalty imposed shall he applied. 

SEC. 37. Restitution. – Restitution for any aggrieved party shall be governed by the provisions of the 
New Civil Code. 

CHAPTER IX 
MISCELLANEOUS PROVISIONS 

SEC. 38. Interpretation. – Any doubt in the interpretation of any provision of this Act shall be liberally 
interpreted in a manner mindful of the rights and interests of the individual about whom personal 
information is processed. 

SEC. 39. Implementing Rules and Regulations (IRR). – Within ninety (90) days from the effectivity of this 
Act, the Commission shall promulgate the rules and regulations to effectively implement the 
provisions of this Act. 

SEC. 40. Reports and Information. – The Commission shall annually report to the President and 
Congress on its activities in carrying out the provisions of this Act. The Commission shall undertake 
whatever efforts it may determine to be necessary or appropriate to inform and educate the public 
of data privacy, data protection and fair information rights and responsibilities. 

SEC. 41. Appropriations Clause. – The Commission shall be provided with an initial appropriation of 
Twenty million pesos (Php20,000,000.00) to be drawn from the national government. 
Appropriations for the succeeding years shall be included in the General Appropriations Act. It shall 
likewise receive Ten million pesos (Php10,000,000.00) per year for five (5) years upon 
implementation of this Act drawn from the national government. 

SEC. 42. Transitory Provision. – Existing industries, businesses and offices affected by the 
implementation of this Act shall be given one (1) year transitory period from the effectivity of the 
IRR or such other period as may be determined by the Commission, to comply with the 
requirements of this Act. 
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In case that the DICT has not yet been created by the time the law takes full force and effect, the 
National Privacy Commission shall be attached to the Office of the President. 

SEC. 43. Separability Clause. – If any provision or part hereof is held invalid or unconstitutional, the 
remainder of the law or the provision not otherwise affected shall remain valid and subsisting. 

SEC. 44. Repealing Clause. – The provision of Section 7 of Republic Act No. 9372, otherwise known 
as the “Human Security Act of 2007”, is hereby amended. Except as otherwise expressly provided in 
this Act, all other laws, decrees, executive orders, proclamations and administrative regulations or 
parts thereof inconsistent herewith are hereby repealed or modified accordingly. 

SEC. 45. Effectivity Clause. – This Act shall take effect fifteen (15) days after its publication in at least 
two (2) national newspapers of general circulation. 
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Foreword

Responsible Parenthood and Family Planning is one of the major component programs 

aims to assist parents, couples and individuals realize their desired number, timing and 
spacing of their children. The core strategy of the RP/FP program is the conduct of RP/
FP classes directed at couples and parents at the barangay level nationwide. The classes 
started in 2008 with the responsible parenting movement wherein an operations manual 
was developed by POPCOM to guide program operations. 

Department of Social Welfare and Development adopted RP/FP as part of the Family          
Development Sessions conducted through the Pantawid Pamilyang Pilipino  Program 
(4Ps).  The 4Ps is a poverty reduction strategy that provide grants to extremely poor 
households in order to improve their health, nutrition and education particularly of children 
aged 0-14. 

The passage of the controversial Responsible Parenthood and Reproductive Health Act 
of 2012 (Republic Act 10354) on December 21, 2012 , and the subsequent upholding of 
the law by the Supreme Court on April 8, 2014 after tedious legal battles,  provided a fresh 
mandate to pursue the RP/FP program. Policy, program and technological developments 
necessitate a review of previous program efforts and an updating of program partners 
and stakeholders—all with the aim of equipping them in the delivery of RP/FP services to 
Filipinos.

This publication is an update and consolidation of the various resource manuals and tools 
used by POPCOM in conducting responsible parenting classes. Its development was 
done through consultations with program partners and stakeholders through series of 
writeshops conducted by POPCOM central and regional staff. Pre-tests were undertaken 
in three selected regions that gave attention to content and details so that the intended 
users of this Manual can enjoy a user-friendly reference material.  

We are proud to share this manual with our program partners and stakeholders  both in the  
government and non-government sectors, as among the published outputs in the imple-

the needs of couples, parents and individuals on RP/FP towards building happy, healthy 
and empowered Filipino families. 

JUAN ANTONIO A. PEREZ III, MD, MPH
Executive Director
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Part I.  How to Use this Resource Manual

1. Overview of the Resource Manual       

2. Planning and running your RP/FP sessions   

3. Closing your activity     

1. Overview of the Resource Manual

This Resource Manual is for  POPCOM staff, population program workers and partners 
who are involved in pre-marriage counseling / orientation, FDS, couples’ classes, family 
planning chats (Usapan Serye), and other avenues for discussing RP/FP.    

This Manual consists of three complementary parts.  Part 1 (How to use this Resource 
Manual) contains information on how to use this Guide, with some tips on methodolo-
gies. Part 2 (RP/FP Session Plan) contains individual session plans with detailed instruc-
tions on how to conduct each session. Part 3 (Resource Manual) contains information 
and   discussion points that serve as reference for RP/FP discussions.  Part 3 is built 
around the core concepts of the RP/FP program such as marriage and relationships, 
home management, responsible parenthood, responsible parenting, family planning and 
family planning methods.

Objectives:

The overall objective of this Resource Manual is to ensure that facilitators are guided in 
conducting discussions or counseling sessions on RP/FP.    

By using this manual, it is hoped that the facilitators will:  

a) acquire in-depth understanding on how to plan and run discussions on       
responsible parenthood / family planning, and 

b) gain deeper understanding and experience on the preparation of session 
plan for the discussion of topics such as home management, responsible            
parenting, importance and benefits of family planning, and modern family   
planning methods.  
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Who is it for?
This Manual is designed as a resource for POPCOM staff, population program workers 
and their colleagues from other organizations. 

The main target audiences are: 

1) PMC teams (usually composed of local population officer as team leader, and 
representatives from local health office, local social welfare and development               
office, non-government organizations (NGOs ) as members per Joint Memoran-
dum Circular  #1 series of 2010 of DOH, DSWD, DILG and POPCOM.  

2) RP/FP teams (composed of local population officer, community volunteer and 
sometimes with health worker).

3) Partner civil society organizations (CSOs) who are involved in demand  generation 
activities for the RP/FP Program. 

2. Planning your RP/FP discussion 

A. Finding out what participants already know and what they expect 
• Find out how much experience the participants already have in RP/FP. 

• What are their expectations from the RP/FP session?

• What practical knowledge do they want to acquire?

B.  Selecting the right session  
You will always need an opening and closing session, but the rest of the discussion areas 
should reflect the participants’ needs.

The focus of the session will depend on the participants’ levels of understanding of RP/FP.  
As facilitator, you may need to work through each session or you may need to skip some 
and concentrate on others, spending enough time on certain session activities to ensure 
active participation through “learning by doing” type of experience by the participants. 

C. Tailoring the sessions to your needs
Read through all the materials first to decide what you will use and what you need to 
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amend depending on the participants’ needs. This Manual includes the following  for each 
session:

•	 An overview to introduce the session, objectives, supporting materials, time      
allocation, and an activity.  

•	 A session plan is provided as instruction details.  

•	 A Resource Manual as easy reference for the facilitator. 

Powerpoint presentation
• As the facilitator, you may prepare powerpoint slides based on the content of this 

manual. 

• You can add stories and pictures from your own experience as required. You may 
use your own stories as examples.  

• You can leave out slides that are not relevant to the context or level of your              
participants.

• If you do not want to go into a topic in depth, you may just facilitate the sharing 
of experiences which are aligned to the topic being discussed and just use your    
prepared powerpoint slides as memory guide. 

Introduction of Sessions in the Manual
• Session introductions are included in the Manual as you prepare for the  RP/

FP discussion or counselling session. This manual will provide you with in-depth        
explanations of each topic. 

D. Drawing up a session agenda
• Depending on the type of participants, you will have to prioritize among the             

sessions which ones to spend the most time on.  

• Make sure you leave some time to discuss issues that arise during the session.

• Remember to allow time for energizers, especially after meals, to keep participants 
awake. 
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E. Gathering additional information 
• In the discussion of FP methods, invite a successful FP user to testify to the group 

about his/her use of FP and its benefits to his/her spouse, his/her family, and its 
possible benefits to his/her community. 

• Look for any good photographs or film clips that you could use to amplify the points 
you made during the sessions.

3. Running Your RP/FP Discussion 

A. Role of the facilitator
•	 It is the responsibility of the facilitator to present each session’s background          

material and activities as clearly as possible. 

•	 The facilitator is also responsible for maintaining a comfortable learning environ-
ment for participants and for facilitating group dynamics and sharing. 

•	 The facilitator needs to constantly assess the progress of the work and make       
adjustments to the activity as needed. 

Some of the skills needed for good facilitation include the following:
a) Non-verbal communication

• Maintain eye contact with everyone in the group when speaking. Try not to     
favor certain participants.

• Move around the room without distracting the group. Avoid pacing or address-
ing the group from a place where you cannot be easily seen.

• React to what people say by nodding, smiling, or engaging in other actions that 
show you are listening.

• Stand in front of the group, particularly at the beginning of the session. It is     
important to appear relaxed and at the same time be direct and confident.

b) Verbal communication

• Ask open-ended questions that encourage responses. If a participant responds 
with a simple yes or no, ask: “What makes you say that?”

• Ask other participants if they agree with a statement someone makes.
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• Be aware of your tone of voice. Speak slowly and clearly.

• Avoid using slang, jargon or other ‘special’ language.

• Be sure that participants talk more than you do.

• Let participants answer each other’s questions. Say: “Does anyone have an 
answer to that question?”

• Encourage participants to speak and provide them with positive reinforcement.

• Paraphrase participants’ statements in your own words. You can check your 
understanding of what they are saying and reinforce their statements.

• Keep the discussions moving forward and in the direction you want. Watch for 
disagreements and draw conclusions.

• Reinforce statements by sharing a relevant personal experience. You might 
say: “That reminds me of something that happened last year…”

• Summarize the discussion. Be sure that everyone understands the main points.

             

Setting the learning climate
•	 Review all materials and activities before each session so that you are fully           

comfortable with the content and process.

•	 Start on time and clearly establish yourself as the facilitator by calling the                     
participants together.

•	 Organize all the materials you need for the session and place them close at hand.

•	 Stay within the suggested time allocation.

•	 Gain participants’ attention and interest by creating a friendly and comfortable      
atmosphere. 

•	 Prepare responses and examples to help move the discussion forward.

Starting each session 
•	 Present the objectives as stated on the front page of the session plan and the    

session overview. Write these up on a flip chart or white/chalk board.

•	 Provide a link between the previous session and the current one.
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Leading the group exercises
•	 Introduce group exercises clearly and write instructions on a flip chart or white 

board/chalk board.

•	
stimulate discussion. 

•	
on time, or check if they need more time.

Discussing lessons learned from group exercises
•	 Ask participants to identify key points that emerged from the experience and the 

discussion.

•	 Guide discussion of the experience. Write up key points from plenary on a white-
board/chalk board.

•	 Help participants draw general conclusions from the experience. 

•	 Allow time for reflection.

Applying lessons learned to real-life situations
•	 Discuss problems participants might experience in applying or adopting what they 

have learned to their own situations.

•	 Discuss what participants might do to help overcome difficulties they encounter 
when applying their new learning.

    

Providing closure
•	 Briefly summarize the activities at the end of each session.

•	 Refer to the objective(s) and discuss whether and how they were achieved.

•	 Help participants leave with positive feelings about what they have learned.
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A few minutes before the end of discussion, remind the groups to finish 

Go to each group to make sure they have understood the task and to         



Covering all the details
•	 Prepare all needed materials (this Manual, tarpaulin flip chart, desk chart, flyers, 

brochures, among others) and deal with logistics (venue, food,   supplies and     
materials, audio-visual equipment) in advance

•	 Clarify everyone’s roles and areas of responsibility if other facilitators are helping 
conduct the discussion.  

•	 Make sure your participants are confident that they are getting what they need out 
of the discussions.

Managing a range of experiences and personalities
•	 Use participatory methodologies. 

•	 Ask the more experienced participants to share their experiences while ensuring 
that others  also speak out. 

Staying responsive to needs
•	

•	 Be aware of participants’ energy and concentration levels. If these are low you may 
need an energizing activity. 

•	 Check if participants are able to follow the discussions.

B. Some participatory methodologies
•	 Participatory methodologies can hugely increase the learning of participants. Some 

have already been included in the session plans. Use this list to adapt the session 
plans, and add more participatory sessions.  Make sure that everyone can take 
part in the exercises, particularly if they require mobility.
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for example, spending longer time on a particularly important or sensitive discussion.
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tted time. However, be flexible and sensitive to the specific needs of participants -



Techniques to practice skills or share experience
•	 Role-play: Playing pre-assigned roles that illustrate the problem or situation at 

hand.

•	 Fish bowl: Often used in role-play. People in the role-play are in the fishbowl. A 
few are assigned outside of the fishbowl to comment on what the participants are 
doing or saying.

•	 Story: Circles open people up to listening, sharing emotion, and creating empathy. 
The facilitator identifies a common theme around which each participant tells a 
story she or he has personally experienced. In small groups each participant has a 
chance to share a story in no more than three minutes. No questions are asked un-
til all stories are complete. Confidentiality is a condition of participating in a group. 
The method often bonds the group emotionally.

Some techniques to contribute ideas and encourage reflection
•	 Place yourself on a scale: Create a space in the room, and draw an imaginary 

line, with 0 at one end and 10 at the other.  Ask people to stand at the point on the 
scale they consider themselves to be. Ask participants what made them choose a 
particular point, what support and experience has helped them to get to that level, 
and what would help them to move to the next stage on the scale. 

•	 This helps people to feel more confident about where they are and how to move 
forward. 

•	 The walk of power:  Give each participant an identity: for example, a husband, a 
wife.  Ask them to stand together in a line. Then read through a series of 5-10 state-
ments, for example: “I can make decisions, I can choose when to meet friends, I 
can influence decisions about my future…” Tell participants to take a step forward 
each time the statement applies to them. When you have finished reading the 
statements, walk around the room and ask people to consider where they are in 
relation to others ahead or behind them? What does this tell them about their power 
in relation to the power of others, and how does this affect their ability to influence 
decisions and actions? This helps people think about power and what it enables 
them to do.   

•	 Pause and action: While in the midst of planning, stop yourself and pause to          
analyze the strategies, tactics and actions being suggested. This is a useful way 
to encourage people to pause and think rather than taking action in the emotion of 
the moment.
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Some techniques to energize groups when energy levels are low
•	

•	

•	 Match the cards: The facilitator chooses a number of well-known phrases, and 
writes half of each phrase on a piece of paper or card. For example, they write 
‘Happy’ on one piece of paper and ‘Birthday’ on another. (The number of pieces of 
paper should match the number of participants in the group.) The folded pieces of 
paper are put into a hat. Each participant takes a piece of paper from the hat and 
tries to find the member of the group with the matching half of the phrase.

•	 Names in the air: Ask participants to write their name in the air first with their right 
hand, then their left hand. Finally, ask them to write their name in the air with both 
hands at the same time. Or they can use their elbow, nose, knee or any other part 
of the body. This exercise helps people to stretch.

•	 Dancing. Participants will be asked to dance following a video. 

JOSIE COHEN

 4. Closing your discussion/counselling session 
•	 At the end of your RP/FP discussion you need to provide an opportunity for par-

ticipants to assess what they have learned and to reflect on how they can put it 
into practice.  

•	 Facilitators also need to find out what worked well in the discussion and how it 
can be improved in the future.
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Birthday line-up: Ask participants to line up according to the day and month of their 
Birthday. It’s a quick way to get people out of their chairs and stretch their legs. It 
can be used to help form groups.

Experience line-up: Ask participants to line up, for example, according to their months 
or years in using family planning methods, or number of children that they have. This
is a good icebreaker and can help form groups of mixed experience.



Part 2. RP/FP Session Plan
Session plan preparation depends on the kind of demand generation activity that you 
will conduct.  Below are sample session plans. 

Session Plan for short RP/FP discussion (1-3 hours)

Time Session Activity
8:00-8:30M

(30 min)

Opening niceties Introduction of partici-
pants 

Profiling of participants
8:30-9:00AM

(30 min)

Session 1. Nurturing Harmonious Relationships in the 
Family 

•	 Concepts of marriage and other forms of family 
relations 

•	 Elements of good marriage

•	 Home management 

FGD  

“Maria goes to the     
market”

Interactive discussions

9:00-9:30AM

(30 min)

Session 2. Responsible parenting 

•	 Duties and responsibilities of parents

•	 Parent-child relationship  

•	 Roles and influence of parents on a child’s future  
  

“Family Visioning”

“Duties of parents”

“Flashback”

Role Play

FGD
9:30-10:00AM

(30 min) 

Session 3. Importance and benefits of Family Planning 
and decision-making for couples 

•	 Decision-Making for Couples on Family Planning 

Interactive Discussions

FGD
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Time Session Activity

10:00-
11:00AM

(1 hour) 

Session 4.  Family planning

•	 Importance of family planning counselling 
prior to FP use 

•	 Fertility awareness

•	 Fertility awareness-based methods

•	 Combined hormonal contraceptives

•	 Progestin-only contraceptives

•	 Long-acting and permanent methods

•	 Barrier methods

•	 Family Planning Myths and Facts 

 Lecture-discussion

Testimonials 

Interactive Discussion

Role play

Providing referral 
slips to participants 
with unmet need for          
modern FP 

11:00- 11:10 
AM

(10 min)

Closing activity Sharing from           
participants

Giving of certificates of 
attendance

Closing statements
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Session Plan for long RP/FP discussion (Half day to whole day)
     
Time Session Suggested Activities
8:00-8:30M

(30 min)

Opening niceties Introduction of participants

8:30-9:30AM Session 1. Nurturing harmonious relationships 

(1 hour) 
in the family  

•	 Concepts of marriage and other forms of 
family 

•	 Elements of good marriage

•	 Relationship with others (Extended fami-
ly and  community)

•	 Home management 

•	 Activity 1: Views on Mar-
riage and other forms of 
family relations 

•	 Activity 2: Knowing your 
spouse/partner 

•	 Activity 3: Appreciating 
your spouse/partner’s 
family 

•	 Activity 4: Maria goes to 
market

9:30-
10:30AM

(1 hour)

Session 2. Responsible parenting

•	 Responsible parenting

•	 Duties and responsibilities of parents

•	 Parent-child relationship and communi-
cation

•	 Roles and influence of parents on a 
child’s future  

“Family visioning”

“Duties of prents”

“Flashback”

Role Play

10:30-
12:00NN

(1.5 hours)

Session 3. Importance and benefits of FP and         
decision-making for couples 

•	 Importance and benefits of FP

•	 Decision-making for couples on FP

•	 Gender Issues in decision-making on 
the use of Family Planning 

Interactive discussions

Role play

FGD
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Time Session Suggested Activities
1:00-3:00PM

(2 hours) 

Session 4.  Family planning

•	 Informed choice and voluntarism

•	 Family planning counseling

•	 Rights of a family planning client

•	 Fertility awareness

•	 Fertility awareness-based methods

•	 Combined hormonal contraceptives

•	 Progestin-only contraceptives

•	 Long-acting and permanent methods

•	 Barrier methods

•	 Family Planning Myths and Facts 

Lecture-discussion

Testimonials 

Interactive Discussion

Role play

Providing referral slips to 
participants with unmet need 
for modern FP 

3:00 -3:10 
PM

(10 min)

Closing Activity Giving of Certificates of      
Attendance

Closing Statements
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Part 3. Resource Manual   
UNIT I:

NURTURING HARMONIOUS 
RELATIONSHIPS IN THE FAMILY 

This unit explains the meaning of marriage and discusses tips on how to make it work. It 
is essential especially to couples nowadays since most of them are busy in their respec-
tive roles in their family and community. It also discusses the elements of good  marriage  
which  serves as the weapon of every couple in battling the challenges of marriage life. 

Having a good relationship within the family and community is also very                                                    
challenging to every couple. There will be harmony and unity in the society if every                                                             
family performs their roles in improving their lives and the community as a whole.

Session 1. Concepts of Marriage and other Forms of Families  
      Objective:  At the end of this session, the participants should be able to:

	understand the concepts of marriage 

	Time Allotment:  10 minutes

	Materials Needed: blackboard/whiteboard, chalk/marker, eraser 

	 Activity 1: Views on Marriage 

1. Elicit participants’ views on marriage by asking: “What is your         
understanding of marriage?”

2. Write on the board the different views expressed by the participants.

3. Summarize the participants’ views and opinions and relate them to the defini-
tion of marriage.

Marriage is a special contract of permanent union between a man and a woman entered 
in accordance with the law for the establishment of conjugal and family life. It is the foun-
dation of the family and an inviolable social institution whose nature, consequences and 
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incidents are governed by law (Article 1, Family Code of the Philippines).

The family is formed by marriage of man and woman, resulting later in the birth of one or 
more children.  Membership in the family is acquired through blood, marriage or adoption.

However, realities show that there are other forms of families.  Examples are those families 
where partners are living-in, families with single parent or families with adopted children.

The family is regarded as a sacred institution, wherein marriage is considered as             

riage there is a need for RESPECT, TRUST AND LOVE between husband and wife.

  Key Learning Points:
	Marriage is a protected institution and is part of nation-building.  

	Though we may have many and different reasons for getting       
married, the goal before us is to strengthen it in order to have har-
monious relationships.

Session 2:   Elements of Good Husband and Wife Relationship 
       Objectives:  At the end of this session, the participants should be able to:

	identify roles of husband and wife.

	the elements of a good husband and wife relationship.

	Time Allotment:  10 - 20 minutes

	Materials Needed: Paper, pen  

	Activity 2: Knowing Your Spouse/Partner  

1. Instruct couples to sit facing each other.  Provide each one with paper and 
pen. 

2. Ask the participants, “How much do you know your husband/wife/partner”?

• About his/her favorite color

1 Responsible Parenthood and Family Planning Resource Manual5
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• About his/her favorite music

• About his/her favorite food

• About his/her favorite place

• As to self-value

• Manner of facing problems

• How to motivate him or her

• How he/she communicates

• Mood/mood swings

3. Partners will have to validate each other’s answers and count the number of      
correct answers. 

4. Recognize those with highest scores. 

5. Reinforce the couples’ answers by discussing the elements of good                       
marriage.

Elements of Good Marriage
1. Commitment – both spouses should be committed to the relationship.

	Husband and wives /partners who are only focused on themselves and their own 
desires are not likely to find joy and satisfaction in their relationships.

	When spouses/partners are committed to investing in their marriage and are willing 
to sacrifice some of their own preferences for the good of the relationship, they usu-
ally have a high-quality marriage.

2. Communication – both silent and verbal communication are the strongest expres-
sions of love. To experience the power of a higher kind of love, spouses/partners:

	need to keep an open communication

	need to be aware of each other’s expectations

	need to verbalize and articulate needs and desires

	must not live under the impression that if they love each other, they automatically
know each other’s deepest thoughts
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	need to express what is going on inside their hearts and minds, how they feel 
about themselves or about a certain situation

	need to share to make each other feel worthy, loved, appreciated and safe in 
each other’s affections

3. Empathy – understanding a person’s perspective by putting oneself in his or her 
shoes. This is important to achieve satisfaction in a relationship. Husbands and 
wives / partners are more contented in their relationship when they perceive that 
their spouses/partners truly understand their thoughts and feelings. 

4. Acceptance – When people feel that their spouses/partners truly accept them for 
who and what they are, they are usually more secured and more confident in their 
relationship. 

	Often, there are conflicts because partners cannot accept the individual pref-
erences of their spouses and try to demand change from one another.

	When one person tries to force change from the other, the change is usually 
met with resistance. Basic acceptance is vital to a happy marriage/union.

5. Love and loyalty can result in:

	trust and respect – feeling of being loved by their spouse

	feeling of confidence that they are able to keep the love and interest of their 
spouse

	not doing anything that will create doubt and insecurity on the part of the 
spouse

6. Satisfying sexual relationship.  When done as an expression of love and care, 
sex serves as a powerful instrument of marital fulfilment and happiness. 

7. Financial security. Necessary from the start of marriage and should be main-
tained throughout the marriage.

	Many conflicts and problems of couples stem from the lack of financial securi-
ty. This is necessary even at the beginning of marriage and all throughout the 
married life. 

	Wise budgeting and spending of income is necessary to support the financial 
needs of the family.

8. Spiritual aspect (Putting a Supreme Being at the center of your marriage/
union). When God completes the relationship, the marriage/union is strength-
ened. The proverb that states, “A cord of three strands is not easily broken” holds 
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true in a God-centered relationship.

9. Mutual Service. Married life is a life of mutual service and aid. You aid each other 
through division of labor in maintaining a home. Your loving companionship pro-
duces countless acts of support, encouragement and assistance.

Session 3. Relationship with Others (Extended family and community)  
      Objectives: At the end of this session, the participants should be able to:

	explain the importance of having a smooth relationship with in-laws

	emphasize the need for a support group through the in-laws

	realize their important role and personal contribution to the community

	Time Allotment:  10 minutes

	Materials Needed: blackboard/whiteboard, chalk/marker, eraser 

	Activity 3: Appreciating your spouse/partner’s family  

1. Divide the class into two groups. Give each group meta cards and pens.

2. Ask the group to write qualities they admire in their partner’s family.

3. Ask them to give concrete examples of each quality.

4. Process the activity by summarizing all the responses of the participants.

     

   Key Learning Points:
	A smooth relationship with in-laws has rewards.

	Do not compare your own family with your partner’s family.

	Seek counsel of in-laws regarding family issues such as raising of
children

	As much as possible, do not let in-laws interfere with                               
standards you have agreed upon beforehand as a couple.

	Apply the golden rule which says “Do not do unto others what you do 
not want others to do unto you”.
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How to live happily with your extended family 
1. Be friends with your in-laws. Go to church, go shopping, watch movies, eat out, 

plan picnics or attend parties with them.

2. Do not compare your own family with your partner’s family. Every family is unique 
in itself. 

3. Avoid criticizing members of your extended family; rather, look for what is good and 
positive in each one and build your friendship with them on that.

4. Seek wise counsel or listen to your in-law’s experiences that could help you deal 
with important issues such as proper child rearing, wise budgeting, and resolving 
fight between you and your partner if you think that they can be objective about this

5. Do not let in-laws interfere with basic things you have agreed upon as a                          
couple (e.g. where to settle, when to have children and how many; job decisions,              
education of the children etc.)

6. As much as possible, try to solve your family issues together as a couple first       
before asking help from any one of your extended family (e.g., money problems, 
your adjustment or personal problems as a couple, children’s school problems, 
etc.)

Family involvement in the community
1. Families belong to a society with different values, ideas and lifestyles. Every mem-

ber of a family goes through the process of socialization (in their neighborhood, 
school, church, work, politics, etc.)

2. Families need to be aware of and respect the different rights and privileges that 
individuals have as responsible members of the society. 

3. Family participation in community planning and implementation is important. It 
would be good for families to participate in barangay assemblies and be involved 
in community projects like community clean and green, poll-watching, school        
Parent-Teacher Association (PTA) meetings, among others.

Session 4:  Home Management
      Objectives: At the end of this session, the participants should be able to:

	understand the importance of time and financial management
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	identify how members of the family use their time on activities and manage 
their financial expenditures for the well-being of the family.

	identify which activities and expenditures are unnecessary and may be          
avoided. 

	Time Allotment: 10 - 30 minutes

	Materials Needed: Paper, pen 

	Activity 4:  Maria goes to market  

1. Provide participants with ballpen and paper. 

2. Instruct them to prepare a family budget for 15 days.

3. Ask them to compare their income for 15 days and their prepared budget.

4. Ask them if there are savings and how much.

5. Ask one or two participants to share their insights about their budget. 

  

  Key Learning Points: 
	Home management is a day-to-day activity of couples as soon as
      they start their lives together.
	Management is the process of planning the use of resources in order to 
      get the desired results that are favorable to everyone’s needs. It is the 
      process of planning, controlling, and evaluating family resources to 
      achieve family goals.
	Family goals, which are based on concrete human needs, pertain 
      mainly to the provisions of basic needs such as food, clothing and shelter.          
	Beyond the basic needs, family goals may include, among others, the
     maintenance of health, education of children, security for the future, and 
     the full development of each member’s potentials.
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Maintaining a healthy and safe house 
The house should be a place where everybody in the family would feel safe and secure. 
Because of this, maintaining the house in safe and good condition is necessary.

The following are general reminders in maintaining a healthy and safe house:

1. Examine every part of the house periodically. If there are parts that need repair, 
do the repair immediately. Leaking faucets can lead to higher water bill. Defective 
electrical connections or convenience outlets can be dangerous as it can cause 
fire. 

2. Watch out for signs of invasion of destructive insects such as termites and ants. 
Ant bites are bothersome. Termite attacks can strain the family budget on repairs. 

3. Make sure that the house is always clean, inside and outside. Clean the floor      
regularly and always keep it dry to prevent accidents. Cover all garbage cans in-
side and outside the house to keep out flies and rats.

4. Be a responsible pet owner. Keep pets from annoying the neighborhood or straying 
into the street. They can also bring in a lot of germs, as well as vermin (fleas, bugs, 
and others). Dogs, for instance, should not be allowed to freely roam around as 
they might bite people and cause a lot of trouble to the owner. 

5. Make sure that all medicines and drugs are locked away well out of reach of      
children, and properly labeled.

6. Certain rooms are necessarily full of danger such as the kitchen, and should           
remain out of bounds or made safe by the use of safety devices. Check LPG tanks/
gas stoves and accessories regularly.

Child safety
Babies and young children learn about their world by exploring it. This means that as 
soon as they are able to, they will crawl, touch, and grab at whatever is in their line of 
sight. They are curious by nature and need careful and gentle guidance. Shouting at or 
smacking children will not teach them about safety.

Tips on child safety: 

1. Keep an eye on your young children, especially near wires and sockets.

2. Small children should never be left alone with pets. Even trained and good-natured 
animals can turn on them.
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3. Make sure that irons, saucepans, and hot drinks are kept out of reach of children. 
Scalding and burns are common and avoidable accidents.

4. If a parent is a smoker, he may consider stopping the habit. Inhaling cigarette 
smoke is bad for children’s health. Children will be affected by passive smoking 
and your smoking may encourage them to smoke when they get older. 

5. Check toys for safety marks. Ensure that your child does not play with toys that are 
not suitable for his or her age, especially if the pieces are small enough to choke 
on. Unsafe toys can be very dangerous.

6. Check electrical wiring periodically and regularly.

7. Keep matches, lighted candles, and hot liquids out of reach.

8. Keep away kerosene, medicines, caustics and insecticides from the child.

9. Never allow the child to play in the street.

10. Keep plastic bags away to avoid suffocation.

11. Keep sharp objects away.

12. Install safety locks on cabinet, drawers and wooden cribs.

13. Never allow the child near ponds and rivers without adult supervision.

Cleaning and waste disposal
A healthy family makes a habit of cleanliness. Make sure that the house is always clean, 
inside and outside. Here are some tips:

1. Do not allow solid objects to be washed down the kitchen sink. These can clog up 
the drain and render the sink unusable.

2. As much as possible, construct your toilet out of concrete. Install a sturdy toilet 
bowl and provide four walls and a roof.

3. Cement floor can be very slippery. Scrub them regularly to avoid accidents in the 
bathroom.

4. Clean the water container, water dipper, and soap containers regularly. Plastic 
containers tend to collect a slimy, slippery film. Regular scrubbing should prevent 
this.

5. Use soap and water, or toilet paper, in cleaning up after moving your bowels. Avoid 
using newspapers, shredded cardboard, or any other bulky material which can 
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clog up the pipes.

6. Sprinkle water on the ground before sweeping to prevent the dust from swirling all 
over the place and into the house.

7. Cover all garbage cans inside and outside the house to keep out flies and rats.

8. Use weighted lids to prevent dogs and cats from spilling and scattering the gar-
bage all over the place.

9. Reduce and dispose of safely all domestic wastes.

10. Avoid excessive use of plastic bags.

11. Segregate solid garbage that can be recycled and reused. Bottles and other empty 
containers may be reused for storing vinegar, liquid soaps, and cooking oil and for 
other household uses. Reuse all items as much as possible to lessen garbage 
produced or repair them for longer use. Other materials that can be recycled such 
as newspapers, magazines, tin cans, glass bottles, and the like may be sold to a 
junk shop.

Backyard gardening, greening and caring for the environment
1. Tend a small vegetable and herbal garden in available lot or space at home. This 

way, you may be able to ease your money worries. At the same time, you can 
improve the health of your family and provide them greater quantity of nourishing 
food.

2. Learn to construct and use a compost pit for dried leaves, animal wastes and other 
biodegradable wastes. Loam soil produced from decomposed wastes from the 
compost pit can be used as organic fertilizer.

3. Plant fruit bearing trees around the house. Trees will provide shade, absorb            
pollution and provide cool breeze especially during summer.

4. Do not catch endangered species, or collect endangered plants and animals.

5. Be aware of and protect your environment. It is the key to healthy and sustainable 
living.

Safety measures against diseases
1. Always keep the kitchen neat, clean and orderly. The kitchen is a very important 

part of the house where the family prepares, cooks and stores food. Always keep 
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it neat, clean, and orderly.

2. Cover all foodstuffs; protect them from flies.

3. Keep glasses, plates, forks, spoons, knives, and water dippers in a covered,          
secured place where cockroaches cannot reach them.

4. Clean the dining table with soaped rags to remove odors and stains that attract 
flies and other insects.

5. Clean water container (jugs, jars, pitchers, bottles) inside and outside, and keep 
them covered at all times.

6. Set aside a special dipper for stored drinking water, in case you are using a big 
water jar.

7. The toilet and bathroom must be clean and it is very important that these are stur-
dily built.

8. Keep the yard clean and free of garbage, including the area outside your fence. 
Dirty surroundings breed diseases.

9. Clean up animal and human waste immediately. Waste matter can become the 
source of intestinal, skin, eye and lung infection, particularly among children who 
play in the yard. 

Disaster preparedness
1. Avoid constructing your house in dangerous locations such as near the riverbank, 

in areas that can be reached by high tide, in flood prone areas, in areas near a very 
steep slope or ravine, in an earthquake fault line, near an electrical transmission 
line, and other similar areas.

2. Teach family members how to safely evacuate the house in case of fire or in case 
there are natural calamities such as floods and typhoons.

3. Parents should learn how to do first aid techniques in case of injury and know the 
locations of the nearest medical clinic or hospital when any of the family members 
need medical attention.

Activities management
Management of the activities of the couple begins from the time they wake up to the time 
they go to bed. This management skill can allow them more time for themselves and their 
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children and friends. It can possibly increase their performance and productivity at work 
and in the home. This will also help reduce stress.

The best place to start is to manage the couple’s time better. Problems in activities         
management usually come from poor work habits. It is a good idea to keep track of how 
the couple spend their time for at least four days and after a while try to review and check 
for the causes of ineffective use of time. The couple may then ask themselves which 
tasks can be performed only by them or one of them, and which can be delegated to other 
members of the family or what tasks can be totally eliminated.

Tips for apportioning time for activities:
1. List down the tasks to be done. Prioritize time by rating tasks by their impor-

tance and urgency. Avoid unimportant commitments.  

2. Consolidate or group similar tasks and do them simultaneously. This eliminates 
a lot of sporadic behavior.

3. Alternate the easy with the difficult task to minimize fatigue.

4. Deal with procrastination by using a daily planner, breaking large activities into 
smaller ones, and setting short-term deadlines.

5. Allocate enough time for exercise, recreation, rest and sleep to remain              
physically and mentally fit.

6. Tackle the hardest tasks when the energy level is at its peak, not when fatigue 
is expected to set in.

7. Give each member of the family an assignment so that the burden of work is 
spread out. Break the do-it-yourself habit and let others learn to share respon-
sibility in doing household chores. Doing this will give you more time for major 
tasks.

8. Aside from a flexible time schedule, energy and time may also be saved by 
arranging equipment and belongings so that they are well-arranged, readily 
accessible, and easily remembered. Exercise, recreation, rest, and sleep are 
essential in remaining physically and mentally fit. 

Managing family resources  
Family resources include time, energy, money, materials, goods, knowledge and skills of 
all the members of the family.  
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Facts about basic needs and family resources:

	Family needs are numerous but family resources are often limited.

	Financial demands vary at different stages of family life.

Ways for a family to cope with its needs:

	Allow the wife to work or do part-time work.

	Have few children.

	Follow some simple rules in budgeting.

	Learn to save.

	Enroll in Philhealth insurance to avail of health services.

 

Budgeting 
Budgeting should be a joint decision-making between husband and wife.  It entails         
constant consultation and communication regarding matters that will affect them. Money 
matters must be handled carefully to prevent it from becoming a source of marital conflict.

Tips in Budgeting

1. Estimate the total income, which may come in the following forms:

• Wages and salaries

• Extra earnings

2. List down all items that the couple or the family has to spend on including                      
estimates on each item.

3. Subtract fixed expenses such as rental, utilities, tuition and other similar                           
expenditures.

4. The balance is divided for daily needs, such as food, clothing, transportation, 
health and recreation expenses, among other items.

5. As much as possible, set aside 5% to 10% of the balance for savings. This is        
essential so that the family has a reserve fund for emergency use. Keep your      
savings in the bank, if possible, where it is safer and earning interest at the same 
time.
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Wise buying
Wise buying is the art of getting goods that satisfy the needs at a minimum amount of 
time, energy and money. It is getting the most out of limited resources.

Tips in wise buying:

1. Buy food that is cheap but nutritious.  Take advantage of fruits and vegetables in 
season.

2. Always check the expiry date of the food item bought.

3. Buy clothes that can serve many purposes and can be used in many occasions.

4. Buy household equipment that is within the family’s means.

5. Buy on sound credit terms. Pay off large down payments quickly. Advertising claims 
such as “No down payments” and Long time to pay” means greater costs.

6. Buy soap and detergent in bulk.

7. Stay away from stores except when there is absolute need to buy. Avoid “just     
looking”. Browsing can lead to buying. Make a list and stick to it.

8. Plan shopping with a purpose in mind. Use that list. Extras that are not really   
needed can add to the total at the cash register.

9. Limit the number of trips to the store or to the market.

10. Do not shop in a weakened condition. Shopping when one is hungry, tired or         
depressed can lead to overspending. Before spending money, think through the 

11. If deciding to buy, compare the prices of items.

12. Avoid buying cheap but sub-standard items.

13. Be patient. Learn to say “no” to:

- items that do not rank high on the spending priority list

- items that are too expensive for the budget, know the limits of the family’s     
budget

- the salesclerk who says it looks wonderful, when it really is not

- friends or relatives selling things. Do not buy just because of the feeling of      
being obligated

14. Use feedback. Review the family’s spending record for patterns of behavior.
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15. Establish spending rules for the family to follow. Set spending limits. Do not spend 
more than what is in the plan.

Tips in savings:
1. Learn to recycle food, clothing and other items.

2. Walk instead of taking a ride.

3. Do backyard/pots gardening.

4. Include savings in your budget items.

5. Conserve energy and water.

6. Breastfeed your baby.

7. Learn to live within your means.

8. Do not overcook your food.

9. In case of illness, get medical care on time to prevent complication.

10. Celebrate birthdays, fiesta, or family reunion simply.

Stress management in the home
Managing stress is very important to maintain harmony and peace in the home. The     
couple should communicate, set family rules, agree on expectations of each other,               
perform their respective roles and responsibilities and hone their skills in parenting.

Common causes of stress at home include:

	lack of money, food and other resources

	lack of communication

	

	

	neglect in the performance of roles and responsibilities

	too high expectation among family members and in-laws

	too much dependency on one’s spouse
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conflict in relationships

lack of clear rules and agreement



	lack of skills in parental responsibilities

Healthy lifestyle
Tips for a healthy lifestyle

1. Prepare and eat a well-balanced diet of nutritious foods, which may not necessar-
ily be expensive.

2. Avoid vices like smoking, drinking and staying up late.

3. Avoid stress by exercising, listening to pleasant music, reading and similar hob-
bies.

4. Maintain cleanliness and sanitation in the home and surroundings.

5. Have a happy disposition.

Key Learning Points:
	It takes two to manage a home:  One plus one = ONE

	It takes a couple to raise a family. It takes a family to build a home.

	Home management promotes successful marriage and harmonious       
relationships.

	Small family size facilitates budgeting, savings and living within one’s 
means.

	The family that prays together stays together. 
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UNIT II: 

RESPONSIBLE PARENTING

This unit discusses the various aspects of responsible parenting and the tasks involved in 
caring for and nurturing one’s family.

Session 1 explains the meaning of responsible parenting. It discusses the core elements 
of responsible parenting and its concepts.

Session 2 discusses the duties and responsibilities of parents. It discusses the roles of 
husband and wife during pregnancy and the preparations of expectant parents. 

Session 3 explains the essence and meaning of children as well as their rights, family 
formation, family health, and parent-child relationship. This unit also explains the impor-
tance of clear and open communication on parent-child relationship, and tips in resol-

Session 4 identifies the roles and influences of parents on the children’s future. It iden-
tifies the essential needs of a child in each growth and development stage, promotes     
better understanding on how parents should deal with their children while growing up, and 
discusses ways to appropriately respond to address these needs. It also discusses their 
tasks in dealing with their pre-teen and teenage children, and the value of open commu-
nication. 

Session 1. Responsible Parenting 
      Objectives:  At the end of this session, the participants should be able to:

	define the meaning of parenting and responsible parenting.

	 Time Allotment:  10 minutes

	Materials Needed: Large poster board,  Magazines/photos, Scissors, Colored   
pens, Glue
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	Activity 1: Family visioning 

1. Provide participants with pen, paper and crayons  

2. Instruct participants to set aside some time with their spouse and create a 
vision for themselves and their family by drawing or illustrating 3-5 important 
things that they want to have in the next five to ten years. 

3. Ttheir drawing may contain the following: new house, having children,               
employment, business, etc. 

4. Request one or two couple participants to share to the group what they have 
in their drawing or illustration.   

5. Process their family visioning exercise by emphasizing on the need for family 
aspirations. 

Session 2. Duties and Responsibilities of Parents 
      Objectives: At the end of this session, the participants should be able to:

	identify the duties and responsibilities of parents during pregnancy

	list duties and responsibilities of parents to their children

	Time Allotment: 10 minutes

Key Learning Points:
	Responsible parenting is a series of decisions parents make to            

ensure the best possible life for themselves, for their children, and for 
the communities they belong to.  

	More than just decisions, responsible parenting is a commitment to 
ensure the well-being of the family and to enable each member to fully 
develop one’s capabilities and potentials.  

	Responsible   parenting         includes the process of deciding how many 
children to have and when to have them. 
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	Materials Needed:  meta cards, sign pens and masking tape

	Activity 2:  Duties and Responsibilities of Parents   

1. Distribute meta cards to the participants. Ask them to write their concept of 
parents’ duties and responsibilities.

2. Remind them that there are no “wrong” answers. 

3. Tell them to post their cards on the board.

4. Process the outputs of the participants. If the answers do not reflect all the 
possible answers, refer to the KLPs for the remaining duties that they have 
not identified.

5. Deepen the discussion of the KLPs by providing concrete, practical example

Roles of mothers during pregnancy 
Pregnancy is an ideal time to start taking really good care of yourself both physically and 
emotionally. If you follow the few simple guidelines below, you should give yourself the 
best chance of having a problem-free pregnancy and a healthy baby.

As soon as you find out that you are pregnant, get in touch with your doctor or a mid-
wife to organize your antenatal care. Organizing your care early means you will get good 
advice for a healthy pregnancy right from the start. You will also have plenty of time to 
organize any tests that you may need.

2. Eat well

  

Our children are the hope of the nation. The quality of the life they live 
now-in terms of health, education, and family environment __ will greatly 
determine their ability to become productive citizens of the country.
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1. See your doctor or midwife as soon as possible

Aim to eat a healthy, balanced diet whenever you can. You do not need to eat for two when you
are pregnant. You do not need extra calories for the first six months of pregnancy. Try to have:

http://www.babycentre.co.uk/a1048151/how-to-get-the-best-out-of-your-midwife
http://www.babycentre.co.uk/a1048151/how-to-get-the-best-out-of-your-midwife
http://www.babycentre.co.uk/a329/pregnancy-ultrasound-scans-an-overview
http://www.babycentre.co.uk/a3561/diet-for-a-healthy-pregnancy


• at least five portions of fruit and vegetables daily.

• plenty of carbohydrates, such as bread and rice, as the basis of your meals.  

• daily servings of protein, such as fish, lean meat, eggs and some milk and dairy 
foods.

• two  portions of fish a week, at least one of which should be oily. Fish is packed 
with protein, vitamin D, minerals and omega-3 fatty acids. 

3. Exercise regularly

Regular exercise has many benefits for mothers-to-be. It can: 

• build your strength and endurance. This may help you cope better with the extra 
weight of pregnancy and the hard work of labor.

• make it easier for you to get back into shape after your baby is born.

• boost your spirits and even help ward off depression. Good exercise choices for 
pregnancy include: 

- brisk walking
- swimming

4. Begin doing pelvic floor exercises

Your pelvic floor comprises a hammock of muscles at the base of your pel-
vis. These muscles support your bladder, vagina and back passage. They 
can feel weaker than usual in pregnancy because of the extra pressure upon 
them. Pregnancy hormones can also cause your pelvic floor to slacken slightly.  
 
Weak pelvic floor muscles put you at risk of developing stress incontinence. This 
is when small amounts of urine leak out when you sneeze, laugh or exercise.  
 
Strengthening your muscles by doing pelvic floor exercises regularly throughout your 
pregnancy can help. Having a toned pelvic floor may help your baby’s birth go more 
smoothly too. You will feel the benefit if you do eight (8) pelvic floor squeezes three (3) 
times a day. 
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http://www.babycentre.co.uk/a539921/depression-in-pregnancy
http://www.babycentre.co.uk/a7863/walking-in-pregnancy
http://www.babycentre.co.uk/a7822/swimming-and-aquanatal-classes-in-pregnancy
http://www.babycentre.co.uk/a536339/your-pelvic-floor-in-pregnancy
http://www.babycentre.co.uk/x1013418/im-11-weeks-pregnant-and-leak-wee-when-i-cough-or-run-why


5. Cut down on or cut out alcohol

Any alcohol you drink rapidly reaches your baby via your blood stream and placenta.  
No one knows for sure how much alcohol is safe to drink while you are pregnant. That is 
why many experts advise you to cut out alcohol completely throughout pregnancy or at 
least for the first three (3) months. 

6.  Cut back on caffeine

Coffee, tea, cola and energy drinks are mild stimulants. There are concerns that too 
much caffeine may increase your risk of miscarriage. Excessive caffeine intake has also 
been linked to risks of having low-birth-weight baby. 

7.  Stop smoking

Smoking during pregnancy can cause serious health problems for you and your baby. 
These risks include an increased risk of: 

• miscarriage

• premature birth

• low birth weight

• smoking may even be associated with the loss of a baby at birth

• nausea and vomiting (morning sickness)

• ectopic pregnancy

• placental abruption, where the placenta comes away from the uterus wall before 
your baby is born

 
 8.  Get some rest

The fatigue you feel in the first few months is due to high levels of pregnancy hormones 
circulating in your body. Later on, it is your body’s way of telling you to slow down.

  
 
If you cannot sleep at night, try to take a quick nap in the middle of the day to catch up. If 
that is not possible, at least put your feet up and try to relax for 30 minutes.  
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http://www.babycentre.co.uk/x25006037/when-does-morning-sickness-start
http://www.babycentre.co.uk/a549381/ectopic-pregnancy
http://www.babycentre.co.uk/a1024974/placental-abruption
http://www.babycentre.co.uk/a2911/tiredness-in-pregnancy
http://www.babycentre.co.uk/a547370/the-basics-of-good-sleep


Roles of Fathers During Pregnancy and Child Caring 

It can often be difficult for husbands to understand their role as father right away. For the 
mothers, the connection tends to be more immediate, especially if they choose to breast-
feed and their role is clearly defined from the start. However, they do not want to do all the 
work on their own and fathers have to work out quickly what they should be doing to help 
their partner look after the baby. Every family is different so you should try things out until 
you find something that works for you. 

Tips for fathers:

1. Support the mother

The hormonal rush after giving birth can be overwhelming and women who go unsup-
ported are more likely to develop post-natal depression. As the father of the baby, it is 
your job to reassure the mother that she is doing a good job and that you are there to do 
whatever needs to be done to look after the baby. If you live together, pamper her.  Try 
giving her a massage, cooking her favorite meal and bringing  her drinks when she is 
breastfeeding; do anything you can to make life a bit easier. This should help keep your 
relationship strong.

2. Talk to each other

It is important to communicate with each other about how being a parent has made 
you feel. This is especially important if you are a couple, as your partner may be very              
confused about her emotions and desperately needing love and support. You should 
praise her and the baby in equal measures and use any opportunity you can to discuss 
your thoughts on your new life.

3. Be prepared

For emergencies, keep a list of useful phone numbers handy so that you can call                
anybody you need to for advice and help. This should include the midwife, doctor and ba-
rangay health worker, and probably both your parents and friends who have had children. 
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4. Deal with visitors

You will probably never have more visitors than when you first bring your new baby home. 
This can be lovely, but it can also be draining. You should be prepared to put people off 
coming if you and your partner are too exhausted.  

5. Be a hands on parent

When it comes to actually looking after the baby, the father needs to get as much practice 
as possible. You must learn to change diapers, how to bathe the baby safely and how to 
give comfort when the baby is crying as soon as possible to help you and your partner 
and to help you bond with your baby. Some men find this difficult because new mothers, 
whether they mean to be or not, can be paranoid and controlling where their baby is         
concerned. She may feel as though she is failing as a mother if she is not the one who 
feeds, changes and cuddles the baby all day long. If this is the case, you should gently 
remind her that you can handle it and that it is essential for you to develop as a father. 
Remind her that she does not have to do it all on her own and that you are there to help. 

6.  Be a breastfeeding partner

In the early days, breastfeeding can last for hours. You should bring her snacks and 
drinks and put something she wants to watch on TV or bring her a book or magazine. 
Once breastfeeding is well established, you can give the baby a bottle of expressed milk 
to give your partner a break.

7.  Keep work separate

If you are too preoccupied with work, you may not have time in the evening to spend with 
your baby. If it helps, make a list of everything you need to do for work that night or the 
next day and make another list of things you want to do with your family that evening. This 
should get your mind back on home rather than work. When you do get home, make sure 
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that the baby is part of your evening routine. Set time aside to take the baby for a walk, talk 
to him/her, give cuddles and read a story.



8.  Soothe the baby 

Of course, this is easier said than done. Sometimes it just seems as though nothing you 
do will stop your baby from crying but hopefully you can find some methods that help. 
The first thing to remember is that the baby may be crying for a reason so try feeding, 
changing the diapers, rocking to try and get him/her to sleep, or burp and look for any     
potential cause of pain or discomfort. If nothing seems to be wrong, you have to start us-
ing your imagination. Other techniques include rocking, swinging, dancing with your baby, 
singing, or pulling faces. You will find that what works once might not work the next time; 
it depends somewhat on your baby’s mood. Sometimes the best thing to do is just let the 
baby cry if you are sure there is nothing physically wrong.

9.  Provide cuddles

It is important for you to bond with the baby and a great, easy way to do this is by            
cuddling. Take every opportunity to hold your baby and talk to him/her. It will comfort and 
reassure you both.

10.  Remember to look after yourself

If you are performing your role well, it could be easy to be too busy looking after every-
body else that you forget about yourself. You are no good to your partner or your baby if 
you are completely exhausted, stressed out and snappy (though you are likely to be all 
these things at some point, which cannot be helped). Find a way to relieve some stress. 
Make sure you have a friend that you can talk to and let off steam with without neglecting 
your family. Take some time to give yourself a bath and sleep.
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Duties and responsibilities of parents 
1. Providing physical care, love and basic needs 

• The quality of a child’s physical, mental, and emotional health depends on the 
quality of parental care he/she gets as he/she grows. This should start while 
the child is still in the womb.

• Parents should provide their children with basic needs such as clothing,             
adequate nutrition, happy home environment and health care.

• Keeping them warm and healthy, hugging and cuddling them, playing and    
helping them learn are all important for growing children.

    Factors that compound risks in pregnancies: 

1. The mother is “too young” - If mothers are not physically, emotionally, 
or financially ready to carry and care for a child, their babies tend to 
have low birth weight and are predisposed to a variety of illnesses. 
Delaying a first pregnancy until a girl is at least 18 years of age will 
help ensure a safer pregnancy and delivery and will reduce the risk 
of her baby being born under-weight.

2. “Too soon”   - The mother should give her body   time to fully recover 
from  previous pregnancy and delivery.  Everything needs time to 
heal and get back on a normal cycle after having a child. . The risk 
of death for young children increases by nearly 50% if the space be-
tween births is less than two years.

3. “Too many” – The health risks of pregnancy and childbirth increase 
after four (4) pregnancies. The risk of death for young children in-
creases by nearly 50% if the space between births is less than two 
years.

4. “Too old” - Some pregnancy problems are more common such as 
high blood pressure and diabetes in older pregnant women.  Preg-
nancy after the age of 35 increases the health risks for the mother 
and her baby.
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2. Inculcating the right values, conduct and discipline to their children

• Parents should be the role models.

• Children should be trained to think, reason out, and distinguish between right 
or wrong.

• As early as one year old, children should be taught how to accept limitations, 
value freedom and responsibility, and understand the requirements of living 
well and peacefully with others.

• The value of saving and wise use of money, frugality and self-reliance 
should be among the responsibilities parents must teach their children.                                           
Decision-making on budgeting and how to spend their allowance should be 
taught to children early on.

3. Developing social competence

• Socially competent children are described as friendly, happy, self-confident,    
responsible imaginative, alert and energetic.  They enjoy work, have good 
communication skills, and are a good sport.

• Social competence can only be achieved if children have high self-esteem.  
This is developed by allowing them to do things on their own, think for them-
selves, and make decisions in accordance with their level of development.

• Self-confidence is an important component of social competence.  This is        
developed by praising children for their efforts and congratulating them for their 
successes.  If they fail, encourage them to try again.

• Scolding and shaming them can do more harm than good.

4. Education

• Parents are the children’s first teachers and the home, their first school.            
Suitable learning experiences must be provided in the home to hasten their 
mental development as early as infancy.  

• Parents are also duty-bound to discover and help develop their children’s           
innate talents and abilities to the fullest extent possible.

• Every child has the right to education. Parents are required to send their            
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children to school and provide for their education.

5. Citizenship training

• It is necessary to teach children a sense of nationhood and develop their        
commitment to their country.  They are to be taught the value of order,                       
cooperation, tolerance, sportsmanship, self-discipline and self-reliance in the 
home and play experiences aside from those learned in school.

6. Educating children in age-appropriate aspects of human sexuality

• Parents should provide correct information on human and responsible sexu-
ality to their children. It has been proven that children who are appropriately 
aware on their sexuality are more able to protect themselves and become well-   
adjusted and responsible adults.

7. Spiritual formation

• Parents should be the spiritual role models of their children in loving, obeying 
and worshipping God. They should encourage their children to be prayerful and 
get involved in church activities. 

   

Closing Statements:

	Children are more than a product of the union between husband 
and wife. 

	They are God-given. Hence, every child is a blessing to the family 
and we should think of it this way: you were specially selected by 
God to be a responsible parent of the child He is entrusting to you.

                              Responsible Parenthood and Family Planning Resource Manual                                 40



Closing Activity
Lead the participants in singing the song “The Greatest Love of All”.

The Greatest Love of All

I believe the children are our future 
Teach them well and let them lead the way 

Show them all the beauty they possess inside 
Give them a sense of pride to make it easier 

Let the children’s laughter remind us how we used to be 
Everybody is searching for a hero 

People need someone to look up to 
I never found anyone who fulfill my needs 

A lonely place to be 
So I learned to depend on me

[Chorus] 
I decided long ago, never to walk in anyone’s shadows 

If I fail, if I succeed 
At least I’ll live as I believe 

No matter what they take from me 
They can’t take away my dignity                                                                                      

Because the greatest love of all is happening to me 
Learning to love yourself is the greatest love of all.

Session 3: Parent-Child Relationship and Communication  
Communication is the sending of information from one person to another.  Communi-
cation can be verbal or non-verbal, can be positive or negative, effective or ineffective.  
Good communication skills will benefit children for their entire lives. 

In the advent of modern age, it becomes difficult for parents to monitor and track the 
growth of their children.  In recent years there has been a need to revisit and think about 
what we teach our children including their values and attitudes.  There are also other      
external factors that influence the values and attitude formation during the growth of 
children these days like television, radio, internet, print media, friends, peers and class-
mates.
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It is important for parents to know the appropriate communication techniques for them to 
have a good and harmonious relationship.  The parent must know the proper method for 
effective communication and connection to one’s child.

The most important part of communication is listening thoroughly.  Listening shows that 
attention is given to one’s child in order to decipher their true feelings.

     Objectives:  At the end of this session, the participants should be able to:

	discover/rediscover one’s self as a person and as a parent

	identify and compare the different parenting styles

	enumerate the important elements that can strengthen parent-child relationship 
and effective ways to communicate with their children

	understand the different rights of a child

	understand the importance of clear and open communication

	identify the methods for appropriate/proper communication

	identify the proper methods in resolving issues between the parent and the child

	Time Allotment:  15 minutes

	Materials Needed:  Personality profile questionnaire  

	Activity 3

 Option 1. Knowing Your Personality Type

1. Introduce the topic by saying, “In an earlier session, we have seen the         
elements that help husbands and wives develop a strong relationship. We 
also have to maintain a strong and harmonious relationship with our child/
children. 

2. Ask the participants: “When was the last time you thought about what kind 
of parent you are and how your children see you? This session will be like a 
mirror to show you a reflection and understanding of our temperament and 
our personality as a parent.

3. Distribute the personality profile questionnaire to the participants. Assure 
the participants that the questionnaire will not be collected and will be par-
ticipant’s property. Please answer the questionnaire as honestly as you can. 

4. Go over (read aloud) each item in the questionnaire with the participants 
while answering the questionnaire (to ensure that they finish on time while 
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giving them the chance to clarify some terms).

5. Give hand-outs and discuss the different personality types (sanguine, mel-
ancholic, phlegmatic and choleric). Ask participants and encourage re-
sponses. “What did you discover about who you are as a parent?”

6. Synthesize their responses and link with the KLPs.

Option 2. Communicating With Your Child 

1. Divide the group into four (4) and  give them the same communication task 
( for ex. Parent to tell his/her child that we cannot buy ______ because 
_______)

2. The first group will do the role play on how to communicate and connect 
with a child 0-3 years old, the second group for a child 4-6 years old, the  

3. The facilitator would then process the role-play activity undertaken. Provide 
inputs on parent-child communication concepts, and identify techniques   
depicted and supplement where same is not present.

Different Personality Types of Parents

1. The Popular Parent  (Sanguine) “LET’S DO IT THE FUN WAY”

•	 Character: light-hearted, bright-eyed, talks and laughs a lot, “life of the party”, 
enjoys people, gets excited by project, dramatic and emotional

•	 Could improve: by being more- reflective, organized, time conscious, self-        
reliant at work, can learn to accept criticism and balance sense of humor

•	 Depressions: funless life, seeming lovelessness or unresponsiveness by      
people

•	 Dislikes people: who criticize, unresponsive to his/her humor, isn’t charmed by 
him/her

•	 Fears: being unpopular, bored, routinary life, keeping track of expenses

•	 Likes people: who listen to, laugh with, praise and approve of him/her
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•	 Self-worth: felt when praised and responded to by the people around him/her

•	 Strengths: bubbling and engaging personality, optimistic, humorous, great     
story-teller, enjoys being with people, life of the party

•	 Wants: fun activity, people’s presence, attention, approval, affection, accep-
tance

•	 Weaknesses: disorganized, can’t remember details of names, exaggerates, 
not serious about anything, relies on others to do work, too gullible/naive

2. The Powerful Parent  (Choleric) “LET’S DO IT MY WAY”

•	 Character: fast moving, very self-confident, restless and over-powering; quick 
to grab leadership, take command or dominate any decision-making situations, 
business-like, fast-paced, temperamental

•	 Wants: to be in control

•	 Strengths: can instantly take charge; makes fast and correct judgment

•	 Weaknesses: too bossy, dictatorial, insensitive, impatient, will not delegate or 
give credit to others

•	 Self-worth: felt when appreciated for all achievements; when there are leader-
ship opportunities; when decision-making and control is needed

•	 Depressions: life that he/she cannot control as others prefer to do things their 
own way

•	 Fears: losing control of anything

•	 Likes people: who are supportive and submissive; see things his/her way and 
obey right away and not minding if they are not recognized for work done

•	 Dislikes people: who are lazy and not interested in working constantly; resists 
authority; independent minded; and whose loyalty to him/her cannot be ascer-
tained

•	 Could improve: by allowing others to make decisions; delegating authority; re-
laxing and accepting the fact that things can be done also not necessarily his/
her way.
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3. The Perfect Parent  (Melancholic) “LET’S DO IT RIGHT AWAY”

•	 Character: serious and sensitive in nature; clean, neat, and well-groomed; 
well-mannered, self-deprecating, compassionate, sincere, steadfast,                      
well-behaved, creative, artistic, multi-talented, dedicated to making things per-
fect

•	 Wants: to have things going right

•	 Strengths: deeply analytical; able to organize and set long range goals; has 
high standards and ideals

•	 Weaknesses: gets easily depressed; spends too much time in preparation and 
attention to details

•	 Self-worth: feels the need for sense of stability, silence and support

•	 Depressions: when standards aren’t met, life is disorderly or no one seems to 
care

•	 Fears: making mistakes; standards being compromised; true feelings not being 
understood by anyone

•	 Likes people: who are serious, intellectual, deep, carry on a sensible conver-
sation

•	 Dislikes people: who are insubstantial, superficial, disorganized, forgetful, late, 
unpredictable

•	 Could improve: if he/she doesn’t take life too seriously, not too much of a        
perfectionist specially as a parent

4. The Peaceful Parent  (Phlegmatic) “LET’S DO IT THE EASY WAY”

•	 Character: calm, kind, low key, relaxed, patient, easy to get along with, most 
eager to please, sympathetic, most agreeable and pleasant person

•	 Wants: avoid conflict, keep peace

•	 Strengths: balanced, even disposition; dry sense of humor; pleasing                         
personality

•	 Weaknesses: ; lack of enthusiasm and energy, lack of decisiveness

•	 Self-worth: peace and relaxation, attention, praise, self-worth, loving motivation
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•	 Depressions: a life full of conflict, facing personal confrontations and facing the 
problem alone

•	 Fears: having to deal major with personal problems and making major changes

•	 Likes people: who will make decisions for them, recognize their strengths,       
respect and not ignore them

•	 Dislikes people: who are too pushy, too loud and expect too much of them

•	 Could improve: if they set goals and become self-motivated;  would be willing 
to do more  if they could face their own problems as they wish to help others

Rights of the Child

All children are entitled to rights without distinction as to legitimacy, sex, social status, 
religion, political background of parents and other factors.  

The following are the rights of children:

1. Children have the right to be born well once they are conceived.  Children are 
endowed with the dignity and worth of a human being from the moment of their 
conception and therefore, the right to be born well.

2. Children have the right to a wholesome family life.  Children have the right to 
a wholesome family life that will provide them with love, care and understanding, 
guidance and counseling, moral and material security.

3. Children have the right to develop into a happy, useful and active member of 
society.  Children have the right to a well-rounded development of their personal-
ity to the end that they may become happy, useful, and active members of the so-
ciety.  Gifted children shall have the right to develop their special talents.  Children 
with emotional problems or who have difficulty in getting along with others shall 
have the right to treatment and competent care.  Children with physical and mental 
handicap shall have the right to the treatment, education, and care they need.

4. Children have the right to a healthy and vigorous life. Children have the right 
to balanced diet, adequate clothing, sufficient shelter, proper medical attention and 
all the basic physical requirements of a healthy and vigorous life.

5. Children have the right to enrich and strengthen their character through a 
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moral and upright life.  Children have the right to be brought up in an atmosphere 
of morality and rectitude for enrichment and the strengthening of their character.

6. Children have the right to education and skills development.   Children have 
the right to an education commensurate with their abilities and to the development 
of their skills for the improvement of their capacity for service to themselves and to 
their fellowmen.

7. Children have the right to safe and wholesome recreation and activities.   
Children have the right to full opportunities to safe and wholesome recreation and 
activities for the wholesome use of their leisure hours.

8. Children have the right to be protected from anything that will affect                
negatively their development and growth.  Children have the right to protection 
against exploitation, improper influences, hazards and other conditions or circum-
stances prejudicial to their physical, mental, social and moral development.

9. Children have the right to live in an environment that will affect positively 
their growth and development.  Children have the right to live in a community 
and society that can offer them an environment free from harmful elements and 
conducive to the promotion of their health and the cultivation of their desirable 
traits and attributes.

10. Children have the right to the care, assistance, and protection of the State 
particularly when their parents or guardians fail or are unable to provide them with 
their fundamental needs for growth and development.

11. Children have the right to an efficient and honest government. Children have 
the right to an efficient and honest government that will deepen their faith in demo- 
cracy and inspire them with the morality of the constituted authorities both in their
public and private lives.

12. Children have the right to grow up as a free and responsible individual.      
Children have the right to grow up as free individuals in an atmosphere of peace, 
understanding tolerance and universal brotherhood and with the determination to 
contribute their share in the building of a better world.

13. Children have the right to name and nationality.  Article 7 of the Convention on 
the Rights of the Child states that a child must be registered immediately after birth 
and must be conferred with a name and nationality.  A child who is not registered at 
birth is in danger of being shut out of society, denied the right to an official identity, 
a recognized name, and nationality.  Furthermore, a birth certificate is a document 
of paramount importance in accessing a range of rights achieved through services 

                                   Responsible Parenthood and Family Planning Resource Manual47



offered by the government like free basic education, Philhealth, and other social 
security systems benefits.

Common situations that give rise to conflict and misunderstanding    
between parent and child
Relating to one’s child is also an important part of parent-child communication. Knowl-
edge of the common sources of conflict and misunderstanding between the two is a step 
in appropriately communicating and relating.  Sources of conflicts, when safe guarded 
and avoided, give opportunities for open communication.  The table below depicts some 
of the common sources of conflict.

For Children 0-12 For adolescents and youth above 12
Wants versus Needs

Tantrums

Influence of media

Inadequacy in devoting time and attention

Unrealistic expectations

Money or inadequacy in basic needs

Peer pressure and media influence

Addiction to vices like gambling, alcohol, 
smoking, drugs, computer games

Inadequacy in devoting time and attention

Unrealistic expectations

Basic principles of good parent-child communication
Good communication is an important parenting skill.  Parenting can be more enjoyable 
when positive parent-child relationship is established. Below are the basic principles of 
parent/child communication:

1. Let the child know that you are interested and involved and that you will help when 
needed.

2. Turn off the television or put the newspaper down when your child wants to talk.

3. Avoid taking phone call when the child has something important to tell you.

4. Unless other people need to part off the discussions, hold conversations in private.  
The best communication between you and the child will occur when others are not 
around.

5. Embarrassing the child or putting him on the spot in front of others will lead only to 
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resentment and hostility, not good communication.

6. Do not tower over your child.  Physically get down to the child’s level then talk.

7. If you are angry about a behavior or an incident, do not attempt to communicate 
until you regain your composure because you cannot be objective. It is better to 
stop, settle down and talk to the child later.

8. If you are very tired, you will have to make an extra effort to be an active listener. 
Genuine active listening is hard work and is very difficult when your mind and body 
are already tired.

9. Listen carefully and politely. Do not interrupt the child when he is trying to tell his/
her story.  Be as courteous to your child as you would be to your best friend.

10. Do not be a wipe-out artist, unraveling minor threads of a story and never allowing 
the child’s own theme to develop.  Listen to their main idea and don’t just say “I 
don’t care what they are doing, but you had better not be involved in anything like 
that.”

11. Do not ask why but do ask what happened.

12. If you have knowledge of the situation, confront the child with the information that 
you know or have been told.

13. Keep adult talking (“You’ll talk when I’m finished.” “I know what’s best for you.” 
“Just do what I say and that will solve the problem”), preaching and moralizing to a 
minimum because they are not helpful in getting communication open and keeping 
it open.

14. Do not use put-down words or statements like dumb, stupid, lazy: “Stupid, that 
makes no sense at all” or “What do you know, you’re just a child.”

15. Assist the child in planning some specific steps to the solution.

16. Show that you accept the child, regardless of what he/she has or has not done.

17. Reinforce the child for keeping communication open.  Do this by accepting him/her
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Session 4. Role and Influence of Parents on a Child’s Future  

Today’s young people, our children, belong to the most promising generation in the histo-
ry of the world. They stand at the summit of the ages. They also stand at the crossroads 
of two great paths. One is the broader, well-travelled path that leads to mediocrity of 
mind and character and to social decline. The other is a narrower, “less traveled” uphill 
path leading to limitless human possibilities—and the hope of the world. Every child can 
walk this latter path, if shown the way. But who will show them the way, if not you and me? 
Where will they learn how, if not in their home or at their school? When will it happen, if 
not now?

Parenting a child  
      Objectives:  At the end of this session, the participants should be able to:

	know the essential needs of a child in each growth and development stage 

	have better understanding on how to deal with their children while growing up

	discuss ways to appropriately respond to address these needs

	Time Allotment:  30 minutes

	Materials Needed:   White/Black Board and Pen/Chalk  

	Activity 4. Role Playing on Parental Roles 

1. Group participants into four and assign the four developmental stages in 
each group.

2. Each group will make a three-minute role-playing of parental roles in provid-
ing the needs of the child in the developmental stage they represent.

3. The focus question for each group, which will be written on the board, will 
be: “ Knowing that a child has to develop, what role/support should we give 
as parents to ensure that they accomplish the task as scheduled in each 
human development stage?”  

4. Process the role play by relating it with the key priciples in human develop-
ment and the child’s stages of development.  
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Helping your child through every stage of development
(Erik Erickson, Stages of Psycho Social Development)

1. Infancy (0-1 year old) 

Trust should be developed during this stage of development. If this is not                      
developed, a child grows up mistrusting people. Some activities to develop trust in 
infant are:

•	 Respond to temperament, needs, cues of each baby.

•	 Engage in one –on-one, face-to-face interactions with infants.

•	 Appreciate infant’s crying as the beginning of communication. Crying and body 
movements are the infant’s ways of expressing interest and level of  tolerance 
for physical movement.

•	 Play some music, sing to and read to infant to acquaint him or her with such 

   The Key Principles in Human Development:
1. Growth refers mainly to the physical changes.

2. Human development is a lifelong process that begins at the pre-natal 
stage. 

3. What we become is a result of all our experiences from the time we 
were conceived. 

4. Human development involves character changes in complexity and 
function of behavior.

5. Human development dimensions influence each other and develop 

 
simultaneously. These include the physical, cognitive, social, emo-
tional  and spiritual dimensions. Every progress or changes in any 
dimension affects all other dimensions as well.

 
Development and learning occur continuously as a result of the child’s 
interaction with people and objects in the environment.
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sounds and also to see how he/she responds.

•	 Adjust your time to the infant’s feeding and sleeping schedule and consistently 
respond to infant’s need for love and comfort.

           

        Basic Needs of Infant 

•	 Protection or safety from physical danger.

•	 Adequate nutrition. Breastmilk is the most complete food for babies. Therefore, 
it is essential for mothers to breastfeed their babies from six (6) months to two 
(2) years. 

•	 Adequate health care. For infants, protection against serious diseases, parents 
should know what, when, where and how many times their infants should be 
immunized.

•	 Father-child bonding is also important to make the baby recognize and feel the 
father’s love. Carrying the baby, singing lullabies, talking and playing with the 
infant are some of the ways.

2. Toddler Stage (2-3 years old)
A toddler has to learn autonomy at this stage otherwise, shame and doubt is          
developed. 

Signs of the Autonomy-Learning Toddler
Physical and motor skills are starting to develop (handles fork and spoon, handles
toys as instructed, develop toilet-training habits, tries drawing, writing, dancing, 
etc.)

•	 Ability to love is developed with the mother who mostly takes care of the            
toddler. Father’s presence and involvement in caring for the child is encour-
aged to develop father-attachment.

•	 Recognition of authority figures such as mother and father enables the child 

•	 Begins to realize that he/she is a physically separate being from parent/s.
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Needs of a Toddler

•	 Care for their health (teach washing of hand before and after meal, daily baths, 
etc.)

•	 Give foods that will make them go, grow and glow.

•	 Support learning new motor, language and thinking skills.

•	 Help them learn to control their own impulse, spoiled behavior and to focus on 
task.

•	 Give them a chance to develop independence and make simple decisions like 
choosing clothes to wear, toys to play and books to read.

3.  Childhood Stage (4-12 years old)

A child should develop initiative and industry at this stage otherwise, he would al-
ways feel inferior and guilty.

Needs of children at childhood stage

•	 To develop the sense of initiative by allowing them to make decisions like hold-
ing the spoon, brushing teeth and handling pen.

•	 To feel the sense of having the ability to do things like climbing, drawing, solv-
ing puzzles, etc.

•	 To expand their world like attending schools, and meeting new friends outside 
of the family.

•	 To have a sense of idealism by having attachment to an admired parent, friend 
or relative.

•	 To have a sense of industry and responsibility by letting them do something that 
needs to be done like arranging toys after play and school-related activities 
after studying.

•	 To have a sense of being able to create and be successful at it like discovering 
their talents.

•	 To have the sense of being part of a society and enable them to survive and 
adjust in that society.
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Parenting the pre-teens 

It’s typically between the ages of nine and twelve that our children, once so willing to
climb into our laps and share their secrets, suddenly want little or nothing to do with  
us. Your pre-adolescent is not the same person he/she was just a year or two ago. 
The child has changed— physically, cognitively, emotionally, and socially.  He/she is                            
developing new independence and may even want to see how far he/she can push limits 
set by     parents. What he/she may not know is that he/she needs you as much as ever, 
because a strong parent-child relationship can set the stage for a much less turbulent 
adolescence. But it won’t be easy, because you as a parent need to respect your child’s 
need for greater autonomy in order to forge a successful relationship with this “updated” 
version of your kid.

The following are some tips:

1. Do not feel rejected by their newfound independence. It’s appropriate for kids this 
age to start turning away from their parents and relying more and more on friends, 
but parents should not take their pre-teen’s withdrawal as rejection.

2. Set aside special time with your child. It’s often tough to get pre-teens to open 
up and talk. Spending quality time with your pre-teen (period of one-on-one time 
once or twice a week) and providing them your undivided attention (not working 
or texting at the same time) establish open communication and develop trust. In 
spending quality time with your child on a regular basis, you are also teaching him/
her interpersonal skills, which will be crucial for him/her in the future. 

3. 
rect questions. How was school? How did you do on the test? Now, at 
their pre-teens, these questions feel overwhelming and intrusive for them.  
 
As parents of pre-teens, you have to take the opposite approach and position your-
self as just a listener to get the information about your child’s life. This approach is 
more effective because it gives the message that “this is a place where they can 
come and talk, and they have permission to say anything that they are thinking or 
feeling.” Sometimes you will be able to help and give advice—but do not try to step 
in and solve all their problems. Other times you will just be there to empathize with 
how hard it is to deal with whatever they are going through.

4.  At  this age your children are watching 
you very carefully to hear your judgments. They are taking their cues on how you 
talk about other people’s children especially children that get into trouble—how 
that girl dresses, or that boy has good manners or bad manners. And they are 
watching and deciding whether you are harsh or critical or judgmental.

5. Watching the stuff that your child wants to watch and
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Use the indirect approach. When they were younger you could ask di-

Watch what you say and how you say it.

Watch what they watch.



being able to laugh at it and talk about it is an important way to connect and to be 
able to discuss subjects that would otherwise be taboo.  

6.  Girls› self-esteem peaks at the tender age of nine and 
then drops off from there, but research shows girls who play on teams have higher 
self-esteem. Girls on sports teams also tend to do better academically and have 
fewer body image issues.

7.  Fathers: Do not treat your daughter like a damsel in distress. Sometimes fathers 
treat girls as though they are these fragile, helpless little beings. Instead, give her 
the opportunity and the tools—to change her own tire, to use her voice and speak 
up for herself, to play sports, to be able to brush herself off and get back up. I think 
it’s a good measure to say, ‘If I would do it with my son, I should be prepared to do 
it with my daughter.”

8. Nurture your boy’s emotional side.  One of the really hard things for boys at this 
age is the issue on their capacity for love, real friendships, and relationships. “They 
say that anything to do with real feelings like love, sadness and vulnerability is so 
girly, therefore bad.”  As parents,  we should do everything to encourage boys to 
be sensitive and vulnerable at home, while at the same time acknowledging the 
reality that those traits might not go over so well at school.  Parent should tell boys 
this age that it is normal to show full range of their emotions, not to be afraid to cry, 
to be vulnerable, and to have close friendships. 

9. Do not be afraid to start conversations about sex and drugs.  The unfortunate 
reality is that kids are starting to experiment with drugs and alcohol as early as 9 
or 10. Sexual development is a big part of this age. It is when we first start to see 
eating disorders arise so these are key years for parents to build a strong founda-
tion and give developmentally appropriate information.  

10. Do not be the “scary,” “crazy” or “clueless” parent  The following parenting styles 
should be avoided at all costs:

• The “scary” parent is the overly harsh, judgmental parent who weighs in too 
intensely on other kids’ behavior. When kids see their parents as being too 
critical, they’re less likely to approach them when they need help or want to 
talk things over.  

• The “crazy” parent is the mother or father who overreacts to a bad situation. 
The crazy parent amplifies the drama, throwing fuel on the pre-adolescent’s 
already hyper-reactive flame. They make their kids more upset.

• “The “clueless” parent is one who is unconcerned to kids. Finding just the right 
balance probably won’t be the easiest parenting job you have ever had. It will 
take some trial and error, but keeping the channels of communication open 
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during these years is well worth the work you will have to put in.

The role of parents and family is crucial in all stages of human development.  As parents, 
we should do our part for the full development of our children. 

Children Learn What They Live 
By Dorothy Law Nolte, Ph.D.

Copyright © 1972 by Dorothy Law Nolte

If children live with criticism, they learn to condemn. 
If children live with hostility, they learn to fight. 

If children live with fear, they learn to be apprehensive. 
If children live with pity, they learn to feel sorry for themselves. 

If children live with ridicule, they learn to feel shy. 
If children live with jealousy, they learn to feel envy. 
If children live with shame, they learn to feel guilty. 

If children live with encouragement, they learn confidence. 
If children live with tolerance, they learn patience. 
If children live with praise, they learn appreciation.

If children live with acceptance, they learn to love. 
If children live with approval, they learn to like themselves. 

If children live with recognition, they learn it is good to have a goal. 
If children live with sharing, they learn generosity. 

If children live with honesty, they learn truthfulness. 
If children live with fairness, they learn justice. 

If children live with kindness and consideration, they learn respect. 
If children live with security, they learn to have faith in themselves                                

and in those about them. 
If children live with friendliness, they learn the world is a nice place in which to live.

Closing Statements:

	Given all the key learnings, can we now identify some, if not all, of 
the important needs that we should do as a parent for our children?

	Let us read the poem “Children Learn What They Live”
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Parenting the adolescent child (Teenager) 

Parenting the teenager presents a challenge that sometimes brings the best out of the 
parents and makes them better human beings. However, this is also a time that puts     
tremendous stress on the parents. Improper handling of adolescents can leave scars on 
the minds of the children that can adversely affect the lifetime relationship between parent 
and child and may trigger unhealthy behaviors by both parties. Hence, it is very important 
that parents take all requisite steps in the right direction.

Life with teenagers is an emotional rollercoaster. Parents sometimes feel overwhelmed 
by the stress of bringing up teens. Parents and teens can live together, more or less     
harmoniously, if parents know what to expect and are willing to make adjustments in the 
way they think and act.

To be effective, parents need to be involved in their children’s lives. While this is                       
important at each stage of development, parents need to be physically involved and con-
cerned during adolescence, when teenagers are at crossroads of not being a child any-
more but not yet an adult.

This session provides guidelines, tips and practical suggestions on how parents can       
relate effectively with their teenagers, become highly effective parents, and communicate 

   Adolescent Sexuality and Fertility Behavior: Key Facts 

	Majority of today’s young people had their first premarital sex experience

	Females 15-19 years old who have begun child bearing increased from 
6.3 percent in 2002 to 13.6% in 2013.  Striking are the mothers aged 15-19 
years old who contribute to the 1.4 million teenage pregnancies.

	

	
aged 15-19 declined from 20.9% in 2002 to 19.7% in 2013.
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without use of condom or any other form of contraception to protect       
from pregnancy or sexually transmitted infections.

The typical diet of young Filipino includes instant noodles, chips, grilled
street foods and carbonated drinks.

The level of current drug use, drinking alcohol and smoking among young 



well with their teenagers.

To get involved in a teen’s life with hands-on love and guidance will make a real difference 
in a teen’s future.

Adolescent Health and Youth Development Concepts
    Objectives:  At the end of this session, the participants should be able to:

	understand what the adolescents are going through in the context of the               
principles of development.

	reflect on the key events or changes they are experiencing with their ado-
lescents/teenagers and identify ways to positively handle and cope with the                    
challenges of adolescence.

	clarify and resolve worries, concerns, and fears related to changes during           
puberty and adolescence.

	Time Allotment:  30 minutes

	Materials Needed:   Cartolina, pentel pen   

	Activity 4.1:  “Flashback”

1. Prepare four strips of cartolina (4 different colors) printed with the following:  

bridge, going through a long, dark tunnel

2. Post the printed cartolina on a board.

3. Ask participants to recall which teen years and choose from among the four 
printed strips of cartolina best capture their teenage/adolescent years.

4. Ask them to give reasons why they chose such and share it to the big group.

Knowing my teen
1. Members of the family, particularly the parents, should be the first “people” whom the 

adolescents should turn to in times of trouble.  Parents play a major role in guiding 
their adolescent as he/she goes through the various stages of development.

2. During adolescence, the parents still serve as a source of social, economic and     
emotional support.  
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riding a roller coaster, climbing a mountain, walking on a hanging bamboo 



3. While adolescence is a time of great and dramatic physical and emotional changes, 
it does not need to be a time of misunderstanding and conflict between the parents 
and the adolescent.

4. Many of the challenging aspects of transition from childhood to adolescence are    
normal and sometimes stressful but these should not alarm parents.  The more          
parents know what is happening to their adolescent, the better they can cope with 
the changes and transition that their adolescent is experiencing.

5. Adolescence is a crucial part of human development.   One of the principles of human 
development is “Each stage of development has specific challenges, goals and
tasks.”  These challenges, goals and tasks are called developmental tasks.  They 
are like building blocks.  They serve as the foundation of the adolescent’s successful 
transition to adulthood, independence and maturity. Successfully meeting the chal-
lenges lead to a more satisfying life and paves the way for happiness for both the 
parents and the adolescent.

6. There are four Is, IDENTITY, INDEPENDENCE, INTIMACY, and INDIVIDUALITY 
that capture the essence of the developmental tasks within the adolescence stage.

	Identity  – a set of attitudes and beliefs about who we are. It underlies and 
impacts on our relationship and interaction with others.

•	 Identity becomes a central concern especially in middle adolescence.  This 
is primarily due to puberty, which makes adolescents aware that they are     
changing and becoming a new person.

•	 The developing intellectual capacity of adolescent allows them to start                 
reflecting on themselves and on their future.

•	 They can imagine being someone other than who they are now and living a 
life that is quite different from that of their parents or that which their parents 
imagine for them.

•	 As they struggle to define their identity, they feel torn and pulled in two different 
directions.  On one hand they need to feel unique and special; on the other 
hand, they want to belong or to fit in with their friends.

	Independence  – a period where adolescents want to be able to make their own 
thoughts and dream their own dreams.  Adolescents want and need to take charge 
of their own lives. 

	Intimacy  - a period where adolescents begin to develop intimate relations with 
others.  Having a special friend makes them feel “in”.  Parents should be a little 
relaxed in dealing with their adolescents’ crushes and puppy love.  If adolescents 
see that their parents understand them in this aspect, parents will be in a better 
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position to monitor the progress of any intimate relationship their adolescents get 
into.

	Individuality – a period where adolescents no longer want to be seen as being 
like other people.  They want to be recognized as a unique individual.  They begin 
to move from the extreme clannishness and conformity that characterized early 
adolescence.

How to get along with your adolescents
1. Give your time

•	 Giving your time can mean going to a special event, sharing an activity you 
both enjoy, getting a job done together or just spending time together with no 
particular plans. You can also read books or watch TV together, and then enjoy 
a meaningful discussion.

•	 The important ingredient of time together is quality, not quantity. An hour of 
positive relationship is worth more than several hours of conflict.

•	 Parents should take time to attend to their adolescent’s activities either in 
school or in the community. The presence of either one or both in these  activi-
ties makes teenagers feel they are equally important and special.

2. Keep talking.  Stay connected

•	 Teenagers have bundles of emotion. The drama, mood swings, and emotional 
outbursts drive their parents crazy.

•	 Create opportunities to talk. Encourage them to express themselves by talking 
about their thoughts, feelings, ideas, goals and dreams.

•	 The teen years are like a roller-coaster ride. Hang on, scream, and be prepared 
to stare danger in the face but whatever you do, keep your communication lines 
open. Even if you have trouble understanding each other, be sure to make time 
for them to talk to you.

•	 Ask teenagers to share things from their life and listen with genuine interest. 
Let them know that their perspective is understood even though parents may 
not agree with it. Let teenagers know that they are still valued and cared for. 
This may lead to positive personality development of the teen.

•	 If your adolescent gets moody and does not want to talk, give him or her some 
room to be alone—for a while.
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•	 Do not let silence go unchallenged for a long period.

3. Be consistent, firm and fair

•	 Set fair boundaries and be consistent in enforcing them. Once a rule is made, 
get them to agree and follow it. After explaining the reasons, you open the floor 
for discussions. Once you are satisfied with the rule, you move forward with 
your agreement. Agree ahead of time to back each other up and follow through 
on what you say.

•	 Parents should remember that there is a difference between “negotiating” and 
“manipulating”. Manipulation is taking with no legitimate giving. Negotiation is 
putting together your differing points of view and coming up with one that is  
acceptable to both of you.

•	 Decide about rules and discipline in advance. Adolescents need clear rules and 
consistent enforcement to guide their behavior. Explain to them what consti-
tutes right behavior, and why it is important to act justly.

4. Use positive discipline

•	 Discipline is not the same as punishment.

•	 Studies have shown that physical punishments such as hitting, slapping, and 
verbal abuse are not effective. While such punishment may seem to get fast 
results, in the long term, it is more harmful than helpful.

•	 Instead of using punishment to correct behavior, adolescents need to learn 
what behavior is allowed and not allowed, and why. Parents should stress do’s 
rather than don’ts.

•	 The purpose of positive discipline is to form values and teach your adolescents 
appropriate behavior. This will help them develop self-discipline and choose 
safe, healthy, positive options.

•	 In disciplining your teenagers, it is important to communicate the rules and 
limits clearly, calmly and consistently. You must also strive to be creative and 
to remain caring.

5. Lighten up

•	 You need not consider every conflict with your teenagers a cosmic battle be-
tween good and evil. Give your teens room to make some of their own choices.

•	 Keep a good sense of humor. There are plenty of times when things get heavy 
so seize the moments to laugh together.
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•	 Remember when it comes to things, “a cheerful heart is a good medicine”.

6. Admit mistakes 

•	 Clear the air. If you are wrong, admit it to your teen and ask for forgiveness, and 
be specific. Do not just say “I’m sorry”; tell your adolescent what it is specifically 
that you are sorry for. By doing so, you are teaching them about mutual respect.

•	 Asking forgiveness will help restore good relationship with your teenager and 
nurture respect.

7. Recognize efforts and good things in them 

•	 Teens will only believe in themselves if they know that their parents have con-
fidence in them. This will help boost their self-esteem.

8. Communicate values 

•	 Making one’s beliefs known to teenagers provides a framework that enables 
them to absorb the parents’ values for themselves. Teenagers need to see that 
one’s values are matched with specific actions by the parents, so that deeds 
will match one’s creeds. This will equip teenagers the capability to manage 
tough issues in life in a healthy and creative manner.

9. Guide them to choose their friends 

•	 Much of the teenager’s behavior will be influenced by their friends. Be proactive 
in helping them how to recognize other people’s character. Explain the need to 
guide friendships. Teens whose parents know who their friends are and what 
they do in their free time are less likely to get in trouble. 

10. Pray, pray, pray

•	 You will always find your authority challenged, your judgment questioned, and 
your instructions ignored. You need to pray. Pray for wisdom to know how to 
parent the child you have been given. Keep praying for/with your adolescent.

Communicating with my teenager
     Objectives:  At the end of this session, the participants should be able to:

	know the communication guidelines for parents

	know how to communicate effectively with their adolescents
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	appreciate the importance of communication on their relationships with their    
adolescents

	understand what the adolescents are going through in the context of the              
principles of development

	Time Allotment:  30 minutes

	Materials Needed:   Bond papers, pens, meta cards, sign pens

	Activity:  “I know him/her so well”

1. Ask the participants (per couple) to sit back-to-back.

2. Distribute sheets of papers and pens.

3. Tell them that you will be asking them questions and they shall write their      
answers on the sheets of paper.

4. To earn a point, couples should have the same answers. The couple/s with the 
most number of points wins.

5. If the couple has more than one adolescent, let them choose a particular child 
as the subject for the following questions:

a. What is your adolescent’s ambition in life?

b. What would your adolescent like to do on a weekend?

c. Who is your adolescent jealous of?

d. Who is your adolescent’s role model?

e. What does your adolescent like most about his/her life?

f. What quality in you appeals to your teenager the most?

g. What would your teenager like to change about his/her life?

h. What quality does your teenager like about his/her best friend?

i. What material possession is your teenager very proud of?

j. Where would your teenager like to go for a holiday?

               Note to the facilitator: You may ask other questions for this activity.

   6. Relate the essence of the game to the KLPs.
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Talking about peer pressure 
Many parents of teenagers worry about the influence their children’s friends can have 
and the effects of peer pressure. When children reach their teenage years, they seem to 
grow up very fast, shutting out their parents and wanting to spend more time with their 
friends. They believe that their peers and the media are more influential role models.

Ideas on how to equip teenagers in handling sensitive issues:

1. Try talking to children about a range of issues, including pre-marital sex and relation-
ships early on. By the time they are teens, they are used to open chat with parents 
and are more likely to discuss their problems with their parents.

2. Try not to criticize or make fun of their friends as the barriers will go up at once and 
may make them more determined to keep a friendship or a relationship going, when 
it may have fizzled out anyway.

3. Help teens say no to peer pressure. Help them realize that they can have a mind of 
their own.

4. There may be problems at school because of friends and there may be bullying 
involved. Ask if they are in need of any help and assure them that they can always 
talk it out with you.

Key Learning Points:
	Communication can be a great form of giving. It is about giving 

of  self-revealing information  and the giving of patient listening and           
understanding.

	Parents’ biggest hurdle in communicating with their children who are on 
their way to adolescence is their obsession to instruct and constantly 
remind or nag them instead of talking and listening to them.

	Conversation is the lifeblood of family life, a strong child development,       
marital unity, and deep friendship. Communication between parents       
and children is important at all ages. It will be easier during adoles-
cence if it has taken place consistently during the adolescents’ younger 
years.
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5. Talk openly to teens about peer pressure and discuss how they should handle          
situations that they do not feel comfortable with.

6. Try to get to know their friends too. Encourage them to bring their friends home for a 
meal, a play date or to hang around in order to know them in a casual and informal 
setting.

Talking about alcohol 
Teenagers have easy access to alcohol—at parties, in friend’s houses, in the corner      
sari-sari store –and quite often they drink and get drunk. The number of teenagers trying 
to drink on their early teens is growing, often influenced by peer pressure and the media. 
Alcohol drinking has also been linked to risky teenage behavior such as smoking and 
pre-marital sex.

Tips and Hints:

1. Talk openly about the potential dangers—from health to safety—in a practical way 
so they do not tune out.

2. Get the timing right. Try to find a relaxed time to talk about it.

3. Present the facts. Take time to talk about how alcohol can influence people’s          
judgment and help them think through how it might feel to regret something they did 
because they were drunk, explore how alcohol affects people in different ways and 
how it can make some people aggressive and up for a fight. Talk of ways of keeping 
safe and walking away from trouble.

4. Check one’s behavior. Remember that a parent’s behavior will definitely influence 
their child’s behavior.

5. Try not to take it personally or feel hatred if teenagers do not heed your advice. Some-
times teens have to make their own mistakes to realize that what was said to them 
was true.

Talking about internet and computer addiction 
Teenagers have easy access to internet and computer games. The Young Adult 
Fertility and Sexuality Study (YAFSS 4)  undertaken by the University of   the   Philippine
Population Institute in 2012 provided a glimpse of the preoccupation with the internet 
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among the youth.  For youth aged 15-24, the average internet use per week is at six hours 
while a significant 3.5 percent of such youth spends at least 35 hours per week.  Such 
habit among youth is also connected to other risky behaviors.   The same study revealed 
that, one  out of four youth had sent or received a sex video through cellphone or in-
ternet and  four  out of 100 young adults had sex with someone they met online or through 
text messages.

 

Talking about drugs 
Drug use among teenagers is now alarming. Drugs, alcohol, and cigarettes, are easy to 
come by, are glorified by pop superstars, and are stuff that belong to certain “in-crowds.”

Tips to say “NO” on drugs:

1. Know your teenager’s friends, classmates, sport buddies, etc. In short, know       
everyone that has contact with them. Help your child identify weaknesses in their 
friend’s character. Do not be afraid to voice out your concern about their friends if 
negative behavior was noticed.

2. Practice and promote self-control. A child who early on learns to control negative 
emotions caused by failure and pressure will be less likely to self- medicate to

3. Be on guard. If a drug paraphernalia was found or when the teen’s pupils are     
dilated, or manifested other signs of drug use, be on the side of caution and  con-
vince your child that both of you should see a doctor to ascertain the extent of drug 
abuse.

4. Help them understand that saying “no” is okay. They must be made to understand 
that the temptation to do drugs is normal, yet they are capable of saying “no” to 
such temptation.

Talking about dating 
At the adolescent stage, certain hormones begin carrying out their functions. This is the 
reason why teens begin to have a serious interest in the opposite sex. Teenagers aim to 
gain acceptance by the opposite sex.

The time when teenagers “fall in love” may be a complicated time as their behavior may 
create problems in the family such as the tendency to neglect their studies due to time 
spent with the “beloved,” becoming depressed because of problems in such relationships 
and above all, refusing to listen to advice about relationships from their parents.
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Tips which may help when teenagers “fall in love”:

1. “This too, shall pass.” At the adolescents’ stage, teenagers point of view goes 
against reality. It is at this stage where feelings are still unstable and adolescents 
are in the stage of discovery. Parents need extra grace and patience, knowing that 
romantic relationships of adolescence rarely last for a long period of time.

2. Communicate unconditional acceptance. It is necessary for parents to listen care-
fully without interrupting and let teenagers know they are loved no matter what. 
Parents should always supply assurance, comfort and guidance especially on 
matters of the heart.

Talking about sex 
Psychological control is an important determinant in teen sexual activity. Knowing where 
and with whom the teens are and what they are doing communicates to them that parents 
care. Monitoring your children without being intrusive will most likely result in low-risk 
sexual behavior among teens.

If parent-teen connection is consistent, positive and characterized by warmth, kindness, 
love and stability, teens are most likely to flourish socially. They are more likely to respond 
to others positively and with greater empathy. They also struggle less with depression, 
have higher self-esteem and self-confidence.

A recent study has shown that teenagers who have high self-esteem are less likely to 
engage in pre-marital sex. Consequently, parents are the best sources of information on 
risks related to sexual activity.

   

	Our children are the hope of our nation.  The quality of life they live 
now in terms of health, education, family, environment and discipline 
will grealy determine their ability  to build a happy and  healthy family 
of their own in the future.  
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UNIT III:

IMPORTANCE AND BENEFITS OF 
             FAMILY PLANNING AND DECISION- 
                      MAKING FOR COUPLES

Family planning refers to a program that enables couples and individuals to decide freely 
and responsibly the number and spacing of their children, to have the information and 
means to do so, and to have access to a full range of safe, affordable, effective, non-abor-
tifacient, modern natural and artificial methods of planning pregnancy. 

Session 1.  Importance and Benefits of Family Planning           
The topics discussed in this session will guide the facilitators on how to link FP accep-
tance or practice as a significant part of the duties and responsibilities of parents. The 
activities and discussions in this session should highlight the couple’s “right to establish 
their family according to their own religious convictions and the demands of responsible 
parenthood.”

      Objectives :  At the end of this session, the participants should be able to:

	define FP

	know the importance of FP

	identify the advantages or benefits of FP

	Time Allotment:   15 minutes

	Materials Needed:   Flip chart, easel sheets, meta cards, sign pens, masking tape 

	Activity 1:  Understanding about Family Planning    

1. Write the word “Family Planning” on the board 

2. Ask participants what words or phrase comes to mind when they hear the word “Fam-
ily Planning” 

3. Write the responses on the boa\ rd and tick off words or phrases that are mentioned more 
than once 
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4. Synthesize the responses by sayong that each one of us differ in our ideas about 
Family Planning.  However, point out similararities in the understanding about FP.

	Activity 2:  Family Portrait   

1. Divide the participants into two groups.

2. Ask each group to portray two different types of family - one group with large family 
size and the other group with small family size.

3. Each group will assemble, portray their assigned family size and life situa-
tion and freeze for one minute 

4. Ask each group to  choose a reporter to discuss and explain the portrayed 
family situation.

5. Ask the participants about their observations on the presentations. 

Benefits of family planning to the mother
1. Enables the mother to regain her health after delivery. It takes two to three 

years to fully recover her health after childbirth.

  Key Learning Points:
	FP is the voluntary and positive act of couples to plan and decide for: 

a. The number of children a married couple wants
b. The proper  birth spacing of three to five years  
c. The use of safe, effective and reliable methods of FP

	FP does not refer to the pill or IUD or to any of the contraceptive                  
methods alone. Rather, it refers to the concept of proper spacing of children 
and having only the number of children that the couple can take care of.

	FP is a way of helping the couple build a happy and well-provided family.        
The benefits of FP are indeed numerous.  
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2. Prevents young mothers (below 18 years old) and old mothers (over 35 years 
old) from getting pregnant because it is dangerous for them to bear children at 
their ages. Teenage mothers have high tendency to have anemia, toxemia and 
prolonged labor. Old mothers are more likely to suffer hemorrhage because of 
failure of the uterus to contract and uterine rupture. They also have high ten-
dency to develop hypertension.

3. Provides the mother who may be suffering from chronic illness such as                   
tuberculosis, diabetes, heart disease, and anemia enough time for treatment 
and recovery without fear of getting pregnant.

4. Gives the mother enough time and opportunity to care and provide attention to 
herself, her husband and children.

5. Gives the mother time for personal advancement or development.

6. Lightens her burden and responsibility in supporting her family since she will be 
providing only for the n  mber of children she can afford to support.

7. Enables the mother and her husband to provide their children a good time, 
good education and a better future.

Benefits of family planning to the father
1. Provides fathers who are suffering from chronic illness such as tuberculosis, 

diabetes, anemia, etc. enough time for treatment and recovery.

2. Lightens his burden and responsibility in supporting his family since he will be 
providing only for the number of children he can afford to support

3. Enables him to give his children a good home, good education and a better 
future.

4. Gives him time for his own personal advancement

5. Gives him a feeling of fulfillment and pride in the family for having a wife as his 
partner in raising their children and providing for their needs.

6. Provides fathers with extra resources and enough time to actively participate in 
community programs and projects. 

7. Frees a jobless father from the  worry of having an additional child to support.
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Benefits of family planning to the whole family
1. With FP, you can plan the desired size of your family, the kind of schools you 

want your children to attend, the cost of living, and the kind of home that you 
want your family to live in

2. Provides enough time for each member of the family

3. Enables the family to meet their needs – clothing, food, housing, health care, 
and others

4. Gives opportunity to save for the future of the family

Benefits of Family Planning to the Community
1. Prevents human immunodeficiency virus infection and acquired immune de-

ficiency syndrome (HIV/AIDS) – male and female condoms provide dual pro-
tection against unintended pregnancies and against sexually transmitted infec-
tions (STIs) including HIV. 

2. Reduces infant mortality – prevents closely spaced and ill-timed pregnancies 
and births, which contribute to some of the world’s highest infant mortality rates.

3. Empowers people and enhances education – family planning enables people 
to make informed choices about their sexual and reproductive health. FP is an 
opportunity for women for enhanced education and participation in public life, 
including paid employment. Additionally, having smaller families allows parents 
to invest more in each child. Children with fewer siblings tend to stay in school 
longer than those with many siblings (WHO, 2013).

Benefits of family planning to the environment
1. Reduces pressure on scarce natural resources

2. Mitigates impact on climate change

3. Lessens competition in resources such as food, land and clean water 

Benefits of family planning to the country
1. Lessens the demand for health, education and social services
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2. Slows population growth – FP is key to slowing unsustainable population growth 
and the resulting negative impacts on the economy and development  

3. Increases per capita investments in health, education and social protection

Session 2.  Decision-Making for Couples on Family Planning  

This session will emphasize that the decision making on family planning is a shared          
responsibility of husband and wife.  

     Objective:  At the end of this session, the participants should be able to:

	realize the importance of couple’s decision-making on family planning.

	Time Allotment:   15 minutes

	Materials Needed:   Flip chart, easel sheets, meta cards, sign pens, masking tape 

	Activity 1:  Who is deciding about Family Planning    

1. Ask the participants who is responsible or who usually makes the decision about 
FP. Ask them to raise their hands and determine who usually decides on FP. 

2. Emphasize that FP is done by two people – husband and wife or among partners.

Closing Statements:
	The benefits of FP are numerous. 

	FP helps couples build a  happy, healthy and well-provided family.  

	It allows family members more opportunities to enjoy each other’s 

	It enables the family to build savings to improve living standards and 
to be ready for emergencies. 
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Importance of shared decision-making on family planning
1. It promotes good communication among couples and enhances longer use of the 

method.

2. It helps couples decide on their desired number, timing and spacing of children.

3. It addresses issues on FP use such as promiscuity, infidelity, side-effects and mis-
conceptions.

4. It improves women’s autonomy and strengthens their negotiating capacity for fam -
ily planning use.

Five principles that may make it easier for couples to undertake       
mutually agreed upon decisions (Gerstein, 2003)

1. The Equality Principle: Each partner has a valid point of view to be respected by the 
other partner.

2. The Fact/Feeling Principle: Facts will be separated from emotions but both will be 
considered in the final decision.

3. The Need Principle: Each partner’s strongest need (wish, concern or desire) about 
the decision will be heard.

4. The Intensity Principle: The emotional intensity each partner feels about the options 
will be respected.

5. The Comfort Principle: Both partners’ comfort with the final choice is essential. 
Though it may not be either mate’s optimal selection, it is one that both can accept.

Tips for shared decision-making for couples: 

1. Remind yourselves of the importance of love, harmony, and unity. Take a pause or 
break as needed throughout the discussion.

2. Pray together before starting a serious discussion.

3. Focus on a common goal. Agree on what the problem or issue is so that you would 
not  try to solve multiple problems at once or work at cross-purposes by trying to 
address different issues.

4. Avoid being attached to a particular outcome. Discover the truth together. Avoid 
stating something as absolute fact.  
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5. Once you have expressed your thoughts and feelings, visualize them going into a 
central discussion “pot”. This allows the discussion to flow freely without either of 
you holding on to what you said.

6. Encourage and freely share thoughts, feelings, and opinions with love, respect, and 
kindness. Strictly avoid criticism or domination of each other. Strive to be open to all 
expressions without taking offense.

7. Carefully monitor and modify your attitude and tone of voice. If underneath your 
words is criticism, disrespect, or sarcasm, your spouse will hear them even when 
your words are positive.

8. Listen to each other carefully and without interruption and seek clarification when 
needed.

9. Strive for unified decisions, even when it takes longer. At times, consider deferring 
to the other’s solution but still carry out the decision as a unified couple. 

10. Review significant decisions after some time and try them out to assess whether 
they are working or whether you need to change direction. 

Session 3. Gender Issues in Decision-making on the Use of FP

This session will go through the couple’s decision-making process and analyze how    
gender roles and dynamics shape the couple’s decision to use a family planning meth-
od. Further, males’ perceptions on the side effects of FP prevent them from using it.                  
Increasing men’s involvement in promoting women’s reproductive health improves 
well-being of mothers and children and helps stop violence against them. Nevertheless, 

    

  Closing Statements: 

	Decision-making is a very significant aspect in the family’s everyday 
life. Individual differences among couples may hinder the making of 
right decisions for their family particularly on the use of FP. 

	
discuss the benefits and importance of using FP and arrive at a con-  
sensus for the welfare of their family. 
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the decision should be made by both of them and husbands must be sensitive to the 
needs of their wives. For effective implementation of programs on FP, males should be 
involved in decision-making. 

        Objectives:  At the end of this session, the participants should be able to:

	identify gender issues and possible interventions in decision-making on the 
use of FP. 

	identify how to address gender issues on decision making.

	identify the responsibilities of men in promoting the welfare of their family 
through FP.

	Time Allotment:  30 minutes

	Materials Needed:   Questionnaire, ballpen  

	Activity 3:  Decision-Making Process About FP    

1. Give participants a questionnaire to gauge how they decide on family and 
reproductive health matters. Assure them that their answers will be kept con-
fidential and will not be collected.

2. Ask the participants to rate how each decision-making is being done (is it 
dominated by one or is it a mutual decision of the couple).

3. Ask for volunteers who want to share their answers to the group. The                 
volunteers may cite specific circumstances in their life to describe how each           
decision-making process is being done in the family. 

Definition of gender
1. Refers to the socially defined attitudes and values, roles and responsibilities of 

women and men, girls and boys.

2. What makes one masculine or feminine

3. Socially determined; culturally defined

4. Changes over time 

5. Changes across places and culture

6. Learned behavior

                                   Responsible Parenthood and Family Planning Resource Manual75



Definition of gender roles
● A set of social and behavioral norms that are widely considered as socially                      

appropriate for individuals of a specific sex within a specific culture. The perception 
of gender roles includes attitudes, actions, and personality traits associated with a 
particular gender within that culture.

Addressing gender issues in decision-making
1. Respect – listening, understanding and valuing each other’s opinion, making each 

other feel safe and comfortable in expressing herself/himself and doing things.

2. Trust and Support – supporting one’s goals, respecting each other’s feelings, 
friends, activities and opinions.

3. Honesty and Accountability – accepting responsibility for One's actions, acknowled-

4. Responsible Parenting – sharing parental responsibilities, being positive and 
non-violent role model for the children.

5. Shared Responsibility – mutually agreeing on a fair distribution of work, making 
family decisions together.

6. Economic Partnership – making sure both partners benefits from financial                   
arrangements.

7. Negotiation and Fairness – seeking mutually satisfying resolutions to conflict, ac-
cepting change and willingness to compromise.

Male Involvement
Reproductive health problems undermine the productivity of individuals especially wom-
en and often push families into poverty. However, women cannot achieve gender equality 
and reproductive health wellness without the cooperation and participation of men. Stud-
ies have shown that it is men who usually decide on the number and variety of sexual re-
lationships, timing and frequency of sexual activity and use of contraceptives sometimes 
through coercion or violence. 
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Men are affected by the perceived side effects of contraception on him and his partner. 
This becomes a hindrance to their involvement in FP. 

1. Effective development and implementation of male-involvement FP initiatives should 
address these barriers.

2. Systematic integrated FP approaches targeting men should be advanced.

Because of the important roles of men in the family and community, there is a need to 
mold them so that they can come up with more responsible decisions and provide better 
care for the family, and become responsible partners of their wives. In cases where the 
wife is in a disadvantaged state to use any method, and also since the wife is the one 
carrying the burden of conceiving the child for nine months and actual delivery, the hus-
band should be encouraged to be the one to use FP methods such as condom and/or 
no-scalpel vasectomy (NSV). 

What can men do to promote the welfare of their family through FP
1. Men should clarify their fertility preferences and their values regarding children (Why 

do I want to have another child?). They should assess their capacity to provide for 
the needs of their children and family (Can I afford to have another child? Do I have 
the necessary means to rear my children and family adequately?) 

2. Men should always communicate with their wives and jointly set their fertility goals 
(i.e., number of children, when to have them, what means or methods to use to re-
alize their goals). They should respect the decision of their partner and discuss any 
conflicting preferences jointly and objectively with them.

3. Men should also participate actively in child-rearing and home management. This 
includes supporting the wife during pregnancy, labor and delivery.

4. Men should jointly decide with their wife or partner on the family planning methods to 

5. Men can be role models to other males, especially those who have negative pre-
conceptions about FP. Men can become living testimonies of the advantages of 
family planning. 
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Benefits of active fatherhood
1. Girls and boys who grew up with a father are more familiar and secure with 

the curious world of men.  Girls are more likely to have healthier relationships 
with boys in adolescence and men in adulthood because they learn from their 
fathers how proper men act toward women. 

2. Children with highly involved fathers tend to be more cognitively and socially 
competent, less inclined toward gender stereotyping, more emphatic, and bet-
ter adjusted psychologically. 

3. Children who get more parental attention do better on school achievement 
tests and fathers can substantially impact this dimension.

4. Boys who grow up with their fathers are less likely to be violent. Their masculin-
ity is affirmed and they learn from their fathers how to channel their masculinity 
and strength in positive ways. (MR. GAD presentation materials)

Closing Activity:
Video presentation on “INAKUP AREKUP” (if available)

Closing Statements:

	A father’s involvement in a child’s life changes not only the child’s 
life. It changes the father’s, too.  

	A planned family provides members more opportunities to                      
enjoy each other’s company with love and affection.  It enables the 
family to generate savings for improving living standards and to be
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UNIT IV:
FAMILY PLANNING 

This unit discusses the various methods in FP.  It also emphasizes the importance of 
Informed Choice and Voluntarism (ICV) as a guiding principle in the provision of quality 
information and services on FP. 

Session 1. Informed Choice and Voluntarism 
To ensure provision of quality information and services on FP, the Department of Health 
issued AO 2011-0005 entitled “Guidelines on Ensuring Quality Standards in the Delivery 
of Family Planning Program and Services through Compliance to Informed Choice and 
Voluntarism (ICV)”. 

Under the principles of ICV:    

1. You should not be subjected to target or quota by any service provider.

2. You should not be given incentives, bribes, gratuities or financial rewards 
in exchange for accepting FP,

3. You should not be denied of your rights and benefits if you do not accept FP,

4. You should be given comprehensible information on FP to ensure informed 
decision making,

5. You should sign the informed consent form prior to any FP procedure                      
particularly for permanent methods (ligation or vasectomy) including implant,

6. You should be provided with a broad range of available FP methods and ser-
vices either directly or through referral,

7. You should not be subjected to involuntary sterilization or coercive abortion.
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Session 2.  Family Planning Counselling  
Good counselling is an essential part of FP services. It guides clients in making informed 
decisions about the safest and most suitable method of contraception that meets their 
needs and conditions.  An effective counselling dispels clients’ fears and allows miscon-
ceptions to be corrected and clarified.

Current counselling strategies emphasize client-centered sessions, client empowerment, 
and an equal footing between the provider and the client.

Counselling services must be provided in person, particularly in a private and face-to-face 
setting. This setup helps assure the client of the confidentiality of the counselling session.

  Key Learning Points:
	Good counselling is an essential part of FP services. Counseling strate-

gies emphasize  client-centered sessions, client empowerment and an 
equal footing between the provider and the client. 

	An effective FP counsellor must be: a) knowledgeable in the various FP 
methods, b) demonstrate positive work attitude, and c) sensitive, under-
standing and helpful in addressing clients’ needs. 

	Each FP client is unique in terms of need, background and situation.  The 
FP counsellor must consider the type of client in establishing the most 
appropriate counselling services.

  Key Learning Points:
	Family Planning  clients should be  given the freedom to make their own 

decision based on accurate and complete information on the various 
available modern FP methods and not by any special incentives or forms 
of coercion or misrepresentation. 
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The FP counselor
An FP counselor is any individual who is responsible for helping a client make an in-
formed, voluntary, and well-considered decision about fertility and contraception. He/she 
may be a nurse, midwife, doctor, or health educator who has received the Basic Compre-
hensive FP Course or the Competency-Based Training. An FP counselor must have the 
following characteristics:

•	 Knowledgeable in the various FP methods

•	 Demonstrates a positive attitude toward work (i.e., enthusiastic, persistent, and 
patient)

•	 Sensitive, understanding, and helpful in addressing clients’ needs and assessing 
their situations

The FP Client
Although each client is unique in need, background, and situation, the provider must        
consider the type of client in establishing the appropriate counseling services while          
ensuring the individualized nature of the counselling session. These considerations en-
sure that no important element is missed or overlooked.  

Session 3. Rights of FP Clients    
The following are the rights of every FP client:

1. Right to information. To learn about the benefits and availability of FP.

2. Right to access. To obtain services regardless of sex, creed, color, marital status, 

3. Right to choice.  To decide freely on whether to practice FP and which method to 
use.

4. Right to safety. To be able to practice safe and effective FP.

5. Right to privacy. To be counselled and be provided with services in a private           
environment.

6. Right to confidentiality. To be assured that personal information is kept between 
the client and the provider.
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7. Right to dignity. To be treated with courtesy, consideration and attentiveness.

8. Right to comfort. To be provided with utmost care and attention during service.

9. Right to continuity. To receive FP services and supplies as long as needed.

10. Right to opinion. To express views on the service offered. 

Sessiion 4.  Fertility Awareness-Based (FAB) Methods/Modern Natural 

Fertility is the ability to conceive and bear children, the ability to become pregnant through 
normal sexual activity. Fertility awareness refers to the recognition of the fertile and            
infertile phases of a woman’s reproductive cycle.  It relies on the daily observation and 
interpretation of the changing signs to determine a woman’s fertility status. 

It involves the knowledge and understanding of the basic information about fertility and 
reproduction including male and female reproductive systems and functions. It also          
concerns the appreciation of sexuality and procreative power of man and woman. 
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  Key Learning Point:
	It is crucial to uphold the rights of the Family Planning clients in couseling 

and in the  provision of FP services.

Family Planning(MNFP)



Fertility Awareness-Based (FAB) methods are family planning methods that focus on 
the awareness of the beginning and end of the fertile time of a woman’s menstrual cycle.   
These methods involve:

•	 Determination of the fertile and infertile periods of a woman within the menstrual 
cycle.

•	 Observation of the signs and symptoms of infertility and fertility during the men-
strual cycle.

Effectiveness depends on the couple’s ability to identify fertile and infertile periods and 
motivation to practice abstinence when required.

Signs of Fertility

There are two main naturally occurring fertility signs that a woman can observe to               
determine when she can or cannot become pregnant. These are: 

1. Changes in the cervical mucus:  Cervical mucus can be used to determine the 
beginning and end of the fertile days.

2. Changes in the basal body temperature: Basal body temperature can be used to 
determine when ovulation has passed and the fertile days have ended.

The FAB methods include: 

1. BILLINGS OVULATION METHOD (BOM) is based on the daily observation of what 
a woman sees and feels at the vaginal area throughout the day.  Cervical mucus     
changes indicate whether days are fertile or infertile and can be used to avoid or 
achieve pregnancy.  With perfect (correct) use, this method is 97% effective (only 3 
may get pregnant out of 100 women).  However, with typical use, it is 80% effective 
(20 may get pregnant out of 100 women).

2. BASAL BODY TEMPERATURE (BBT) is based on a woman’s resting body tempera-
ture (i.e., body temperature after 3 hours of continuous sleep) which is lower before 
ovulation until it rises to a higher level beginning around the time of ovulation. Her in-
fertile days begin from the third day of the high temperature reading to the last day of 
the cycle. All days from the start of the menstrual cycle up to the third high temperature 
reading are considered fertile days.  With perfect use, this method is 99% effective 
(only 1 may get pregnant out of 100 women) while with typical use, its effectiveness is 
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80% (20 may get pregnant out of 100 women). 

3. SYMPTOTHERMAL METHOD (STM) is based on the combined  technology of the 
Basal Body Temperature  and the Billings Ovulation Method  i.e. the resting body    
temperature and on the observations of mucus changes at the vaginal area through-
out the day together with other signs (e.g. breast engorgement, unilateral lower                 
abdominal pain) which indicate that the woman is fertile or infertile.  This method is 
98% effective (only 2 may get pregnant out of 100 women) as correctly used.

4. STANDARD DAYS METHOD (SDM) is based on a calculated fertile and infertile peri-
od for menstrual cycle lengths that are 26 to 32 days.  Women who are qualified (i.e., 
with 26 to 32 days menstrual cycles) to use this method are counseled to abstain from 
sexual intercourse on days 8-19 to avoid pregnancy.  Couples on this method use 
a device, the color-coded “cycle beads”, to mark the fertile and infertile days of the 
menstrual cycle.

5. TWO-DAY METHOD involves the observation of cervical secretions as an indicator of 
fertility.  Women using the method check the presence of secretions every day.  If the 
woman notices any secretions today or yesterday, she should consider herself fertile 
and avoid intercourse today.  She does not need to distinguish characteristics of the 
secretions (i.e., amount, color, consistency, slipperiness, stretch ability or viscosity).

Advantages of FAB methods: 

•	 No physical side effects

•	 No prescription required

•	 Inexpensive; no medication involved

•	 Better understanding of the couple about their sexual physiology and reproductive 
functions

•	 Encourage shared responsibility for family planning

•	 Foster better communication between partners

Disadvantages of FAB methods:

•	 May inhibit sexual spontaneity
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•	 Except for SDM, need extensive training- takes about two to three cycles to             
accurately identify the fertile period and how to effectively use it

•	 Require consistent and accurate record keeping and close attention to body     
changes

•	 Require periods of abstinence from sexual intercourse, which may be difficult for 
some couples

•	 Offer no protection against STI, HIV and AIDS
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   Key Learning Points on FAB Methods:
	Fertility awareness-based methods require cooperation of both 

partners.

	A woman or couple using FAB methods must be aware of body 
changes or keep track of fertile and infertile days according to the 
rules of the specific FAB method being practiced.

	To avoid pregnancy, the couple should abstain from love making 
during the fertile phase. To achieve pregnancy, the couple can time 
love making during the fertile phase.

	FAB methods have no side effects or health risks. 



Lactational Amenorrhea Method (LAM)

The Lactational Amenorrhea Method (LAM) is a contraceptive method that relies on the 
condition of infertility that results from specific breastfeeding patterns. LAM is the use 
of breastfeeding as a temporary family planning method. “Lactational” means related to 
breastfeeding. “Amenorrhea” means not having menstrual bleeding.

There are three criteria that must be met to use LAM:

1. Woman fully or nearly fully breastfeeds infant.

•	 “Fully/Nearly Fully” breastfeeding may be interpreted as:  

a. “Fully”(or exclusive) means no supplements of any sort are given. Infant 
receives no other liquid or food, not even water in addition to breast milk.

b. “Nearly fully” means very small amounts (one or two swallows) of water, 
vitamins or ritual foods are given not more than once per day. 

c. Simply put, the woman should use both breasts to breastfeed her baby on 
demand with no more than a four-hour interval between any two daytime 
feeds and no more than a six-hour interval between any two nighttime feeds.  

2. Amenorrhea.  Mother’s monthly bleeding has not returned.  In the first 6 to 8 weeks 
after giving birth, there is often continued spotting.  This is not considered to be a men-
strual period if the woman is fully breastfeeding. 

3. Infant is less than six months old. If she is fully breastfeeding and her menses have 
not returned, the effectiveness of LAM diminishes over time.  Ovulation resumes in 
20% to 50% of women near the end of the six-month postpartum.

If any of the criteria is not met, it is no longer LAM.
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How LAM works?

LAM primarily works by preventing the release of eggs from the ovaries (ovulation).            
Frequent breastfeeding temporarily prevents the release of the natural hormones that 
cause ovulation.

How effective is LAM? 

The effectiveness of LAM if the three criteria is consistently followed is at 99.5 % (less 
than 1 may get pregnant for every 100 women), if typically use, it's 98% (only 2 may get 
pregnant for every 100 women).

Mothers should initiate breastfeeding as soon as possible after birth, and avoid separa-
tion from the baby as much as possible. Breastfeed the infant on demand day and night, 
with no more than a 4-hour interval between any two daytime feeds, and no more than a 
6-hour interval between any two night time feeds.

Advantages of LAM

1. It can be started immediately after delivery

2. It is economical and easily available

3. It does not require a prescription

4. There are no side effects or precautions to its use

5. No commodities or supplies are required for clients or for the family planning pro-
gram

6. Fosters mother-child bonding

7. It is consistent with religious and cultural practices

Disadvantages of LAM

1. Fully or nearly fully breastfeeding pattern may be difficult for some women to main-
tain.

2. The duration of the method’s effectiveness is limited to a brief six-month after birth. 
If a mother and child are separated for extended periods of time (because the 
mother works outside of the home), LAM effectiveness decreases.

3. No protection against sexually transmitted infections, including HIV.
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Session 5.  Combined Hormonal Contraceptives (CHC) 
                    (Pills, Injectables)

Combined hormonal contraceptives (CHC) are drugs that contain hormones (estrogen 
and progestogen) similar to those naturally found in a woman’s body. These drugs are 
regularly administered to prevent conception.

How do CHCs work? 

•	 Suppress ovulation or the release of an egg from the ovary.

•	 Thicken cervical mucus and impair the entry of sperm into the uterus. 
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   Key Learning Points on LAM:
	A Family Planning method based on breastfeeding.

	Can be effective for up to six months after childbirth, as long as 
monthly bleeding has not returned and the woman is fully or nearly 
fully breastfeeding. 

Photo source: https://www.scientificamerican.com
accessed 10/22/15

Photo source: https://www.islandsexualhealth.org
accessed 10/22/15



How effective are CHCs?  

•	 99.7% effective (less than 1 may get pregnant out of 100 women) in preventing 
pregnancy when used properly. 

•	 With typical use, the effectiveness rate is lower at 92.0% (only 8 may get pregnant 
for every 100 women).

How can CHCs be administered?

•	 May be administered orally or through injection. 

Who can use CHCs?

•	 Appropriate for most women who want a highly effective and easily reversible 
method for preventing pregnancy  

29

What are the advantages of using CHCs? 

•	 Convenient and easy to use

•	 Makes menstrual cycles regular and predictable

•	 Reversible, rapid return of fertility after discontinued use

•	 Does not interfere with intercourse

What are the disadvantages of using CHCs? 

•	 Offers no protection against sexually transmitted infections (STIs), including hu-
man immunodeficiency virus (HIV)

•	 Requires regular resupply

What are the possible side effects of CHCs? 

•	 Nausea or vomiting (usually occurs during the first few cycles)

•	 Weight changes
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•	 Breast tenderness

•	 Abdominal cramps

•	 Spotting

What happens when the client stops using CHCs? 

•	 Fertility returns rapidly

•	 Temporary spotting or bleeding may be experienced by the client

38

How is CHC supply managed?

•	 Clients must be informed about where to go for resupply of contraceptives

Is follow-up needed?  How and when?

•	 Clients should return to the clinic for any problems or questions that may arise at 
any time

Pills:  Combined Oral Contraceptives (COCs) 
The most widely used CHCs are COCs, which are commonly referred to as “pills.” 

How are COC Piils used? 

•	 Pills should be taken once daily even if the client is not having sex daily.

•	 A 28-day pack including seven placebo or non-hormone tablets should be taken 
continuously.

•	 The client should start a new pack immediately the day after the last pill of the 
current pack. A rest period is not required.
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Injectables:  Combined Injectable Contraceptive
Combined injectable contraceptives (CICs) are monthly injectable preparations that      
contain a short-acting natural estrogen and a long-acting progestogen. Once given intra-
muscularly, these hormones are slowly released for 28 to 30 days. 

How effective are CICs?

•	 CICs are 99.9% effective (less than 1 may get pregnant for every 100 women) in 
preventing pregnancy when used properly. With typical use, the effectiveness rate 
is lower at 97.0% (only 3 may get pregnant for every 100 women).

What are the advantages of using CICs? 

•	 Does not interfere with intercourse

•	 Can be provided by a trained nurse or midwife

•	 May improve anemia as menses are reduced

46

What are the disadvantages of using CICs? 

•	 Can delay return to fertility by a few weeks from the last injection

•	 Do not protect against STIs, such as the human papillomavirus and HIV/AIDS

•	 Users of CICs must return for injection every 30 days

   Key Learning Points on COCs:
	Low-dose COCs are safe, effective, and reversible. Serious side 

effects are very rare.

	Low-dose COCs are not recommended for breastfeeding women 
because they can reduce the milk supply. 
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Who can use CICs?

•	 This method is useful for women who want a highly effective contraceptive meth-
od but have problems adhering to other CHC regimens.

How are CICs used?

•	 A woman using CICs must be injected with one vial of the drug monthly. 

•	 The drug may be injected into the muscles of the upper arm, thigh, or buttocks.

What happens when clients stop using CICs? 

•	 The return to fertility after the client’s last injection has no significant delay. 

•	 More than 50% of women (50 out of 100 women) become pregnant within six 
months of discontinuing CICs and 80% (80 out of 100 women) within one year.

Session 6.  Progestin-Only Contraceptives (POCs)
                    (Pills, Injectables, Implant)

         Pills                                   Injectables                          Implant             

Photo source: https://www.google.com/search?q=pills+injectables+family+planning+pictures&tbm=;    
accessed 10/22/15
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Progestin-only contraceptives contain only the hormone progestin, like the natural 
hormone progesterone in a woman’s body. Examples of such contraceptives include 
Progestin-only pills (POPs), progestin-only injectables, and subdermal implants.

Progestin-Only Pills (POPs)? 
POPs are oral hormonal contraceptives containing only progestins at low doses. 

How effective are POPs?

•	 For breastfeeding women, POPs are 99.5% effective (less than 1 may get 
pregnant for every 100 women) with perfect use and 99% effective (1 may get 
pregnant for every 100 women) with typical use. 

•	 POPs must be taken at the same time every day. When taken even a few hours 
late, these pills will be less effective.

How do POPs work?

•	 POPs mainly thicken the cervical mucus and impair the entry of sperm into the 
uterus. These changes are effective 48 hours after beginning the pill.

6364

What are the advantages of using POPs? 

•	 Can be used by breastfeeding mothers six weeks after giving birth without af-
fecting the quality and quantity of breast milk

•	 Can be very effective during breastfeeding

What are the disadvantages of using POPs? 

•	 Must be taken at approximately the same time each day to be effective. 

•	 Offers no protection against STIs and HIV/AIDS. 
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Progestin-Only Injectables (POI) 
POI contraceptives contain the synthetic hormone progestin and are administered through 
injection. POI is given every 2 or 3 months, depending on the kind of POI.

How effective are POIs?

•	 POIs are 99.7% effective (less than 1 may get pregnant for every 100 women) 
with perfect use and 97.0% effective (only 3 may get pregnant for every 100 
women) with typical use. 

How do POIs work?

•	 POPs suppress ovulation.  

•	 Thicken the cervical mucus and impair the entry of sperm into the uterus.

What are the advantages of using POIs? 

•	 No need for daily intake

•	 Does not interfere with sexual intercourse

•	 Does not affect quantity and quality of breast milk

5

What are the disadvantages of using POIs? 

•	 Delays return to fertility by an average of 10 months from the last injection

•	 Requires an injection every two or three months

•	 Does not protect against STIs and HIV/AIDS

•	 Results in menstrual irregularity during the first few months of use 

Who can use POIs?

•	 Most women of any reproductive age or parity can generally use POIs safely and 
effectively. 
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Subdermal Implants
Subdermal implants are progestin-only implants that are inserted under the skin of the 
inner upper arm of women through a preloaded applicator under local anesthesia. 

These implants release progestin at a controlled rate and thus provide very small doses 
to achieve the desired contraceptive effect.

How effective are subdermal implants? 

•	 Subdermal implants are 99.9% effective with perfect use and 99.5% effective 
with typical use (i.e., less than 1 may get pregnant for every 100 women).

What are the advantages of using subdermal implants? 

•	 Reversible, as fertility returns almost immediately after the rods are removed

•	 Does not interfere with intercourse

•	 Does not affect the quantity and quality of breast milk

What are the disadvantages of using subdermal implants? 

•	 Clients cannot start or stop use on their own. 

•	 Rods must be inserted and removed by a specially trained healthcare provider.
Rods must be removed after a certain period.

•	 No protection is provided against STIs and HIV/AIDS.

How do subdermal implants work?

•	 Suppresses ovulation through the action of the progestin

•	 Thickens cervical mucus, thus hindering sperms from passing through the        
cervical canal
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Session 7.  Long Acting and Permanent Methods 
                    (IUD, Ligation, Vasectomy)

Intra-Uterine Device (IUD) 
An IUD is a small plastic device inserted into a woman’s uterine cavity to prevent preg-
nancy. 

Almost all IUDs have one or two strings or nylon threads tied to the plastic frame. The   
strings hang through the cervical opening into the vagina. 

An example of which are Copper T IUD (TCu 380A) and Intra Uterine System (IUS). 

102

  Key Learning Points on POCs: 
	POCs are effective and reversible

	Do not affect quality and quantity of breastmilk

	Do not provide protection against STIs and HIV/AIDS

      IUD                                      Ligation                                 Vasectomy            
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What are the advantages of using Copper IUD? 

•	 Has no effect on the amount or quality of breast milk

•	 Immediate return to fertility upon removal

•	 Can be easily inserted or removed by a trained provider

•	 Long-lasting effectiveness (12 years)

What are the disadvantages of using Copper IUD? 

•	 Requires a trained health service provider for insertion and removal

•	 Requires regular self-checking of IUD strings during the first year of use

How does Copper IUD work?

•	 Prevents pregnancy by a combination of the following mechanisms of action:

- Inhibition of fertilization

- Inhibition of sperm transport into the upper genital tract

- Inhibition of ovum transport

 

  Key Learning Points on IUD:
	Long lasting effectiveness (12 years)

	No effect on the quality and quantity of breastmilk

	Insertion and removal done by trained service provider

	No protection from STIs and HIV/AIDS
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Bilateral Tubal Ligation (BTL)
What is  BTL? 

•	 It is a safe and simple surgical procedure that provides permanent contraception 
for women who do not want more children. 

•	 The procedure, which is also known as ligation or female sterilization involves 
cutting or blocking the two fallopian tubes.  

How effective is BTL?

•	 Female sterilization is 99.5% effective (less than 1 may get pregnant for every 
100 women) with perfect and typical use.

What are the advantages of BTL? 

•	 Permanent method of contraception

•	 It is an outpatient procedure.Results in increased sexual enjoyment, as the wom-
an does not need to worry about pregnancy

•	 No known long-term side effects or health risks

What are the disadvantages of BTL? 

•	 BTL is a permanent method of family planning.  Reversal surgery is difficult, ex-
pensive, and unavailable in most areas.  

•	 Physical activities, such as heavy work and lifting heavy objects, immediately 
after surgery are limited. The client may resume normal activities a week after the 
procedure.

•	 The method does not protect against STIs and HIV/AIDS.
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  Key Learning Points on BTL:
	Effective, permanent, safe, simple and an out-patient procedure

	No known long term side effects or health risks

	No protection against STIs and HIV/AIDS.

No-Scalpel Vasectomy (NSV)
It is a permanent method of contraception for men in which the vas deferens (the tube that 
serves as the passageway of sperm) is tied and cut or blocked through a small opening 
on the scrotal skin. This procedure is also known as vasectomy.

How does vasectomy work? 

•	 Three months after the procedure, sperm is absent in the seminal fluid as a result 
of the blocking of the vas deferens. Hence, no fertilization can occur. 

198

What are the advantages of NSV? 

•	 Very effective three months after the procedure

•	 Permanent, safe, simple, and easy to perform 

•	 Can be performed in a clinic, office, or at a primary care center (Barangay Health 
Station/Rural Health Unit)

•	 No long-term health risks

•	 Does not result in the loss of sexual ability, erection, and ejaculation

•	 Does not affect male hormonal function

•	 Does not lessen but may actually increase the couple’s sexual drive and enjoyment

•	 Allows the client to have sex as before but without fear of getting his partner preg-
nant, which may also result in better sex
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•	 May be uncomfortable because of slight pain and swelling two to three days  after 
the procedure

•	 Not effective immediately (clearing the male reproductive tract of live sperm  takes 
three months)

•	 Can only be performed by a trained service provider

•	 Provides no protection against STIs and HIV/AIDs

  Key Learning Points on NSV:
	Effective, permanent, safe, simple and easy to perform

	No long term side effects or health risks

	Does not result in loss of sexual ability

	Can only be performed by a trained service provider

	No protection against STIs and HIV/AIDS
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What are the disadvantages of NSV? 



Session 8.  Barrier Methods (Condoms)

Barrier methods are devices that mechanically prevent fertilization.  OMS 

•	 A male condom is a thin sheath of latex rubber made to fit on a man’s erect penis to 
prevent the passage of sperm cells by forming a barrier that prevents  pregnancy.

•	 It also helps keep infections in semen, on the penis, or in the vagina from infecting 
the other partner.

How effective is the male condom? 

•	 The effectiveness of this method depends on the user. The risk of pregnancy or 
sexually transmitted infection (STI) is greatest when condoms are not used with 
every sexual intercourse.  

•	 When used correctly with every sexual intercourse, only 2 per 100 women whose 
partners use male condoms become pregnant over the first year of use.   

•	 As commonly used, about 15 per 100 women whose partners use male condoms 
become pregnant over the first year of use. 

135 

Who cannot use the male condom?

•	 Either or both sex partners with allergic reaction to latex rubber

Photo source:  http://www.fotosearch.com/CSP419/k4191154/;  accessed 10/22/15
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What are the known health benefits of and risks of male condoms? 

•	 Protects against the risks of pregnancy and against microorganisms that cause 
STIs, including HIV 

•	 Protects women against some STI-induced conditions (recurring pelvic inflamma-
tory disease and chronic pelvic pain [endometriosis], cervical cancer, and infertility)

•	 Can cause severe allergic reaction among individuals with latex allergy  (extremely 
rare)

  Key Learning Points on Male Condoms:
	Effectiveness depends on the user. Risk of pregnancy or STIs is 

highest if condom is not used with every sexual intercourse.

	Can not be used by either or both sex partners with allergic                
reactions to latex rubber 

	Protects against pregnancy, STIs and HIV/AIDS
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Session 9.  Family Planning Myths and Facts   

Addressing myths and misconceptions on Family Planning (FP) is important  to allay 
the fears of FP clients on the side effects or health risks of FP methods.  Biomedical                
research and studies debunked  the  myths, rumors and misconceptions on FP.

Below are the FP myths and facts:

a)  Pills 
Myth: Some believe that pills accumulate in the body and cause different health                 
problems. 

Facts:

•	 After the pills are swallowed, they dissolve in the digestive system just like any 
food or medicine. 

•	 They do not accumulate in the body anywhere. 

•	 After they produce their contraceptive effect, the hormones in the pills are                     
metabolised in the liver and gut and are then eliminated from the body. 

•	 Each pill lasts about 24 hours in woman’s body and does not “get stuck” anywhere. 
That is why pills are taken every day, preferably at the same time, to be effective.

Myth: Some believe that pills cause cancer. 

Facts:

Ovarian and endometrial cancer

•	 Pills protect its users from cancer of the ovaries and cancer of the lining of the 
uterus (endometrial cancer).  This protection continues for 15 or more years after 
stopping use.  

Breast cancer

•	 Research findings about pills and breast cancer are difficult to interpret.

- Both pills users and women who do not use pills, can have breast cancer.
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– Scientists do not know whether or not the pill actually caused the slight 
increase in breast cancers. It is possible that the cancers were already 
there before pills use but were found sooner in pill users because they visit 
health facilities more often.

•	 Prior to 1975, each pill tablet contained higher dose of estrogen. These high-
dose pills are no longer available. 

•	 Pills with higher dose of estrogen are associated with the increased risk of 
breast cancer among women with family history of breast cancer.  

•	 In the Philippines today, only low-dose pills are available.  

Cervical cancer

•	 STI that usually clears on its own without treatment, but sometimes persists. 
Other major factors proven to increase cervical cancer risk are multiple preg-
nancies, having first pregnancy at a young age, and smoking.

•	 Use of pills for over 5 years appears to speed up the development of per-
sistent existing HPV infection into cervical cancer.  The number of cervical 
cancer cases associated with the pill use is thought to be very small, and this 
risk disappears after 10 years.  

Myth: Some believe that using pills cause long delay in conceiving or prevent 

Facts:

•	 Pills do not cause infertility regardless of how long a woman has taken them, 
the number of children the woman has had, or the age of the woman. 

•	 Women who stop using pills can become pregnant right away.  

Myth: Some believe that using pills will cause birth defects or abortion.

Facts: 

•	 The pills are taken to prevent conception, not to cause an abortion. 
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•	

•	 If taken correctly, pills are very effective in preventing pregnancies, however, in 
the event of pregnancy, evidence shows that pills do not cause birth defects or 
abortion. 

Myth: Some believe that pills encourage infidelity, or promiscuity in women.

Facts:

•	 There is no evidence that pills affect women’s sexual behavior. The evidence in 
general shows that sexual behavior is unrelated to contraceptive use.

•	 In fact, using contraception shows responsible behavior to avoid unintended preg-
nancy and STI.

Myth: Some believe that pills reduce sexual pleasure or interest in sex, or cause 
frigidity in women. 

Facts:

•	 There is no evidence that pills affect a woman’s sex drive. Although some women 
using pills have reported either an increase or decrease in sexual interest and 
performance, it is difficult to say whether such changes are a result of the pills or 
other life events. 

•	 Use of pills frees the couple from the fear of unplanned pregnancies, enhancing 
sexual relationship.

Myth: Some believe that pills cause women to gain or lose weight. 

Facts:

•	 Most women do not gain or lose weight as a result of pills use. 

•	 A woman’s weight may fluctuate naturally due to changes in age or life circum-
stance. 

•	 Because changes in weight are common, many women attribute their natural 
weight gain or loss to the use of pills. 
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occur. Therefore, if there is no fertilization (or meeting of egg and sperm), there 
can be no pregnancy. Abortion cannot happen without pregnancy.



b) Injectables 

Myth: Many believe that using injectables will harm the baby and cause them to 
become abnormal.

 Facts:

•	 Injectables are safe. Evidence shows that injectables will not cause birth                       
defects or otherwise harm the fetus if a woman becomes pregnant while using it 
or  accidentally starts using it when she is already pregnant.  

Myth: Some believe that injectables cause abortions.

Facts:

•	 Research shows that injectables will neither disrupt an existing pregnancy nor 
harm the baby. 

•	 Injectables prevent ovulation.  If there is no ovulation, no egg is released, and 
no fertilization takes place.  If there is no fertilization, there can be no pregnancy. 
Abortion cannot occur without pregnancy. 

Myth: Some believe that changes in menstrual bleeding, which are common side 
effects of injectable contraceptives means that blood are stored in the uterus and 
are harmful.                           

Facts:

•	 Some women using injectables experience no monthly menstrual bleeding.   

•	 When a woman is not using injectables, the lining of the uterus builds up every few 
weeks and then breaks down and causes menstrual bleeding. With injectables, 
the endometrial build-up may not occur so there is no breakdown or resulting 
bleeding. Blood is not stored in the uterus.  

•	 Instead, lack of menstruation has health benefits: it helps prevent anemia.   

     10
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Myth:  Some believe that injectables are harmful to the breastmilk or to the babies
that drink it.

Facts:

•	 There is no evidence that injectables negatively affect breastmilk quality or pro-
duction or the duration of lactation. 

•	 Infants whose mothers have received injectables while breastfeeding develop sim-
ilarly to infants of mothers who have not received DMPA. 

 

Myth: Some believe that injectables cause cancer. 

Facts:

•	 Actually, injectables protect against cancer of the uterus and cancer of the ovary. 

•	 Findings between injectable use and breast cancer are similar to findings with pills:

- Both injectable users and women who do not use injectables can have breast 
cancer.

- Breast cancer was slightly more common among women using injectables or 
those who had used it in the past 10 years than among other women.  

- It is unclear whether these findings are explained by earlier detection of         
existing breast cancers among injectable users or cancers were already 
there before injectable use but were found sooner because they visit health 
facilities more often.  

- Cervical cancer does not develop because of injectables; it is caused by hu-
man papillomavirus. 

c)  Condoms
Myth:   Some believe that condoms can easily get lost in a woman’s vagina or uter-
us and can travel through a woman’s body, requiring surgery to get the condom 
out. 

Facts:

•	 Studies indicate that a condom rarely slips off completely during intercourse.

•	 Slippage during withdrawal can be minimized if the rim of the condom is held 
against the base of the penis during withdrawal after ejaculation.
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•	 However, if a condom does slip, it will go no further than the woman’s vagina, 
where it can be easily retrieved, with no need for surgery.  

Myth:   Some believe that condoms are not effective in preventing pregnancy or 
sexually transmitted infections, including HIV. 

Facts:

•	 Condoms are the only contraceptive method that can protect against both preg-
nancy and sexually transmitted infections (STIs), including HIV. 

•	 Latex condoms are made of fine material; no HIV can pass through it. In fact, when 
used consistently and correctly, condoms prevent up to 95% of HIV transmission 
that would have occurred otherwise. 

Myth: Some believe that condoms constrict an erect penis, causing premature                       
ejaculation.                            

Facts:

•	 Using condom does not cause premature ejaculation. 

•	 On the contrary, condoms can help users maintain an erection longer and prevent 
premature ejaculation. 

Myth:  Some believe that condoms encourage infidelity, promiscuity, or prostitu-
tion.                          

Facts:

•	 There is no evidence that condoms or other methods of contraception affect         
sexual behavior. 

•	 The evidence in general shows that sexual behavior is unrelated to contraceptive 
use. In fact, using contraception shows responsible behavior in order to avoid        
unintended pregnancy and sexually transmitted infections.

Myth:  Some believe that condom use decreases a man’s libido and can cause                         
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impotence or that condom reduces or interferes with sexual pleasure. 

Facts:

•	 There is no evidence to suggest that condom use causes impotence. 

•	 Some complain that the condom reduces sensation. However, many couples       
enjoy or learn to enjoy using condoms. 

Myth:  Some believe that condoms should be used ONLY by people in casual rela-
tionships, people who have extra marital sexual relations, or with prostitutes.  

Facts:

•	 Condoms are an appropriate contraceptive method for anyone, regardless of      
marital status or sexual behavior. 

•	 While many casual partners rely on condoms for STI protection, married couples 
all over the world use condoms for pregnancy protection, too. 

d)  IUD
Myth:  Some believe that IUD causes abortions.                           

Facts:

•	 IUDs do not work by causing abortions. It works by preventing fertilization.

•	 The copper-bearing IUD acts as a spermicide, killing or impairing sperm so they 
cannot reach the egg. 

Myth:  Some believe that the IUD can travel from the uterus to other parts of the 
body.

Facts:

•	 The IUD never travels to the heart, brain, or any other part of the body outside the 
abdomen. 

•	 The IUD normally stays within the uterus like a seed within a shell. 
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Myth:  Some believe that IUDs are harmful to health.

Facts:

Cancer

•	 IUDs are safe. Extensive research has shown that IUDs do not cause cancer. 

•	 Moreover, research suggests that non-hormonal IUDs, such as the Copper-T 
380A, may protect against cancer of the lining of the uterus and cervical cancer. 

Sexually Transmitted Infections (STIs)

•	 IUDs do not increase the risk of STIs, including HIV. However, usually women who 
have STIs or at a high risk of exposure to gonorrhea or chlamydia should not have 
an IUD inserted.  

Birth Defects

•	 IUD is a very effective method of family planning. Research has proven that in a 
rare event of pregnancy, IUD does not cause any birth defects.  

Myth:  Some believe that the IUD will cause infertility. 

Facts:

•	 Studies find no increased risk of infertility among women who have used IUDs, 
including young women and women with no children. 

•	

Myth:  Some believe that the IUD will cause inconvenience during sex, pain for the 
male partner because the strings will hurt the penis, or that using the IUD causes 
discomfort during sex.

Facts:

•	 The strings of an IUD may get into contact with the penis during sexual intercourse 
but the strings are very thin, and soft, that the man will never feel it. 

•	 Sometimes IUD strings are left long, and a man can feel them. Cutting the strings 
will solve the problem. 
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After removal of IUD, there is no delay in the women’s return of fertility.



e)  BTL
Myth:  Some believe that female sterilization involves the removal of some or all of 
a woman’s reproductive organs, including the vagina.

Facts:

•	 Only the fallopian tubes (the tubes which carry eggs from the ovaries to the uterus) 
are blocked or cut.  

•	 All other genital organs including ovaries, uterus, cervix and vagina remain well 
functioning, and women still have monthly menstruation.  

•	 Sexual relationship is not affected.  

Myth:  Some believe that female sterilization leads to illnesses due to hormonal                      
imbalance.

Facts:

•	 There are no side effects of female sterilization. The procedure does not cause ill 
health, backache, weakness or other illnesses or side effects.

•	 Female hormones are not affected by female sterilization, and there will be neither 
a loss of femininity nor any change in sexual functioning. Research finds no major 
changes in bleeding patterns after female sterilization.

•	 If a woman was using another method of family planning before sterilization, her 
bleeding pattern will return to the way it was before she used it. 

•	 Ligation will not hasten menopause.  The woman will continue to ovulate and        
menstruate although she can no longer get pregnant.  However, in general a 
woman’s monthly bleeding usually becomes less regular as she approaches              
menopause.

Myth:  Some believe that female sterilization causes women to lose or gain weight 
or that female sterilization will disfigure a woman’s body.

Facts:

•	 Sterilization does not cause any changes in weight, appetite, or appearance. 

•	 However, older women are more likely to choose sterilization as a method of family 
planning than younger women, and most women gain weight as they age.
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Myth:  Some believe that only women of a certain age or who have a certain number 
of children can undergo female sterilization.

Facts:

•	 Any woman can undergo female sterilization safely. 

•	 There is no justification for denying sterilization to a woman because of her age, 
the number of her pregnancies or living children, or her marital status.

•	 If a specific woman’s situation suggests to a provider that she could have regrets 
later, the provider should help the woman think through her decision carefully but 
respect the decision of the woman thereafter. 

f)  Vasectomy 
Myth:  Some believe that vasectomy will cause cancer, such as prostate cancer or 
cancer of the testes.

Facts:

•	 Evidence shows that vasectomy does not cause cancer of the testicles or prostate 
cancer.

•	 Unused sperm do not get rotten and cause cancer. The unused sperm gets             
absorbed by the body. 

Myth:  Some believe that vasectomy is a very painful procedure that causes men to 

Facts:

•	 Male sterilization is a safe and simple procedure. 

•	 Discomfort in the scrotum area and swelling are minor, and can be treated with 
cold compresses and non-aspirin pain relievers.

•	 It usually lasts for two to three days and then completely disappears.

•	 It is a small incision at the side of the scrotum. Sperm that are not ejaculated get 
used (absorbed) by the body, so there is no sickness that results from that.  
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retain sperm, leading to complications. 



Myth:  Some believe that vasectomized men are unable to lift heavy objects and 
their physical and mental health will be impaired.  

Facts:

•	 After vasectomy, a man will look and feel the same as before. 

•	 Vasectomy has no effect on a man’s overall health and physical ability.  After a 
recovery period of 2 to 5 days, men can return to their normal physical activities.

•	 The operation will not cause the man to lose strength, so he can work as hard as 
before.

•	 It will not cause weight gain or hair loss, nor will it impair mental functioning. 

Myth:  Some have misconceptions that vasectomy is the same as castration.  

Facts:

•	 Vasectomy is a simple and safe procedure in which each vas deferens (the tubes 
which carry sperm from the testicles to the penis) is either blocked or cut so that 
sperm cannot enter semen. 

•	 Vasectomy is not the same as castration, and the procedure of vasectomy is not to 
amputate or mutilate the male genitals. 

Myth:  Some believe that vasectomy impairs sexual functioning by causing impo-
tence. 

Facts:

•	 Vasectomy is intended to be permanent. People who may want more children 
should choose a different family planning method. 

Myth:  Some believe that vasectomy can be reversed to allow men to become fertile 
again.

Facts:

•	 Vasectomy does not affect the sexual drive, nor does it affect a man's ability to get 
an erection, have sex, or ejaculate. 

•	 Vasectomy will neither affect penile erection nor impair sexual function and sexual
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g) NFP (Fertility Awareness-Based Methods/Modern Natural Family             
Planning Methods)

Myth:  Some believe that Natural Family Planning (NFP) methods are not effective 
in preventing pregnancy.  

Facts:

•	 NFP methods can be effective if practiced correctly and consistently.  

•	 In a study of the Lactational Amenorrhea Method in the Philippines, only 2 % of 
women who used the method correctly and consistently became pregnant in 1 
year.

Myth:  NFP is too complicated to be useful for most people.

Facts:

•	 Anyone who is taught by a certified teacher and motivated to use NFP can do so.

•	 The methods are simple that they have been successfully adapted to suit the 
needs of cultures all around the world.  

Myth:  Most believe that SDM works well for all women.

Facts:

•	 Approximately, 50-60% of all women have 26 and 32 days long cycle. 

•	 Women who have cycles shorter than 26 days or longer than 32 days are not good 
candidates for SDM. 

•	 Also, women who would not be able to avoid sex on the days they might get preg-
nant are not likely to be successful using this method. 

Myth:  Some women believe that they can predict ovulation thru basal body tem-
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perature (BBT).  

Facts:

•	 You cannot determine from the BBT ahead of time whether you are about to        
ovulate or not; it will only tell you when you have ovulated.

•	 There is sometimes a drop in temperature on the day of ovulation, but whether it 
was really ovulation or not can only be determined after the temperature has gone 
up and stayed up typically for several days.

•	 This is the reason why in BBT method, couples avoid sexual activity from first 
day of menstruation up to the time that the body temperature rise for about 0.2C       
(ovulation period) and the rise in temperature stayed for few days; couples can 
resume sexual activity starting on the 4th day of the rise in temperature up to the 
last day of menstrual cycle. 

Myth:  Some believe that exclusive breastfeeding will protect against unwanted                   
pregnancy as long as women continue breastfeeding their child.

Facts:

•	 Research has proven that LAM will only work if:

- Woman’s menstrual bleeding has not returned since her baby was born; 

- The baby is exclusively breastfed; and 

- The baby is less than six months old. 

Myth:  Some believe that a woman can be separated from her baby to use LAM if 
she expresses her milk. 

Facts:

•	 The effectiveness of LAM depends on exclusive breastfeeding. This means as 
often as the baby is hungry “on demand,” day and night with no long intervals     
between feeds. 

•	 Even if a woman expresses breast milk, if she is separated from her baby by more 
than a few hours, she cannot expect a high level of contraceptive protection. 

•	 The infant's suckling triggers a signal to the mother’s brain that interferes with 
the production of the hormones needed for ovulation. 
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Recommended Readings

•	 Presidential Decree No. 965 (1976) – Requiring marriage applicants to receive 
instructions on family planning and responsible parenthood

•	 Republic Act 9710 (2009) – Magna Carta of Women

•	 Republic Act 10354 – An Act Providing for a National Policy on Responsible Par-
enthood and Reproductive Health, and for Other Purposes 
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Annex 
Personality Profile Questionnaire (Form for Participants)

To identify what is your personality type, answer the profile questionnaire below.  In each of the four 
words given, place an X in the adjective (word) that most often applies to you.  Choose only one   adjective 
per row. The first adjective that most often comes to your mind is often the most applicable.  

Strengths (Kalakasan)

1. __ Talker 
(madaldal)

___ Tenacious  
(determinado)

__ Thoughtful 
(Maalalahanin)

___ Tolerant  (Ma-
pagparaya

2.  __ Funny 
(Nakakatawa

___ Forceful 
(Mapilit sa Ka-
gustuhan

___ Faithful  
(Tapat)

 ___ Friendly (Pal-
akaibigan)

3. ___ Cheerful  
(Masayahin)

__ Confident (may 
kumpyansa sa 
sarili

__ Deep 
(Malalim)

___ Consistent (Di 
nagbabago)

4. __Optimistic 
(positibo ang pa-
nanaw sa buhay

__ Outspoken 
(prangka sa pag-
sasalita

___ Orderly 
(Maayos

___ Listener (Tag-
apakinig)

5.  __ Popular (Kilala 
dahil palakaibigan)

___ Productive 
(Masipag)

__ Persistent     
(di sumusuko)

__ Pleasant       
(Maganda and 
disposisyon)

6. ___ Delightful  
(masayang kasa-
ma)

___ Daring (Mal-
akas ang loob)

___ Detailed 
(Detalyado/ 
metikuloso)

___ Diplomat-
ic (Mahusay 
makitungo)

7. __ Spirited (Puno 
ng Buhay/ Mas-
ayahin

___ Self-reliant 
(Sa sarili umaasa)

___ Sensitive 
(Mahusay maki-
ramdam)

___ Satisfied (mad-
aling makuntento)

8.  ___ Mixes 
easily (Magaling 
makitungo)

__ Mover (Mapag-
punyaging pinuno)

___ Musical 
(Mahilig sa musi-
ka)

___ Mediator (Tag-
apamagitan/ Tag-
apamayapa)

9. ___ Convincing 
(Magaling mang- (Mahilig makipag  (Maunawain)
hikayat)

___ Competitive    ___Considerate ___ Controlled 
(Madaling maka-
pigil)

10. ___ Inspiring 
(Nakakapagbigay 
ng inspirasyon)

___ Decisive (Ma-
bilis magdesisyon)

___ Planner 
(Nagpaplano

___ Contented 
(madaling makun-
tento

Total

kompetensya) 



Weaknesses (Kahinaan)

1. __ Undiciplined 
(Kulang sa 
disiplina

___ Unaffectionate 
(nahihirapan mag 
paramdam ng 
pagmamahal)

___ Unforgiving 
(Mahirap magpa-
tawad)

___ Uninvolved  
(Di malimit maki-
sali)

2. ___ Forgetful 
(Makakalimutin)

___ Frank (DIretso 
Magsalita kahit 
nakakasakit)

___ Insecure 
(Kulang ng tiwala 
sa sarili

___ Indecisive 
(Mahirap gumawa 
ng Desisyon)

3. ___ Show off 
(Mayabang)

___ Manipulative  
(Laging Nasusu-
nod)

___ Too sensitive 
(Madaling masak-
tan)

___ Worrier  (Lag-
ing Nag- aalala)

4. ___ Messy 
(Makalat)

___ Short tem-
pered (Mainitin 
ang ulo)

___ Hard to please 
(Mahirap pasaya-
hin)

___ Lazy  

( tamad)
5. ___ Change-

able (madaling 
magbago and 
isip)

___ Tactless 
(Hindi Iniisip ang 
sinasabi) 

___ suspicious 
(Laging nagsusus-
petsya)

___ Slow (maba-
gal)

6. ___ Easily 
Angered (Mad-
aling magalit) 

___ Stubborn 
(Matigas ang ulo)

___ Depressed 
(Malungkutin)

___ Fearful  
(Matatakutin)

7. ___ Loud 
(Maingay)

___ Resistant (Di 
sumusunod sa 
iba)

___ Negative 
Attitude (Laging 
di maganda ang 
pananaw sa mga 
bagay-bagay)

___ Blank  (Di 
Gaano nagpapaki-
ta ng emosyon)

8. ___ Naïve  
(Madaling loko-
hin)

___ Domineering 
(Laging Nangin-
gibabaw)

___ Moody  (Sum-
pungin)

___ Compromis-
ing  (Mahina ang 
paninindigan)

9. Restless (Di 
Mapakali)

___ Argumentative  
(Mahilig Makipag-
talo)

___ Loner  (Mapag 
Isa)

___ Aimless 
(Walang Di-
reksyon)

10.  ___ Repeti-
tious  (Pau-
lit-ulit)

___ Impatient  
(Kulang sa Pasen-
sya)

___ Revengeful 
(Palaging guma-
ganti)

___ Timid (Mahi-
yain)

Total

Notes to the Facilitator:  

The first column is Sanguine, second is Choleric, third is Melancholic and the last is Phlegmatic.  

Each column in both the strengths and weaknesses should have a total score.  The  column with 
the highest score under a specific personality type is the dominant personality. 
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FOREWORD

One of the key components for achieving Universal Health Care or Kalusugan 
Pangkalahatan is the full implementation of Republic Act No. 10354: “Responsible 
Parenthood and Reproductive Health Act of 2012” (RPRH Act). This law ensures 
universal access to reproductive health services, including family planning. The 
RPRH Act and its implementing rules require the government to promote and 
provide information and access, without bias, to all modern methods of family 
planning, whether natural or artificial, which have been proven medically safe, 
legal, non-abortifacient, and effective in accordance with scientific and evidence-
based medical research standards. In this context, the DOH and its partners must 
ensure that family planning services are available, accessible, affordable, and of 
high quality by making clinical practices uniform and by adapting the best medical 
science currently known.

As the gold standard for family planning and contraceptive services in the 
Philippines, the Philippine Clinical Standards Manual on Family Planning provides 
updated content on clinical practice using existing family planning methods as well 
as information on new ones. Through this manual, the DOH affirms its commitment 
to ensuring quality family planning services by instituting practices that are at par 
with international standards.

Together with the contributors, reviewers, and editors of this manual, I hope that 
this updated version serves as an easy-to-use and reliable guide for all frontline 
healthcare professionals. Through this guide, we are ensuring the success of our 
health programs by safeguarding the right kind and quality of service for those who 
are most in need.

Enrique T. Ona, MD, FPCS, FACS
Secretary of Health
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WHAT ARE THE UPDATES?
The updates featured in this version were adapted from the latest evidence-based 
recommendations and guidelines, including the (1) Medical Eligibility Criteria for 
Contraceptive Use (4th Edition, 2010), the (2) Selected Practice Recommendations 
for Contraceptive Use: 2008 Update of the WHO, and the (3) 2013 CDC Practice 
Recommendations. Specific questions on how to use different contraceptive 
methods were addressed. This manual provides updates on the following: 

• New chapter on informed choice and voluntarism (p. 1)
• Continuous and extended use of combined oral contraceptives (p. 41)
• Quick start of contraceptives (pp. 37, 42, 51, 58, 61, 68, 81, 95, 105, 122, 129, 166, 
168, 172, 189, 233, 238)

• Late reinjections for progestin-only injectables (p. 83)
• Correction of misconceptions about each FP method (pp. 73, 104, 116, 156, 
168, 172, 212)

• New subcutaneous DMPA (p. 74)
• Guidelines on the insertion and removal of contraceptive subdermal implants 

(pp. 91, 95) 
• Guidelines on pelvic examination prior to IUD insertion (p. 107)
• Guidelines on postplacental and immediate postpartum insertion of TCu IUD 

(pp. 111, 115) 
• Endoscopic and hysteroscopic bilateral tubal ligation (pp. 182, 183)
• When to start relying on the effectiveness of vasectomy after surgery 

(p. 206)
• Effect of increased body mass index (BMI) on certain contraceptives (p. 213)
• New subchapter on contraception for female victims of sexual violence, with 

information on when to initiate regular contraceptives (p. 231)
• Guidelines on the use of the Yuzpe method and the levonorgestrel-only pill 

(p. 234)
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• Subchapter on contraception in disaster and crisis situations (p. 240)
• New chapter on sexually transmitted infections (p. 245)
• Effects of antiretrovirals on hormonal contraception (p. 255)
• Effects of antibiotics on contraceptives (p. 255)
• Relevant RPRH law provisions and related IRR (p. 306)
• Pregnancy checklist (p. 325) 
• 2013 PhilHealth benefits for FP (p. 329)
• New DOH commodity forms (p. 385)

ACRONYMS
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Chapter 1
INFORMED CONSENT AND
VOLUNTARISM

WHAT IS INFORMED CHOICE AND VOLUNTARISM (ICV)?

The quality of care in family planning (FP) requires that the rights of FP clients are 
safeguarded by service providers at all times. The rights of FP clients, especially 
the right to information and choice, must be honored through appropriate FP 
counseling. Clients must be able to make voluntary and informed choices based on 
accurate, balanced, and complete information. The Department of Health (DOH) AO 
2011-0005 defines Informed Choice and Voluntarism (ICV) as 

“A standard in the delivery of FP services, ensuring that clients 
freely make their own decision based on accurate and complete 
information on a broad range of available modern FP methods, 
and not by any special inducements or forms of coercion or 
misinterpretation.”

Healthcare providers are responsible for ensuring that an FP client makes a 
voluntary and informed choice. This factor is considered as one of the pillars that 
guide FP program implementation.

• 
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Right to information To learn about the benefits and availability of family planning

Right to access To obtain services regardless of sex, creed, color, marital status, social 
status, or location

Right to choice To decide freely on whether to practice family planning and which method 
to use

Right to safety To be able to practice safe and effective family planning

Right to privacy To be counseled and be provided with services in a private environment

Right to confidentiality To be assured that personal information is kept between the client and 
the provider

Right to dignity To be treated with courtesy, consideration, and attentiveness

Right to comfort To be provided with utmost care and attention during service

Right to continuity To receive FP services and supplies as long as needed

Right to opinion To express views on the services offered

INFORMED CHOICE AND VOLUNTARY DECISION MAKING AS A 
VITAL PROGRAM STRATEGY

The DOH recognizes that ensuring ICV will translate to better and longer method 
use, improved client compliance, and satisfied clients who will encourage others 
to participate in FP programs. This is effectively done through face-to-face, verbal, 
and nonverbal exchange of information with clients. ICV is a vital foundation of FP 
Program success.

QUALITY OF CARE IN FP : CLIENT RIGHTS AND PROVIDER NEEDS

The quality of FP services can be further enhanced by safeguarding the rights 
of clients and by providing the needs of healthcare professionals. Healthcare 
providers need proper training, adequate supplies, good working environment, as 
well as good management support and supervision. Basic client rights include the 
following:

• 
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ENSURING INFORMED AND VOLUNTARY DECISIONS

Service providers must be aware of the principles of ICV. Table 1 explains the 
principles of ICV and provides hypothetical examples of noncompliance or 
vulnerability. Service providers must be aware that their best interest might violate 
ICV principles and the rights of the client.

Table 1. Principles of ICV
ICV Principle Clarification/Interpretation Examples of Non-compliance/

Vulnerability

Service providers or referral 
agents shall not implement or 
be subject to quotas or other 
numerical targets relative to the 
total number of births, number 
of FP acceptors, or acceptors of 
a particular FP method.

A quota or target is a 
predetermined number of births, 
FP acceptors, or acceptors of a 
particular method that a service 
provider or a barangay health 
worker is assigned or required to 
achieve. Indicators for planning, 
budgeting, and reporting are 
exempted.

Dionisia, the midwife–owner 
of a lying-in, discovers that 
her employed midwife failed to 
achieve her required 10 PPIUD 
insertions per month and thus 
deducts 5% from her salary.

No payment of incentives, 
bribes, gratuities, or financial 
reward to the following: 

• An individual in exchange 
for becoming a FP acceptor

• Program personnel for 
achieving a numerical 
target or quota relative to 
the total number of births, 
number of FP acceptors, or 
acceptors of a particular FP 
method

Provider payments violate the 
provision only when payment 
is based on a quota or target 
set as a predetermined number 
of total births, number of 
FP acceptors, or number of 
acceptors of a particular 
method.

Incentives, bribes, gratuities, 
and financial rewards should 
not be a form of inducement to 
accept a particular method.

The best “performing” health 
providers in a program receive 
supplies and/or equipment 
as reward on the basis of the 
number of FP acceptors.

No denial of rights and benefits 
for those who do not accept FP.

Health facilities shall not deny 
any right or benefit, including 
the right to participate in any 
program of general welfare or 
the right to access healthcare, 
as a consequence of the deci-
sion not to accept FP services.

Mothers who did not accept any 
FP method are denied immuni-
zation services.

Comprehensible information on 
chosen FP method. 

Full disclosure for experimen-
tal contraceptive method and 
procedures.

Clients must receive compre-
hensible information about the 
risks, benefits, side effects, and 
contraindications of the method 
they want to use in accordance 
with local standards.

Service providers withhold
full information on FP
methods from the clients.

• 
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ICV Principle Clarification/Interpretation Examples of Non-compliance/

Vulnerability

Informed consent must be 
documented prior to permanent 
methods, namely, bilateral tubal 
ligation (BTL) or vasectomy.

Service providers should ensure 
that informed consent has been 
discussed and secured from 
every acceptor of a permanent 
FP method prior to the proce-
dure. Six elements should be 
explained to the clients.

While Sally was in painful labor, 
she was asked to sign the con-
sent for BTL.

FP programs/projects must 
provide information and access 
to a broad range of FP methods 
and services, either directly or 
through referral.

During counseling, potential FP 
clients should be made aware 
of all the modern FP methods. 
If methods such as intrauterine 
device and BTL, which require a 
certain level of skill from provid-
ers, are unavailable, the provider 
should be able to refer the client 
to a facility where the services 
are available.

Mara goes to the hospital desir-
ing to have BTL. However, no 
doctor is available to conduct 
the procedure. The nurse simply 
tells her that the method is una-
vailable and sends Mara home 
with no alternative method or 
referral.

No discrimination should be 
made against applicants for 
grants or funding because of 
religious or conscientious com-
mitment to offer only natural FP.

Chastity Foundation was denied 
funding because it strictly pro-
moted only natural FP methods.

Funding of programs with invol-
untary sterilization or coercive 
abortion is not allowed.

Practice of abortion is illegal in 
the country, as stipulated in the 
Revised Penal Code. Program 
beneficiaries are not allowed to 
join advocacy activities lobbying 
for abortion as an FP method.

INFORMED CONSENT

Informed consent is different from informed choice. Informed consent is a written 
voluntary decision of an FP client stating that he/she accepts the particular method 
(e.g., sterilization, IUD, or implant insertion) before undergoing the procedure. The 
service provider is assumed to have already provided adequate counseling prior to 
the acknowledgment of the decision.

• 
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The RPRH Act of 2012 implementing rules and regulations include the following 
provisions regarding informed consent in availing FP services:

• Any minor availing of FP services must have written consent of their parents 
or guardians.

• Any minor who has had a previous pregnancy or is already a parent still 
requires parental consent prior to availing of FP services.

• Spousal consent is needed prior to undergoing permanent surgical 
contraceptive methods. 

• 
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Chapter 2
COUNSELING FOR EFFECTIVE 
CONTRACEPTION
Good counseling is an essential part of family planning 
(FP) services. It guides clients in making informed 
decisions about the safest and most suitable method 
of contraception that meets their needs and conditions. 
An effective counseling dispels clients’ fears and 
allows misconceptions to be corrected and clarified. 
Current counseling strategies emphasize client-
centered sessions, client empowerment, and an equal 
footing between the provider and the client. 

Counseling services must be provided in person, 
particularly in a private and face-to-face setting. This setup helps assure the client 
of the confidentiality of the counseling session.

WHO IS THE FP COUNSELOR?

An FP counselor is any individual who is responsible for helping a client make an 
informed, voluntary, and well-considered decision about fertility and contraception. 
He/she may be a nurse, midwife, doctor, or health educator who has received the 
Basic Comprehensive FP Course or the Competency-Based Training (CBT) Level 1/
Level 2. An FP counselor must have the following characteristics:

• Knowledgeable in the various FP methods
• Demonstrates a positive attitude toward work (i.e., enthusiastic, persistent, 

and patient)
• Sensitive, understanding, and helpful in addressing clients’ needs and 

assessing their situations

• 
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WHO IS THE CLIENT?

Although each client is unique in 
need, background, and situation, the 
provider must consider the type of 
client in establishing the appropriate 
counseling services while ensuring the 
individualized nature of the counseling 
session. These considerations ensure 
that no important element is missed 
or overlooked. Table 2 describes the 
various types of FP clients and how to 
effectively counsel them.

Table 2. Client type and corresponding counseling tasks

CLIENT TYPE: New client with a method in mind

COUNSELING TASKS

1. Discuss the client’s needs and situation as well as the client’s reproductive 
intent.

2. Determine the correctness and accuracy of the client’s knowledge of the 
method. Clarify any misconceptions.

3. Determine if the client is medically eligible for the method and if the 
method is suitable to the client’s needs and situation.

4. If the client is eligible, discuss the correct use of the method and how to 
deal with side effects.

5. Provide the method (including any backup as needed).

6. If the client is ineligible, discuss the reasons for the ineligibility, and 
inform the client of other options.

, 

- ~ 

: . 

! ................................................................................................................................... . 
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CLIENT TYPE: New client with no method in mind

COUNSELING TASKS

1. Discuss the client’s needs and situation and the factors that he/she 
considers important in choosing an FP method.

2. Discuss relevant information about each method, and assist the client 
in determining the most suitable method. Include in the discussion the 
client’s medical eligibility, and ensure that her choice is an informed one.

3. Clarify any misconceptions.

4. Discuss how to correctly use the chosen method and how to handle any 
side effect.

5. Provide the method.

CLIENT TYPE: Returning clients with no problems

COUNSELING TASKS

1. Recheck the client’s knowledge about his/her chosen contraceptive 
method. Provide updates if any.

2. Discuss how the client is doing with the current method, including 
observations that the client may deem too trivial to report but may 
actually be important enough to have the method modified.

3. Provide the method.

4. Schedule a follow-up visit.

CLIENT TYPE: Returning clients with problems

COUNSELING TASKS

1. Perform a thorough probe of the client’s concern about the current 
method.

2. Explain the possible causes, and discuss the options available to the 
client.

3. If a new method is required, educate the client about the appropriate use 
and the potential side effects. Provide a temporary backup method during 
the transition if needed.

4. Provide the method.

5. Schedule a follow-up visit.

• 
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Basic contraceptive education provides essential information, especially during the 
first counseling session. The information should include the following:

Method effectiveness
• Method effectiveness is the typical or average 

likelihood of pregnancy for all users of a particular 
method regardless of whether they have used this 
method correctly and consistently. 

• It also refers to the lowest likelihood of pregnancy 
when the method is used correctly and consistently 
as reported in reliable studies.

• This information includes how a method works 
and the failure rates or pregnancy rates during 
utilization of a particular method. 

• Method effectiveness may be the most important 
selection criterion for some clients.

Advantages and disadvantages
• Clients have varying perceptions on the advantages and disadvantages of 

each method.
• The information provided to the client must therefore be adapted to his/her 

requirements and current conditions. For instance, taking a pill daily may be 
preferred by some while tedious for others. Some may prefer injectables or 
IUDs despite the temporary discomfort associated with these methods. 

Side effects and complications
• The appropriate disclosure of the side effects of a particular method helps 

the client arrive at an informed decision. It also boosts user satisfaction and 
motivation for continued use.

• Clients must be informed that some effects are temporary or self-limiting 
and are not serious. However, FP service providers should emphasize the 
potentially dangerous symptoms that require immediate consultation, 
although such cases are rare.

• 
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Use of the chosen method
• The information about the use of certain methods 

should be correct and clear because many failure cases 
result from errors in usage. The provider must make 
sure that the client has adequately understood the 
directions. 

• A useful approach is to ask the client to repeat the 
instructions to avoid misunderstandings. This part of 
client education must include the following:

 ί How the method is used and when to start

 ί What to do if any side effects, problems, or bothersome symptoms are 
noted

 ί What are the danger signs that should prompt immediate consultation

 ί What special strategies to use to reduce errors of usage (e.g., 
developing techniques to remember taking the pill daily)

 ί What to do when errors do occur (e.g., forgotten pill)

When to return
• The client must be informed when to return for follow-up, resupply, or 

assessment and management of symptoms.
• The FP service provider should encourage the client to return any time and 

for any reason.
• However, the service provider should also inform the client that unless 

absolutely necessary, return visits are not mandatory.

Education on the prevention of sexually 
transmitted infections (STIs)

• Educating clients on the prevention of STIs 
has become an emergent need and hence 
an integral part of counseling because of 
the increase in the number of STI cases 
globally. 

• If a client is likely to acquire an STI, he/she 
should be instructed on the proper use of 
condoms apart from the method currently 
used. 

• The ABCDE of safe sex should also be emphasized.

ABCDE of Safe Sex

Abstinence

Being mutually faithful

Condom use

Do not share needles

Education and information

i .......................................... . 

• 
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DOs OF COUNSELING

• Treat every client respectfully.
• Make the client feel at ease.
• Be polite and sincere at all times.
• Create a feeling of trust.
• Create a relaxed, friendly, nonjudgmental environment.
• Assure client privacy and confidentiality.
• Listen, and get to know the clients (including their fears, limitations, 

misconceptions, needs, and situation).
• Converse in simple and clear language.
• Be alert to special needs such as STI protection.
• Give correct and appropriate information.
• Allow time for the client to process and clarify information and to ask 

questions without fear of criticism or judgment.
• Make sure that the client has understood the information correctly.

THE “GATHER” COUNSELING PROCESS

The “GATHER” counseling process includes learning, weighing choices, making 
decisions, and carrying out these decisions to effectively use an FP method. The 
six steps involved are represented by the word “GATHER” for easy recall.

:····· ........... ..................... ........... ...... 

• 
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G – Greet clients in an open, respectful manner. 
• Give them your full attention.
• Talk in a private place if possible.
• Assure the clients of confidentiality.
• Ask clients how you can help, and explain what the clinic can offer in response.

A – Ask clients about themselves. 
• Help clients talk about their FP and reproductive health experiences, their intentions, 

concerns, wishes, and current health situation and family life.
• Ask if the clients have a particular FP method in mind.
• Pay attention to their words, gestures, and expressions.
• Try to put yourself in the clients’ context. Express your understanding.
• Find out the clients’ knowledge, needs, and concerns about FP so you can respond helpfully.

T – Tell clients about choices.
• Depending on clients’ needs, tell them what reproductive health choices they have, including 

FP methods or using no method at all. Focus on methods that interest the clients most, but 
briefly mention other available methods. 

• Explain other available services that clients may want.

H – Help clients make informed choices. 
• Help clients think about what course of action best suits their situations and plans. 
• Encourage clients to express their opinions and ask questions. Respond fully and openly. 
• Consider the Medical Eligibility Criteria for the FP method or methods that interest the clients. 
• Ask if the client’s sex partner will support his/her decisions. If possible, discuss choices with 

both partners. 
• Make sure that the client has made a clear decision. Ask, “What have you decided to do?” or 

“What method have you decided to use?”

E – Explain fully how to use the chosen method. 
• After a client chooses an FP method, provide the necessary supplies if appropriate. 
• Explain how the supplies are used or how the procedure will be performed.
• Encourage questions, and answer them openly and fully. 
• Give condoms to anyone at risk for STIs, and encourage them to use condoms along with any 

other FP method. 
• Make sure that the clients understand how to use their chosen method.

R – Return visits should be welcomed. 
• Discuss and agree on when the client will return for a follow-up or for additional supplies if 

needed. 
• Always invite the client to come back any time for any reason or problem.

• 
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ENSURING INFORMED CONSENT (1)

• Informed consent is an ESSENTIAL part of the staff–client process and 
should be secured prior to any healthcare intervention.

• Voluntary informed consent must be obtained in writing before providing a 
client with any clinical service during the initial visit.

• The consent form and its contents must be fully explained to the client. 
The consent form explains to the client the routine procedures that will be 
performed. It contains statements recognizing that consent is voluntarily 
given, that the client received counseling and education, that all of the 
client’s questions have been adequately addressed and clarified, and that the 
client has understood all the information provided.

• Prior to signing the consent form, the client must have received all the 
necessary information, must have been given the opportunity to ask 
questions or clarify issues, must have received the appropriate answers and 
clarifications, and must have understood all information correctly.

• The consent form contains the signature of the client, the signature of 
the person obtaining the consent, and the date. The signature of the staff 
authenticates the client’s signature and is not proof of client understanding.

• The consent form must be written in a language 
that the client understands. Otherwise, the 
form must be translated and witnessed by an 
interpreter. 

• If the client is unable to read for whatever reason, 
the form must be read to him or her in full before 
he or she is asked to sign.

• If the client is not able to give an informed consent 
(e.g., clients who are mentally challenged or 
adolescents), the parent or legal guardian must 
sign the consent form.

Method-specific consent

This consent form is used if the client selects a method of contraception that 
requires a procedure (e.g., subdermal implants, IUD insertion, sterilization). Before 
signing this form, the client must have received information on the benefits and 
risks, effectiveness, potential side effects, complications, discontinuation issues, 
and danger signs of the contraceptive method chosen. 

• 
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For permanent methods, the following should be discussed with the client when 
obtaining an informed consent for sterilization methods:

1. Temporary contraceptives also are available to the client.
2. Voluntary sterilization/vasectomy is a surgical procedure.
3. The procedure has certain risks and benefits, all of which have been 

explained in a way that the client can understand.
4. If successful, the procedure will prevent the client from having children.
5. The procedure is considered permanent and probably cannot be reversed.
6. The client can decide against the procedure at any time before it takes place 

(without losing rights to other medical, health, or other services or benefits).

FP COUNSELING FOR YOUNG MOTHERS
 

• Adolescent clients require skilled counseling and age-
appropriate information.

• Adolescents who seek FP services must be informed 
about all the methods of contraception. 

• They must also be informed about abstinence as well 
as contraceptive and safe sex practice options to 
reduce risks for STIs and HIV AIDS.

• Providers must not assume that adolescents are 
sexually active simply because they are seeking FP 
services.

• As the contraceptive needs of adolescents frequently change, counseling 
should prepare them for their use of a variety of methods that are effective 
and appropriate for their needs.

• Adolescents must be assured that the counseling sessions and follow-
up visits are confidential. However, counselors should encourage family 
participation (e.g., mothers of adolescent clients) in the decision-making 
process of minors who are seeking FP counseling and services.

• 
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SUCCESSFUL COUNSELING

• Counseling is considered successful if the client starts and continues to use 
the method with satisfaction.

• Good counseling results in a client who is confident in the chosen method 
and consistently complies with the directions of its usage and the required 
subsequent visits.

• The client also acknowledges that personal needs and rights have been met 
and fears or misapprehensions have been allayed and addressed.

• 
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Chapter 3
CLIENT ASSESSMENT  

This chapter describes the first step in providing FP services—the assessment 
of FP clients’ needs and conditions to ensure that they are medically eligible for 
their chosen method. The chapter discusses the definition and scope of client 
assessment and discusses the overall concept and classification of the WHO MEC 
for Contraceptive Use, which serves as the basic reference in assessing FP clients. 

OBJECTIVES OF FP CLIENT ASSESSMENT

All clients who attend FP/reproductive health (RH) clinics should undergo 
assessment. Client assessment is aimed at the following objectives: 

• To determine the health status of a client, particularly his/her eligibility for 
contraceptive use

• To gather data about the client’s health through medical history taking, 
physical examination (PE), and laboratory examination, if needed. 

• To determine if the client is in good health or needs further management, 
close follow-up, and/or referral. 

• 
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THE MEDICAL ELIGIBILITY CRITERIA FOR CONTRACEPTIVE USE

The recommended reference for assessing clients is the MEC for Contraceptive Use 
endorsed by the WHO. It gives recommendations based on the latest clinical and 
epidemiological data available on the safety of FP methods for people with certain 
health conditions. Based on these recommendations, the eligibility criteria for 
initiating and continuing the use of a specific contraceptive method are classified 
under one of four categories (Table 3).

Table 3. Categories used in recommending contraceptive methods 
based on WHO MEC

Category 1 A condition where the use of a certain method has no restrictions. Provide the 
method.

Category 2 
A condition where the advantages of using a certain method generally outweigh 
the theoretical or proven risks. This condition indicates that the method can 
generally be used but careful follow-up may be required.

Category 3

A condition where the theoretical or proven risks of a certain method usually 
outweigh the advantages. The use of this method is not usually recommended 
unless other appropriate methods are not available or acceptable. A follow-
up, including a careful clinical judgment and access to clinical services, will 
be required. For clients under this category, the severity of the condition and 
the availability, practicality, and acceptability of alternative methods should be 
considered.

Category 4: A condition where the use of a certain method has an unacceptable health risk. 
Do not provide the method.

Where resources for clinical judgment are limited (i.e., community-based services), 
the four-category classification framework can be simplified into two categories. 
With this simplification, a Category 3 classification indicates that a client is not 
medically eligible to use the method. These categories are summarized in Table 3.

• 
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Table 4. Simplified MEC categories

Category With clinical judgment With limited clinical 
judgment

1 Use the method under any circumstance.
YES, use the method.

2 Generally use the method.

3
Use of the method is not usually recommended 
unless other appropriate methods are not 
available. NO, do not use the method.

4 Method must not be used.

In applying the eligibility criteria, service delivery practices that are essential for 
the safe use of contraceptives should be distinguished from practices that may be 
appropriate for good healthcare but are not related to the safe use of the method. 
Promoting good healthcare practices unrelated to safe contraception should 
be considered neither as a prerequisite nor as an obstacle to the provision of a 
contraceptive method but as a complement to it. (Refer to the summary tables on 
MEC for Contraceptive Use in Appendix E.)

STEPS IN CLIENT ASSESSMENT

The basic steps in client assessment are as follows:

1. Client history taking
• Interview the client about his/her past and 

present medical/RH status. 
• The client’s history helps the service provider 

evaluate and assess the client’s RH status 
and identify his/her RH needs. 

• It facilitates the identification of risk factors 
or precautions when using an FP method. 

• It is also useful in helping the client choose the most appropriate 
contraceptive method.

(,~ I I 
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The MEC Checklists for Safe Use of Contraceptives (Appendix E) are used in 
taking the client’s medical history and in performing physical and/or pelvic and 
laboratory examinations. The Family Planning Service Record or FP Form 1 
(Appendix F) is used to record the results of the assessment.

2. Physical examination*

PE ensures the safe use of an FP method and thus ensures the client’s safety. 
A thorough PE also helps the service provider in the following circumstances:

• Identification of any health problems that may warrant the provision of 
FP/RH care

• Evaluation of client’s health status while he/she is using an FP method 
to monitor any changes that call for precautions on the use of the 
method

• Confirmation of conditions suspected or noted during the client 
history taking.

*A female client assessed by a male health provider may request a companion 
during the PE.

Timing of PE
• Perform an initial physical examination to determine/ensure safe use 

of FP methods, particularly for intrauterine device (IUD), bilateral tubal 
ligation (BTL), and no-scalpel vasectomy (NSV).

• Conduct as needed or whenever an indication, complaint, or unusual 
symptom that may be related to the use of an FP method exists.

Steps in conducting a PE
a. Prepare the client.

• Make the client comfortable.
• Explain the procedure, and assure privacy during the examination.
• Request the client to empty his/her bladder and wash his/her 

perineum.
b. Prepare the instruments/supplies for the pelvic exam if needed.
c. Check the client’s vital signs (blood pressure, heart rate, respiratory rate, 

temperature), height, and weight. 

• 
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d. Conduct a general PE as necessary.

• Breast examination may be conducted 
during the initial visit of all clients and 
yearly as part of a general checkup. 
Conversely, clients must be asked to 
examine themselves weekly until they 
have mastered the technique and then 
monthly—preferably one week after every 
menstruation. Refer the client to the 
appropriate facility whenever a distinct 
mass is identified or suspected.

• Abdominal examination is performed to check for tenderness, organ 
enlargement, or masses.

• Pelvic examination should be offered to all women who visit the clinic 
for the first time and as part of general screening.
 . It includes an examination of the external genitalia, the use of a 
speculum for cervix and vaginal canal visualization, bimanual pelvic 
examination, and recto-vaginal examination.
 . It must be performed on all women requesting an IUD, surgical 
sterilization, or diaphragm insertion.
 . Recto-vaginal examination is not routinely carried out but may be 
indicated if the client has symptoms and signs of pelvic masses. 
Refer the client to a physician for any abnormal findings.

• Male genitalia examination of clients for vasectomy is required to 
detect signs, symptoms, and conditions (e.g., infections, masses, 
discharge, and bleeding), which may delay the procedure.

3. Laboratory examinations
• In some cases, findings during the history taking or PE may require 

confirmation through laboratory tests. 
• Laboratory tests are not required for all clients but should be 

performed as needed. 
• A service provider should be familiar with these tests and their 

interpretation, should know when to request them, and should 
understand how these tests can help manage the client’s condition.

• 
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4. Applicability of various procedures or tests
• Some examinations or procedures should be performed before 

providing a contraceptive method. 
• Clients with known medical problems or other special conditions may 

need additional examinations or tests before being considered as 
candidates for a particular contraceptive method. 

Table 5 shows the applicability of various procedures or tests 
for contraceptive methods. These classifications focus on the 
relationship between the procedures or tests and the safe introduction 
of a contraceptive method. They are not intended to address the 
appropriateness of these examinations or tests in other circumstances. 
For example, some procedures or tests that are not considered necessary 
for safe and effective contraceptive use may be appropriate for good 
preventive healthcare or for diagnosing or assessing suspected medical 
conditions.

:··································································································································· 
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Table 5. Applicability of various procedures or tests for contraceptive 
methods*
Specific situation COC CIC POP POI Implants IUD Condom Diaphragm 

cervical 

cap

Spermicides BTL Vasectomy

Breast exam by 

provider
C C C C C C C C C C NA

Pelvic/Genital exam C C C C C A C A C A A

Cervical cancer 

screening
C C C C C C C C C C NA

Routine lab tests C C C C C C C C C C C

Hemoglobin test C C C C C B C C C B C

STI risk assessment: 

Med Hx & PE
C C C C C A1 C2 C2 C2 C C

STI/HIV screening: 

Lab tests
C C C C C B1 C2 C2 C2 C C

BP screening C3 C3 C3 C3 C3 C C C C A C4

Source: WHO Medical Eligibility Criteria for Contraceptive Use, Fourth Edition, 2009.

*Class A = essential and mandatory in all circumstances for the safe and effective use of a 

contraceptive method.

Class B = contributes substantially to the safe and effective use of a contraceptive method but 

implementation may be considered within the public health and/or service context. The risk of not 

performing an examination or test should be balanced against the benefits of making the method 

available.

Class C = does not contribute substantially to the safe and effective use of a contraceptive method.

Notes
Medical Eligibility Criteria for Contraceptive Use, Third Edition, 2009, states that
1 Women who are likely to become exposed to gonorrhea or chlamydial infection should generally not have an IUD 
inserted unless other methods are not available or not acceptable. Women who have current purulent cervicitis or 
gonorrhea or chlamydial infection should not have an IUD inserted until these conditions are addressed or until medical 
eligibility is ensured.
2 Women at high risk of HIV infection should not use spermicides containing nonoxynol-9. Using diaphragms and 
cervical caps with nonoxynol-9 is not usually recommended for women at high risk of HIV infection unless other 
appropriate methods are not available or not acceptable. The contraceptive effectiveness of diaphragms and cervical 
caps without nonoxynol-9 has been insufficiently studied and should be assumed to be less than that of diaphragms 
and cervical caps with nonoxynol-9.
3 Blood pressure measurements are ideally taken before initiation of COCs, CICs, POPs, POIs, and implants. However, 
blood pressure measurements are unavailable in many settings where pregnancy morbidity and mortality risks are high 
and hormonal methods are among the few methods widely available. In such settings, women should not be denied the 
use of hormonal methods simply because their blood pressure cannot be measured.
4 For procedures performed using local anesthesia with ephedrine.

• 
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How Can the Health Provider Determine if a Woman Is Not Pregnant?
• Pregnant women should not use FP methods for obvious reasons; however, 

condoms should be used to protect against sexually transmitted infections.
• In the absence of any signs or symptoms of pregnancy, a healthcare provider 

can usually tell if a woman is not pregnant by asking screening questions 
(see Appendix C, p. 325). Pregnancy tests or PE are usually not needed.

 ί A woman is certainly not pregnant if
 . Her menstrual period started within the last seven days.
 . She gave birth within the last four weeks.
 . She had an abortion or miscarriage within the last seven days.
 . She gave birth within the last six months, is breastfeeding often, and 
has not yet had a menstrual period.

 ί A woman who does not meet any of the above conditions is still not 
pregnant if
 . She has not had vaginal sex since her last menstrual period.
 . She used a reliable FP method correctly during her last sexual 
intercourse and if her last menstrual period is less than five weeks 
ago.

• Pregnancy cannot be ruled out for a woman who had sex and her last period 
was five weeks ago or more. The following early signs of pregnancy should 
be considered:

 ί Late menstrual period

 ί Breast tenderness

 ί Nausea

 ί Vomiting

 ί Weight change

 ί Fatigue

 ί Mood changes

 ί Changes in eating habits

 ί Frequent urination

• 
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• Consider the following late signs of pregnancy for a woman whose last 
menstrual period has been more than 12 weeks ago. A PE must be performed 
for confirmation.

 ί Large breasts

 ί Dark nipples

 ί Increased vaginal discharge

 ί Enlarged abdomen

 ί Movements of a baby
• A woman whose answers cannot rule out pregnancy should either have a 

pregnancy test, if available, or wait until her next menstrual period before 
starting a method. She should be provided with condoms and instructions on 
how to use them.

• 
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FLOW OF ACTIVITIES AND SERVICES FOR CLIENTS IN A GIVEN 
HEALTH FACILITY

Figures 1 and 2 illustrate the flow of activities and services for (a) a new FP client 
and (b) a returning FP client in a given health facility, respectively. Both figures 
reflect the specific steps to be followed and the key decision points to be made 
while clients are being served in the clinic (from the time they enter the facility up 
to the provision of the FP method).

Figure 1. Flow of activities and services for a new FP client

COUNSELING

DOES CLIENT 
HAVE 

A METHOD 
IN MIND?

YES

1. ASSESS CLIENT NEEDS
2. DISCUSS CLIENT SITUATION

AND CHOSEN METHOD

1. ASSESS CLIENT NEEDS
2. DISCUSS CLIENT SITUATION

AND OPTIONS
3. ASSIST CLIENT IN CHOOSING

A METHOD

IS CLIENT ELIGIBLE
TO USE CHOSEN FP

METHOD? (MEC)

CLIENT CHOOSES
A METHOD

HELP CLIENT
CHOOSE ANOTHER

METHOD

NO

WELCOME NEW
CLIENT

1. HELP CLIENT CONSIDER RISK
2. PROVIDE CHOSEN FP METHOD

AND METHOD FOR DUAL
PROTECTION

DOES CLIENT
NEED DUAL

PROTECTION?

1. CONFIRM CHOSEN METHOD
2. PROVIDE METHOD OR REFER

REMIND CLIENT OF
NEXT VISIT BEFORE

SENDING HOME 

NO

NO
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YES

YES
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Figure 2. Flow of activities and services for a returning FP client
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RECORDING CLIENT ASSESSMENT RESULTS

The basic record used in assessing a client’s condition is the Family Planning 
Service Record or FP Form 1 (Appendix F). Similar to the individual treatment 
record used in other programs, this record or form contains essential client 
information that would help the health worker provide quality FP/RH services. The 
service provider fills out and updates the FP Form 1 every time the client comes 
back for a follow-up visit.

This form contains the following:
• Personal, obstetrical, and gynecological information
• FP, medical, and family history
• Physical exam findings and laboratory results
•  Medical observations and complaints presented by the client. 

It is used by workers from the Department of Health, local government units, 
government organizations, and non-government organizations when admitting new 
clients to the program and transferees from other service points.

Information on succeeding visits and services related to FP are recorded on this 
form. Other visits and services not related to FP are recorded and filed at the rural 
health units, main health center, or barangay health stations.

• 
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Chapter 4
COMBINED HORMONAL 
CONTRACEPTIVES: 

Pills, Patches, Rings, and Injectables
WHAT ARE COMBINED HORMONAL 
CONTRACEPTIVES (CHCs)?

CHCs are drugs that contain hormones 
(estrogen and progestogen) similar to those 
naturally found in a woman’s body. These 
drugs are regularly administered to prevent 
conception.

HOW DO CHCs WORK?

• CHCs suppress ovulation or the release of an egg from the ovary.
• The estrogen in CHCs creates a negative feedback mechanism that tricks 

the brain into thinking that the body has enough hormones that the ovaries 
no longer need to produce an egg. This phenomenon prevents follicular 
development, which is necessary for ovulation. Pregnancy cannot occur 
without a released egg.

•  Aside from preventing follicular rupture during ovulation, the progesterone in 
CHCs makes the cervical mucus thick and impairs the entry of sperm into the 
uterus. 

HOW EFFECTIVE ARE CHCs?

CHCs are 99.7% effective in preventing pregnancy when used properly. With typical 
use, the effectiveness rate is lower at 92.0%.

HOW CAN CHCs BE ADMINISTERED?

The drugs may be administered orally, transdermally, transvaginally, or 
intramuscularly. CHC injectables are discussed in a separate section.

• 
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WHAT ARE THE ADVANTAGES OF USING CHCs?

• Safe, as proven through extensive studies
• Convenient and easy to use
• Makes menstrual cycles regular and predictable
• Reduces heavy menstrual bleeding
• Reduces symptoms of gynecologic conditions, such as painful menses and 

endometriosis 
• Reduces the risk of ovarian and endometrial cancer
• Reversible, rapid return of fertility after discontinued use
• Does not interfere with intercourse

WHAT ARE THE DISADVANTAGES OF USING CHCs?

• Often used incorrectly and inconsistently, lowering its effectiveness 
• Has side effects such as nausea, dizziness, or breast tenderness, which are 

not generally harmful but cannot be tolerated by some women
• May pose health risks for some women
• Offers no protection against sexually transmitted infections (STIs), including 

human immunodeficiency virus (HIV)
• Effectiveness may be lowered when taken with certain drugs, such as 

rifampicin and most anticonvulsants
• May suppress lactation
• Requires regular resupply
• Combined oral contraceptives (COCs) require daily intake

WHO CAN USE CHCs?

• CHCs are appropriate for most women who want a highly effective and easily 
reversible method for preventing pregnancy and for those who are not at risk 
of cardiovascular complications.

• The WHO MEC screening checklist for CHCs (Table 6) should be used to 
determine the eligibility of the clients and the suitability of the method.

• 
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• COCs have been used for more than 50 years. The other CHCs utilized 
through different delivery systems are relatively new. 

• The WHO MEC Working Group concluded that the evidence available for 
COCs applies to other CHCs because of the lack of definitive evidence. 

Table 6. MEC categories for CHCs

Category 1: Use the method without restriction.

• Menarche to 40 years old
• Benign breast disease or family history of 

cancer

• Women who may or may not have given 

birth

• Women with gestational trophoblastic 

disease, endometrial cancer, or ovarian 

cancer

• More than 42 days postpartum
• Among women with uterine anatomical 

abnormalities (e.g., fibroids)

• Any time post-abortion
• Current or history of PID or STIs such as 

HIV/AIDS

• Past ectopic pregnancy • Schistosomiasis

• History of pelvic surgery • Tuberculosis

• Minor surgery without immobilization • Malaria

• Varicose veins • History of gestational diabetes

• Epilepsy • Any thyroid disorder

• Depressive disorders • Chronic or carrier viral hepatitis

• Women with irregular vaginal bleeding 

patterns
• Mild liver cirrhosis

• Diagnosed with benign ovarian tumor, 

endometriosis, severe dysmenorrhea
• Thalassemia or iron-deficiency anemia

• Cervical ectropion

• Current use of nucleoside reverse 

transcriptase inhibitors, broad-spectrum 

antibiotics, antifungal, or antiparasitics

• 
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Category 2: Generally use the method but with more than the usual follow-up.

• Women more than 40 years old

• Breastfeeding women, more than six months after childbirth

• Non-breastfeeding women, 21 to 42 days postpartum 

• Women who smoke and are less than 35 years old

• Body mass index of more than or equal to 30 kg/m2

• History of high blood pressure during pregnancy

• Family history of deep vein thrombosis/pulmonary embolism

• Major surgery WITHOUT prolonged immobilization

• Superficial thrombophlebitis

• Known hyperlipidemia

• Uncomplicated valvular heart disease

• Systemic lupus erythematosus with negative antiphospholipid antibodies

• Continued use in women with non-migrainous headache

• Initiation of method in women with migraine, without aura, aged less than 35 years

• Unexplained vaginal bleeding prior to evaluation

• Women diagnosed with cervical intraepithelial neoplasia or cervical cancer prior to treatment

• Undiagnosed breast mass

• Diabetes, without vascular disease

• Asymptomatic or symptomatic gall bladder disease treated with cholecystectomy

• History of pregnancy-related cholestasis

• Benign liver tumors such as focal nodular hyperplasia

• Sickle cell disease

• Current use of non-nucleoside reverse transcriptase inhibitors

• 
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WHO CANNOT USE CHCs?

Category 3: Do not use the method unless no other appropriate method is available under close 
supervision.

• Breastfeeding women, six weeks to six months after childbirth

• Non-breastfeeding women, less than 21 days postpartum, without other risk factors for VTE 

• Non-breastfeeding women, more than 21 days postpartum, with other risk factors for VTE

• Women who smoke less than 15 cigarettes/day and are more than 35 years old

• Multiple risk factors for arterial cardiovascular disease such as old age, smoking, diabetes, and 
hypertension

• History of hypertension, in which blood pressure CANNOT be evaluated

• Adequately controlled hypertension, in which blood pressure CAN be evaluated

• Have increased blood pressure (systolic of 140 mm Hg to 159 mm Hg or diastolic of 90 mm Hg to 99 
mm Hg)

• Initiation of method in women with migraine, without aura, aged more than 35 years

• History of breast cancer with no evidence of disease in the last five years

• Diabetes with nephropathy, retinopathy, neuropathy, or other vascular diseases

• Known hyperlipidemias

• Symptomatic gall bladder disease

• History of COC-related cholestasis (for COC, patch, and ring users)

• Initiation of method in women with acute or flare viral hepatitis

• Current use of ritonavir-boosted protease inhibitors, anticonvulsant therapies

• Current use of rifampicin/rifabutin therapy (for COC, patch, and ring users)

• 
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Category 4: Do NOT use the method.

• Breastfeeding women, less than six months after childbirth

• Women who smoke more than 15 cigarettes/day, aged more than 35 years (for COC, patch, and 

ring users)

• Have high blood pressure (systolic of more than or equal to 160 mm Hg or diastolic of more than 

or equal to 100 mm Hg)

• Hypertension with vascular disease

• History or currently diagnosed with DVT/PE on anticoagulant therapy

• Major surgery with prolonged immobilization

• Known thrombogenic mutations

• Current or history of ischemic heart disease or stroke

• Complicated valvular heart disease

• Women diagnosed with systemic lupus erythematosus and with positive (or unknown) 

antiphospholipid antibodies

• Migraine with aura at any age

• Diagnosed with breast cancer

• Severe liver cirrhosis (for COC, patch, and ring users)

• Liver tumors such as hepatocellular adenoma or malignant hepatoma (for COC, patch, and ring 

users)

WHAT ARE THE IMMEDIATE AND LASTING EFFECTS OF CHC USE?

CHCs have the following effects:
• Reduces menstrual bleeding and helps prevent iron deficiency anemia, which 

is common and often serious in the Philippines (especially in remote areas).
• Decreases the risk of cancers of the uterine lining and the ovary. The 

protective effect develops after a year of use, increases with duration of use, 
and persists for at least 15 years after discontinuation.

• Prevents ectopic pregnancy, which can be life-threatening. This effect 
is caused by the action (ovulation cessation) of estrogen–progestin 
contraceptives.

• Regulates menstrual patterns, relieves the symptoms of acne, and reduces 
the risk of benign breast disease.

• Does not increase the risk of developing breast cancer.

• 
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WHAT ARE THE SIDE EFFECTS OF CHC USE?

Some women on CHCs experience the following: 
• Nausea or vomiting (usually occurs during the first few cycles)
• Weight changes
• Breast tenderness
• Abdominal cramps
• Skin discoloration
• Bladder and vaginal infections

Others report the following:
• Changes in sex drive (either increased or decreased)
• Loss of scalp hair
• Intolerance to contact lenses (due to water retention) 

Many of the aforementioned complaints disappear after the first few cycles of use. 
Menstrual cycles often become regular within three months from CHC initiation. 
However, new formulas are likely to cause the following menstrual irregularities.

• Spotting
• Breakthrough bleeding (which should be reported to a doctor)
• Lack of menstrual period altogether (rare) 

In some women, side effects unique to the transvaginal ring and transdermal patch 
are increased vaginal secretions and skin irritation, respectively. Clients should be 
asked to return to the clinic for any symptom.

• 
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WHAT ARE THE POTENTIAL COMPLICATIONS AND ADVERSE 
EFFECTS OF CHC USE?

• Only a few life-threatening complications can be attributed to CHCs, and 
these complications can be reduced by the proper initial screening of clients. 

• The most serious side effect of CHC use is an increased risk of 
cardiovascular disease, specifically blood clots, heart attacks, and strokes. 
However, even these complications occur less frequently because of the low 
hormone content in CHCs and the early screening of women with high risk.

• Healthy users of low-dose CHCs have a three- to sixfold higher risk of 
developing venous thrombosis compared with healthy women who do not 
use COCs. Nevertheless, the absolute risk remains minimal.

• Research has shown that certain types of progestins (such as desogestrel 
and gestodene) may slightly increase the risk of venous thrombosis and 
other cardiovascular complications among CHC users.

• Women who use low-dose CHCs and who do not smoke, do not have high 
blood pressure, or do not have diabetes are not at increased risk of heart 
attack or stroke when compared with non-users. 

IS A REFERRAL NEEDED? HOW AND WHEN?

Only a few life-threatening complications can be attributed to CHC use. These 
complications can be reduced by the proper initial screening of the client.

The following signs and symptoms require medical attention:
• Jaundice
• Abdominal pain (severe constant pain)
• Chest pain (severe constant pain) or shortness of breath
• Headaches (intense pain that starts or becomes worse after 

starting the pills)
• Eye problems (brief loss of vision, seeing flashes of light or 

zigzag lines)
• Severe arm or leg pain (difficulty in moving)

When these symptoms occur, clients are instructed to return to the 
clinic or go directly to referral facilities.

• 
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WHAT ARE THE DRUG INTERACTIONS OF CHCs?

• The effectiveness of CHCs is not affected by most broad-spectrum 
antibiotics. 

• Some medications can reduce the effectiveness of CHCs. These medications 
include the following: 

 ί Certain antimicrobials (rifampicin)

 ί Anticonvulsants, such as phenytoin (Dilantin), carbamazepine, 
barbiturates (Phenobarbital), primidone, topiramate, oxcarbazepine, and 
lamotrigine

 ί Some antiretroviral drugs (ARVs) 
• ARVs can increase or decrease the bioavailability of steroid hormones in 

CHCs. Thus, consistent condom use should be recommended to compensate 
for any possible reduction in contraceptive effectiveness as well as to 
prevent STI or HIV transmission. 

• Protease inhibitors and ritonavir protease inhibitors may generally decrease 
the effectiveness of CHCs. 

WHEN CAN A WOMAN SWITCH AND DISCONTINUE CHCs?

• The client may switch any time without finishing her current cycle of CHCs.
 ί A woman who wants to prevent pregnancy but wants to stop CHCs 

should consider starting another contraceptive method before 
discontinuing CHCs.

 ί A woman who wants to switch from CHCs to progestin-only 
contraceptives (POCs) should begin immediately after her last 
hormonally active day on CHC.

 ί A woman switching to a certain contraceptive method may need a 
backup method until the effectivity of the new method. However, when 
a woman begins another hormonal method within five days after taking 
her last active pill, she does not need a backup method.

WHAT HAPPENS WHEN THE CLIENT STOPS USING CHCs?

• Fertility returns rapidly.
• Temporary spotting or bleeding may be experienced by the client.

• 
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HOW IS CHC SUPPLY MANAGED?

• Clients must be informed about where to go for resupply of contraceptives. 
• Clients should be provided with enough supply of contraceptive pills to 

ensure the continuity of use.

IS FOLLOW-UP NEEDED? HOW AND WHEN?

• Clients should be advised to return to the clinic three months after the initial 
visit and then annually thereafter. Clients should be encouraged to return 
quarterly for resupply and for proper recording/reporting. 

• Clients should return to the clinic for any problems or questions that may 
arise at any time. 

• During the annual follow-up, a physical and pelvic examination may be 
performed as part of good medical practice. Cervical and breast cancer 
screening procedures are usually undertaken.

WHAT COUNSELING TIPS SHOULD BE PROVIDED TO THE CLIENT?

The following points must be emphasized:
• Correct use of the method, including instructions for missed pills.
• Signs and symptoms that require the attention of a health provider.
• The fact that CHCs do not protect the client against STIs, including HIV, and 

that use of condoms is necessary.
• Smoking increases the risk of serious circulatory disorders. Women who 

intend to use CHCs should be advised to quit smoking.
• The absence of any bleeding or spotting during the seven-day hormone-free 

period may be a sign of pregnancy.

• 
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COMBINED ORAL 
CONTRACEPTIVE PILLS
The most widely used CHCs are COCs, which are commonly referred to as “pills.” 
The readily available preparations are as follows:

• Monophasic low-dose COCs 
contain 20 µg to 35 μg ethinyl 
estradiol (EE) and progestogen-like 
levonorgestrel (LNG) in all 21 “active 
tablets.” (“High-dose” COCs that 
contain 50 μg EE or more plus a high 
dose of progestogen are only used for 
special indications.)

• Biphasic low-dose COCs 
contain two combinations of estrogen 
and progestogen, e.g., 7 tablets of 
40 μg EE plus 25 μg desogestrel and 
15 tablets of 30 μg EE plus 125 μg 
desogestrel.

• Triphasic low-dose COCs 
contain the same hormones but in three dose ratios, e.g., 6 tablets of 30 mcg 
EE plus 50 mcg LNG, 5 tablets of 40 mcg EE plus 75 mcg LNG, and 10 tablets 
of 30 mcg EE plus 125 mcg LNG.

• Quadriphasic preparations 
include four different combinations of estradiol valerate (EV) and dienogest.

The following significant changes have been made over the past decades to 
improve the combined oral contraceptives:

• Gradual reduction in the estrogen component from the original 175 mcg 
mestranol to the present-day pills that contain 30 mcg to 35 mcg EE and the 
“very low-dose” pills with only 20 mcg EE

• Use of different estrogens (estradiol [E2] and EV) and progesterones 
(drospirenone, dienogest, and nomegestrol)

• Extended or continuous contraceptive cycles

• 
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Table 7 lists the low-dose COCs available in the Philippines.

Table 7. Low-dose COCs available in the Philippines 

Content Brand Names

Monophasic Preparations
EE 30 mcg, Norgestrel 150 mcg Logentrol

EE 30 mcg, Levonorgestrel 150 mcg Lady

EE 30 mcg, Gestodene 75 mcg Gynera

EE 30 mcg, Desogestrel 150 mcg Marvelon

EE 20 mcg, Gestodene 75 mcg Meliane

EE 30 mcg, Norethisterone 400 mcg Micropil

EE 30 mcg, Levonorgestrel 150 mcg Microgynon

EE 30 mcg, Gestodene 75 mcg Minulet

EE 20 mcg, Desogestrel 150 mcg Mercilon

EE 30 mcg, Levonorgestrel 150 mcg Nordette

EE 30 mcg, Levonorgestrel 150 mcg Rigevidon 21 +7

EE 30 mcg, Levonorgestrel 125 mcg Trust Pill

EE 30 mcg, Drospirenone 3 mcg Yasmin

EE 20 mcg, Drospirenone 3 mcg Yaz

Biphasic Preparations
EE 40 mcg, Desogestrel 25 mcg (7 tabs)

Gracial
EE 30 mcg, Desogestrel 125 mcg (15 tabs) 

Triphasic Preparations
EE 30 mcg, LNG 50 mcg (6 tabs)

Trinordiol, Triquilar, Logynon
EE 40 mcg, LNG 75 mcg (5 tabs) 

EE 30 mcg, LNG 125 mcg (10 tabs)

Quadriphasic Preparations
EV 3 mg (2 tabs)

Qlaira
EV 2 mg Dienoest 2 mg (5 tabs)                                            

EV 2 mg Dienoest 3 mg (17 tabs) 

EV 1 mg (2 tabs)

          • 
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HOW ARE COC PILLS USED?

• Pills should be taken once daily even if the client is not having sex daily.
• If monthly menstruation/withdrawal bleeding is 

desired, a pack with 21 active pills that contain 
the “active” hormones estrogen and progestogen 
should be taken with a seven-day rest period before 
starting a new pack. 

• A 28-day pack including seven placebo or non-
hormone tablets should be taken continuously. The 
client should start a new pack immediately the day 
after the last pill of the current pack. A rest period is 
not required. 

• If menstruation/withdrawal bleeding is not desired 
(continuous or extended use of pills may be 
resorted to):  

 ί A monophasic pack with 21 active pills that contain the hormones 
estrogen and progestogen should be taken continuously, and a new pack 
should be started immediately the day after the last pill of the current 
pack.

 ί A 28-day monophasic pack may be used similarly and continuously 
(taking only the 21 “active pills”) after discarding the seven additional 
placebo or non-hormone tablets.

 ί A seven-day rest period may be ideal every after three continuous cycles 
(menstruates every three months or four times a year). 

In other countries, these three continuous cycle preparations are already available prepacked as continuous 

birth control pills in extended cycles for convenience. They are commercially known as Seasonale and 

Seasonique. Seasonale has 84 pills each containing 0.03 mg EE/0.15 mg LNG and 7 placebo pills. 

Seasonique has 84 pills each containing 0.03 mg EE/0.15 mg LNG and 7 pills each containing 0.01 mg EE. 
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r0-0-0-0-00-0' 

'0-0-0-0-00-0, 

~-~-~-~-~
~-~ 

► 0-00·0-00-0, 

r0-0·0·0-00-0' J 
'0-0-0-0-00-0, 

~-~-~-~-~
~-~ 

► 0-00-0-00-0, 

r0-0-0-0-00-0' 

'0-0-0-0-00-0, 

0-0-0-0- 0-
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• With multiphasic preparations, skipping the placebo week may result in 
a sudden change in hormone levels. As this change may cause irregular 
bleeding, multiphasic preparations are not recommended for continuous use.

• Pill users should have a backup contraceptive method, such as condoms, in 
case of missed pills.

• The client’s clinical history should be taken to determine her medical 
eligibility.

 ί Get her blood pressure.

 ί No other examination is necessary for 
use of the method, but it does not rule 
out the need for other reproductive health 
procedures, such as physical and pelvic 
examinations, cervical smears for cancer 
screening, or some routine laboratory 
examinations as part of standard 
operating procedures and good medical 
practice.

WHEN SHOULD USE OF COCs BEGIN?

• COCs are best taken within the first five days of the menstrual period 
because pregnancy is not possible at this time.

• Women who start COCs after the fifth day of the onset of their menstruation 
should practice abstinence or use a backup contraceptive for the next seven 
days.

• Women who have not recently given birth can start taking COCs any time as 
long they are certain that they are not pregnant. 

• Postpartum/post-abortion women 

 ί Breastfeeding women may begin COCs at six months postpartum 
or when they quit breastfeeding. COCs contain estrogen, which may 
decrease breast milk production.

 ί Postpartum women who are not breastfeeding may begin taking COCs 
three weeks after delivery.

 ί Following an abortion, women may begin taking oral contraceptives 
immediately. No backup contraception is needed if the method is started 
within the first five days following an abortion.

• 
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WHAT SHOULD BE DONE WHEN COC PILLS ARE MISSED?

 For pills containing 30 mcg to 35 mcg EE                                                                                                

• Women who miss one to two active (hormone-containing) pills should take 
one pill as soon as possible and then take the next pill at the regular time 
even if this means taking two pills in one day (see Figure 3). A backup 
contraceptive method is not necessary.

• Women who miss three or more active COC pills in a row or those who start 
a pack three or more days late should take an active pill as soon as possible 
and then continue taking one pill each day. These women should abstain 
from sex or use a backup contraceptive for seven days in a row.

• Women who miss three or more pills on the third week should take one pill 
as soon as possible, if possible from a new pack; alternatively, these women 
can take the active pills in the current pack until they get a new pack (and 
throw away the inactive pills). These women might miss a period or get their 
period late.

 For pills containing 20 mcg or less EE                                                                                                 

• Women who miss one or two active (hormone-containing) pills should take 
one pill as soon as possible and then take the next pill at the regular time 
even if this means taking two pills in one day (see Figure 3). A backup 
contraceptive method is necessary.

• Women who miss two or more active pills or start the pack two or more days 
late should take one pill as soon as possible, if possible from a new pack; 
alternatively, these women can take the active pills in the current pack until 
they get a new pack (and throw away the inactive pills). These women might 
miss a period.

• 
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 In case of severe vomiting (for any reason) or diarrhea                                                 

• If vomiting occurs within two hours after taking an active (hormonal) pill, the 
client should take another active pill.

• If severe vomiting or diarrhea occurs for more than 24 hours, the client 
should continue taking the pills (if she can) despite the discomfort.

• If severe vomiting or diarrhea continues for two or more days, the client 
should follow the procedures for missed pills.

Figure 3. Procedure to follow when a woman misses her pills

a. If a woman misses 1 to 2 active COC pills or starts a pack 1 day late:

b. If a woman misses 3 or more active COC pills or starts a pack 2 to 3 days late:

Take the next 
pill at the regular 

time.

Continue taking 1 pill at a 
time until pack is finished. 

No backup necessary.

c. If a woman misses 3 or more contraceptive pills on the third week:

Continue taking the 
pills until the new 
pack is finished. 

Take one pill as soon as she remembers, 
if possible, from a new pack; or she can 

take the active pills from the current 
pack until she gets a new pack.

Take 1 pill as soon 
as she 

remembers.

Take the next pill as 
scheduled until the 

pack is finished.

Abstain from sex or use 
additional contraceptive 

for 7 days.

Take 1 
pill as soon as 

she 
remembers.

• 
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COMBINED INJECTABLE 
CONTRACEPTIVES

WHAT ARE COMBINED INJECTABLE CONTRACEPTIVES? 

Combined injectable contraceptives (CICs) are monthly 
injectable preparations that contain a short-acting natural 
estrogen and a long-acting progestogen. Once given 
intramuscularly, these hormones are slowly released for 28 
to 30 days. CICs come in the following preparations:

• 25 mg depot-medroxyprogesterone acetate and 5 
mg estradiol cypionate (Cyclofem) intramuscularly 
injected once a month.

• 50 mg norethindrone enanthate and 5 mg estradiol 
valerate (Mesigyna) intramuscularly injected 
once a month. This preparation is available in the 
Philippines as Norifam.

HOW EFFECTIVE ARE CICs?

CICs are 99.9% effective in preventing pregnancy when used properly. With typical 
use, the effectiveness rate is lower at 97.0%.

WHAT ARE THE ADVANTAGES OF USING CICs?

• Immediate effectiveness
• Pelvic examination not required prior to use
• Does not interfere with intercourse
• Few side effects
• Can be provided by a trained nurse or midwife
• Contributes to decreased menstrual flow (lighter, shorter periods)
• Reduces menstrual cramps
• May improve anemia as menses are reduced
• Reduces the risk of ectopic pregnancy
• Protects against some causes of pelvic inflammatory disease (PID) • 



46 The Philippine Clinical Standards Manual on Family Planning

WHAT ARE THE DISADVANTAGES OF USING CICs?

• Some nausea, dizziness, mild breast tenderness, headaches, and spotting 
(minimal bleeding) caused by the estrogen component of CICs but to a lower 
degree than those caused by COCs. These side effects disappear within 
two or three injections because the “natural” estrogen approximates the 
physiologic dose.

• Effectiveness may be lowered by rifampicin and most anticonvulsants.
• CICs can delay return to fertility by a few weeks from the last injection.
• CICs can cause serious side effects, such as cardiovascular disease, but 

such cases are rare.
• CICs do not protect against STIs, such as the human papillomavirus and HIV/

AIDS.
• CICs cause changes in the menstrual bleeding pattern (irregular bleeding/

spotting) of some women.
• Users of CICs must return for injection every 30 days.

WHO CAN USE CICs?

• This method is useful for women who want a highly effective contraceptive 
method but have problems adhering to other CHC regimens.

• This method is also suitable for women who want the convenience of an 
injectable contraceptive without the bleeding irregularities associated with 
progesterone-only injectables.

• 
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Table 8. MEC categories for CICs

Category 1: Use the method without restriction.

• Menarche to 40 years old

• Women who may or may not have given birth

• More than 42 days postpartum

• Any time post-abortion

• Past ectopic pregnancy

• History of pelvic surgery

• Minor surgery without immobilization

• Varicose veins

• Epilepsy

• Depressive disorders

• Women with irregular vaginal bleeding patterns

• Diagnosed with benign ovarian tumor, endometriosis, severe dysmenorrhea

• Cervical ectropion

• Benign breast disease, or family history of cancer

• Women with gestational trophoblastic disease, endometrial cancer, or ovarian cancer

• Among women with uterine anatomical abnormalities (e.g., fibroids)

• Current or history of PID or STIs such as HIV/AIDS

• Schistosomiasis

• Tuberculosis

• Malaria

• History of gestational diabetes

• Any thyroid disorder

• Chronic or carrier viral hepatitis

• Mild liver cirrhosis

• Thalassemia or iron-deficiency anemia

• Current use of nucleoside reverse transcriptase inhibitors, broad-spectrum antibiotics, 
antifungal, or antiparasitics

• 
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Category 2: Generally use the method but with more than the usual follow-up.

• Women more than 40 years old

• Breastfeeding women, more than six months after childbirth

• Non-breastfeeding women, 21 to 42 days postpartum 

• Women who smoke and are less than 35 years old

• Women who smoke less than 15 cigarettes/day and are more than 35 years old

• Body mass index of more than or equal to 30 kg/m2

• History of high blood pressure during pregnancy

• Family history of DVT/PE

• Major surgery WITHOUT prolonged immobilization

• Superficial thrombophlebitis

• Known hyperlipidemia

• Uncomplicated valvular heart disease

• Systemic lupus erythematosus with negative antiphospholipid antibodies

• Continued use in women with non-migrainous headache

• Initiation of method in women with migraine, without aura, aged less than 35 years

• Unexplained vaginal bleeding prior to evaluation

• Women diagnosed with cervical intraepithelial neoplasia or cervical cancer prior to treatment

• Undiagnosed breast mass

• Diabetes, without vascular disease

• Asymptomatic or symptomatic gall bladder disease treated with cholecystectomy

• Symptomatic gall bladder disease

• History of COC or pregnancy-related cholestasis

• Benign liver tumors such as focal nodular hyperplasia

• Sickle cell disease

• Current use of non-nucleoside reverse transcriptase inhibitors, some anticonvulsant therapies, 

or rifampicin/rifabutin therapy

• 



49The Philippine Clinical Standards Manual on Family Planning

C
om

bi
ne

d 
H

or
m

on
al

 C
on

tr
ac

ep
tiv

es
C

ha
pt

er
4

WHO CANNOT USE CICs?

The medical conditions classified under MEC 3 and MEC 4 for CHCs and CICs are 
almost the same. However, for certain conditions such as those enumerated below, 
MEC for CICs differ:

• Smoking > 15 cigarettes/ day (MEC 3)
• Rifampicin or rifabutin therapy (MEC 2)

Category 3: Do not use the method unless no other appropriate method is available under close 

supervision.

• Breastfeeding women, six weeks to six months after childbirth

• Non-breastfeeding women, less than 21 days postpartum, without other risk factors for VTE 

• Women who smoke more than 15 cigarettes/day, aged more than 35 years

• Multiple risk factors for arterial cardiovascular disease such as older age, smoking, diabetes, 

and hypertension

• History of hypertension,  in which blood pressure CANNOT be evaluated

• Adequately controlled hypertension, in which blood pressure CAN be evaluated

• Have increased blood pressure (systolic of 140 mm Hg to 159 mm Hg or diastolic of 90 mm Hg 

to 99 mm Hg)

• Initiation of method in women with migraine, without aura, aged more than 35 years

• History of breast cancer with no evidence of disease in the last 5 years

• Diabetes with nephropathy, retinopathy, neuropathy, or other vascular diseases

• Severe liver cirrhosis

• Benign liver tumors such hepatocellular adenoma and hepatoma

• Initiation of method in women with acute or flare viral hepatitis

• Current use of ritonavir-boosted protease inhibitors and lamotrigine

• 
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Category 4: Do NOT use the method.

• Breastfeeding women, less than six months after childbirth

• Have high blood pressure (systolic of more than or equal to 160 mm Hg or diastolic of more than 

or equal to 100 mm Hg)

• Hypertension with vascular disease

• History or currently diagnosed with DVT/PE on anticoagulant therapy

• Major surgery with prolonged immobilization

• Known thrombogenic mutations

• Current or history of ischemic heart disease or stroke

• Complicated valvular heart disease

• Women diagnosed with systemic lupus erythematosus and with positive (or unknown) 

antiphospholipid antibodies

• Migraine with aura at any age

• Diagnosed with breast cancer

HOW ARE CICs USED?

A woman using CICs must be injected with one vial of the drug monthly. The drug 
may be injected into the muscles of the upper arm, thigh, or buttocks. Infection 
prevention principles must be observed in giving the injection and disposing of the 
needles and syringes.

• 



51The Philippine Clinical Standards Manual on Family Planning

C
om

bi
ne

d 
H

or
m

on
al

 C
on

tr
ac

ep
tiv

es
C

ha
pt

er
4

WHEN SHOULD USE OF CICs BEGIN?

• Any time as long as the client is not pregnant.
• Between day 1 and day 7 of the menstrual cycle, preferably on day 1.
• If the client is reasonably sure that she is not pregnant, she may start using 

CICs even after the first seven days of her menstrual cycle. However, she will 
need to abstain from sex or use a backup for the next seven days after the 
injection. 

• Among postpartum women:

 ί Later than six months for breastfeeding women because CICs may affect 
the quantity of breast milk;

 ί At three to six weeks after childbirth for non-breastfeeding women.
• Immediately or within seven days for clients who just had an abortion.

WHEN CAN THE NEXT INJECTION BE PROVIDED?

The best time to provide the next injection is on the same date each month (a four-
week schedule is practical). This information must be emphasized when counseling 
clients because it indicates the duration of drug effectiveness.

• 
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WHAT SHOULD BE DONE IF THE NEXT INJECTION IS DELAYED?

• Instruct the client to return to the clinic after 30 days for the next injection. 
She should comply with the scheduled date.

• If, for some reason, the next injection was not given after 30 days, the client 
should abstain from sexual intercourse or make her partner use a condom 
until she gets the next injection. 

• Instruct the client to come back to the clinic regardless of how late the next 
injection is as long as she is reasonably certain that she is not pregnant.

• The grace period of CICs is seven days without the need for extra 
contraceptive protection.

• A client who comes in after seven days of the due date can have the injection 
provided that she is definitely not pregnant. She also needs to abstain from 
sex or use a backup contraceptive method for the next seven days.

WHAT ARE THE IMMEDIATE AND LASTING EFFECTS OF USING 
CICs?

• CICs may reduce menstrual flow and regulate menstrual pattern, thereby 
reducing the incidence of anemia and dysmenorrhea.

• The effects produced by COCs are presumably present in CIC users. However, 
CICs are relatively new; thus, epidemiologic data on their long-term effects 
are lacking. 

• 
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WHAT ARE THE COMMON SIDE EFFECTS OF CIC USE?

• Vaginal bleeding/spotting. 

 ί Changes in bleeding patterns with CIC 
use are fewer than those with use of 
progestin-only injectables because of 
the estrogenic effect on cycle control.

 ί Irregular bleeding may occur in 30% 
of women users during the first three 
months, but the majority of these 
women have normal cycles at the end 
of the first year.

 ί Amenorrhea (absence of any bleeding) for at least three consecutive 
months is uncommon. 

• Other side effects may include weight gain, dizziness, and mild headaches. 
These effects are not dangerous and are transitory.

• Certain drugs (rifampicin and most anticonvulsants) may reduce the 
effectiveness of CICs. Clients must inform their providers if they are taking 
any medications.

WHAT ARE THE POTENTIAL COMPLICATIONS AND ADVERSE SIDE 
EFFECTS OF CIC USE?

• The estrogens in CICs have a shorter life span and are less potent than those 
in COCs. 

 ί Consequently, the estrogen-related side effects associated with CIC use 
are assumed to be less than those associated with COCs. 

• CICs have minimal effect on blood pressure, blood coagulation, lipid 
metabolism, and liver function (no first-pass effect) compared with COCs. 

• Unlike the contraceptive hormone components of COCs, those of CICs 
remain in a woman’s system for several weeks after discontinued use.

• However, the WHO MEC recommends the use of COCs and CICs for almost 
the same conditions.

• 
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WHAT ARE THE DRUG INTERACTIONS OF CICs? 

• Drug interactions of CICs are the same as those of CHCs.
• The effectiveness of CICs is not affected by most broad-spectrum 

antibiotics. 
• Similar to the effectiveness of other CHCs, that of CICs can be diminished by 

some medications:

 ί Certain antimicrobials (rifampicin)

 ί Certain anticonvulsants, such as phenytoin (Dilantin), carbamazepine, 
barbiturates (such as Phenobarbital), primidone, topiramate, and 
oxcarbazepine

 ί Some ARVs, such as non-nucleoside reverse transcriptase inhibitors and 
ritonavir-boosted protease inhibitors. ARVs can increase or decrease the 
bioavailability of steroid hormones in CHCs; thus, consistent condom 
use must be recommended to prevent STI and HIV transmission and to 
compensate for any possible reduction in contraceptive effectiveness.

WHEN CAN A WOMAN SWITCH AND DISCONTINUE CICs?

• The client may switch any time without finishing her current cycle on CICs.
• A woman who wants to prevent pregnancy but wants to stop CICs 

should consider starting another contraceptive method before 
discontinuing CICs.

• A woman switching to a certain contraceptive method may need a 
backup method until the effectivity of the new method. 

WHAT HAPPENS WHEN CLIENTS STOP USING CICs?

• The return to fertility after the client’s last injection has 
no significant delay. More than 50% of women become 
pregnant within six months of discontinuing CICs and 
80% within one year.

• Women who discontinue CICs are likely to experience 
temporary spotting or bleeding. 

• 
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IS A REFERRAL NEEDED? HOW AND WHEN?

Only a few life-threatening complications can be attributed to CIC use. These 
complications can be reduced by the proper initial screening of the client.

The following signs and symptoms require medical attention:
• Jaundice
• Abdominal pain (severe constant pain)
• Chest pain (severe constant pain) or shortness of 

breath
• Headaches (intense pain that starts or becomes 

worse after every injection)
• Eye problems (brief loss of vision, seeing flashes of 

light or zigzag lines)
• Severe arm or leg pain (difficulty in moving)

When these symptoms occur, clients are instructed to return 
to the clinic or go directly to referral facilities.

HOW IS CIC SUPPLY MANAGED?

• Clients must be informed about where to go for reinjection or purchase of the 
CIC. 

• Clients are advised to use the same preparation unless otherwise advised by 
the provider.

IS FOLLOW-UP NEEDED? HOW AND WHEN?

• Clients should be advised to return to the clinic a month after their first 
injection. Remind them to comply with the scheduled date of the next 
injection or to return no matter how late they are. 

• Clients should return to the clinic at any time for any problems or questions 
that may arise.

• During the annual follow-up, a physical and pelvic examination may be 
performed as part of good medical practice. Cervical and breast cancer 
screening procedures are usually undertaken.

• 
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WHAT COUNSELING TIPS SHOULD BE PROVIDED TO THE CLIENT?

The following points must be emphasized:
• Timing of injection: when to receive the first injection and date of succeeding 

injections. 
• Signs and symptoms that require consultation with a health provider.
• The fact that CHCs do not protect the client against STIs, including HIV, and 

that use of condoms is necessary.
• Smoking increases the risk of serious circulatory disorders. Women who 

intend to use CHCs should be advised to quit smoking.

• 
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Other CHC Delivery Systems

CONTRACEPTIVE TRANSDERMAL 
PATCHES
WHAT ARE CONTRACEPTIVE TRANSDERMAL PATCHES?

• These are medicated adhesive patches containing EE 
and norelgestromin. They are an alternative way of 
administering CHCs. 

• The weekly application provides convenience. Its route of 
administration prevents food interactions and avoids the 
first-pass metabolism in the liver.

• These patches are as effective as COCs. However, the 
patch needs to be changed only once a week for three 
weeks, unlike the pill that must be taken at the same time 
every day.

Transdermal patches are commercially available in other countries as Ortho Evra and Evra. The 20 

cm² Ortho Evra contraceptive patch contains 750 µg EE and 6000 µg norelgestromin. The 20 cm² 

Evra contraceptive patch contains 600 µg EE and 6000 µg norelgestromin. The contraceptive patch 

is intended to gradually release approximately 20 µg/day EE and 150 µg/day norelgestromin into the 

systemic circulation.

HOW IS THE CONTRACEPTIVE TRANSDERMAL PATCH USED?

• The patch may be applied to the buttock, abdomen, 
upper arm, or upper torso. 

• The breast or areas surrounding the breast must be 
avoided because it might cause breast tenderness 
as a result of high local estrogen concentration. 

• A different site must be used each time a new patch 
is applied. 

• Patch sites must be free of lotions, creams, or other 
topical applications to prevent decreased absorption of the contraceptives.

• The patch is changed once a week for three weeks (total of 21 days), 
followed by a patch-free week. 

• The patch should always be changed and applied on the same day of the 
week. If the client wants to switch to a new day for changing her patch, the 
switch should be made during the patch-free week. • 



58 The Philippine Clinical Standards Manual on Family Planning

WHEN SHOULD USE OF CONTRACEPTIVE TRANSDERMAL PATCH 
BEGIN?

• The patch is recommended to be applied on the first day of menstruation. 
• Alternatively, women can start the patch any time as long as they are not 

pregnant. 
• If the patch is initiated more than five days from the onset of menstruation, 

abstinence or backup contraception should be used during the first seven 
days of use.

WHAT SHOULD BE DONE WHEN PATCH CHANGE IS DELAYED?

 Delay in beginning the first patch in a cycle:                                                                    

• When a new patch cycle is delayed beyond the scheduled start day, users are 
instructed to apply a patch as soon as possible and to avoid intercourse or 
use backup contraception for at least seven days. 

• The day the patient applies the new patch becomes the new “patch change 
day.”

 Delay in beginning the second or third patch in a cycle:                                                 

• When the patch is left on for two extra days, adequate contraception steroid 
levels are continuously released for 48 hours. If the client changes the patch 
within this period, then “patch change day” remains the same without the 
need for backup contraception.

• After this two-day period, failure to replace the second or third patch in a 
cycle increases the risk for contraceptive failure. Therefore, the client must 
avoid sex or use backup contraception for seven days. 

• The day the patient applies the new patch becomes the new “patch change 
day.”

• 
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 Delay in removing the third patch in a cycle:                                                                    

• The client must remove the patch as soon as possible. 
• The “patch change day” is not altered.

WHAT SHOULD BE DONE WHEN THE CONTRACEPTIVE 
TRANSDERMAL PATCH FALLS OFF?

• A patch that becomes partially or completely detached for less than 24 hours 
but is still adhesive enough should be reapplied on the same location. 

• Additional adhesives or tape should not be used. 
• A patch that is no longer adhesive should be immediately replaced with a 

new patch. 
• If detached longer than 24 hours, a new patch should be applied, and this 

day of the week becomes the new “patch change day.” 
• Users must avoid intercourse or use backup contraception for the first seven 

days.

• 
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Other CHC Delivery Systems

CONTRACEPTIVE VAGINAL 
RINGS

WHAT ARE CONTRACEPTIVE VAGINAL RINGS?

• This sustained-release delivery 
system comes in the form of a flexible 
plastic ring. It produces a consistent 
concentration of the circulating 
contraceptive hormones that prevent the 
daily fluctuations associated with the use 
of COCs. 

• Similar to transdermal patches, vaginal 
rings have no food interactions and avoid 
the first-pass metabolism in the liver. 

• The once-a-month application is 
convenient and effective for women who 
always forget to take the scheduled pill 
the same time every day.

• Users have reported good cycle control and acceptance. 
• Approximately two-thirds of some 100 vaginal ring users, compared with 

fewer than half of some 100 COC users, reported expected bleeding patterns 
during all their cycles. Such good cycle control may be attributed to the 
correct use of the method or to the fact that the ring continuously releases 
hormones, thereby preventing the daily fluctuations in hormone levels during 
COC use.

• No randomized controlled trials have been conducted to compare NuvaRing 
with COCs. Large non-randomized trials suggest that the efficacy and side 
effects of NuvaRing are comparable to those of COCs. Vaginitis, vaginal 
discharge, and vaginal irritation are more common in NuvaRing users than in 
COC users.

• Commercially available in other countries as NuvaRing, the ring delivers 120 
µg etonogestrel and 15 µg EE each day of use. 

• Like Evra patch users, NuvaRing users may have higher compliance rates 
than COC users (92% versus 75% in one group of comparative studies).• 
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HOW IS THE  CONTRACEPTIVE VAGINAL RING USED?

• Once the ring is inserted, 
it is left in place for three 
weeks in a row. 

• After three full weeks, 
the ring is removed, 
followed by a “ring-free” 
week before a new ring 
is inserted for the next 
cycle. 

• Menstruation/withdrawal 
bleeding usually comes 
two to three days after 
the ring is removed.

WHEN SHOULD USE OF CONTRACEPTIVE VAGINAL RING BEGIN?

• The ring may be inserted within the first five days after the start of 
menstruation. 

• If the vaginal ring is inserted later than five days after the start of the period, 
the client should avoid sex or use another contraceptive during the first 
week of ring use. 

WHAT SHOULD BE DONE WHEN THE CONTRACEPTIVE VAGINAL 
RING FALLS OUT?

• Wash the ring with lukewarm or cool water (DO NOT use hot water), and put 
it back in as soon as possible. 

• Use a backup contraceptive for seven days if the ring is out of the vagina for 
more than three hours.

• 
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WHAT SHOULD BE DONE WHEN THE CONTRACEPTIVE VAGINAL 
RING IS LEFT IN PLACE LONGER THAN REQUIRED?

 Up to four weeks after insertion:                                                                                        
• The ring must be removed from the vagina as soon as possible, followed by a 

ring-free week. 
• A new ring is then inserted after the ring-free week if contraception is still 

desired.

 More than four weeks after insertion:                                                                                
• The ring must be removed from the vagina as soon as possible. 
• A new ring is then immediately inserted, after which sex should be avoided or 

a backup method should be used for seven days.

• 
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Chapter 5
PROGESTIN-ONLY 
CONTRACEPTIVES:
Pills, Injectables, and Implants

Progestin-only contraceptives contain only the hormone progestin, like the natural
hormone progesterone in a woman’s body. Examples of such contraceptives include
Progestin-only pills (POPs), progestin-only injectables, and subdermal implants.

PROGESTIN-ONLY PILLS
WHAT ARE PROGESTIN-ONLY PILLS?
POPs are oral hormonal contraceptives containing only 
progestins at low doses. Only two kinds of POPs are 
available in the Philippines: 

 ί 0.5 mg lynestrenol (e.g., Exluton, Daphne)

 ί 75 µg desogestrel (e.g., Cerazette)
Both are available in 28-tablet packets.

HOW EFFECTIVE ARE POPs?
• For breastfeeding women, POPs are 99.5% effective with perfect use and 99% 

effective with typical use. These effectiveness rates are lower for women 
who are not breastfeeding.

• POPs must be taken at the same time every day. When taken even a few 
hours late, these pills will be less effective.

HOW DO POPs WORK?
• POPs prevent ovulation in 50% of cycles in lynestrenol preparation and 

97% of cycles in desogestrel preparation. Suppression of ovulation is more 
common in older women and those who are breastfeeding. This process 
takes effect after at least seven days of regular pill intake.

• POPs mainly thicken the cervical mucus and impair the entry of sperm into 
the uterus. These changes are effective 48 hours after beginning the pill.

• 
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WHAT ARE THE ADVANTAGES OF USING POPs?

• Can be used by breastfeeding mothers six weeks after childbirth without 
affecting the quality and quantity of breast milk

• No estrogen side effects 
• Promotes compliance in pill taking, as women take one pill every day with no 

break, and instructions are easily understandable
• Can be very effective during breastfeeding
• May help prevent benign breast disease, endometrial and ovarian cancer, and 

pelvic inflammatory disease

WHAT ARE THE DISADVANTAGES OF USING POPs?

• May induce changes in menstrual bleeding among women who are not 
breastfeeding (e.g., irregular periods, spotting or bleeding between periods 
[common], and amenorrhea possibly for several months [less common]) and 
prolongs or causes heavy menstrual bleeding in other women

• May cause headaches and breast tenderness (less common)
• Must be taken at approximately the same time each day to be effective, as 

taking a pill more than three hours late increases the risk of pregnancy for 
women who are not breastfeeding, and missing two or more pills increases 
the risk significantly

• Offers no protection against STIs such as HIV/AIDS
• Effectiveness may be reduced when certain drugs, such as the following, are 

taken:

 ί Carbamazepines, oxcarbazepine, primidone, topimarate, modafinil, 
phenytoin, and barbiturates for epilepsy

 ί Rifampicin for tuberculosis

 ί Medicated charcoal for stomach upset

 ί Ritonavir and ritonavir-boosted protease inhibitors (antiretroviral)

WHO CAN USE POPs?

The WHO MEC screening checklist for POPs (Table 9) should be used to determine 
the eligibility/suitability of the method to the client. 

• 
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Table 9. MEC categories for POPs

Category 1: Use the method without restriction.

• Women of reproductive age • Depressive disorders

• Women who may or may not have given birth
• Diagnosed with benign ovarian tumor, 

endometriosis, severe dysmenorrhea

• Breastfeeding women, more than six weeks 

after childbirth

• Women with gestational trophoblastic disease, 

endometrial cancer, or ovarian cancer

• Any time for non-breastfeeding postpartum 

women

• Cervical ectropion, cervical intraepithelial 

neoplasia, or cervical cancer prior to treatment

• Any time post-abortion
• Benign breast disease, or family history of 

cancer

• History of pelvic surgery
• Among women with uterine anatomical 

abnormalities (e.g., fibroids)

• Women who smoke at any age
• Current or history of PID or STIs such as HIV/

AIDS

• Body mass index of more than or equal to 30 

kg/m2
• Schistosomiasis

• Adequately controlled hypertension, in which 

blood pressure CAN be evaluated

• Increased blood pressure (systolic of 140 mm 

Hg to 159 mm Hg or diastolic of 90 mm Hg to 

99 mm Hg)

• Tuberculosis • Malaria

• Epilepsy • History of gestational diabetes

• Family history of DVT/PE • Any thyroid disorder

• Surgery WITHOUT immobilization • History of pregnancy-related cholestasis

• Superficial venous thrombosis • Any classification of viral hepatitis

• Any type of valvular heart disease • Mild liver cirrhosis

• Non-migrainous headache
• Anemias such as thalassemia, sickle cell 

disease, or iron-deficiency anemia

• Initiation of method in women with migraine, 

without aura

• History of high blood pressure during 

pregnancy

• Current use of nucleoside reverse transcriptase inhibitors, lamotrigine, broad-spectrum antibiotics, 

antifungal, or antiparasitics

• 
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Category 2: Generally use the method but with more than the usual follow-up.

• Past ectopic pregnancy

• Multiple risk factors for arterial cardiovascular disease such as older age, smoking, diabetes, 

and hypertension

• History of hypertension, in which blood pressure CANNOT be evaluated

• Have high blood pressure (systolic of more than or equal to 160 mm Hg or diastolic of more 

than or equal to 100 mm Hg)

• Hypertension with vascular disease

• History or currently diagnosed with DVT/PE on anticoagulant therapy

• Major surgery with prolonged immobilization

• Known thrombogenic mutations

• Initiation of method in women with current and history of ischemic heart disease or stroke

• Known hyperlipidemia

• Systemic lupus erythematosus with negative antiphospholipid antibodies

• Migraine with aura at any age

• Women with irregular vaginal bleeding patterns

• Unexplained vaginal bleeding prior to evaluation

• Undiagnosed breast mass

• Diabetes with or without vascular disease

• Any gallbladder disease

• History of COC-related cholestasis

• Benign liver tumors such as focal nodular hyperplasia

• Current use of non-nucleoside reverse transcriptase inhibitors

For the MEC screening checklist and a complete classification of medical 
conditions, see the Medical Eligibility Criteria in Appendix E.

• 
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WHO CANNOT USE POPs?

According to the WHO MEC, clients with the following characteristics and 
conditions cannot use the method:

Category 3: Do not use the method unless no other appropriate method is available under close 

supervision.

• Breastfeeding women, less than six weeks after childbirth

• Acute DVT/PE

• Continued use in women with current or history of ischemic heart disease or stroke

• Systemic lupus erythematosus with positive antiphospholipid antibodies

• History of breast cancer with no evidence of disease in the last five years

• Severe liver cirrhosis

• Liver tumors such as hepatocellular adenoma or malignant hepatoma

• Current use of ritonavir-boosted protease inhibitors, anticonvulsant therapies, or rifampicin/

rifabutin therapy

Category 4: Do NOT use the method.

• Diagnosed with breast cancer

WHAT ARE THE IMMEDIATE AND LASTING EFFECTS OF POP USE?

• Amenorrhea (no monthly bleeding)
 ί Reassure the client that this condition is normal for breastfeeding 

women and is not harmful.
 ί For non-breastfeeding clients, reassure them that some women using 

POPs stop having monthly bleeding, which is not harmful and does not 
indicate infertility. Blood need not be lost monthly, and the woman is not 
infertile.

• Breakthrough (irregular) bleeding (bleeding at unexpected times that bothers 
the client)

 ί Reassure the client that many women using POPs experience irregular 
bleeding whether breastfeeding or not. This condition is not harmful 
and becomes less frequent or stops after several months of use. Other 
possible causes of breakthrough bleeding include vomiting or diarrhea 
and taking of anticonvulsants or rifampicin.

• 
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• Headaches
 ί Suggest pain relievers (paracetamol, aspirin, ibuprofen).
 ί If headache worsens or occurs often during POP use, the client should 

be evaluated.
• Breast tenderness
• Nausea or dizziness: suggest taking POPs at bedtime or with food.
• No known lasting/serious side effects of POP use have been reported.

HOW ARE POPs USED?

The POP screening checklist (Appendix E) should be used to determine the 
eligibility/suitability of the method to the client.

Starting POPs

For clients who are menstruating
 . Ideally, the client should start the first pill within the first five days of the 
menstrual period (preferably on the first day). A backup method is not 
necessary.
 . The client can also start at any time as long as she is reasonably certain 
that she is not pregnant. If the client is unsure, provide her with POPs 
now, but instruct her to start taking them on the first day of her next 
menstrual cycle.
 . If the POPs are started after the first five days of the menstrual cycle, 
the client should use a backup method for the next two days.

For amenorrheic clients (no monthly 
bleeding)

 . The client can start POPs at any time as long 
as she is reasonably certain that she is not 
pregnant.
 . The client will need to abstain from sex or 
use a backup method for the next two days 
of taking pills.  

• 
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For postpartum clients who are fully or nearly fully breastfeeding
 . Less than six months after giving birth

• Clients may be given a supply of POPs but should be instructed to 
start only after six weeks of giving birth.

• If menstrual bleeding has not returned, the client can start POPs any 
time between six weeks and six months. A backup method is not 
necessary.

• If menstrual bleeding has returned, the client should take POPs 
within the first five days of the menstrual cycle. If POPs are taken 
after this period, the client should use a backup method for the next 
two days of taking pills.

 . More than six months after giving birth
• If menses have not returned, the client can start POPs at any time as 

long as she is reasonably certain that she is not pregnant. However, 
a backup method should be used for the first two days of taking 
pills. If unsure, POPs may be taken but only during the client’s next 
monthly bleeding.

For postpartum clients who are partially breastfeeding
 . Less than six weeks after giving birth

• Clients may be given a supply of POPs but should be instructed to 
start only after six weeks of giving birth.

 . More than six weeks after giving birth
• If menses have not returned, the client can start POPs at any time as 

long as she is reasonably certain that she is not pregnant. However, 
a backup method should be used for the first two days after starting 
the pills. If unsure, POPs may be taken but only during the client’s 
next menses.

• If menstrual bleeding has returned, the client should take POPs 
within the first five days of the menstrual cycle. If POPs are taken 
after this period, the client should use a backup method for the next 
two days of taking pills.

• 
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For postpartum clients who are not breastfeeding
 . Less than four weeks after giving birth

• The client can start POPs immediately or at any time. A backup 
method is not necessary. 

 . More than four weeks after giving birth
• If menses have not returned, the client can start POPs at any time as 

long as she is reasonably certain that she is not pregnant. A backup 
method should be used for the first two days after starting the 
pills. If unsure of pregnancy, POPs may be taken but only during the 
client’s next menses.

• If menstrual bleeding has returned, the client should take POPs 
within the first five days of the menstrual cycle. If POPs are taken 
after this period, the client should use a backup method for the next 
two days of taking pills.

For clients switching from another hormonal method
 . The client can start POPs immediately if she has been using another 
hormonal method consistently and correctly or if she is reasonably 
certain that she is not pregnant.
 . If the client previously used an injectable contraceptive, she should start 
POPs when the repeat injection would have been given.

For clients switching from a non-hormonal method (other than 
intrauterine device [IUD])

 . The client can begin using POPs within five days after the start of her 
menstrual bleeding. No additional contraceptive is needed.
 . The client can also start POPs at any time if she is reasonably certain 
that she is not pregnant. However, she must abstain from sex or use a 
backup contraceptive for the first two days if more than five days have 
passed since the start of her menstrual bleeding. 

• 
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For clients switching from an IUD (including a hormone-releasing 
IUD)

 . The client can start POPs within the first five days of her menstrual 
cycle. No need for a backup method. The IUD can be removed upon 
taking the POPs.
 . If the client starts taking POPs after the first five days of her menstrual 
cycle and she has been sexually active, do not remove the IUD until her 
next monthly bleeding.
 . If the client starts taking POPs after the first five days of her current 
menstrual cycle and she has NOT been sexually active, the IUD can stay 
in place and be removed during her next menstrual cycle; or the IUD can 
be removed, and she can use a backup method for the next two days.

Taking the POP
 ί The client should take one pill every day at 

the same time until the packet is finished; 
she should start a new packet the day after 
she finishes the previous packet. 

Managing missed pills
 ί Remember to emphasize the importance of 

not forgetting any pill, even for just a few 
hours.

 ί Advice the client that if she missed one or more pills, she may have 
spotting or breakthrough bleeding, and her risk of becoming pregnant 
increases.

 ί The client needs to resume taking the pills as soon as possible.

 ί If the client missed taking a lynestrenol-containing POP by more than 
three hours or a desogestrel-containing POP by more than 12 hours, 
she must abstain from sexual intercourse or use a barrier method of 
contraception during the first 48 hours after restarting the pills.

 ί If the client is breastfeeding and amenorrheic and missed one or 
more pills by more than three hours, she must take one pill as soon as 
possible and continue to take the pills as usual. If more than six months 
postpartum, use a backup method for the next two days.

• 
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 ί Remind the client to keep track of her periods while taking POP. If she 
fails to have her menses for more than 45 days, she should see her 
healthcare provider for an examination and a pregnancy test.

 ί If the client experiences spotting or bleeding between periods, she 
should continue taking the pills on schedule. If bleeding is very heavy or 
is accompanied by pain, fever, or cramps, she should return to the clinic. 
In most cases, the bleeding is not serious and will stop in a few days. 
Bleeding is especially likely if she missed a pill. Bleeding is common in 
the first few months of taking pills.

WHAT ARE THE POTENTIAL COMPLICATIONS AND ADVERSE 
EFFECTS OF POPs?

“Ovarian cysts” or follicles that continue to grow beyond the usual size in a normal 
menstrual cycle are common among POP users. These cysts may cause some 
abdominal pain but rarely require treatment. 

WHAT HAPPENS WHEN A CLIENT STOPS USING POPs?

Return of fertility is immediate when the client stops or is more than three hours 
late in taking the POPs.

WHEN SHOULD CLIENTS SEE A SERVICE PROVIDER?

Serious complications are rare with POPs. However, the client must return to the 
clinic if she has any questions or if any of the following arises (may or may not be 
caused by POPs):

• Prolonged and/or heavy bleeding (twice as long or more than usual for the 
client)

• Headaches that start or worsen after starting POPs
• Yellowish discoloration of the skin
• Symptoms of pregnancy (i.e., missed period after several regular cycles), 

especially if she has signs of ectopic pregnancy, including abdominal pain or 
tenderness and faintness 

• 
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WHAT COUNSELING TIPS SHOULD BE OFFERED TO THE CLIENT?

• In general, the effectiveness of POPs is slightly lower than that of COCs, 
particularly when a pill is missed.

• Side effects, such as breakthrough bleeding and amenorrhea, are common 
with POPs.

• If the woman is breastfeeding and is concerned about transmitting the 
hormone in her milk, explain that no evidence suggests that the amount of 
hormone negatively affects the baby.

• Instructions to clients, such as when to start, what to do with missed pills, 
and need for follow-up/return visits, should be emphasized. 

WHAT ARE THE FACTS ABOUT POPs?

Contrary to popular beliefs,
• POPs do not affect milk production.
• POPs do not cause birth defects and will not harm the fetus if a woman 

becomes pregnant while taking POP or accidentally takes POP when she is 
already pregnant.

• women who stop using POPs can become pregnant as quickly as women 
who stop non-hormonal methods.

• POPs do not cause cancer.
• POPs neither affect a woman’s sexual behavior nor cause mood changes.
• POPs reduce the risk of ectopic pregnancy.

• 
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PROGESTIN-ONLY 
INJECTABLES
WHAT ARE PROGESTIN-ONLY INJECTABLES (POIs)?

• POI contraceptives contain the synthetic hormone 
progestin and are administered via deep intramuscular 
(IM) injection. 

• These contraceptives are available in the Philippines in 
the following preparations:

 ί 1 mL of 150 mg depot medroxyprogesterone 
acetate (DMPA; Depo-Provera)

 ί 3 mL of 150 mg DMPA (Depo-Trust)

 ί 1 mL ampoule of 200 mg norethisterone enanthate (NET-EN; Noristerat) 
• DMPA is given every three months, whereas NET-EN is given every two 

months.

Another preparation is DMPA SQ (Uniject), which contains only 104 mg of progestin 

(30% less than that in the regular DMPA). It is available only in the US and the UK. This 

preparation is given subcutaneously every three months and has similar contraceptive 

effectiveness but with fewer side effects, such as weight gain. 

HOW EFFECTIVE ARE POIs?

• POIs are 99.7% effective with perfect use and 97.0% effective with 
typical use, which means about three pregnancies for every 100 women who 
use the method during the first year. This number is reduced to less than one 
pregnancy per 100 users with continued use.

• The effectiveness of injectables depends on whether the client returns on 
time for the re-injection. The risk of pregnancy increases when the interval 
between injections increases or when an injection is actually missed.

HOW DO POIs WORK?

• POIs suppress ovulation. After a 150 mg injection of DMPA, ovulation does 
not occur for at least 14 weeks. Levels of the follicle stimulating hormone 
(FSH) and luteinizing hormone (LH) are reduced, and an LH surge does not 
occur.• 

;;..,.__ 
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• POIs thicken the cervical mucus and impair the entry of sperm into the 
uterus.

WHAT ARE THE ADVANTAGES OF USING POIs?

• Long-acting and reversible 
• No need for daily intake
• Does not interfere with sexual intercourse
• Perceived as culturally acceptable by some women
• May be self-administered and may not always be facility/clinic-based 
• Involves neither estrogen-related side effects, such as nausea and dizziness, 

nor serious complications, such as thrombophlebitis or pulmonary embolism
• Does not affect quantity and quality of breast milk
• Provides beneficial non-contraceptive effects:

 ί Helps prevent iron-deficiency anemia because of scanty menses and the 
consequent amenorrhea

 ί Does not affect anti-epileptic drug levels, particularly lamotrigine

 ί Reduces the risk of ectopic pregnancies

 ί Prevents endometrial cancer, uterine fibroids, and symptomatic pelvic 
inflammatory disease

 ί Reduces sickle cell crises among women with sickle cell anemia 

 ί Reduces symptoms of endometriosis (pelvic pain and irregular bleeding)

WHAT ARE THE DISADVANTAGES OF USING POIs?

• Delays return to fertility by an average of 10 months from the last injection.
• Requires an injection every two or three months
• Does not protect against STIs such as HIV/AIDS
• Results in menstrual irregularity during the first few months of use
• Amenorrhea, which causes some women to become anxious about not 

having menses
• Impossible to discontinue immediately (only until DMPA is cleared from the 

body)
• Possible bone loss for long-term users, although a study has shown potential 

reversibility

• 
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WHO CAN USE POIs?
Most women of any reproductive age or parity can generally use POIs safely and 
effectively. 

Table 10. MEC categories for POIs

Category 1: Use the method without restriction.

• Women aged 18 to 45 years old
• Diagnosed with benign ovarian tumor, 

endometriosis, severe dysmenorrhea

• Women who may or may not have given 

birth

• Women with gestational trophoblastic disease, 

endometrial cancer, or ovarian cancer

• Breastfeeding women, more than six 

weeks after childbirth

• Among women with uterine anatomical 

abnormalities (e.g., fibroids)

• Any time for non-breastfeeding 

postpartum women
• Benign breast disease, or family history of cancer

• Any time post-abortion • Cervical ectropion

• Past ectopic pregnancy • Current or history of PID or STIs such as HIV/AIDS

• History of pelvic surgery • Schistosomiasis

• Women who smoke at any age • Tuberculosis

• Body mass index of more than or equal to 

30 kg/m2 and more than 18 years old

• Women with body mass index of more than or 

equal to 30 kg/m2 and who are less than 18 years 

old (for NET-EN only)

• Malaria • History of gestational diabetes

• History of high blood pressure during 

pregnancy
• Any thyroid disorder

• Family history of DVT/PE • History of pregnancy-related cholestasis

• Surgery WITHOUT immobilization • Any classification of viral hepatitis

• Superficial venous thrombosis • Mild liver cirrhosis

• Any type of valvular heart disease
• Anemias such as thalassemia, sickle cell disease, 

or iron-deficiency anemia

• Epilepsy • Non-migrainous headache

• Depressive disorders • Current use of lamotrigine, broad-spectrum 

antibiotics, antifungal, or antiparasitics

• Current use of non-nucleoside reverse transcriptase inhibitors, nucleoside reverse transcriptase 

inhibitors, ritonavir-boosted protease inhibitors, certain anticonvulsants, rifampicin or rifabutin 

therapy (for DMPA only)• 
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Category 2: Generally use the method but with more than the usual follow-up.

• Menarche to 18 years old

• Women more than 45 years old

• Women with body mass index of more than or equal to 30 kg/m2, and less than 18 years old 

(for DMPA only)

• History of hypertension, in which blood pressure CANNOT be evaluated

• Adequately controlled hypertension, in which blood pressure CAN be evaluated

• Have increased blood pressure (systolic of 140 mm Hg to 159 mm Hg or diastolic of 90 mm 

Hg to 99 mm Hg)

• History or currently diagnosed with DVT/PE on anticoagulant therapy

• Major surgery with prolonged immobilization

• Known thrombogenic mutations

• Known hyperlipidemia

• Systemic lupus erythematosus on immunosuppressive treatment

• Migraine with or without aura

• Women with irregular vaginal bleeding patterns

• Diagnosed with cervical intraepithelial neoplasia or cervical cancer prior to treatment

• Undiagnosed breast mass

• Diabetes with non-vascular disease

• Any gallbladder disease

• History of COC-related cholestasis

• Benign liver tumors such as focal nodular hyperplasia

• Current use of non-nucleoside reverse transcriptase inhibitors and ritonavir-boosted protease 

inhibitors, certain anticonvulsants, rifampicin or rifabutin therapy (for NET-EN only)

• 
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WHO CANNOT USE POIs?

According to the WHO MEC, clients with the following characteristics and 
conditions cannot use the method:

Category 3: Do not use the method unless no other appropriate method is available and with 

close supervision.

• Breastfeeding women, less than six weeks after childbirth

• Multiple risk factors for arterial cardiovascular disease such as old age, smoking, diabetes, 
and hypertension

• Have high blood pressure (systolic of more than or equal to 160 mm Hg or diastolic of more 
than or equal to 100 mm Hg)

• Hypertension with vascular disease

• Acute DVT/PE

• Current or history of ischemic heart disease or stroke

• History of breast cancer with no evidence of disease in the last five years

• Unexplained vaginal bleeding prior to evaluation

• Initiation of method in women with systemic lupus erythematosus (with positive 
antiphospholipid antibodies and severe thrombocytopenia)

• Diabetes with nephropathy, retinopathy, neuropathy, or other vascular diseases

• Severe liver cirrhosis

• Liver tumors such as hepatocellular adenoma or malignant hepatoma

Category 4: Do NOT use the method.

• Diagnosed with breast cancer

• 
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ARE POIs SAFE TO USE? 

• POIs are very safe. Similar to other progestin-only contraceptives, POIs can 
be used by women who want a highly effective contraceptive, including those 
who are breastfeeding or who are not eligible to use estrogen-containing low-
dose combined oral contraceptives (COCs).

• There is no known harm to the fetus if DMPA is given during pregnancy.

• Extensive studies by the WHO emphasize that DMPA presents no overall 
risks for cancer, congenital malformations, or infertility. Research has 
revealed the following:

 ί Similar to COCs, DMPA exerts a strong protective effect against 
endometrial cancer.

 ί The use of DMPA does not increase the risk of breast cancer.

 ί No relationships exist between ovarian cancer and the use of DMPA. 

 ί DMPA does not increase the risk of liver cancer in areas where hepatitis 
is endemic.

WHAT ARE THE POSSIBLE SIDE EFFECTS OF POIs?

• The following changes in menstrual bleeding patterns are possible:

 ί Amenorrhea

 ί Menstrual irregularity: breakthrough bleeding and spotting, which are 
common

• On very rare occasions, allergic reactions occur immediately following an 
injection. 

• 
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WHAT ARE THE MODES OF ADMINISTRATION OF POIs?

POIs are best administered using autodisable (AD) syringes 
or disposable syringes and needles when available using the 
following dosing schemes:

• One dose of DMPA (150 mg) by deep IM injection given 
every 12 weeks

• One dose of NET-EN (200 mg) by deep IM injection given 
every eight weeks

Disposable syringes and needles should not be reused. Sharps 
disposal containers improve injection safety for clients, healthcare 
workers, and communities by reducing the reuse of needles and by 
preventing needle stick injuries. Place AD and disposable syringes 
and needles in puncture-proof containers.

HOW IS DMPA ADMINISTERED?

1. Wash hands thoroughly with soap and water and then dry.
2. Check vial for contents/dosage and the expiration date. If contents are less 

than the indicated volume, do not use the vial.  
3. Gently shake the vial (vigorous shaking will make the solution foamy). 

Remove the metal cover from the vial without touching the rubber stopper. 
Failure to mix the solution will cause some of the drug to remain as 
sediment in the vial, resulting in an inadequate dose and, possibly, lower 
contraceptive effectiveness.

4. Swab the skin at the injection site with alcohol or other antiseptics to 
remove any visible dirt. Allow the antiseptic to dry before the injection.

5. Put the vial in a flat surface and slightly tilt the vial, or hold the vial upside 
down at eye level while aspirating the solution. Doing so ensures that the 
solution is completely aspirated from the vial.

6. Slowly aspirate the contents of the vial. Make sure that none is spilled as air 
is expelled from the syringe. Use a 2 mL to 5 mL disposable syringe with a 
21–23 gauge needle, 1–1.5 inches in length.

7. Inject the contents of the syringe deep into the upper outer arm (deltoid 
muscle) or into the upper outer quadrant of the buttocks (gluteal muscle) to 
prevent hitting the sciatic nerve.

• 
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8. Do not massage the injection site. Instruct the client not to massage or rub 
the site, as this can cause the DMPA to be absorbed fast. 

9. Dispose used assembled needle and syringe in puncture-proof sharps 
containers. 

10. Wash and dry hands thoroughly.

WHEN SHOULD POI USE BEGIN?

For interval clients
• Any time that the client is reasonably certain that she is not pregnant.
• Within the first seven days of the menstrual cycle, the client needs no 

backup method.
• After seven days of the menstrual cycle, advise the client to use a backup 

method or to exercise abstinence for the next seven days.

For breastfeeding clients
• As early as six weeks after delivery.
• If the client’s menses have resumed, she can start 

injectables at any time as long as she is reasonably 
certain that she is not pregnant.

• Fully or nearly fully breastfeeding 

 ί Less than six months after giving birth
 . Delay her first injection until six weeks after 
giving birth.
 . If the client’s monthly bleeding has not returned, 
she can start POIs at any time between six 
weeks and six months. A backup method is not necessary.
 . If the client’s monthly bleeding has returned, she can start POIs as 
advised for women having menstrual cycles.

 ί More than six months after giving birth
 . If the client’s monthly bleeding has not returned, she can start POIs 
at any time as long as she is reasonably certain she is not pregnant. 
Instruct the client to use a backup method for the next seven days 
after the injection.
 . If the client’s monthly bleeding has returned, she can start POIs as 
advised for women having menstrual cycles. • 



82 The Philippine Clinical Standards Manual on Family Planning

• Partially breastfeeding

 ί Less than six weeks after giving birth
 . Delay the client’s first injection until at least six weeks after giving 
birth. However, if chances are strong that she cannot come back for 
the method at six weeks and she asks for an injectable, she may be 
given the first shot.

 ί More than six weeks after giving birth
 . If the client’s monthly bleeding has not returned, she can start POIs 
at any time as long as she is reasonably certain that she is not 
pregnant. Instruct the client to use a backup method for the next 
seven days after the injection.
 . If the client’s monthly bleeding has returned, she can start POIs as 
advised for women having menstrual cycles. 

For postpartum women who are NOT breastfeeding 
• Less than four weeks after giving birth

 ί She can start injectables any time after giving birth. A backup method is 
not necessary.

• More than four weeks after giving birth

 ί If the client’s menses have not returned, she can start the injectable at 
any time as long as she is certain that she is not pregnant. Instruct the 
client to use a backup method for the first seven days after injection.

 ί If the client’s menses have returned, she can start the injectable within 
seven days of her menses without the need for a backup method. If 
more than seven days have passed since her menses, she can have the 
injection but will need to use a backup method for the first seven days 
after the injection.

For post-abortion clients
• May use immediately or within seven days after an abortion. 
• If later than seven days, any time that she is reasonably certain that she is 

not pregnant. She should avoid sex or use condoms for the next seven days.

Clients switching from non-hormonal methods such as IUD
• The client can start POIs immediately.

• 
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Clients switching from a hormonal method
• The client can start POIs immediately if she has been using the hormonal 

method consistently and correctly or if she is reasonably certain that she is 
not pregnant. No need to wait for her next monthly bleeding. No need for a 
backup method.

• If the client is switching from another injectable, she can have POIs when the 
next injection would have been given. A backup method is not necessary. 

IS FOLLOW-UP NEEDED? HOW AND WHEN?

The client is instructed to return to the clinic for re-
injection every three months (12 weeks) for DMPA and 
every two months (8 weeks) for NET-EN.

Encourage the client to come back on time for her 
injections.

• DMPA can be administered four weeks early or 
late; NET-EN can be administered two weeks early 
or late.

• If the client is less than four weeks late for the 
next DMPA or less than two weeks late for the next 
NET-EN injection, she can receive the reinjection. 
No need for a backup method, and no need to assess for pregnancy, as the 
client is not likely to be pregnant. 

• However, if she is more than four weeks late for the next DMPA injection 
or more than two weeks late for the next NET-EN injection, she has to be 
assessed for probability of pregnancy. If she is not likely to be pregnant, she 
can have her reinjection but should abstain from sex or use a backup method 
for seven days. She should be instructed to come on time for her scheduled 
injections; otherwise, her risk of pregnancy increases. If she is unable to 
adhere to the schedule, ask the client to consider shifting to another method.

• If pregnancy cannot be ascertained, perform a pregnancy test, or ask 
the client to abstain from sexual activity or use a backup method in the 
meantime and to return in one month. Pregnancy may be determined then. If 
the client is not pregnant, she may be given the next injection, and discuss 
the possibility of shifting to a convenient method for her.

• For any questions or problems, the client should be encouraged to visit the 
clinic. • 
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WHAT ARE THE IMMEDIATE AND LASTING EFFECTS OF POI USE?

Aside from the long-term effective contraception provided by POIs, these 
contraceptives commonly cause breakthrough bleeding or spotting during the first 
months of use. These effects lessen or disappear with time. 

Very heavy (twice as much as the usual menses) or prolonged (more than eight 
days) bleeding is rare but requires attention.

• When bleeding occurs, counsel the client that menstrual irregularities are 
common.

• Rule out other possible problems/causes.
• To control heavy or prolonged bleeding, COC pills may be given for one to 

three cycles until bleeding decreases. 

 ί Non-steroidal anti-inflammatory drugs, such as mefenamic acid (500 
mg) or ibuprofen (800 mg), may also be prescribed; the client must be 
instructed to take one tablet two to three times daily for five days.  

 ί Tranexamic acid (1 g) may be also be given, along with instructions to 
take one capsule every six hours for five days.

• Another option is to administer the next injection early (four weeks after the 
first injection).

• Advise the client to take iron supplements or iron-rich food.
• If the problem persists, refer the client for gynecologic examination.
• Help the client choose another method if the problem is intolerable.

Another 50% of women using DMPA develop amenorrhea after a year of use. 
This condition is not harmful but occurs because of the effect of the drug on the 
endometrium.

• Counsel the client that amenorrhea is normal and does not indicate a 
problem. Assure her that this condition does not indicate pregnancy and that 
menstrual blood is not building up inside her. 

• Explain that this situation can improve her health by preventing anemia.

Weight gain (average of 1 to 2 kg each year) may be experienced because of an 
increase in appetite. This is a common side effect and can be controlled by shifting 
to a low-calorie diet. 

• 
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WHAT ARE THE POTENTIAL COMPLICATIONS OF USING POIs?

• A theoretical concern is that DMPA might affect bone 
development in women under 18 years. Whether DMPA 
prevents adolescents from reaching their potential 
peak bone mass remains unclear. Although DMPA 
decreases bone mass, reversal has been observed 
after discontinuation. The WHO concludes that the 
advantages of the method generally outweigh this 
theoretical disadvantage.

• A nine-year study by the WHO revealed that DMPA does 
not increase women’s overall risk of breast cancer, 
invasive cervical cancer, liver cancer, or ovarian cancer. 
In their study, DMPA decreased the risk of endometrial cancer. Studies 
are still ongoing on whether DMPA might accelerate the development of 
pre-existing breast cancer. The WHO Collaborative Study did not find a 
significantly increased risk of breast or cervical cancer among DMPA users.

• There is no known harm to the fetus if DMPA is given during pregnancy. 

WHAT HAPPENS WHEN CLIENTS STOP USING THE POI?

The average delay in return of fertility is 9 to 10 months for DMPA and 6 months 
for NET-EN from the last injection. This method does not affect fertility in the long 
term. 

IS A REFERRAL NEEDED? HOW AND WHEN?

Clients should be instructed to report back to the clinic for any of the following 
warning signs:

• Recurring unbearable headaches
• Heavy bleeding 
• Depression
• Severe lower abdominal pain, which may be a sign of pregnancy
• Pus, prolonged pain, or bleeding at injection site 

• 
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COUNSELING TIPS

Counsel the client on the possibility of changes in 
menstrual bleeding patterns, which may include the 
following:

• Amenorrhea: Reassure the client that 
amenorrhea is an expected side effect and that 
she can expect menstrual cycles to return to 
normal within six months of discontinuing the 
POIs.

• Menstrual irregularity: Reassure the client that breakthrough bleeding and 
spotting are common.

Emphasize to the client the proper timing of the injection, that is, the time when the 
client receives the first injection and when the next injection is due, as well as how 
often she will receive the injections. Returning for injections regularly (every three 
months for DMPA) is imperative.

WHAT ARE FACTS ABOUT POIs?

Contrary to popular beliefs,
• POIs do not cause birth defects and will not harm the fetus if a woman 

becomes pregnant while using them or accidentally starts POIs when she is 
already pregnant.
 . POIs neither disrupt an existing pregnancy nor cause an abortion.
 . bleeding episodes should not be used as a guide for the injection schedule; 
rather, the injection should be given every three months for DMPA regardless 
of whether a woman has bleeding or not.
 . POIs are not used to regulate monthly periods, especially for those with 
irregular cycles.
 . women younger than 35 who smoke any number of cigarettes and women 
aged 35 years and older who smoke less than 15 cigarettes a day can safely 
use POIs.
 . POIs generally do not cause changes in a woman’s mood or sexual drive.
 . POIs are safe for women with varicose veins. Women with DVT/PE should 
not use POIs.
 . POIs do not cause a woman to be infertile, but regaining fertility may be 
delayed after stopping the use of POIs; pregnancy usually becomes possible 
after around eight months.

• 
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SUBDERMAL IMPLANTS 

WHAT ARE SUBDERMAL IMPLANTS?

Subdermal implants are progestin-only implants that are inserted under the skin 
of the inner upper arm of women through a preloaded applicator under local 
anesthesia. These implants release progestin at a controlled rate and thus provide 
very small doses to achieve the desired contraceptive effect.

Two preparations of subdermal implants are available:

• The single-rod system (Implanon) releases 
etonogestrel and has a life span of three 
years. This implant is 40 mm long with a 2 mm 
diameter and contains 68 mg of etonogestrel.

• The two-rod system (Jadelle) containing 75 
mg of levonorgestrel is effective for up to five 
years. This implant is 43 mm long, with each rod 
consisting of a drug-releasing core.

HOW EFFECTIVE ARE SUBDERMAL IMPLANTS?

Subdermal implants are 99.9% effective with perfect use and 99.5% effective with 
typical use.

WHAT ARE THE ADVANTAGES OF USING SUBDERMAL IMPLANTS?

• Reversible, as fertility returns almost immediately after the rods are removed
• Does not require daily intake
• Does not interfere with intercourse
• Effective within 24 hours after insertion
• No estrogen-related side effects, such as nausea and dizziness
• Does not affect the quantity and quality of breast milk

iii 

source: MSD DI ug Sheet, 2012 

• 
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• Has beneficial non-contraceptive effects:

 ί Helps prevent iron-deficiency anemia

 ί Makes sickle cell crises less frequent and less painful

 ί Helps reduce risk of endometrial cancer

 ί Reduces risk of ectopic pregnancies

WHAT ARE THE DISADVANTAGES OF USING THE SUBDERMAL 
IMPLANT?

• Clients cannot start or stop use on their own. Rods must be inserted and 
removed by a specially trained healthcare provider.

• Minor surgical procedure with local anesthesia is required to insert and to 
remove rods.

• Discomfort at the insertion site is common up to several days after insertion.
• Rods must be removed after a certain period.
• Initial cost is high.
• In very rare instances when pregnancy occurs, as many as one in every six 

pregnancies is ectopic.
• No protection is provided against STIs such as HIV/AIDS.
• Implants are more difficult to remove than to insert.

HOW DO SUBDERMAL IMPLANTS WORK?

• Suppresses ovulation through the action of the progestin
• Thickens cervical mucus, thus hindering sperms from passing through the 

cervical canal

• 
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WHO CAN USE SUBDERMAL IMPLANTS?

The Medical Eligibility Criteria (MEC) screening checklist for subdermal implants 
(Appendix E) should be used to determine the eligibility/suitability of the method 
to the client. Clients with the following characteristics and conditions can use the 
method:

Table 11. MEC Categories for subdermal implants

Category 1: Use the method without restriction.

• Women of reproductive age • Depressive disorders

• Women who may or may not have given birth • Any type of valvular heart disease

• Breastfeeding women, more than six weeks 

after childbirth

• Current or history of PID or STIs such as HIV/

AIDS

• Any time for non-breastfeeding postpartum 

women

• Benign breast disease, or family history of 

cancer

• Any time post-abortion • Cervical ectropion

• Past ectopic pregnancy • Tuberculosis

• History of pelvic surgery • Epilepsy

• Women who smoke at any age • Schistosomiasis

• Body mass index of more than or equal to 30 

kg/m2

• Among women with uterine anatomical 

abnormalities (e.g., fibroids)

• Any thyroid disorder • Malaria

• Non-migrainous headache • History of gestational diabetes

• History of high blood pressure during 

pregnancy

• Adequately controlled hypertension, in which 

blood pressure CAN be evaluated

• Family history of DVT/PE • History of pregnancy-related cholestasis

• Surgery WITHOUT immobilization • Any classification of viral hepatitis

• Superficial venous thrombosis • Mild liver cirrhosis

• Diagnosed with benign ovarian tumor, 

endometriosis, severe dysmenorrhea

• Anemias such as thalassemia, sickle cell 

disease, or iron-deficiency anemia

• Have increased blood pressure (systolic of 

140 mm Hg to 159 mm Hg or diastolic of 90 

mm Hg to 99 mm Hg)

• Women with gestational trophoblastic 

disease, endometrial cancer, or ovarian 

cancer

• Current use of nucleoside reverse transcriptase inhibitors, lamotrigine, broad-spectrum 

antibiotics, antifungal, or antiparasitics • 
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Category 2: Generally use the method but with more than the usual follow-up.

• Multiple risk factors for arterial cardiovascular disease such as old age, smoking, diabetes, 
and hypertension

• History of hypertension, in which blood pressure CANNOT be evaluated

• Have high blood pressure (systolic of more than or equal to 160 mm Hg or diastolic of more 
than or equal to 100 mm Hg)

• Hypertension with vascular disease

• History or currently diagnosed with DVT/PE on anticoagulant therapy

• Major surgery with prolonged immobilization

• Known thrombogenic mutations

• Initiation of method in women with current or history of ischemic heart disease or stroke

• Known hyperlipidemia

• Systemic lupus erythematosus with negative antiphospholipid antibodies

• Migraine with or without aura

• Women with irregular vaginal bleeding patterns

• Diagnosed with cervical intraepithelial neoplasia or cervical cancer prior to treatment

• Undiagnosed breast mass

• Diabetes with non-vascular or vascular disease

• Any gallbladder disease

• History of COC-related cholestasis

• Benign liver tumors such as focal nodular hyperplasia

• Current use of non-nucleoside reverse transcriptase inhibitors and ritonavir-boosted protease 
inhibitors, certain anticonvulsants, rifampicin or rifabutin therapy

• 
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WHO CANNOT USE THE METHOD?

Subdermal implants should not be used by women with the following conditions: 

Category 3: Do not use the method unless no other appropriate method is available with close 

supervision.

• Breastfeeding women, less than 6 weeks after childbirth

• Acute DVT/PE

• Continued use in women with current or history of ischemic heart disease or stroke

• Systemic lupus erythematosus with positive antiphospholipid antibodies

• Unexplained vaginal bleeding prior to evaluation

• History of breast cancer with no evidence of disease in the last 5 years

• Severe liver cirrhosis

• Liver tumors such as hepatocellular adenoma or malignant hepatoma

Category 4: DO NOT use the method.

• Diagnosed with breast cancer

HOW IS THE SUBDERMAL IMPLANT USED?

The illustrations below demonstrate the insertion of subdermal implants. Note that 
these illustrations* should in no manner replace formal training in inserting the 
implants.

Implant insertion

Inserting implants usually takes a few minutes or longer depending on the skill of 
the provider. The insertion of Implanon does not require an incision because it is 
specially made with an applicator similar to a syringe. Aseptic technique must be 
practiced.

*INFO Project. Insertion and Removal of the New Implants. 2007. Johns Hopkins Bloomberg School of Public Health 
Merck, Sharpe and Dohme. 2013. Implanon: Reference Guide. MSD 

• 
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Step 1
Have the woman lie on her back on the examination table with her non-

dominant arm flexed at the elbow and externally rotated so that her wrist is 

parallel to her ear or her hand is positioned next to her head.

Step 2
Mark the insertion site (8 cm to 10 cm from the medial epicondyle).

Anesthetize the insertion area (by injecting 2 mL of 1% lidocaine) just under 

the skin along the planned insertion tunnel.

Stretch the skin around the insertion site with the thumb and index finger.

Step 3 
Insert only the tip of the cannula (needle) at 20° for the Classic 

Implanon and at about 30° for the new Implanon NXT.

Step 4

Lower the applicator to a horizontal position. While lifting the skin with the tip 

of the needle, slide the needle to its full length. Slight resistance is possible, but 

caution must be exerted in preventing use of excessive force. If the needle is not 

inserted to its full length, the implant will not be inserted properly.

• 
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Step 5 (for the Classic Implanon)

Break the seal of the applicator.

Turn the obturator (the rounded end of the applicator) at a 90° angle.

Fix the obturator with one hand against the arm. With the other hand, slowly 

draw the cannula (needle) out of the arm.

Step 5 (for Implanon NXT)
While keeping the applicator in the same position and with the needle 

inserted to its full length, unlock the purple slider by pushing it slightly 

down. Move the slider fully back until it stops, leaving the implant now in 

its final subdermal position and locking the needle inside the body of the 

applicator. If the slider is not completely moved to the back, the needle will 

not be fully retracted, and the implant will not be inserted properly. The 

applicator can now be removed.

Step 6
Always verify the presence of the implant in the woman’s arm immediately 

after insertion by palpation. The presence of the 4 cm rod can be confirmed 

by palpating both ends of the implant.

Step 7
Apply a small adhesive bandage over the insertion site. Request that the client palpate the implant. 

Apply sterile gauze with a pressure bandage to minimize bruising. The client may remove the pressure 

bandage in 24 hours and the small bandage over the insertion site after three to five days.

, : : :: I '~ .................................... . 
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. . . . 
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. . . . . . . . . . . . 
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Jadelle insertion

Step 1
Anesthetize the insertion area (by injecting 2 mL of 1% lidocaine). Make a 

small incision with a scalpel or trocar in the skin on the inside of the upper 

arm. Alternatively, use the trocar to puncture the skin. Insert the tip of 

the trocar beneath the skin at a shallow angle. Gently advance the trocar 

superficially under the skin (not shown). 

Note that the trocar has three marks on it. The mark closest to the hub 

indicates how far the trocar should be introduced under the skin to place 

the Jadelle implants. The middle mark is not used. The mark closest to the 

tip indicates how much of the trocar should remain under the skin following 

placement of the first implant.

Step 2 
When the trocar has been inserted to the mark closest to the hub, remove 

the obturator, and load the first implant into the trocar using the thumb and 

forefinger.

Using the obturator to push, gently advance the implant toward the tip of the 

trocar until resistance is felt. Never force the obturator.

Step 3
While holding the obturator stationary, withdraw the trocar to the mark 

closest to the trocar tip. The implant should be released under the skin at 

this point. The obturator must be kept stationary, and avoid pushing the 

implant into the tissue. Do not completely remove the trocar until both 

implants have been placed.

Step 4
To place the second implant, align the trocar so that the second implant 

will be positioned at about a 30° angle relative to the first implant. Repeat 

steps 3 and 4. The rods are placed in the shape of a “V” opening toward the 

shoulder. Leave a distance of approximately 5 mm between the incision and 

the tips of the implants. Remove the trocar.

• 
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Implant removal

Step 1
Anesthetize the insertion area (by injecting 2 mL of 1% lidocaine). Using 

the scalpel, make an incision (4 mm for Jadelle and 2 mm for Implanon) 

close to the proximal ends of the implants (below the bottom of the V 

for Jadelle and below the single rod for Implanon). Do not make a large 

incision.

Step 2
Push each implant gently toward the incision with the finger. When the tip 

of the rod is visible, grasp it with the forceps, and gently pull out the rod 

with the forceps. Repeat procedure for the second implant (Jadelle).

WHEN SHOULD USE OF SUBDERMAL IMPLANTS BEGIN?

For interval clients
• Any time that the client is reasonably certain that she is not pregnant.
• Within the first seven days of the menstrual cycle, no backup method is 

needed.
• After the first seven days of the menstrual cycle, condoms should be used, or 

abstinence should be exercised for the next seven days.

Postpartum, breastfeeding
• As early as six weeks after delivery.
• If only partially breastfeeding, implant should be started at six weeks after 

childbirth.
• If menses have resumed, the client can start with the implant any time as 

long as she is reasonably certain that she is not pregnant.

! ................................................................................................................................... . 
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Postpartum, NOT breastfeeding
• Immediately or at any time in the first six weeks after delivery. No need to 

wait for the client’s menstrual period to return.
• After six weeks, implants may be used at any time as long as the client is 

reasonably certain that she is not pregnant. Otherwise, the client should 
avoid sex or use condoms until her first menstrual period.

Post-abortion clients
• Immediately or within seven days after an abortion.
• If more than seven days have passed since the abortion, the client may avail 

of the implants at any time as long as she is reasonably certain that she is 
not pregnant. She should avoid sex or use condoms for the next seven days.

The table below summarizes the periods when clients can have implants inserted 
with respect to their previous method.

Table 12. Recommended timing of insertion for women shifting to 
implants
Previous Method Timing of Insertion

None or non-hormonal contraceptives Days 1–5 of cycle 

Combined oral contraceptives (COCs) During hormone-free week 

Progestin-only pill (POP) Any time during treatment 

Implanon/Intrauterine System (IUS)  Same day as removal 

Progestin-only injectable  When the injection is due 

After childbirth, not breastfeeding Immediately 

After childbirth, breastfeeding Six weeks after childbirth 

WHEN SHOULD FOLLOW-UP BE ADVISED?

No routine return visit is required (MEC Recommendation). However, request the 
client to visit the clinic for removal of the implants according to the manufacturer’s 
recommendations and for any questions or problems that suggest pregnancy 
or any underlying medical condition. A follow-up visit is recommended for good 
medical practice. Ask clients to return one week after insertion and yearly 
thereafter to determine the status of the insertion and to address any complaints.

• 
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WHAT ARE THE IMMEDIATE AND LASTING EFFECTS OF USING 
SUBDERMAL IMPLANTS? 

• Light spotting or bleeding between monthly periods is common. Reassure 
the client that this is normal and common among implant users, especially 
in the first three to six months. If these conditions are not tolerable, offer the 
following:

 ί Any non-steroidal anti-inflammatory drug (NSAIDs; mefenamic acid or 
ibuprofen) except aspirin

 ί One cycle of low-dose COCs if estrogen is not contraindicated for 
the client. A COC that has the same progestin in the implant, such as 
levonorgestrel, is preferable.

• Very heavy or prolonged bleeding may occur but is uncommon. Such 
bleeding often decreases after the first few months of use. Currently 
available therapies in stopping unscheduled bleeding in subdermal 
contraceptive implant users are shown in Table 13. 

• Amenorrhea may occur, but counsel the client that

 ί This condition is normal among implant users and is not harmful.

 ί She is not pregnant.

 ί Her body is not producing menstrual blood and that blood is not building 
up inside her.

 ί This condition can help prevent anemia.

 ί If the client still finds this unacceptable, remove the implants or refer for 
removal. Help her choose another method.

• Weight gain is common but can be remedied by dietary management (low-
calorie diet). Explain to the client that other women using contraceptive 
implants lose weight. 

• The insertion site might become infected.
• Some women may complain about enlargement of ovaries, or ovarian cysts. 

If the cysts are less than 5 cm, the implant can remain in place, but the client 
should be evaluated by a gynecologist. Reassure the client that these cysts 
usually disappear on their own and do not require surgery. To check if the 
problem persists, see the client again after three weeks. 

• If the cysts are more than 5 cm, immediately refer the client to a 
gynecologist. Reassure the client that headaches are not serious and that 
NSAIDs can be provided.

• 
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Table 13. Currently available therapies for stopping bleeding among 
users of subdermal contraceptive implant
Therapy regimen Supporting evidence

COC taken daily for 21 days followed by a 
seven-day break.
Use for up to three months.

Little published evidence
Anecdotally, appears to help in practice

High-dose cyclical progestogen for up to 
three months (medroxyprogesterone acetate 
10 mg twice daily or norethisterone 5 mg 
twice daily for 21 days with a seven-day 
break)

No published evidence
Anecdotally, appears to help in practice

POP, particularly a desogestrel POP, taken 
daily for up to three months

No published evidence
Anecdotally, may work in some cases

NSAIDs, especially COX-2 inhibitors, taken 
daily for 5 to 10 days

Some published evidence
Anecdotally, may work in practice

Tranexamic acid, 1 g every six hours for five 
to seven days

POGS Clinical Practice Guidelines on 
Abnormal Uterine Bleeding

WHAT ARE THE FACTS ABOUT SUBDERMAL IMPLANTS?

Contrary to popular beliefs,
• implants do not cause cancer. Instead, implants help prevent endometrial 

cancer. 
• in case pregnancy occurs, one in every six pregnancies is ectopic. 
• if not removed beyond the recommended period of use, implants no longer 

provide protection from pregnancy and are relatively inert.

WHAT HAPPENS WHEN THE METHOD IS STOPPED?

Fertility returns without undue delay.

• 
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IS A REFERRAL NEEDED? HOW AND WHEN?
 
The following warning signs and symptoms warrant immediate attention:

• Severe lower abdominal pain. Check for ovarian cysts or tumors, PID, 
appendicitis, or ectopic pregnancy.

• Severe headaches with blurred vision. Remove the implant, or refer the client 
to a specialist. Help the client choose a non-hormonal contraceptive.

• Pain after insertion of the rod. Check for signs of infection at the insertion 
site (pain, heat, and redness) or abscess (presence of pus).

Infection but without abscess
 ί Do not remove the implant.
 ί Clean the area with soap and water or an antiseptic.
 ί Give oral antibiotic for seven days, and ask the client to return after a 

week. If the condition does not improve, remove the implant, or refer the 
client to an appropriate specialist.

Infection with abscess
 ί Prepare infected area with antiseptic, make an incision, and drain the 

pus.
 ί Remove the implant, or refer the client to a specialist.

 ί Treat the wound, and give oral antibiotics for seven days.

WHAT COUNSELING TIPS SHOULD BE OFFERED TO THE CLIENT?

Advise the client on the following:
• The physical characteristics of the implants and how they should feel under 

the skin
• The procedures of insertion and removal, as well as the cost
• When to remove the implant and the implication when the effective life span 

of the implant has expired
• Possible changes in menstrual patterns, which usually decrease with time
• Side effects and complications to watch out for

• 
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Chapter 6
INTRAUTERINE DEVICES:
TCu380 Intrauterine Device and
Intrauterine System

WHAT ARE INTRAUTERINE DEVICES 
(IUDs)?

• An IUD is a small plastic device inserted 
into a woman’s uterine cavity to prevent 
pregnancy. 

• It releases copper or a hormone. 
• Almost all IUDs have one or two strings or 

nylon threads tied to the plastic frame. The 
strings hang through the cervical opening 
into the vagina.

• In the Philippines, two types of IUD are available:

 ί Copper T380 (TCu) is the IUD currently used in the Philippine Family 
Planning Program. It is a T-shaped plastic device with a copper coil 
wrapped around its stem and copper bands around its arms. The 
device releases copper to prevent fertilization. It has a two-stranded 
monofilament tail. This type of IUD is effective for 12 years.

 ί Hormone-releasing IUDs (e.g., levonorgestrel-releasing IUS or Mirena) 
are made of plastic and steadily release small amounts of progesterone. 
This type of IUD is of limited availability locally and is effective for five 
years.

• 
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TCu 380 INTRAUTERINE DEVICE
HOW EFFECTIVE ARE IUDs?

• IUDs are 99.4% effective with perfect use and 99.2% effective with typical 
use.

• These rates indicate that 992 to 994 of every 1,000 women who use IUDs 
over the first year will not become pregnant.

WHAT ARE THE ADVANTAGES OF USING THE TCu IUD?

• Highly effective
• Very safe
• Local action 
• Has no effect on the amount or quality of breast milk
• Low cost
• Does not interfere with sexual intercourse 
• One time application
• Immediate return to fertility upon removal
• Can be inserted immediately after childbirth or after abortion
• Can be easily inserted or removed by a trained provider
• Long-lasting effectiveness (12 years)

WHAT ARE THE DISADVANTAGES OF USING THE TCu IUD?

• Adverse effects

 ί Pain and cramping

 ί Long and heavy menstrual bleeding

 ί Menstrual irregularities
• Device may be expelled, possibly without the client knowing it (especially for 

postpartum insertions)
• Requires a pelvic examination prior to insertion 
• Requires a trained health service provider for insertion and removal
• Does not protect against sexually transmitted infections (STIs)
• Requires regular self-checking of IUD strings during the first year of use• 
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HOW DOES THE TCu IUD WORK?

The TCu 380A IUD prevents pregnancy by a combination of the following 
mechanisms of action:

• Inhibition of fertilization
• Inhibition of sperm transport into the upper genital tract
• Inhibition of ovum transport

WHO CAN USE THE METHOD?

The IUD is suited for clients who want a long-acting, effective, reversible method of 
contraception (LARC). 

Table 14. MEC categories for IUD

Category 1: Use the method without restriction.

• Women more than 20 years old • Superficial venous thrombosis

• Women who have given birth • Any type of headache

• Immediate postpartum women • Epilepsy

• Post-abortion in the first trimester • Depressive disorders

• History of high blood pressure during 

pregnancy

• Women with irregular but not heavy vaginal 

bleeding

• History of pelvic surgery • Any breast disease

• Women who smoke at any age • Hypertension of all classifications

• Body mass index of more than or equal to 30 

kg/m2

• Uterine fibroids that do not distort the uterine 

anatomy

• Uncomplicated valvular heart disease • History of PID and with subsequent pregnancy

• Past ectopic pregnancy • Schistosomiasis

• DVT/PE • Malaria

• Known thrombogenic mutations • Non-pelvic tuberculosis

• Women diagnosed with systemic lupus 

erythematosus but with no risk factors

• Any endocrine condition, such as diabetes or 

thyroid disorders

• Current and history of ischemic heart disease, 

stroke, or hyperlipidemia

• Any gall bladder disease, hepatitis, cirrhosis, 

liver tumors, or history of cholestasis

• Diagnosed with benign ovarian tumor, cervical 

ectropion, or cervical intraepithelial neoplasia

• Current intake of any anticonvulsant or 

antimicrobial

• 
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Category 2: Generally use the method but with more than usual follow-up.

• Menarche to 20 years old

• Women who have not given birth

• Post-abortion in the second trimester

• Complicated valvular heart disease

• Women diagnosed with systemic lupus erythematosus and on immunosuppressive treatment

• Women with heavy or prolonged vaginal bleeding, endometriosis, or severe dysmenorrhea

• Among women with anatomical abnormalities that interfere with IUD insertion (e.g., cervical 

laceration or stenosis)

• Initiation of the method in women with past PID and no subsequent pregnancy

• Other STIs (excluding gonorrhea, chlamydial, and HIV) and vaginitis

• High risk of HIV

• Initiation of the method in women who are HIV-infected

• Women with AIDS but on anti-retroviral therapy

• Currently on anti-retroviral therapy

• Anemias such as thalassemia, sickle cell disease, or iron-deficiency anemia

WHO CANNOT USE THE METHOD?

Category 3: Do not use the method unless no other appropriate method is available under close 

supervision.

• 48 hours to 4 weeks after childbirth

• Women diagnosed with systemic lupus erythematosus and with severe thrombocytopenia

• Women with gestational trophoblastic disease but decreased or undetectable beta-hCG levels

• Women with ovarian cancer

• Very high likelihood of exposure to gonorrhea or chlamydial infection

• Women with AIDS

• 
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Category 4: Do NOT use the method.

• During pregnancy

• Puerperal sepsis

• Immediate post-septic abortion

• Initiation of method in clients with unexplained vaginal bleeding before evaluation

• Women with gestational trophoblastic disease

• Initiation of method in clients with cervical or endometrial cancer

• Among women with anatomical abnormalities that distort the uterine cavity (e.g., fibroids)

• Current PID

• Initiation of method in clients with current purulent cervicitis, chlamydial infection, or 

gonorrhea

• Initiation of method in clients with pelvic tuberculosis

HOW IS THE IUD USED?

I. Timing of IUD insertion

For women having menstrual cycles
 ί Any time during menstrual bleeding.
 ί Any other time at the client’s convenience, provided that the client is 

certainly not pregnant.
 ί Clients starting within 12 days after the start of their monthly bleeding do 

not need a backup method.

For amenorrheic (non-postpartum) women
 ί Any time, provided that the client is certainly not pregnant. No need for a 

backup method.

After childbirth (postpartum)
 ί Within 10 minutes after delivery of placenta or within 48 hours after 

childbirth.
 ί Copper IUD is not usually recommended for women more than 48 hours to 

less than four weeks postpartum, unless other more appropriate methods 
are available.

 ί IUD insertion is delayed until four weeks or more after giving birth.
 ί Special training is required for immediate portpartum insertion. • 
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Evidence suggests that the immediate postpartum insertion of IUDs is generally safe and effective, although 

a recent trial has suggested that the occurrence rate of expulsion is higher in women who had immediate 

insertion than in those who had delayed insertion. 

Post-abortion
 ί Any time within 12 days after first- or second-trimester abortion or 

miscarriage if no infection is present. No need for a backup method.
 ί Any time after more than 12 days of first- or second-trimester miscarriage 

or abortion if no infection is present, provided that the client is certainly not 
pregnant. No need for a backup method.

 ί Clients with infections must be referred to a specialist or be assisted in 
choosing another method. Clients who still prefer IUDs are inserted with the 
device once the infection has completely cleared.

 ί Immediate post-abortal IUD insertion or miscarriage requires specific 
training. If the healthcare provider is not specifically trained, IUD insertion is 
delayed until at least four weeks after miscarriage or abortion.

In general, contraceptive efficacy is high, and PID and perforations are rare. Although the risk of spontaneous 

expulsion of an IUD is greater in this setting than in interval insertions, this potential disadvantage may be 

outweighed by the convenience of providing highly effective contraception with completion of abortion in one 

sitting. 

For women switching from another method
 ί May use immediately, provided that the client is using the current method 

consistently and correctly or is certainly not pregnant. No need to wait for 
the client’s next monthly bleeding. No need for a backup method.

 ί Clients switching from injectables can be inserted with the IUD when the 
next injection would have been given. No need for a backup method.

Fully or nearly fully breastfeeding: less than six months after giving 
birth

 ί Between four weeks and six months after giving birth 
for clients who are still waiting for their monthly 
bleeding to return. No need for a backup method.

 ί The protocol for clients whose monthly bleeding has 
returned is the same as that for clients who are having 
menstrual cycles (see previous page).

• 
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Fully or nearly fully breastfeeding: more than six months after giving 
birth

 ί Any time for clients whose monthly bleeding has not returned, provided that 
they are certain that they are not pregnant. No need for a backup method.

 ί The protocol for clients whose monthly bleeding has returned is the same as 
that for clients who are having menstrual cycles.

Partially breastfeeding or not breastfeeding
 ί IUD insertion is NOT usually recommended for women less than four weeks 

postpartum unless inserted less than 48 hours after childbirth.
 ί After four weeks postpartum: the IUD can be inserted any time for clients 

whose monthly bleeding has not returned, provided that the client is 
certainly not pregnant. No need for a backup method. 

 ί The protocol for clients whose monthly bleeding has returned is the same as 
that for clients who are having menstrual cycles.

II. Pelvic examination prior to IUD insertion
A bimanual pelvic examination and STI screening 
must be done prior to IUD insertion. Performing a 
pelvic examination will allow the health provider 
to check for signs of PID or abnormal uterine 
anatomy. 

• Active PID, STI, or anatomical abnormalities 
resulting in distorted uterus are 
contraindications of IUD insertion. The 
PID must be treated before the IUD may be 
inserted. While she is being treated or if 
she is at risk for possible STI, recommend 
the use of condoms and/or alternative 
FP methods. In the event that there is abnormal uterine anatomy, other FP 
methods should be offered. 

• The following signs are suggestive of PID, STI, or abnormal uterine cavity. If 
these signs are observed, IUD insertion should be deferred.

 ί Any type of ulcer on the vulva, vagina or cervix (possible STI)
 ί Lower abdominal tenderness when the cervix is moved (possible PID)
 ί Tenderness while palpating for the uterus, ovaries, or fallopian tubes 

(possible PID)

• 
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 ί Purulent cervical discharge (possible STI or PID)
 ί Bleeding of the cervix when touched (possible STI or cervical cancer)
 ί Anatomical abnormality of the uterine cavity preventing the proper IUD 

insertion
 ί Difficulty in determining the size and/or position of the uterus that 

prevents proper IUD insertion

III. Inserting the IUD

• Only a provider who has undergone comprehensive IUD training and practice 
under direct supervision is allowed to perform IUD insertion. 

• The IUD must be placed correctly (high fundal position) while minimizing the 
client’s discomfort and the risk of uterine perforation.

For interval clients
 ί Explain the insertion procedure. 

 ί Show the client the IUD and inserter in the package.

 ί Tell the client that she will experience some discomfort or cramping 
during the procedure.

 ί Ask the client to disclose any feeling of discomfort or pain any time. 
Ibuprofen (200 mg–400 mg), paracetamol (325 mg–1000 mg), or other 
pain relievers may be given 30 minutes before insertion to help reduce 
cramping and pain. Do not give aspirin because it slows blood clotting.

 ί Talk with the client during the procedure.
 . Guide the client through the procedure in a step-by-step manner 
and reassure her.
 . Alert the client before a step that may cause pain or might startle 
her.
 . Ask regularly if the client feels any pain.

 ί Clients of IUD insertion must be informed of the insertion procedures. 
Below is a summary of the procedures that can be used in explaining IUD 
insertion to a client. Perform all steps carefully.

1. Follow proper infection prevention measures.
2. Perform bimanual pelvic examination to determine the position 

of the uterus.

• 
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3. Insert speculum to inspect the vagina and cervix to ensure the 
absence of any infection.

4. Disinfect the vagina and cervical opening with antiseptic 
solutions, such as povidone-iodine.

5. Place the tenaculum at the anterior lip of the cervix (2 and 10 
o’clock), and gently pull the cervix to stabilize and align the 
uterine cavity.

6. Measure the depth of the uterine cavity (6 cm to 8 cm) using a 
uterine sound.

7. Adjust the depth gauge of 
the IUD inserter for proper 
placement into the uterine 
cavity using the “no touch” 
technique.

8. Load the IUD into the 
inserter while both are still 
in the unopened sterile 
package.

9. Slowly and gently insert the 
IUD, and remove the inserter.

10. Cut the strings on the IUD, leaving about 3 cm hanging out of 
the cervix.

11. After the insertion, allow the client to rest on the examination 
table until she feels ready to get dressed.

12. Do not provide routine antibiotics to IUD users.
13. Provide post-insertion instructions.
14. Ensure that the client is informed of the following:

 – Type of IUD inserted
 – When to have the device removed or replaced
 – Expected side effects, such as cramping, heavier menstrual 
flow, or bleeding between menses.

• 
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15. Inform the client of the following ways to check the IUD.
a. Wash hands.
b. Sit in a squatting position.
c. Ask the client to insert one or two fingers inside the vagina 

as far as she can until she feels the string.
d. Ask the client to determine if the strings have changed in 

length, which may denote expulsion.
e. Tell the client not to pull the strings to avoid IUD 

displacement.
16. Inform the client of the following periods to check the IUD 

strings.
 – After each menses when the probability of expulsion is high
 – After noticing any of the following possible symptoms of 
serious problems:
 . Missed menstrual period, other signs of pregnancy, or 
an expelled IUD
 . IUD string that seems to be missing or IUD that 
seems to have been partially or completely expelled. 
This symptom is determined by the client by feeling 
something hard (plastic device) in her vagina or cervix.

Preventing Infection at IUD Insertion

1. Follow proper infection prevention procedures.
2. Disinfect instruments by boiling, steaming, or soaking them in disinfectant 

chemicals.
3. Use a new IUD that is packaged with its inserter.
4. Follow the “no-touch” insertion technique, which includes not letting the 

loaded IUD or uterine sound touch any unsterile surfaces (e.g., hands, 
speculum, vagina, and table top). This technique involves the following:

 . Loading the IUD into the inserter while the IUD is still in the sterile 
package to avoid touching the IUD directly

 . Passing both the uterine sound and the loaded IUD inserter only once 
through the cervical canal without touching the vaginal wall

• 
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For postpartum clients
• Postplacental: After a normal, vaginal delivery, within 10 minutes after 

placental expulsion
• Intracesarean: During a cesarean procedure before suturing of the uterine 

incision
• Immediate postpartum: Postplacental and within 48 hours after childbirth 

before discharge from the health facility

These clients should undergo FP counseling. Particularly, pregnant women are 
best counseled during their prenatal visits. All IUD clients must be asked to sign a 
consent form before the insertion procedure.

Postplacental IUD Insertion (Source: JHPIEGO Postpartum IUD Learning Manual)

Regardless of the insertion timing (postplacental or immediate postpartum), the 
forceps insertion technique is recommended. The relevant steps are described 
below.

1. Palpate the uterus to evaluate the height of the fundus and its contraction, 
and massage the uterus, if necessary, to promote steady contraction.
The size of the uterus must be assessed to anticipate if the strings are likely 
to protrude through the cervix after insertion.

2. Ensure that the client’s buttocks are at the very end of the table (with or 
without leg supports).
At the preparatory level, the IUD service 
provider, who may also be the attendant at 
childbirth, should confirm that correct sterile 
instruments, supplies, and light sources 
are available for immediate postplacental 
(instrumental) insertion. The service provider 
should obtain a PPIUD kit/tray and a sterile 
IUD while keeping the package sealed until 
immediately prior to insertion.

• 
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3. Manage labor and delivery (including using a partograph and performing 
active management of third stage of labor [AMTSL]) and perform a 
second screening to confirm the absence of the following delivery-related 
conditions that preclude IUD insertion:

• Rupture of membranes for greater than 18 hours
• Chorioamnionitis
• Unresolved postpartum hemorrhage
• Genital trauma

If any of these conditions exist, explain to the client that now is not a 
safe time for IUD insertion and that she may be re-evaluated at six weeks 
postpartum.

4. If insertion is performed by the same provider who assisted birth, the 
provider must wear the same pair of high-level disinfected (HLD) or sterile 
gloves for insertion, provided that the gloves are not contaminated.
Alternatively, if insertion is performed by a provider different from the one 
who assisted birth, ensure that AMTSL has been completed, and then 
perform hand hygiene by wearing HLD or sterile gloves.

5. Inspect perineum, labia, and vaginal walls for lacerations. Lacerations 
should be repaired after IUD insertion unless 
uncontrolled bleeding occurs, which should 
be attended to first.

6. Confirm that the woman is ready to have the 
IUD inserted. Answer any questions she might 
have, and provide reassurance if needed.

7. Open the PPIUD kit/tray. Ensure that the IUD 
in the sterile package is kept to the side of 
sterile draped area. Place a dry, sterile cloth 
on the woman’s abdomen.

8. Gently insert a Simms speculum, and visualize the cervix by depressing 
the posterior wall of the vagina. Clean the cervix and vagina with antiseptic 
solution two times using a separate swab each time.

9. Gently grasp the anterior lip of the cervix with the ring forceps. The 
speculum may be removed at this time, if necessary. Leave the forceps 
aside, still attached to the cervix.

• 
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16. Continue gently advancing the forceps until the uterine fundus is reached, 
that is, when the provider feels a resistance. Confirm with the abdominal 
hand that the IUD has reached the fundus by feeling the uterus through the 
abdominal wall.

17. While continuing to stabilize the uterus, open the forceps, tilting them 
slightly toward the midline to release the IUD 
at the fundus.

18. Keeping the forceps slightly open, slowly 
remove them from the uterine cavity by 
sweeping the forceps to the sidewall of the 
uterus and sliding the instrument alongside 
the wall of the uterus. Avoid dislodging 
the IUD or catching the IUD strings as the 
forceps are removed.

19. Stabilize the uterus until the forceps are 
completely withdrawn. Examine the cervix to see if any portion of the IUD 
or strings are visible or protruding from the cervix. If the IUD or strings are 
seen protruding from the cervix, remove the IUD using the same forceps 
used for the first insertion; position the same IUD in the forceps inside the 
sterile package and reinsert.

20. Repair any lacerations (episiotomy) as necessary.

Intracesarean Insertion

• Compared with immediate postplacental vaginal 
insertion, postplacental placement during a 
cesarean section is associated with lower 
expulsion rates.(60) This association is due to 
the fact that the device is placed in the uterine 
cavity under direct vision either with the use of 
forceps or the gloved hand of the surgeon prior 
to closure of the uterine incision. Notably, the 
rate of reported perforations in the postpartum 
period is very low.

• 
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• As a precaution, the service provider should review the recent labor and 
delivery experience of the client, i.e., whether or not the client experienced 
prolonged ruptured membranes (> 18 hours), prolonged labor, and/or 
extensive genital trauma, because these conditions can predispose the client 
to postpartum infection. In such situations, the client who wants to use an 
IUD should have the insertion deferred until the earliest postpartum visit 
(e.g., four weeks), during which she can be assessed and have the insertion 
once infection has been ruled out. The client should be counseled to practice 
the LAM or to use another FP method of her choosing until she can return 
for insertion. IUD insertion in the presence of postpartum sepsis may 
substantially worsen the condition. 

• After the delivery of the placenta, the surgeon shall perform the following:
a. Massage the uterus until the bleeding subsides; make sure that no 

tissue is left in the uterine cavity.
b. Place the IUD at the uterine fundus manually or with a grasping 

instrument. 
c. Before suturing the uterine incision, place the strings in the lower 

uterine segment near the internal os.
d. Close the uterine incision and the abdomen.

Immediate Postpartum Insertion

This procedure is safe and effective. The expulsion rate for postplacental insertion 
is higher than that for interval insertion but lower than that for immediate 
postpartum. Nevertheless, immediate insertion after delivery has the following 
advantages:

• Assurance that the client is not pregnant.
• Women have a high motivation for accepting contraception immediately 

after delivery. 
• Healthcare facilities provide a convenient setting for IUD insertion, 

particularly with the government’s promotion of facility-based delivery.
• Trained attendants are present in the facility.
• Gives women protection from pregnancy without affecting breastfeeding.
• Women who may have difficulty accessing medical care would benefit from 

receiving a highly effective method of contraception where care is already 
established.

• There may be less pain during insertion in the postpartum period. • 
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For these reasons, good FP counseling should be provided during antenatal visits 
or before the client’s confinement for childbirth. FP should be part and parcel of the 
health education sessions being given to would-be mothers.

WHAT ARE THE POTENTIAL COMPLICATIONS AND MANAGEMENT 
PROCEDURES OF IUDs?

Prolonged or heavy bleeding
Characterize the bleeding:

 ί Prolonged bleeding—more than eight days
 ί Heavy bleeding—twice as long or twice as much as the usual menses
 ί For bleeding of more than three months:

 . Examine possible complications or other conditions (e.g., infection, 
tumor, or hormonal dysfunctions) that are unrelated to IUD.
 . Check for anemia. If present, recommend iron supplementation.
 . If bleeding has no gynecologic cause, the following is the 
recommended management:
• Non-steroidal anti-inflammatory drugs, such as ibuprofen (400 

mg) or indomethacin (25 mg), should be taken twice daily after 
meals for five days, beginning when irregular bleeding starts, to 
achieve modest short-term relief.

• Tranexamic acid (1500 mg) should be taken thrice daily for three 
days and then 1000 mg once daily for two days, beginning when 
heavy bleeding starts.

• Iron tablets may be taken. 

Cramping

• Cramping is common within the first three to six months of 
IUD use. This symptom eventually disappears.

• If mild cramping occurs only around the time of menses and 
no other abnormality is observed, reassure the client, and 
give her a pain reliever (paracetamol or mefenamic acid).

• If cramping is severe or continuous for more than three 
months, examine the client for other problems, such as 
partially expelled IUD or infection. If no problem is noted 
and the client wishes to continue using the IUD, give her a 
pain reliever.

• 
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• If cramping is severe and occurs between menses and is unacceptable to the 
client, remove the IUD.

 

Missing string

• If the string is not visible during checkup and the device is not found inside 
the uterus, the IUD may have been expelled unnoticed. 

• Check for a history of IUD expulsion.
• Determine the risk of pregnancy, and ask the client the following:

 ί When she last menstruated
 ί When she last felt the string
 ί If she noticed any signs that she may be pregnant

• Perform a pelvic exam to determine if the strings are high in the cervix or 
hidden by a fold of the vagina, and check for signs of pregnancy.

• If pregnancy is suspected, refer the client to a physician who will do the 
necessary tests or examinations.

• If pregnancy has been ruled out, confirm expulsion, offer the client a backup 
contraception, and ask her to return during her next menses.

• Upon her return during menses and the strings are still not visible, sound the 
uterus to determine if the device is still inside. If so, explore the uterus and 
cervix to remove the strings.

• If the string could not be found, refer the client for an ultrasound to locate 
the IUD. If the result is negative, the device may have been expelled 
unnoticed. Discuss reinsertion, or advise the use of another contraceptive 
method.

Pregnancy with IUD

• If the client is pregnant, rule out ectopic pregnancy, and refer the client to 
a specialist immediately. Ectopic pregnancy is life-threatening and requires 
emergency treatment.

• If IUD strings are visible,
 ί Explain that the IUD must be removed to avoid risk of infection, 

miscarriage, or premature birth.
 ί Remove the IUD gently by pulling the strings.

• 
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• If strings are not visible,
 ί Perform an ultrasound to determine the location of the device.
 ί If the device had not been expelled and is not accessible, do not attempt 

to remove it. Consider the case a high-risk pregnancy, and refer the client 
to a physician to closely monitor signs of a possible complication.

 ί Inform the client of the risks, and advise her to seek immediate care for 
heavy bleeding, cramping, pain, abnormal vaginal discharge, or fever.

Pelvic inflammatory disease

Pelvic infection associated with IUD use may occur when the insertion is performed 
under unsanitary conditions or when the IUD is inserted in the presence of an 
undiagnosed STI. It may also develop later in women at risk of STIs. The usual 
symptoms of PID are vaginal discharge, pelvic pain or tenderness, abnormal 
bleeding, chills, and fever, but the infection can be silent.

• Refer the client to a doctor who will diagnose and treat the PID with the 
appropriate antibiotics. The immediate removal of the IUD is unnecessary.

• If the client does not want to keep the IUD, remove the device after the start 
of antibiotic treatment.

• If the infection does not improve, remove the IUD, and continue the 
antibiotics.

• Facilitate the treatment and counseling of the sexual partner.
• Counsel the client about condom use and, if possible, give her condoms.
• Treatment of serious cases requires hospitalization and possibly surgical 

intervention.
• Counsel the client to use an alternative method of contraception that 

prevents STI/HIV/AIDS transmission such as condom.

Uterine perforation

• Perforation is rare and usually occurs at the time of insertion.
• It occurs when the IUD is not inserted in the correct direction of the uterine 

cavity or when the length of the uterine cavity is not correctly determined. 
The risk of perforation is increased by forceful insertion or sounding.

• Careful insertion by a trained provider is important. According to the WHO, 
the probability of perforation at the time of insertion is 1 in 1,000 cases.

• 
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• Signs of perforation
 ί Sharp pain during insertion
 ί Loss of resistance to upward pressure of inserter or uterine sound
 ί Signs of hemorrhage, which is a rare but serious complication (falling 

blood pressure and rising pulse rate) that requires emergency surgical 
procedure

 ί May be asymptomatic
• If perforation occurs during insertion, perform the following:

 ί Stop the procedure, and refer the client to a gynecologist or surgeon, if 
necessary.

 ί Perforation can be confirmed by x-ray (if the client is not pregnant) or 
ultrasound.

 ί In the absence of any sign of hemorrhage, provide alternative 
contraception, and refer the client immediately.

 ί Follow up with the client after one week.

Partial expulsion

• If the IUD partially comes out, remove the IUD. Discuss with the client 
whether she wants another IUD or a different method. 

• If the client wants another IUD, she can have one inserted at any time, 
provided that she is certain that she is not pregnant. 

• If the client does not want to continue using an IUD, assist her in choosing 
another contraceptive method.

Partner can feel IUD strings during sex

• Explain that this phenomenon sometimes occur when strings are cut too 
short.

• If the partner finds the strings bothersome, describe the available options:

 ί Strings can be cut even shorter so they are not coming out of the 
cervical canal. The client’s partner will not feel the strings, but she will 
no longer be able to check her IUD strings.

 ί If the client wants to check, the IUD can be removed, and a new one can 
be inserted. To avoid discomfort, the strings should be cut so that 3 cm 
hang out of the cervix.

• 
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The use of IUDs is associated with some side effects and is not free from 
complications. Thus, the client must be instructed to return to the health facility 
for consultation when she experiences any of the associated side effects and 
complications or if she has new concerns. 

A client who is not satisfied after treatment and counseling must be informed of 
the possibility of removing the IUD and replacing it with another contraceptive 
method.

WHAT ARE THE INDICATIONS FOR IUD REMOVAL? WHEN AND 
HOW SHOULD THE IUD BE REMOVED?

When the client requests for or develops medical conditions that require IUD 
removal, the provider should not refuse or delay the removal. Staff members must 
not pressure or force the client to continue using the IUD and instead offer her 
alternative FP methods. Some of the reasons for IUD removal include the following:

• Presence of side effects especially pain and bleeding, which are intolerable 
to the client

• Medical reasons

 ί Pregnancy, if threads are visible

 ί Acute PID (endometritis or salpingitis) if necessary and after antibiotics 
have been started for at least 24 hours

 ί Perforation of the uterus or cervix or IUD translocation

 ί Partial expulsion

 ί Abnormal, heavy bleeding that puts the client’s health at risk

When to remove the TCu IUD

• When the effective life span of the IUD has been reached. Recommend the 
replacement of copper IUDs at the end of the 12th year of use.

• At menopause (at least one year after the last period).
• Any time during the menstrual cycle.

• 
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How to remove the TCu IUD

1. Follow proper infection prevention procedures.
2. Insert the speculum to visualize the cervix and the IUD strings.
3. Grasp the strings with forceps.
4. Pull IUD strings slowly and gently. 

The client must be informed of these steps before the removal procedure. If 
removal is not easy or the thread is not visible but the device has been shown to be 
in utero, have the IUD removed using alligator forceps or Novak’s curette (an IUD 
hook) by a trained health provider.

What happens when IUD is removed

The IUD is a reversible means of contraception. Most women who discontinue IUD 
use to become pregnant conceive as rapidly as a non-IUD user. Sufficient evidence 
indicates that no relation exists between the duration of IUD use and the return to 
fertility.

• 
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IF SWITCHING FROM AN IUD TO ANOTHER CONTRACEPTIVE 
METHOD IS DESIRED, WHEN CAN THE OTHER METHOD BE 
STARTED?

The following guidelines (2) ensure that the client is protected from pregnancy 
without interruption when switching from a copper-bearing IUD or a hormonal IUD 
to another method. See also When to Start for each method.

Switching to When to start
Combined oral contraceptives 
(COCs), progestin-only pills 
(POPs), progestin-only 
injectables, monthly injectables, 
combined patch, combined 
vaginal ring, or implants

• If starting during the first seven days of monthly bleeding 
(first five days for COCs and POPs), start the hormonal 
method now, and remove the IUD. No need for a backup 
method.

• If starting after the first seven days of monthly bleeding 
(after the first five days for COCs and POPs) and the client 
has had sex since her last monthly bleeding, start the 
hormonal method now. The IUD should be kept in place 
until the client’s next monthly bleeding.

• If starting after the first seven days of monthly bleeding 
(after the first five days for COCs and POPs) and the client 
has not had sex since her last monthly bleeding, the IUD 
can stay in place and be removed during her next monthly 
bleeding. Alternatively, the IUD can be removed, and a 
backup method can be used.

Male or female condoms, 
spermicides, diaphragms, 
cervical caps, or withdrawal

• Immediately the next time she has sex after the IUD is 
removed.

Fertility awareness-based 
methods

• Immediately after the IUD is removed.

Female sterilization • If starting during the first seven days of monthly bleeding, 
remove the IUD, and perform the female sterilization 
procedure. No need for a backup method.

• If starting after the first seven days of monthly bleeding, 
perform the sterilization procedure.

• The IUD can be kept in place until the client’s follow-up 
visit or next monthly bleeding. If a follow-up visit is not 
possible, remove the IUD at the time of sterilization. No 
need for a backup method.

Male sterilization • Any time
• The client can keep the IUD for three months after her 

partner’s vasectomy to prevent pregnancy until the 
vasectomy is fully effective.

Backup methods include abstinence, male and female condoms, spermicides, and withdrawal. 
Inform the client that spermicides and withdrawal are the least effective contraceptive methods. If 
possible, give condoms to the client.• 
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WHEN SHOULD THE FOLLOW-UP VISIT BE SCHEDULED?

A follow-up visit after the client’s first monthly bleeding or three to six weeks after 
IUD insertion is recommended. No client should be denied an IUD because follow-
up would be difficult or not possible. Follow-up visits after insertion may be done 
because of the following reasons:

• Routine yearly checkup as part of good health practice
•  Any time the client has questions, concerns, or finds unusual signs and 

symptoms, which may suggest the following possible adverse effects/
complications:

 ί Fever, chills, or unusual vaginal discharge, which can indicate an 
infection

 ί Severe bleeding or abdominal cramping especially in the first month 
after insertion, which can indicate an infection

 ί Irregular bleeding and/or pain in any cycle, which can indicate 
dislocation or perforation

• When removal/replacement of the device is due

A routine pelvic examination during the follow-up visit is not required. However, this 
examination may be appropriate in some settings or for some clients. Conduct a 
pelvic examination, particularly if the evaluation suggests the following:

• An STI or PID
• Partial or complete removal of the IUD

WHAT COUNSELING TIPS CAN BE PROVIDED FOR THOSE WHO 
PLAN OR CHOOSE TO USE AN IUD?

Discuss the following specific issues in detail during the 
counseling sessions:

• Characteristics of IUDs
• Client’s current and future risk for STIs
• Effectiveness and mechanism of IUD
• Insertion and removal procedures
• Instructions for use and follow-up visit
• Possible side effects and complications
• How to check the strings

• 
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• Warning signs of complications that require immediate return to the clinic or 
referral (PAINS)

P:  period is late

A: abdominal pain during intercourse 

I: infection

N: not feeling well 

S: string is missing

WHAT ARE THE COMMONLY ASKED QUESTIONS ABOUT IUDs?(2)

1. Does the IUD cause PID?
• By itself, the IUD does not cause PID. Gonorrhea and chlamydia are the 

primary direct causes of PID. However, IUD insertion when a woman has 
gonorrhea or chlamydia may lead to PID. This condition is not common. 
When it does happen, it is most likely to occur in the first 20 days 
after IUD insertion. In a group of clients where STIs are common and 
screening questions identify half the STI cases, 1 case of PID may be 
reported in every 666 IUD insertions (or less than 2 per 1,000). 

2. Can young women and older women use IUDs?
• Yes. There is no minimum or maximum age limit. An IUD should be 

removed after menopause has occurred, i.e., 12 months after the client’s 
last monthly bleeding. 

3. If a current IUD user has an STI or has become at very high individual risk of 
becoming infected with an STI, should her IUD be removed?

• No. If a woman develops a new STI after her IUD has been inserted, she 
is not especially at risk of developing PID because of the IUD. She can 
continue to use the IUD while she is being treated for the STI.

• Removing the IUD has no benefit and may leave her at risk of unwanted 
pregnancy. Counsel her on condom use and other strategies to avoid 
STIs in the future.

• 
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4. Does the IUD make a woman infertile?
• No. A woman can become pregnant once the IUD is removed just as 

quickly as a woman who has never used an IUD, although fertility 
decreases as women get older. Studies show no increased risk of 
infertility among women who have used IUDs, including young women 
and women with no children. However, a woman who develops PID 
and is not treated, whether or not this woman has an IUD, is at risk for 
infertility.

5. Can a woman who has never had a baby use an IUD?
• Yes. A woman who has not had children can generally use an IUD, 

but she should understand that the IUD is more likely to be expelled 
because her uterus may be smaller than the uterus of a woman who has 
given birth.

6. Can the IUD travel from the woman’s uterus to other parts of her body, such 
as her heart or her brain?

• The IUD never travels to the heart, brain, or any other part of the body 
outside the abdomen. The IUD normally stays within the uterus like a 
seed within a shell. In rare instances, the IUD may come through the 
wall of the uterus into the abdominal cavity. This condition is usually 
caused by a mistake during insertion. If it is discovered within six weeks 
or so after insertion or if it is causing symptoms at any time, the IUD 
must be removed by laparoscopic surgery or laparotomy. However, an 
out-of-place IUD usually causes no problems and should be left where it 
is. The client will need another contraceptive method.

7. Should a woman have a “rest period” after using her IUD for 
several years or after the IUD reaches its recommended time for removal?

• No. A “rest period” is not necessary. Removing the old IUD and 
immediately inserting a new one pose less risk of infection than two 
separate procedures. In addition, a woman could become pregnant 
during a “rest period” before her new IUD is inserted.

• 
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8. Should antibiotics be routinely given before IUD insertion?
• No, usually not. Most recent research done where STIs are not common 

suggests that PID risk is low with or without antibiotics. The risk of 
infection is minimal when appropriate questions to screen for STI risk 
are used and IUD insertion is done with proper infection prevention 
procedures (including the no-touch insertion technique). However, 
antibiotics may be considered in areas where STIs are common and STI 
screening is limited.

9. Must an IUD be inserted only during a woman’s monthly bleeding?
• No. An IUD can be inserted at any time to a woman having menstrual 

cycles during her menstrual cycle, provided that she is certainly not 
pregnant. Inserting the IUD during her monthly bleeding may be a good 
time because she is not likely to be pregnant and insertion may be 
easier. However, signs of infection are difficult to detect during monthly 
bleeding.

10. Should a woman be denied an IUD because she does not want to check her 
IUD strings?

• No. A woman should not be denied an IUD because she is unwilling 
to check the strings. The importance of checking the IUD strings has 
been overemphasized. IUD expulsion is uncommon, especially with the 
woman not noticing.

• The IUD is most likely to come out during the first few months after 
IUD insertion; during monthly bleeding; among women who have had 
an IUD inserted soon after childbirth, a second-trimester abortion, or 
miscarriage; and among women who have never been pregnant. A 
woman can check her IUD strings if she wants reassurance that it is still 
in place. Alternatively, she can watch carefully in the first month or so 
and during monthly bleeding to see if the IUD has come out.

• 



127The Philippine Clinical Standards Manual on Family Planning

C
ha

pt
er

6
In

tr
au

te
rin

e 
D

ev
ic

es

11. Do IUDs increase the risk of ectopic pregnancy?
• No. IUDs greatly reduce the risk of ectopic pregnancy. Ectopic 

pregnancies are rare among IUD users. The rate of ectopic pregnancy 
among women with IUDs is 12 per 10,000 women per year.

• On the rare occasions that the IUD fails and pregnancy occurs, 6 to 8 
of every 100 of these pregnancies are ectopic. Thus, a great majority 
of pregnancies after IUD failure are not ectopic. Nevertheless, ectopic 
pregnancy can be life threatening. Thus, a provider should be aware that 
ectopic pregnancy is possible after IUD failure.

• 
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THE INTRAUTERINE SYSTEM

WHAT IS THE INTRAUTERINE SYSTEM (IUS)?

• The IUS is an intrauterine device that contains 
levonorgestrel (LNG), which is released into the 
uterus.

• The IUS consists of a plastic T-shaped frame. The 
stem of the T has a tiny reservoir that contains 52 
mg of the progesterone hormone LNG.

• Once the IUS is fitted, approximately 20 µg of LNG is 
delivered to the lining of the uterus daily over a five-year period. 

• The IUS is used for contraception and for the management of heavy or 
prolonged menstrual periods with no known cause (idiopathic menorrhagia).

HOW EFFECTIVE IS THE IUS?

The IUS is 99.9% effective with perfect and typical use. It is thus highly effective 
and long lasting. From the first to the fifth year of IUS use, less than 1 pregnancy 
per 100 women using an LNG–IUS is reported. 

WHAT ARE THE ADVANTAGES OF USING THE IUS?

• Provides long-term effect (five years)
• Reduces menstrual bleeding and decreases pain 
• Decreases blood loss and thus protects against iron-deficiency anemia
• Menstruation and fertility return one month after IUS removal
• Reduces risk of pelvic infection
• Reduces the symptoms (e.g., pelvic pain, irregular bleeding) of endometriosis

• 
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WHAT ARE THE DISADVANTAGES OF USING THE IUS?

• Needs to be inserted by a trained provider
• Poses high risk of ectopic pregnancy when it fails
• More expensive than copper IUD

HOW DOES THE IUS WORK?

In addition to the effects of IUD in general, the use of the IUS has the following 
results:

• Increases the thickness of the cervical mucus and hinders the passage of 
the sperm into the uterus

• Prevents the release of an egg from the ovary (ovulation), but this prevention 
does not necessarily occur in all women who use the IUS

WHEN IS THE IUS INSERTED?

• Usually within the week of beginning a period
• Six weeks after delivery
• Immediately after an abortion or miscarriage if no infection exists
• Any time, provided that the client is certainly not pregnant

WHO CAN USE THE IUS?

The IUS is appropriate for women who
• Want a long-acting, effective, reversible contraceptive method
• Are breastfeeding
• Show change in risk status while using another method (e.g., estrogen-

containing methods)
• Do not want more children but are not ready to undergo surgical sterilization

Table 15 shows the MEC for IUS.

• 
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Table 15. MEC categories for IUS

Category 1: Use the method without restriction.

• Women more than 20 years old • Depressive disorders

• Women who have given birth • Women with irregular but not heavy 
vaginal bleeding

• Any time for non-breastfeeding 
postpartum women

• Initiation in women with heavy or 
prolonged bleeding

• More than 4 weeks after childbirth • Diagnosed with benign ovarian tumor, 
endometriosis, severe dysmenorrhea

• Post-abortion in the first trimester • Cervical ectropion

• Past ectopic pregnancy • Benign breast disease or family history 
of cancer

• History of pelvic surgery • History of gestational diabetes 

• Women who smoke at any age • Non-pelvic tuberculosis 

• Body mass index of more than or equal to 
30 kg/m2

• Adequately controlled hypertension, in 
which blood pressure CAN be evaluated

• Schistosomiasis • Malaria

• Have increased blood pressure (systolic 
of 140 mm Hg to 159 mm Hg or diastolic 
of 90 mm Hg to 99 mm Hg)

• History of PID and with subsequent 
pregnancy

• History of high blood pressure during 
pregnancy

• Uterine fibroids that do not distort the 
uterine anatomy

• Family history of DVT/PE • Any thyroid disorders

• Surgery without immobilization • History of pregnancy-related cholestasis

• Superficial venous thrombosis • Any classification of viral hepatitis

• Uncomplicated valvular heart disease • Mild liver cirrhosis

• Non-migrainous headache • Epilepsy

• Anemias such as thalassemia, sickle cell 
disease, or iron-deficiency anemia

• Current intake of any anticonvulsant or 
antimicrobial

• 



131The Philippine Clinical Standards Manual on Family Planning

C
ha

pt
er

6
In

tr
au

te
rin

e 
D

ev
ic

es

Category 2: Generally use the method but with more than usual follow-up.

• Menarche to 20 years old • Undiagnosed breast mass

• Women who have not given birth • High risk of HIV

• Have high blood pressure (systolic of 
more than or equal to 160 mm Hg or 
diastolic of more than or equal to 100 mm 
Hg)

• Among women with anatomical 
abnormalities that interfere with IUD 
insertion (e.g., cervical laceration or 
stenosis)

• History of hypertension, in which blood 
pressure CANNOT be evaluated

• Initiation of the method in women with 
past PID and no subsequent pregnancy

• Post-abortion in the second trimester • Hypertension with vascular disease

• Continued use in women with increased 
risk of STIs

• Other STIs (excluding gonorrhea, 
chlamydial, and HIV) and vaginitis

• History or current DVT/PE on 
anticoagulant therapy

• Continued use in women with endometrial 
cancer or ovarian cancer

• Major surgery with prolonged 
immobilization

• Initiation of the method in women who 
are HIV-infected

• Current and history of ischemic heart 
disease, stroke, or hyperlipidemia

• Women with AIDS but on anti-retroviral 
therapy

• Known thrombogenic mutations • Currently on anti-retroviral therapy

• Complicated valvular heart disease • Diabetes, with or without vascular 
disease

• Use of any antiretroviral therapy • Any gall bladder disease

• Migraine without aura • History of cholestasis related to COC use

• Continued use in women with heavy or 
prolonged vaginal bleeding

• Benign liver tumors such as focal nodular 
hyperplasia

• Women diagnosed with cervical 
intraepithelial neoplasia

• Continued use in women with cervical 
cancer prior to treatment 

• Women diagnosed with systemic lupus erythematosus and on immunosuppressive treatment 
or with severe thrombocytopenia

• 
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WHO CANNOT USE THE IUS?

Category 3: Do not use the method unless no other appropriate method is available under 

close supervision. 

• Undiagnosed breast mass

• Continued use in women with endometrial cancer or ovarian cancer

• Among women with anatomical abnormalities that interfere with IUD insertion (e.g., cervical 
laceration or stenosis)

• Initiation of the method in women with past PID and no subsequent pregnancy

• Continued use in women with increased risk of STIs

• Other STIs (excluding gonorrhea, chlamydial, and HIV) and vaginitis

• High risk of HIV

• Initiation of the method in women who are HIV-infected

• Women with AIDS but on anti-retroviral therapy

• Currently on anti-retroviral therapy

• Diabetes, with or without vascular disease

• Any gall bladder disease

• History of cholestasis related to COC use

• Benign liver tumors such as focal nodular hyperplasia

• Use of any antiretroviral therapy

Category 4: Do NOT use the method.

• During pregnancy

• Puerperal sepsis

• Immediate post-septic abortion

• Initiation of method in clients with unexplained vaginal bleeding before evaluation

• Women with gestational trophoblastic disease

• Initiation of method in clients with cervical or endometrial cancer

• Diagnosed with breast cancer

• Among women with anatomical abnormalities that distort the uterine cavity (e.g., fibroids)

• Current PID

• Initiation of method in clients with current purulent cervicitis, chlamydial infection, or 
gonorrhea

• Initiation of method in clients with pelvic tuberculosis• 
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WHAT ARE THE POSSIBLE SIDE EFFECTS OF IUS?

The following are the possible side effects that IUS users may experience:
• Headache
• Nausea
• Acne 
• Mood changes
• Weight gain
• Back pain
• Breast tenderness or pain
• Excessive fluid retention in the body tissues, 

resulting in swelling (edema)
• Development of fluid-filled sacs (cysts) in the ovaries
• Inflammation of the lining of the vagina (vaginitis)
• Changes in menstrual bleeding
• Lower abdominal pain

According to the WHO (74), the risk of uterine perforation or puncturing with IUS 
insertion using the prescribed instrument is rare. If it does occur, it usually heals 
without treatment. The risk of miscarriage, preterm birth, and infection when an IUS 
is in place and the woman becomes pregnant is very rare.

WHAT COUNSELING TIPS SHOULD BE OFFERED TO THE CLIENT?

• Recommend a gynecological examination before IUS insertion, six weeks 
after insertion, and then yearly (or more frequently if clinically needed).

• The IUS provides effective contraception for five years and must be removed 
by a doctor after this time. However, inform the client that it can be removed 
earlier if required or if the patient no longer desires its use.

• Give antibiotics to a client with any heart valve defects when the IUS is 
inserted or removed to prevent inflammation of the heart valves and the sac 
surrounding the heart (endocarditis).

• Advise a client who has missed a period of six weeks to consult her doctor to 
ensure that the IUS has not been expelled and that she is not pregnant. The 
IUS might have been causing her periods to stop.

• 
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WHEN IS IUS REMOVAL RECOMMENDED?

• Recommend the removal of the IUS if the client experiences recurrent pelvic 
infection or inflammation of the womb lining (endometritis) or if an infection 
does not respond to treatment within a few days.

• An IUS may be expelled from the uterus without the user noticing it, although 
an increase in menstrual bleeding or pain may serve as a warning. The 
effectiveness of the IUS is lost or decreased if it is expelled or partially 
expelled, respectively.

• Show the client how to check the removal threads on her IUS when it is 
inserted to make sure that it is still in place. Tell her to consult a doctor if 
she cannot find the threads.

• Ask the client to consult her doctor if she experiences lower abdominal pain, 
particularly in combination with missed periods, or a recurrence of menstrual 
bleeding if her periods had stopped.

• If pregnancy does occur while the IUS is in place, the IUS should be removed. 

• 
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Chapter 7
BARRIER METHODS:
Male and Female Condoms, Diaphragm, 
Cervical Cap, Spermicides

WHAT ARE BARRIER METHODS? 

Barrier methods are devices that mechanically or chemically prevent fertilization. 

MALE CONDOMS

WHAT ARE MALE CONDOMS?
A male condom is a thin sheath of latex rubber made to fit on a man’s erect penis 
to prevent the passage of sperm cells by forming a barrier that prevents pregnancy. 
It also helps keep infections in semen, on the penis, or in the vagina from infecting 
the other partner.

HOW EFFECTIVE IS THE MALE 
CONDOM?

The effectiveness of this method depends on 
the user. The risk of pregnancy or sexually 
transmitted infection (STI) is greatest when 
condoms are not used with every sexual 
intercourse.  

Protection against pregnancy 
• When used correctly with every sexual intercourse, only 2 per 100 women 

whose partners use male condoms become pregnant over the first year of 
use.   

• As commonly used, about 15 per 100 women whose partners use male 
condoms become pregnant over the first year of use. 

• 
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Protection against human immunodeficiency virus (HIV) and other STIs
• When used consistently and correctly, condoms prevent 80% to 95% of HIV 

transmission that would have occurred without a condom.  
• When used consistently and correctly, condoms reduce the risk of STIs.

HOW IS THE MALE CONDOM USED?

The following steps must be followed by the user when using a condom before 
sexual intercourse: 

1. Hold the pack, and look for any perforation or damage; check the expiration 
date as well. If the pack is damaged or has expired, discard it.

2. Open the package properly and carefully; do not use 
fingernails, teeth, or anything that can damage the 
condom. 

3. Hold the condom in a way that the tip of the condom is 
facing away from the penis.

4. Press the tip of the condom between the thumb and 
index finger of one hand, and maintain it there while the 
other hand places the condom with the rolled side out 
over the erect penis. Pressing the tip prevents air accumulation. 

5. Unroll the condom all the way down to the base of the erect penis; put 
on the condom before the entry of the penis into the 
vagina.

6. After ejaculation, hold the rim of the condom at the base 
of the penis so it will not slip off while withdrawing the 
penis out of the vagina before it completely loses its 
erection. 

7. Remove the condom by sliding it off the penis, making 
sure not to spill semen on the vaginal opening.

8. Make a knot of the condom, place it inside the package, and wrap it 
with a paper and dispose of it properly. Reuse of male condoms is NOT 
recommended.

• 
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WHO CAN USE THE MALE CONDOM?

• Couples who ask for its use and are 
reliable users

• Couples who want to use it as a backup 
method when the use of another method 
is interrupted

• Couples who are at high risk of STIs
• Couples who want to use it as a 

temporary method until another method 
is preferred

• Couples who have medical contraindications with other methods or those 
who personally prefer condom use

• Men who have problems with premature ejaculation, as condoms can help 
delay ejaculation

• Postvasectomy clients who are waiting for sperm check or semen analysis 
after three months

WHO CANNOT USE THE MALE CONDOM?

• Either or both sex partners with allergic reaction to latex rubber

WHAT ARE THE KNOWN HEALTH BENEFITS AND RISKS OF MALE 
CONDOM USE?

• Protects against the risks of pregnancy and against microorganisms that 
cause STIs, including HIV 

• Protects women against some STI-induced conditions (recurring pelvic 
inflammatory disease and chronic pelvic pain [endometriosis], cervical 
cancer, and infertility)

• Can cause severe allergic reaction among individuals with latex allergy 
(extremely rare)

• 
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WHAT SHOULD BE DONE IF A SEVERE ALLERGIC REACTION 
OCCURS?

If the user develops severe allergic reaction to the latex rubber, perform the 
following: 

• Tell the client to stop using latex condoms.
• Refer for care, if necessary. Severe allergic reaction to latex could lead to 

life-threatening anaphylactic shock. Help the client choose another method 
unless the client is at risk for STIs. 

• If itching continues, the client and partner should be assessed for infection.
• Suggest the use of female condoms or plastic male condoms for clients or 

partners who cannot avoid the risk of STIs. 

WHAT HAPPENS WHEN THE CLIENT STOPS USING THE METHOD?

A client who stops using this method faces the risk of getting his partner pregnant 
and the risk of getting STIs or HIV.

WHEN IS A REFERRAL NEEDED?

A referral is needed when the client develops symptoms of STIs, such as sores 
on the genitals, pain when urinating, appearance of discharge, or when the client 
develops allergic reactions to condoms.

WHAT ARE THE FACTS ABOUT MALE CONDOMS?

Contrary to popular beliefs, condoms
• do not make men sterile, impotent, or weak.
• do not decrease men’s sex drive.
• cannot get lost in a woman’s body.
• do not have holes that HIV can pass through.
• are not laced with HIV.
• do not cause illness in a woman because they prevent sperm or semen from 

entering her body.
• do not cause illness in men and do not cause sperm to “back up.”
• are also used by married couples.  

• 
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WHAT COUNSELING TIPS SHOULD BE PROVIDED TO THE CLIENT?

• The effectiveness of the condom is enhanced if used with spermicides 
because it will not only act as a barrier in the union of the sperm and egg cell 
but also immobilize or kill the sperm cells. 

• Water-based lubricants, such as spermicides and glycerin, should be used. 
Water or the vaginal secretion can also be used. Advise users not to use 
cooking oil, baby oil, coconut oil, or skin lotion as a lubricant because these 
products can damage the condom. 

• Ensure that the client understands the correct use of a condom. Ask the 
client to explain the basic steps of using the condom by putting it on a penis 
model or a similar object and then taking it off. 

• Explain the importance of using a condom during sexual intercourse. 
Emphasize to the client that one unprotected sexual intercourse can lead to 
pregnancy, STI, or both. If the client forgets to use the condom at one time 
during sex, encourage him to use the next time and explain again the risks.

• Encourage a client to consistently use a condom.
• Ask clients how they are doing with the method and whether they are 

satisfied. Ask if they have any questions or anything to discuss. 
• Ask clients if they are having any trouble using condoms correctly every time 

they have sex. Give the clients information or help that they need. 

• 
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WHAT ARE THE FREQUENTLY ASKED QUESTIONS ABOUT MALE 
CONDOMS?

1. Are condoms effective in preventing pregnancy? 
• Yes. Male condoms are effective but only if used correctly every time 

during sexual intercourse. When used consistently and correctly, only 
2 of every 100 women whose partners use condoms become pregnant 
over the first year of use. However, many men do not consistently or 
correctly use condoms, thereby reducing protection from pregnancy. 

2. How well do condoms help protect against HIV infections? 
• On the average, when used correctly and consistently, condoms are 

80% to 95% effective in protecting people against HIV infection that 
would have occurred without condoms. However, this statistic does 
not indicate that 5% to 20% of condom users will become infected with 
HIV. For example, about 10 of 10,000 uninfected women whose partners 
have HIV infection would likely become infected with HIV if each couple 
had unsafe (i.e., without condom) vaginal sex even once and has no 
additional risk factors for infection. However, only 1 or 2 of these 
women would likely become infected with HIV if their male partners 
correctly used condoms. 

3. Are plastic (synthetic) condoms effective in preventing STIs including HIV?
• Yes. Plastic condoms are expected to provide the same protection 

as latex condoms, but they have not been studied thoroughly. Plastic 
condoms are recommended for clients who cannot use latex condoms. 
However, condoms made of animal skin such as lambskin (also called 
natural skin condom) are not effective for preventing STIs, including 
HIV.

4. Do condoms often break or slip off during sex?
• No. On the average, about 2% of condoms break or slip off completely 

during sex, primarily because they are used incorrectly. Some studies 
suggest that some users consistently misuse condoms, which lead 
to breaks or slips. Users must learn the correct way of opening and 
removing the condom from the pack, putting it on before and removing 
it after sexual intercourse, and avoiding practices that increase the risk 
of breakage.

• 
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5. Will condoms make a man unable to have an erection (impotent)?
• No. Impotence has many causes. Some causes are either physical or 

emotional. Condoms do not cause impotence. A few men may have 
problems keeping an erection when using condoms; older men may 
have difficulty keeping an erection because condoms can dull the 
sensation from having sex. Using more lubrication may help increase 
sensation for men who use condoms.

6. Are condoms used mainly in casual relationship or by people who have sex 
for money?

• No. While many casual partners rely on condoms for STI protection, 
married couples all over the world use condoms to avoid pregnancies or 
as a family planning method.  

• 
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FEMALE CONDOMS
WHAT ARE FEMALE CONDOMS?

• A female condom is a thin sheath of soft transparent 
polyurethane plastic, about 7 cm to 8 cm in diameter 
and 17 cm long. It has two flexible rings. One ring has 
a smaller diameter and found at the closed end of the 
condom, which aids the woman in inserting it high 
within the vagina near the cervix; the other is wider 
and found at the open end covering the vulva when 
properly positioned.

• A female condom works by forming a barrier that 
keeps sperms out of the vagina, thus preventing 
pregnancy; it also keeps infections in semen, on the 
penis, or in the vagina from infecting the other partner.

HOW EFFECTIVE IS THE FEMALE CONDOM?

The effectiveness of this method depends on the user. The risk of pregnancy or STI 
is greatest when condoms are not used with every sexual intercourse.

Protection against pregnancy
• When typically used, about 21 per 100 women using female condoms 

become pregnant over the first year of use. 
• When used correctly with every sexual intercourse, about 5 of 100 women 

using  female condoms become pregnant over the first year of use. 

Protection against HIV and other STIs
• Female condoms reduce the risk of STIs, including HIV, when used correctly 

with every sexual intercourse.

• 
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HOW IS THE FEMALE CONDOM USED?

A client can start the method any time she wants. The following steps must be 
followed by the user when using a condom before sexual intercourse.

1. Check the female condom package for any damage, including the expiry 
date. Do not use a female condom past its expiration date. If possible, wash 
your hands with mild soap and clean water before inserting the female 
condom into the vagina. 

2. Insert the condom into the vagina before any physical contact. 
• Insert the condom within 8 hours before sex. To achieve the most 

protection, insert the condom before the penis comes into contact with 
the vagina. 

• Assume a position that is comfortable for insertion: squatting, raising 
one leg, sitting, or lying down.

• Rub the sides of the female condom together to spread the lubricant 
evenly. 

• Grasp the ring at the closed end, and squeeze it so it becomes long and 
narrow.

• With the other hand, separate the outer lips of the vagina (labia), and 
locate the vaginal canal. 

• Gently push the inner ring into the 
vagina as far up as it will go. Insert a 
finger into the condom to push it in into 
place. Allow about 2 cm to 3 cm of the 
condom and the outer ring to cover the 
outside the vagina. 

3. Ensure that the penis enters the condom 
and stays inside the condom during sexual 
intercourse.

• The man or woman should carefully guide the tip of the penis inside 
the condom, not between the condom and the wall of the vagina. If the 
penis goes outside the condom, withdraw and try again. 

• If the condom is accidentally pulled out of the vagina or pushed into it 
during sex, put the condom back in place.  

• 
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4. After the man withdraws his penis, hold the outer ring of the condom, twist 
to seal in fluids, and gently pull it out of the vagina.  

• The female condom does not need to be removed immediately after 
sex.

• Remove the condom before standing up, to avoid spilling the semen. 
• If the couple has sex again, they should use a new condom.
• Reuse of female condoms is not recommended.

5. Wrap the used condom in its package, and put it in the rubbish or latrine. 

WHO CAN AND CANNOT USE THE FEMALE CONDOM?

• Except for allergy to the condom material, no medical conditions prevent the 
use of this method.

WHAT ARE THE HEALTH BENEFITS OF THE FEMALE CONDOM?

Known health benefits of female condoms include protection against risk of 
pregnancy and STIs, including HIV. 

WHAT ARE THE SIDE EFFECTS OF THE FEMALE CONDOM?

• Mild irritation in or around the vagina 

 ί Apply lubricant on the part of the condom that comes into contact with 
the vaginal wall. 

 ί If symptoms persist, assess and refer the client to a specialist for the 
treatment of possible vaginal infection or STI. 

• 
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WHAT SHOULD BE INQUIRED FROM OR ADVISED TO THE CLIENT 
DURING FOLLOW-UP? 

• Ask how the client is doing with the method and whether she is satisfied. 
Ask if she has any questions or anything to discuss.

• Ask if she has any trouble using a female condom correctly every time she 
has sex. Give her any information or help that she needs. 

• Inquire from a long-term client any major life changes that may affect her 
needs, particularly plans for having children and about the risk of STIs or HIV. 
Follow up as needed.

WHAT HAPPENS WHEN CLIENTS STOP USING THE METHOD?

A client who stops using this method faces the risk of getting pregnant and the risk 
of getting STIs or HIV. 

WHEN IS A REFERRAL NEEDED?

A referral is needed when the client develops symptoms of STIs, such as sores on 
the genitals, pain when urinating, and vaginal discharge that is foul smelling; and 
when the client develops severe allergic reactions to the condom.

WHAT ARE THE COMMONLY ASKED QUESTIONS ABOUT FEMALE 
CONDOMS?

1. Are female condoms difficult to use? 
• No, but practice and patience are required to learn how to use the 

method.

2. Are female condoms too big to be comfortable? 
• No. Female condoms have the same length as male condoms, except 

wider. They are very flexible and fit to the shape of the vagina. Female 
condoms have been carefully designed and tested to fit any woman or 
man, regardless of her vaginal size or his penis size, respectively.

• 
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3. Can female condoms be lost inside a woman’s body?
• No. Female condoms remain in a woman’s vagina until removed. These 

condoms cannot enter the cervix and uterus because of their large size.

WHAT COUNSELING TIPS SHOULD BE PROVIDED TO A CLIENT 
WHO CHOOSES TO USE THE FEMALE CONDOM?

• Reuse of the female condom is not recommended. Always 
use a new female condom every sexual intercourse. 

• Help the client to choose another method if she is not 
comfortable with using a female condom.

• For clients at risk of STIs and HIV, urge the continued use 
of female condoms despite discomfort. 

• Ensure that the client understands the correct use of 
female condoms. Ask the client to demonstrate while 
explaining the basic steps in using a female condom.

• Explain why using a condom with every sexual intercourse is important 
and that one unprotected sexual intercourse can lead to pregnancy, STI, or 
both. Encourage the client to always use a condom as an FP method or as a 
protection against STIs, including HIV.

• Discuss the different approaches or skills that can be applied for negotiating 
condom use with partners.

• 
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DIAPHRAGM
WHAT IS A DIAPHRAGM?

• A diaphragm is a soft latex cup that covers the 
cervix when used as an FP method. 

• The cup is provided with a rim that is firm with 
a flexible spring that keeps the diaphragm in 
place. 

• It is used with a spermicidal cream, jelly, or foam to improve effectiveness. 
• It comes in different sizes and requires fitting by a trained provider. 
• It works by blocking sperm cells from entering the cervix while the 

spermicide kills or disables the sperm from meeting the egg. 

HOW EFFECTIVE IS THE DIAPHRAGM?

• The effectiveness of this method depends on the user. The risk of pregnancy 
is greatest when the diaphragm with spermicide is not used during every 
sexual intercourse. 

• When typically used, about 16 of 100 women who use the diaphragm with 
spermicide become pregnant over the first year. This means that 84 of every 
100 women using the diaphragm will not become pregnant. 

• When used correctly with every sexual intercourse, about 6 of 100 women 
who use the diaphragm with spermicide become pregnant over the first year. 

• A diaphragm may provide some protection against certain STIs but should 
not be relied on as the only protection against STIs.

HOW IS THE DIAPHRAGM USED?
A client can use a diaphragm any time but must wait for six weeks if the client had 
a full-term delivery or had a second trimester abortion. The provider of this method 
must observe the following steps:  

1. Use proper infection prevention procedures. 
2. Instruct the client to assume a lithotomy position for a pelvic examination, 

and assess for conditions (e.g., uterine prolapse) that may make the 
diaphragm improper to use. 

• 
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3. Perform an internal examination to assess the cervix and determine the 
diaphragm size. 

4. Insert a special fitting diaphragm into the client’s vagina, and apply it to 
cover the cervix, making sure that the diaphragm fits properly and does not 
come out easily. 

The following steps must be observed by the user when using a diaphragm: 
1. Check the diaphragm for any damage, including the expiration date of the 

spermicide. Insert the diaphragm less than six hours before having sex. 
After hand washing with soap and water, squeeze a spoonful of spermicidal 
cream, jelly, or foam into the diaphragm and around the rim. 

2. Press the rim together to ease the insertion of the device into the vagina. 
Assume a position that is comfortable for insertion: squatting, raising one 
leg, sitting, or lying down. While holding the diaphragm with the fingers 
pressing on the rim, insert the diaphragm into the vagina until the cervix is 
felt, and then apply it to cover the cervix. 

3. Feel the diaphragm and the rim to make sure that it covers the entire cervix, 
fits properly, and does not come out easily. 

4. Keep the diaphragm in place for at least 6 hours after having sex but no 
longer than 24 hours. For multiple sexual intercourse, make sure that the 
diaphragm is in the correct position, and insert additional spermicide in 
front of the cap before each sexual intercourse. 

5. To remove the diaphragm, wash hands with soap and water, insert finger to 
feel for the rim, then gently slide a finger under the rim of the diaphragm to 
pull it down and out.

6. Wash the diaphragm with mild soap and water and dry it after each use.

WHO CAN AND CANNOT USE THE DIAPHRAGM?

• Nearly all women can use the diaphragm safely and effectively. 
• Women with severe allergic reaction to latex cannot use this method but can 

use a plastic-made diaphragm. 
• Women with HIV infection or at high risk of HIV infection are not advised to 

use the diaphragm.

• 
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WHAT ARE THE HEALTH BENEFITS, RISKS, AND COMPLICATIONS 
OF DIAPHRAGM USE?

• The diaphragm protects against the risk of pregnancy. 
• The known health risks include urinary tract infection, bacterial vaginosis, or 

candidiasis.
• The side effects may include vaginal lesions or irritation in or around the 

vagina or penis.

HOW ARE THE SIDE EFFECTS ADDRESSED?

• Women with allergic reactions to a latex rubber-made diaphragm should use 
a plastic-made diaphragm. 

• The provider can counsel the client to use other effective methods.  

WHAT IMPORTANT INFORMATION SHOULD BE PROVIDED TO THE 
CLIENT WHO CHOOSES TO USE THE DIAPHRAGM? 

• Ensure that the client understands the correct use of the diaphragm by 
allowing her to repeat how and when to insert and remove the diaphragm. 

• Explain that the procedure becomes easier with time, i.e., the more practice 
she has with inserting and removing the diaphragm, the easier it will get. 

• Describe common side effects, such as itching and irritation in or around the 
vagina or penis and how to go about it. 

• Clarify that a diaphragm that becomes thin, damaged, or stiff should not be 
used and should be replaced. The diaphragm should be replaced every two 
years. 

• 
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WHAT SHOULD BE INQUIRED FROM OR ADVISED TO THE CLIENT 
DURING FOLLOW-UP?

• Ask how the client is doing with the method and whether she is satisfied. 
Ask if she has questions or anything to discuss. 

• Ask if she has any trouble using a diaphragm correctly every time she has 
sex. Give her any information or help that she needs. 

• Ask a long-term client if she has had any new health problems since her last 
visit. Address problems accordingly. 

• Inquire from a long-term client any major life changes that may affect her 
needs, particularly plans for having children and about the risk of STIs or 
HIV.   

WHAT HAPPENS WHEN CLIENTS STOP USING THE DIAPHRAGM?

A client who stops using this method faces the risk of getting pregnant and the 
risk of getting STIs or HIV.

WHAT ARE THE FACTS ABOUT DIAPHRAGMS?

Contrary to popular beliefs, a diaphragm does not
• affect the enjoyment of sex.
• pass through the cervix. 
• cause cervical cancer.

WHAT COUNSELING TIPS SHOULD BE PROVIDED TO A CLIENT 
WHO CHOOSES TO USE THE DIAPHRAGM?

• The diaphragm should be fitted at least six weeks after childbirth or second 
trimester abortion, when the uterus and cervix have returned to normal size. 
However, recommend the use of an alternative method until the sixth week. 

• Reiterate that the risk of pregnancy is greatest when the diaphragm with 
spermicide is not used during every sexual intercourse. 

• Do not provide a diaphragm for clients who have HIV infections or at high 
risk for HIV infections. Suggest using condoms instead.

• 
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CERVICAL CAP
WHAT IS A CERVICAL CAP?

• A cervical cap is a cup-shaped device made of soft rubber that fits over 
the cervix and is held in place at least partially by suction between its firm 
flexible rim and the surface of the cervix at the upper vaginal wall. 

• It is one of the least effective methods of FP.  

HOW EFFECTIVE IS THE CERVICAL CAP?

• The effectiveness of this method depends on the user. The risk of pregnancy 
is greatest when the method is not used during every sexual intercourse.

• When typically used, about 32 per 100 women who use the cervical cap 
with spermicide become pregnant over the first year of use. This statistic 
indicates that 68 of every 100 women using the cervical cap will not become 
pregnant. 

• When used correctly with every sexual intercourse, about 20 per 100 women 
who use the cervical cap become pregnant over the first year of use. 

HOW IS THE CERVICAL CAP USED?

A client can use the cervical cap any time but have to wait for six weeks if the client 
has had a full-term delivery or a second trimester abortion. The provider of this 
method must observe the following steps:  

1. Use proper infection prevention procedures. 
2. Instruct the client to assume a lithotomy position for a pelvic examination, 

and assess for conditions (e.g., uterine prolapse) that may make the cervical 
cap impossible to use. 

3. Perform an internal examination to assess the cervix and determine the 
cervical cap size. 

4. Insert a special fitting cervical cap into the client’s vagina, and apply it to 
cover the cervix, making sure that the cervical cap fits properly and does not 
come out easily. 

• 
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Use of cervical cap 

1. Check the cervical cap for any damage, including the expiration date of the 
spermicide used. Insert the cervical cap at any time up to 42 hours before 
having sex. After hand washing with soap and water, fill one third of the cap, 
including around the rim, with spermicidal cream, jelly, or foam.   

2. Press the rim of the cap around the cervix until it is completely covered, and 
then press gently on the dome of the cap to apply suction and seal the cap. 

3. Feel the cervical cap and the rim to make sure it covers the entire cervix, fits 
properly, and does not move out easily. 

4. For multiple sexual intercourse, make sure that the cap is in the correct 
position and insert additional spermicide in front of the cervical cap before 
each sexual intercourse.

Removal of cervical cap 

1. Leave the cervical cap for at least 6 hours after the sexual intercourse but 
not more than 48 hours from the time it was inserted.

2. Tip the cap rim sideways to break the seal on the cervix, and then gently pull 
the cap down and out of the vagina. 

3. Wash the cervical cap with mild soap and water and dry it after each use. 

WHO CAN AND CANNOT USE THE CERVICAL CAP?

• Nearly all women can use the cervical cap safely and effectively. 
• Women who develop lesions on the cervix when in contact with the cervical 

cap cannot use this method. 
• Women with HIV infection or at high risk of HIV infection are not advised to 

use the cervical cap.

WHAT ARE THE HEALTH BENEFITS, RISKS, AND COMPLICATIONS 
OF CERVICAL CAP USE?

• The cervical cap protects against the risk of pregnancy. 
• The known health risks include urinary tract infection, bacterial vaginosis, or 

candidiasis.
• The side effects may include vaginal lesions or irritation in or around the 

vagina or penis.• 
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HOW ARE THE SIDE EFFECTS OF CERVICAL CAP USE 
ADDRESSED?

Women with allergic reactions to cervical cap may discontinue its use. The provider 
can counsel her to use other effective methods.

WHAT IMPORTANT INFORMATION SHOULD BE PROVIDED TO THE 
CLIENT WHO CHOOSES TO USE THE CERVICAL CAP?

• Ensure that the client understands the correct use by allowing her to repeat 
how and when to insert and remove the cervical cap. 

• Explain that the procedure becomes easier with time, i.e., the more practice 
she has with inserting and removing the cervical cap, the easier it will get. 

• Describe common side effects, such as itching and irritation in or around the 
vagina or penis and how to go about it. 

• Clarify that a cervical cap that becomes thin, damaged, or stiff should not be 
used and should be replaced. The cervical cap should be replaced every two 
years. 

WHAT SHOULD BE INQUIRED FROM OR ADVISED TO THE CLIENT 
DURING FOLLOW-UP?

• Ask how the client is doing with the method and whether she is satisfied. 
Ask if she has questions or anything to discuss. 

• Ask if she has any problems using the cervical cap correctly every time she 
has sex. Give her any information or help that she needs. 

• Tell her where else she can obtain more spermicides if needed. 
• Ask a long-term client if she has had any new health problems since her last 

visit. Address problems accordingly. 
• Inquire from a long-term client any major life changes that may affect her 

needs, particularly plans for having children and about the risk of STIs or HIV.

WHAT HAPPENS WHEN CLIENTS STOP USING THE CERVICAL 
CAP?

A client who stops using this method faces the risk of getting pregnant and the risk 
of getting STIs or HIV. • 
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WHAT ARE THE FACTS ABOUT CERVICAL CAPS?

Contrary to popular beliefs, a cervical cap does not
• affect the enjoyment of sex.
• pass through the cervix. 
• cause cervical cancer.

WHAT COUNSELING TIPS SHOULD BE PROVIDED TO THE CLIENT 
WHO CHOOSES TO USE THE CERVICAL CAP?

• The cervical cap should be fitted after six weeks of childbirth or second 
trimester abortion, when the uterus and cervix have returned to normal size. 
However, recommend the use of an alternative method until the sixth week. 

• Reiterate that the risk of pregnancy is greatest when the cervical cap with 
spermicide is not used with every sexual intercourse. 

• Do not provide a cervical cap to clients who have HIV infections or at high 
risk for HIV infections and for clients that have been treated for cancer. 
Suggest using condoms instead.

• 
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SPERMICIDES 
WHAT ARE SPERMICIDES?

• Spermicides are chemical substances that kill the sperms and are available 
in different forms, such as gel, aerosol foam, foam tablet, film tablet, and 
cream.

• Vaginal spermicides are sperm-killing substances, such as nonoxynol-9, 
benzalkonium chloride, chlorhexidine, menfegol, octoxynol-9, and sodium 
docusate, which are inserted deep in the vagina, near the cervix, before sex.

• Spermicides work by causing the membrane of sperm cells to break, killing 
them or slowing their movement. This phenomenon keeps the sperm from 
meeting the egg.

• Spermicide as a contraceptive is NOT currently used in the Philippines 
because spermicides are not readily available in drug stores.

HOW EFFECTIVE IS THE SPERMICIDE?
• The effectiveness of the method depends on the user. It is one of the least 

effective FP methods.  
• When typically used, about 29 per 100 women who use spermicides become 

pregnant during the first year. This statistic indicates that 71 of every 100 
women using spermicide will not become pregnant. 

• When used correctly with every sexual intercourse, about 18 per 100 women 
who use spermicides become pregnant over the first year. 

HOW ARE SPERMICIDES USED?
Spermicides can be used any time the client wants. The provider of this method 
must observe the following steps:

1. Explain the process of inserting spermicides into the vagina. Check first the 
expiration date, and avoid using spermicides that are past their expiration 
date.

• For foam or cream: shake can of foam; squeeze spermicide from the 
can or tube into a plastic applicator. Insert the applicator deep into the 
vagina, near the cervix, and push the plunger.

• For tablets, suppositories, jellies: insert the spermicide deep into the 
vagina, near the cervix, with an applicator or with fingers. • 
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2. Explain when to insert spermicide into the vagina. 
• Foam or cream can be inserted any time less than one hour before sex.
• Tablets, suppositories, jellies, and film can be inserted between 10 

minutes and 1 hour before sex, depending on type.
3. Explain use of spermicide for multiple sexual acts. Instruct the client to 

insert additional spermicide before each act of vaginal sex. Douching is 
not recommended after sex because it will wash away the spermicide and 
increases the risk of STIs. If the client must douche, wait for at least six 
hours before doing so.  

WHO CAN AND CANNOT USE SPERMICIDES?

• Nearly all women can use spermicides. 
• Those who cannot use the method include persons who are at high risk for 

HIV infection and those who have HIV/AIDS.

WHAT ARE THE BENEFITS OF SPERMICIDE USE?

• This method can be used without seeing a healthcare provider.
• It can be inserted ahead of time; thus, it does not interrupt sex. 
• Use is controlled by the client. 

HOW ARE THE SIDE EFFECTS OF SPERMICIDE USE ADDRESSED?

• Some users report irritation in or around the vagina or penis. Vaginal lesions 
are the other possible physical changes.   

• Clients deserve provider’s attention if side effects or problems with 
spermicide affect their satisfaction with and use of the method. 

• The provider should listen to the client’s concerns, give her advice, and treat 
if necessary. 

• The provider should also help the client to choose another method if she 
wishes or if problems cannot be resolved.

• 
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WHAT IMPORTANT INFORMATION SHOULD BE PROVIDED TO THE 
CLIENT WHO CHOOSES TO USE SPERMICIDES? 

• Ensure that the client understands the correct use by asking her to repeat 
how and when to insert the spermicide. 

• Assure the client that spermicide use does not cause birth defects or harm 
the fetus if a woman becomes pregnant while using the spermicide or 
accidentally uses the spermicide while she is already pregnant and that it 
does not cause cancer.

• Tell the client to avoid too much use of the spermicide nonoxynol-9 because 
it may increase the risk of HIV infection or cause vaginal irritation or small 
lesions on the lining of the vagina or on the external genitals.

WHAT SHOULD BE INQUIRED FROM OR ADVISED TO THE CLIENT 
DURING FOLLOW-UP? 

• Ask how the client is doing with the method and whether she is satisfied. 
Ask if she has questions or anything to discuss. 

• Ask if she has any problems using the spermicide correctly every time she 
has sex. Give her any information or help that she needs. 

• Ask a long-term client if she has had any new health problems since her last 
visit. Address problems accordingly. 

• Ask a long-term client about major life changes that may affect her 
contraceptive needs, particularly plans for having children and STI/HIV risk.

WHAT ARE THE FACTS ABOUT SPERMICIDES?

Spermicides do not 
• reduce vaginal secretions or make women bleed during sex.
• cause cervical cancer or birth defects.
• protect against STIs.
• change men’s or women’s sex drive or reduce sexual pleasure for most men.
• stop women’s monthly bleeding.

• 
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Chapter 8
FERTILITY AWARENESS-BASED 
METHODS 

WHAT ARE FERTILITY-AWARENESS BASED METHODS?

Fertility awareness-based (FAB) contraceptive methods are based on the 
recognition of the beginning and end of the fertile period of a woman’s menstrual 
cycle. Sometimes called periodic abstinence or natural family planning (NFP), these 
methods require abstaining from sexual intercourse during the fertile phase to 
avoid conception. The success of these methods depends on the woman’s ability to 
identify the fertile phase of each menstrual cycle, the competence of the teacher–
provider, and the couples’ motivation and discipline to practice abstinence when 
required. FAB methods provide an alternative for women who want to use natural 
methods for medical, religious, or personal reasons. 

FAB methods include the following:

• Calendar-based methods
These methods keep track of the days of the menstrual cycle to identify the 
start and end of the fertile period. The two calendar-based methods are the 
calendar rhythm method and the Standard Days Method (SDM). The SDM is 
the only DOH-recommended method.

• Symptoms-based methods 
These methods depend on observing signs of fertility (cervical mucus or 
Billings Ovulation Method, Two-Day Method, basal body temperature [BBT] 
method, and symptothermal method).

HOW DO FAB METHODS WORK?

• FAB methods use one or more indicators to identify the start and end of the 
fertile period during a menstrual cycle.

• Practicing abstinence during the fertile period prevents pregnancy.
• Support and cooperation of the partner are necessary for the correct use of 

the method.

• 
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WHAT ARE THE ADVANTAGES OF FAB METHODS?

• Can be used either to avoid pregnancy or to become pregnant
• No physical side effects
• Very little or no cost
• Immediately reversible
• Acceptable for some religious groups that reject or discourage the use of 

other methods
• No hormonal side effects
• Involves men and encourages responsibility on FP
• Educates couple about women’s fertility cycles

WHAT ARE THE DISADVANTAGES OF FAB METHODS?

• May inhibit sexual spontaneity
• Difficult to practice (abstinence) on fertile days for some couples
• Will not work without continuing cooperation and commitment of the couple
• Requires consistent and accurate record keeping on body changes
• Can become unreliable or difficult to use when menstrual cycle length is 

short, long, or irregular; when fertility signs and symptoms are affected 
by illness; or when users are apprehensive or find difficulties in following 
instructions

• Does not protect against sexually transmitted infections, including human 
immunodeficiency virus (HIV)/autoimmune deficiency syndrome (AIDS)

HOW EFFECTIVE ARE FAB METHODS? 

The effectiveness of FAB methods depends on the user. The risk of pregnancy is 
greatest when couples have sex on fertile days without using a backup method. 
When typically used, about 25 per 100 women who use periodic abstinence become 
pregnant over the first year of use. The pregnancy rates for the typical use of 
specific FAB methods are not available. Table 16 shows the pregnancy rates for the 
consistent and correct use of FAB methods and abstinence on fertile days.

• 
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Table 16. Pregnancy rates with consistent and correct use and 
abstinence on fertile days

Method Pregnancies per 100 Women Over 
the First Year

Standard Days Method 5

Calendar Rhythm method 9

Two-Day Method 4

Basal Body Temperature (BBT) Method 1

Billings Ovulation Method 3

Symptothermal Method 2
Source: Family Planning: A Global Handbook for Providers WHO 2011

HOW MANY DAYS SHOULD A WOMAN ABSTAIN OR USE ANOTHER 
METHOD BEFORE SHE CAN EFFECTIVELY USE EACH OF THE FAB 
METHODS?

The number of days required for a woman to practice abstinence or use another 
method before the effective use of FAB methods, as shown in the table below, 
depends on the length of her menstrual cycle.

Table 17. Length of time to practice abstinence and use another 
method before effective use of FAB methods is achieved

Method No. of Days to Abstain or Use Another 
Method

Standard Days Method 12

Two-Day Method 13

Billings Ovulation Method 18

Symptothermal Method 17
Source: Family Planning: A Global Handbook for Providers WHO 2011

• 
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WHAT ARE THE WHO-MEC FOR FAB METHODS?

Table 18. MEC categories for FAB methods

ACCEPT The method has no restriction.

CAUTION  The method requires extra or special counseling to ensure correct use.

DELAY  The method should be delayed until a condition is evaluated or corrected.

 IS FOLLOW-UP NECESSARY?

Routine return visits are not 
required. However, the client or the 
couple can meet with the FP service 
provider during the first few cycles if 
they want further assistance.

The FP service provider should 
assure the client that she is 
welcome to return in the following 
cases: 

• She has problems, questions, 
or wants another method.

• She has any major change in 
health status.

• She thinks she might be 
pregnant.

• She is having difficulty identifying her fertile days.
• She is having trouble avoiding sex or using another method on the fertile 

days.

Follow-up visits should also be encouraged to check whether the couple is using 
the method correctly and to review the observations or records of fertility signs.

• 
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WHAT IMPORTANT INFORMATION ABOUT FAB METHODS SHOULD 
BE PROVIDED TO CLIENTS?

• To be effective, the use of FAB methods requires partners’ cooperation. 
The couple must be committed to abstain or use another method of 
contraception on fertile days.

• The woman must be aware of body changes or keep track of the days 
according to the rules of the method being used.

• This method has no side effects or health risks.

• 
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CALENDAR-BASED METHODS
WHAT ARE CALENDAR-BASED METHODS?
Calendar-based methods are FAB methods that use calendar calculations to 
determine the period when becoming pregnant is unlikely.  

All women can use calendar-based methods. Although no medical conditions 
prevent the use of these methods, some conditions make them difficult to use.

Table 19. MEC for calendar-based methods

• Accept means that the FAB methods can be used without restriction. This 
approach applies in the following:

 ί Women with vaginal discharge

 ί Women with diseases that elevate body temperature, both acute and chronic diseases

• Caution means that additional or special counseling may be needed to 
ensure correct use of the method. This approach applies in the following 
situations:

 ί Menstrual irregularities among young women in their first several years after menarche 
and in older women approaching menopause may make the identification of the fertile 
period difficult.

• Delay means that use of a particular fertility awareness-based method 
should be delayed until the condition is evaluated or corrected. Give 
the client another method to use until she can start the calendar-based 
method. This approach applies in the following situations:

 ί Recently gave birth or is breastfeeding. This method can only be recommended if the 
client has had at least three menstrual cycles and if her cycles are regular again. 

 ί Recently had an abortion or miscarriage. Delay the use of the method until the start of 
the client’s next monthly bleeding.

 ί Irregular vaginal bleeding.

• Delay or use with caution in the following situations that may affect signs 
of fertility or delay ovulation:

 ί Taking any mood-altering drugs such as anti-anxiety therapies (except benzodiazepines) 
and antidepressants (selective serotonin reuptake inhibitors, tricyclic, or tetracyclic)

 ί Long-term use of certain antibiotics

 ί Long-term use of any nonsteroidal anti-inflammatory drug (such as aspirin and 
ibuprofen) or paracetamol

• 



165The Philippine Clinical Standards Manual on Family Planning

Fe
rt

ili
ty

 A
w

ar
en

es
s-

Ba
se

d 
M

et
ho

ds
C

ha
pt

er
8

HOW EFFECTIVE IS THE SDM?

About 5 per 100 women who consistently and correctly use the method and abstain 
on fertile days become pregnant over the first year of use.

WHO CAN USE THE SDM?

The SDM works well for women who usually have menstrual cycles that are 26 to 
32 days long.

WHO CANNOT USE THE SDM?

Women with cycles that are NOT 26 to 32 days long cannot use the method.

Standard Days Method

WHAT IS THE STANDARD DAYS METHOD?

The SDM is based on the physiology of the 
menstrual cycle and the functional life span of the 
ovum and the sperm. It can be used by women if 
their menstrual cycles are 26 to 32 days long. The 
client uses color-coded CycleBeads to mark the 
fertile and infertile days of her menstrual cycle 
and to monitor her cycle length. Clients using this 
method abstain from sexual intercourse on fertile 
days (days 8 to 19) to avoid pregnancy.

• 
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HOW AND WHEN IS THE SDM USED?

• The client keeps track of the days of her menstrual cycle and counts the first 
day of her monthly bleeding as day 1. 

• Using the CycleBeads, the client moves the ring to the red bead to begin a 
new cycle and marks that day on her calendar. She moves the rubber ring 
one bead every day.  

• Days 8 to 19 of every cycle (when the ring is on the white beads) are 
considered fertile days for all SDM users. 

• The couple avoids vaginal sex (or uses condoms, spermicides, or withdrawal) 
during days 8 to 19. 

• The couple can have unprotected sex on all the other days of the cycle (when 
the ring is on the brown beads)—days 1 to 7 at the beginning of the cycle and 
from day 20 until her next monthly bleeding begins.

• 

If monthly bleeding does not 
begin before reaching the last 
brown bead, her menstrual 
cycle is longer than 32 days. 

Each bead represents a day of 
the menstrual cycle 

Brown bead days are days 
-----~~-----, ••,+-----1 when pregnancy is unlikely and 

If monthly bleeding begins 
again before reaching the dark 
brown bead, her menstrual 
cycle is shorter than 26 days. 

she can have unprotected sex, 

The next day move the ring to 
the riext bead. Do this every 
day, even bleed 1ng days. 

White bead days are days 
when the woman can become 
pregnant. She should avoid 
unprotected sex . 
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Source: Georgetown University Medical Center

iCycleBeads™ is a smartphone app that allows a woman to use the SDM 
through her Android or iOS device. The application asks for the woman’s first 
day of the period and creates a calendar or a virtual representation of the 
CycleBeads. With a click of a button, this period tracking tool shows the user 
where she is in her cycle and whether she is on a day when pregnancy is likely 
or not.

WHAT ARE THE SIDE EFFECTS OF THE SDM?

The SDM has no known side effects.

HOW ARE PROBLEMS RELATED TO SDM USE MANAGED? 

If the client has two or more cycles outside the 26–32 day range within any 12 
months, suggest the use of the symptoms-based method.

Day Statu:S Color Key 

• 
Cyc"9fillirt ..,, 
Prognimc.y Unlik•h 

Daya 2,7, 20,End Oi cyclo 

Pregnancy POIJ1lbll-
D11y• 8•1t 

• Finl O•y !Mw~!. Could Swt 
Day~7 

About DncilOII$ 

Cycle Start Dato: 

Thursday, June 5, 2014 

Jul 

Today rs Cycte Day 1 

Pregnancy Unlikely 

Cycle St• r1 Dote: 

Thuf'6da1y, June 5. 2014 

--
1 

Todoy 11 Cycle Doy 1 
Pregnancy Unlikely 

• 
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SYMPTOMS-BASED METHODS
WHAT ARE SYMPTOMS-BASED METHODS?

The use of symptom-based methods requires training for the client. Ideally, the 
couple should be trained to use this method to recognize the signs of fertility when 
abstinence from sex should be practiced. 

WHEN SHOULD THE USE OF SYMPTOMS-BASED METHODS 
BEGIN?

• Clients with regular menstrual cycles can start the method any time of the 
month. They do not need to wait for the start of the next monthly bleeding.

• Clients with no monthly bleeding (menses) should delay symptom-based 
methods until their monthly bleeding returns.

• Clients who recently gave birth (regardless of whether they are 
breastfeeding) can start symptom-based methods once their normal 
secretions have returned. Normal secretions will return later in breastfeeding 
women than in non-breastfeeding women.

• Clients can start symptom-based methods immediately after a miscarriage 
or an abortion as long as they do not have infection-related secretions or 
bleeding due to genital tract injury.

• Clients switching from a hormonal method can start symptom-based 
methods in the next menstrual cycle after stopping the hormonal method.

WHO CAN USE SYMPTOMS-BASED METHODS?

All women can use symptoms-based methods. Although no medical conditions 
prevent the use of these methods, some conditions make them difficult to use 
effectively. 

• 
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Table 20. MEC for symptoms-based methods

• Acceptable use in most women, even for
 ί Women who are four weeks or more in postpartum

 ί Non-breastfeeding women

• Use caution in the following situations:
 ί Recently had an abortion or miscarriage.

 ί Menstrual cycles have just started or have become less frequent or stopped because of 
older age. Menstrual cycle irregularities are common in young women in the first several 
years after the menarche and in women who are nearing the menopausal period. 

 ί Has a chronic condition that raises body temperature (for BBT and symptothermal 
methods).

• Delay the use of symptom-based methods in the following situations:
 ί Recently gave birth or is breastfeeding. Delay until normal secretions have returned—

usually at least six months after childbirth. 

 ί Not breastfeeding. In this case, the client must wait at least four weeks after childbirth. 
For several months after regular cycles have returned, clients should use the method 
with caution.

 ί Has an acute condition that raises body temperature (for BBT and symptothermal 
methods).

 ί Has abnormal vaginal discharge.

 ί Has irregular vaginal bleeding.

• Delay or use with caution in the following situations that may affect 
cervical secretions, raise body temperature, or delay ovulation:

 ί Taking any mood-altering drugs, such as anti-anxiety therapies (except benzodiazepines), 
antidepressants, and antipsychotics (including chlorpromazine, thioridazine, haloperidol)

 ί Long-term use of certain antibiotics

 ί Long-term use of any nonsteroidal anti-inflammatory drug (e.g., aspirin and ibuprofen), 
paracetamol, or antihistamines 

• 
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Two-Day Method

WHAT IS THE TWO-DAY METHOD?

The Two-Day Method is a FAB method that involves cervical secretions as an 
indicator of fertility and women checking the presence of secretions every day.

If a woman notices any secretions today or yesterday, she should consider herself 
fertile and avoid intercourse today.

HOW EFFECTIVE IS THE TWO-DAY METHOD?
About 4 per 100 women who consistently and correctly use the method and abstain 
on fertile days become pregnant over the first year of use.

HOW IS THE TWO-DAY METHOD USED?

The following pointers should be given to clients:
• Check for cervical secretions every afternoon and/or evening on underwear 

or by sensation in or around the vagina using the fingers or tissue paper. 
Distinguishing the characteristics of the secretions (i.e., amount, color, 
consistency, slipperiness, stretchability, or viscosity) is not necessary.

• A client who notices any secretions of any type, color, or consistency should 
consider herself fertile that day and the following day. 

• Avoid sex, or use another method on fertile days. The couple avoids vaginal 
sex or uses a barrier method on each day with secretions and on each day 
following a day with secretions. 

• The couple can have unprotected sex again after the woman has had two dry 
days (days without secretions of any type) in a row.

WHAT ARE THE SIDE EFFECTS OF THE TWO-DAY METHOD?

The Two-Day Method has no known side effects.

• 
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HOW ARE PROBLEMS RELATED TO THE USE OF THE TWO-DAY 
METHOD MANAGED?

A woman who has a vaginal infection or another condition that changes cervical 
mucus may find the Two-Day Method difficult to use.

Figure 4. Two-Day Method algorithm

Did I notice any 
secretions today?

YES

NO

NO

YESDid I notice any 
secretions 
yesterday?

I can become
pregnant today

Pregnancy not likely today.

I can become
pregnant today

TWO-DAY METHOD ALGORITHM

• 
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Billings Ovulation Method

WHAT IS THE BILLINGS OVULATON METHOD?

The ovulation method or the Billings Ovulation Method involves the observation of 
wet and dry sensations in the vulva. The feeling of wetness and the secretion of 
wet, slippery, and clear mucus indicate a fertile period. The feeling of dryness and 
having no secretion or the presence of pasty, non-stretchy mucus or unchanging 
mucus pattern a day after menstruation indicates the infertile period.

HOW EFFECTIVE IS THE BILLINGS OVULATION METHOD?

About 3 per 100 women who consistently and correctly use the method and abstain 
on fertile days become pregnant over the first year of use.

HOW AND WHEN IS THE BILLINGS OVULATION METHOD USED?

• The client checks daily for any cervical secretions on underwear by tissue 
paper or by finger in or around the vagina. 

• The client must avoid unprotected sex on days of heavy monthly bleeding 
because ovulation might occur early in the cycle, particularly during the last 
days of monthly bleeding, and heavy bleeding could make mucus difficult to 
observe.

MENSES 

• 

CERVIX and MUCUS 

INFERTILE ◄----- FERTILE - ► 

THICK 
MUCUS 

THINNER 
CHANGING 

WATERY 
PEAK 

THICKER 
MUCUS 

INFERTILE 

THICK 
MUCUS 
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• A couple can have unprotected sex between the end of monthly bleeding and 
the start of secretions every other day but not for two days in a row. Avoiding 
sex on the second day allows time for semen to disappear and for cervical 
mucus to be observed.

• A couple can have sex in the evenings after the woman has been in an 
upright position for at least a few hours and has been able to verify the 
absence of cervical mucus.

• A client who notices any secretions should 
consider herself fertile and should avoid 
unprotected sex. 

 ί Secretions have a “peak day”—the last 
day that the client secretes clear, slippery, 
stretchy, and wet mucus (spinnbarkeit mucus). 

 ί The client will know that this day has passed 
when her secretions the following day are 
sticky or dry or when she has no secretions at all.

 ί She should continue to consider herself fertile for the next three 
days after that peak day and should abstain from sex or use another 
contraceptive method.

 ί Unprotected sex can be resumed on the fourth day after the woman’s 
peak day and until her next monthly bleeding begins. 

• A client who has a vaginal infection or another condition that changes 
cervical mucus may find this method difficult to use.

WHAT ARE THE SIDE EFFECTS OF THE BILLINGS OVULATION 
METHOD?

The Billings Ovulation Method has no known side effects.

• 
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Basal Body Temperature 
Method

WHAT IS THE BBT METHOD?

The BBT method involves identifying the fertile and infertile periods of a woman’s 
cycle by taking and recording daily the rise in body temperature during and after 
ovulation. BBT is the temperature of the body at rest after at least three hours 
of continuous sleep before temperature taking. A woman’s BBT rises during her 
ovulation period and stays high until the next menstruation because of a rise in 
progesterone level.

• 
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HOW EFFECTIVE IS THE BBT?

About 1 per 100 women who consistently and correctly use the method and abstain 
on fertile days become pregnant over the first year of use.

HOW IS THE BBT METHOD USED?

• The client takes her body temperature at the same time each morning before 
she gets out of bed or does anything. She records her temperature on a 
special graph using a special thermometer. She watches for her temperature 
to rise slightly—0.2 °C to 0.5 °C (0.4 °F to 1.0 °F)—just after ovulation (about 
midway through the menstrual cycle).

• The couple should avoid sex or use another method from the first day of 
menses until three days after the rise in temperature.

• A BBT that has risen above the client’s regular temperature and stayed high 
for three full days indicates that ovulation has occurred and that the fertile 
period has passed. The couple can have unprotected sex on the fourth day 
and until her next monthly bleeding begins.

• A client who has fever/colds or other changes in the body temperature may 
find the method difficult to use.

WHAT ARE THE SIDE EFFECTS OF THE BBT?

The BBT method has no known side effects.

• 
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Symptothermal Method 
(BBT + CERVICAL SECRETIONS + OTHER 
FERTILITY SIGNS)

WHAT IS THE SYMPTOTHERMAL METHOD?

The client identifies her fertile and infertile days by combining BBT, cervical mucus 
observations, and other fertility signs, such as breast tenderness and ovulatory 
pain to avoid unprotected sex on fertile days. 

HOW EFFECTIVE IS THE SYMPTOTHERMAL METHOD?

About 2 per 100 women who consistently and correctly use the method and abstain 
on fertile days become pregnant over the first year of use.

HOW IS THE SYMPTOTHERMAL METHOD USED?

The couple avoids unprotected sex between the first day of monthly bleeding and 
either the fourth day after peak cervical secretions or the third full day after the rise 
in temperature (BBT), whichever occurs later. Some women who use this method 
have unprotected sex between the end of menses and the beginning of secretions, 
but not on two days in a row.  

WHAT ARE THE SIDE EFFECTS OF THE SYMPTOTHERMAL 
METHOD?

The symptothermal method has no known side effects.

• 
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Chapter 9
LACTATIONAL AMENORRHEA 
METHOD (LAM)

WHAT IS THE LACTATIONAL AMENORRHEA METHOD?

The LAM primarily works by preventing ovulation. Frequent breastfeeding 
temporarily prevents the release of the natural hormones that cause ovulation. 
This method is considered effective under the following three conditions: (1) the 
monthly menstruation has not returned, (2) the baby is fully or nearly fully breastfed 
and often day and night, and (3) the baby is less than six months old.

HOW EFFECTIVE IS THE LAM?

• When typically used, about 2 per 100 women in the first six months after 
childbirth become pregnant. 

• When used correctly, about 1 per 100 women who use the method in the first 
six months after childbirth become pregnant. 

The risk of pregnancy is the greatest when a woman cannot fully or nearly fully 
breastfeed her infant.

HOW IS THE LAM USED?

• The LAM can be started immediately after birth up 
to six months after childbirth. The client should 
breastfeed immediately (within one hour) or as 
soon as possible after the baby is born.

• The method can be used any time if the client 
has been fully or nearly fully breastfeeding her 
baby since birth and her monthly bleeding has not 
returned.

• 
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The following points should be provided to the client:

 ί Feed on demand (whenever the baby wants to be fed) and at least 10 to 
12 times a day in the first few weeks after childbirth and 8 to 10 times a 
day thereafter, including at least once at night in the first months.

 ί Daytime feedings should not be more than four hours apart, and night-
time feedings should not be more than six hours apart. Some babies 
may need gentle encouragement to breastfeed more often even at night.

 ί Start other foods at six months in addition to breast milk. At this age, 
breast milk can no longer fully nourish a growing baby. 

 ί The client should plan for another method while the LAM criteria still 
apply to continue protection from pregnancy.

Figure 5. Algorithm of the LAM
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WHAT ARE THE ADVANTAGES OF THE LAM?

• The LAM is universally available to all postpartum breastfeeding women.
• With the LAM, protection from an unplanned pregnancy begins immediately 

postpartum.
• The LAM contributes to improved maternal and child health and nutrition 

breastfeeding and weaning practices.
• The LAM serves as a bridge toward the use of other FP methods.

WHAT ARE THE DISADVANTAGES OF THE LAM?

• The effectiveness of the LAM may decrease among mothers who are 
separated from their child for extended periods.

• Full or nearly full breastfeeding may be difficult to maintain for up to six 
months.

WHO CAN USE THE LAM?

All breastfeeding women can safely use the LAM, but a client in the following 
circumstances may want to consider other contraceptive methods:

• Has HIV/AIDS 
• Is using certain medications during breastfeeding (including mood-altering 

drugs, reserpine, ergotamine, antimetabolites, cyclosporine, high doses 
of corticosteroids, bromocriptine, radioactive drugs, lithium, and certain 
anticoagulants)

• The newborn has a condition that makes breastfeeding difficult (including 
premature babies and those that need intensive neonatal care, are unable to 
digest food normally, or have deformities of the mouth, jaw, or palate)

• 
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WHEN SHOULD THE CLIENT SWITCH FROM THE LAM TO 
ANOTHER METHOD?

When any of the three LAM criteria is no longer met, another FP method must be 
introduced to the client in a timely manner to ensure birth spacing.

• The client can switch to another method any time she wants while using the 
LAM. A client is considered not pregnant if she still meets the three LAM 
criteria. She can begin a new method with no need for a pregnancy test, 
examinations, or evaluations. 

• To prevent pregnancy, the client must switch to another method as soon as 
any of the three LAM criteria no longer applies. 

The FP service provider should help the client choose a new method before she 
needs it. A client who wishes to continue breastfeeding can choose from several 
hormonal or non-hormonal methods.

WHAT IMPORTANT INFORMATION SHOULD BE PROVIDED TO 
CLIENTS WHO CHOOSE TO USE THE LAM?

• The LAM is an FP method based on breastfeeding that provides 
contraception for the mother and the best nutrition for the baby. 

• The LAM can be effective for up to six months after childbirth as long as 
monthly menstruation has not returned and the client is fully or nearly fully 
breastfeeding. 

• For optimum effectiveness, the LAM requires frequent breastfeeding (day 
and night). The baby should be fully or nearly fully breastfed.

• 
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Chapter 10
LONG-ACTING AND PERMANENT 
METHODS:
Bilateral Tubal Ligation and Vasectomy

Long-acting and permanent methods are one of the most effective types of modern 
contraceptives. These safe and cost-effective methods are performed in health 
facilities by specially trained providers. Proper counseling must be conducted prior 
to the surgical procedures because these methods are considered permanent.

FEMALE STERILIZATION: 
BILATERAL TUBAL LIGATION

WHAT IS FEMALE VOLUNTARY SURGICAL CONTRACEPTION? 

It is a safe and simple surgical procedure that 
provides permanent contraception for women 
who do not want more children. The procedure, 
also known as bilateral tubal ligation (BTL), 
involves cutting or blocking the two fallopian 
tubes. Although this section also presents 
endoscopic approaches to BTL, the standard 
procedure is minilaparotomy under local 
anesthesia with light sedation.

• 
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WHAT ARE THE DIFFERENT METHODS OF FEMALE VOLUNTARY 
SURGICAL CONTRACEPTION?

Endoscopic methods

Laparoscopic tubal ligation 
• One of the popular methods of BTL with a success rate for preventing 

pregnancy in more than 99 out of 100 women. 
• Through the use of a specialized tool called a laparoscope, the doctor is able 

to view the insides of a woman’s abdominal cavity and block both fallopian 
tubes, thus preventing pregnancy. 

• With laparoscopic tubal ligation, a small 
incision or cut is made just below the 
umbilicus, through which a metallic tube 
called a trocar is inserted to access the 
abdominal cavity. Through the trocar, the 
laparoscope is inserted, thus enabling 
the insides of the abdomen  to be viewed 
and the uterus and fallopian tubes to be 
identified. The fallopian tubes may then 
be blocked with Falope rings, clips, bands, and suture ligation; segmentally 
destroyed though electrocoagulation; or be partially or completely removed 
(salpingectomy). 

• Although the most common types of anesthesia administered for 
laparoscopic BTL are spinal and general anesthesia, the preferred procedure 
in the country for keeping the client comfortable is local anesthesia with 
analgesia and sedation. Laparoscopic BTL is usually performed on an out-
patient basis.

Culdoscopy 
• A type of vaginal sterilization 

procedure. The vaginal approach of 
tubal ligation was once the preferred 
technique. However, this procedure 
is associated with higher risks 
than laparoscopic tubal ligation 
surgery. Thus, surgeons have been 
favoring the transabdominal over the 
transvaginal approach.• 
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• A major advantage of a culdoscopy is that no abdominal incisions are made. 
Culdoscopy tends to be reserved for obese patients or for women with a 
retroverted uterus. This transvaginal procedure involves a small incision 
made through the vaginal wall. However, a culdoscopy may be difficult to 
perform because it requires a woman to be in a knee-to-chest position while 
under local anesthesia.

• During culdoscopy, an incision is made into the posterior vaginal fornix 
(the recess behind the cervix). A culdoscope, which is a type of endoscope 
with light that is used to visualize female pelvic organs, is inserted through 
the incision into the peritoneal cavity. The culdoscope aids the surgeon 
in locating the fallopian tubes. The fallopian tubes are pulled through the 
incision into the vagina. The culdoscope is removed, and the tubes are 
closed off (tied, clipped, or sealed shut) and put back into place. The incision 
is then stitched closed.

• A BTL by culdoscopy takes about 15 to 30 minutes and is performed as an 
outpatient procedure.

Hysteroscopic tubal ligation 
• A transcervical sterilization device was approved 

by the U.S. Food and Drug Administration in 2002. 
This micro-insert is known as Essure. It is placed 
hysteroscopically to block the fallopian tubes from 
within the uterine cavity. The insert contains inner 
polyethylene terephthalate fibers to induce fibrotic 
reaction and is held in place by a flexible stainless 
steel inner coil and an outer nickel titanium alloy coil. 
The device is designed to stimulate tissue growth 
in and around the insert to form an occlusion of 
the fallopian tube lumen. The tissue barrier formed 
prevents sperm from reaching and fertilizing an 
ovulated egg. It usually takes three months before the 
tubes are considered effectively occluded with the 
completeness of the blockage, which is confirmed by 
a hysterosalpingogram.

• The short-term efficacy rate of this method is equal to or better than that of 
the other sterilization methods. However, the long-term efficacy rates are 
still unavailable. This method is not suitable for future reversal. This type of 
device is not yet commercially available in the Philippines.

miao-in.i 
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MINILAPAROTOMY UNDER LOCAL ANESTHESIA-BILATERAL TUBAL 
LIGATION

BTL by minilaparotomy under local anesthesia is the accepted standard procedure 
of the Department of Health (DOH). Local anesthesia is used because it is safe 
and allows the client to go home the same day. General anesthesia is riskier than 
the sterilization procedure itself. Correct use of local anesthesia removes the 
single greatest source of risk in female sterilization procedures, that is, general 
anesthesia. Moreover, women usually feel nauseous after general anesthesia 
(which does not occur as often after local anesthesia). However, when using local 
anesthesia with sedation, providers must take care not to overdose the client with 
the sedative.

Through a small incision in the client’s abdomen, a segment of both fallopian tubes 
is cut off or blocked. With disruption in the continuity of the tubes, the woman’s egg 
cannot meet the man’s sperm. 

HOW EFFECTIVE IS FEMALE STERILIZATION?
Female sterilization is 99.5% effective with perfect and typical use.

WHAT ARE THE ADVANTAGES OF FEMALE STERILIZATION?

• Permanent method of contraception. A single procedure leads to lifelong, 
safe, and very effective contraception.

• Does not involve hormones. No changes in libido (sexual desire), menstrual 
cycle, or breastfeeding ability. 

• It is an outpatient procedure.
• Nothing to remember, no supplies needed, and no repeated clinic visits 

required.
• Results in increased sexual enjoyment, as the woman does not need to worry 

about pregnancy.
• No known long-term side effects or health risks.
• Can be performed immediately after a woman gives birth.
• Can be performed without any routine laboratory tests, blood tests, or 

cervical cancer screening

• 



185The Philippine Clinical Standards Manual on Family Planning

Lo
ng

-a
ct

in
g 

Pe
rm

an
en

t M
et

ho
ds

C
ha

pt
er

10

WHAT ARE THE DISADVANTAGES OF FEMALE STERILIZATION?

• Uncommon complications of surgery : 

 ί Infection or bleeding at the incision site

 ί Injury to internal organs

 ί Anesthesia risks, which are uncommon with local anesthesia
• BTL is a permanent method of family planning (FP), and some women 

may regret the decision later. Reversal surgery is difficult, expensive, and 
unavailable in most areas. Successful reversal is not guaranteed. Clients 
who may want to become pregnant in the future should not choose this 
method. FP counseling is crucial.

• In rare cases when pregnancy occurs, it is more likely to be ectopic 
compared with pregnancies in women who have not undergone the 
procedure.

• The procedure requires an operating room set-up and should be performed 
by a trained provider.

• Physical activities, such as heavy work and lifting heavy objects, 
immediately after surgery are limited. The client may resume normal 
activities a week after the procedure.

• The method does not protect against STIs such as HIV/AIDS.

 
WHO CAN USE THIS METHOD?

• Female sterilization is safe for all 
women. Women can have BTL even 
during monthly bleeding, as long as she 
is reasonably certain that she is not 
pregnant. 

• No medical conditions prevent a woman 
from using female sterilization. However, 
some client conditions may limit when, 
where, or how the female sterilization 
procedure should be performed. The WHO Medical Eligibility Criteria (MEC) 
provide evidence-based recommendations based on clients’ conditions and 
characteristics (see Table 21 of Appendix E, p. 333). The service provider is 
encouraged to use these tools as a guide in determining the suitability of 
clients to the female sterilization procedure. • 
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Table 21. MEC categories for female sterilization

Accept the method in the following situations:  
• Women who may or may not have given 

birth
• History of PID and with subsequent 

pregnancy

• Breastfeeding women • Family history of cancer

• Less than 7 days postpartum OR more 
than 42 days postpartum

• Other STIs (excluding gonorrhea, 
chlamydial, and HIV) and vaginitis

• Mild pre-eclampsia • High risk of HIV

• Uncomplicated abortion • HIV-infected

• Past ectopic pregnancy • Uncomplicated schistosomiasis

• Women who smoke at any age • Non-pelvic tuberculosis

• Past medical or family history of DVT/PE • Malaria

• Surgery without prolonged immobilization • History of gestational diabetes

• History of cholestasis • Asymptomatic gallbladder disease

• Migraine or non-migrainous type of 
headache

• Benign liver tumors such as focal nodular 
hyperplasia

• Chronic or carrier viral hepatitis • Symptomatic gallbladder disease that 
has been treated

• Women with gestational trophoblastic 
disease but decreased or undetectable 
beta-hCG levels

• Known thrombogenic mutations, 
superficial venous thrombosis, or 
hyperlipidemias

• Diagnosed with benign ovarian 
tumor, cervical ectropion, or cervical 
intraepithelial neoplasia

• Women with irregular vaginal bleeding 
patterns

• Undiagnosed breast mass • Mild liver cirrhosis

• History of benign breast disease • Diagnosed with simple goiter

• History of breast cancer with no evidence 
of disease in the last 5 years

• Sterilization concurrent with cesarean 
section

• 
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Use caution in the following situations:
• Young age

• Body mass index of more than or equal to 30 kg/m2

• Adequately controlled hypertension

• Have increased blood pressure (systolic of 140 mm Hg to 159 mm Hg or diastolic of 90 mm 
Hg to 99 mm Hg)

• History of stroke or ischemic heart disease

• Uncomplicated valvular heart disease

• Diagnosed with systemic lupus erythematosus

• Diagnosed with epilepsy or depressive disorders

• Current breast cancer

• Uterine fibroids

• History of PID and WITHOUT subsequent pregnancy

• Schistosomiasis with liver fibrosis

• Diabetes with non-vascular diseases

• Hypothyroidism

• Liver tumors such as hepatocellular adenoma or malignant hepatoma 

• Thalassemia or sickle cell disease

• Iron-deficiency anemia with hemoglobin level between 7 g/dL to 10 g/dL

• Diaphragmatic hernia

• Kidney disease

• Severe nutritional deficiencies

• Previous abdominal or pelvic surgery

• Elective sterilization concurrent with abdominal surgery

• 
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WHO CANNOT USE THIS METHOD?

Delay use in the following situations:
• Currently pregnant

• Women who are 7 to 42 days postpartum

• Postpartum women with

 ί Severe pre-eclampsia or eclampsia

 ί Prolonged rupture of membranes, 24 hours or more

 ί Puerperal sepsis, intrapartum or puerperal fever

 ί Severe antepartum or postpartum hemorrhage

 ί Severe trauma to the genital tract

• Post-abortal sepsis or fever, hemorrhage, or severe trauma or hematoma along the genital 
tract

• Acute DVT/PE

• Major surgery with prolonged immobilization

• Current ischemic heart disease

• Unexplained vaginal bleeding prior to evaluation

• Women with gestational trophoblastic disease, cervical cancer, endometrial cancer, or ovarian 
cancer

• Current PID

• Current purulent cervicitis, chlamydial infection, or gonorrhea

• Current symptomatic gall bladder disease

• Acute or flare viral hepatitis

• Iron-deficiency anemia

• Local infection

• Acute respiratory diseases such as bronchitis or pneumonia

• Systemic infection or gastroenteritis

• Sterilization concurrent with abdominal surgery without previous counseling or due to 
infectious condition

• 
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Special consideration should be undertaken prior to surgery in the 
following conditions:

• Postpartum or post-abortion uterine rupture or perforation

• Multiple risk factors for arterial cardiovascular disease such as old age, smoking, diabetes, 
and hypertension

• Have high blood pressure (systolic of more than or equal to 160 mm Hg or diastolic of more 
than or equal to 100 mm Hg)

• Hypertension with vascular disease

• Diagnosed with DVT/PE and on anticoagulant therapy

• Complicated valvular heart disease

• Diagnosed with systemic lupus erythematosus

• Endometriosis

• Women with AIDS

• Pelvic tuberculosis

• Diabetes with nephropathy, retinopathy, neuropathy, or other vascular diseases

• Hyperthyroidism

• Severe liver cirrhosis

• Coagulation disorders

• Chronic respiratory diseases such as asthma, bronchitis, emphysema, or lung infection

• Fixed uterus due to previous surgery or infection

• Abdominal wall or umbilical hernia

WHAT ARE THE STEPS IN CONDUCTING A FEMALE 
STERILIZATION PROCEDURE?

Timing of the procedure

A client can undergo female sterilization
• At any time that she is reasonably certain that she is not pregnant, except 

between seven days and six weeks after childbirth.
• Immediately after childbirth or within seven days if she has made a voluntary, 

informed choice in advance.
• Six weeks or more after childbirth if she abstains from unprotected sex or 

correctly uses a reliable method of contraception. 
• Immediately after an abortion (within 48 hours). • 
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Before the procedure

Instruct the client to
• Not eat any solid food for at least six hours before surgery, but the client may 

drink clear fluids up to two hours before the operation.
• Bathe thoroughly and clean the belly, genital area, and inner thighs well 

before going to the health facility.
• Wear clean, loose-fitting clothing.
• Not wear jewelry or nail polish.
• Bring a friend or relative to help her go home after the procedure.

Ensure informed consent by
• Reinforcing counseling to avoid regret and emphasizing that BTL is a 

permanent method.
• Explaining to the client the six elements of informed consent written on the 

Informed Consent Form.
• Checking that the Informed Consent Form is signed correctly by the client.

Assess client’s suitability for the procedure by
• Reviewing her medical history (FP Form 1) to learn about her past and 

current health conditions, including the medications taken within 24 hours.
• Checking the client’s conditions in accordance with the WHO MEC 

recommendations.
• Performing physical and pelvic examinations.

Prepare the client for the procedure (e.g., empty the bladder, change to hospital 
gown, remove nail polish and false teeth, if any).

Actual procedure

1. Observe proper infection prevention practices 
at all times.

2. Perform a pelvic examination to reconfirm 
earlier findings and to assess the condition of 
the uterus and its mobility.

3. Give the client IV fluids.
4. Insert the uterine elevator for interval cases 

to manipulate the uterus. This step is not performed for women who have 
just given birth.

• 
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5. Slowly administer intravenous sedative and 
analgesia.

6. Administer local anesthetic to intended incision 
site: two finger breadths from the upper border 
of the pubic bone for interval cases and just 
below the navel for postpartum women.

7. Make a small horizontal incision (2 cm to 5 cm) 
in the anesthetized area.

8. When the abdomen is opened, depress the 
uterine elevator to raise the uterus for easy 
identification of the fallopian tubes.

9. Tie and cut each tube.

10. Close the incision with stitches, apply 
antiseptic, and cover the wound with bandage.

11. Transfer the client to the recovery area. 

After the procedure

• Observe the client for at least two hours. Discharge the client when her vital 
signs are stable and when she can tolerate food intake.

• Instruct the client to
 ί Rest for one to two days and avoid heavy lifting for a week.
 ί Keep the incision clean and dry for two days.

 ί Avoid rubbing and scratching the incision for one week.
 ί Take analgesic (paracetamol, mefenamic acid, ibuprofen) for pain.
 ί Avoid sex until it is comfortable for her to do so, which is usually one 

week after the procedure.
• Provide client with written post-operative instructions.

• 
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Follow-up

Instruct the client to return to the clinic
• For a follow-up visit seven days after the procedure to ensure that the wound 

is healing well.
• At any time she has questions or problems.

WHAT ARE THE COMPLICATIONS?

Be aware of the warning signals and possible complications that may occur after 
the female sterilization procedure. Immediately refer the client to the appropriate 
health facility when she experiences any of the following:

 ί High fever (> 38 °C) in the first four weeks
 ί Pus or bleeding from the wound

 ί Pain, heat, swelling, or redness of the wound that worsens or does not 
subside

 ί Abdominal pain, cramping, or tenderness that worsens
 ί Fainting or extreme dizziness 
 ί If the client thinks she might be pregnant with 

symptoms of
 . A missed period
 . Nausea
 . Breast tenderness

 ί If she has signs of ectopic pregnancy, such as
 . Lower abdominal pain or tenderness on one 
side
 . Abnormal or unusual vaginal bleeding
 . Faintness (indicating shock)

• 
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WHAT COUNSELING TIPS SHOULD BE PROVIDED TO A CLIENT?

Sterilization should not be offered only to women who have had a certain number 
of children or who have reached a certain age. Each woman must be allowed 
to decide whether she will want more children and whether or not to undergo 
sterilization.

Female sterilization is permanent. Thus, the FP counselor must ensure informed 
choice. A friendly counselor who listens to a woman’s concerns, answers her 
questions, and gives clear, practical information about the procedure (especially its 
permanence) will help a woman make an informed choice. Informed choice results 
in a satisfied user without later regret. 

Counseling must include the six elements of informed consent. When the client 
desires to undergo female sterilization, she signs an informed consent form that 
proves that the six elements have been discussed.

The six elements of informed consent are as follows:
• Temporary contraceptives are available to the client.
• Voluntary sterilization is a surgical procedure.
• The surgical procedure involves risks. Among the risks is the possibility that 

the procedure may fail. 
• The effect of the procedure should be considered permanent.
• The procedure does not protect against sexually transmitted disease, 

including HIV/AIDS.
• The client can decide against the procedure at any time before the operation 

is performed without losing the right to medical health or other services or 
benefits. 

In general, people who are most likely to regret sterilization are those who 
• Are young
• Have few or no children
• Are not married
• Are having marital problems
• Have a partner who opposes sterilization

• 
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• Have just given birth or undergone an abortion, although these periods are 
convenient and safe for BTL. Women undergoing the procedure at these 
times may be more likely to regret doing so later. Thorough counseling 
during pregnancy, especially during antenatal visits, and a decision made 
before labor and delivery help avoid regrets.

Involving the client’s spouse in counseling is helpful, as spousal consent is now 
being required by service providers. However, FP service providers should ensure 
that the decision to undergo sterilization is voluntarily made (not pressured or 
forced) by the client. 

WHAT ARE THE FACTS ABOUT FEMALE STERILIZATION?

Contrary to popular beliefs, female sterilization does NOT
• make women weak.
• cause lasting pain in back, uterus, or abdomen.
• remove a woman’s uterus or lead to a need to have it removed.
• cause hormonal imbalances.
• cause heavier bleeding or irregular bleeding or otherwise change women’s 

menstrual cycles.
• cause any changes in weight, appetite, or appearance.
• change women’s sexual behavior or sex drive.
• increase the risk of ectopic pregnancy.
• cause prolonged soreness and weakness.

• 
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KEY POINTS

• Bilateral tubal ligation
 . is a safe and simple surgical 
procedure.
 . provides permanent contraception 
for women who do not want more 
children.
 . can be performed in a number 
of ways, including through 
endoscopic procedures, but 
the DOH-approved standard is 
by minilaparotomy under local 
anesthesia.
 . can be performed at any time that 
the client is reasonably certain that 
she is not pregnant.
 . is safe for all women.
 . is permanent. Counselors must 
ensure informed, voluntary choice 
to avoid regrets.

• If no pre-existing medical conditions require special arrangements, 
minilaparotomy can be provided in maternity centers and basic health 
facilities where surgery can be performed. These facilitates include both 
permanent and temporary sites that can refer the client to a higher level of 
care in case of an emergency.

• 
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MALE VOLUNTARY SURGICAL 
CONTRACEPTION: VASECTOMY

WHAT IS MALE VOLUNTARY SURGICAL CONTRACEPTION?

It is a permanent method of contraception for men 
in which the vas deferens (the tube that serves as 
the passageway of sperm) is tied and cut or blocked 
through a small opening on the scrotal skin. This 
procedure is also known as vasectomy.

WHAT ARE THE DIFFERENT APPROACHES 
TO VASECTOMY?

• Traditional/incisional vasectomy is a 
procedure in which a small midline or two lateral incisions are made in the 
scrotal skin using a scalpel. 

• No-scalpel vasectomy (NSV) is a procedure in which a puncture wound is 
made at the midline of the scrotal skin using a vas dissecting forceps to 
reach both vas on either side. The advantages of this procedure (i.e., less 
pain and tissue trauma and shorter operating and recovery time) make it a 
highly preferable method. 

Types of Vas Occlusion

After the vas has been delivered through the incision site, it can be occluded 
through the following approaches:

Fascial interposition
• After the vas is cut and tied, the fibrous tissue that covers it is pulled over 

one of the cut ends of the vas and tied. A barrier is 
thus created between the cut ends (i.e., testicular 
and prostatic) of the vas. 

• This procedure improves the efficacy of 
contraception by providing additional safety 
against the entry of sperm cells into the ejaculate. • 
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Open-ended
• One of the cut ends of the vas deferens is tied while the other is left open.
• In an open-ended procedure, the tube end 

connected to the testis is left open while the other 
that leads to the prostate is tied.

• This procedure is one of the popular types 
of vasectomy because of the low risk for 
complications.

• This method also inflicts the least amount of pain and discomfort to the 
client.

Close-ended
• The close-ended method refers to the closing or sealing of both the open 

ends of the vas deferens that have been cut. 

HOW EFFECTIVE IS VASECTOMY?

• Vasectomy is 99.8% effective with perfect and 
typical use. 

• However, full effectiveness can only be 
achieved three months after the procedure. 
Some pregnancies occur within the first year because the couple did not 
consistently and correctly use a backup method in the first three months 
before the vasectomy was fully effective. 

• Clearing the male reproductive tract (vas, ejaculatory ducts, and urethra) of 
live sperm takes three months.

WHAT IS THE MECHANISM OF ACTION INVOLVED IN 
VASECTOMY?

Three months after the procedure, sperm is absent in the seminal fluid as a result 
of the blocking of the vas deferens. Hence, no fertilization can occur. 

Testicular End Prostatic: End 

~ 
Testicular End Proslalic End 

• 
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WHAT ARE THE ADVANTAGES OF VASECTOMY?

• Very effective three months after the procedure
• Permanent, safe, simple, and easy to perform 
• Can be performed in a clinic, office, or at a primary care center [(Barangay 

Health Station(BHS)/Rural Health Unit (RHU)]
• No resupplies or repeated clinic visits
• No long-term health risks
• A reasonable option for couples whose female partner could not undergo 

permanent contraception 
• Does not result in the loss of sexual ability, erection, and ejaculation
• Does not affect male hormonal function, erection, and ejaculation
• Does not lessen but may actually increase the couple’s sexual drive and 

enjoyment
• Allows the client to have sex as before but without fear of getting his partner 

pregnant, which may also result in better sex

WHAT ARE THE DISADVANTAGES OF VASECTOMY?

• May be uncomfortable because of slight pain and swelling two to three days 
after the procedure

• Not effective immediately (clearing the male reproductive tract of live sperm 
takes three months)

• Difficult and expensive to reverse
• May cause bleeding, which may result in hematoma in the scrotum
• Can only be performed by a trained service provider
• May have recanalization of tubes (which is rare and unusual)
• Provides no protection against sexually transmitted infections (STIs), 

including human immunodeficiency virus (HIV)/acquired immunodeficiency 
syndrome (AIDS).

• 



199The Philippine Clinical Standards Manual on Family Planning

Lo
ng

-a
ct

in
g 

Pe
rm

an
en

t M
et

ho
ds

C
ha

pt
er

10

WHO CAN USE THE METHOD?

No medical condition absolutely restricts a man’s eligibility for sterilization. 
However, some conditions and circumstances indicate that certain precautions 
should be taken. The World Health Organization (WHO) Medical Eligibility Criteria 
(MEC) provides an evidence-based classification of conditions into different 
categories of recommendations (Table 22). 

Table 22. MEC categories for male sterilization

Accept the method in the following situations:  
• High risk of HIV

• Infected with HIV

• Diagnosed with sickle cell disease

Use with caution in the following conditions:
• Young age

• Diagnosed with depressive disorders

• Diabetes

• Previous scrotal injury

• Large varicocele or hydrocele

• Cryptorchidism

• 



200 The Philippine Clinical Standards Manual on Family Planning

WHO CANNOT USE THE METHOD?

The WHO MEC table and checklist for male sterilization are provided in Appendix E. 

Delay the use in the following situations:
• Local infection

 ί Scrotal skin infection

 ί Active STI

 ί Balanitis

 ί Epididymitis or orchitis

• Systemic infection or gastroenteritis

• Filiariasis, elephantiasis

• Intrascrotal mass

Special consideration should be undertaken prior to surgery in the following 
conditions:

• Diagnosed with AIDS, on antiretroviral therapy

• Coagulation disorders

• Inguinal hernia

WHAT ARE THE STEPS IN CONDUCTING AN NSV PROCEDURE?

Before the procedure

No-scalpel vasectomy is performed by a trained physician in a clinic, primary care 
center, or hospital. Reinforce counseling on vasectomy as a permanent procedure. 
Assess the client as follows:

• Ask questions about the client’s past and current health, including any 
medications taken within 24 hours before surgery.

• Perform physical and scrotal examinations. 
• Check the WHO MEC recommendations for the client’s conditions.

• 
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Ensure informed consent by
• Reinforcing counseling to avoid regrets and emphasizing that vasectomy is a 

permanent method.
• Explaining to the client the six elements of informed consent written on the 

Informed Consent Form.
• Checking that the Informed Consent Form is signed correctly by the client.

Prepare client for the procedure.

Actual procedure

1. Observe proper infection prevention practices at all times.
2. Feel the vas deferens underneath the scrotal skin, inject the full length of 

the needle, and administer approximately 2 cc. of 2% lidocaine. Repeat for 
the other vas.

3. Again, feel the vas deferens underneath the scrotal skin, and gently sweep 
the vas toward the midline, anesthetized area.

4. Grasp the vas with the ringed clamp.
5. Puncture the scrotal skin just above the grasped portion 

of the vas using dissecting forceps.
6. Expose the vas, deliver a loop of vas from the puncture 

site, tie the vas at two points, and cut a segment of vas 
between the ties.

7. Cover the cut end of the vas connected to the 
prostate with fascia.

8. Meticulously check for bleeding because 
hematoma formation is a common complication.

9. Let the vas fall back in place.
10. Feel the other vas, and sweep it toward the 

midline.
11. Grasp the vas with the ringed clamp, and perform 

the next steps as with the first vas.
12. Apply antiseptic to puncture site and cover with 

Band-aid strip. 

• 
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After the procedure

Instruct the client to
• Take oral analgesics immediately before the anesthetic wanes as needed.
• Rest from heavy or strenuous work for two days.
• Wear tight fitting underwear or pants to relieve some pain, swelling, or 

bleeding.
• Keep wound dry and clean for the next two days.
• Abstain from unprotected sex for at least three months and after a sperm 

analysis shows the absence of live sperm.

Inform the client that 
• He can resume sexual activity a week after the procedure or when he 

is comfortable, but he should use a condom or another contraceptive 
protection for three months after the procedure.

• He can choose to have a seminal fluid test performed after three months to 
verify whether sperm is still present in the semen. 

Follow-up

The client is instructed to return to the clinic
• Immediately for any signs of complications (see below).
• At any time when he has concerns about the procedure.
• Within two weeks to check for any postoperative problems.
• After three months for microscopic sperm check to confirm effectiveness of 

the procedure. 

HOW ARE COMPLICATIONS OF VASECTOMY MANAGED?

Be aware of the warning signals and possible complications that may occur after 
the vasectomy. Instruct the client to return to the clinic immediately for further 
management when the warning signals occur.

• Bleeding or blood clots after the procedure

 ί Reassure the client that minor bleeding and small uninfected blood clots 
usually disappear without treatment within a couple of weeks.

 ί Large clots may need referral for surgical drain.

 ί Infected blood clots require antibiotics and hospitalization.

• 
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• Redness, heat, pain, pus at the incision site as signs of infection

 ί Clean the infected area with soap and water or 
antiseptic.

 ί Give oral antibiotics for 7 to 10 days.

 ί Instruct the client to return after taking all 
antibiotics if the infection has not cleared. 

• Pus under the skin caused by infection (abscess)

 ί Clean the area with antiseptic.

 ί Open and drain the abscess.

 ί Treat the wound.

 ί Give oral antibiotics for 7 to 10 days.

 ί Ask the client to return after taking all antibiotics and still the problem 
persists.

• Pain lasting for months

 ί Suggest elevating the scrotum with supporter.

 ί Suggest soaking in warm water.

 ί Suggest pain relievers (e.g., mefenamic acid, ibuprofen, paracetamol, 
aspirin).

 ί Provide antibiotics if infection is suspected.

 ί If pain persists, refer to a specialist for further management. 

WHAT COUNSELING TIPS SHOULD BE PROVIDED TO A CLIENT?

Considering the irreversibility or permanence of vasectomy, special care must be 
taken to ensure a voluntary informed choice by the client. Particular attention must 
also be given in the case of young people, men who have not yet been fathers, and 
clients with medical and mental health problems. A friendly counselor who listens 
to a man’s concerns, answers his questions, and gives clear, practical information 
about the procedure, especially its permanence, will help the client make an 
informed choice. Informed choice results in a satisfied user without later regret. 

• 
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Counseling must include the six elements of informed consent. When the client 
desires to undergo vasectomy, he signs an informed consent form that proves that 
the following six elements have been discussed:

• Temporary contraceptives are available to the client.
• Voluntary sterilization is a surgical procedure.
• The surgical procedure involves risks, in addition to benefits. Among the 

risks is the possibility that the procedure may fail. 
• The effect of the procedure should be considered permanent.
• The procedure does not protect against sexually transmitted disease, 

including HIV/AIDS.
• The client can decide against the procedure at any time before the operation 

is performed without losing the right to medical health or other services or 
benefits. 

In general, people who are most likely to regret sterilization are those who
• Are young
• Have few or no children
• Are not married
• Are having marital problems
• Have a partner who opposes sterilization

Involving the client’s spouse in counseling is helpful. The decision about 
sterilization should be made by the client and his spouse as per the Responsible 
Parenthood and Reproductive Health (RPRH) Law. Family planning (FP) service 
providers have a duty to ensure that the decision for or against sterilization is 
voluntarily (not pressured or forced) made by the client. 

WHAT ARE THE FACTS ABOUT VASECTOMY?

Vasectomy
• Does not involve the removal of the testicles. The procedure involves cutting 

and blocking the tubes that carry sperm.
• Does not decrease sexual drive.
• Does not affect sexual function. A man’s erection is still the same, and he 

ejaculates the same as before the procedure.
• Does not cause the man to grow fat or become weak, less masculine, or less 

productive.

• 
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• Does not cause diseases later in life.
• Does not prevent transmission of STIs, including HIV.

WHAT ARE THE FREQUENTLY ASKED QUESTIONS REGARDING 
VASECTOMY?(2)

1. What advantages does vasectomy have over other forms of 
contraceptives?
Vasectomy 

• Is permanent (it lasts for life).
• Involves a safe, simple, and quick surgery with few risks and side 

effects.
• Will reduce costs needed for supplies of other contraceptives.
• Has fewer risks than other forms of contraceptives. 

2. Does vasectomy hurt?
• A vasectomy usually takes about 30 minutes and can be performed 

under local anesthesia. Most men feel little pain, if any, with an NSV. 
Mild discomfort is felt with the application of anesthesia, which will 
make the area of operation numb. A slight tugging sensation may be felt 
during the procedure. The effects of the anesthesia will last for several 
hours, thus providing sufficient time for the client to go home, lie down, 
and apply an ice pack. Oral pain relievers, such as paracetamol, will 
be all that may be required for inflammation and pain relief. A small 
amount of swelling may last for three to seven days. Some bruising may 
be observed on the scrotum after the procedure. This bruising usually 
heals within a few days.

3. Will vasectomy involve long-lasting pain?
• Some men report having chronic pain or discomfort in the scrotum 

or testicles that can last from one year to more than five years after 
a vasectomy. Few men may have severe pain that they regret having 
the vasectomy. Severe, long-lasting pain following a vasectomy is 
uncommon, but all men considering a vasectomy should be informed 
about this risk.

• 
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• The cause of the pain is unknown. The pain may result from the 
pressure caused by the build-up of sperm that has leaked from an 
improperly sealed or tied vas deferens or from nerve damage. Treatment 
includes elevating the scrotum and taking pain relievers. 

4. What happens to sperm that is not ejaculated during sexual 
intercourse? Will it collect in the scrotum and cause it to burst or 
cause other problems?

• The body absorbs sperms that are not ejaculated. Sperm cannot 
accumulate in the scrotum or cause harm to a man’s body in any way.

5. Is it possible to check if a vasectomy is working?
• Yes. The service provider can examine a semen sample under a 

microscope to verify whether it still contains sperm. 
• It is recommended, but not essential, to have a semen examination at 

any time after three months following the procedure. 

 ί If no motile sperm cells are seen, then the vasectomy is deemed 
successful.  

 ί If less than one motile sperm is found in every 10 high-power fields 
in the fresh sample, then the client can rely on his vasectomy and 
stop using a backup method. 

 ί If his semen contains more moving sperm, the client should continue 
to use a backup method and return to the clinic monthly for semen 
analysis. 

 ί If his semen continues to have moving sperm, he may need to have a 
repeat vasectomy.

6. Will the vasectomy stop working after a time?
• Generally, no. Vasectomy is intended to be permanent. In rare cases, 

however, the tubes that carry sperm grow back together, and the man 
will require a repeat vasectomy.

• 
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7. Can a man have his vasectomy reversed if he decides that he wants 
another child? 

• Generally, no. Vasectomy is intended to be permanent. People who may 
want more children should choose a different FP method. Surgery to 
reverse vasectomy is possible for only some men, and reversal often 
fails to result in pregnancy. The procedure is difficult and expensive, 
and providers who are able to perform such surgery are difficult to find. 
Thus, vasectomy should be considered irreversible.

8. Is it better for the man to have a vasectomy or for the woman to have 
female sterilization?

• Each couple must decide for themselves as to which method is best 
for them. Both are very effective, safe, permanent methods for couples 
who know that they will not want more children. Ideally, a couple should 
consider both methods. If both are acceptable to the couple, vasectomy 
would be preferable because it is simpler, safer, easier, and less 
expensive than female sterilization.

9. Should vasectomy be offered only to men who have reached a certain 
age or have a certain number of children?

• No. No justification exists for denying vasectomy to a man just because 
of his age, the number of his living children, or his marital status. 
Healthcare providers must not impose rigid rules about age, number of 
children, age of last child, or marital status. Each man must be allowed 
to decide for himself as to whether he will want more children and 
whether he will have a vasectomy.

10. Does vasectomy increase a man’s risk of cancer or heart disease 
later in life?

• No. Evidence from extensive studies shows that vasectomy does not 
increase risks of cancer of the testicles (testicular cancer), cancer of 
the prostate (prostate cancer), or heart disease.

11. Can a man who has a vasectomy transmit or become infected with 
STIs, including HIV?

• Yes. Vasectomies do not protect against STIs, including HIV. All men at 
risk of STIs, including HIV, whether or not they have had vasectomies, 
need to use condoms to protect themselves and their partners from 
infection. • 
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KEY POINTS

Vasectomy
• is a very simple surgery that can be performed in almost any health facility, 

including the treatment rooms of doctors.
• is a permanent method of contraception that is intended to provide life-long, 

safe, and very effective contraception.
• is not immediately effective because it takes three months to clear the 

male reproductive tract of live sperm. The man or couple must use another 
contraceptive method for three months after the procedure. 

• does not affect male sexual performance.
• is permanent and thus requires the counselor to ensure informed choice. 
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Chapter 11
SPECIAL POPULATIONS

CONTRACEPTION FOR THE 
ADOLESCENT
The incidence rate of teen pregnancies in the Philippines was 13.6% in 2013.(97) 
In the ASEAN region, the Philippines ranks third among 
countries with the highest incidence rate of teenage 
pregnancy. Pregnancy among adolescents (adolescents 
as defined by the WHO as individuals aged 10 to 19 years) 
is associated with several potential medical problems, 
including the following:

• High health risk
• Unsafe abortion
• Inadequate or lack of prenatal care
• Sexually transmitted disease from unprotected sex

Teen pregnancy also has social consequences, such as 
loss of educational and employment opportunities as well 
as emotional and financial unpreparedness for raising a child. The percentage of 
sexually active young people who use any contraceptive method remains low at 
21%. 

Contraception for adolescents has the following features:
• All currently available modern contraceptive methods are safe for 

adolescents. 
• The use of progestogen-only injectables, such as depot 

medroxyprogesterone acetate (DMPA), for individuals below 18 years old has 
raised concerns because of their potential effects on bone density. However, 
the WHO clarified that such effects are balanced against the risk of an 
unplanned pregnancy.

• 
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• Young people often do not have the medical conditions that limit the use of 
certain contraceptive methods in older clients.

• Certain adolescent groups may be at a high risk for acquiring HIV and other 
sexually transmitted infections (STIs). This fact should greatly influence the 
selection of an appropriate contraceptive method for them. 

• High discontinuation rates in this age group are due to low threshold to 
tolerance to some side effects. Therefore, members of this age group must 
be counseled about the temporary nature of these effects to motivate them 
to continue using the contraception.

• For some adolescents, the use of a daily regimen may be inappropriate 
because of the unpredictable frequency of intercourse and the need for 
privacy with regard to birth control use and sexual practices.

• For married or teenage mothers, healthy timing and spacing of pregnancy 
should be emphasized so that they may opt to use a long-acting reversible 
contraceptive method.

• Educating adolescents on contraceptive methods and FP services should be 
done to provide correct information and improve knowledge on contraceptive 
use and appropriateness of contraception.

The provision of adequate reproductive health (RH) counseling services for 
adolescents remains challenging because of the barriers posed by factors such 
as national policies, culture, misconception, poverty, and lack of education. 
RH counseling services must be made accessible, available, affordable, and 
understandable in a supportive and non-judgmental environment. Just like any 
client, young individuals must be assured of confidentiality and privacy and 
must not be subjected to unnecessary procedures before they can avail of the 
appropriate contraceptive method. Young individuals must be counseled first to 
delay sexual activity until a later time when they are more capable of starting a 
family.

• 
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RECOMMENDED METHODS

Combined hormonal contraceptives: combined oral contraceptives, 
combined contraceptive patch, combined contraceptive vaginal ring, 
combined injectable contraceptives

• These methods can be used by adolescents without restriction (MEC 
1). However, daily intake of pills may be difficult for some individuals, 
particularly for those who value confidentiality and have issues with 
compliance. 

• Injectables and vaginal rings may effectively address the need for secrecy.
• COCs containing 20 μg estradiol have been observed to reduce bone mineral 

density; however, high formulation shows negligible effects.

Progesterone-only contraceptives: progesterone-only pill, DMPA 
or norethisterone enantate injectables, and levonorgestrel and 
etonogestrel implants

• Both implants and progesterone-only pills can be used without restriction. 
• The potential effect of injectable DMPA (MEC 2) on bone mineral density is 

waived by its preventive effect on unplanned pregnancy. 
• Studies show that DMPA causes a loss of bone mineral density; however, 

discontinued use of DMPA allows the recovery of the lost density. Whether 
DMPA ultimately affects the peak bone mass levels of adolescents in the 
long run remains unclear.

Barriers: condoms, spermicide, diaphragm, and cervical cap
• Barrier methods can be used without restrictions. 
• Condoms provide dual protection against sexually 

transmitted diseases; in addition, they are affordable, 
readily available, and convenient to use. 

• Young men may need to practice condom application 
because they are more likely to commit errors than older, 
more experienced users. 

• Diaphragms and cervical caps are among the least 
effective methods, may not be as readily available, and may be cost 
restrictive. However, they can be used for safe and reversible contraception 
as needed, provided that the user is appropriately counseled and motivated 
with regard to the use of this method. • 
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Intrauterine devices (IUDs): copper-bearing IUDs, IUS
• These devices can generally be used (MEC 2), but three factors should be 

considered:

 ί Expulsion is likely to occur in nulliparous adolescents who have started 
sexual activity because of the small size of the uterus. 

 ί The risk of failure is less than the risk of pregnancy.

 ί This method may not be appropriate for certain adolescents at higher 
risk for STIs.

Fertility-awareness based methods
• Adolescents can use this modality if motivated 

enough to observe strict compliance. 
• However, young women, especially those with 

irregular cycles, must avoid using this method 
because of its high failure rate. 

• Special counseling is necessary for young 
individuals to ensure correct usage of this method.

METHODS TO AVOID

Sterilization: tubal ligation, vasectomy

• These methods must be used with caution for this age group because they 
are considered permanent.

• Adolescents who wish to undergo these procedures must be counseled on 
the availability of other methods that provide safe, long-term, but reversible 
contraception. 

• 
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Special Population: 
CONTRACEPTION FOR WOMEN 
WITH OBESITY 
Safe and effective contraception is greatly needed by 
women with body mass indices (BMIs) of 30 kg/m2 and 
above because of the increased risk of pregnancy-related 
complications. Obesity often has co-morbid conditions, 
such as cardiovascular disease, diabetes, gall bladder 
disease, and cancer. An increase in weight also has the 
potential to decrease the effectiveness of certain methods. 
For instance, increased metabolic rate results in the 
quick elimination of hormonal agents from the body, and 
increased blood volume that comes with an increase in 
weight can reduce blood levels of hormones. This condition 
potentially compromises contraceptive efficacy. The 
problem cannot be solved by simply doubling the dose 
of these hormones because such practice will obviously 
introduce significant health risks. Another important 
issue is whether a particular method (e.g., such as the use of oral contraceptive 
pills) actually causes further weight gain. Therefore, the selection of the most 
appropriate options poses a considerable challenge and requires a conscientious 
review of the current evidence that addresses these issues.

RECOMMENDED METHODS

Intrauterine devices (IUDs)
• These devices include copper-bearing IUD and levonorgestrel-releasing IUD. 

Barriers
• Barriers include condoms, spermicides, diaphragm, and cervical cap. 

IUDs and barriers are categorized as MEC 1 and have no restrictions for use in this population of patients, 

even among those less than 18 years of age. 

• 
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Progestin-only contraceptives: progestin-only pills, depot 
medroxyprogesterone acetate (DMPA)/norethisterone enantate, 
levonorgestrel and etonogestrel implants 

• These methods are categorized as MEC 1 and can therefore be used without 
restrictions by women with obesity. 

• However, for women with obesity who are less than 18 years old, DMPA is 
categorized as MEC 2, considering the potential but reversible effects on 
bone mineral density. 

• Therefore, women with obesity can generally use these agents with 
consideration of the potential reversible effects on bone mineral density.

• Evidence suggests the increased likelihood of weight gain among adolescent 
DMPA users with obesity compared with non-users with obesity, combined 
oral contraceptive (COC) users with obesity, and users with normal weight.
(59)

• Levonorgestrel implant (Jadelle) users who weigh more than 60 kg should 
be advised to return to their healthcare provider after four years (instead of 
five years) for implant replacement or for a new contraceptive method.(106)
Levonorgestrel blood levels are lower for these women at the end of implant 
use compared with non-obese users and are inversely related to body weight. 
(105)

• Obese etonogestrel implant (Implanon) users should also be advised to 
return after two years for implant replacement or for a new contraceptive 
method.(55) Etonogestrel blood levels are also lower at the end of implant 
use for these women compared with non-obese users and are inversely 
related to body weight. 

• Levonorgestrel exhibits a rapid decrease in efficacy with increasing weight.
(102,104)

Combined hormonal contraceptives (CHCs): COC pills, combined 
injectable contraceptives, combined contraceptive patch, combined 
contraceptive vaginal rings

• The above agents are categorized as MEC 2 for women with obesity. 
• These methods can generally be given because the advantages of use 

outweigh the risks. 
• Compared with non-users with obesity, however, venous thromboembolism is 

likely to occur among those using these agents. 

• 
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• Acute myocardial infarction, strokes, and weight gain as a result of the use 
of combined contraceptive pills do not appear to be more frequent for these 
women. 

• The use of COCs and vaginal rings generally does not cause weight gain. For 
yet unknown reasons, some women do undergo weight changes with COC 
intake, but these changes appear to reverse upon discontinuation. 

• The issue of whether the effectiveness of these methods is influenced by 
weight or BMI cannot be established at present.

• The use of the Yuzpe method in women with obesity has not been fully 
studied; thus, its use for emergency contraception in this population cannot 
be recommended.(102,104)

METHODS TO AVOID

Female Sterilization
• With severe obesity, caution is recommended before employing a procedure 

because of technical challenges. 
• Additional precautions and preparations should be in place in secondary or 

tertiary hospitals. 
• Fallopian tubes may be difficult to access through small incisions because 

of abdominal wall thickness. 
• Associated complications, such as wound infections and breakdown, may 

also be increased. 
• In addition, general or spinal anesthesia and its attendant risks are very 

likely.
• Prevention of airway obstruction and inadequacy of oxygen delivery are 

particularly challenging in patients with obesity.
• Alternatively, vasectomy can be offered to the partner.

• 



216 The Philippine Clinical Standards Manual on Family Planning

NOTE: Some overweight women may benefit from employing 
natural methods of contraception because of the lack of 
systemic side effects. However, regular monitoring and testing 
cannot be overemphasized because these methods usually 
exhibit less effectiveness than other contraceptive options. 
For this reason, fertility awareness-based methods may not be 
appropriate for women with conditions that increase risks and 
dangers during pregnancy. Women with obesity, especially those 
with co-morbid medical conditions, are all likely to fall under this 
category.

• 
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Special Population: 
CONTRACEPTION FOR WOMEN 
SMOKERS
The consequences of smoking, such as increased risk of 
cancer and respiratory diseases, are generally the same 
for both women and men. However, some smoking-
related health problems are unique to women. One 
such problem is the effect of smoking on contraceptive 
options, specifically those utilizing hormonal agents. 
Of great importance is the effect of agents, such as 
combined oral contraceptives (COCs), on the risk of 
developing cardiovascular diseases, such as stroke, 
heart attack, and blood clot formation, especially in 
women smokers 35 years of age and above. Smoking also increases the risk of 
cervical cancer and early menopause for women and results in adverse pregnancy 
outcomes, such as low birth weight infants, abortion, stillbirth, and perinatal 
mortality. Infertility problems may also arise among women smokers. 

RECOMMENDED METHODS

Progestin-only contraceptives
• These contraceptives include progestin-only pills, depot 

medroxyprogesterone acetate/norethisterone enantate, and levonorgestrel 
and etonogestrel implants.

Intrauterine devices (IUDs) 
• These devices include copper-bearing IUD and levonorgestrel-releasing IUD. 

Barriers 
• Barriers include condoms, spermicides, diaphragm, and cervical cap. 

• 
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Sterilization
• Sterilization includes tubal ligation and vasectomy.

The absence of estrogen use in the above methods make them safe and acceptable options for smokers, 

regardless of age and number of cigarettes consumed per day (MEC 1). 

Combined hormonal contraceptives (CHCs) 
• Women who smoke and are less than 35 years of age can use the following 

agents (MEC 2): COC pills, combined injectable contraceptives, combined 
contraceptive patch, and combined contraceptive vaginal rings.

• For women over 35 years of age who consume less than 15 cigarettes per 
day, only CICs fall under this category (MEC 2). 

METHODS TO AVOID
(SMOKERS OLDER THAN 35 YEARS OLD WHO CONSUME 15 OR MORE CIGARETTES 
PER DAY)

CHCs: COC pills, CICs, combined contraceptive patch, combined 
contraceptive vaginal rings 

• For women over 35 who smoke less than 15 sticks daily, COC pills, combined 
contraceptive patch, and combined vaginal rings should be avoided because 
risks are greater than the advantages from their use (MEC 3). 

• If a woman smokes at least 15 sticks a day, then all four of these methods 
are unacceptable (MEC 4) because of the higher risks of cardiovascular 
diseases, such as heart attacks (myocardial infarction). These risks increase 
with the number of cigarettes consumed per day. In such cases, the woman 
is encouraged to quit smoking and should be assisted in the selection of 
safe birth control alternatives.

• 
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Special Population: 
CONTRACEPTION FOR 
POSTPARTUM WOMEN 
The postpartum period may provide a good opportunity 
for a woman to start contraception for several reasons. 
The woman is likely to access healthcare, and she may 
be motivated to avoid an unplanned pregnancy soon 
after giving birth. If the woman is not breastfeeding, 
ovulation may resume approximately 25 days after she 
has given birth. Short intervals of less than three years 
between pregnancies are associated with greater risks 
for adverse outcomes, such as maternal death, third 
trimester bleeding, premature rupture of membranes, 
uterine infection, maternal anemia, abortion, and low 
birth weight.(107) Thus, the importance of initiating the 
use of a contraceptive method at postpartum should be 
highlighted.

 
RECOMMENDED METHODS

Lactation amenorrhea method
• This temporary contraceptive method is a good option because it provides 

an ongoing and safe contraceptive that a fully breastfeeding woman can 
employ up to six months after giving birth. 

• The LAM is based on the natural effect of breastfeeding against ovulation. It 
is reliable and effective provided that three conditions are met:

 ί The woman’s menses has not yet resumed after giving birth.

 ί Breastfeeding is exclusive (full), and the baby is fed often both day 
and night (“exclusive” means that no other source of food or water is 
employed). 

 ί The baby is under six months old.

• 
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• While the Medical Eligibility Criteria (MEC) state that NO medical conditions 
preclude breastfeeding, other options may be preferred in certain cases. 
Among these cases are the following:

 ί Women with human immunodeficiency virus (HIV). These women can 
transmit HIV to their offspring via infected breast milk. However, current 
evidence supports breastfeeding if the mother and/or her exposed infant 
has already been administered with antiretroviral drugs, as these agents 
significantly lower risk of transmission (see Chapter 12).

 ί Women on certain medications, such as the following: mood-altering 
agents, reserpine, antimetabolites, cyclosporine, bromocriptine, 
radioactive drugs, high doses of corticosteroids, lithium, ergots, and 
anticoagulants.

 ί Conditions in the newborn that impede effective breastfeeding, such as 
the following: congenital anomalies affecting the mouth, jaw, or palate; 
low birth weight babies or premature infants that require intensive or 
critical neonatal care; and metabolic disorders that hinder normal food 
digestion and processing. Edmond and Bahl (108) recommend feeding 
with expressed breast milk through nasogastric or orogastric tubes, 
spoons, or small cups when babies have poor sucking ability for its 
nutritional benefits to infants. 

Progestin-only contraceptives: progesterone-only pill, depot 
medroxyprogesterone acetate (DMPA) or norethisterone enantate 
injectables, and levonorgestrel and etonogestrel implants

• Breastfeeding women who are

 ί more than six weeks postpartum can use 
progestin-only contraceptives.

 ί between six weeks and six months postpartum 
with no monthly bleeding may use progestin-
only contraceptives. A backup method is not 
necessary.

 ί less than six months postpartum with monthly 
bleeding can use progestin-only contraceptives.

 ί more than six months postpartum can use progestin-only contraceptives 
provided that she is reasonably certain that she is not pregnant. She will 
need to use a backup method for the first two days of taking pills.

• 
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• Postpartum non-breastfeeding women who are

 ί less than four weeks postpartum can start on progestin-only 
contraceptives any time. A backup method is not necessary.

 ί more than four weeks postpartum can use progestin-only contraceptives 
provided that she is reasonably certain that she is not pregnant. She will 
need to use a backup method for the first two days of taking pills.

• No restrictions exist for the use of these agents as birth control methods 
(MEC 1) because these agents provide effective contraception without 
adversely affecting breastfeeding unless the client has risks of thrombosis.

Female sterilization: tubal ligation
• Surgical sterilization can be performed less than seven days after giving 

birth or during the time of a cesarean section procedure.
• Only the client’s (not the husband’s) consent is required to perform this 

procedure.
• Performing this procedure is acceptable (MEC A) even if the woman is 

breastfeeding, has mild (but not severe) preeclampsia, and at 42 days and 
beyond postpartum (see Methods to Avoid below).

Male sterilization: vasectomy
• The woman’s partner or husband can undergo vasectomy any time during the 

woman’s postpartum period. 

Intrauterine devices (IUDs)
• The copper-bearing IUD is a good option, as evidence 

points to a lower incidence of expulsion if insertion is 
performed immediately postpartum, especially after 
delivery of the placenta. 

• No restrictions exist for copper-bearing IUD insertion 
within 48 hours postpartum in both breastfeeding and 
non-breastfeeding women (MEC 1). 

• Levonorgestrel-releasing IUD is also a good option if 
the woman is NOT breastfeeding. This approach is NOT 
recommended if the woman is breastfeeding because 
of concerns about early neonatal exposure to hormonal 
agents at less than six weeks of age (MEC 3).

• 
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• Both types of IUDs are also recommended contraceptive choices (MEC 1) for 
women four weeks postpartum or beyond (see also Methods to Avoid below).

Barriers
• Male condoms are recommended options any time postpartum (MEC 1).
• Diaphragms and cervical caps are recommended at six weeks postpartum 

and beyond.

METHODS TO AVOID

Combined pills and combined injectables: combined oral 
contraceptives (COCs) and combined injectable contraceptives (CICs) 

• Women breastfeeding for at least six weeks (MEC 4), 
women breastfeeding for six weeks to six months (MEC 3), 
and women not breastfeeding but are less than 42 days 
postpartum (MEC 2–4) should not use combined hormonal 
contraceptives (CHCs) because of a high risk for venous 
thromboembolism (VTE). 

• Women 42 days postpartum have a 22- to 84-fold increased 
risk for VTE compared with controls. The use of COCs or 
CICs during this period also affects the quality and quantity 
of milk production in breastfeeding women.

Progestin-only contraceptives: progesterone-only pill, DMPA 
or norethisterone enantate injectables, and levonorgestrel and 
etonogestrel implants

• For breastfeeding women who are less than six weeks postpartum, the use 
of progestin-only methods is not recommended unless contraceptive options 
are limited despite high pregnancy morbidity and mortality rates (MEC 3). 
This recommendation stems from a concern about early neonatal exposure 
to hormonal agents in breast milk. Current studies do not demonstrate 
any harmful effects of this exposure on infants less than six weeks of age. 
However, the investigational designs are not enough to provide convincing 
data regarding issues on serious or long-term subtle effects. The adverse 
findings on animal studies with regard to neurologic effects have not yet 
been established in humans.

• 
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Female sterilization: tubal ligation
• The procedure is delayed (MEC D) in the following conditions until such 

time that these conditions have been resolved or have been addressed 
appropriately:

 ί For women 7 to 42 days postpartum because of the increased risk of 
complications from an incompletely involuted uterus

 ί Severe preeclampsia or eclampsia because of increased risk from 
elevated blood pressure

 ί Prolonged rupture of membranes for 24 hours or more, as well as 
puerperal sepsis or intrapartum or puerperal fever because of the greater 
risk of infections

 ί Severe antepartum or postpartum bleeding, as well as severe trauma 
to birth canal because of dangers posed by additional blood loss and 
aggravation of anemia

 ί Uterine rupture or perforation because of additional blood loss or 
damage to abdominal organs

IUDs
• Insertion of IUDs at 48 hours to less than 4 weeks postpartum must be 

avoided because of increased chances of expulsion at a time of uterine 
involution (MEC 3). 

• The procedure is contraindicated in postpartum women (MEC 4) who have 
puerperal sepsis and those with more than 18 hours of premature ruptured 
membranes.

Barriers: diaphragm and cervical cap
• The diaphragm and cervical cap are inappropriate for use prior to complete 

uterine involution. 
• These devices may also prove difficult to apply and uncomfortable at this 

time, especially for those who have episiotomies.

• 



224 The Philippine Clinical Standards Manual on Family Planning

Fertility awareness-based methods
• Most fertility awareness-based methods are best delayed or used with 

caution until the postpartum period has ended or until regular menstruation 
has resumed.

• Such options may be less effective in a breastfeeding woman than in a 
non-breastfeeding woman. At less than six weeks postpartum, the fully 
breastfeeding mother is likely to be amenorrheic and usually does not 
experience fertility and hormonal changes. However, chances of ovulation 
increase over time, especially if breastfeeding is non-exclusive. Alternative 
options should be given. 

• After menses resume and fertility signs can be detected, the woman may use 
symptoms-based methods (e.g., cervical secretions or Billings). Calendar-
based methods are best reserved for when the woman has had at least three 
consecutive menstrual cycles. The Standard Days Method can be used if 
she has already achieved four consecutive menstrual cycles, with the most 
recent having an interval of 26 to 32 days. However, before these times, a 
barrier contraceptive is advised.

• As for the non-breastfeeding woman, she does not have adequate ovarian 
function to produce obvious evidence of fertility or hormonal changes at four 
weeks postpartum. Thus, an appropriate contraceptive method is needed 
at this time. However, beyond four weeks, the non-breastfeeding woman 
will most probably begin to exhibit detectable fertility signs and hormonal 
changes. Calendar-based methods can then be used after at least three 
consecutive menstrual cycles. The Standard Days Method can be used after 
at least four consecutive menstrual cycles, with the most recent having an 
interval of 26 to 32 days.

• 
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Figure 6 presents the recommended family planning methods that may be used 
during the first year postpartum and beyond based on the MEC for Contraceptive 
Use.(59) For postpartum women, the following contraceptives are recommended:

• From delivery up to six months postpartum, a woman who is exclusively 
breastfeeding and has no menstrual period yet can use the LAM safely. When 
the client uses the LAM and decides to change to another method or when 
the client no longer fits the criteria for the LAM, other contraceptive methods 
should be provided in a timely manner.

• Intrauterine devices (Cu-IUD) can be inserted immediately up to 48 hours 
after birth or at any time after four weeks postpartum.

• Female sterilization can also be performed immediately up to seven days 
after birth or at any time after six weeks postpartum.

• For non-breastfeeding women, IUDs and progestin-only methods can be 
initiated immediately following birth. COCs can be initiated three weeks after 
birth.

• For breastfeeding women, all progestin-only methods can be initiated at six 
weeks following birth, as per WHO MEC. CHCs cannot be initiated until six 
months after birth.

• All women, breastfeeding or not, can initiate use of condoms immediately 
after birth and diaphragms or cervical caps after six weeks.

• 
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ALL WOMEN

BREASTFEEDING
WOMEN

NON-BREASTFEEDING
WOMEN

delivery 48 hrs 3 weeks 4 weeks 6 weeks 6 months 12 months and
beyond

LACTATIONAL AMENORRHEA

CONDOMS / SPERMICIDES

MALE STERILIZATION

IUD

FEMALE STERILIZATION

DIAPHRAGM / CERVICAL CAP

PROGESTIN - ONLY METHODS

PROGESTIN - ONLY METHODS

COMBINED 
HORMONAL METHODS

COMBINED HORMONAL METHODS

Figure 6. Postpartum family planning methods
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Special Population: 
CONTRACEPTION FOR THE 
PERIMENOPAUSE
Perimenopause (or menopausal transition) is the 
period before, during, and after the menopause. The 
average duration is approximately five years starting 
from when ovarian function begins to decline until the 
absence of menstruation for one year. Women usually 
enter the menopause at around 45 to 55 years of age. 
Before menopause, the woman enters the transitional 
phase, which is characterized by on and off episodes of 
ovulation. Despite the decline in fertility during this period, 
pregnancy can still occur during ovulation. Therefore, 
protection from an unplanned pregnancy is still required until complete anovulatory 
menstrual cycle is established because pregnancies in the late reproductive years 
are associated with high maternal and perinatal morbidity and mortality. The 
likelihood of certain fetal malformations also increases in pregnancies in this age 
group.

Perimenopausal women have contraceptive needs that may differ from those 
of younger women. Aside from the effectiveness of a family planning method, 
concerns regarding non-contraceptive benefits may be prominent. These concerns 
include protection from gynecologic cancers, osteoporosis, and benign growths 
(myomas and polyps) as well as control of menstrual cycle irregularities, hot 
flushes, and other menopausal symptoms.

The perimenopausal period is also associated with declined sexual intercourse, 
hence the lack of motivation to use any contraceptive at this time. Women who are 
conscious of impending menopause may erroneously think that they are already 
safe from pregnancy. The need for effective and safe contraception may even be 
essential for some perimenopausal women who may already have cardiovascular 
diseases, hypertension, and diabetes because these conditions increase 
pregnancy risks. These conditions may also contraindicate the safe use of some 
contraceptives. Thus, this age group has limited options.
 • 
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Another concern is determining when contraception can be discontinued for those 
already on a contraceptive method. The following are the current guidelines:

• Use of a family planning method is recommended for one year after the last 
menstrual bleeding because determining when menopause has actually 
occurred is difficult. Menstruation during perimenopause often no longer 
occurs regularly or at monthly intervals.

• A woman already on a hormonal method who wishes to discontinue is 
advised to use a non-hormonal method until menstruation is absent for one 
year.

• If the woman has a copper intrauterine device (IUD) in place, the device is 
removed 12 months after the last menstrual period.

RECOMMENDED METHODS

Progesterone-only contraceptives: progesterone-only pill, depot 
medroxyprogesterone acetate (DMPA) or norethisterone enantate 
(NET-EN) injectables, and levonorgestrel and etonogestrel implants

• Progestin-only pills and implants can be used without restrictions in this age 
group (MEC 1). 

• They are ideal for women who have 
contraindications to estrogen. 

• The injectables can generally be used despite 
certain theoretical or proven risks (MEC 2). 

• Concerns regarding the use of DMPA or 
NET-EN injectables in older women include 
reduced HDL levels (good cholesterol levels) 
and hypoestrogenic effects, which may 
persist for some time after discontinued use. 
These phenomena may increase the risks 
for aggravating hypertension, strokes, and 
ischemic heart conditions. 

• Bone mineral density also decreases during 
DMPA use but may be restored after discontinued use. Whether prior DMPA 
use increases the woman’s fracture risk during the postmenopausal period 
remains unclear.

• 



229The Philippine Clinical Standards Manual on Family Planning

Sp
ec

ia
l P

op
ul

at
io

ns
C

ha
pt

er
11

Intrauterine devices (IUDs): copper-bearing IUDs and levonorgestrel-
releasing IUDs

• The use of IUDs in this age group has no restrictions (MEC 1). 
• Expulsion rates in these women are considerably lower than those in younger 

women.
• However, insertion in some cases may be more difficult because of tight 

cervical canals.

Barriers: condoms, spermicide, diaphragm, and cervical cap
• Perimenopausal women can use these methods without limitations or 

contraindications (MEC 1). In fact, these methods may be ideal for the 
protection of older women with decreased frequency of sexual intercourse. 

• The higher failure rates of barriers compared with hormonal methods may 
not be an important concern because of the decreased fertility that occurs in 
the menopausal transition phase. 

• Barrier methods would be a good choice for women in this age group 
because these methods do not pose proven or theoretical risks as with 
hormonal agents.

Sterilization: tubal ligation, vasectomy
• Permanent sterilization is an acceptable option (MEC A) when couples no 

longer want any more children. 
• However, some older persons may have medical conditions that may require 

delay, more precautions, or referrals to better-equipped facilities in carrying 
out these procedures.

Combined hormonal contraceptives (CHCs; see also Methods to 
Avoid): combined oral contraceptives (COCs), combined contraceptive 
patch, combined contraceptive vaginal ring, and combined injectable 
contraceptives

• The advantages of CHCs in these women offset their theoretical and proven 
risks. 

• The chances of cardiovascular diseases are naturally greater in 
perimenopausal women than in young women, and these conditions may be 
heightened by CHC agents.

• These contraceptives can generally be used (MEC 2) by women who do not 
have any adverse factor or medical contraindications. 

• 



230 The Philippine Clinical Standards Manual on Family Planning

• Although these contraceptives have minimal effect on the bone health of 
young women, their use may have beneficial effects on the bone density of 
perimenopausal users.

METHODS TO AVOID

Fertility awareness-based methods
• These methods are used with caution in this age group because of increased 

unreliability resulting from menstrual irregularities that commonly arise at 
this time, making periods of fertility difficult to establish (MEC C).

Some CHCs
• COCs, patches, or vaginal rings are NOT 

recommended for women 35 years and older who 
smoke (regardless of number of cigarettes smoked). 

• Combined injectables are likewise NOT used for 
women 35 years and older who smoke at least 15 
sticks daily. 

• COCs, patches, injectables, and vaginal rings should 
NOT be used for women 35 years and older who 
suffer from migraine attacks.

• 
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Special Population: 
CONTRACEPTION FOR WOMEN-
VICTIMS OF VIOLENCE 

Through the years, violence has been increasingly 
found to have negative health outcomes. Sexual assault 
and violence against women have been estimated to 
account for 20% of the health burden among women 
aged 15 to 44 years. The general impact of violence 
on the health of women has been attributed to various 
reproductive health risks and problems that are 
consequences of gender-based victimization. These 
health risks and problems include emotional and 
psychological disturbances, physical injuries, unwanted 
pregnancies, sexually transmitted infections (STIs) such 
as human immunodeficiency virus (HIV), decreased 
sexual desire, pain during sex, and chronic pelvic pain. 

Health providers should discuss and assess the possibility of pregnancy in all 
women who have been sexually assaulted. The possibility of pregnancy is the 
usual concern of most women victims (particularly if sex was unprotected). The 
chance of pregnancy after an assault is reported to be at 2% to 5% among victims 
not protected by some form of contraception at the time of the attack. Moreover, 
the risk for acquiring complications such as sepsis, spontaneous abortion, and 
premature birth is high when the pregnancy is complicated with STI.
 
The management of victims should be therefore comprehensive to appropriately 
address violence-related problems. Healthcare providers are expected to provide 
counseling and social support to promote quick recovery. 

Follow-up consultations should also be offered to adequately cover current and 
long-term consequences of the victimization. All clients should have access to 
follow-up services, including a medical review at two weeks, three months, and six 
months post-assault, with referrals for counseling and other support services.(119)

• 
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RECOMMENDED METHODS

LEVONORGESTREL (LNG) AND YUZPE METHODS

These can prevent pregnancy in instances of unprotected sex. Yuzpe method 
consists of higher doses of regular COC pills containing levonorgestrel and ethinyl 
estradiol.

What are the criteria for administering the LNG and Yuzpe methods among 
women who have been victims of sexual assault?

• Presence of risk for pregnancy 
• Consult for treatment sought within five days from the time of the assault 

with the expressed desire to prevent pregnancy 
• Pregnancy tests or other definitive tests have established that the client is 

not currently pregnant 

If pregnancy cannot be ruled out, can the aforementioned methods still be 
prescribed?
Yes, as long as the following will be fulfilled: 

• Full disclosure to the client that the pills will not be effective if she is already 
pregnant but will not affect the pregnancy nor harm the fetus

• Advise the client coming to the health facility more than five days after the 
assault to return for pregnancy testing if she misses her next menstrual 
period. 

What is the mechanism of action of the LNG and Yuzpe methods?
• The LNG and Yuzpe methods work primarily by preventing or delaying the 

release of eggs from the ovaries but does not prevent implantation.(137) 
• They do not work if a woman is already pregnant, near to ovulation, or has 

ovulated.(137) 

Who are eligible to use the LNG and Yuzpe methods?
Any woman can use this method because they are only used in the short term.
(29,123) 

• 
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What are the precautions and contraindications for the use of LNG and 
Yuzpe methods?

• Known or suspected pregnancy. Note that accidental intake of these drugs 
elicits no known harm to a pregnant woman, the course of her pregnancy, or 
the fetus. 

• They do not protect against STIs and HIV. 

When to use the LNG and Yuzpe methods?
• These methods must be taken within 72 hours or up to 5 days by any woman 

in the reproductive age group who has had unprotected sexual intercourse.

How effective are the LNG and Yuzpe methods?
• LNG and Yuzpe must be taken as soon as possible after unprotected sex. 

Doing so can prevent pregnancy when taken any time up to five days of 
unprotected sex.

• Yuzpe method:

 ί Only 2 in 100 women become pregnant, corresponding to a risk reduction 
of 75% when no emergency contraception method is taken (114)

 ί Less effective than LNG 

•  Levonorgestrel regimen

 ί Effective for at least four days after sexual intercourse and extends up 
to five days.

 ί Expected pregnancy rate decreases by 85%.(115) 

 ί Only 1 in 100 women who have had unprotected sex become pregnant. 

 ί LNG is not effective for women with a body mass index of 30 kg/
m2.(102,104)

• 
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Table 23. Estimated number of pregnancies out of 100 women with 
unprotected sex during the second or third week of the menstrual 
cycle according to the type of contraceptive used:

No ECP 8

LNG pills 1

Yuzpe method 2

How are LNG pills used?

LNG can be taken in one of the following doses:
• Single dose: 1.5 mg LNG 
• Split dose: 0.75 mg LNG followed by a second dose of 0.75 mg LNG 12 hours 

later 

Note: In other countries, LNG pills (e.g., Norlevo, Levonelle, and Lonel) are available 
in 1.5 mg or 0.75 mg doses. 

How is the Yuzpe method used?

Within five days after unprotected sex, the Yuzpe method can be administered 
using any one of the following regimens as soon as possible if available for two 
doses with a 12-hour interval:

• 0.1 mg ethinyl estradiol + 0.5 mg LNG 
• 0.1 mg ethinyl estradiol + 1 mg norgestrel 
• 0.1 mg ethinyl estradiol + 2 mg norethisterone 

COCs contain different amounts of estrogen and progestins. Thus, the number of 
pills to be given depends on the preparation of the brand chosen. Not all brands of 
COCs can be utilized for emergency contraception. However, the acceptable brands 
available for the Yuzpe Method (Table 24) offer equivalent efficacy.

• 
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Table 24. Recommended dose of acceptable brands used for the Yuzpe 
Method.

Brand First Dose
Second Dose (12 
hours after first 

dose)
LNG (per dose)

Ethinyl 
estradiol 

(per dose)

Azul 4 beige pills 4 beige pills 0.6 mg 0.15 mg

Blush 4 beige-yellow pills 4 beige-yellow pills 0.5 mg 0.125 mg

Charlize 4 beige pills 4 beige pills 0.6 mg 0.12 mg

Femenal 2 active pills 2 active pills 0.5 mg 0.10 mg

Femme 4 yellow pills 4 yellow pills 0.6 mg 0.12 mg

Lady 4 beige pills 4 beige pills 0.6 mg 0.12 mg

Minipil 5 active pills 5 active pills 0.5 mg 0.10 mg

Nordette 4 active pills 4 active pills 0.6 mg 0.12 mg

Nordiol 21 2 active pills 2 active pills 0.5 mg 0.10 mg

Norfem 4 active pills 4 active pills 0.6 mg 0.12 mg

Protec 4 white pills 4 white pills 0.6 mg 0.12 mg 

Safe Pill 
(150/30)

4 active pills 4 active pills 0.6 mg 0.12 mg

Safe Pill 
(250/50)

2 active pills 2 active pills 0.5 mg 0.10 mg

Seif 4 beige pills 4 beige pills 0.6 mg 0.12 mg

Trust Pill 4 beige-yellow pills 4 beige-yellow pills 0.5 mg 0.12 mg
***The following oral contraceptive brands are NOT recommended for use as Yuzpe method: 
Althea, Cerazette, Daphne, Diane-35, Gracial, Minulet, Yasmin, and Yaz. These brands contain 
a different progesterone component and do not contain LNG.

• 
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Which among the LNG and Yuzpe methods is more preferred for emergency 
contraception?

If both LNG and combined (Yuzpe) COC products are readily available, the LNG 
regimen is more preferred because it is more effective and has lesser adverse 
effects than the Yuzpe regimen. However, if only one of these products is available, 
the client should consider using that product immediately rather than delaying the 
treatment.

If the client does not have a menstrual period within three weeks after taking 
the pills, the possibility of pregnancy must be considered, and she should be 
encouraged to seek appropriate evaluation and care.

What are the side effects of LNG and Yuzpe methods?

Because of the relatively high dosage of LNG 
and Yuzpe, the following side effects may be 
experienced:

• Nausea/vomiting
• Tolerable abdominal pain
• Breast pain
• Vaginal bleeding
• Change in menstrual schedule

How are the side effects of LNG and Yuzpe method use addressed?

• Explain to the patient that side effects are not signs of illness.
• Routine use of anti-nausea medications is not recommended. However, 

if nausea is experienced with the first of the two doses, an anti-nausea 
medication (e.g., 50 mg meclizine) may be taken one-half to one hour before 
the second dose.

• If the client vomits within two hours after taking any of the two doses, she 
should take another dose after taking the anti-nausea medication one-half to 
one hour before. If vomiting continues, she can repeat the dose by inserting 
the previously required number of oral pills high into her vagina. If vomiting 
occurs more than two hours from taking a dose, she need not repeat the 
intake.

• 
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What advice will be appropriate for a client who has not had her menses 
within three weeks after taking the pills?

The client should be informed that the possibility of pregnancy must be considered 
and she should be encouraged to seek appropriate evaluation and care. (116)

WHAT ARE THE COMMONLY ASKED QUESTIONS ABOUT THE LNG AND 
YUZPE METHODS?

1. Can LNG and Yuzpe be used for abortion?
• No. These methods only delay or prevent ovulation and slow down 

sperm transport up the woman’s reproductive tract by avoiding 
fertilization from taking place before the sperm from the unprotected 
sexual intercourse reaches the end of its life span. Once fertilization 
has occurred, the hormones from the contraceptives cannot disrupt an 
ongoing pregnancy.

2. Can LNG and Yuzpe increase a woman’s chance of ectopic pregnancy?
• No. So far, no evidence suggests increased risk for ectopic pregnancies 

in women who become pregnant on the LNG and Yuzpe methods 
compared with all pregnancies in general.

3. Can the LNG and Yuzpe methods cause fetal defects or birth problems to an 
existing pregnancy?

• No. The intake of these contraceptives will not cause fetal defects or 
birth problems compared with all pregnancies in general.

4. Should the LNG and Yuzpe methods be used as a regular contraceptive 
method?

• No, because all other contraceptive methods are more effective in 
preventing pregnancies and have less of the unwanted side effects. 
These methods are only best for preventing pregnancies that might 
result from having unprotected sex during a believed fertile period. 
These methods only delay ovulation; therefore, pregnancy may still 
occur if another unprotected sexual intercourse occurs. Hence, 
contraceptive selection and use is important.

• Other contraceptive methods for regular use should be discussed with 
the client to prevent any future need for the LNG and Yuzpe methods.

• 
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When can the client start using their contraceptive method of choice after 
the use of LNG and Yuzpe methods? 

The risk of STIs and HIV and emotional and physical abuse is apparent after sexual 
assault. These conditions should be addressed aside from offering further FP 
methods. 

When the client feels comfortable in addressing future FP concerns, she may 
initiate the use of a regular method after the LNG and Yuzpe methods (Table 25).

Table 25. Timing of initiation and recommendations on the client’s 
desired FP method after the LNG and Yuzpe methods.

Desired method When to initiate? What is recommended?

Condoms or other barrier 
methods

• Start using immediately at the next sexual intercourse

Hormonal methods:
Oral contraceptives
Contraceptive patch
Vaginal ring
Injectables
Implants

• Start the following day of the last ECP dose. The client 
should use abstain or use another method for the first 
seven days.

• Alternatively, start on the next menstrual period, but 
abstain from sex or use another method in the interim.

• Before insertion of implants, a pregnancy test to rule out 
pre-existing pregnancy may be advisable for practical or 
cost reasons (not for safety reasons).

Intrauterine device (IUD) • It may be inserted after the start of the next menstrual 
period.

Sterilization • The procedure may be performed after the start of the 
menstrual period following ECP use.

• Use a temporary method until the sterilization is 
completed.

Fertility awareness-based 
methods

• Initiate after the first normal menstrual period following 
ECP use. Note that the first bleeding episode after 
taking ECPs may not be a “normal” menstrual period.

• Use a barrier method until the first normal period.

• 
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CONVENTIONAL HORMONAL CONTRACEPTIVE USE 

The use of hormonal contraceptives has no restrictions among women who are 
victims of violence, except if they have conditions that contraindicate their use.
(120) These contraindications are discussed in Chapter 3. A woman suspected or 
known to be currently suffering from domestic or intimate partner violence and 
expresses her desire to prevent pregnancy can be encouraged to and counseled on 
these options. The health provider can suggest the use of contraceptives, such as 
the injectable form, even without the knowledge of the partner.

WHEN SHOULD FOLLOW-UP EVALUATION BE SCHEDULED?

No scheduled follow-up is required after using the methods unless the client 
identifies a problem or question. However, she should be encouraged to seek 
follow-up care if she

• Needs management of issues related to rape.
• Desires evaluation for STIs.
• Needs ongoing contraception or wishes to switch methods.
• Has not had a menstrual period by three weeks after taking Yuzpe method, 

which could be a sign of pregnancy.
• Has irregular bleeding with lower abdominal pain more than a few days after 

taking the Yuzpe method, which could be symptoms of an ectopic pregnancy.
• Has any other health concerns.

METHODS TO AVOID OR USE WITH PRECAUTION DURING THE 
IMMEDIATE POST-ASSAULT PERIOD

IUD

In case of rape, IUDs do not protect against STI/HIV/pelvic inflammatory disease 
(PID). IUD insertion may even potentially increase the risk for PID if the victim 
acquired a chlamydia or gonorrhea infection.(128) Hence, for these types of 
infection, IUD insertion should be avoided. This concern is considered to be low for 
other STIs. Therefore, the WHO MEC does not recommend the use of IUDs unless 
other more appropriate methods are not available (Category 3). Meanwhile, the use 
of IUD may be recommended for victims of rape who are at low risk for STI (WHO 
MEC Category 1). 

• 
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Special Population: 
CONTRACEPTION IN DISASTER 
AND CRISIS SITUATIONS
In disaster situations, women are at higher risks for unwanted or unplanned 
pregnancies and sexually transmitted infections (STIs) 
for several reasons.(131) Some of these reasons 
include the following:

• Routine behavior, that is, taking the daily pill or 
using condoms, may be disrupted and forgotten 
while attending to emergent needs.

• Access to contraceptives becomes difficult. 
• Comfort-seeking behavior, such as intimacy and 

sex, may increase. 

The risk of women and children for domestic violence 
and sexual assault is also increased, resulting in higher predisposition to STIs, 
possible spread of human immunodeficiency virus (HIV), unwanted pregnancies, 
unsafe abortions, and other adverse outcomes, such as trauma, as well as maternal 
and neonatal deaths.(130) Notably, women have more miscarriages, premature 
deliveries, fetuses with intrauterine growth restriction, and low birth weight infants 
after disasters. Adolescents, aside from vulnerability to exploitation, violence, and 
transactional sex, may also be prone to risk-taking behavior.

Four key aspects of reproductive healthcare in disaster and crisis situations should 
be addressed:

• Safe motherhood (antenatal care, delivery care, and postpartum care)
• Family planning
• Prevention and care of STIs and HIV/AIDS
• Protection from and response to sexual and gender-based violence 

The following measures should be immediately undertaken:
• Determine contraceptive availability.
• Document the type, quantity, and expiration dates of the contraceptives.
• Distribute condoms to men and women.
• Provide emergency contraception, as needed.
• Promote use of injectable hormonal contraceptives.
• Plan protective measures against violence and exploitation for women and 

children• 
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The following long-term measures must be employed:
• Institute OB-GYN healthcare services with trained staff in evacuation centers 

or camps.
• Provide education sessions on sexual health and reproductive health rights 

in these centers.
• Provide educational materials on the above topics.
• Establish a family planning program (as part of a comprehensive 

reproductive health program) that covers effective counseling, contraceptive 
choices, follow-up, education, and general information dissemination.

CONTRACEPTIVES AND SPECIAL CONSIDERATIONS IN DISASTER/
CRISIS AREAS*

Male/female condoms
• Condoms are suitable in disaster-hit areas because of their easy distribution 

by any provider, lack of medical contraindications, and prevention of STI 
transmission, including HIV.

• Failure rates, especially during the first year of use, may be higher than those 
for other methods because of improper or incorrect usage.

• Counseling must be given as early as possible in the post-emergency phase 
to ensure correct usage and to motivate both the man and woman to start 
and continue to use the method.

Emergency contraceptive pills (See Women-Victims of Violence)

Injectables 
• The advantage of this method is that women are not required to remember to 

take a daily pill, which may be difficult during a crisis.
• Pregnancy rates are approximately 3% in the first year of use. 
• Irregular or prolonged bleeding often appears during the first three to six 

months of use (much less for the combined injectable). For the progestin-
only injectable, bleeding becomes infrequent or disappears after the first few 
injections. This advantage may prove appealing for women because of the 
less-than-ideal sanitary set-up and inaccessibility to hygienic products and 
water in evacuation areas or camps.

• 
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• These methods can safely be provided by medical, paramedical, or any 
personnel trained in administering injections using the MEC checklist to 
determine client eligibility.

• Regular supply of the contraceptives and proper disposal of needles must be 
ensured.

Combined oral contraceptive (COC) pills
• Pregnancy rate during the first year of use is approximately eight percent 

and declines thereafter.
• The pills can be dispensed by paramedical personnel or any trained provider 

using the MEC checklist to determine client eligibility.
• A regular supply and easy access to pills MUST be ensured in the camps or 

centers, as well as in the community.

Progestogen-only pills (POPs)
• Approximately 1 in 100 breastfeeding women becomes pregnant within the 

first year of use.
• This method is ideal for women in evacuation centers 

or camps who are breastfeeding and need additional 
protection because POPs do not affect the quality or 
quantity of breast milk.

• Additional advantage is that this method may prolong 
lactation amenorrhea.

• The pills can be dispensed by paramedical personnel 
or any trained provider using the MEC checklist to 
determine client eligibility.

• Similar to COCs, a steady regular supply of POPs must be established for 
easy access by clients.

Intrauterine devices (IUDs)
• The advantage of IUDs is that they are among the most effective methods of 

contraception with pregnancy rates of only 6 to 8 per 1000 women during the 
first year of use.

• The use of such devices in disaster areas depends on the availability of 
devices and skilled medical or paramedical providers for insertion.

• 
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• IUDs are suitable for clients coming from areas where the method is already 
known and where the IUD is likely to be available once the client has 
returned.

• Clients must also have access for post-insertion follow-up if the need for 
removal arises or if any complications occur (uncommon).

Implants
• Approximately 1 in 100 women becomes pregnant over the first year of 

implant placement.
• Prolonged protection is experienced for three, five, or seven years depending 

on the implant.
• This method requires a minor surgical procedure; thus, trained physicians 

are the sole providers.
• Clients must have access to follow-up and removal upon demand in the area 

of origin or in the new destination.

Lactation amenorrhea method
• For this method to be successful, the client must be 

fully or nearly fully breastfeeding, menses have not yet 
resumed, and the infant is less than six months old. 
Otherwise, an additional method, such as the POP, is 
needed.

• Pregnancy rates are approximately 2 per 100 women in 
the first six months.

Male and female sterilization
• These permanent methods of contraception are suitable for couples who no 

longer desire any children.
• Pregnancy rate for vasectomy is approximately 2 per 1000 over the first year 

after the male partners have had vasectomies, whereas that for tubal ligation 
is 5 pregnancies per 1000 over the first year.

• Access to these methods may not be as easy in the early phase of the crisis 
compared with other contraceptive options because of the need for a facility 
to perform the procedure. Such facility and the physicians who are trained 
to perform the procedure may not be available initially. Nevertheless, every 
effort must be exerted to make these services accessible to clients at the 
soonest possible time.

• 
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Fertility awareness-based methods
• Pregnancy rate is approximately 20 for 100 women over the first year of use.
• Clients should be well counseled and motivated to follow the instructions 

closely when determining the time of the month during which fertilization is 
possible. This step is especially critical because couples may be burdened 
by more pressing concerns, such as finding food and water sources, as well 
as dealing with the loss of relatives, homes, and livelihood.

*Adapted with modifications from Public Health Guide for Emergencies. Chapter on Reproductive Health Care.3See 
respective sections for detailed information on the following methods.

• 
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Chapter 12
SEXUALLY TRANSMITTED 
INFECTIONS AND 
CONTRACEPTION
WHAT ARE SEXUALLY TRANSMITTED INFECTIONS (STIs)?

STIs can be contracted through vaginal, anal, or oral sex acts, as well as through 
the sharing of sex toys and digital penetration.(134-140) Infections can be acquired 
from body fluids (e.g., semen) in and around the genital area. STIs can also be 
transmitted from mother to child during pregnancy and childbirth, as well as 
through blood or tissue transfer. Other sources of STI include the mouth, throat, 
and rectum. Occasionally, the infection can also be contracted through some non-
sexual means.

WHO ARE AT RISK FOR STIs?(143)
 

• Persons with multiple sexual partners
• Persons with partners who have multiple sexual partners 
• Persons with partners having symptoms and/or recently diagnosed with STI
• Those with sexual partners who do not always use condoms when having 

sex with others
• Those who are sexually active but have no long-term relationships
• Those living in a community where several people are infected with STIs
• Married or unmarried persons who are concerned about STIs or human 

immunodeficiency virus (HIV) in his or her partner who has sexual 
relationships with other partners.

The risk of STI acquisition is influenced by a person’s behavior, the behavior of 
the person’s sexual partner or partners, and the occurrence of these infections in 
the community.(141) Thus, the healthcare provider should be aware of the type of 
STIs and the sexual behavior common in a certain locality. With this knowledge, 
the providers can improve the provision of risk assessment for STIs among their 
clients and provide the appropriate treatment. Recognition of the risk for STIs by 
the clients will serve as their guide in selecting the appropriate steps to protect 
themselves and others. 

• 
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WHAT ARE THE CAUSES OF STIs?

STIs are caused by more than 30 microorganisms, including bacteria, viruses, 
protozoan parasites, and ectoparasites.(139-141) The different types of STIs are 
tabulated below according to the manner of transmission, symptoms, associated 
diseases, and curability.

Table 26. Bacterial types of STIs
STI Organism Transmission Associated diseases Curable?

Chancroid Hemophilus 
ducreyi

Vaginal, anal, and 
oral sex

Both sexes: painful genital ulcers; 
may be accompanied by inguinal 
swelling (bubo)

Yes

Chlamydia Chlamydia 
trachomatis

Vaginal and anal 
sex 

Rarely from 
genitals to mouth 

From mother 
to child during 
pregnancy

Men: urethral discharge 
(urethritis), epididymitis, orchitis, 
infertility

Women: cervicitis, endometritis, 
salpingitis, pelvic inflammatory 
disease, infertility, preterm rupture 
of membranes, perihepatitis; 
commonly asymptomatic

Both sexes: proctitis, pharyngitis, 
Reiter’s syndrome Neonates: 
conjunctivitis, pneumonia

Yes

Gonorrhea Neisseria 
gonorrhea

Vaginal and anal 
sex or contact 
between mouth 
and genitals 

From mother 
to child during 
delivery

Men: urethral discharge 
(urethritis), epididymitis, orchitis, 
infertility 

Women: cervicitis, endometritis, 
salpingitis, pelvic inflammatory 
disease, infertility, preterm rupture 
of membranes, perihepatitis
 
Both sexes: proctitis, pharyngitis, 
disseminated gonococcal 
infection 

Neonates: conjunctivitis, corneal 
scarring and blindness

Yes

Granuloma 
inguinale 
(Donovanosis)

Klebsiella 
(Calymmato-
bacterium) 
granulomatis

Vaginal and anal 
sex 

Close non-sexual 
contact

Both sexes: nodular swellings and 
ulcerative lesions of the inguinal 
and anogenital areas

Yes

---. . . . . . . . . . . . . . . . . . . . . . ................................................................................................................................ 
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STI Organism Transmission Associated diseases Curable?

Lympho-
granuloma 
venereum

Chlamydia 
trachomatis

Vaginal and anal 
sex

Both sexes: ulcer, bubo, proctitis Yes

Non-
gonococcal

Mycoplasma 

genitalium 

Ureaplasma 
urealyticum

Vaginal sex Men: urethral discharge 
(nongonococcal urethritis) 

Women: bacterial vaginosis; 
probably pelvic inflammatory 
disease

Yes

Syphilis Treponema 
pallidum

Genital or oral 
contact with an 
ulcer, including 
vaginal and anal 
sex 

Mother to child 
during delivery

Both sexes: primary ulcer 
(chancre) with local adenopathy, 
skin rashes, condylomata 
lata; bone, cardiovascular, and 
neurological damage 

Women: pregnancy wastage 
(abortion, stillbirth), premature 
delivery 

Neonates: stillbirth, congenital 
syphilis

Yes

Adapted from Family Planning: A Global Handbook for Providers, Global strategy for the prevention and control of 
sexually transmitted infections: 2006–2015 and Zenilman JM, Shahmanesh M. Sexually Transmitted Infections: 
Diagnosis, Management, and Treatment 2012
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Table 27. Viral types of STIs
STI Organism Transmission Associated diseases Curable?

Acquired 
immunodeficiency 
syndrome (AIDS)

HIV Vaginal and anal 
sex; very rarely, 
oral sex 

In blood, from 
mother to child 
during pregnancy 
or delivery or in 
breast milk

Both sexes: HIV-related 
disease, AIDS

No

Cytomegalovirus 
infection

Cytomegalovirus Vaginal sex Both sexes: subclinical or 
nonspecific fever, diffuse 
lymph node swelling, liver 
disease, etc.

No 

Genital herpes Herpes simplex 
type 2

Genital or oral 
contact with an 
ulcer, including 
vaginal and anal 
sex; also genital 
contact in area 
without ulcer

Both sexes: anogenital 
vesicular lesions and 
ulcerations 

Neonates: neonatal herpes 
(often fatal)

No

Genital warts Human papilloma 
virus

Skin-to-skin and 
genital contact or 
contact between 
mouth and 
genitals 

From mother 
to child during 
pregnancy or 
delivery

Men: penile and anal warts, 
carcinoma of the penis 

Women: vulval, anal and 
cervical warts, cervical 
carcinoma, vulval 
carcinoma, anal carcinoma 

Neonates: laryngeal 
papilloma

No

Molluscum 
contagiosum

Molluscum 
contagiosum

Vaginal sex 
Intimate contact

Both sexes: genital or 
generalized umbilicated, 
firm skin nodules

No 

Viral hepatitis Hepatitis B Vaginal and anal 
sex, or from penis 
to mouth 

In blood, from 
mother to child 
during delivery or 
in breast milk

Both sexes: acute 
hepatitis, liver cirrhosis, 
liver cancer

No

Adapted from Family Planning: A Global Handbook for Providers, Global strategy for the prevention and control of sexually 
transmitted infections: 2006–2015 and Zenilman JM, Shahmanesh M. Sexually Transmitted Infections: Diagnosis, 
Management, and Treatment 2012

·-· . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

·························· ························· ························· ····································r·············1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ................................................................................................................................ 

.......................... ......................... ......................... ................................................... . . . . . . . . . . . . . . . . . . . . . ................................................................................................................................ 

. . ................................................................................................................................ 

• 



249The Philippine Clinical Standards Manual on Family Planning

C
ha

pt
er

12
Se

xu
al

ly
 T

ra
ns

m
itt

ed
 In

fe
ct

io
ns

 a
nd

 C
on

tr
ac

ep
tio

n

Table 28. Protozoan and lice-causing STIs
STI Organism Transmission Associated diseases Curable?

Trichomoniasis Trichomonas 
vaginalis

Vaginal, anal, and 
oral sex 

From mother 
to child during 
delivery

Men: urethral discharge 
(nongonococcal 
urethritis); often 
asymptomatic 

Women: vaginosis with 
profuse, frothy vaginal 
discharge; preterm birth, 
low birth weight babies 

Neonates: low birth 
weight

Yes

Pubic lice Phthirus pubis Genital contact 
Direct skin-to-skin 
contact

Both sexes: itching, 
excoriations, papules

Yes

Scabies Sarcoptes 
scabiei

Genital contact 

Fomite 
transmission

Both sexes: nocturnal 
pruritus, symmetrically 
distributed burrows, 
papules, pustules, 
nodules, and 
excoriations

Yes

Adapted from Family Planning: A Global Handbook for Providers, Global strategy for the prevention and control of sexually 
transmitted infections: 2006–2015 and Zenilman JM, Shahmanesh M. Sexually Transmitted Infections: Diagnosis, 
Management, and Treatment 2012

HOW ARE STIs DETECTED?

STIs are not commonly detected early because 
the majority do not immediately present with 
symptoms, as in cases of chlamydia and gonorrhea 
infection. However, early detection is important 
in preventing the transmission and occurrence of 
long-term health consequences. 

The following steps should be taken to facilitate 
the early identification of STIs:

1. Make inquiries as to whether the client or the client’s partner experiences 
genital sores or unusual genital discharge.

2. Be aware of the signs of STIs when doing a pelvic or genital examination.
3. Educate the client about the risks of acquiring STIs.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ................................................................................................................................. . . . . . . . . . . . . . . . . . . . . . . ................................................................................................................................. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ................................................................................................................................. 
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4. If the client currently has signs or symptoms of an STI, prompt diagnosis 
and immediate treatment or referral to an appropriate healthcare provider or 
facility must be carried out.

5. Tell the clients to watch out for genital sores, warts, or unusual genital 
discharge that may occur on them or on their sexual partners.

In addition to developing awareness of the risk factors, the provider should look for 
signs and symptoms of an STI in a client. A particular type of STI may present with 
a specific manifestation. With the recognition of the specific signs and symptoms, 
diagnosis of the corresponding STI can be achieved (Table 29).

Table 29. Common signs and symptoms according to possible 
causative STI
Signs and symptoms Causative STI

Discharge from the penis or vagina: pus, clear or 
yellow-green 

Common: Chlamydia, gonorrhea 
Uncommon: Trichomoniasis

Abnormal vaginal bleeding or bleeding after sex Chlamydia, gonorrhea, pelvic inflammatory 
disease

Burning sensation or pain during urination Chlamydia, gonorrhea, herpes

Lower abdominal pain or pain during sex Chlamydia, gonorrhea, pelvic inflammatory 
disease

Swollen and/or painful testicles Chlamydia, gonorrhea

Itching or tingling in the genital area Common: Trichomoniasis 
Uncommon: Herpes

Blisters or sores on the genitals, anus, 
surrounding areas, or mouth

Herpes, syphilis, chancroid

Warts on the genitals, anus, or surrounding areas Human papillomavirus

Unusual vaginal discharge—changes from normal 
vaginal discharge in terms of color, consistency, 
amount, and/or odor

Common: Trichomoniasis
Uncommon: Chlamydia, gonorrhea

Adapted from Family Planning: A Global Handbook for Providers
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WHAT STRATEGIES ARE ESSENTIAL IN THE TREATMENT, 
PREVENTION, AND CONTROL OF STIs?

Whenever an infection is diagnosed or suspected, effective treatment should be 
provided promptly to avoid complications and to break the chain of transmission. 
Prevention of transmission is the most effective strategy in the management of 
STIs. It avoids exposure to the long-term consequences and complications of STI. 
Family planning services must include schemes such as those below that will 
emphasize the prevention of transmission for client protection.(142-143)

• Promotion of safer sexual behavior

 ί Education and counselling of persons at risk on how to avoid STIs 
through changes in sexual behavior and use of recommended preventive 
services

 ί Introduction of prevention and care activities 
• Promotion of early healthcare-seeking behavior, which will facilitate the 

identification of asymptomatic and symptomatic persons unlikely to seek 
diagnostic and treatment services

• Institution of a comprehensive approach to case management 

 ί Identification of the STI syndrome

 ί Appropriate antimicrobial (antibiotic, antiparasitic, or antiviral) treatment 
for the syndrome

 ί Education and counselling on method by which to avoid or reduce risk of 
infection with sexually transmitted pathogens, including HIV

 ί Promotion of the correct and consistent use of condoms, which may be 
used in addition to the chosen contraceptive (dual protection)

• Notification, evaluation, treatment, and counseling of sex partners of 
persons who are infected with an STI

• Pre-exposure vaccination of persons at risk for vaccine-preventable STIs

WHAT IS DUAL PROTECTION?

For the prevention of STIs, a couple can use condoms 
consistently and correctly during every sexual act in 
addition to another family planning method of their 
choice, such as an oral contraceptive. This practice 
is good for those who are at risk of acquiring STIs 
because it protects against pregnancy and STIs.
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WHAT ARE THE EFFECTS OF CONTRACEPTION ON STIs?

Several queries on the tendency of contraceptives to increase the risk of STIs have 
been raised. The available literature cites the following effects of contraceptives 
on STIs (Table 30), as well as the effect of STIs, particularly their treatment, on 
contraceptives:

Table 30. Effects of contraception on STIs with corresponding 
recommendations

FP Method : Hormonal contraceptives (128)
Effect on Developing STI 6. Recommendation/s

• The risk of acquiring STI is not increased 
for both uninfected and HIV-infected 
women. 

• The risk of HIV transmission to 
uninfected partners is not observed to 
increase. 

• Does not offer protection against STIs or 
HIV. 

• No restriction should be imposed 
on the use of any of the hormonal 
contraceptives for women who are at 
high risk for STIs (WHO Category 1).  

• If a risk for STIs or HIV exists, the 
correct and consistent use of condoms 
is recommended, either alone or with 
another contraceptive method.

FP Method : Intrauterine device (IUD)
Effect on Developing STI 7. Recommendation/s

• Risk of infection is higher only during 
the first 20 days after insertion. Such 
infection is most strongly related to the 
insertion process.(159)  

• The risk of pelvic inflammatory disease 
(PID) associated with gonococcal and 
chlamydial infection does not increase 
with IUD insertion.(138) 

• The absolute risk of subsequent PID is 
found to be lower among women who 
have no STI at the time of IUD insertion 
than among women with STI during 
insertion.(128) 

• The association of the risk for HIV 
acquisition with IUD use is not increased. 
Its use among HIV-infected women 
is not known to increase the risk of 
transmission to sexual partners.(59,128)

• Strict infection prevention practices 
must be followed to minimize the risk of 
infection and serious disease. 

• Removal of the IUD with the occurrence 
of PID is unnecessary if continued use is 
desired. However, continued use should 
be based on the client’s informed choice 
and her current risk factors for STIs and 
PID.(59) 

• Insertion should be avoided in women 
at high risk for or currently infected with 
gonorrhea, chlamydia, purulent cervicitis, 
or PID.(59,128) 

• If STI or PID develops with or without 
IUD, the condition should be treated by 
using appropriate antibiotics to permit 
continued safe use of IUD. 

• A client with HIV can have an IUD 
inserted. However, the same is not 
recommended for a client with AIDS 
unless she is clinically well and on 
antiretroviral (ARV) therapy.(128)

• 
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FP Method : Barrier method and spermicides
Effect on Developing STI 8. Recommendation/s

Generally, evidence has established the protective 
effect of barrier methods against transmitting 
and getting infected with STIs.(141-142)

1. Male Condoms 
• Prevents transmission by 80% to 95% when 

used correctly.(142) 
• Its consistent use is estimated to reduce 

the likelihood of becoming infected with HIV 
when exposed to the virus by 10 to 20 times 
(compared with inconsistent or non-users). 
(144) 

• Among heterosexual relationships involving 
one HIV-infected and one uninfected partner, 
its correct and consistent use lessens 
the likelihood of HIV-negative partners to 
become infected by 80% (compared with 
persons in similar relationships who do not 
use it).(145-146)

• Condoms may not prevent the acquisition of 
human papilloma virus (HPV), but they may 
protect against HPV-associated diseases 
such as genital warts, cervical intraepithelial 
neoplasia II or III and invasive cervical 
cancer.(147) 

2. Female Condoms: may be as effective as male 
condoms in the prevention of chlamydia and 
gonorrhea transmission.(148-149)

3. Diaphragms (150) 
• Its use affords protection against cervical 

gonorrhea, chlamydia, and trichomonias 
infection. 

• However, even if it is combined with 
lubricants, it is less effective in preventing 
STIs, particularly HIV. 

4. Spermicides and non-specific topical 
microbicides: their use has been reported to 
be ineffective in the prevention of HIV and 
STIs.(150)

Use consistently and correctly to maintain its 
highly protective effect against STIs that spread 
by discharge, which include HIV, gonorrhea, and 
chlamydia.(59)

Should not be relied on as the sole source of 
protection against HIV infection.  

Spermicides containing N-9 should not be 
recommended for STI/HIV prevention.(150)
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FP Method : Lactation amenorrhea method on HIV transmission
Effect on Developing STI 9. Recommendation/s

If HIV-infected mothers not on ARV therapy are on 
mixed feeding with breast milk and other foods 
for two years, about 10 to 20 infants of every 100 
of these mothers will become infected with HIV 
through breast milk.(151) 

Administration of ARV drugs to an HIV-infected 
mother or HIV-exposed infant or both can 
significantly reduce the risk of HIV transmission 
through breastfeeding.(129,151)

Exclusive breastfeeding for 6 to 12 months 
is recommended for HIV-infected mothers 
receiving appropriate ARV interventions.(59,152) 
Breastfeeding can also serve as a form of 
contraception.(151) 

Beneficial in developing countries, where infant 
and child mortality rates are high.(151) 

In well-resourced countries with low infant and 
child mortality rates, avoidance of breastfeeding 
remains appropriate. (151).

WHAT ARE THE EFFECTS OF STI MEDICATIONS ON 
CONTRACEPTION?

With contraceptive use, family planning health providers 
should routinely ask their clients about current and 
previous medication use. Clients using hormonal 
contraception should also be informed about the 
potential interaction that may alter contraceptive 
efficacy. Particularly in cases of STIs, antimicrobial 
therapy is the main mode of treatment and may 
potentially alter hormonal contraceptive blood levels. 
Hence, clients should also be encouraged to seek advice 
before taking new medications. They should be aware 
of the duration of simultaneous drug intake as well as 
the nature of the condition for which the drug must be taken. Table 31 shows the 
effects of STI medications on contraceptives.
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Table 31. Effect of STI medications on contraceptives
Commonly used medications to treat STIs Effect on contraceptive efficacy

Doxycycline No change

Fluoroquinolones (Ciprofloxacin and Ofloxacin) No change

Macrolides (Azithromycin) Erythromycin – less potent in increasing plasma 

concentration of estrogen and dienogest 

Azithromycin - No change 

Antiretrovirals

Nucleoside Reverse Transcriptase Inhibitors 

(NRTIs) 

No change

Non-NRTIs Increased effect of ethinyl estradiol (EE) 

Decreased effect of levonorgestrel

Protease Inhibitors and Ritonavir-boosted 

Protease Inhibitor

• Atazanavir/ritonavir Increased effect of EE and norethindrone (NET) 

• Darunavir/ritonar Decreased effect of EE, no change in NET

• Fos-amprenavir/ ritonavir Decreased effect of EE and NET

•  Indinavir No change

• Lopinavir/ritonavir Decreased effect of EE, no change in NET

• Nelfinavir Decreased effect of EE, no change in NET

• Saquinavir No data available

• Tipranavir/ritonavir Decreased effect of EE

The use of hormonal contraceptives among women infected with HIV using 
ritonavir-boosted protease inhibitors is categorized as MEC 3. Clients on ARV 
treatment should be advised to use condoms consistently and correctly if they 
decide to initiate or continue the use of a hormonal contraceptive.(154) This 
strategy will not only prevent HIV transmission but also compensate for the 
possible reduction in the effectiveness of the hormonal contraceptive. When a 
combined oral contraceptive is chosen, a preparation that contains at least 30 μg 
EE should be selected. This practice will offset the blood-level lowering effects of 
ARV agents on estradiol. A summary on the recommendations on contraceptive use 
among clients with STI, HIV/AIDS, and on ARVs is provided in Table 32.

. . 
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Table 32. Recommendations on contraceptive use among clients with 
STI, HIV or AIDS, and on ARVs*

CONTRACEPTIVE 
METHOD

Recommendations for STI cases

Permissible Not recommended

IUD (copper or levonorgestrel- 
containing IUDs)

HIV 

IUD user developing gonorrhea 
or chlamydia infection or PID 

Clinically well with AIDS and on 
ARV

High risk for gonorrhea and 
chlamydia 

Current gonorrhea and 
chlamydia infection or purulent 
cervicitis; PID 

AIDS and not clinically well and/
or not on ARV therapy

Female Sterilization After documentation of 
completed treatment and cure 
from gonorrhea, chlamydia, 
purulent cervicitis, or PID 

HIV infection * 
Clinically well AIDS * 
While on ARV therapy *

Current AIDS-related illness 

Existing gonorrhea, chlamydia, 
purulent cervicitis, or PID

Vasectomy After documentation of 
completed treatment and cure 
from scrotal skin infection and 
STI 

HIV infection * 
Clinically well AIDS * 
While on ARV therapy *

With active STI 
With scrotal skin infection 
Swollen, tender tip of penis, 
sperm ducts or testicles 
Current AIDS-related illness

Spermicides (including when 
used with diaphragm or cervical 
cap)

STI High risk for HIV 
HIV or AIDS with or without ARV

Combined contraceptives: oral, 
injectables, patch, and ring

STI HIV/AIDS HIV/AIDS on: 
Ritonavir treatment Ritonavir 
plus protease inhibitors 
(darunavir, nelfinavir, 
fosamprenavir, lopinavir) 
Efavirenz 
Nevirapine

Progestin-only pills and implants STI HIV/AIDS

Progestin-only injectables No special considerations; can be safely used

* Precautionary measures should be practiced by the health provider performing the procedure
Source: Family Planning: A Global Handbook for Providers 
Faculty of Sexual and Reproductive Healthcare. Drug interactions with hormonal contraception. 2011
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Clients who are taking drugs that favor the enhanced metabolism of hormonal 
contraceptives should use additional contraception. The consistent and correct 
use of condoms is the most preferred method. The advantage of this strategy is 
contraception promotion and protection from acquiring and transmitting STIs. 

KEY POINTS

• STIs are caused by bacteria, viruses, and parasites. If not managed 
accordingly and appropriately, complications and adverse sequelae will set 
in. Healthcare providers must be aware of the causes, risk factors, signs, and 
symptoms of STIs. 

• Early detection of STIs is important in instituting the appropriate 
management approach that aims to control and prevent further spread of 
infection. 

• Healthcare providers should adequately educate and counsel their clients 
regarding STIs. This practice is essential in the management of STIs because 
the clients play an active role in controlling and preventing transmission. 

• The family planning health provider and clients should be aware of the 
possible effects of contraception on STIs and the effects of STI treatment 
on contraceptives, particularly the hormonal types. This awareness and 
knowledge will assist healthcare providers in providing the appropriate 
advice and counselling on contraceptive use. 

• The primary concerns for STI management include the institution of specific 
treatment and the prevention of transmission. The most effective method in 
terms of pregnancy and STI transmission prevention is the consistent and 
correct use of condoms as part of the dual protection strategy. 

• The clients should be encouraged to familiarize themselves with the signs 
and symptoms of STIs for early detection. Client should also be encouraged 
to adhere to the recommended treatment. Referral to a specialist, whenever 
needed, for existing complications or sequelae should be provided.

• 
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Chapter 13
MANAGEMENT OF FAMILY 
PLANNING SERVICES

PURPOSE

This chapter describes the essential components of the effective management 
of delivering quality family planning (FP) services in a given health facility. 
Specifically, this chapter has the following objectives:

•  To define the package of FP services that should be offered by the different 
categories of health facilities

• To identify the specific requirements of each type of health facility to provide 
quality FP services

• To describe the necessary management systems for supporting the delivery 
of FP services, including a description of the principles and techniques of 
infection prevention and control

RATIONALE

The access and use of FP services depend 
largely on the capacity of the health facility 
and its staff to provide the appropriate services 
in response to the specific conditions and 
expressed needs of the targeted clients. The 
effective management of FP clinic services is 
central to meeting this demand on a sustained 
basis. The provision of quality FP services 
requires the following:

• Presence of competent staff with technical skills to provide culturally 
appropriate and gender-sensitive counseling techniques and to offer a broad 
range of FP methods

• Provision of accurate evidence-based information to ensure informed choice 
• Efficient health infrastructure
• Appropriate state-of-the-art functioning equipment

• 
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• Accessibility of services that are readily available, affordable, and acceptable 
to clients 

• Continuous and adequate supply of contraceptives and other materials
• Provision of follow-up care 
• Establishment of a sustainable management support system

Such provision also requires the organization of management support systems 
ranging from planning, organization, implementation, monitoring, and evaluation to 
ensure the efficient and effective delivery of FP services.

FP SERVICES

The FP services provided by a healthcare facility are summarized below.
1. FP promotion
2. FP counseling and assessment of clients
3. FP method provision
4. Protective measures for infection prevention and control
5. Management of complications and appropriate referral (e.g., reproductive 

tract infections [RTIs]/sexually transmitted infections [STIs])
6. Client follow-up

Certain health facilities also provide laboratory diagnostic services to FP clients, as 
needed.

FP Promotion
These services involve the provision of appropriate FP messages to specific 
groups of clients to improve their knowledge, attitude, and behavior about FP. FP 
information and education services are focused on the following areas:

• FP as a health intervention
• Preventing high risk pregnancies
• Reducing maternal and child deaths through identification of unmet 

modern FP needs
• Reiteration of health benefits of practicing FP through healthy timing and 

spacing of births
• FP in the context of poverty mitigation intervention

• Attaining desired family size
• Sustaining quality of life to contribute to national development

• 
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• Emphasis on the links of FP with health and social development concerns
• Provision of accurate and evidence-based information about FP and FP 

methods
• Provision of information on the broad range of modern FP methods
• Information on clients’ rights and benefits/entitlements

Who should conduct health promotion activities?

Health promotion related to FP services 
can be provided by health providers (e.g., 
doctors, nurses, and midwives) community 
health volunteers (e.g., Community Health 
Teams [CHTs], barangay service point 
officers, and other volunteers). These 
activities can be carried out within health 
facilities and in a community setting using 
different methods, such as the following:

a. Interpersonal communication (one-
on-one interaction with clients)

b. Bench conferences (e.g., in the 
outpatient department units of hospitals)

c. Web-based group sessions in communities
d. Outreach and facility-based activities 
e. Small group discussions (e.g., Usapan sessions)

To support health promotion activities, FP information, education, and 
communication (IEC) materials, such as brochures, fliers, leaflets, and video 
materials (i.e., FP videos/films) must be provided to clients. These sessions 
must serve as a venue where client inquiries related to FP can be addressed.

• 



262 The Philippine Clinical Standards Manual on Family Planning

FP Counseling and Assessment of Clients
Counseling is an FP service provided to individual clients through face-to-face 
communication. In providing this service, the provider helps the targeted client 
make informed decisions about his/her fertility relative to reproductive choice (see 
Chapter 2).

Client assessment is the process by which the health worker learns about the 
health status, the FP needs, and the eligibility of the client for contraceptive use. It 
is a MUST that all clients who attend FP/reproductive health (RH) clinics undergo 
assessment (see Chapter 3).

FP Method Provision
After a client undergoes appropriate counseling and assessment, the specific FP 
method is then provided. The provision of FP methods includes the dispensing of 
all medically approved, safe, effective, and legally acceptable modern FP methods. 
The services provided are as follows:

•  Assessment of clients, including pelvic examination if required
•  Simple laboratory procedures, as needed 
• RH cancer screening

• Other FP services, including identification and management of 
common gynecological problems (i.e., RTIs), such as STIs/human 
immunodeficiency virus (HIV)-autoimmune deficiency syndrome (AIDS)

Quality Management System for Family Planning Service Delivery
The following are important requirements that should be fulfilled when managing 
FP services in facilities.

A.  Appropriate health service infrastructure in an enabling environment
B.  Adequate, committed, and competent staff
C.  Availability of standard equipment, health products, and other logistics

A. Appropriate Health Service Infrastructure in an Enabling Environment

Health facilities should have adequate and efficient infrastructure and a physical 
set-up (e.g., FP room/clinic) that is conducive to the provision of quality FP 
services. Such infrastructure ensures confidentiality and privacy during the 
interview, counseling, and physical examination. The facility should be clean and 
safe and offer a welcoming atmosphere. A waiting area should also be provided for 
clients. 

• 
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To ensure that quality services are maintained, the following measures should be 
undertaken:

1. Strategically and prominently display the menu of FP services offered and 
the clinic schedule outside the health facility for client information.

2. Always maintain cleanliness inside and outside the health facility.
3. Ensure that the facility has good lighting and ventilation.
4. Ensure the availability of running water at all times.
5. Designate a waiting area with adequate seats to ensure client comfort, and 

make IEC materials available while clients are waiting to be served.
6. Ensure that the health facility has the following:

• A dedicated area for counseling and an examination room that provide 
visual and auditory privacy to clients as well as a setting wherein 
clients can be comfortably examined and clinic staff can work with 
ease and convenience

• Containers with decontamination solution for used gloves and 
instruments

•  An area for washing and sterilizing gloves and instruments
•  Clean and functioning toilet facilities
• Orderly and updated client records kept in confidentiality
•  Storage rooms for contraceptives and other FP supplies that are safe, 

secured, and maintained in good order condition

B. Adequate, Committed, and Competent Staff

• FP services must be provided by competent 
service providers, which primarily include 
physicians, nurses, and midwives who have 
completed appropriate FP training courses.

• Physicians, nurses, and midwives generally provide 
appropriate FP information, education, counseling, 
and FP methods. Physicians also provide 
supplementary services to manage medical 
problems that are beyond the scope of work of nurses and midwives. 
Other healthcare workers (medical technologists, rural sanitary inspectors, 
nutritionists, dentists, and trained community health volunteers) may also be 
trained in FP and may function as FP educators/communicators when they 
perform their work in the clinic.

• 
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• CHTs and other trained community health volunteers help generate demand 
for FP, particularly for women of reproductive age (WRA) with unmet needs. 
CHTs conduct the profiling and risk assessment of each household member 
and prepare health use plans together with the heads of the families. The 
community health volunteers serve as the link or referring arm of household 
members with health needs to service providers for them to gain access to 
healthcare.

C. Availability of Standard Equipment, Health Products, and Other Logistics

A health facility must have sufficient logistics management to deliver quality FP 
services effectively. These logistics include the following:

• A continuous supply of FP commodities to meet the requirements of current 
and potential FP users

•  Medicine and other medical supplies for voluntary surgical contraception 
(bilateral tubal ligation [BTL] and no-scalpel vasectomy [NSV]), management 
of complications, and other health-related conditions

•  Standard diagnostic equipment/instruments/supplies to perform physical 
examinations or laboratory tests, as needed

• Supplies and materials for cleaning and maintaining infection prevention and 
control

• Required forms for recording client information and services, consent forms, 
referral forms, and supplies

• IEC materials

Table 33 summarizes the FP services delivered at each level of a health facility. The 
recommended minimum requirements of the various levels of health facilities to 
provide FP services are specified.

• 
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Quality management also entails that mechanisms be set in place to ensure that FP 
service delivery will be well supported. These mechanisms include the following:

1. Ensuring the availability and accessibility of effective and efficient FP 
services through standard procedures 

2. Maintaining appropriate health facility infrastructure and conducive 
environment 

3. Ensuring that systems are in place to install and support competent and 
proficient service providers through supportive supervision. Training and 
deployment of community-based health volunteers should also be given 
support.

4. Maintaining an efficient logistics management system that includes the 
following processes:
a. Forecasting of health products
b. Procurement and financing
c. Allocation and distribution 
d. Warehousing

5. Establishing management support systems
a. Information management (e.g., reporting and recording)
b. Monitoring and evaluation
c. Service delivery network

i. Referral system
ii. Public-private partnerships

d. Quality assurance
i. Infection prevention and control
ii. Client safety and client responsiveness

Staff Development

Two mechanisms are recommended to develop the capability of staff and improve 
their competencies in FP service delivery. These mechanisms include attendance 
in training, post-training evaluation two to six months after training, and regular 
supervision/coaching/mentoring and monitoring of staff.

• 



269The Philippine Clinical Standards Manual on Family Planning

M
an

ag
em

en
t o

f F
am

ily
 P

la
nn

in
g 

Se
rv

ic
es

C
ha

pt
er

13

Training
• Training is the main vehicle used to enhance and ensure the capability of 

staff to deliver quality FP services. 
• Training refers to the process of developing staff competencies so that they 

can effectively perform their expected functions and tasks.
• All providers of FP services must undergo the appropriate training specified 

in Table 29. Given the fast turnover of staff in health facilities, a staff 
development plan must be established and updated yearly. Such plan must 
be accompanied by a strong advocacy for budgetary support from local 
officials and mobilization of funds from other sources.

Supportive Supervision
• Supportive supervision refers to the process of organizing and overseeing 

the work of subordinates responsible for performing certain assigned 
functions and tasks. 

• This practice is a personal interface between the supervisor and supervisee 
that must be undertaken regularly for the effective operation of the program 
and for sustaining staff morale and commitment. 

• The process is focused on the mentoring, constructive feedback, and joint 
resolution of problems while considering subordinates as clients.

• Supervision aims to (a) determine the actual performance of staff in all 
aspects of their work and (b) renew the enthusiasm of staff for the work they 
are doing. 

• The overall guiding principle of supervision involves guidance, support, 
and assistance by coaching and mentoring the staff in carrying out their 
assigned tasks well (see Table 34).

• 
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Table 34. Guidelines for staff development

Training of Staff
1. Conduct/update an inventory of the training status of health staff.
2. Conduct training needs analysis (TNA) among staff.
3. Discuss TNA results with staff.
4. Identify gaps in competencies, and identify appropriate training courses.
5. Prepare the staff development plan specifying the following:
      5.1 Name of staff to be trained
      5.2 Specific training course to attend
      5.3 Projected schedule for training
      5.4 Potential sources of funds for training

6. Coordinate with the provincial/city or regional health office for training opportunities for health 
staff on specific training courses.

7. Mobilize resources to support staff training.
8. Send staff to training, and reassign other staff to take on the trainee’s tasks.
9. Conduct post-training evaluation two to six months after training for every trainee prior to the 

issuance of the appropriate certificate.
10. Monitor the application of knowledge and skills learned during the training program.
11. Maintain training certificates and training records.

Supervision of Staff
1. Organize the work of clinic staff and volunteer workers responsible for implementing/

delivering FP services and general clinic operations, including the following:
      1.1 Infection control and good housekeeping
      1.2 Equipment and supplies maintenance and availability of adequate FP commodities
      1.3 Provision of service to FP/RH clients
      1.4 Proper recording and reporting
      1.5 Demand generation

2. Designate the supervisor of an individual or group of staff who will perform specific tasks, and 
reflect these designations in the organizational chart.

3. Prepare the supervisory plan by performing the following:
      3.1 Identifying staff members who need supervision
      3.2 Prioritizing the specific program area where supervision is necessary
      3.3 Scheduling the supervision visit/session

4. Implement the supervision plan.
5. Document the results of the supervision.
6. Give feedback to the supervisee.
7. Develop an action plan with the supervisee to address identified gaps. 

• 
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Efficient Logistics Management System

Logistics management for FP refers to the process of ensuring that the health 
facility has sufficient FP commodities and supplies to meet the needs of FP clients 
and has the necessary equipment or instruments for use in delivering quality FP 
services. With the phasing out of the donated contraceptives from the USAID 
(condoms were phased out in 2003, whereas pills and injectables were completely 
phased out in 2007 and 2008, respectively), health facilities need to secure a 
continuous supply of contraceptives to serve their current and potential FP users. 
AO No. 158 issued by the DOH stipulates that local government units (LGUs) should

• Develop a contraceptive distribution guideline to map and identify the 
catchment areas;

• Conduct campaigns to inform the catchment areas of the LGUs regarding the 
contraceptive distribution guideline;

• Provide resources for delivering contraceptives to the catchment areas;
• Undertake measures to guarantee local availability of contraceptives. These 

measures include any of the following:
• Allocate budget to procure contraceptives for free distribution.
• Make available contraceptives for sale at cost recovery basis or at 

margins above cost.
• Allow consigned commodities from social marketing sources or 

commercial sources to be made available to clients in LGU outlets.
• Continue with the quarterly distribution and inventory of contraceptive 

stocks.

According to Sec. 10 of the RPRH Law of 2012 (Procurement and Distribution of 
Family Planning Supplies),

“The DOH shall procure, distribute to LGUs and monitor the usage of 
family planning supplies for the whole country. The DOH shall coordinate 
with all appropriate local government bodies to plan and implement this 
procurement and distribution program. The supply and budget allotments 
shall be based on, among others, the current levels and projections of the 
following:

(a) Number of women of reproductive age and couples who want to space 
or limit their children;
(b) Contraceptive prevalence rate, by type of method used; and
(c) Cost of family planning supplies.

• 
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Provided, That LGUs may implement its own procurement, distribution and 
monitoring program consistent with the overall provisions of this Act and 
the guidelines of the DOH.”  

These processes/conditions would enable the acquisition of commodities from 
the different procurement sources. To assist in the procurement and distribution 
process, Supply Management Recording Forms were developed to track the inflow 
and outflow of FP commodities in a facility and to determine stock level and 
average monthly usage. The National Online Stock Inventory and Reporting System 
was developed to report the stock inventory of these FP commodities from the 
Province to the Region and then to the Central Office. 

Recent developments require a health facility to establish the needed logistics and 
management system encompassing the following concerns: 

A.  Forecasting of health products
• Forecasting is the process of determining the commodity requirements 

(supplies and other services) of all clients (i.e., current users and 
potential clients with unmet needs). 

B.  Procurement and financing
• Procurement is the process of acquiring commodities from suppliers at 

affordable prices and ensuring procurement requirements to safeguard 
the quality of commodities.

• Financing is the process by which the health facility decides on how the 
FP commodities required by clients will be sourced.

C.  Allocation and distribution
• This process involves determining how much and where the various 

commodities and services will be placed to make them available to 
different target clients. 

D.  Warehousing
• Warehousing refers to the process of ensuring that FP commodities are 

properly kept and maintained in good condition to avoid wastage and to 
maintain their quality.

• 
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Functions of the FP/RH worker in logistics management

Given the above processes and requirements in logistics management, the 
assigned FP logistics health facility worker must always ensure that supplies 
are sufficient, that no stock runs out, and that the equipment is in good working 
condition.

In particular, the FP/RH worker should
• Make a regular inventory of all commodities, supplies, and equipment;
• Properly allocate and distribute the required contraceptives and other 

supplies (IEC materials, forms, etc.) promptly based on client needs;
• Ensure the appropriate storage of contraceptives, other supplies, and 

equipment;
• Update and maintain records and reports;
• Regularly monitor the proper use and care of the two types of equipment, 

namely, the expendable equipment for short-term use and the nonexpendable 
equipment, which refers to items used for a long time and therefore require 
proper care and maintenance

Management Support System

Management support systems must be developed and installed in each FP service 
outlet to ensure the efficient and effective delivery of quality FP services. The 
management and staff must be able to internalize the importance of these systems 
and proactively implement programs and services. The following systems must be 
established:

A.  Information Management 
This system involves the collection, processing, and analysis of program-
related information essential for policymaking, planning, and designing 
interventions appropriate to the needs of target clients. The aim of 
management information systems (MIS) is to generate a timely, accurate, 
and complete set of information as a ready reference for health facility 
managers and staff when they make decisions to improve the delivery of 
FP services. The FP information system must be established at each level 
of operation (e.g., public and private facilities and hospitals) and at the 
community level (e.g., health use plans).

• 
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1. National Household Targeting System for Poverty Reduction (NHTS-PR)
• This information management system identifies who and where 

the poor are nationwide. This database of poor families allows the 
national government, as well as private agencies engaged in social 
protection and services, to objectively select beneficiaries in service 
delivery. This system is spearheaded by the Department of Social 
Welfare and Development.

 
2. Community-Based Monitoring Information System (CBMIS)

• The CBMIS consists of a set of sequenced and continuous steps that 
enable healthcare providers to identify eligible target clients who do 
not avail of appropriate health services in a given locality. CBMIS 
provides and prompts alternative service delivery interventions.

• Since its inception in the mid-1990s, the CBMIS tool has been 
expanded to cover not only FP but also selected maternal and child 
health indicators. The tool is useful in identifying clients with FP 
unmet needs and has been applied to classify clients according to 
their capacity to pay for contraceptives. (Refer to the Manual on 
CBMIS for a copy of the forms and important instructions.) 

3. Facility-based recording and reporting system: The use of the Field 
Health Services Information System (FHSIS) as the official management 
information system of the DOH 
• Clinic management requires a good recording and reporting system. 

FP workers must be familiar with records and reports, and must know 
how to accomplish these documentations accurately. Any health 
facility can adapt and use the records and reports discussed in this 
section based on their particular need and interest.

Recording Tools: Facility-based documents 
In these documents, the data are more detailed and include the day-to-day 
activities of health workers. The source of data is the services delivered to 
clients.

• 
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FP Service Record or FP Form 1. FP Form 1 is the basic 
record form used in the FP program and corresponds to the individual 
treatment record form used in other programs. This form contains 
essential information about the client that enables the health worker 
to provide quality FP service. This form is filled out by the service 
provider and is updated every time the client returns for a follow-up 
visit (Appendix F, p. 385).

Target Client List (TCL) for FP. The TCL is another essential record accomplished in a manner 
similar to that for FP Form 1. 
This form is helpful because it

• Contains data that help the health worker plan and implement patient care and service delivery;
• Facilitates the monitoring and supervision of service delivery activities to a group of patients/

clients identified as eligible/targets to use FP;
• Facilitates the preparation of reports; and
• Provides clinic-level information that can be accessed for future studies.

Summary Tables (ST). STs are forms with 12-month columns retained at the facility (BHS) 
where the midwife records all monthly data. The midwife records a summary of all data from TCL or 
registries. The ST is the source of data for reports included in the MW Monthly Consolidation Table 
(MCT). The PHN records data from all barangays. MCT is the source of documents of the PHN for the 
Quarterly Form. The MCT serves as the output table of the RHU because it contains a list of indicators 
per barangay.

Other Records. These forms are kept in the health facility and include NFP charts, referral slips, 
supplies ledger cards, and requisition and issue vouchers (RIV), which are important for monitoring 
the availability of FP supplies in the health facility.

Reporting Tools

These tools contain summary data that are transmitted or submitted on a 
monthly, quarterly, and annual basis to a higher level. The source of data is 
dependent on the ST and MCT.

Monthly Form Program Report (M1-Brgy) for FP, maternal care, etc. The FP Program 
indicators found in the TCL and ST are also recorded in M1. The midwife should copy the data from 
the ST to the Monthly Form, which is submitted monthly to the PHN, which in turn consolidates and 
prepares the quarterly report.

Quarterly Form Program Report (Q1-RHU). This form is the municipality/city health 
report that contains the three-month total of indicators categorized on FP. Only one Quarterly Form 
should be submitted per municipality/city. If the municipality/city has two or more RHUs/MHCs, 
the consolidation should be performed by or under the direction of the MHO/CHO who sits as Vice 
Chairman of the Local Health Board. The Quarterly Form is submitted to the Provincial Health Office 
for consolidation.

For the Hospital Service Statistics Report Form for Family Planning, refer to the 
Appendix F. 
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Table 35 shows the guidelines for setting up the information system.

Table 35. Guidelines for setting up an information system

CBMIS

1. Orient/train staff on CBMIS.
2. Identify the target groups to be covered in the CBMIS.
3. Assign specific areas and number of households to a particular worker for 

the survey.
4. Conduct a house-to-house interview.
5. Create a master list (TCL of FHSIS) of all women of reproductive age.
6. Identify client needs, and take initial action.
7. Prioritize clients for services.
8. Plan and implement appropriate service delivery interventions.
9. Track clients with FP unmet needs.
10. Update officials/health staff concerned regarding results of CBMIS.
11. Maintain and update the entries in the CBMIS.

Recording 
System

1. Properly record all pertinent information on clients in FP Form 1. 
2. Properly file and maintain these records while observing confidentiality.
3. Check consistency of client information across related forms.
4. Update FP Form I of clients per visit to the facility as well as the TCL, and 

consolidate STI and MCT.

Reporting 
System

1. Analyze obtained information.
2. Regularly prepare required reports.

3. Submit the following reports on time:

     3.1 Monthly FHSIS Form or M1
      3.2 Quarterly FHSIS Form or Q1
      3.3 Annual FHSIS Form
      3.4 E-Reporting System

Dissemination 
and feedback

1. Present analyzed information to concerned health management and staff.
2. Develop an action plan to address findings.
3. Update local officials on results/findings.

Source: CBMIS and FHSIS Manuals.

B.  Work and Financial Planning
This system refers to the formulation of a definitive direction and plan of 
action to address demand for FP services among the population groups. 
The system involves the identification of approaches and interventions 
appropriate for the particular situation of the identified beneficiaries. 
Planning must observe the following principles:

• Objectives and activities aligned with the vision/goal of the LGU/
organization and the overall direction of the National Family Planning 
Program

• Use of evidence-based information generated through program reviews, 
records analysis, or updated census information, as well as participation 
of all health staff and other stakeholders (i.e., private sector)

• Appropriate budgeting and financing of program requirements• 
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Table 36 provides a guide for preparing the Annual Work and Financial Plan for FP.

Table 36. Guidelines for preparing a work and financial plan for FPs

Review of Program Accomplishment and Situation Analysis
1. Conduct health facility self-assessment and identify clinic requirements in terms of staff, 

training, and logistics; contraceptives based on contraceptive self-reliance, clinic supplies, IEC 

materials; and service record forms.

2. Review program accomplishments and needs.

2.1 Identify strengths or best practices.

2.2 Identify and summarize gaps/weak areas.

3. Install or update the CBMIS/Master listing of WRA, and identify target population.

3.1 Those with unmet FP needs

3.2 Current FP users

3.3 FP clients who dropped out

4. Prioritize clients to be served.

Priority I: Pregnant/postpartum mothers below 20 years or above 35 years old, parity of 4 

or higher, pregnancy interval of less than 3 years, low level of education, poor obstetrics/

gynecological history, WRA, and individuals who are sexually active with risky behavior

Priority II: Immediate postpartum, postabortal, and lactating mothers of malnourished children 

below 5 years.

Priority III: Couples suffering from tuberculosis, malaria, heart and kidney diseases, and STI/ 

HIV/AIDS as well as those with metabolic diseases, such as diabetes mellitus and thyroid 

disorders

Preparation of the Work and Financial Plan
1. Set goals and objectives for next year based on assessment results.

2. Identify succeeding strategies and activities to realize the objectives.

3. Determine the focal person/staff responsible for the activity.

4. Specify the time frame/scheduled activity.

5. Estimate the amount of resources/funds needed and identified sources.

6. Specify the success indicators to facilitate the monitoring of accomplishments.

Submission of Work and Financial Plan
1. Integrate FP work and financial plans (MIPH/PIPH/CIPH) with the health facility’s overall 

annual plan.

2. Submit to the LGU Planning and Development Office and LCE for approval.

3. Request budget allocation or funding support from key stakeholders.

• 
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C.  Resource Mobilization
Resources have never been adequate to meet the full requirements of 
quality FP service delivery in any given health facility. FP training for health 
staff, replacement or upgrading of FP equipment, and maintenance of 
supplies and materials are hardly funded from the regular budget allocation 
for health. 

Mobilizing additional resources is important in the 
effective and efficient management of FP clinic 
services. Such mobilization involves generating and 
sustaining the active and coordinated participation 
of all stakeholders at all levels to facilitate program 
implementation and service delivery. Resources 
encompass finances, logistics, cost of operations/ 
activities, and personnel, including time/person-
hours and technical expertise.

Different mechanisms can be used to generate additional resources 
for FP services. These mechanisms entail mobilizing the support and 
participation of the different stakeholders from the national, regional, 
local, and community levels through the establishment of sustainable 
financing schemes for FP services, such as availing of certain Philippine 
Health Insurance Corporation Benefit Packages where FP services are 
compensable. These packages include the Inpatient Benefit Package, 
Maternity Package, or those that are part of outpatient services as long as 
they are rendered by Philippine Health Insurance Corporation (PhilHealth)-
accredited healthcare providers to all eligible PhilHealth members and their 
dependents in PhilHealth-accredited facilities. Table 37 provides a guide for 
mobilizing resources for FP service delivery. Refer also to Appendix D (p. 
329) for the processing of requirements for PhilHealth accreditation.

• 
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Table 37. Guidelines for mobilizing resources for FP services: Identification of 
resources

1. Determine the total requirement needed to provide FP 
services to the targeted population.

2. Identify activities/services that can be funded using the 
existing budget.

3. List the activities/services that lack funding, identify the 
type of resources needed, and determine the amount to be 
mobilized.

4. Identify all possible sources of the resources required.

5. Prepare proposals or plans for presentation and submission 
to targeted contributors/donors. 

6. Mobilize resources from the following potential partners through the following activities:

6.1 Advocate/lobby with local officials to procure contraceptives, particularly for the 

poor segment of your target population from the 20% development fund, 5% Gender and 

Development Fund, supplemental budget or congressional funds, etc.

6.2 Establish partnerships with the private sector for FP service delivery and contraceptive 

supplies (e.g., referring clients who are able to pay for private practitioners and pharmacies 

for contraceptive supplies)

6.3 Coordinate with the DOH–CHD and other institutions for training support and other 

technical assistance (e.g., prototype IEC materials, copies of protocols and standards, and 

attendance in training for technical updates)

6.4 Mobilize support from the donor community for financial assistance or technical support.

6.5 Mobilize the participation and contribution of community members in FP service delivery 

(e.g., participation in establishing community-based information system and referral and 

follow-up of FP clients).

7. Establish sustainable financing schemes in support of FP

7.1 Comply with the requirements of the PhilHealth for the health facility to be accredited 

(see Appendix D for the accreditation process and requirements of PhilHealth).

7.2 Advocate the continuous enrollment of indigents to PhilHealth.

7.3 Participate in the Outpatient Benefit Package of PhilHealth, and explore the possibility 

of using a portion of the capitation funds in procuring contraceptives or supporting other 

priority activities in the FP

........................................................................................ 
':;' 

........................................................................................ 

........................................................................................ 

• 
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D.  Monitoring and Evaluation
Monitoring and evaluation are important processes to monitor the 
progress and status of program implementation and to assess whether the 
desired outputs and outcomes are being met as planned. Results of both 
monitoring and evaluation are expected to generate information that will 
be used to improve and enhance the provision of FP services, facilitate the 
implementation of relevant FP-related activities, troubleshoot problem areas, 
and provide managers and staff with bases for making sound decisions.

Monitoring is the process of keeping track of the progress of FP activity 
implementation at regular intervals to measure improvement and changes 
from what were originally targeted and designed.

Evaluation is the process of determining the extent and quality of changes 
brought about by implementing FP activities and providing FP services to 
clients or beneficiaries at periodic intervals.

Table 38 provides a guide for monitoring and following up on clients.

Table 38. Guidelines for the monitoring and evaluation of FP clients
1. Review the annual Work and Financial Plan to identify the indicators to be monitored and 

evaluated.

2. Determine the methodology for data collection to measure each indicator.

3. Designate specific staff/team members to perform the monitoring/evaluation.

4. Decide on the frequency and interval of monitoring/evaluation.

5. Develop monitoring tool/evaluation forms to record findings and data.

6. Orient concerned staff/team on the use of the tool.

7. Conduct monitoring as planned/designed.

8. Conduct an evaluation as planned/designed.

9. Give feedback to management or concerned staff regarding the results of the monitoring/ 

evaluation, preferably during the regular staff meeting.

10. Act on issues and concerns that surfaced during monitoring and evaluation.

• 
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Protective measure establishment for infection prevention and control

Infection Control in FP
Infection control in FP refers to the prevention of the spread of infection during 
the provision of FP methods. This process aims to protect both the clients and 
providers from the spread of infectious diseases.

Principle of Infection Prevention
Infection prevention refers to stopping the transfer of infectious organisms (germs) 
between people by

(1) providing a barrier to body fluids, for example, by wearing gloves; and 
(2) removing infectious organisms, for example, by processing instruments 
and through waste disposal. Blood, semen, vaginal secretions, and body fluids 
containing blood can carry infectious organisms. These organisms include HIV 
(the virus that causes AIDS), hepatitis B virus, staphylococcus bacteria, and 
many others.

Infections can spread when infection-prevention procedures are not followed and 
these fluids pass from one person to another.

In the clinic, infectious organisms can be passed between clients and health 
workers through needle sticks (with used needles) or similar puncture wounds or 
through broken skin (such as an open cut or scratch). Infectious organisms can 
be passed from one client to another by surgical instruments, needles, syringes, 
and other equipment that have not been properly decontaminated, cleaned, and 
disinfected or sterilized well between clients.

Major Techniques for Preventing and Controlling Infection
Infection control is performed by using any of these techniques: asepsis, 
antisepsis, decontamination, cleaning, disinfection, and sterilization. Table 39 
outlines the basic rules for infection prevention and control.

• 
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Table 39. Basic rules for infection control

1. Wash hands (hand washing may be the single most important infection-prevention procedure).
• Wash hands before and after contact with each client.
• Use soap and clean running water from a tap or bucket for washing.
• Wash hands before putting on gloves and whenever they get dirty.

2. Wear gloves.
• Wear gloves when there is a chance of contact with blood or other body fluids.
• Before any procedure with each client, put on a new pair of single-use or processed reusable 

gloves, if possible.
• Sterilize gloves for any surgical procedure.

3. Perform vaginal examinations only when needed or requested (vaginal exams generally are not 
needed for most contraceptive methods—except for female sterilization, diaphragm, and IUDs).

• For vaginal exams, wear either a new pair of single-use gloves or reusable, highly disinfected, 
or sterile gloves.

• Perform vaginal exams only when needed—such as for VIA (acetic acid) and Pap smear or 
upon suspicion of disease when the exam could help with diagnosis or treatment.

4. Clean the client’s skin.
• Appropriately clean the client’s skin before an injection or insertion of Norplant implants.
• Use a locally available antiseptic on dirty skin, or have the patient wash the skin with clean 

water and soap.
• Antiseptics have minimal effects when used on clean skin.

5. Clean the cervix with antiseptic as part of the “no touch” technique for IUD insertion.

6. Use a new, single-use needle and syringe.
• For each injection, use a new, single-use needle and syringe or a sterilized reusable needle 

and syringe.
• If reusable needles and syringes cannot be sterilized, use high-level disinfection.

7. After use with each client, reusable instruments, equipment, and supplies should be

 ί Decontaminated (soaked in 0.5% chlorine solution [bleach] or another disinfectant),

 ί Cleaned with soap and water, and

 ί Disinfected (by boiling or steaming) or sterilized (by steam or dry heat).
• Vaginal specula, uterine sounds, gloves for pelvic exams, and other equipment and 

instruments that touch mucous membranes should be decontaminated, cleaned, and then 
either high-level disinfected or sterilized, as appropriate.

• Scalpel holders and other equipment and instruments that touch human tissue beneath the 
skin should be decontaminated, cleaned, and then sterilized.

• Disinfected or sterilized objects should not be touched with bare hands.
• Gloves should be worn when cleaning instruments and equipment.
• Linens should be washed in warm, soapy water, and line-dried.
• After each client, exam tables, bench tops, and other surfaces that will come in contact with 

unbroken skin should be washed with 0.5% chlorine solution.

• 
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Table 39. Basic rules for infection control

8. Dispose of single-use equipment and supplies properly.

• Do not reuse needles and syringes meant for single use.

• Do not break, bend, or recap used needles. They should 
be immediately placed in a puncture-proof container. 
The container should be buried when three-quarters full.

• Wash dressings and other soiled solid waste. Wash 
linens such as beddings, gowns, and surgical drapes by 
hand or machine and then line-dry or machine-dry. When 
handling soiled linens, always wear gloves, and hold the 
linens away from the body and avoid shaking them.

Source: WHO Global Handbook for Providers, 2011.

In handling patients with HIV, healthcare providers are at risk when exposed to 
needle sticks, mucus membranes, or broken skin. However, the risk is low.

• The average risk of being infected after a needle stick injury with an HIV-
infected blood is 3 out of 1,000.

• Exposure of the eyes, nose, or mouth to HIV-infected blood is approximately 
1 infection per 1,000 exposures.

• The use of universal precautions best prevents workplace exposure to HIV 
and other blood-borne infections.

Management of complications and appropriate referral

Management of complications related to FP requires that the health workers are 
knowledgeable on the adverse effects and complications of each FP method. 
Timely referral is essential in order to prevent unwanted complications arising from 
delays in referral to a higher level of facility. A functional service delivery network 
is a must to provide quality FP services to clients. FP services are made available 
to FP clients through the network of health facilities in both the public and private 
sectors in the service delivery network. These services vary in comprehensiveness 
and degree depending on the capacity of the facility. Some FP methods can 
also be obtained through pharmacies or drug stores and through the network of 
community-based volunteer health workers. However, this manual does not provide 
standards for these set-ups.

. . 
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Client Follow-up

Follow-up refers to the clinic’s responsibility of looking after the needs of clients 
who had been initially provided with FP or other RH-related services to

• Determine whether clients are satisfied and are correctly using the method 
that they chose,

• Provide appropriate supplies,
• Answer client questions and reassure them about the side effects of using 

FP medication and other services,
• Check for medical complications and refer them for further medical 

evaluation as needed, and
• Identify the reasons for discontinuance of the method or failure to comply 

with scheduled visits.

Table 40. Steps for FP client follow-up
1. Identify the clients who need follow-up.

a. Those who missed their clinic appointments for resupply of oral contraceptives, condoms, 
and injection of DMPA, or check-up of IUD

b. Undecided couples who are motivated
c. Acceptors who complain of side effects or have other problems
d. High-risk mothers who are not practicing FP
e. Those who have just accepted an FP method and transferred immediately to another area

2. Set up priorities to ensure that optimum and quality follow-ups are done by the staff.

3. Schedule follow-up visits.

4. Record the results of follow-up visits.

5. Act on the findings/results of the follow-up.

• 
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Appendix A
CURRENT THRUSTS OF THE 
NATIONAL FAMILY PLANNING 
PROGRAM
This section describes the current family planning (FP) program implemented by 
the Department of Health (DOH). It focuses on meeting the unmet FP needs of 
women of reproductive age, especially those in the National Household Targeting 
System for Poverty Reduction (NHTS-PR). It also summarizes the implementing 
rules and regulations of the newly approved Responsible Parenthood and 
Reproductive Health (RPRH) Act of 2012.

Situation

The Philippines has substantially reduced the mortality rate of under-five children 
from 54 per 1,000 live births in 1993 to 30 in 2011 (Family Health Survey [FHS]) 
as well as infant mortality from 34 to 22. However, the 2013 survey of the NDHS 
showed that the under-five and infant mortality rates have increased again (Figure 
1).

Figure 1. Infant and under-five mortality rates per 1,000 live births.
Source: NDHS and FHS, Philippines, 1993-2013.
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The FHS survey showed that the maternal mortality rate decreased from 213 per 
100,000 live births in 1988 to 162 in 2008 but sharply increased in 2011 (221 per 
100,000 live births) (Figure 2). Despite the increased availability of antenatal care, 
facility-based delivery, and skilled birth attendance, traditional birth attendants 
continue to be preferred in poor regions (FHS, 2011).

Figure 2. Maternal mortality ratio.
Source: NDHS and FHS, Philippines, 1988-2011.

The Philippine population stood at 96 million in 2012 and is expected to grow by 
more than 30 percent by 2025 (120.2 million). The total fertility rate (TFR) in the 
country remains at 3.1 children per woman (2011), which is considerably higher 
than the desired fertility rate of 2.5 children per woman. The 2013 NDHS showed a 
slight decrease in the TFR of 3.0 children per woman (Figure 3).

Figure 3. Total fertility rate.
Source: NDS, RFPS, CPS, FHS and NDHS, Philippines, 1973-2013.
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The contraceptive prevalence rate gradually increased from 15.4 percent (1968) to 
56 percent (NDHS, 2013) in 45 years (Figure 4).

Figure 4. Contraceptive prevalence rate.
Source: NDS, RPFS, FHS and NDHS, Philippines, 1968-2013.

In 2011, the contraceptive prevalence rate (CPR) was 48.9 percent; however, this 
value significantly varied from one region to another. The 2011 FHS data recorded 
ARMM as the region with the lowest CPR and Davao as the region with the most 
number of FP users (Figure 5). The unmet FP needs also slightly declined from 26.2 
percent in 1993 to 19.3 percent in 2011 (Figure 6). However, the unmet FP needs 
increased from 2003 to 2011 by 2 percent.
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Figure 5. Contraceptive prevalence rate by region.
Source: FHS, Philippines, 2011.
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In 2011, the unmet FP needs was 19.3 percent, of which 10.5 percent wanted to 
space and the other 8.8 percent wanted to limit. These data varied across regions, 
with ARMM and Zamboanga showing the two highest unmet FP needs (Figure 7).
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Figure 7. FP unmet needs by region.
Source: FHS, Philippines, 2011.
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Philippine FP Program

The Philippine FP Program aims to promote the overall health of all Filipinos by 
preventing high-risk pregnancies, reducing maternal deaths, and responding to the 
unmet needs of women. In 2008, the Maternal, Neonatal, and Child Health Nutrition 
(MNCHN) strategy was established through AO 29 s. 2008. Its goal is to rapidly 
address the needs of women and reduce maternal and child mortality rates at the 
local and national levels.

In 2010, the Aquino administration through the Aquino Health Agenda launched 
Kalusugan Pangkalahatan (KP). Its objectives are to achieve universal healthcare 
focused on health reform implementation and to ensure that the poorest of the 
poor receives its benefits. 

Vision, Mission, Goal, and Objectives

The National Objectives for Health (NOH) for 2011 to 2016 specifies a clear and 
concrete way of achieving the targets set in the MDGs. In consonance with the 
NOH, the FP Program aims to reduce the following:

• Infant deaths from 25 per 1,000 live births (2008) to 17 per 1,000 live births 
(2016)

• Neonatal mortality from 16 per 1,000 live births (2008) to 10 per 1,000 live 
births (2016)

• Under-five deaths from 34 per 1,000 live births (2008) to 25.5 per 1,000 live 
births (2016)

• Maternal mortality ratio from 163 per 100,000 live births (2010) to 50 per 
100,000 live births (2016)

Vision

To empower women and men to live healthy, productive, and fulfilling lives with 
the right to achieve their desired family size through quality, medically sound, and 
legally permissible FP methods.
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Mission

The DOH, in partnership with local government units (LGUs), non-government 
organizations (NGOs), private sector, and communities, shall ensure the availability 
of FP information and services to men and women who need them.

Goal

To provide universal access to FP information and services whenever and wherever 
needed.

Objectives

1. The FP Program addresses the need to help couples and individuals achieve 
their desired family size within the context of responsible parenthood and 
improve their reproductive health to attain sustainable development.

2. This program aims to ensure the availability of quality FP services in DOH-
retained hospitals, LGU-managed health facilities, NGOs, and the private 
sector.

Benchmarks

The progress of the FP Program is measured based on the benchmarks listed in 
Table 1.

• 



301The Philippine Clinical Standards Manual on Family Planning

Table 1. Benchmarks for measuring the adoption of family planning practices, 
2011–2016

Benchmark From 2011 To 2016

Reduced population growth rate (%) 2.12 1.9

Reduced total fertility rate (No. of 
children  that a woman could have 
during her reproductive period)

3.1 2.1

Increased contraceptive prevalence 
rate (%)

48.9 65

Increased use of modern FP (%) 36.9 60.0

Reduced unmet FP needs (%) 19.3 8.6
Source: NOH, DOH, 2011–2016

Family Planning Guiding Principles

The design, management, and implementation of the FP Program abide with the 
following principles, which are referred to as the Four Pillars of the FP Program:

Responsible Parenthood: It is the will and ability to respond to the needs 
and aspirations of the family. It promotes the freedom of responsible 
parents to decide on the timing and size of their families in pursuit of a 
better life.

Respect for Life: The 1987 Constitution protects the life of the unborn from 
the moment of conception. Abortion is not a method of FP. Pursuant to this 
principle, the current administration endorses the term “reproductive health” 
on the condition that it explicitly excludes abortion.

Birth Spacing: Proper spacing of three to five years from recent pregnancy 
enables women to recover from pregnancy and to improve their well-being, 
the health of the child, and husband–wife and parent–children relationships.

Informed Choice: Couples and individuals may choose the methods that 
they will use to exercise responsible parenthood in accordance with 
their religious and ethical values and cultural background and subject to 
conformity with universally recognized international human rights.
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Program Components

Under the devolved setup, LGUs are primarily responsible for implementing the 
program components. The DOH continues to provide policy directions and technical 
guidelines, set standards, conduct monitoring and evaluation, and perform 
regulatory functions.

The FP Program has seven components:

1. Service Delivery
Quality FP information and services will be made available and accessible to 
all clients by

• Making the FP Method Mix available in appropriate health service 
facilities in both public and private sectors: pills, condom, injectables, 
intrauterine devices, subdermal implants, NFP, lactational amenorrhea 
method, voluntary surgical contraception  services (i.e., bilateral tubal 
ligation thru minilaparotomy under local anesthesia and vasectomy), 
and Standard Days Method; 

• Ensuring client access and utilization of FP services in the service 
delivery network

• Establishing a  referral mechanism;
• Providing FP services through trained and accredited service providers;
• Recruiting and mobilizing trained FP volunteer health workers/

community health teams (CHTs) to support FP home service delivery 
with proper and regular supervision and monitoring by LGU health 
personnel;

• Organizing and deploying itinerant teams; and
• Developing the capacity of hospitals to provide LAPM and all other 

services for FP.

2. Training
Delivery of quality FP information and services is possible only through 
competent service providers. Competency-based training is the main vehicle 
for developing the skills of service providers:

• Training of all categories of FP service providers (doctors, nurses, and 
midwives) in both public and private sectors on relevant courses using 
DOH-prescribed/accredited curricula to ensure and maintain the quality 
of FP service provision;
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• Conduct of training only by accredited training institutions with certified 
and competent training staff;

• Attendance of trained FP service providers in refresher courses at least 
every five years for updates on recent, evidence-based developments 
and trends; and

• Follow-up and evaluation of trained service providers by the responsible 
regional office/NGO/LGU trainers after three to six months.

3. Logistics Management
The delivery of quality FP services is centered on the continuous and 
sufficient supply of FP commodities in health facilities. It also requires 
the installation and maintenance of equipment. This goal can be realized 
through the following:

• Procurement and allocation of commodities at the national level and 
direct  delivery/ distribution to public health facilities (e.g., rural health 
units  [RHUs] and hospitals) based on reports on consumption 

• Use of available contraceptive distribution logistics management 
information system in terms of storage, distribution, inventory control, 
authorized stock level, recording, and reporting using the appropriate 
modified forms

• Local forecasting of contraceptive requirements and procurement
• Installation of equipment with regular inventory and maintenance

4. Health Promotion and Advocacy
Information, education, and communication (IEC) are important to generate 
demands for FP services. Current program thrusts highlight the roles 
of CHTs and other community-based health volunteers to reach out and 
provide key messages and adequate information on where to access 
available services for priority population groups (e.g., NHTS-PR poor 
households). 
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Strong advocacy is essential in mobilizing the commitment and support of 
stakeholders at various levels of administration. Advocacy and IEC need to 
be intensified by

• Developing a local health promotion plan, particularly on FP;
• Adopting/translating and reproducing prototype IEC materials on FP;
• Institutionalizing local campaigns or similar local endeavors as part of 

the annual FP Month Celebration and other health events;
• Orienting/educating and counseling women and men of reproductive 

age on FP (individually or in groups) in appropriate settings (e.g., clinic-
based, community-based, and hospital-based);

• Community organization and social mobilization for FP;
• Organizing and deploying CHTs to reach out and identify household 

members with unmet modern FP needs; 
• Networking with various groups of stakeholders at the national, 

regional, and local levels and with international entities;
• Empowering local officials to ensure the availability and sustainability 

of FP commodities and other requirements for FP service delivery;
• Creating an enabling environment supportive to FP (i.e., ordinances and 

resolutions); and
• Monitoring and evaluating IEC and advocacy-related activities on FP.

5. Monitoring and Evaluation
Delivery of quality FP information services largely depends on the results of 
regular monitoring and evaluation by

• Developing a monitoring and evaluation plan to monitor the quality of 
FP services and to keep track of the progress of FP-related initiatives;

• Allocating funds for regular monitoring and evaluation at various levels 
of operations;

• Regularly conducting consultative meetings to review and assess 
program accomplishments at inter- and intra-levels of administration;

• Establishing a feedback mechanism for monitoring and evaluating 
results for appropriate and immediate action by concerned agencies 
and authorities; and

• Documenting and disseminating good practices.
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6. Research and Development
Evidence-based policies, standards, and guidelines are powerful tools that 
increase the use of quality FP services. Evidence-based IEC and advocacy 
materials are effective in improving the acceptance of the FP program and 
in generating support from stakeholders.

• Development of capacities of national- and local-level entities on 
research and development

• Establishment of collaborative linkages with the academe and research 
institutions

• Allocation of resources for research and development

7. Management Information System
Quality, timely, and accurate information is vital for strategic planning and 
decision making. This can be ensured by

• Maintaining regular FP client recording and reporting of service 
statistics for planning purposes;

• Mainstreaming the updated data collection and reporting system 
including FP services in hospitals;

• Establishing and continuously updating the database on FP service 
providers and facilities, including accredited training institutions and 
training providers/trainers;

• Tracking clients with unmet needs through CHT reporting (e.g., CHT 
forms)

• Adopting and installing the community-based monitoring information 
system; and

• Analyzing and disseminating relevant information to local officials, FP 
program managers, and other stakeholders.
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Identified Strategies to Reduce Unmet Needs for Modern FP

In 2012, the DOH issued AO 2012-0009 and launched a national strategy to reduce 
the unmet FP needs of women to achieve the MDGs in 2015. These strategies aim 
to avert maternal deaths by improving access to FP. The strategies include the 
following:

1. FP as a program should be implemented at the national and local levels 
with the active involvement of both public and private sectors. Quantitative 
estimates should be used to determine the extent of FP services needed 
and how they can be delivered. Information and education campaign should 
reach target beneficiaries. Affordable services should be within reach by 
these target beneficiaries.

2. Implementation of the FP program should be integrated and synchronized 
with other public health campaigns. Resources should be maximized, and a 
client-centered approach on delivering FP services should be adopted.

3. Informed choice and voluntarism should be promoted.
4. Areas with the highest unmet needs will be prioritized in delivering 

additional or enhanced FP services.
5. Contraceptive self-reliance should be encouraged.
6. Interventions to reduce unmet needs should be catered to the conditions of 

localities in close consultation with LGUs.
7. In urban areas, gaps in LGU services and private sector providers will 

be bridged through the provision of grants, commodities, and technical 
assistance.

8. Monitoring and evaluation of the progress in reducing the unmet modern FP 
needs should be focused on factors that affect the demand and supply of 
commodities and the resulting outcomes from these interventions.

9. All social and behavioral change communication activities for FP should be 
in line with the KP thrust.

Responsible Parenthood and Reproductive Health Act of 2012

The Responsible Parenthood and Reproductive Health Act of 2012 or Republic Act 
No. 10534 was signed into law in December 2012. The law is aimed at addressing 
the reproductive health issues of Filipinos and averting maternal and child deaths 
through contraceptive use. Furthermore, the law promotes responsible parenthood 
by encouraging Filipinos to determine and achieve the number, spacing, and timing 
of their children according to their own family life aspirations.
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The RPRH law mandates the national government to guarantee universal access 
to medically safe, non-abortifacient, effective, legal, affordable, and quality 
reproductive healthcare services, methods, devices, and supplies. These services 
should be provided according to the priority needs of women, children, and other 
underprivileged sectors, especially those identified through the NHTS-PR (and other 
identification measures). The families identified in the database may be voluntary 
beneficiaries of free reproductive healthcare, services, and supplies. This list can 
be further used as a basis in identifying households who have unmet modern FP 
needs.

Guiding Principles for Implementation

The DOH reviews and revises existing policies and materials to which the provision 
of the new law will be incorporated. The guiding principles and rules relevant to FP 
in the RPRH’s IRR are briefly enumerated below.

Section 2 of the RPRH IRR states that
• Informed choice and voluntarism shall be promoted by all public and private 

health care providers rendering reproductive health care. Clients shall not 
be denied any right or benefit (including the right to avail of any program of 
general welfare or health care) as a consequence of any decision regarding 
reproductive health care; neither shall they be coerced nor induced to avail of 
any particular service or health product; 

• The provision of reproductive health care shall not discriminate between 
married or unmarried individuals, for all individuals regardless of their civil 
status have reproductive health concerns; 

• Since human resource is among the principal assets of the country, effective 
and quality reproductive health care services must be given primacy to 
ensure maternal and child health, the health of the unborn, safe delivery and 
birth of healthy children, and sound replacement rate, in line with the State’s 
duty to promote the right to health, responsible parenthood, social justice 
and full human development;

• The provision of ethical and medically safe, legal, accessible, affordable, 
non-abortifacient, effective and quality reproductive health care services and 
supplies is essential in the promotion of people’s right to health, especially 
those of women, the poor, and the marginalized, and shall be incorporated as 
a component of basic health care;
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• The State shall promote and provide information and access, without bias, 

to all modern methods of family planning, whether natural or artificial, 
which have been proven medically safe, legal, non-abortifacient, and 
effective in accordance with scientific and evidence-based medical research 
standards such as those registered and approved by the FDA for the poor 
and marginalized as identified through the NHTS-PR and other government 
measures of identifying marginalization: Provided, That the State shall also 
provide funding support to promote all modern natural methods of family 
planning, especially the Billings Ovulation Method, consistent with the needs 
of acceptors and their religious convictions; 

• Each family shall have the right to determine its ideal family size: Provided, 
however, That the State shall equip each parent with the necessary 
information on all aspects of family life, including reproductive health and 
responsible parenthood, in order to make that determination; 

• There shall be no demographic or population targets and the mitigation, 
promotion and/or stabilization of the population growth rate is incidental to 
the advancement of reproductive health; 

In Section 4 of the law, the service delivery standards include the following:

• Section 4.03 Availability of Information and Services in General. All public 
health facilities shall provide full, age- and development-appropriate 
information on responsible parenthood and reproductive health care to all 
clients, regardless of age, sex, disability, marital status, or background. 

Within six (6) months from the effectivity of these Rules, the DOH shall 
review existing and/or develop introductory materials (e.g., primers and/
or pamphlets, health use plans, key messages for Community Health 
Teams, among others) on responsible parenthood and reproductive health 
care. These introductory materials shall be made available in major 
local languages, including but not limited to Tagalog, Cebuano, Ilokano, 
Hiligaynon, Bikol, and Waray. Furthermore, these introductory materials 
shall include scientifically correct, evidence-based and comprehensible 
information on mechanisms of action and benefits, including effectiveness, 
contraindications, possible side effects, correct usage, availability at 
health care facilities and providers, and other information as determined 
necessary by the DOH. The DOH shall ensure that all public facilities have 
copies of these introductory materials freely available to all clients seeking 
information for reproductive health. 
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• Section 4.04 Informed Choice and Voluntarism. To ensure adherence to the 
principles of the RPRH Act and the delivery of quality reproductive health 
care services to voluntary recipients, the applicable provisions of DOH 
guidelines on Informed Choice and Voluntarism shall form part of these 
Rules. 

• Section 4.05 Access to Family Planning. All accredited public health facilities 
shall provide a full range of modern family planning methods, which shall 
also include medical consultations, supplies and necessary and reasonable 
procedures for poor and marginalized couples having infertility issues who 
desire to have children.

The LGUs, with assistance of the DOH, shall ensure that all public health 
facilities within the Service Delivery Network shall provide full, age-, 
capacity-, and development-appropriate information and services on all 
methods of modern family planning to all clients, regardless of age, sex, 
gender, disability, marital status, or background. 

These services include, but are not limited to the following:
1. Fertility awareness and family planning information and education;
2. Interpersonal communication and counseling (IPCC) services to the 

client to allow him or her to make a free and informed choice regarding 
his or her intention/plan;

3. Provision of modern family planning methods which shall include 
dispensing of medically safe, legal, and non-abortifacient health 
products and procedures, among others;

4. Infertility services;
5. Referral services where necessary; and
6. Other family planning information and services as deemed relevant by 

the DOH. 

• Section 4.06 Access to Family Planning Information and Services. No 
person shall be denied information and access to family planning services, 
whether natural or artificial: Provided, That minors will not be allowed access 
to modern methods of family planning without written consent from their 
parents or guardian/s.

• 



310 The Philippine Clinical Standards Manual on Family Planning

• Section 4.07 Access of Minors to Family Planning Services. Any minor who 
consults at health care facilities shall be given age-appropriate counseling 
on responsible parenthood and reproductive health. Health care facilities 
shall dispense health products and perform procedures for family planning: 
Provided, That in public health facilities the minor presents written consent 
from a parent or guardian; 

Provided further, That a consent shall not be required in the case of abused 
or exploited minors, where the parent or the person exercising parental 
authority is the respondent, accused, or convicted perpetrator as certified by 
the proper prosecutorial office or the court.

Provided further, That in the absence of any parent or legal guardian, written 
consent shall be obtained only for elective surgical procedures from the 
grandparents, and in their default, the oldest brother or sister who is at least 
18 years of age or the relative who has the actual custody of the child, or 
authorized representatives of children’s homes, orphanages, and similar 
institutions duly accredited by the proper government agency, among others. 
In no case shall consent be required in emergency or serious cases as 
defined in RA 8344.

Provided finally, That in case a minor satisfies any of the above conditions 
but is still refused access to information and/or services, the minor may 
direct complaints to the designated Reproductive Health Officer (RHO) of the 
facility. Complaints shall be acted upon immediately

In Section 8, rules on drugs, supplies, and health product procurement are stated as 
follows:

• Section 8.02 Supply and Budget Allotments. The supply and budget 
allotments for family planning supplies shall be based on the current levels 
and projections of the following:

1. Number of women of reproductive age and couples who want to space 
or limit their children;

2. Contraceptive prevalence rate, by type of method used;
3. Cost of family planning supplies; and
4. Other relevant, objective, and needs-based criteria as determined by 

the DOH. 
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The DOH shall develop a methodology to determine the number of women 
with unmet need for modern family planning, prioritizing the poor as 
identified by the NHTS-PR or other government procedures of identifying 
marginalization, which shall be consistent with the above-set criteria. 

Health products shall be procured according to the estimated needs of 
identified populations based on the preferred method mix per age group, 
as determined by data on observed health-seeking behaviors using the 
most recent demographic health survey or its equivalent, or by comparable 
scientific methods as deemed appropriate by the DOH.

The DOH, for planning and budgeting purposes, shall also take into account 
the procurement of drugs, supplies, and health products at the LGU level. 
The local availability of reproductive health product stocks, strength of the 
private sector market, LGU commodity self-reliance activities, and the health 
product assistance of development partners, shall be considered as factors 
in the procurement of supplies for that locality. 

In Section 12, the duties and responsibilities of the DOH and the national 
government include the following:

• Ensure that all skilled health professionals assigned to public health 
facilities have appropriate training to provide the full range of reproductive 
health services; Provided, That cities and municipalities shall endeavor that 
all nurses and midwives assigned to public primary care facilities such as 
RHUs are given training and certification to administer life-saving drugs 
within one (1) year from the effectivity of these Rules;

• Respond to unmet needs and/or gaps as enshrined in these Rules.
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Appendix B
ANATOMY AND PHYSIOLOGY OF 
HUMAN REPRODUCTIVE TRACTS 

Purpose

This chapter provides an overview of the human reproductive system as part of 
the introduction to family planning (FP) methods. Specifically, this chapter has the 
following objectives:

1. To show the different parts and functions of the male and female 
reproductive systems in relation to the different contraceptives

2. To enumerate the different phases of the menstrual cycle
3. To explain how fertility awareness works

Basic knowledge of the anatomy and physiology of human reproduction will 
help in understanding the mechanism of reproduction and the action of various 
contraceptive methods, as described below. 

• Fertility awareness-based methods prevent pregnancy through abstinence 
during the woman’s fertile period. The fertile period is determined by 
observed changes in the cervical mucus and/or basal body temperature and 
by the length of the menstrual cycle. 

•  Hormonal methods may either prevent ovulation or thicken the cervical 
mucus or both. 

• Barrier methods prevent the meeting of the egg and the sperm by preventing 
the transport/ascent of the sperm from the vagina into the uterus/fallopian 
tubes. 

• Voluntary surgical contraceptive methods, such as bilateral tubal ligation, 
also prevent the meeting of the egg and sperm by blocking the passageway 
of the sperm from the epididymis to the seminal vesicle (as in vasectomy) or 
of the ova from the ovary to the fallopian tubes.

• 



314 The Philippine Clinical Standards Manual on Family Planning

MALE REPRODUCTIVE SYSTEM

EXTERNAL GENITALIA

The male external genitalia consist of the following:
1. Penis

• It is made up of spongy erectile tissues. 
• The penis becomes erect when a man becomes sexually excited; it 

stiffens and grows in both width and length.
• An erect penis is approximately 5 inches to 7 inches in length and 

approximately 1 inch to 1.5 inches in diameter.
• The penis serves as a passageway of the urine and of the semen during 

sexual intercourse.
2. Scrotal sac

• This is a pair of wrinkled skin pouches that contain and protect the 
testes or testicles. 

• The scrotum controls the temperature of the testicles. The scrotal 
temperature is approximately 6 °C lower than the body temperature, 
which is ideal for sperm production.

INTERNAL GENITALIA

The male internal genitalia consist of the following:
1. Testicles (testes)

• The testicles are the organs that produce the sperm cells and the male 
hormone testosterone. 

• These organs are located in the wrinkled-looking pouch called the 
scrotum, which hangs behind the penis.

• An adult male has two testicles about the size of plums or a native 
guava. The testicles contain hundreds of thousands of chambers where 
the sperms develop.

2. Epididymis
• The epididymis is a small tube located at the base of the testes. 
• It is the site where maturing sperms develop before ascending the 

seminal vesicles through the vas deferens.
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3. Vas deferens (sperm duct)
• The vas deferens passes from the testes to the back of the prostate 

gland. 
• Each of the two sperm ducts joins with the seminal vesicle on each side 

before entering the prostate gland as a single duct. 
• The vas deferens acts as a storage place and passageway for the sperm 

from the testes to the prostate gland.
4. Seminal vesicles

• The seminal vesicles produce the nourishing and lubricating seminal 
fluid that contributes part of the semen. 

• This is where the sperm and the semen mix.
5. Prostate gland

• The prostate gland is situated at the base of the urinary bladder and 
surrounds part of the urethra. 

• It secretes an alkaline fluid that forms part of the semen.
6. Urethra

• The urethra is a duct that passes from the lower part of the bladder 
through the prostate gland and then into and through the penis. 

• It serves as a common pathway for semen or urine.

EPIOIDYMIS 

SCROTAL SAC 
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PHYSIOLOGY

• Sperms are produced daily in the testes of males at the start of puberty. 
Males remain fertile throughout their lifetimes unless diagnosed with an 
injury or a disease that affects fertility.

• Sperms are microscopic male reproductive cells that comprise less 
than 2% of the total ejaculate. They are much smaller than the egg cells. 
Each has a head and a tail like a tadpole.

• Sperms that are produced pass through the epididymis, vas deferens, 
and then seminal vesicles where they mix with the seminal fluid.

• Sperms mix with the seminal fluid and enter the prostate gland where 
additional fluid is added to nourish them.

• Sperms can survive in the vas deferens and seminal vesicle for up to 90 
days.

• Sperms ejaculated during sexual intercourse swim through the vagina, 
cervical opening, uterus, and then fallopian tubes.

• Sperms can live for four to six hours in the vagina but can live for three 
to five days once they reach the uterus and the fallopian tubes. They 
usually reach the tubes within 1 hour to 1.5 hours after ejaculation.

• Sperms that reach the top of the uterus are divided between the two 
fallopian tubes. They swim against the strong current set up by the cilia 
in the fallopian tubes, which draw the egg down toward the uterus.

• Each ejaculate contains 100 to 600 million sperms in approximately a 
teaspoon of seminal fluid.

• Only approximately 2,000 of the 100 to 600 million sperms reach the 
tubes, and only one sperm actually penetrates the egg cell. The rest 
help in dissolving the covering of the egg to enable one sperm to 
penetrate it. The rest of the sperms die and are absorbed by the body 
after fertilization.

• 



317The Philippine Clinical Standards Manual on Family Planning

FEMALE REPRODUCTIVE SYSTEM

EXTERNAL GENITALIA

The female external genitalia consist of the following:
1. Vagina

• The vagina is the passage that extends from the external structure or 
vulva to the cervix. 

• This passage receives the penis during sexual intercourse. 
• It allows the flow of menstrual blood from the uterine cavity to the 

exterior. 
• It is the usual passage through which the baby is born.

2. Labia majora
• The labia majora are made up of two thick outer folds of skin that 

protect the inner sensitive parts of the vulva.
3. Labia minora

• The labia minora consists of two thinner internal folds of tissues that 
cover the vaginal opening and meet in front over a sexually sensitive 
structure called the clitoris.

4. Clitoris
• The clitoris is a small-pea sized organ composed of highly sensitive 

tissue similar to that of the penis.
5. Urethra

• The urethra is the tube through which the urine passes from the bladder 
to the exterior at the urethral opening between the clitoris and the 
vaginal opening.

• 
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INTERNAL GENITALIA

The female internal genitalia consist of the following:
1. Uterus

• The uterus is a hollow muscular organ that lies between the bladder and 
the rectum. 

• A lining called the endometrium covers the cavity of the uterus. 
• The uterus receives the fertilized ovum. 
• It expands as the fetus (baby) grows and expels the baby at birth.

2. Cervix
• The cervix is the lower part of the uterus that opens into the vagina. 
• Glands called the cervical crypts line the cervical canal. These glands 

produce cervical mucus under the influence of the hormone estrogen. 
The spermatozoa depend on the cervical mucus for their survival and 
transport to the female reproductive tract.

3. Fallopian tubes
• The fallopian tubes are located on each side of the upper part of the 

uterus. 
• The end of each fallopian tube is dilated and opens close to the ovary.
• The fallopian tubes transport the ovum released from the ovary to the 

uterus. 
• They enable the sperm to move from the uterus toward the ovary. 
• Fertilization of the ovum by the sperm occurs at the distal third of the 

fallopian tubes closest to the ovary.
4. Ovaries

• The ovaries are the female 
reproductive organs that 
produce the ova or eggs. 

• These organs are attached 
to either side of the uterus. 

• They produce two 
hormones, estrogen and 
progesterone, which 
prepare the lining of 
the uterus to receive a 
fertilized ovum.

• 

FALLOPIAN TUBE 

VAGINAL 
CANAL 

FALLOPl4N TUBE 
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MENSTRUAL CYCLE

• The menstrual cycle begins on the first day of menstrual bleeding and ends 
on the day before bleeding begins again. Bleeding normally lasts from three 
to five days.

• The length of a woman’s menstrual cycle normally varies by a few days from 
cycle to cycle. 

 ί A menstrual cycle is usually 25 to 34 days long (also known as a regular 
cycle).

 ί Some women may have short cycles (24 days or less) or long cycles (35 
days or more).

• The postovulatory days are usually fixed in all of these cycles (11 to 16 
days), whereas the preovulatory days vary in length.

The physiological and anatomical changes during the menstrual cycle are 
summarized in a matrix in Table 1.

Ovulallon 

SHORT CYCLES Menses Next Menses 

24 days or less 
Woman 

11-16 days 

REGULAR CYCLES 
2S-34 dar,i orle~ 

Menses 

V'/oman 

LONG CYCLES 

Ovulation t '•··-· 
11-16 clays 

35 daYl or more 
Ovulation 

Mensi:!!. 

Woman 

t , .... _, 
11-16 clays 
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Table 1. Menstrual cycle matrix (based on an average 28-day cycle)
Structures Menstrual phase Preovulatory phase Ovulatory phase Postovulatory phase

Lining of uterus Sheds during 
this phase

Begins to thicken Continues to 
thicken

Stays in place until 
menstruation starts

Egg Begins to grow in 
the ovaries

Continues to grow Matures and is 
finally released

If not fertilized, 
dissolves and is 
absorbed

Cervical mucus None At the beginning of 
this phase, thick, 
sticky, and opaque

Wet, slippery, 
stretchy, and 
clear; vaginal 
sensation is wet

Loses its wet qual-
ity and is no longer 
sticky and stretchy; 
vaginal sensation is 
dry

Basal body tem-
perature

Low (~36 
°C–36.5 °C)

Low (~36 °C–36.5 
°C)

Slightly drops 
by 0.2 °C to 
0.5 °C

Rises by 0.2 °C to 0.5 
°C and remains high 
until next menstrua-
tion starts

Change in cervix Open Firm and closed Soft and open Firm and closed

Hormonal 
change

Both estrogen 
and progester-
one levels drop.

Capsule around the 
egg begins secret-
ing estrogen, and its 
level rises.

Estrogen slight-
ly drops but 
remains high; 
progesterone 
begins to rise.

Estrogen and pro-
gesterone remain 
high until day 22 
when they begin to 
decrease.

FERTILITY AND JOINT FERTILITY

• Fertility is the ability of a person to bear children. Females and their male 
partners must be fertile to bear a child. 

• Although the female is the one who becomes pregnant, carries the child, 
and goes through childbirth, fertility involves contributions from both the 
male and the female, with the former contributing the sperm and the latter 
contributing the egg.

• During their reproductive years, males are always fertile. Their bodies 
constantly function every single day and make females pregnant any time. 
The male’s fertility ends either at death or at the diagnosis of an injury or 
disease that affects fertility.

• By contrast, females undergo changes every few weeks that cause their 
bodies to be fertile for only a few days at a time and then become infertile 
during the other days before becoming fertile again. Female fertility ends at 
menopause.

• Joint or combined fertility involves the united and equal contribution of the 
male and female in the decision and ability to have a child.• 
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Combined Fertility

MECHANISMS OF ACTION OF DIFFERENT FP METHODS

• The brain controls the hormones that regulate the reproductive systems. It 
also affects sexual activities. 

• Hormones are substances produced by special organs or glands in the body; 
these substances are carried by the bloodstream to targeted parts of the 
body where certain actions are needed.

• The pituitary gland releases the hormones that control the release of other 
hormones from other glands in the body and the actions of the reproductive 
structures in the bodies of both males and females. 

• Although most of these actions are involuntary, they can be controlled or 
modified by the person through various interventions, such as the timing of 
sexual intercourse, or through the use of contraceptive drugs and devices. 

I 
I 
I 
I 
I 
I 
I 
I 

Menrrua/ I 

phase I Preovulatory 
◄----t---p1,;;-- ► 

I (length varies) 

Possible 
infertile 

Absolutely 
fertile 

Sperm survival 
In fertile mucus 

3 to 5 days 

Ovum survival 
12 to 24 hours 

Lu tea.I phase 
(11 to 16 days) 

Postovu/atory 

phase 

Absolutely 
infertile 

~ 

• 



322 The Philippine Clinical Standards Manual on Family Planning

Below are the sites of action of the different FP methods.

1. Hormonal contraceptives: Combined Oral Contraceptive (COC), Progestin-
Only Pill (POP), Progestin-Only Injectable (POI), Combined Injectable 
Contraceptive (CIC)

2. Intrauterine devices: Copper T380A, IUS

• 

In the brain (Hypothalamus and 
anterior pituatary gland): 
Supression of Ovulation 

In the fallopian tubes: 
Reduction of sperm transport 

In the uterus: 
Changes in the lining 

In the cervix: 
Thickening of the mucus, 
which prevents sperm 
penetration 

Uterus: 
Interference with ability 
of the sperm to pass through 
uterine cavity. Change in the 
lining 

Cervix: 
Thickening of Mucus 

reproductive process 
before ova reach uterine 
cavity 
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3. Barrier methods: male and female condoms, diaphragm, cervical caps, 
spermicides 

4. Fertility awareness-based methods
• For contraception, sexual intercourse should be avoided during the 

fertile phase of the menstrual cycle.
• For contraception, sexual intercourse could be near midcycle (usually 

10 to 15 days) when conception is most likely.

Prevent sperm from 
gaining access to female 
reproductive tract 

Prevent Microorganisms (STD's) 
from passing from one partner 
to another 

\ 

• 



324 The Philippine Clinical Standards Manual on Family Planning

• 
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Appendix C
PREGNANCY CHECKLIST

This section details a pregnancy checklist that can be used by a potential FP client 
to be reasonably certain that she is not pregnant. A woman who answers “no” to 
all the questions may or may not be pregnant. In such situations, she may have to 
use a backup method and will need to wait either until her next monthly bleeding 
to start her method of choice or until she is certainly not pregnant. Some examples 
of reasons why a woman may have not experienced monthly bleeding include the 
following:

•  She has given birth more than 6 months ago and is still breastfeeding.
•  She continues to have no monthly bleeding after recently stopping a 

progestin-only injectable.
• She has a chronic health condition that stops her monthly bleeding.

The following may be conducted to further assess the client’s pregnancy:
•  The client may take a pregnancy test.
• The health provider may perform a pelvic examination and note the size of 

the uterus. Ask the client to come back after four weeks to reassess any 
change or increase in the size of the uterus if monthly bleeding has not 
returned. Instruct the client to use a backup method during this period.

When the client returns, perform the following:
•  Provide the client with her preferred contraceptive method if she returns with 

monthly bleeding
• Perform a second pelvic examination if the client returns still without 

monthly bleeding after four weeks.

 ί A woman who previously had regular monthly bleeding and now has NO 
bleeding is most likely pregnant and would have some enlargement of 
the uterus.

• 
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 ί A woman showing no enlarged uterus, exhibiting no other signs and 
symptoms of pregnancy, and using a backup method consistently and 
correctly may avail of her preferred contraceptive method. Advice the 
client to continue her backup method for the first few days of use, as 
specified for each method.

If neither a pregnancy test nor a bimanual examination is available, perform the 
following:

•  Provide the client with a backup method and ask her to return during her next  
monthly bleeding or in 12 to 14 weeks, whichever comes first. 

• The client’s preferred contraceptive method may be provided when her 
monthly bleeding returns. However, if she still does not have bleeding after 
12 weeks to 14 weeks, she may be pregnant or have an underlying health 
problem that causes her to have no monthly bleeding. Refer for appropriate 
assessment and care.

• 
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Did you have a baby less than six months ago? Are you fully or 
nearly fully breastfeeding? Did you not have monthly bleeding 
since giving birth? 

Have you abstained from sexual intercourse since your last 
monthly bleeding or delivery?

If the client answered “no” to all 
questions, pregnancy cannot be ruled 
out. The client should wait for her 
next monthly bleeding or use a 
pregnancy test.

If the client answered “yes” to at least 
one of the questions and has no 
signs or symptoms of pregnancy, she 
can be provided with the method she 
has chosen.

Have you had a baby in the last four weeks?

Did your last monthly bleeding start within the past 7 days (or 
within the past 12 days if the client is planning to use an IUD)?

Have you had a miscarriage or an abortion in the last 7 days (or 
within the past 12 days if the client is planning to use an IUD)?

Have you been using a reliable contraceptive method consis-
tently and correctly?

1

2

3

YESNO

4

5

6

Reference: Family Health International (2002). Checklists: Provider Checklists for Reproductive Health Services. 

Available from: <www.fhi.org>

THE PREGNANCY CHECKLIST
• Ask the client questions 1 to 6. When the client answers “yes” to any 

question, stop and follow the instructions below.
• If the client answers “yes” to at least one of the questions and she has no 

signs or symptoms of pregnancy, give her the method she has chosen.
• If the client answered “no” to all questions, pregnancy cannot be ruled out. 

The client should wait for her next monthly bleeding or use a pregnancy test

• 
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Appendix D
PHILHEALTH REQUIREMENTS AND BENEFITS 
RELATED TO FAMILY PLANNING

The National Health Insurance Program (NHIP) is implemented by the Philippine 
Health Insurance Corporation (PhilHealth) to provide health insurance coverage and 
ensure accessible healthcare service to Filipinos. 

PROVIDERS OF FAMILY PLANNING (FP) SERVICES WITH 
PHILHEALTH BENEFITS AND CORRESPONDING ACCREDITATION 
REQUIREMENTS

Only PhilHealth-accredited health institutions and independent healthcare pro-
fessionals are qualified to render FP services to clients who are then qualified to 
enjoy the PhilHealth benefits on FP. PhilHealth-accredited health facilities or health 
service providers, by nature of the requirements for accreditation, provide quality 
health services to participate in the NHIP.

A. Healthcare Institutions

Examples of possible institutional healthcare providers that can be accredited are 
hospitals, ambulatory surgical clinics (ASC), local government health centers, rural 
health units (RHU), outpatient clinics, health maintenance organizations, preferred 
provider organizations, community-based healthcare organizations, and other 
institutional healthcare providers licensed by the Department of Health (DOH). The 
accreditation requirements for these categories of health facilities are summarized 
below, as enumerated in the PhilHealth Circular 54, series of 2012.

Hospital 
Hospitals that have been in operation for at least three years and have 
a DOH license to operate can apply for accreditation. Fees are to be 
paid based on the prevailing rates at the PhilHealth offices (tertiary care 
hospitals with teaching and training programs pay the most).

• 
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Hospital
1. Notarized Application Form 
2. PHA Membership Certificate
3. Benchbook Score Sheet 
4. Self-Assessment Summary
5. General Performance Commitment
6. Provider Data Record
7. Recent photos of the hospital facilities
8. Latest Audited Financial Statement for continuous accreditations
9. Statement of Intent, if applicable

Ambulatory Surgical Centers and Primary Care Facilities
1.  Accomplished PhilHealth application form
2. Duly notarized warranties of accreditation
3. Latest DOH accreditation certificate
4. General Performance Commitment
5. Provider Data Record
6. Recent photos of the internal and external areas 
7. Latest Audited Financial Statement for continuous accreditations
8. Statement of Intent, if applicable

Outpatient Clinics for Maternity Care Package (MCP) Providers
For outpatient clinics catering to maternity packages, they need to be in 
operation for at least three years. Other requirements include the following:
1. General Performance Commitment
2. Provider Data Record
3. Affiliation with a PhilHealth-accredited secondary hospital
4. Recent photos of the internal and external areas 
5. Location map
6. Proof of training on IUD insertion of the healthcare professional
7. Statement of Intent, if applicable

• 



331The Philippine Clinical Standards Manual on Family Planning

Additional Requirements for Continuous Accreditation of MCP Providers
1. Certificate of Compliance as a BEmONC facility
2. Certificate as Newborn Screening Facility issued by CHD or Newborn 

Screening Resource Center

B. Health Professional Providers

Providers of FP benefits must be accredited physicians for both inpatient and 
outpatient care, particularly for surgical FP procedures, such as bilateral tubal 
ligation and vasectomy. Practitioners in hospitals have to apply for accreditation at 
PhilHealth. Physicians have separate requirements from midwives.

Accreditation Requirements for Physicians
1. Duly accomplished and notarized application form
2. A licensed practitioner 
3. A member in good standing of a PhilHealth-recognized national 

association of physicians such as the Philippine Medical Association
4. Certificate of residency training
5. TIN card
6. Certificate of Registration
7. Affidavit-sworn declaration of current year’s gross income

Accreditation Requirements for Midwives under the MCP
To become an accredited provider of MCPs, midwives must have 
competency on the expanded functions of a midwife and shall have two 
partner physicians (one for obstetric cases and one for newborn cases). 
Other requirements include the following:
1. Application form properly filled out and notarized
2. PRC license 
3. Certificate of Good Standing in any PhilHealth-recognized national 

association of midwives

FP and maternity-related health insurance coverage provided by PhilHealth 
includes MCPs and FP methods, such as insertion of intrauterine devices, 
bilateral tubal ligation, or vasectomy. Below is a tabulation of the 2013 
PhilHealth benefit claims related to maternity and FP, considered as first 
case.

MEDICAL CASES AND CORRESPONDING CASE RATES OF THE 
PHILIPPINE HEALTH INSURANCE CORPORATION AS OF 2013

ALLOWED AS SECOND MEDICAL CASES AND CORRESPONDING 
CASE RATES OF THE PHILIPPINE HEALTH INSURANCE 
CORPORATION AS OF 2013

• 
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Medical Cases and Corresponding Case Rates of the Philippine Health 
Insurance Corporation as of 2013
RVS Code Description Case Rate Professional 

Fee

Healthcare 

Institution Fee

55250 Vasectomy, unilateral or bilateral 4,000 1,000 3,000

58300 Insertion of intrauterine device 
(IUD)

2,000 800 1,200

58600
Ligation or transection of fallo-
pian tube(s), abdominal or vaginal 
approach, unilateral or bilateral

4,000 1,000 3,000

58565

Hysteroscopy, surgical; with bilat-
eral fallopian tube cannulation to 
induce occlusion by placement of 
permanent implants

5,680 1,680 4,000

59402

Routine obstetric care including 
antepartum care, vaginal delivery, 
and/or postpartum care for hospi-
tals; with bilateral tubal ligation

10,500 (includes 
PhP 1,500 for 
antenatal diagnos-
tics and meds)

3,600 5,400

These cases are allowed as second cases along with an exemption from 
50% second case rule.

Allowed as Second Medical Cases and Corresponding Case Rates of 
the Philippine Health Insurance Corporation as of 2013
RVS Code Description Case Rate Professional Fee Healthcare 

Institution Fee

55250 Vasectomy, unilateral or 
bilateral

4,000 1,000 3,000

58600
Ligation or transection of 
fallopian tube(s), abdominal 
or vaginal approach, 
unilateral or bilateral

4,000 1,000 3,000

• 



333The Philippine Clinical Standards Manual on Family Planning

Appendix E
SUMMARY TABLES AND CHECKLISTS: 
WHO MEDICAL ELIGIBILITY CRITERIA FOR 
CONTRACEPTIVE USE

New contraceptive technologies continue to be developed. However, some health-
care practices are still based on scientific studies of contraceptive products that 
are no longer in wide use or on the personal preference of service providers. These 
outdated practices often result in limited access to family planning services for 
clients. The Medical Eligibility Criteria (MEC) for Contraceptive Use (59) have been 
developed (2009) to reduce or eliminate this barrier.

WHAT IS THE WHO-MEC?

• Medical screening of clients based on the best available evidence on family 
planning practices 

•  Recommendations for the use of specific contraceptive methods by women 
and men who have certain characteristics or pre-existing medical conditions

•  Assistance for healthcare providers who counsel women, men, and couples 
about the choice of contraceptive method

WHAT IS THE PURPOSE OF THE WHO-MEC?

• To reduce medical barriers for contraception
•  To address misconceptions on who can use contraception
•  To improve access and quality of care in family planning
•  To promote safe use of contraceptives

Each condition represents either an individual’s characteristics (e.g., age) or a 
known pre-existing medical or pathological condition (e.g., hypertension). The con-
ditions that affect the eligibility of a client for using each contraceptive method are 
classified under four categories (Table 1).

• 
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Table 1. World Health Organization Medical Eligibility Criteria
for Contraceptive Use

WHO Category Conditions/classifications criteria

Category 1 The method has no restrictions.

Category 2 The advantages of the method generally outweigh the theoretical or proven risks.

Category 3 The theoretical or proven risks usually outweigh the advantages of using the 
method. 

Category 4 The method has an unacceptable health risk.

Where resources for clinical judgment are limited, the four-category classification 
framework can be simplified into two categories (Table 2).

Table 2. Simplified two-category classification
WHO Category With clinical judgement With limited clinical judgement

Category 1 Use the method in any circumstances. Use

Category 2 Generally use the method. Use

Category 3
Use of the method is not usually recommended 
unless other appropriate methods are not avail-
able or acceptable.

Do not use

Category 4 Method must not be used. Do not use

Conversely, fertility awareness-based methods are classified (Table 3) based on 
whether a method is safe to use (A); whether extra precautions, preparations, or 
counseling are required (C); or whether the use of a method should be delayed until 
circumstances change (D). For female and male sterilization, a fourth category (S) 
signifies that a special arrangement should be made for the procedure (Table 4).

Table 3. MEC for fertility awareness-based methods
MEC Categories Conditions/classifications criteria

A (Accept) The method has no restrictions.

C (Caution) The method requires extra or special counseling to ensure correct use. 

D (Delay) The method should be delayed until a condition is evaluated or corrected. An 
alternative temporary method of contraception should be offered.

• 
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Table 4. MEC for female and male sterilization
Accept (A) There is no medical reason to deny sterilization to a person with this condition. 

Caution (C) This procedure is normally conducted in a routine setting but with extra preparation 
and precautions.

Delay (D) The procedure is delayed until the condition is evaluated and/or corrected. An alter-
native temporary method of contraception should be provided.

Special (S)

The procedure should be undertaken in a setting with an experienced surgeon and 
staff, equipment needed to provide general anesthesia, and other backup medical 
support. For these conditions, the capacity to decide on the most appropriate proce-
dure and anesthesia regimen is also needed. Alternative temporary methods of con-
traception should be provided if referral is required or there is otherwise any delay.

• 
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Summary Tables for WHO Medical Eligibility Criteria for Contraceptive Methods

CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

PERSONAL CHARACTERISTICS AND REPRODUCTIVE HISTORY
PREGNANCY NA NA NA NA NA 4 4 NA Delay

AGE

Menarche to < 40 years = 1 Menarche to < 
18 years = 1 Menarche to < 18 years = 2 Menarche to < 18 

years = 1 Menarche to < 20 years = 2

Young age = 
Caution Young age = Caution

> 40 years = 2
18 – 45 years 

= 1 18 - 45 years = 1 18 - 45 years = 1
> 20 years = 1

> 45 years = 1 > 45 years = 2 > 45 years = 1

PARITY

a) Nulliparous 1 1 1 1 1 2 2 Accept

b) Parous 1 1 1 1 1 1 1 Accept

BREASTFEEDING 
(BF)

Accept

a) < 6 weeks post-
partum 4 4 3 3 3

b) 6 weeks to < 6 
months (primarily 
breastfeeding)

3 3 1 1 1

c) > 6 months post-
partum 2 2 1 1 1

POSTPARTUM 
(non-breastfeeding 
women)

a) < 7 days = Accept
7 to < 42 days = Delay

> 42 days = Accept

a) < 21 days

1 1 1

b) Pre-eclampsia / 
eclampsia:

(i) without other 
risk factors for VTE 3 3 (i) Mild pre-eclampsia 

= Accept

(ii) with other risk 
factors for VTE 3/4 3/4 (ii) Severe pre-eclamp-

sia / eclampsia = Delay

b) > 21 days 1 1 1
 c) Prolonged rupture 

of membrane: 24 hours 
of more = Delay

(i) without other 
risk factors for VTE 2 2

d) Puerperal sepsis, in-
trapartum hemorrhage 

= Delay

. . : . . 
. ) . . 

. • - . . 

· L T: : 
: ! : : : . 

· I I J: : 
• • • • • • • • 
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Summary Tables for WHO Medical Eligibility Criteria for Contraceptive Methods

CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

PERSONAL CHARACTERISTICS AND REPRODUCTIVE HISTORY
PREGNANCY NA NA NA NA NA 4 4 NA Delay

AGE

Menarche to < 40 years = 1 Menarche to < 
18 years = 1 Menarche to < 18 years = 2 Menarche to < 18 

years = 1 Menarche to < 20 years = 2

Young age = 
Caution Young age = Caution

> 40 years = 2
18 – 45 years 

= 1 18 - 45 years = 1 18 - 45 years = 1
> 20 years = 1

> 45 years = 1 > 45 years = 2 > 45 years = 1

PARITY

a) Nulliparous 1 1 1 1 1 2 2 Accept

b) Parous 1 1 1 1 1 1 1 Accept

BREASTFEEDING 
(BF)

Accept

a) < 6 weeks post-
partum 4 4 3 3 3

b) 6 weeks to < 6 
months (primarily 
breastfeeding)

3 3 1 1 1

c) > 6 months post-
partum 2 2 1 1 1

POSTPARTUM 
(non-breastfeeding 
women)

a) < 7 days = Accept
7 to < 42 days = Delay

> 42 days = Accept

a) < 21 days

1 1 1

b) Pre-eclampsia / 
eclampsia:

(i) without other 
risk factors for VTE 3 3 (i) Mild pre-eclampsia 

= Accept

(ii) with other risk 
factors for VTE 3/4 3/4 (ii) Severe pre-eclamp-

sia / eclampsia = Delay

b) > 21 days 1 1 1
 c) Prolonged rupture 

of membrane: 24 hours 
of more = Delay

(i) without other 
risk factors for VTE 2 2

d) Puerperal sepsis, in-
trapartum hemorrhage 

= Delay

. : : : : 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

(ii) with other risk 
factors for VTE 2/3 2/3

e) Severe antepartum 
or postpartum hemor-

rhage = Delay

f) Severe trauma to the 
genital tract: cervical 
or vaginal tear at time 

of delivery = Delay

g) Uterine rupture or 
perforation = Special

c) >42 days 1 1

POSTPARTUM
(breastfeeding or 
non-breastfeeding 
women, including 
post-caesarean 
section)

a) < 48 hours includ-
ing insertion imme-
diately after delivery 
of placenta

1
1 = not BF

3 = BF

b) > 48 hours to < 4 
weeks 3 3

c) > 4 weeks 1 1

d) Puerperal sepsis 4 4

POSTABORTION a) Uncomplicated = 
Accept

b) Post-abortal sepsis 
or fever = Delay

c) Severe post-abortal 
hemorrhage = Delay

d) Severe trauma to the 
genital tract: cervical 
or vaginal tear at time 

of abortion = Delay
e) Uterine perforation = 

Special
f) Acute hematometra 

= Delay

a) First trimester 1 1 1 1 1 1 1

b) Second trimester 1 1 1 1 1 2 2

c) Immediate post-
septic abortion 1 1 1 1 1 4 4

PAST ECTOPIC 
PREGNANCY 1 1 2 1 1 1 1 Accept

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

(ii) with other risk 
factors for VTE 2/3 2/3

e) Severe antepartum 
or postpartum hemor-

rhage = Delay

f) Severe trauma to the 
genital tract: cervical 
or vaginal tear at time 

of delivery = Delay

g) Uterine rupture or 
perforation = Special

c) >42 days 1 1

POSTPARTUM
(breastfeeding or 
non-breastfeeding 
women, including 
post-caesarean 
section)

a) < 48 hours includ-
ing insertion imme-
diately after delivery 
of placenta

1
1 = not BF

3 = BF

b) > 48 hours to < 4 
weeks 3 3

c) > 4 weeks 1 1

d) Puerperal sepsis 4 4

POSTABORTION a) Uncomplicated = 
Accept

b) Post-abortal sepsis 
or fever = Delay

c) Severe post-abortal 
hemorrhage = Delay

d) Severe trauma to the 
genital tract: cervical 
or vaginal tear at time 

of abortion = Delay
e) Uterine perforation = 

Special
f) Acute hematometra 

= Delay

a) First trimester 1 1 1 1 1 1 1

b) Second trimester 1 1 1 1 1 2 2

c) Immediate post-
septic abortion 1 1 1 1 1 4 4

PAST ECTOPIC 
PREGNANCY 1 1 2 1 1 1 1 Accept

• 



340 The Philippine Clinical Standards Manual on Family Planning

CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

HISTORY OF PELVIC 
SURGERY
including caesarean 
section) (see also 
postpartum section)

1 1 1 1 1 1

SMOKING

a) Age < 35 2 2 1 1 1 1 1 Accept

b) Age > 35

(i) < 15 cigarettes/
day 3 2 1 1 1 1 1 Accept

(ii) > 15 cigarettes/
day 4 3 1 1 1 1 1 Accept

OBESITY Caution

a) > 30 kg/m2 body 
mass index (BMI) 2 2 1 1 1 1 1

b) Menarche to <18 
years old and > 30 
kg/m2 BMI

2 2 1
DMPA = 2

NET-EN = 1 1 1 1

BLOOD PRESSURE 
MEASUREMENT  
UNAVAILABLE

NA NA NA NA NA NA NA

CARDIOVASCULAR DISEASE

MULTIPLE RISK 
FACTORS FOR 
ARTERIAL  CARDIO-
VASCULAR DISEASE
(such as older age, 
smoking, diabetes, 
and hypertension)

3/4 3/4 2 3 2 1 2 Special

••••••••••••••••••••• ••••••••••••••••••••••• •••••••••••••••••••••••l••••••••••••••••••••••••••••••••••••••••••l 

................................................................................................................ , . . . . . . 

••••••••••••••••••••••• ••••••••••••••••••••••• •••••••••••••••••••••••l••••••••••••••••••••••••••••••••••••••••••l 

........................................................................................................................................... , . . . . . . . . 

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

HISTORY OF PELVIC 
SURGERY
including caesarean 
section) (see also 
postpartum section)

1 1 1 1 1 1

SMOKING

a) Age < 35 2 2 1 1 1 1 1 Accept

b) Age > 35

(i) < 15 cigarettes/
day 3 2 1 1 1 1 1 Accept

(ii) > 15 cigarettes/
day 4 3 1 1 1 1 1 Accept

OBESITY Caution

a) > 30 kg/m2 body 
mass index (BMI) 2 2 1 1 1 1 1

b) Menarche to <18 
years old and > 30 
kg/m2 BMI

2 2 1
DMPA = 2

NET-EN = 1 1 1 1

BLOOD PRESSURE 
MEASUREMENT  
UNAVAILABLE

NA NA NA NA NA NA NA

CARDIOVASCULAR DISEASE

MULTIPLE RISK 
FACTORS FOR 
ARTERIAL  CARDIO-
VASCULAR DISEASE
(such as older age, 
smoking, diabetes, 
and hypertension)

3/4 3/4 2 3 2 1 2 Special

•••••••••••••••••••••••••••••l•••••••••••••••••••••••••••••l•••••••••••••••••••••••••••••I••••••••••••••••••• •••••••••••••••••••••••••••••• 

............................................................................................................................................ . . . . . . . . . . . . . . . . . . . . . . . . ............................................................................................................. .............................. . 

•••••••••••••••••••••••••••••l•••••••••••••••••••••••••••••l•••••••••••••••••••••••••••••I••••••••••••••••••• ••••••••••••••••••••••••••••••• 

............................................................................................................................................ . . . . . . . . . . . . 

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

HYPERTENSION

a) History of 
hypertension 
where blood pres-
sure CANNOT be 
evaluated (including 
hypertension during 
pregnancy)

3 3 2 2 2 1 2

b) Adequately 
controlled hyperten-
sion, where blood 
pressure CAN be 
evaluated

3 3 1 2 1 1 1 Caution

c) Elevated blood 
pressure levels 
(properly taken 
measurements)

(i) systolic 140-159 
mm Hg or diastolic 
90-99 mm Hg

3 3 1 2 1 1 1 Caution

 (ii) systolic >160 
mm Hg or diastolic 
>100 mm Hg

4 4 2 3 2 1 2 Special

d) Vascular disease 4 4 2 3 2 1 2 Special

HISTORY OF HIGH 
BLOOD PRESSURE 
DURING PREG-
NANCY
(where current 
blood pressure is 
measurable and 
normal)

2 2 1 1 1 1 1 Accept

DEEP VENOUS 
THROMBOSIS (DVT) 
/ PULMONARY 
EMBOLISM (PE)
a) History of DVT/
PE 4 4 2 2 2 1 2 Accept

b) Acute DVT/PE 4 4 3 3 3 1 3 Delay

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

HYPERTENSION

a) History of 
hypertension 
where blood pres-
sure CANNOT be 
evaluated (including 
hypertension during 
pregnancy)

3 3 2 2 2 1 2

b) Adequately 
controlled hyperten-
sion, where blood 
pressure CAN be 
evaluated

3 3 1 2 1 1 1 Caution

c) Elevated blood 
pressure levels 
(properly taken 
measurements)

(i) systolic 140-159 
mm Hg or diastolic 
90-99 mm Hg

3 3 1 2 1 1 1 Caution

 (ii) systolic >160 
mm Hg or diastolic 
>100 mm Hg

4 4 2 3 2 1 2 Special

d) Vascular disease 4 4 2 3 2 1 2 Special

HISTORY OF HIGH 
BLOOD PRESSURE 
DURING PREG-
NANCY
(where current 
blood pressure is 
measurable and 
normal)

2 2 1 1 1 1 1 Accept

DEEP VENOUS 
THROMBOSIS (DVT) 
/ PULMONARY 
EMBOLISM (PE)
a) History of DVT/
PE 4 4 2 2 2 1 2 Accept

b) Acute DVT/PE 4 4 3 3 3 1 3 Delay

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

c) DVT/PE and 
established on anti-
coagulant therapy

4 4 2 2 2 1 2 Special

d) Family history 
(first degree rela-
tives)

2 2 1 1 1 1 1 Accept

e) Major surgery

(i) with prolonged 
immobilization 4 4 2 2 2 1 2 Delay

(ii) without pro-
longed immobiliza-
tion

2 2 1 1 1 1 1 Accept

f) Minor surgery 
without immobiliza-
tion

1 1 1 1 1 1 1 Accept

KNOWN THROMBO-
GENIC MUTATIONS
(e.g. Factor V 
Leiden; Prothrombin 
mutation; Protein 
S, Protein C and 
Antithrombin  defi-
ciencies)

4 4 2 2 2 1 2 Accept

SUPERFICIAL VE-
NOUS THROMBOSIS

a) Varicose veins 1 1 1 1 1 1 1 Accept

b) Superficial throm-
bophlebitis 2 2 1 1 1 1 1 Accept

CURRENT AND 
HISTORY OF IS-
CHAEMIC HEART 
DISEASE

4 4
I C

3
I C

1
I C

Delay
2 3 2 3 2 3

STROKE
(history of cerebro-
vascular accident) 4 4

I C
3

I C
1 2 Caution

2 3 2 3

Legend:
I - Initiation
C - Continuation

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

c) DVT/PE and 
established on anti-
coagulant therapy

4 4 2 2 2 1 2 Special

d) Family history 
(first degree rela-
tives)

2 2 1 1 1 1 1 Accept

e) Major surgery

(i) with prolonged 
immobilization 4 4 2 2 2 1 2 Delay

(ii) without pro-
longed immobiliza-
tion

2 2 1 1 1 1 1 Accept

f) Minor surgery 
without immobiliza-
tion

1 1 1 1 1 1 1 Accept

KNOWN THROMBO-
GENIC MUTATIONS
(e.g. Factor V 
Leiden; Prothrombin 
mutation; Protein 
S, Protein C and 
Antithrombin  defi-
ciencies)

4 4 2 2 2 1 2 Accept

SUPERFICIAL VE-
NOUS THROMBOSIS

a) Varicose veins 1 1 1 1 1 1 1 Accept

b) Superficial throm-
bophlebitis 2 2 1 1 1 1 1 Accept

CURRENT AND 
HISTORY OF IS-
CHAEMIC HEART 
DISEASE

4 4
I C

3
I C

1
I C

Delay
2 3 2 3 2 3

STROKE
(history of cerebro-
vascular accident) 4 4

I C
3

I C
1 2 Caution

2 3 2 3

Legend:
I - Initiation
C - Continuation

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

KNOWN HYPERLIPI-
DEMIAS
(screening is NOT 
necessary for safe 
use of contraceptive 
methods)

2/3 2/3 2 2 2 1 2 Accept

VALVULAR HEART 
DISEASE

a) Uncomplicated 2 2 1 1 1 1 1 Caution

b) Complicated (pul-
monary hyperten-
sion, atrial fibril-
lation, history of 
subacute bacterial 
endocarditis)

4 4 1 1 1 2 2 Special

RHEUMATIC DISEASES

SYSTEMIC LUPUS 
ERYTHEMATOSUS

a) Positive (or 
unknown) antiphos-
pholipid antibodies

4 4 3

I C

3

I C

3 Special

3 3 1 1

b) severe thrombo-
cytopenia 2 2 2 3 2 2 3 2 2 Special

c) Immunosuppres-
sive treatment 2 2 2 2 2 2 2 1 2 Special

d) None of the 
above 2 2 2 2 2 2 1 1 2 Caution

NEUROLOGIC CONDITIONS

HEADACHES I C I C I C I C I C
1

I C Accept

a) Non-migrainous 
(mild or severe) 1 2 1 2 1 1 1 1 1 1 1 1

Legend:
I - Initiation
C - Continuation

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

KNOWN HYPERLIPI-
DEMIAS
(screening is NOT 
necessary for safe 
use of contraceptive 
methods)

2/3 2/3 2 2 2 1 2 Accept

VALVULAR HEART 
DISEASE

a) Uncomplicated 2 2 1 1 1 1 1 Caution

b) Complicated (pul-
monary hyperten-
sion, atrial fibril-
lation, history of 
subacute bacterial 
endocarditis)

4 4 1 1 1 2 2 Special

RHEUMATIC DISEASES

SYSTEMIC LUPUS 
ERYTHEMATOSUS

a) Positive (or 
unknown) antiphos-
pholipid antibodies

4 4 3

I C

3

I C

3 Special

3 3 1 1

b) severe thrombo-
cytopenia 2 2 2 3 2 2 3 2 2 Special

c) Immunosuppres-
sive treatment 2 2 2 2 2 2 2 1 2 Special

d) None of the 
above 2 2 2 2 2 2 1 1 2 Caution

NEUROLOGIC CONDITIONS

HEADACHES I C I C I C I C I C
1

I C Accept

a) Non-migrainous 
(mild or severe) 1 2 1 2 1 1 1 1 1 1 1 1

Legend:
I - Initiation
C - Continuation

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

b) Migraine
(i) without aura

Age < 35
2 3 2 3 1 2 2 2 2 2 1 2 2 Accept

Age > 35 3 4 3 4 1 2 2 2 2 2 1 2 2 Accept

(ii) with aura (at 
any age) 4 4 4 4 2 3 2 3 2 3 1 2 3 Accept

EPILEPSY 1 1 1 1 1 1 1 Caution

DEPRESSIVE DISORDERS

DEPRESSIVE DIS-
ORDERS 1 1 1 1 1 1 1 Caution Caution

REPRODUCTIVE TRACT INFECTIONS AND DISORDERS

VAGINAL BLEEDING 
PATTERNS

a) Irregular pattern 
without heavy 
bleeding 1 1 2 2 2 1

I C

Accept

1 1

b) Heavy or pro-
longed bleeding (in-
cludes regular and 
irregular patterns)

1 1 2 2 2 2 1 2 Accept

UNEXPLAINED 
VAGINAL BLEEDING
(suspicious for seri-
ous condition) 
Before evaluation

2 2 2 3 3

I C I C

Delay

4 2 4 2

ENDOMETRIOSIS 1 2 1 1 1 2 1 Special

BENIGN OVARIAN 
TUMORS
(including cysts) 1 1 1 1 1 1 1 Accept

SEVERE DYSMEN-
ORRHEA 1 1 1 1 1 2 1 Accept

Legend:
I - Initiation
C - Continuation

. . . . . . . . ........................................................................................................................................ 

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

b) Migraine
(i) without aura

Age < 35
2 3 2 3 1 2 2 2 2 2 1 2 2 Accept

Age > 35 3 4 3 4 1 2 2 2 2 2 1 2 2 Accept

(ii) with aura (at 
any age) 4 4 4 4 2 3 2 3 2 3 1 2 3 Accept

EPILEPSY 1 1 1 1 1 1 1 Caution

DEPRESSIVE DISORDERS

DEPRESSIVE DIS-
ORDERS 1 1 1 1 1 1 1 Caution Caution

REPRODUCTIVE TRACT INFECTIONS AND DISORDERS

VAGINAL BLEEDING 
PATTERNS

a) Irregular pattern 
without heavy 
bleeding 1 1 2 2 2 1

I C

Accept

1 1

b) Heavy or pro-
longed bleeding (in-
cludes regular and 
irregular patterns)

1 1 2 2 2 2 1 2 Accept

UNEXPLAINED 
VAGINAL BLEEDING
(suspicious for seri-
ous condition) 
Before evaluation

2 2 2 3 3

I C I C

Delay

4 2 4 2

ENDOMETRIOSIS 1 2 1 1 1 2 1 Special

BENIGN OVARIAN 
TUMORS
(including cysts) 1 1 1 1 1 1 1 Accept

SEVERE DYSMEN-
ORRHEA 1 1 1 1 1 2 1 Accept

Legend:
I - Initiation
C - Continuation

. . . . . . . . ......................................................................................................................................... 

............................. ............................. ............................. ................... .............................. . . . . . . . . . . . . . . . . . . . . . .......................................................... . . . . . . . . . . . . . . . . . . . . ......................................................................................................................................... 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

GESTATIONAL 
TROPHOBLASTIC 
DISEASE

a) Decreasing or 
undetectable Beta-
HCG levels

1 1 1 1 1 3 3 Accept

b) Persistently 
elevated Beta-HCG 
levels or malignant 
disease

1 1 1 1 1 4 4 Delay

CERVICAL ECTRO-
PION 1 1 1 1 1 1 1 Accept

CERVICAL INTRAEP-
ITHELIAL NEOPLA-
SIA (CIN)

2 2 1 2 2 1 2 Accept

CERVICAL CANCER 
(awaiting treatment) 2 2 1 2 2

I C I C
Delay

4 2 4 2

BREAST DISEASE

a) Undiagnosed 
mass

2 2 2 2 2 1 2 Accept

b) Benign breast 
disease 1 1 1 1 1 1 1 Accept

c) Family history of 
cancer 1 1 1 1 1 1 1 Accept

d) Current breast 
cancer 4 4 4 4 4 1 4 Caution

e) Breast cancer 
in the past and no 
evidence of current 
disease for 5 years

3 3 3 3 3 1 3 Accept

ENDOMETRIAL 
CANCER 1 1 1 1 1

I C I C
Delay

4 2 4 2

OVARIAN CANCER 1 1 1 1 1
I C I C

Delay
3 2 3 2

Legend:
I - Initiation
C - Continuation• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

GESTATIONAL 
TROPHOBLASTIC 
DISEASE

a) Decreasing or 
undetectable Beta-
HCG levels

1 1 1 1 1 3 3 Accept

b) Persistently 
elevated Beta-HCG 
levels or malignant 
disease

1 1 1 1 1 4 4 Delay

CERVICAL ECTRO-
PION 1 1 1 1 1 1 1 Accept

CERVICAL INTRAEP-
ITHELIAL NEOPLA-
SIA (CIN)

2 2 1 2 2 1 2 Accept

CERVICAL CANCER 
(awaiting treatment) 2 2 1 2 2

I C I C
Delay

4 2 4 2

BREAST DISEASE

a) Undiagnosed 
mass

2 2 2 2 2 1 2 Accept

b) Benign breast 
disease 1 1 1 1 1 1 1 Accept

c) Family history of 
cancer 1 1 1 1 1 1 1 Accept

d) Current breast 
cancer 4 4 4 4 4 1 4 Caution

e) Breast cancer 
in the past and no 
evidence of current 
disease for 5 years

3 3 3 3 3 1 3 Accept

ENDOMETRIAL 
CANCER 1 1 1 1 1

I C I C
Delay

4 2 4 2

OVARIAN CANCER 1 1 1 1 1
I C I C

Delay
3 2 3 2

Legend:
I - Initiation
C - Continuation

......................................................................................................................................... . . . . . . . . . . .......................................................... . . . . . . . . ......................................................................................................................................... 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

UTERINE FIBROIDS

a) Without distor-
tion of the uterine 
cavity

1 1 1 1 1 1 1 Caution

b) With distortion of 
the uterine cavity 1 1 1 1 1 4 4 Caution

ANATOMICAL AB-
NORMALITIES

a) That distort the 
uterine cavity

4 4

b) That do not 
distort the uterine 
cavity

2 2

PELVIC INFLAMMA-
TORY DISEASE (PID)

a) Past PID (assum-
ing no current risk 
factors of STIs)

(i) with subsequent 
pregnancy

1 1 1 1 1

I C I C

Accept

1 1 1 1

(ii) without subse-
quent pregnancy 1 1 1 1 1 2 2 2 2 Caution

b) PID - current 1 1 1 1 1 4 2 4 2 Delay

STIs

a) Current puru-
lent cervicitis or 
chlamydial infection 
or gonorrhoea

1 1 1 1 1

I C I C

Delay

4 2 4 2

b) Other STIs 
(excluding HIV and 
hepatitis)

1 1 1 1 1 2 2 2 2 Accept

Legend:
I - Initiation
C - Continuation

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

UTERINE FIBROIDS

a) Without distor-
tion of the uterine 
cavity

1 1 1 1 1 1 1 Caution

b) With distortion of 
the uterine cavity 1 1 1 1 1 4 4 Caution

ANATOMICAL AB-
NORMALITIES

a) That distort the 
uterine cavity

4 4

b) That do not 
distort the uterine 
cavity

2 2

PELVIC INFLAMMA-
TORY DISEASE (PID)

a) Past PID (assum-
ing no current risk 
factors of STIs)

(i) with subsequent 
pregnancy

1 1 1 1 1

I C I C

Accept

1 1 1 1

(ii) without subse-
quent pregnancy 1 1 1 1 1 2 2 2 2 Caution

b) PID - current 1 1 1 1 1 4 2 4 2 Delay

STIs

a) Current puru-
lent cervicitis or 
chlamydial infection 
or gonorrhoea

1 1 1 1 1

I C I C

Delay

4 2 4 2

b) Other STIs 
(excluding HIV and 
hepatitis)

1 1 1 1 1 2 2 2 2 Accept

Legend:
I - Initiation
C - Continuation

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

c) Vaginitis (includ-
ing trichomonas 
vaginalis and bacte-
rial vaginosis)

1 1 1 1 1 2 2 2 2 Accept

d) Increased risk of 
STIs 1 1 1 1 1 2/3 2 2/3 2 Accept

HIV/AIDS

HIGH RISK OF HIV 1 1 1 1 1
I C I C

Accept Accept
2 2 2 2

HIV-INFECTED 1 1 1 1 1 2 2 2 2 Accept Accept

AIDS 1 1 1 1 1 3 2 3 2 Special Special

Clinically well on 
ARV therapy If on treatment, see DRUG INTERACTIONS section 2 2 2 2

OTHER INFECTIONS

SCHISTOSOMIASIS

a) Uncomplicated 1 1 1 1 1 1 1 Accept

b) Fibrosis of the 
liver 1 1 1 1 1 1 1 Caution

TUBERCULOSIS

a) Non-pelvic 1 1 1 1 1

I C I C
Accept

1 1 1 1

b) Known pelvic 1 1 1 1 1 4 3 4 3 Special

MALARIA 1 1 1 1 1 1 1 Accept

ENDOCRINE CONDITIONS

DIABETES

a) History of gesta-
tional disease 1 1 1 1 1 1 1 Caution Accept

b) Non-vascular 
disease
(i) non-insulin 
dependent

2 2 2 2 2 1 2 Caution

Legend:
I - Initiation
C - Continuation• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

c) Vaginitis (includ-
ing trichomonas 
vaginalis and bacte-
rial vaginosis)

1 1 1 1 1 2 2 2 2 Accept

d) Increased risk of 
STIs 1 1 1 1 1 2/3 2 2/3 2 Accept

HIV/AIDS

HIGH RISK OF HIV 1 1 1 1 1
I C I C

Accept Accept
2 2 2 2

HIV-INFECTED 1 1 1 1 1 2 2 2 2 Accept Accept

AIDS 1 1 1 1 1 3 2 3 2 Special Special

Clinically well on 
ARV therapy If on treatment, see DRUG INTERACTIONS section 2 2 2 2

OTHER INFECTIONS

SCHISTOSOMIASIS

a) Uncomplicated 1 1 1 1 1 1 1 Accept

b) Fibrosis of the 
liver 1 1 1 1 1 1 1 Caution

TUBERCULOSIS

a) Non-pelvic 1 1 1 1 1

I C I C
Accept

1 1 1 1

b) Known pelvic 1 1 1 1 1 4 3 4 3 Special

MALARIA 1 1 1 1 1 1 1 Accept

ENDOCRINE CONDITIONS

DIABETES

a) History of gesta-
tional disease 1 1 1 1 1 1 1 Caution Accept

b) Non-vascular 
disease
(i) non-insulin 
dependent

2 2 2 2 2 1 2 Caution

Legend:
I - Initiation
C - Continuation

. . . . . . . . .......................................................... . . . . . . . . ......................................................................................................................................... . . . . . . . . . . . . ......................................................................................................................................... . . . . . . . . . . . . ......................................................................................................................................... . . . . . . . . . . . . . . . . 

......................................................................................................................................... . . . . . . . . . . .......................................................... . . . . . . . . . . ......................................................................................................................................... . . . . . . . . . . . . ......................................................................................................................................... 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

(ii) insulin depend-
ent 2 2 2 2 2 1 2 Caution

c) Nephropathy / 
retinopathy / neu-
ropathy

3/4 3/4 2 3 2 1 2 Special

d) Other vascular 
disease or of > 20 
years’ duration

3/4 3/4 2 3 2 1 2 Special

THYROID DISOR-
DERS

a) Simple goiter 1 1 1 1 1 1 1 Accept

b) Hyperthyroid 1 1 1 1 1 1 1 Special

c) Hypothyroid 1 1 1 1 1 1 1 Caution

GASTROINTESTINAL CONDITIONS

GALLBLADDER 
DISEASE

a) Symptomatic

(i) treated by chol-
ecystectomy 2 2 2 2 2 1 2 Accept

(ii) medically 
treated 3 2 2 2 2 1 2 Accept

(iii) current 3 2 2 2 2 1 2 Delay

b) Asymptomatic 2 2 2 2 2 1 2 Accept

HISTORY OF 
CHOLESTASIS

a) Pregnancy-
related 2 2 1 1 1 1 1 Accept

b) Past COC-related 3 2 2 2 2 1 2 Accept

VIRAL HEPATITIS

a) Acute or flare

I C I C

1 1 1 1 1

Delay

3/4 2 3 1

Legend:
I - Initiation
C - Continuation• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

(ii) insulin depend-
ent 2 2 2 2 2 1 2 Caution

c) Nephropathy / 
retinopathy / neu-
ropathy

3/4 3/4 2 3 2 1 2 Special

d) Other vascular 
disease or of > 20 
years’ duration

3/4 3/4 2 3 2 1 2 Special

THYROID DISOR-
DERS

a) Simple goiter 1 1 1 1 1 1 1 Accept

b) Hyperthyroid 1 1 1 1 1 1 1 Special

c) Hypothyroid 1 1 1 1 1 1 1 Caution

GASTROINTESTINAL CONDITIONS

GALLBLADDER 
DISEASE

a) Symptomatic

(i) treated by chol-
ecystectomy 2 2 2 2 2 1 2 Accept

(ii) medically 
treated 3 2 2 2 2 1 2 Accept

(iii) current 3 2 2 2 2 1 2 Delay

b) Asymptomatic 2 2 2 2 2 1 2 Accept

HISTORY OF 
CHOLESTASIS

a) Pregnancy-
related 2 2 1 1 1 1 1 Accept

b) Past COC-related 3 2 2 2 2 1 2 Accept

VIRAL HEPATITIS

a) Acute or flare

I C I C

1 1 1 1 1

Delay

3/4 2 3 1

Legend:
I - Initiation
C - Continuation • 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

b) Carrier 1 1 1 1 1 1 1 1 1 Accept

c) Chronic 1 1 1 1 1 1 1 1 1 Accept

CIRRHOSIS

a) Mild (compen-
sated) 1 1 1 1 1 1 1 Accept

b) Severe (decom-
pensated) 4 3 3 3 3 1 3 Special

LIVER TUMORS

a) Benign (ad-
enoma) 3 3 3 1 3

(i) Focal nodular 
hyperplasia 2 2 2 2 2 1 2 Accept

(ii) Hepatocellular 
adenoma 4 3 3 3 3 1 3 Caution

b) Malignant 
(hepatoma) 4 3/4 3 3 3 1 3 Caution

ANEMIAS

THALASSEMIA 1 1 1 1 1 2 1 Caution

SICKLE CELL DIS-
EASE 2 2 1 1 1 2 1 Accept Caution

IRON-DEFICIENCY 
ANEMIA 1 1 1 1 1 2 1

Hemoglobin <7 g/dL= 
Delay

Hemoglobin >= 7 to 
<10 g/dL = Caution

DRUG INTERACTIONS

ANTIMICROBIAL 
THERAPY

a) Broad spectrum 
antibiotics 1 1 1 1 1 1 1

b) Antifungals 1 1 1 1 1 1 1

c) Antiparasitics 1 1 1 1 1 1 1

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

b) Carrier 1 1 1 1 1 1 1 1 1 Accept

c) Chronic 1 1 1 1 1 1 1 1 1 Accept

CIRRHOSIS

a) Mild (compen-
sated) 1 1 1 1 1 1 1 Accept

b) Severe (decom-
pensated) 4 3 3 3 3 1 3 Special

LIVER TUMORS

a) Benign (ad-
enoma) 3 3 3 1 3

(i) Focal nodular 
hyperplasia 2 2 2 2 2 1 2 Accept

(ii) Hepatocellular 
adenoma 4 3 3 3 3 1 3 Caution

b) Malignant 
(hepatoma) 4 3/4 3 3 3 1 3 Caution

ANEMIAS

THALASSEMIA 1 1 1 1 1 2 1 Caution

SICKLE CELL DIS-
EASE 2 2 1 1 1 2 1 Accept Caution

IRON-DEFICIENCY 
ANEMIA 1 1 1 1 1 2 1

Hemoglobin <7 g/dL= 
Delay

Hemoglobin >= 7 to 
<10 g/dL = Caution

DRUG INTERACTIONS

ANTIMICROBIAL 
THERAPY

a) Broad spectrum 
antibiotics 1 1 1 1 1 1 1

b) Antifungals 1 1 1 1 1 1 1

c) Antiparasitics 1 1 1 1 1 1 1

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

d) Rifampicin or 
rifabutin therapy 3 2 3

DMPA = 1
NET-EN = 2 2 1 1

ANTICONVULSANT 
THERAPY

a) Certain anticon-
vulsants (phenytoin, 
carbamazepine, 
barbiturates, primi-
dine, topimarate, 
oxcarbazepine)

3 2 3
DMPA=1

NET-EN=2 2 1 1

b) Lamotrigrine 3 3 1 1 1 1 1

ANTIRETROVIRAL 
THERAPY I C I C

a) Nucleoside re-
verse transcriptase 
inhibitors (NRTIs)

1 1 1
DMPA = 1

NET-EN = 1 1 2/3 2 2/3 2

b) Non- nucleoside 
reverse tran-
scriptase inhibitors 
(NNRTIs)

2 2 2
DMPA = 1

NET-EN = 2 2 2/3 2 2/3 2

c) Ritonavir-boosted 
protease inhibitors 3 3 3 DMPA = 1

NET-EN = 2 2 2/3 2 2/3 2

OTHER CONDI-
TIONS RELEVANT 
ONLY FOR MALE / 
FEMALE SURGICAL 
STERILIZATION

LOCAL INFECTIONS Delay

a) scrotal skin infec-
tion Delay

b) active STI Delay

c) balanitis Delay

d) epididymitis or 
orchitis Delay

e) abdominal skin 
infection Delay

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

d) Rifampicin or 
rifabutin therapy 3 2 3

DMPA = 1
NET-EN = 2 2 1 1

ANTICONVULSANT 
THERAPY

a) Certain anticon-
vulsants (phenytoin, 
carbamazepine, 
barbiturates, primi-
dine, topimarate, 
oxcarbazepine)

3 2 3
DMPA=1

NET-EN=2 2 1 1

b) Lamotrigrine 3 3 1 1 1 1 1

ANTIRETROVIRAL 
THERAPY I C I C

a) Nucleoside re-
verse transcriptase 
inhibitors (NRTIs)

1 1 1
DMPA = 1

NET-EN = 1 1 2/3 2 2/3 2

b) Non- nucleoside 
reverse tran-
scriptase inhibitors 
(NNRTIs)

2 2 2
DMPA = 1

NET-EN = 2 2 2/3 2 2/3 2

c) Ritonavir-boosted 
protease inhibitors 3 3 3 DMPA = 1

NET-EN = 2 2 2/3 2 2/3 2

OTHER CONDI-
TIONS RELEVANT 
ONLY FOR MALE / 
FEMALE SURGICAL 
STERILIZATION

LOCAL INFECTIONS Delay

a) scrotal skin infec-
tion Delay

b) active STI Delay

c) balanitis Delay

d) epididymitis or 
orchitis Delay

e) abdominal skin 
infection Delay

......................................................................................................................................... . . . . . . . . . . . . . . . . ......................................................................................................................................... . . . . . . . . . . . . . . . . . . . . . . ......................................................................................................................................... 

............................. ............................. ............................. ................... .............................. . . . . . . . . . . . . . . . . . ......................................................................................................................................... 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

COAGULATION 
DISORDERS Special Special

PREVIOUS SCRO-
TAL INJURY Caution

SYSTEMIC INFEC-
TION OR GASTRO-
ENTERITIS

Delay Delay

LARGE VARICOCELE Caution

LARGE HYDROCELE Caution

FILARIASIS, EL-
EPHANTIASIS Delay

INTRASCROTAL 
MASS Delay

CRYPTORCHIDISM Caution

INGUINAL HERNIA Special

RESPIRATORY 
DISEASES

a) Acute (bronchitis, 
pneumonia) Delay

b) Chronic
(i) asthma Special

(ii) bronchitis Special

(iii) emphysema Special

(iv) lung infection Special

FIXED UTERUS 
DUE TO PREVI-
OUS SURGERY OR 
INFECTION

Special

ABDOMINAL WALL 
OR UMBILICAL 
HERNIA

Special

DIAPHRAGMATIC 
HERNIA Caution

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

COAGULATION 
DISORDERS Special Special

PREVIOUS SCRO-
TAL INJURY Caution

SYSTEMIC INFEC-
TION OR GASTRO-
ENTERITIS

Delay Delay

LARGE VARICOCELE Caution

LARGE HYDROCELE Caution

FILARIASIS, EL-
EPHANTIASIS Delay

INTRASCROTAL 
MASS Delay

CRYPTORCHIDISM Caution

INGUINAL HERNIA Special

RESPIRATORY 
DISEASES

a) Acute (bronchitis, 
pneumonia) Delay

b) Chronic
(i) asthma Special

(ii) bronchitis Special

(iii) emphysema Special

(iv) lung infection Special

FIXED UTERUS 
DUE TO PREVI-
OUS SURGERY OR 
INFECTION

Special

ABDOMINAL WALL 
OR UMBILICAL 
HERNIA

Special

DIAPHRAGMATIC 
HERNIA Caution

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

KIDNEY DISEASE Caution

SEVERE NUTRI-
TIONAL DEFICIEN-
CIES

Caution

PREVIOUS ABDOMI-
NAL OR PELVIC 
SURGERY

Caution

STERILIZATION 
CONCURRENT 
WITH ABDOMINAL 
SURGERY

a) Elective Caution

b) Emergency 
(without previous 
counseling)

Delay

c) Infectious condi-
tion Delay

STERILIZATION 
CONCURRENT WITH 
CAESAREAN SEC-
TION

Accept

• 
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CONDITION
Combined Oral 

Contraceptives

Combined Inject-

able Contracep-

tives

Progestin-only 

OCs
Progestin-only Injectables

Progestin-only

Implants

Copper IUDs (TCu-

380A IUD)

Progestin-bearing IUD 

(LNG-IUD)
Vasectomy

Bilateral Tubal Ligation 

(BTL)

KIDNEY DISEASE Caution

SEVERE NUTRI-
TIONAL DEFICIEN-
CIES

Caution

PREVIOUS ABDOMI-
NAL OR PELVIC 
SURGERY

Caution

STERILIZATION 
CONCURRENT 
WITH ABDOMINAL 
SURGERY

a) Elective Caution

b) Emergency 
(without previous 
counseling)

Delay

c) Infectious condi-
tion Delay

STERILIZATION 
CONCURRENT WITH 
CAESAREAN SEC-
TION

Accept

• 
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MEDICAL ELIGIBILITY CRITERIA 
CHECKLIST
The checklists provided by the WHO can serve as a guide to determine the medical 
eligibility of clients for their chosen contraceptives. A client not suited for his/her 
method of choice should be offered other appropriate alternative methods depend-
ing on his/her medical condition.

MEC Checklist for
Combined Oral Contraceptives (COCs)
Ask the client the questions below. If she answers “NO” to ALL of the questions, 
then she CAN use the combined oral contraceptive pills. If she answers “YES” to a 
question below, follow the instructions.

1. Are you breastfeeding a baby less than 6 months old?
 � NO
 � YES. If fully or nearly fully breastfeeding: Give her COCs, and tell her 
to start taking them 6 months after giving birth or when breast milk 
is no longer the baby’s main food—whichever comes first. If partially 
breastfeeding: She can start COCs as soon as 6 weeks after childbirth.

2. Have you had a baby in the last 3 weeks and you are NOT breastfeeding?
 � NO
 � YES. Give her COCs, and tell her to start taking them 3 weeks after 
childbirth. If she is at risk of developing a blood clot in a deep vein (deep 
vein thrombosis or venous thromboembolism [VTE]), then she should start 
at 6 weeks instead. These additional risk factors include previous VTE, 
thrombophilia, cesarean delivery, blood transfusion at delivery, postpartum 
hemorrhage, pre-eclampsia, obesity (> 30 kg/m2), smoking, and being 
bedridden for a long time.

3. Do you smoke cigarettes and are you 35 years of age or older?
 � NO
 � YES. Do not provide COCs. Urge her to stop smoking, and help her choose 
another method.• 
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4. Do you have cirrhosis of the liver, a liver infection, or liver tumor? (Are her 
eyes or skin unusually yellow?) 

 � NO
 � YES. If she reports serious active liver disease (jaundice, active hepatitis, 
severe cirrhosis, liver tumor) or ever had jaundice while using COCs, do not 
provide COCs. Help her choose a method without hormones. 

5. Do you have high blood pressure?
 � NO
 � YES. If you cannot check blood pressure and she reports a history of high 
blood pressure, or if she is being treated for high blood pressure, do not 
provide COCs. Refer her for a blood pressure check, if possible, or help her 
choose a method without estrogen. Check blood pressure, if possible.
• If her blood pressure is below 140/90 mm Hg, provide COCs.
• If her systolic blood pressure is 140 mm Hg or higher or diastolic blood 

pressure is 90 or higher, do not provide COCs. Help her choose a method 
without estrogen but not progestin-only injectables if systolic blood 
pressure is 160 or higher or diastolic pressure is 100 or higher. (One 
blood pressure reading in the range of 140–159 mm Hg/90–99 mm 
Hg is not enough to diagnose high blood pressure. Give her a backup 
method to use until she can return for another blood pressure check, or 
help her choose another method if she prefers. If her blood pressure at 
next check is below 140/90 mm Hg, she can use COCs.)

6. Have you had diabetes for more than 20 years or damage to your arteries, 
vision, kidneys, or nervous system caused by diabetes?

 � NO
 � YES. Do not provide COCs. Help her choose a method without estrogen 
but not progestin-only injectables. 

7. Do you currently have gallbladder disease or take medication for a 
gallbladder disease?

 � NO
 � YES. Do not provide COCs. Help her choose another method but not the 
combined patch or combined vaginal ring.

• 
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8. Have you ever had a stroke, blood clot in your legs or lungs, heart attack, or 
other serious heart problems?

 � NO
 � YES. If she reports heart attack, heart disease due to blocked or narrowed 
arteries, or stroke, do not provide COCs. Help her choose a method without 
estrogen but not progestin-only injectables. If she reports a current blood 
clot in the deep veins of the legs or lungs (not superficial clots), help her 
choose a method without hormones.

9. Do you have or have you ever had breast cancer?
 � NO
 � YES. Do not provide COCs. Help her choose a method without hormones.

10. Do you sometimes see a bright area of lost vision in the eye before a very 
bad headache (migraine aura)? Do you get a throbbing, severe head pain, 
often on one side of the head, that can last from a few hours to several days 
and can cause nausea or vomiting (migraine headaches)? Such headaches 
are often worsened by light, noise, or moving about. 

 � NO
 � YES. If she has migraine aura at any age, do not provide COCs. If she has 
migraine headaches without aura and is age 35 or older, do not provide 
COCs. Help the client choose a method without estrogen. If she is under 
35 and has migraine headaches without aura, she can use COCs.

11. Are you taking medications for seizures? Are you taking rifampicin or 
rifabutin for tuberculosis or other illnesses?

 � NO
 � YES. If she is taking barbiturates, carbamazepine, lamotrigine, 
oxcarbazepine, phenytoin, primidone, topiramate, rifampicin, rifabutin, or 
ritonavir, do not provide COCs. These drugs can reduce the effectiveness 
of COCs. Help her choose another method but not progestin-only pills. If 
she is taking lamotrigine, help her choose a method without estrogen. 

• 
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12. Do you have several conditions (older age, smoking, high blood pressure, or 
diabetes) that could increase your chances of heart disease (coronary artery 
disease) or stroke?

 � NO
 � YES. Do not provide COCs. Help her choose a method without estrogen 
but not progestin-only injectables. 

MEC Checklist for
Combined Injectable Contraceptives (CICs)

Ask the client the questions below about known medical conditions. Examinations 
and tests are not necessary. If she answers “NO” to all of the questions, then 
she can start monthly injectables. If she answers “YES” to a question, follow the 
instructions. In some cases, she can still start monthly injectables. 

1. Are you breastfeeding a baby less than 6 months old?
 � NO
 � YES. If fully or nearly fully breastfeeding: She can start 6 months after 
giving birth or when breast milk is no longer the baby’s main food—
whichever comes first. If partially breastfeeding: She can start using 
monthly injectables as soon as 6 weeks after giving birth. 

2. Have you had a baby in the last 3 weeks and you are not breastfeeding?
 � NO
 � YES. She can start using CICs as soon as 3 weeks after childbirth. If she 
is at risk of developing a blood clot in a deep vein (deep vein thrombosis, 
or VTE), then she should start at 6 weeks instead.

3. Do you smoke 15 or more cigarettes a day and is more than 35 years of age?
 � NO
 � YES. Do not provide CICs. Urge her to stop smoking, and help her choose 
another method.

• 
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4. Do you have severe cirrhosis of the liver, a liver infection, or a liver tumor? 
(Are her eyes or skin unusually yellow [signs of jaundice]?)

 � NO
 � YES. If she reports serious active liver disease (jaundice, active hepatitis, 
severe cirrhosis, liver tumor), do not provide monthly injectables. Help 
her choose a method without hormones. (If she has mild cirrhosis or gall 
bladder disease, she can use monthly injectables.)

5. Do you have high blood pressure?
 � NO
 � YES. If you cannot check blood pressure and she reports a history of 
high blood pressure, or if she is being treated for high blood pressure, do 
not provide monthly injectables.  Refer her for a blood pressure check, if 
possible, or help her choose another method without estrogen. 

6. Have you had diabetes for more than 20 years or damage to your arteries, 
vision, kidneys, or nervous system caused by diabetes?

 � NO
 � YES. Do not provide CICs. Help her choose a method without estrogen but 
not progestin-only injectables.

7. Have you ever had a stroke, blood clot in your legs or lungs, heart attack, or 
other serious heart problems?

 � NO
 � YES. If she reports heart attack, heart disease due to blocked or narrowed 
arteries, or stroke, do not provide monthly injectables. Help her choose 
a method without estrogen but not progestin-only injectables. If she 
reports a current blood clot in the deep veins of the leg or in the lung (not 
superficial clots), help her choose a method without hormones.

8. Do you have or have you ever had breast cancer?
 � NO
 � YES. Do not provide CICs. Help her choose a method without hormones.
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9. Do you sometimes see a bright area of lost vision in the eye before a very 
bad headache (migraine aura)? Do you get a throbbing, severe head pain, 
often on one side of the head, that can last from a few hours to several days 
and can cause nausea or vomiting (migraine headaches)? Such headaches 
are often worsened by light, noise, or moving about.

 � NO
 � YES. If she has migraine aura at any age, do not provide monthly 
injectables. If she has migraine headaches without aura and is age 35 or 
older, do not provide monthly injectables. Help the client choose a method 
without estrogen. If she is under 35 and has migraine headaches without 
aura, she can use monthly injectables.

10. Are you planning a major surgery that will keep you from walking for one 
week or more?

 � NO
 � YES. She can start using CICs 2 weeks after the surgery. Until she can 
start monthly injectables, she should use a backup method.

11. Do you have several conditions (older age, smoking, high blood pressure, or 
diabetes) that could increase your chances of heart disease (coronary artery 
disease) or stroke?

 � NO
 � YES. Do not provide CICs. Help her choose a method without estrogen but 
not progestin-only injectables.

12. Are you taking lamotrigine or ritonavir?
 � NO
 � YES. Do not provide CICs. Monthly injectables can make lamotrigine less 
effective. Ritonavir can make monthly injectables less effective. Help 
her choose a method without estrogen. Women should also not use CICs 
if they report having thrombogenic mutations or lupus with positive (or 
unknown) antiphospholipid antibodies. 
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MEC Checklist for
Progestin-only Pills (POPs)
Ask the client the questions below about known medical conditions. Examinations 
and tests are not necessary. If she answers “NO” to all of the questions, then she 
can start using POPs. If she answers “YES” to a question, follow the instructions.
In some cases, she can still start POPs.

1. Are you breastfeeding a baby less than 6 weeks old?
 � NO
 � YES. She can start taking POPs as soon as 6 weeks after childbirth. Give 
her POPs, and tell her when to start taking them.

2. Do you have severe cirrhosis of the liver, a liver infection, or a liver tumor? 
(Are her eyes or skin unusually yellow [signs of jaundice]?)

 � NO
 � YES. If she reports serious active liver disease (jaundice, severe cirrhosis, 
liver tumor), do not provide POPs. Help her choose a method without 
hormones.

3. Do you currently have a serious problem with a blood clot in your legs or 
lungs?

 � NO
 � YES. If she reports a current blood clot (not superficial clots) and she 
is not on anticoagulant therapy, do not provide POPs. Help her choose a 
method without hormones.

4. Are you taking medication for seizures? Are you taking rifampicin or 
rifabutin for tuberculosis or other illness?

 � NO
 � YES. If she is taking barbiturates, carbamazepine, oxcarbazepine, 
phenytoin, primidone, topiramate, rifampicin, rifabutin, or ritonavir, do not 
provide POPs. These drugs can reduce the effectiveness of POPs. Help 
her choose another method but not combined oral contraceptives.
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5. Do you have or have you ever had breast cancer?
 � NO
 � YES. Do not provide POPs. Help her choose a method without hormones. 
Be sure to explain the health benefits, risks, and side effects of the 
method. When relevant to the client, point out any conditions that would 
make the method inadvisable. 

MEC Checklist for
Progestin-only Injectables (POIs)

Ask the client the questions below about known medical conditions. Examinations 
and tests are not necessary. If she answers “NO” to all of the questions, then she 
can start using progestin-only injectables. If she answers “YES” to a question, 
follow the instructions. In some cases, she can still start using progestin-only 
injectables. 

1. Are you breastfeeding a baby less than 6 weeks old?
 � NO
 � YES. She can start using progestin-only injectables as soon as 6 weeks 
after childbirth.

2. Do you have severe cirrhosis of the liver, a liver infection, or a liver tumor? 
(Are her eyes or skin unusually yellow [signs of jaundice]?)

 � NO
 � YES. If she reports serious active liver disease (jaundice, severe cirrhosis, 
liver tumor), do not provide progestin-only injectables. Help her choose a 
method without hormones.

3. Do you have high blood pressure?
 � NO
 � YES. If you cannot check blood pressure and she reports having high 
blood pressure in the past, provide progestin-only injectables. Check her 
blood pressure if possible.

 . If she is currently being treated for high blood pressure and it is 
adequately controlled or if her blood pressure is below 160/100 mm 
Hg, provide progestin-only injectables.
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 . If systolic blood pressure is 160 mm Hg or higher or diastolic blood 
pressure is 100 or higher, do not provide progestin-only injectables. 
Help her choose another method without estrogen.

4. Have you had diabetes for more than 20 years or damage to your arteries, 
vision, kidneys, or nervous system caused by diabetes?

 � NO
 � YES. Do not provide progestin-only injectables. Help her choose another 
method without estrogen.

5. Have you ever had a stroke, blood clot in your legs or lungs, heart attack, or 
other serious heart problems?

 � NO
 � YES. If she reports heart attack, heart disease due to blocked or narrowed 
arteries, or stroke, do not provide progestin-only injectables. Help her 
choose another method without estrogen. If she reports a current blood 
clot in the deep veins of the leg or in the lung (not superficial clots) and 
she is not on anticoagulant therapy, help her choose a method without 
hormones.

6. Do you have vaginal bleeding that is unusual for you?
 � NO
 � YES. If she has unexplained vaginal bleeding that suggests pregnancy 
or an underlying medical condition, progestin-only injectables could 
complicate the diagnosis and monitoring of any treatment. Help her 
choose a method to use while being evaluated and treated (but not 
implants or a copper-bearing or hormonal intrauterine device [IUD]). After 
treatment, re-evaluate for the use of progestin-only injectables.

7. Do you have or have you ever had breast cancer?
 � NO
 � YES. Do not provide progestin-only injectables. Help her choose a method 
without hormones.
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8. Do you have several conditions that could increase your chances of heart 
disease (coronary artery disease) or stroke, such as high blood pressure and 
diabetes?

 � NO
 � YES. Do not provide progestin-only injectables. Help her choose another 
method without estrogen. Be sure to explain the health benefits, risks, 
and side effects of the method. When relevant to the client, point out any 
conditions that would make the method inadvisable.

MEC Checklist for
Subdermal Implants

Ask the client the questions below about known medical conditions. Examinations 
and tests are not necessary. If she answers “NO” to all of the questions, then 
she can have implants inserted. If she answers “YES” to a question, follow the 
instructions. In some cases, she can still start using implants.

1. Are you breastfeeding a baby less than 6 weeks old?
 � NO
 � YES. She can start using implants as soon as 6 weeks after childbirth.

2. Do you have severe cirrhosis of the liver, a liver infection, or liver tumor? (Are 
her eyes or skin unusually yellow [signs of jaundice]?)

 � NO
 � YES. If she reports serious active liver disease (jaundice, severe cirrhosis, 
liver tumor), do not provide implants. Help her choose a method without 
hormones.

3. Do you currently have a serious problem with a blood clot in your legs or 
lungs?

 � NO
 � YES. If she reports a current blood clot (not superficial clots) and she is 
not on anticoagulant therapy, do not provide implants. Help her choose a 
method without hormones. 
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4. Do you have vaginal bleeding that is unusual for you?
 � NO
 � YES. If she has unexplained vaginal bleeding that suggests pregnancy or 
an underlying medical condition, implants could complicate the diagnosis 
and monitoring of any treatment. Help her choose a method to use while 
being evaluated and treated (not progestin-only injectables or a copper-
bearing/hormonal IUD). After treatment, re-evaluate for implant use. 

5. Do you have or have you ever had breast cancer?
 � NO
 � YES. Do not provide implants. Help her choose a method without 
hormones. 

MEC Checklist for
Copper-Bearing IUDs

Ask the client the questions below about known medical conditions. If she answers 
“NO” to all of the questions, then she can have an IUD inserted. If she answers 
“YES” to a question, follow the instructions. In some cases, she can still have an 
IUD inserted.

1. Did you give birth more than 48 hours ago but less than 4 weeks ago?
 � NO
 � YES. Delay inserting an IUD until 4 or more weeks after childbirth.

2. Do you have an infection following childbirth or abortion?
 � NO
 � YES. If she currently has infection of the reproductive organs during 
the first 6 weeks after childbirth (puerperal sepsis) or she just had an 
abortion-related infection in the uterus (septic abortion), do not insert the 
IUD. Treat or refer if she is not already receiving care. Help her choose 
another method, or offer a backup method.* After treatment, re-evaluate 
for IUD use.
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3. Do you have vaginal bleeding that is unusual for you?
 � NO
 � YES. If she has unexplained vaginal bleeding that suggests pregnancy or 
an underlying medical condition, use of an IUD could make diagnosis and 
monitoring of any treatment difficult. Help her choose a method to use 
while being evaluated and treated (but not a hormonal IUD, progestin-only 
injectables, or implants). After treatment, re-evaluate for IUD use.

4. Do you have any female conditions or problems (gynecologic or obstetric 
conditions or problems), such as genital cancer or pelvic tuberculosis? If so, 
what are these problems?

 � NO
 � YES. Known current cervical, endometrial, or ovarian cancer; gestational 
trophoblast disease; pelvic tuberculosis: Do not insert an IUD. Treat or 
refer for care if she is not already receiving care. Help her choose another 
method. In case of pelvic tuberculosis, re-evaluate for IUD use after 
treatment. 

5. Do you have AIDS?
 � NO
 � YES. Do not insert an IUD if she has AIDS unless she is clinically well on 
antiretroviral therapy. If she is infected with HIV but does not have AIDS, 
she can use an IUD. If a woman who has an IUD in place develops AIDS, 
she can keep the IUD. 

6. Assess whether she is at very high individual risk for gonorrhea or 
chlamydia.

 . Women who have a very high individual likelihood of exposure to 
gonorrhea or chlamydia should not have an IUD inserted.

7. Assess whether the client might be pregnant.
 . Ask the client the questions in the pregnancy checklist (see 
Appendix). If she answers “YES” to any question, she can have an IUD 
inserted. For complete classifications, see Medical Eligibility Criteria 
for Contraceptive Use. Be sure to explain the health benefits, risks, 
and side effects of the method. When relevant to the client, point out 
any conditions that would make the method inadvisable.
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MEC Checklist for
Intrauterine System (IUS)

Ask the client the MEC questions for copper-bearing IUDs. Furthermore, ask the 
questions below about known medical conditions. If she answers “NO” to all of the 
questions here and for the copper-bearing IUD, then she can have an IUS inserted. 
If she answers “YES” to a question, follow the instructions. In some cases, she can 
still have an IUS inserted.

1. Did you give birth less than 4 weeks ago?
 � NO
 � YES. She can have the IUS inserted as soon as 4 weeks after childbirth. 

2. Do you now have a blood clot in the deep veins of your legs or lungs?
 � NO
 � YES. If she reports current blood clot (except superficial clots) and 
she is not on anticoagulant therapy, help her choose a method without 
hormones.

3.  Do you have severe cirrhosis of the liver, a liver infection, or liver tumor? 
(Are her eyes or skin unusually yellow [signs of jaundice]?) 

 � NO
 � YES. If she reports serious active liver disease (jaundice, severe cirrhosis, 
liver tumor), do not provide the IUS. Help her choose a method without 
hormones.

4. Do you have or have you ever had breast cancer?
 � NO
 � YES. Do not insert the LNG-IUD. Help her choose a method without 
hormones. For complete classifications, see Medical Eligibility Criteria 
for Contraceptive Use. Be sure to explain the health benefits, risks, and 
side effects of the method. When relevant to the client, point out any 
conditions that would make the method inadvisable.
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MEC Checklist for
Female Sterilization

Ask the client the questions below. If she answers “NO” to all of the questions, then 
the female sterilization procedure can be performed in a routine setting without 
delay. If she answers “YES” to a question, follow the instructions, which recommend 
caution, delay, or special arrangements. 

1. Do you have any current or past female conditions or problems (gynecologic 
or obstetric conditions or problems), such as infection or cancer? If so, what 
are these problems?

 � NO
 � YES. If she has any of the following, use CAUTION: Past pelvic 
inflammatory disease (PID) since last pregnancy, breast cancer, uterine 
fibroids, previous abdominal, or pelvic surgery. 

If she has any of the following, DELAY female sterilization: Current 
pregnancy; 7 to 42 days postpartum; postpartum with severe pre-
eclampsia or eclampsia; serious postpartum or postabortion 
complications (such as infection, hemorrhage, or trauma) except 
uterine rupture or perforation; a large collection of blood in the uterus, 
unexplained vaginal bleeding that suggests an underlying medical 
condition, PID, purulent cervicitis, chlamydia, or gonorrhea; pelvic cancers 
(treatment may make her sterile in any case); or malignant trophoblast 
disease. 

If she has any of the following, make SPECIAL arrangements: AIDS, 
fixed uterus due to previous surgery or infection, endometriosis, hernia 
(abdominal wall or umbilical), postpartum or post-abortion uterine rupture 
or perforation.
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2. Do you have any lingering, long-term diseases or any other conditions? If so, 
what are these conditions?

 � NO
 � YES. If she has any of the following, use CAUTION: Epilepsy; diabetes 
without damage to arteries, vision, kidneys, or nervous system; 
hypothyroidism; mild cirrhosis of the liver; liver tumors; schistosomiasis 
with liver fibrosis; moderate iron-deficiency anemia (hemoglobin 7–10 g/
dL); sickle cell disease; inherited anemia (thalassemia); kidney disease; 
diaphragmatic hernia; severe lack of nutrition; obesity; elective abdominal 
surgery at time sterilization is desired; depression; young age; or 
uncomplicated lupus. 

If she has any of the following, DELAY female sterilization: Gallbladder 
disease with symptoms, active viral hepatitis, severe iron-deficiency 
anemia (hemoglobin less than 7 g/dL), lung disease (bronchitis or 
pneumonia), systemic infection or significant gastroenteritis, abdominal 
skin infection, undergoing abdominal surgery for emergency or infection, 
or major surgery with prolonged immobilization.

If she has any of the following, make SPECIAL arrangements: Severe 
cirrhosis of the liver, hyperthyroidism, coagulation disorders (blood 
does not clot), chronic lung disease (asthma, bronchitis, emphysema, 
lung infection), pelvic tuberculosis, lupus with positive (or unknown) 
antiphospholipid antibodies, with severe thrombocytopenia, or on 
immunosuppressive treatment.

MEC Checklist for
Male Sterilization

Ask the client the questions below. If he answers “NO” to all of the questions, then 
the vasectomy procedure can be performed in a routine setting without delay. If 
he answers “YES” to a question below, follow the instructions, which recommend 
caution, delay, or special arrangements. 
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1. Do you have any problems with your genitals, such as infections, swelling, 
injuries, or lumps on your penis or scrotum? If so, what are these problems?

 � NO
 � YES. If he has any of the following, use CAUTION: Previous scrotal injury, 
swollen scrotum due to swollen veins or membranes in the spermatic 
cord or testes (large varicocele or hydrocele), undescended testicle—one 
side only. (Vasectomy is performed only on the normal side. Then, if any 
sperm are present in a semen sample after 3 months, vasectomy is also 
performed on the other side.)

If he has any of the following, DELAY vasectomy: Active sexually 
transmitted infection; swollen, tender (inflamed) tip of the penis, sperm 
ducts (epididymis), or testicles; scrotal skin infection or a mass in the 
scrotum.

If he has any of the following, make SPECIAL arrangements: Hernia in the 
groin (if able, the provider can perform the vasectomy while repairing the 
hernia. If such a procedure is not possible, the hernia should be repaired 
first) or undescended testicles—both sides.

2. Do you have any other conditions or infections? If so, what are they?
 � NO
 � YES. If he has the following, use CAUTION: Diabetes, depression, young 
age, lupus with positive (or unknown) antiphospholipid antibodies, or on 
immunosuppressive treatment.

If he has any of the following, DELAY vasectomy: Systemic infection or 
gastroenteritis, filariasis, or elephantiasis.

If he has any of the following, make SPECIAL arrangements: AIDS, 
blood fails to clot (coagulation disorders), or lupus with severe 
thrombocytopenia.
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MEC Checklist for
Fertility Awareness-based Methods

Ask the client the questions below. If she answers “NO” to all of the questions, 
then she can use any fertility awareness-based method. If she answers “YES” 
to a question below, follow the instructions. No conditions restrict use of these 
methods, but some conditions can make them difficult to use effectively.

1. Do you have a medical condition that would make pregnancy especially 
dangerous? (Medical Conditions and Method Choice)

 � NO
 � YES. She may want to choose an effective method. If not, stress careful 
use of fertility awareness-based methods to avoid pregnancy.

2. Do you have irregular menstrual cycles? Vaginal bleeding between periods? 
Heavy or long monthly bleeding? For younger women: Are your periods just 
starting? For older women: Have your periods become irregular, or have they 
stopped?

 � NO
 � YES. Predicting her fertile time with only the calendar method may be 
difficult or impossible. She can use basal body temperature (BBT) and/or 
cervical mucus, or she may prefer another method.

3. Did you recently give birth or have an abortion? Are you breastfeeding? Do 
you have any other condition that affects the ovaries or menstrual bleeding, 
such as stroke, serious liver disease, hyperthyroid, hypothyroid, or cervical 
cancer?

 � NO
 � YES. These conditions do not restrict the use of fertility awareness-based 
methods. However, these conditions may affect fertility signs, making 
fertility awareness-based methods difficult to use. Therefore, a woman 
or couple may prefer a different method. If not, they may need further 
counseling and follow-up to use the method effectively.
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4. Have you had any infections or diseases that may change cervical mucus, 
basal body temperature, or menstrual bleeding, such as sexually transmitted 
disease, PID in the last 3 months, or vaginal infection?

 � NO
 � YES. These conditions may affect fertility signs, making fertility 
awareness-based methods difficult to use. However, a woman can use 
fertility awareness-based methods easily once an infection is treated and 
reinfection is avoided.

5. Do you take any drugs that affect cervical mucus, such as mood-altering 
drugs, lithium, tricyclic antidepressants, or antianxiety therapies?

 � NO
 � YES. Predicting her fertile time correctly may be difficult or impossible 
if she uses only the cervical mucus method. She can use BBT and/or the 
calendar method, or she may prefer another method. Be sure to explain the 
health benefits, risks, and side effects of the method. When relevant to the 
client, point out any conditions that would make the method inadvisable.
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Appendix F
SAMPLES OF 
DEPARTMENT OF HEALTH 
FAMILY PLANNING FORMS

Appendix F1 Baseline Physical Inventory and Drug Expiration Record
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Daily Stock Record Book

Program : 

Stock Name and Preparation 

Units of Stock

Year

Month

Day
Stocks 

Received 
Form : 

Quantity 
Received

Quantities 
dispensed 
at the RHU 

patients

Expiration 
Date

Quantity 
Issued to 
Midwives

Losses Balance

Previous Month’s Balance
1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25
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28

29

30

31

End of the Month Balance

Appendix F2 Daily Stock Record Book
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Appendix F3 Daily Dispensing Record Book

D
ai

ly
 D

is
pe

ns
in

g 
R

ec
or

d 
B

oo
k 

P
ro

gr
am

 : 
__

__
__

__
__

__
__

__
__

__
D

ru
g 

N
am

es
 /

 P
re

pa
ra

tio
n

D
at

e
N

am
e 

of
 C

lie
nt

A
dd

re
ss

A
ge

Q
ua

nt
ity

 D
is

pe
ns

ed
Si

gn
at

ur
e 

of
 

Cl
ie

nt
R

em
ar

ks

• 



388 The Philippine Clinical Standards Manual on Family Planning

D
ai

ly
 S

to
ck

 Is
su

e 
R

ec
or

d
N

am
e 

of
 P

ro
gr

am
 : 

 _
__

__
__

__
__

__
_

D
ru

g 
N

am
es

 /
 P

re
pa

ra
tio

n

D
at

e
Q

ua
nt

ity
 D

is
pe

ns
ed

Is
su

ed
 to

:
(f

ac
ili

ty
 a

nd
 n

am
e)

Si
gn

at
ur

e

Appendix F4 Daily Stock Issue Record

• 



389The Philippine Clinical Standards Manual on Family Planning

M
on

th
ly

 P
hy

si
ca

l I
nv

en
to

ry
 a

nd
 D

ru
g 

Ex
pi

ra
ti

on
 R

ec
or

d

P
ro

gr
am

 : 

Pe
rs

on
ne

l i
n 

ch
ar

ge
 : 

D
at

e 
ac

co
m

pl
is

he
d 

: 

It
em

 
N

o.
P

ro
du

ct
 a

nd
 

P
re

pa
ra

tio
n

M
an

uf
ac

tu
re

r
Lo

t 
N

um
be

r
Ex

pi
ra

tio
n 

D
at

e

M
ar

k 
(x

) 
if 

st
oc

ks
 

ex
pi

re
 w

ith
in

  
th

e 
ne

xt
 6

 
m

on
th

s

P
hy

si
ca

l 
co

un
t o

f 
us

ab
le

* 
st

oc
ks

Ba
la

nc
e 

of
 

St
oc

ks
 b

as
ed

 
on

 th
e 

D
ai

ly
 

St
oc

k 
R

ec
or

d 
**

*

Lo
ss

es
R

em
ar

ks

(A
)

(B
)

(B
-A

)

Appendix F5 Monthly Physical Inventory and Drug Expiration Record

• 



390 The Philippine Clinical Standards Manual on Family Planning

C
O

M
M

O
D

IT
Y

 O
R

D
ER

 F
O

R
M

Fa
cu

lt
y 

N
am

e 
: _

__
__

__
__

__
Fa

cu
lt

y 
A

dd
re

ss
 : 

__
__

__
__

__

Co
m

m
o

d
it

y
U

n
it

So
U

r
Ce

A
en

d
in

g
 

BA
lA

n
Ce

 
o

f 
lA

St
 

d
el

iv
er

y

B
A

d
jU

St
m

en
tS

(P
lU

S 
o

r 
m

in
U

S)

C
to

tA
l 

A
vA

il
A

Bl
e

d
A

Ct
U

A
l 

St
o

Ck
 o

n
 

H
A

n
d

 n
o

w

e
U

Se
d 

Si
n

Ce
 

lA
St

 
d

el
iv

er
y

f
n

o.
 o

f 
m

o
n

tH
S 

Si
n

Ce
 l

A
St

 
d

el
iv

er
y

g
A

ve
r

A
g

e 
m

o
n

tH
ly

 
U

SA
g

e

H
A

U
tH

o
r

iz
ed

 
St

o
Ck

 l
ev

el

i
Q

U
A

n
ti

ty
 

r
eQ

U
ir

ed

j
ex

Ce
SS

 
St

o
Ck

 
r

eQ
U

ir
ed

 

k
St

o
Ck

 
d

el
iv

er
ed

l
en

d
in

g
 

BA
lA

n
Ce

m
r

em
A

r
k

S

(A
 +

 B
)

(C
 - 

d
)

(e
 /

 f
)

(g
 x

 6
)

(H
 - 

d
)

(d
 - 

j 
+ 

k
)

Appendix F6 Commodity Order Form

• 



391The Philippine Clinical Standards Manual on Family Planning

FAMILY PLANNING SERVICE RECORD SIDE A
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EVIO
U

SLY U
SED

 M
ETH

O
D: _______________  D

A
TE/TIM

E __________________

N
A

M
E O

F CLIEN
T:                _______________________           ____/____/____       ____________  _____________     ___________________________________________________                    

                                               Last N
am

e           G
iven N

am
e            M

I                        D
ate of Birth                              H

IG
H

EST ED
U

C            O
CCU

PA
TIO

N
                     N

O.         STR
EET             BA

R
A

N
G

A
Y                  M

U
N

ICIPA
LITY                   P

R
O

VIN
CE

N
A

M
E O

F SP
O

U
SE:              _______________________            ____/____/____       ____________  _____________     A

VER
A

G
E M

O
N

TH
LY IN

CO
M

E : __________________________
                                                                              Last N

am
e           G

iven N
am

e            M
I                        D

ate of Birth                              H
IG

H
EST ED

U
C            O

CCU
PA

TIO
N

                    

N
O. O

F LIVIN
G

 CH
ILD

R
EN

 : _____________          P
LA

N
 M

O
R

E CH
ILD

R
EN

 :     Yes    N
o R

EA
SO

N
 FO

R
 P

R
A

CTICIN
G

 FP
 : _________________________________________

M
ETH

O
D

 A
CCEP

TED
 :    CO

C       Injectable     Condom
     IU

D
     BTL      N

SV      LA
M

     SD
M

     BBT     BO
M

/CM
M

/STM
     Im

plant     TIM
IN

G
 :      Postpartum

     Interval

HEENT Blood pressure : _________ mm/Hg
Weight _________ kg/lbs

Pulse rate ________ /min

CONJUCTIVA
 �Pale
 �Yellowish

NECK
 �Enlarged thyroid
 �Enlarged lymph nodes

BREAST
 �Mass
 �Nipple discharge
 �Skin - orange peel or dimpling
 �Enlarged axillary lymph nodes

THORAX
 �Abnormal heart sounds/cardiac rate
 �Abnormal breath sounds/respiratory rat

ABDOMEN
 �Enlarged liver
 �Mass
 �Variscosities

EXTREMITIES
 �Edema
 �Variscosities

 �Epilepsy/Convulsion/ Seizure
 �Severe Headaches/dizziness
 �Visual disturbance/blurring of vision
 �Yellowish conjuctivae
 �Enlarged thyroid

CHEST / HEART

 �Severe chest pain
 �Shortness of breath and easy fatigability
 �Breast / axillary mass
 �Nipple discharge (specify if blood or pus)
 �Systolic of 140 and above
 �Diastolic of 90 and above
 �Family history of CVA (strokes), heart attack, 
asthma, rheumatic heart diseases

ABDOMEN

 �Mass in the abdomen
 �History of gall bladder disease
 �History of liver disease

GENITAL

 �Mass in the uterus

 �Vaginal discharge

 � Intermenstrual bleeding

 �Postcoital bleeding

EXTREMITIES

 �Severe variscosities
 �Swelling or severe pain in the legs not related to 
injuries

PELVIC EXAMINATION
PERINEUM

 �Scars
 �Warts
 �Reddish

 �Laceration

VAGINA
 �Congested
 �Bartholin’s cyst
 �Warts
 �Skene’sgland 
discharge
 �Rectocele

 �Cystocele

CERVIX
 �Congested
 �Erosion
 �Discharge
 �Polyps/cysts

 �Laceration

CONSISTENCY
 �Firm

 �Soft

UTERUS
Position

 �Mid
 �Anteflexed
 �Retroflexed

Size
 �Normal
 �Large
 �Mass
Uterine Depth ____ cms, 

(for intended IUD users)

ADNEXA
 �Mass
 �Tenderness

SKIN

 �Yellowish skin

HISTORY OF ANY OF THE FOLLOWING

 �Smoking
 �Allergies
 �Drug intake (anti - tuberculosis, anti - diabetic, 
anticonvulsant)
 �STI / HIV / AIDS / PIDS
 �Bleeding tendencies (nose, gums, etc.)
 �Anemia
 �Diabetes

OBSTETICAL HISTORY

 �Number of pregnancies

_____ Full Term     ______Premature

_____ Abortion      ______ Living Children
 �Date of last delivery ____/____/____
 �Type of last delivery _______________
 �Past menstrual period _____________
 �Last menstrual period _____________
 �Number of days menses
___Scanty  ___ Moderate ___Heavy

___Painful  ___Regular
 �Hydatidiform mole (within the last 12 months)
 �Ectopic pregnancy

RISKS FOR VIOLENCE AGAINST WOMEN 
(VAW)

 �History of Domestic Violence or VAW
 �Unpleasant relationships with partner
 �Partner does not approve of the visit to FP clinic
 �Partner disagrees to use FP

Referred to :
 �DSWD
 �WCPU
 �NGOs

 �Others (specify:_______)

ACKNOWLEDGEMENT:
This is to certify that the Physician/Nurse/Midwife 
of the clinic has fully explained to me the different 
methods available in family planning and I freely choose 
the _________ method.

_______________                             ______________
Client Signature                                   Date

STI RISKS

 �With history or multiple partners
 �For women:
 �Unusual discharge from vagina
 � Itching or sores in or around vagina
 �Pain or burning sensation
 �Treated for STI in the past
 �For Men:
 �Pain or burning sensation
 �Open sores anywhere in genital area
 �Pus coming from penis
 �Treated for STIs in the past

Reminder : Kindly refer to PHYSICIAN for any checked (/) mark prior to provision of any method for further evaluation

Appendix F7a FP Service Record (FP Form 1)
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SIDE B FAMILY PLANNING SERVICE RECORD

CLIEN
T N

U
M

BER
 : ________

N
A

M
E O

F CLIEN
T : ________________  ___/___/___ Education ________ O

ccupation ________A
ddress ___________________________________

(Last N
am

e, G
iven N

am
e, M

I)                           D
ate of Birth                                                                                                                  (N

o.  Street  Barangay  M
unicipality  P

rovince)

DATE 
SERVICE 
GIVEN

METHOD TO 
BE USED/
SUPPLIES 
GIVEN 
(cycles,  
pieces, etc.)

REMARKS
•	 MeDIcaL 

oBServatIoN
•	 coMPLaINtS/

coMPLIcatIoN
•	 ServIce 

reNDereD/
ProceDureS/
INterveNtIoNS

•	 DoNe (i.e 
laboratory 
examination, 
treatment, 
referrals, etc.)

NAME AND 
SIGNATURE 
OF PROVIDER

NEXT 
SERVICE 
DATE

Appendix F7b FP Service Record (FP Form 1)
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Appendix F7c FP Service Record (FP Form 1)

Instructions for completing the FP Service Record or FP Form 1 

Side A 
1. Fill out or check the required information at the far right of the form: 

- Client number 
- Husband’s name, giving the family name first, date of birth, education, and occupation 
- Wife’s name using her maiden family name, date of birth, education, and occupation 
- Monthly family income in peso 
- Choose “yes” or “no” for the couple’s plan for more children 
- “New” or “current” for type of acceptor 
- Number of children: desired and actual 
- Birth interval desired in years 
- Previous method used; duration of use and reason for discontinuation 
- New / current method 
- Completed desired family size, economic, others for reasons for accepting permanent methods 
- Complete address of the client: number of the house, street, barangay, municipality, and province 
- Wife’s age 

2. Fill in the required information on medical, obstetrical/ gynecological history, physical examination, 
pelvic examination, client signature and date, name, and address of health facility. 

3. Refer to a physician for any abnormal history/findings prior to provision of any method for further 
evaluation. 

Side B 
1. Fill in the required information at the far left of the form on client number and name. 
2. On the first column, record the date when the service was delivered to the client. 
3. On the second column, record the method accepted/number of supplies given. 
4. On the third column, record the following: 

· Medical observations 
· Complaints 
· Services rendered, procedures/interventions done (Lab, treatment) 
· Reasons for stopping or changing the methods 
· Laboratory results 

5. On the fourth column, record the name of the provider with the corresponding signature. 
6. On the fifth column, record the next service date or appointment date.
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Appendix G8b Target Client List (TCL) for Family Planning 
Non-surgical Methods

Instructions for completing the Target Client List (TCL) for 
Family Planning Nonsurgical Methods 

The TCL is filled out by health workers when providing services and is updated every time a client comes back for a 
follow-up visit. It has the following purposes: 

1. It helps the health worker plan and carry outpatient care and service delivery.
2. It facilitates the monitoring and supervision of service delivery activities. 
3. It facilitates the preparation of reports, 
4. It provides clinic-level data that can be accessed for further studies. 

Column 1: DATE (OF REGISTRATION)—Indicate in this column the month, day, and year a client made the first clinic 
visit for FP service. 

Column 2: FAMILY SERIAL NUMBER—Indicate in this column the number that corresponds to the family number 
written on the family folder or envelop on the individual treatment record. 

Column 3: CLIENT’S NAME—Write the client’s complete name. 

Column 4: ADDRESS—Record the client’s present permanent place of residence. 

Column 5: METHOD ACCEPTED—Write on this column the code of the method being accepted by the client. 

CODES: 
i. LAM: Lactational Amenorrhea Method 
ii. NFP: Natural Family Planning Method 

- BBT: Basal Body Temperature 
- CM: Cervical Mucus 
- ST: Symptothermal 
- SDM: Standard Days Methods 

iii. PILLS 
iv. Injectable/DMPA: Depo-Medroxyprogesterone Acetate 
v. IUD: Intrauterine Device 
vi. CON: Condom 
vii. VSC: Voluntary Surgical Contraception 

- BTL: Bilateral Tubal Ligation 
- VS: Vasectomy or Male Sterilization 

Column 6: CATEGORIES AND CODES OF CLIENTS—Write on this column the code of the following client categories.
 

i. New Acceptor (NA)—A client using a contraceptive method for the first time or who is new to the program. 
ii. Current Users—FP clients who have been carried over from the previous month after deducting the drop-

outs of the present month and adding the new acceptors in the current month. Current users constitute 
specific FP methods used during the month which include condom, injectables, IUD, LAM, NFP, pills, male 
sterilization, and female sterilization. 

iii. Re-Starter (RS)—These are new acceptors who have stopped FP practice for at least one month and have 
resumed using the same method in the same clinic. 

Column 7: PREVIOUS METHOD—Refers to last method used prior to accepting a new method. Enter in this column 
the same codes as for the Method Accepted (Column 5). Add code for None to cover “New to Program.”
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Appendix F8c Target Client List (TCL) for Family Planning 
Non-surgical Methods

Instructions for completing the Target Client List (TCL)...continued 

Column 8: FOLLOW-UP VISITS—Write the next scheduled date of visit in the appropriate column for the month 
followed by a slash, e.g., 3-31/. When the client returns for the scheduled visit, write the date at the right of the slash, 
e.g., 3-31/3-29. A client who is scheduled for a particular month but fails to make the clinic visit will have only one 
date entered for that particular month. 

Column 9: DROPOUT—If a client fails to return for the next service date, he or she is considered a dropout. Enter the 
date the client became a dropout under column “Date” and indicate the reason under column “Reason.” 

Column 10: AGE OF WIFE—Enter in this column the age of the female client. In the case of a male client, enter the age 
of the client’s wife. 

Column 11: NUMBER OF LIVING CHILDREN—Record the number of living children. 

Column 12: REMARKS—Indicate in this column the date and reason for every referral made (to other clinics) and 
referral received (from other clinics), which can be due to medical complications or unavailable family planning 
services. 

Dropouts Form (When a dropout is a “dropout”): 
1. LACTATIONAL AMENORRHEA METHOD (LAM) 

If the client 
a. reaches 6 months postpartum period; 
b. has her menses any time within 6 months postpartum (Bleeding or spotting within 56 days postpartum is not 

considered as menses); 
c. practices mixed regular feeding and/or regularly introduces solid food, liquid, vitamins within the first 6 months. 

2. NATURAL FAMILY PLANNING (NFP) 

a. Basal body temperature (BBT)–If the user fails to chart her own fertile and infertile periods, she is considered a 
dropout. 

b. Cervical/Mucus or Billings Ovulation Method–If the user fails to chart her own fertile and infertile periods, she is 
considered a dropout. 

c. Symptothermal Method–If the user fails to chart her own fertile and infertile periods, she is considered a 
dropout. 

Note: Validate chart monthly if client needs to be dropped. 

3. PILLS 

If the client 
a. fails to return for a resupply on the scheduled date unless client was validated getting supply from other sources 

other than the clinic; 
b. gets supply and/or transfers to another clinic; the client is considered as a current user in the clinic where she 

transferred, but is a dropout in her former clinic; 
c. desires to stop the pills for any reason.

• 



397The Philippine Clinical Standards Manual on Family Planning

Appendix F8d Target Client List (TCL) for Family Planning 
Non-surgical Methods

Instructions for completing the Target Client List (TCL)...continued 

4. INJECTABLE (DMPA) 

If the client 
a. fails to return for more than 2 weeks from the scheduled date of injection unless client was validated getting 

supply from other sources other than the clinic; 
b. gets herself injected with DMPA in another clinic; the client is considered a current user in the clinic where she 

transferred, but is a dropout in her former clinic; 
c. stops to receive the injection for any reason. 

5. INTRAUTERINE DEVICE (IUD) 

If the client 
a. does not return to the clinic for check-up or has not been followed-up for 2 years; 
b. requests for IUD removal; 
c. has had her IUD expelled. 

6. CONDOM 

If the client 
a. fails to return for a resupply on scheduled visit unless client was validated getting supply from other sources 

other than the clinic; 
b. gets supply from another clinic and/or transfers to another clinic; the client is considered a current user in the 

clinic where she transferred, but is a dropout in her former clinic; 
c. stops using the method for any other reason. 

7. VOLUNTARY SURGICAL CONTRACEPTION 

a. Tubal ligation – If the client is already menopausal (average: 50 years old); 
b. Vasectomy – indefinite.
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Form FHSS/M 1 : page

RH PH/CHO DH/CH RHU/MHC BHS/BC

Section 3 - Family Planning

1. Number of clients by category and method

Method

Cont. 
User 

(Begin 
Month)

Acceptors

Dropout
New Other

Pill

IUD

Condom

LAM when any of the criteria is not met

BTL at age 50

Vasectomy

NFP

2. Number of referrals received and made by this facility this month by reason

Medical Complications Services

Made RCM Surgical Other

Received

3. Number of Family Planning visits
made to this facility this month

Appendix F9a FHSIS Report Form/M1

00 00 00 00 00 
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Appendix F9b TFHSIS Report Form/M1

 Instructions for completing the FHSIS Report Form/M1 

This report form collects information on family planning methods seen at the facility during the current month. 

1. Number of Acceptors and Dropouts 
• For each new acceptor of a family planning method seen at the facility this month, place a tick in the 

bigger box under the (1) “Acceptor New,” alongside the method accepted. 
• “New Acceptor” includes clients who are new to the program. 
• Others including CM, CC, and RS should be tallied under “Acceptors – Others” 
• For clinics performing surgical Family Planning procedures, the number of vasectomy and tubal ligation 

procedures done should be indicated with a tick in the bigger box under the “Acceptor” column. 
• For each dropout from a “Program Method” (i.e., Pill, IUD, and Condom) during the month, place a tick in 

the box for the method dropped in item I. 
• In this item, a CM client should be counted as a dropout alongside the method discontinued. 
• At the end of each month, count the number of ticks in the bigger box and write the total in the smaller 

box. 
• To get the total CU at the end of the month, apply this formula from Clinical Standard: Current users at the 

beginning of the month + Acceptors (new) + Acceptors (others) – Dropouts = Current users at the end of 
the month 

2. Number of Clients Referred 
• This item collects information on the number of client referrals MADE by the reporting clinic to other 

clinics, and referrals RECEIVED by the reporting clinic from other clinics, and also the reasons for the 
referrals. 

• Referrals are classified as either for treatment of medical complications or for provision of FP services. 
Classify as service reasons only those referrals which have no medical complications involved, and the 
type of resource for which the client was referred (RCM, Surgical, or Others). 

3. Number of Family Planning Visits 
• Each time a client is seen in the facility/clinic for family planning services during the month, place a tick 

in the bigger box in Item 3. Family Planning visits include: 
• Visits by clients to accept a method or to receive a resupply of pills or condoms; 
• Visits by clients who are subsequently referred to another clinic, and; 
• Visits made for other reasons but during which time information, education, and communication (IEC) for 

FP was substantially discussed.
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Appendix F10b Hospital Service Statistics Report Form
for Family Planning

Instructions for completing the Hospital Service Statistics Report Form 

The Hospital Service Statistics Report Form is accomplished by the different hospitals (OPD and OB-Gyne 
Department of Medical Centers or Regional, Provincial, District, City, and Municipal hospitals). This report 
is due quarterly and should be submitted by each hospital to its respective provincial health office copy 
furnished the Center for Health and Development (CHD), National Center for Disease Prevention and Control-
Family Planning (NCDPC-FP), and National Center for Health Facility Development (NCHFD). 

Please print or type 
Name of hospital
Address       Reporting period: 
      From: Day:             Month:              Year: 
      To: Day: Month: Year: 

City       Name of person filling out form:  
Region
Province
Date accomplished: 

      Title:
      Signature:

Instructions for completing the form: 
1. State the name of hospital in column 1 and month and year procedures performed in column 2. 
2. Enter the number of all procedures performed at each hospital for the current reporting period. 

• Under Columns 3 to 6, report the numbers of mini laparotomy procedures performed according to timing 
after the last delivery and the number of laparoscopy procedures. 

• Under Column 7 “Other female”, report all other types of female voluntary surgical contraception during 
Caesarean sections. 

• Add the number of female voluntary surgical contraception procedures performed during the period 
(Columns 3 to 7, and report the total in Column 8). 

• Report vasectomies performed under Column 9. 
• If IUD services were provided, report these under Columns 10 and 11. “Postpartum (PP) IUD” means the 

IUD was inserted after delivery, but before the woman left the hospital. 
• If DMPA, pills, Norplant, and condoms were provided, report these under Columns 12, 13, 14, and 15, 

respectively. 
• If other family planning methods were provided, specify which methods and report these in Column 16.
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Appendix G
SAMPLE INFORMED CONSENT 
FORM

SAMPLE INFORMED CONSENT FORM

For Subdermal Implant Acceptors

Benefits and Risks

•	 My physician and/or provider have discussed with me the benefits, risks, and side effects of using the subdermal implant. 

•	 I understand that I may experience certain side effects, including but not limited to: menstrual bleeding irregularities, acne, headache, 
breast symptoms, weight gain, and abdominal pain. 

•	 I am aware that there may be bruising and discomfort at the insertion site, and that there is a possibility that I may have an allergic 
reaction.

•	 Although the subdermal implant has been proven to be a very effective contraceptive method, I am aware that there is still a small 
chance of pregnancy (less than one pregnancy for every 100 women using subdermal implants for one year).

Procedure 

•	 I understand that a local anesthetic will be used to reduce the pain and discomfort during the insertion procedure. 

•	 I have informed my physician of any known allergies, particularly against local anesthetic agents, as well as ingredients contained in 
the subdermal implant. 

•	 I am aware that the insertion and removal of the subdermal implant may leave a small scar, and that some individuals are predisposed 
to forming thickened and/or enlarged scars.

•	 I understand that the subdermal implant has to be removed after three years and that I am responsible for returning to the clinic to 
have it removed.

Voluntariness and Confidentiality 

•	 My decision to have the subdermal implant inserted is completely voluntary. I have been made aware that this will not affect the 
services and/or treatment I receive in this facility. 

•	 I understand that I may choose to discontinue using the subdermal implant at any time and for any reason. I may opt to have it removed 
at this facility, or in any other facility of my choosing. 

•	 I have been assured that confidentiality for my personal information will be maintained. 

Based on the information above, I _________________________________, freely give my consent for the physician to insert a subdermal implant in my  
        Printed Name
arm. My signature indicates that I have read and fully understand the statements printed above. 

   
___________________________          ________________

                                          Signature                                                  Date

      __________________________________                    ____________________________________
                                         Name and Signature of Physician                    Name and Signature of Witness/Spouse

                                      Date: _____________________________                 Date: _______________________________
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Informed Consent Form for Sterilization Clients

 I,  _____________________________________ , the undersigned, request that a Surgical Sterilization 
( □  bilateral tubal ligation   □  vasectomy)  be performed on my person. I make this request of my own free will, without 
having been forced, pressured, or given any special inducement. 

I understand the following:          
1.	 There are temporary methods of contraception available to my partner and me.
2.	 The procedure to be performed on me is a surgical procedure, the details of which have been explained to me.
3.	 This surgical procedure involves risks, in addition to benefits, both of which have been explained to me.
4.	 The procedure should be considered permanent. However, no surgical procedure can be guaranteed to work 

100% on all people. There is a small failure rate. If the procedure is successful, I will be unable to have any more 
children.

5.	 This surgical procedure will not protect me and my partner from sexually transmitted infections (STIs), including 
HIV (the virus that causes AIDS).

6.	 I can decide against the procedure at any time before the operation is performed (and no medical, health, or 
other benefits or services will be withheld from me as a result).

__________________________________________   ______________________
           Signature or mark of the client                   Date

__________________________________________   ______________________
Signature of attending physician or delegated assistant                 Date

If the client cannot read, a witness of the client’s choosing, of the same sex and speaking the same language, must 
sign the following declaration:

I, the undersigned, attest to the fact that the client has affixed his/her thumbprint or mark in my presence.

__________________________________________   ______________________
     Signature or mark of witness/spouse                   Date
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Appendix H
METHOD EFFECTIVENESS

Percentages indicate the number out of every 100 women who experienced an unintended pregnancy 

within the first year of typical use of each contraceptive method.

Condoms should always be used to reduce the risk of STIs.

Other Methods of Contraception:

Lactational Amenorrhea Method: LAM is a highly effective, temporary method of contraception.

Adapted from 1) World Health Organization, John Hopkins Bloomberg School of Public Health/Center for 
Communications Program. Family planning: a global handbook for providers 2011 Update. Baltimore; 2011; 2) 
U.S. Department of Health and Human Services, Centers for Disease Control and Prevention. US selected practice 
recommendations for contraceptive use; 2013. Available from http://www.cdc.gov/mmwr/pdf/rr/rr62e0614.pdf

Less than 1 pregnancy 
per 100 women in a 

year

6–12 pregnancies per 
100 women in a year

18 or more pregnancies 
per 100 women in a year

Least Effective

Most Effective

How to make your method most effective

After procedure, little or nothing to do or 
remember.

Vasectomy and hysteroscopic sterilization: 
use another method for the first three months

Injectable: Get repeat injections on time.

Pills: Take a pill each day.

Patch, Ring: Keep in place, change on time.

Diaphragm: Use correctly every time you have 
sex.

Condoms, sponge, withdrawal. Spermicides: 
use correctly every time you have sex.

Fertility awareness-based methods: abstain 
or use condoms on fertile days. Newest 
methods (Standard Days Method and 
Two-Day Method) may be the easiest to use 
and consequently more effective.

Reversible
Implant 0.05% IUD 0.8%

IUS 0.2%

Irreversible

Male Voluntary 
Surgical 
Contraception 0.15%

Female Voluntary 
Surgical 
Contraception 0.5%

Injectable 6% Pill 9% Patch 9% Ring 9% Diaphragm 12%

Male Condom 18% Female Condom 21%

Spermicide 28%

Withdrawal 22%

Fertility awareness-based Methods 24%

) 
~ /~:: ... '~,;5 

I o !I 
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GLOSSARY
Abscess. A collection of pus surrounded by inflammation.

Acquired immune deficiency syndrome (AIDS). A progressive, usually fatal condition (syndrome) that 
reduces the body’s immune system or ability to fight infections. Caused by infection with the human 
immunodeficiency virus.

Amenorrhea. Absence of menstrual periods (monthly vaginal bleeding). 

Antiretroviral (ARV) therapy. A group of drugs used to treat patients with AIDS. These drugs are usually 
taken in different combinations at once to slow down the progression of AIDS.

Backup method. A family planning method (e.g., condoms or spermicide) that can be used temporarily 
for extra protection against pregnancy when needed, such as when starting a new method, when 
supplies run out, and when a pill user misses several pills in a row.

Bacterial vaginosis. An overgrowth of bacteria normally found in the vagina. It is not a sexually 
transmitted infection.

Breakthrough bleeding. Vaginal bleeding between menstrual periods.

Breastfeeding and breastfeeding patterns. Feeding the infant with breast milk. Patterns include the 
following:

Exclusive breastfeeding. Breast milk is the sole source of nutrition of the infant with no 
supplementation of other liquids, even water.

Fully breastfeeding. Breast milk is almost exclusively the source of nutrition of the infant, but 
water, juice, and vitamins are infrequently given.

Nearly fully breastfeeding. Breast milk is about ¾ of the total nutrition of the infant. Some 
liquids or food is also given.

Partially breastfeeding. Breast milk is less than ¾ of the total nutrition of the infant. Nutrition is 
more supplemented with liquids or food.

Candidiasis. A vaginal infection caused by yeast-like fungus. It is not a sexually transmitted infection.

Cardiovascular disease (or problems). Any disease or abnormal condition of the heart, blood vessels, or 
blood circulation.

Cerebrovascular disease. Any disease of the blood vessels of the brain.

Cervical mucus. A thick fluid plugging the cervical opening. It is usually thick enough to prevent sperm 
from entering the uterus. At midcycle, however, under the influence of estrogen, the mucus becomes thin 
and watery, and sperm can easily pass into the uterus.
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Cervix. The lower portion of the uterus extending into the upper vagina. The glands located in the 
cervical canal produce mucus under the influence of estrogen.

Chancroid. A painful ulcer on the genitals caused by the bacterium Haemophilus ducrei. It is a sexually 
transmitted infection that requires treatment. 

Chlamydia. A sexually transmitted infection caused by a bacterium. It is a common sexually transmitted 
infection that can cause infertility.

Cholestasis. Reduced flow of bile secreted by the liver.

Cirrhosis (of the liver). A liver disease involving destroyed liver cells and diminished liver function. Can 
block blood flow to the liver, causing high blood pressure or jaundice.

Community Health Team (CHT). A group of health volunteers serving critical roles in increasing the 
awareness and recognition of health risks among families, promoting healthy behaviors, and prompting 
individuals to seek and utilize affordable and accessible healthcare services, particularly among poor 
families.

Conception (fertilization). Union of an ovum or egg cell with a sperm.

Coronary artery disease. Narrowing of the arteries that supply blood to the myocardium (muscular 
middle layer of the heart wall). May eventually result in damage to the heart muscle.

Cover line. A horizontal line drawn across the basal body temperature chart on the highest temperature 
from days 6 to 10.

Contraceptive prevalence rate (CPR). Proportion of married women aged 15 to 49 years who are using 
any family planning method at the time of the survey.

Diabetes (diabetes mellitus). A chronic disorder caused by the ineffective production or use of insulin. 
People with diabetes (diabetics) cannot use carbohydrates in food properly, causing glucose (sugar) 
accumulation in the blood and urine. Symptoms include excessive urination and excessive thirst. 
Diabetics, especially if untreated, are at risk of developing serious long-term complications, such as 
nephropathy, neuropathy, and retinopathy.

Disinfect (high-level disinfection). To destroy all living microorganisms except some forms of bacteria.

Deep venous thrombosis (DVT). A condition wherein a blood clot (thrombus) forms in a vein within the 
muscles, such as those on the legs.

Dysmenorrhea. Painful menstrual periods.

Eclampsia. A major toxic condition of late pregnancy, labor, and the period immediately after delivery 
that is characterized by convulsions (involuntary muscle contractions or seizures). In serious cases, this 
condition is sometimes followed by coma and death. It occurs as a complication of preeclampsia.

Ectopic pregnancy. Pregnancy anywhere outside the uterus, such as in the fallopian tubes or ovaries. It 
is an emergency condition because the fetus often grows to a size large enough to cause fatal internal 
bleeding in the mother’s abdomen.

Effectiveness of contraceptive method with typical use or common use. The likelihood of pregnancy for 
all users taken together, whether or not they use the methods correctly and consistently.
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Effectiveness of contraceptive method with correct and consistent use. The likelihood of pregnancy as 
reported in reliable studies.

Ejaculation. The semen released from the penis.

Endometriosis. A condition where endometrial tissue is located outside the uterus. The tissue may 
attach itself to the reproductive organs or to other organs in the abdominal cavity. May cause pelvic 
adhesions in the abdominal cavity and in the fallopian tubes. Endometriosis may also interfere with 
ovulation and with embryo implantation.

Endometrium. The inner membrane of the uterus that thickens and sheds once a month, causing 
monthly bleeding except during pregnancy.

Estrogen. Female hormone responsible for sexual development. Contained in some hormonal 
contraceptives.

Fallopian tubes. Extend from the ovaries and are connected to the uterus. Fertilization of the egg and 
the sperm occurs along either of the two fallopian tubes.

Fertilization. Union of the ovum and the sperm.

Genital herpes. A sexually transmitted infection caused by the virus Herpes simplex.

Genital warts. Soft growths on the genital area caused by the human papilloma virus. It is a sexually 
transmitted infection.

Gestational diabetes. Diabetes that develops only during pregnancy. Occurs because the usual hormone 
production is changed and sugar is not utilized efficiently.

Gestational trophoblastic disease. A tumor that forms in the uterus as a mass of cysts that resemble a 
bunch of grapes.

Gonorrhea. A genitourinary infection transmitted sexually or through the birth canal. It is caused by the 
bacterium Neisseria gonorrheae. 

Heavy smoker. A person who smokes 15 or more cigarettes per day.

Hepatitis. Inflammation of the liver, usually caused by a virus but sometimes by a toxin.

Hernia. The projection of an organ, part of an organ, or any bodily structure through the wall that 
normally contains it.

Human immunodeficiency virus (HIV). The cause of AIDS. HIV can be transmitted by sexual contact 
(heterosexual or homosexual), by contaminated blood products (especially blood transfusion), through 
contaminated needles or surgical instruments, and from mother to fetus or infant before or during birth. 
A mother infected with HIV may pass the virus to the baby through her breast milk.

Human papilloma virus (HPV). A common and contagious virus that causes genital warts or cervical 
cancer. The virus is spread by sexual activity or skin-to-skin contact.

Hydrocele. A collection of fluid in a body cavity, particularly in the testes or along the spermatic cord.
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Hypertension. Higher blood pressure than normal. Normal blood pressure in adults varies in each 
person. Generally, diastolic (resting) blood pressure from 90 mm Hg to 99 mm Hg is considered mild 
hypertension, 100 mm Hg to 109 mm Hg is considered moderate hypertension, and 110 mm Hg or 
greater is considered severe hypertension. Systolic (pumping) blood pressure from 140 mm Hg to 
159 mm Hg is considered mild hypertension, 160 mm Hg to 179 mm Hg is considered moderate 
hypertension, and 180 mmHg or greater is considered severe hypertension.

Implantation. The process by which an embryo attaches to the endometrium lining of the uterus where it 
obtains its source of nourishment.

Informed choice. A decision made freely based on clear, accurate, and relevant information. It is a goal in 
family planning counseling.

Informed choice and voluntarism (ICV). A standard in the delivery of FP services ensuring that each 
client freely makes his/her own decision based on accurate and complete information on different 
modern FP methods and not by any special inducements or forms of coercion or misinterpretation.

Ischemic heart disease (a.k.a. ischemia). Reduced blood flow (and thus reduced oxygen) to tissues of 
the body. A reduced flow in the coronary arteries (arteries of the heart) is called ischemic heart disease 
or myocardial ischemia.

Jaundice. A symptom of liver disease. A person with jaundice typically has abnormal yellowing of the 
skin and whites of the eyes.

Kalusugan Pangkalahatan (KP). Also known as the Aquino Health Agenda to achieve Universal 
Healthcare. It is a focused approach to health reform implementation, ensuring that all Filipinos, 
especially the poor, receive the benefits of health reform. The three thrusts of KP are (1) rapid expansion 
in National Health Insurance Program enrollment and benefit delivery using national subsidies for poor 
families, (2) improved access to quality hospital and healthcare facilities through accelerated upgrading 
of public health facilities, and (3) attainment of health-related millennium development goals by applying 
additional effort and resources in localities with a high concentration of families who cannot receive 
critical public health services. 

Laparoscope. A device consisting of a tube, lens, or camera that allows the internal visualization of the 
body or organ. Can be used during bilateral tubal ligation in women.

Laparoscopy. An operation performed using small incisions using a laparoscope.

Menopause. The time in a woman’s life when menstrual periods stop. Occurs when a woman’s ovaries 
stop producing eggs and monthly bleeding from the uterus stops.

Migraine. Severe, recurrent headache, usually accompanied by sensitivity to light and affecting only one 
side of the head, with sharp pain and sometimes nausea, vomiting, and trouble seeing.

Minilaparotomy. A form of female voluntary surgical contraception performed by cutting the fallopian 
tubes using a laparoscope.

Nonsteroidal anti-inflammatory drug (NSAID). A group of drugs that reduce inflammation, pain, redness, 
swelling, and fever. Examples include mefenamic acid and ibuprofen.

National Online Stock Inventory Reporting System (NOSIRS). A logistics management initiative with 
standard and formal reporting systems that can generate logistics information at all levels of the 
healthcare system. NOSIRS utilizes Supply Management Recording as a recording tool to efficiently 
track the status of commodities at health facilities and hospitals nationwide.
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Ovaries. A pair of female sex organs that store and release the ovum or egg. It produces the sex 
hormones estrogen and progesterone, which prepare the lining of the uterus to receive a fertilized ovum.

Ovulation. The release of an ovum or egg from the ovaries.

Pulmonary embolism. A condition where a part of the clot in DVT may break off and travel through the 
deep veins back to the heart and eventually be pumped by the heart into the arteries of the lung.

Pelvic inflammatory disease. An infection in the upper genital tract caused by various bacteria. It 
may present as lower abdominal pain, tenderness of the ovaries or fallopian tubes, yellowish cervical 
discharge, and bleeding.

Penis. Male organ for urination and sexual intercourse. It is also the passage of semen.

Perfect use. Among couples who initiate use of a method (not necessarily for the first time) and who use 
it perfectly (both consistently and correctly), the percentage who experience an accidental pregnancy 
during the first year if they do not stop use for any other reason. 

Placenta. The organ that nourishes the fetus. This organ is expulsed from the uterus soon after 
childbirth.

Post-partum. The first six weeks after childbirth.

Progesterone. A hormone produced by the ovaries after ovulation. It causes the endometrium to thicken 
and prepare for the implantation of a fertilized ovum. It also enhances the development of the placenta 
and helps prepare the breasts for breastfeeding.

Progestin (a.k.a. progestogen). A group of synthetic drugs that act similarly to progesterone. It is a 
component of some contraceptives.

Prolonged bleeding. See vaginal bleeding.

Prostate. Part of the male reproductive system. It is located at the base of the urinary bladder and 
surrounds the urethra. It secretes an alkaline fluid that is part of the semen.

Puberty. A period when the body begins making adult levels of sex hormones and the young person 
takes on adult body characteristics.

Pulmonary embolism. A blood clot formed elsewhere in the body that has traveled to the lung, causing 
shortness of breath and pain when taking a deep breath. Can be fatal.

Pus. A whitish to yellowish fluid composed of infected tissues

Scrotum. The pouch of skin behind the penis that contains the testes.

Semen (seminal fluid). Thick white fluid produced partly by the prostate. It is released through the penis. 
After vasectomy, the semen may no longer contain any sperm. 

Seminal vesicles. Male organ where the semen and sperm mixes.

Service Delivery Network (SDN). Network of facilities and providers within the province-wide or city-wide 
health system offering core package of services, which include modern family planning services, in an 
integrated and coordinated manner, pursuant to the Maternal, Neonatal, and Child Health and Nutrition 
Strategy.
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Sexually transmitted infection (STI) or sexually transmitted disease (STD). A group of infections caused 
by various bacteria, viruses, or fungi that are transmitted through oral, anal, or vaginal intercourse.

Sperm. Male sex cell.

Spermicide. Chemical barriers that kill the sperm.

Syphilis. A sexually transmitted infection caused by Treponema pallidum. It may be transmitted by 
sexual contact, mother to fetus while in the womb, and through breaks in the skin that come in contact 
with the lesions caused by the bacterium.

Testes (testicles). Two male reproductive organs that produce sperm and testosterone. It is found inside 
the scrotum sac.

Thermal shift. Three consecutive temperatures above the cover line. They are marked as days 1, 2, and 3 
in the BBT chart.

Thromboembolic disorder (or disease). Abnormal clotting in the blood vessels.

Thrombophlebitis. The formation of blood clots (thrombi), causing pain and swelling in the leg.

Trichomoniasis. A sexually transmitted infection caused by the protozoan Trichomonas vaginalis.

Typical use. Among typical couples who initiate use of a method (not necessarily for the first time), the 
percentage who experience an accidental pregnancy during the first year if they do not stop use for any 
other reason. 

Unmet need for modern family planning. The number of women who are fecund and sexually active but 
are not using any modern method of contraception and report not wanting any more children (limiting) 
or wanting to delay the birth of their next child (spacing). 

Urethra. The passage of urine. In men, it is also the passage of semen.

Uterus. A hollow muscular organ that lies between the bladder and the rectum. It carries the fetus during 
pregnancy.

Vagina. The passage that extends from the external sexual organs to the uterus of females.

Vaginal bleeding, patterns. Any bloody vaginal discharge (pink, red, or brown). Different patterns of 
vaginal bleeding include the following:

Amenorrhea. Absence of menstrual periods (monthly vaginal bleeding).

Breakthrough bleeding. Any bleeding outside expected bleeding times.

Heavy bleeding. Bleeding that is twice as heavy as the usual bleeding.

Infrequent bleeding. Fewer than two bleeding episodes in three months.

Irregular bleeding. Spotting and/or breakthrough bleeding that occurs beyond expected bleeding 
times.

Prolonged bleeding. Bleeding lasting for more than eight days.

Vas deferens. Two muscular tubes that serve as storage and passageway for the sperm from the testes 
to the prostate gland.
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A
abdominal pain, 36, 55, 72, 85, 99, 124, 133-134, 192, 

236, 239, 250, 403, 411
abnormal vaginal bleeding, 250
abscess, 99, 203, 407
abstinence, 11, 15, 42, 58, 81, 95, 122, 160-161, 168, 

178, 313
acne, 34, 133, 403
adolescent, 14-15, 85, 209-214, 240, 290
amenorrhea, 53, 64, 67-68, 71, 73, 75, 79, 84, 86, 97, 

105, 219, 224, 242-243, 254, 288, 294, 394, 395, 
405, 407, 412

anaphylactic shock, 138
anatomical abnormalities, 31, 47, 89, 104-105, 107, 

131-132
anemia See iron deficiency anemia

sickle cell anemia, 32, 48, 75-76, 89, 104, 130, 
187, 199, 380

thalassemia, 65, 76, 89, 104, 130, 380
anesthesia, 23, 87, 88, 181-185, 195, 205, 215, 289, 

290, 302, 335
anti-anxiety therapies, 164, 169
antibiotics, 31, 47, 65, 76, 89, 109, 118, 126, 133, 

164, 169, 202-203, 252, 358
and contraceptive effectiveness, 37, 54
before IUD insertion, 126
for abscess infection, 99
for pelvic inflammatory disease, 118, 120

anticoagulants, 34, 50, 66, 77, 90, 131, 179, 189, 220, 
372, 374-375, 378

anticonvulsants, 30, 37, 46, 53-54, 67, 76-77, 90
antidepressants, 164, 169, 383
anti-nausea medications, 236
antiretroviral (ARV) therapy, 131-132, 200, 254, 256, 

354, 377
antiseptic, 80, 99, 109, 112, 191, 201, 203, 282
aspirin, 68, 97, 108, 164, 169, 203
aura in migraines, 32-34, 48-50, 65-66, 77, 90, 131, 

348, 369, 372

B
bacteria, 246, 257, 281, 407-408, 411-412
bacterial vaginosis, 150, 153, 247, 249, 407
barbiturates, 37, 54, 64, 360, 369, 372
basal body temperature, 160-161, 169, 174-176, 

265, 313, 382-383, 391, 394-396, 408, 412
benign breast disease, 31, 34, 47, 64-65, 76, 89, 

130, 186, 350
birth spacing, 180
birth weight, 217, 219, 220, 240, 249, 291
bleeding, vaginal, 31, 47, 53, 66, 77, 90, 103-104, 

130-131, 164, 169, 186, 192, 236, 287, 348, 374, 
376-377, 382, 407, 411-412

blood pressure, 20, 23, 33, 42, 49, 53, 65-66, 77, 
89-90, 119, 130-131, 187, 223, 342, 368, 371, 
373, 374, 391, 410

as medical eligibility criterion, 32-33, 48-49, 
65-66, 77, 89-90, 103, 130, 131, 342

bone density, 209, 230
breakthrough bleeding, 35, 67, 71, 73, 79, 84, 86, 

407, 412
breast cancer, 34, 38, 55, 79, 85, 286, 369, 371, 

373-374, 376, 378, 379
as medical eligibility criterion, 33-34, 49-50, 

67, 78, 91, 132, 186-187
breast milk, 42, 51, 64, 75, 87, 102, 178, 220, 222, 

242, 248, 254, 366, 370, 407, 409
breastfeeding, 24, 32-33, 42, 48-49, 51, 63-65, 

67, 70, 71, 73, 76, 79, 81-82, 89, 95-96, 106-107, 
115, 129-130, 168-169, 177-180, 184, 219, 220-
222, 224-225, 242, 254, 291, 325, 327, 336, 338, 
366, 370, 372, 373, 375, 382, 407, 411

and starting a method, 42, 51, 69, 81, 95, 
177, 180, 243, 366, 370

as medical eligibility criterion, 32, 34, 48, 50, 
65, 67, 76, 78, 89, 91, 164, 169

bromocriptine, 179, 220

INDEX
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C
calendar rhythm method, 160
calendar-based methods, 160, 164, 224
candidiasis, 150, 153, 407
carbamazepine, 37, 54, 360, 369, 372
cervical cancer, 23, 32, 48, 65, 77, 85, 90, 108, 131, 

137, 151, 155, 158, 184, 188, 217, 286, 382, 409
cervical cancer screening, 23, 184
cervical cap, 23, 122, 152-155, 211, 213, 217, 222-

223, 225-226, 229, 256, 323
contraceptive effectiveness, 152
insertion, 153

cervical intraepithelial neoplasia, 32, 48, 77, 90, 
103, 131

cervical mucus secretions, 169-170, 172, 176, 224
cervicitis, 246, 352
cervix, 21, 107-114, 117, 119, 120-121, 142, 146, 

147, 149, 151-153, 155-156, 183, 282, 317, 318, 
320, 408

chest pain, 36, 55, 391
chlamydia, 23, 104-105, 124, 131-132, 186, 188, 

239, 246-247, 249-250, 252-253, 256, 352, 377, 
379, 408

and IUD use, 124
cholestasis, 32-33, 48, 65-66, 76-77, 89-90, 103, 

130-132, 186
coagulation disorders, 189, 200, 380, 381
combined injectable contraceptives, 23, 45-47, 49-

55, 211, 218, 222, 322, 370-372, 394
contraceptive effectiveness, 45
medical eligibility criteria, 46, 49
side effects and management, 53

combined oral contraceptives, 23, 30, 31, 33-34, 
36, 39, 40-44, 46, 48, 52-53, 57, 60, 66, 73, 77, 79, 
84, 90, 96-98, 122, 131-132, 211, 214-215, 217-
218, 222, 225, 229-230, 232, 234, 236, 242, 285, 
322, 366, 368-370, 372, 391

side effects and management, 44
combined patch, 33-35, 57-59, 60, 122, 211, 214, 

218, 229-230, 238, 256, 286, 368
combined vaginal ring, 60-62, 122, 211, 214-215, 

218, 229-230, 286, 294, 368
community healthcare providers, 261, 263-264, 

302, 308, 408
complications, 10, 14, 30, 36, 53, 55, 72, 75, 85, 99, 

116, 120, 123-124, 153, 185, 192, 197, 202, 213, 
215, 223, 231, 243, 251, 257, 260, 264-267, 283-
284, 290, 379, 396, 398-399, 408

condom breaks or slips, 140
condoms, female, 122, 138, 142-146, 241, 293, 323

contraceptive effectiveness, 142

condoms, male, 135-138, 140, 145, 222, 293
contraceptive effectiveness, 135

confidentiality, 2, 7, 12, 13, 210-211, 262-263, 276, 
403

continuous method use, 10, 27, 32, 48, 67, 74, 91, 
131-132, 146, 252

copper-bearing intrauterine device, 101-103, 120, 
345

contraceptive effectiveness, 102
medical eligibility criteria, 103
side effects and management, 116

corticosteroids, 179, 220
counseling, 1, 4, 7, 8, 10-12, 14-16, 51, 111, 116, 

118, 120, 123, 164, 181, 185, 188, 190, 193, 194, 
200-201, 204, 210, 212, 231, 241, 251, 259-260, 
262-263, 265-266, 285, 287, 290, 292, 304, 309-
310, 334, 364, 382, 410

about violence, 231
for family planning methods, 8, 38, 56, 73, 86, 

99, 123, 133, 139, 146, 151, 155, 193, 203
new FP clients, 8-9

D
deep vein thrombosis, 32, 34, 48, 50, 65-67, 76-78, 

86, 89, 90-91, 103, 130, 131, 186, 188, 189, 342, 
344, 366, 370, 408, 411

Depo Provera, 74, 288
depot medroxyprogesterone acetate (DMPA), 74-77, 

79-81, 83-86, 209, 211, 214, 220, 222, 228, 284, 
288, 360, 394-395, 397, 400-401

bone density, 209, 230
diaphragm, 21, 147, 149-151, 211, 213, 217, 223, 

226, 229, 256, 282, 323
contraceptive effectiveness, 147
insertion, 147
side effects and management, 150

disinfection of instruments, 110, 112, 281-282
dizziness, 30, 46, 53, 68, 75, 87, 192
dual protection strategies, 27, 211, 251, 257

E
eclampsia, 188, 223, 337, 379, 408
ectopic pregnancy, 31, 34, 45, 47, 66, 72-73, 75-76, 

88-89, 98-99, 103, 117, 127, 129-130, 185-186, 192, 
194, 237, 239, 408

ejaculation, 136-137, 198, 316, 409
emergency contraceptive pills, 241, 292
emphysema, 189, 362, 380
endometrial cancer, 30-31, 47, 65, 75-76, 79, 85, 88-

89, 98, 105, 131-132, 188, 286
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endometriosis, 30-31, 47, 65, 75-76, 89, 104, 128, 
130, 137, 379

endometrium, 84, 318, 410-411
epididymitis, 246, 360
epilepsy, 31, 47, 64-65, 76, 89, 103, 130, 187, 380
erection, 136, 141, 198, 204
ergotamine, 179
estrogen, 29, 34, 39, 41-42, 45-46, 53, 57, 64, 75, 79, 

87, 97, 129, 218, 228, 234, 255, 318, 320, 368-370, 
371-372, 374-375, 407-409, 411

ethinyl estradiol, 39-41, 43, 57, 60, 232, 234-235, 
255, 286, 294

expulsion, 106, 110-111, 114-115, 117, 119, 120, 
126, 221, 223

extended use of combined oral contraceptives, 41

F
fallopian tube, 107, 181-184, 191, 313, 316, 318, 

408-411
female sterilization, 122, 181, 184-185, 189, 192-

194, 207, 243, 282, 290, 379, 380, 395
contraceptive effectiveness, 184
medical eligibility criteria, 186

fertility, 7, 37, 46, 54, 72, 75, 85-87, 98, 102, 121-
122, 125, 128, 160, 162, 164, 168, 170, 176, 212, 
216, 224, 227, 229-230, 238, 244, 262, 265, 287, 
289, 294, 296, 301, 309, 313, 316, 320-321, 323, 
334, 382-383, 405

fertility-awareness based methods, 160, 161, 163, 
164, 170, 216, 224, 230, 244, 313, 323, 334, 382-
383, 405

contraceptive effectiveness, 160
medical eligibility criteria, 162

fertilization, 101, 103, 135, 197, 237, 244, 316, 318, 
408-409

fever, 72, 118, 123, 175, 188, 192, 223, 248, 339, 
410

fibroids, 31, 47, 65, 76, 89, 105, 132
follicle, 72, 74
follow-up visit, 9, 11, 13, 17-18, 28, 32, 38, 48, 55, 

66, 73, 77, 83, 90, 96, 104, 122-123, 130, 145, 151, 
154, 158, 162, 192, 202, 231, 239, 241, 243, 260, 
265, 275, 279, 284, 292, 303, 382, 395-396

forceps, 95, 111-114, 121, 196, 201, 266

G
gall bladder disease, 32-33, 48, 103, 131-132, 188, 

213, 371
genital herpes, 248, 409
genital warts, 248, 250, 253, 293, 409

goiter, 186
gonorrhea, 23, 104, 105, 124, 131-132, 186, 188, 

239, 246, 249-250, 252-253, 256, 377, 379
and IUD use, 124

H
hand washing, 149, 153, 282
headaches, migraine, 32-34, 48-49, 50, 65-66, 76-

77, 89-90, 130-131, 186, 230, 346, 369, 372, 410
headaches, ordinary, 46, 53, 103
heart attack, 36, 217-218, 369, 371, 374, 391
heart disease, 32, 34, 48, 50, 65-67, 76, 78, 89-91, 

103-104, 130, 131, 187-189, 207, 369-372, 374, 
391, 410

heavy or prolonged bleeding, 84, 97, 130
hematoma, 188, 198, 201
hemoglobin test, 23
hemorrhage, 112, 119, 188, 337, 339, 366, 379
hepatitis, 79, 103, 248, 281, 352, 368, 371
hernia, 187, 189, 200, 362, 379-381, 409
herpes, 248, 250, 409
high blood pressure, 32, 34, 36, 48, 50, 65-66, 76-

78, 89-90, 103, 130, 131, 189, 368, 370-373, 375, 
408

high-level disinfection, 112, 282, 408
HIV/AIDS, 15, 23, 30, 31, 37-38, 46-47, 54, 56, 64-

65, 75-76, 88-89, 104, 118, 131-132, 136-138, 140, 
142, 144-146, 149, 151, 153, 154-155, 157, 158, 
160, 179, 185-186, 189, 193, 198-200, 204-205, 
207, 210, 220, 231, 233, 238-240, 241, 245, 248, 
251-255, 256, 262, 277, 281, 283, 286, 293, 352, 
354, 377, 379, 381, 404, 407, 409

hormone-free week, 96
human papillomavirus, 46, 250
hydrocele, 199, 381, 409
hypertension, 33-34, 49-50, 65-66, 77-78, 89-90, 

103, 130, 131, 187, 189, 227-228, 333, 340, 410
hyperthyroidism, 189, 380
hypothyroidism, 187, 380

I
ibuprofen, 68, 84, 97, 108, 116, 164, 169, 191, 203, 

410
implanon, 87, 91-93, 95-96, 214, 288
implants, 14, 23, 63, 87-89, 91, 94-99, 122, 211, 

214, 217, 220, 222, 228, 238, 243, 256, 265-266, 
282, 288, 290-291, 302, 332, 345, 374-377, 403

contraceptive effectiveness, 87
medical eligibility criteria, 89, 91
side effects and management, 97

• 
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impotence, 141
infection prevention, 108, 110, 121, 126, 147, 152, 

190, 201, 252, 259, 260, 264, 281
infertility, 67, 79, 125, 137, 246, 266, 309, 408
informed consent, 1, 4, 5, 14-15, 190, 193, 201, 

204, 403
insertion and removal instructions

cervical cap, 153
diaphragm, 149
female condom, 143
implants, 91, 95
IUD, 108, 111, 121, 126
spermicides, 156

intrauterine device, 4, 10, 14, 20-21, 23, 70-71, 82, 
101-129, 131-132, 178, 212-213, 217, 221-223, 
225-226, 228-229, 238-239,242-243, 252, 256, 
265-266, 282, 284, 288, 290, 302, 327, 330-332, 
345, 374, 376-377, 378, 391, 394-395, 397-398, 
399-401

copper-bearing intrauterine device, 101-103, 
120, 345

levonorgestrel intrauterine device, 96, 101, 
128-130, 133-134, 212, 322, 378, 405

iron-deficiency anemia, 31, 47, 65, 75-76, 88, 89, 
104, 128, 130, 380

ischemic heart disease, 34, 50, 66-67, 78, 90-91, 
103, 131, 187-188, 228, 410

itching, 138, 150, 154, 249, 250
IUD strings, 102, 110, 114, 117, 119, 121, 126

J
Jadelle, 87, 94-95, 214, 291
jaundice, 36, 55, 368, 371, 372-373, 375, 378, 408, 

410

K
kidney disease, 187, 277, 380

L
lactational amenorrhea method, 115, 177-179, 

180, 219, 225, 265, 289, 302, 391, 394-396, 398, 
405

contraceptive effectiveness, 177
lamotrigine, 37, 49, 65, 75-76, 89, 369, 372
laparoscope, 182, 410
latex allergy, 137-138, 149
lesions, 150, 153, 157-158, 246, 248, 412

levonorgestrel intrauterine device, 96, 101, 128-
130, 133-134, 212, 322, 378, 405

contraceptive effectiveness, 128
medical eligibility criteria, 129, 132
side effects, 133

lithium, 179, 220, 383
liver disease, 248, 368, 371-373, 375, 378, 382, 

391, 408, 410
logistics, 262, 264, 268, 271-273, 277-278, 303, 

410
lubricants, 139, 143-144, 253

M
malaria, 31, 47, 65, 76, 89, 103, 130, 186
male sterilization, 122, 200, 221, 289-290, 334-

335, 395
maternal health, 292, 294
medical eligibility criteria, 13, 17-20, 23, 26, 27, 

30, 31, 47, 49, 53, 64-67, 76, 78, 89, 96, 103, 129-
130, 164, 169, 185-186, 190, 199-200, 211-214, 
218, 220-223, 225, 228-230, 239, 242, 255, 265, 
287-288, 333, 334-335, 366, 370, 372-373, 375-
380, 382

menarche, 31, 47, 77, 104, 131, 164, 169, 336-337
menopause, 120, 124, 164, 217, 227-228, 320
menstrual cramps, 45
menstrual cycle, 30, 35, 51, 68-72, 81-82, 86, 95, 

105-107, 120, 126, 160-161, 164-166, 168-169, 
175, 184, 194, 224, 227, 234, 289, 313, 319-320, 
323, 382

minilaparotomy, 181, 184, 195, 289, 302, 400, 410
miscarriage, 24, 106, 117, 126, 129, 133, 164, 168-

169, 240, 327
missed pills, 38, 42, 44, 71, 73
mood changes, 24, 73, 133
mood-altering drugs, 164, 169, 179, 220, 383
mucous membranes, 282-283

N
natural family planning, 160, 265-266, 275, 289, 

302, 394-396, 398
no monthly bleeding, 67-68, 168, 220, 325-326
nonoxynol, 23, 156, 158
nonsteroidal anti-inflammatory drugs, 97-98, 164, 

169, 410
norethisterone enantate (NET-EN), 74, 76-77, 80, 

83, 85, 211, 214, 217, 220, 222, 228, 360
norgestrel, 40
Norplant, 282, 401
no-scalpel vasectomy, 20, 196, 200, 205, 264-267, 

391

• 
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O
obesity, 213-216, 366, 380
orchitis, 200, 246, 360
ovarian cancer, 31, 47, 64-65, 76, 79, 85, 89, 104, 

131-132, 188, 377
ovarian cysts, 97, 99
ovary, 29, 34, 97, 107, 129, 133, 232, 313, 318, 320, 

382, 408-411
overweight, 216
ovulation, 29, 34, 63, 74, 88, 129, 160-161, 164, 

169, 172-175, 177, 219, 224, 227, 232, 237, 289, 
294, 308, 313, 396, 409, 411

ovulation method, 160-161, 172-173, 289, 308, 
396

oxcarbazepine, 37, 54, 64, 360, 369, 372

P
pain, 36, 55, 68, 72, 75, 85, 99, 108, 115-116, 118-

120, 123, 128, 133-134, 137-138, 145, 176, 191, 
194, 196-198, 202-203, 205-206, 231, 236, 250, 
369, 372, 403, 410-412

abdominal pain, 72, 85, 99, 124, 133-134, 192, 
236, 239, 250, 403, 411

after female sterilization, 192
after implant insertion, 99
after IUD insertion, 116
after vasectomy, 203
breast pain and tenderness, 30, 46, 57, 64, 

176
mentrual cramps, 45

pain reliever, 68, 108, 116, 203, 205-206
paracetamol, 68, 108, 116, 164, 169, 191, 203, 205
pelvic examination, 21, 38, 45, 55, 102, 107-108, 

123, 147, 152, 190, 262, 325, 393
pelvic inflammatory disease, 31, 45, 47, 64-65, 75-

76, 89, 99, 103-108, 118, 120, 123-126, 130-132, 
137, 186-188, 239, 246-247, 252, 256, 352, 379, 
383, 411

penis, 135-136, 139, 142-145, 150, 153, 154, 157, 
248, 250, 256, 314-315, 317, 381, 409, 411

periodic abstinence, 160
phenytoin, 37, 54, 64, 360, 369, 372
pre-eclampsia, 186, 188, 221, 223, 337, 366, 408

pregnancy, 5, 10, 23-25, 29-32, 34, 37-38, 42, 45, 
47-48, 54, 64-66, 70, 72-74, 76, 79, 83-86, 88-89, 
96, 98-99, 101, 103-105, 110, 115, 117, 118, 
120, 122, 124, 127-132, 134-135, 137, 139-140, 
142, 144, 146-147, 150-153, 155, 160-161, 165, 
167, 171, 177-180, 182, 184-187, 192, 194, 207, 
209-213, 216-217, 219, 222, 227, 231-233, 236, 
237-239, 241-248, 251, 257, 277, 289-291, 293, 
301, 313, 325-327, 338, 352, 374, 376-377, 379, 
382, 391, 403, 405, 407-409, 411-412

progesterone, 29, 46, 63, 101, 128, 174, 211, 220, 
222, 228, 235, 294, 318, 320, 411

progestin, 34, 37, 53, 63, 74, 79, 87-88, 96-97, 122, 
214, 217, 220-222, 225, 228, 241, 256, 287, 322, 
325, 344-345, 368-377, 411

progestin-only injectables, 23, 53, 63, 74-76, 79-
86, 122, 256, 322, 368-377

contraceptive effectiveness, 74
medical eligibility criteria, 76, 78
side effects and management, 79

progestin-only pills, 23, 63-64, 67-73, 96, 98, 122, 
214, 217, 228, 242-243, 256, 287, 322, 369, 372-
373

contraceptive effectiveness, 63
medical eligibility criteria, 65
side effects and management, 72

prolonged immobilization, 32, 34, 48, 50, 66, 77, 
90, 131, 186, 188, 380

prolonged rupture of membranes, 188, 223
prostate cancer, 207
providers, 1-4, 10, 15, 53, 161, 181, 184, 194, 204, 

207, 231, 242-245, 247-250, 254, 256-257, 261, 
263-264, 268-269, 274, 278, 281, 283, 285, 288-
290, 292-294, 302-303, 305-308, 329-331, 333, 
405, 411

puerperal sepsis, 105, 132, 188, 223, 337-338, 376
pulmonary embolism, 32, 75, 342, 411
purulent cervicitis, 23, 105, 132, 188, 252, 256, 

379

R
rape, 239, 291-292
rash, 247
regret of sterilization, 193, 204
reproductive tract infections, 260, 266
reserpine, 179, 220
return of fertility, 30, 85
reversal of sterilization, 85, 183, 185, 207

• 
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rifampicin, 30, 33, 37, 46, 48-49, 53-54, 64-67, 76, 
77, 90, 369, 372

ritonavir, 33, 37, 49, 54, 64, 67, 76, 77, 90, 255-256, 
360, 369, 372

S
schistosomiasis, 31, 47, 65, 76, 89, 103, 130, 186-

187, 380
scrotal skin infection, 256, 381
scrotum, 198, 203, 205-206, 314, 381, 411-412
sedation, 181, 182, 184
semen, 135-138, 142, 144, 173, 197, 202, 206, 245, 

281, 314-316, 381, 409, 411-412
semen analysis, 137
sepsis, 115, 188, 231, 339
septic abortion, 105, 132, 338, 376
sexually transmitted infections, 11-13, 15, 23-24, 

30-31, 37-38, 46-47, 54, 56, 64-65, 75-76, 88-89, 
102, 104, 107, 108, 118, 123-124, 126, 131-132, 
135-142, 144-147, 151, 154, 157-158, 160, 185, 
186, 198, 200, 205, 207, 210, 212,231, 233, 238-
241, 245-257, 260, 262, 276-277, 293, 352, 354, 
360, 391, 404-405, 412

prevention, 251
sickle cell anemia, 75
smoking, 33, 38, 49, 56, 66, 78, 90, 189, 217-218, 

340, 366, 370, 372
sores, 138, 145, 249, 250, 391
speculum, 21, 109-110, 112, 121, 266
sperm, 23, 29, 63, 75, 103, 122, 129, 135, 137-139, 

147, 154, 156-158, 165-166, 183-184, 196-198, 
202, 204, 206, 208, 213, 217, 237, 253, 256, 313-
316, 318, 320, 323, 381, 405, 407-409, 411-412

sperm duct, 256, 315, 381
spermicides, 23, 122, 135, 139, 154, 156-158, 166, 

213, 217, 226, 253, 256, 323, 405
contraceptive effectiveness, 156
insertion, 156
side effects and management, 157

Standard Days Method, 160-161, 165-167, 224, 
265, 302, 391, 394-395, 405

symptoms-based methods, 160, 168, 169, 224
symptothermal method, 160, 169, 176
syphilis, 247, 250, 412
syringe, 80, 81, 91, 282
systemic infection, 380
systemic lupus erythematosus, 32, 34, 48, 50, 66, 

67, 77-91, 103-104, 131, 187, 189

T
testicles, testis, 197, 204-205, 207, 250, 256, 314-

316, 381, 409, 411-412
thalassemia, 31, 47, 65, 76, 89, 104, 130, 187, 380
thrombophlebitis, 32, 48, 75, 412
topiramate, 37, 54, 369, 372
trichomoniasis, 249-250, 412
trophoblast disease, 377
tuberculosis, 31, 47, 64-65, 76, 89, 103, 105, 130, 

132, 186, 189, 277, 354, 369, 372, 377, 380, 391
Two-Day Method, 160-161, 170-171, 405

U
ulcer, 107, 246-248, 408
unexplained vaginal bleeding, 32, 48, 66, 78, 91, 

105, 132, 188, 348, 374, 376-377, 379
uterine cavity, 101, 105, 107-109, 113-115, 118, 

132, 183, 317, 352
uterine fibroids, 75, 103, 130, 187, 379
uterine involution, 223
uterine perforation, 108, 118, 133, 339
uterine rupture, 189, 223, 339, 379
uterus, 29, 63, 75, 107-108, 111, 113-115, 117, 120, 

125, 128-129, 134, 146, 151, 155, 182-183, 189-
191, 194, 212, 223, 313, 316, 318, 320, 325-326, 
362, 376, 379, 391, 407-412

V
vaginal bleeding, 31, 47, 66, 77, 90, 103-104, 130-

131, 164, 169, 186, 192, 374, 376-377, 407, 411, 
412

irregular bleeding, 46, 67, 75, 116, 128, 194, 
239

monthly bleeding, 67, 69, 71, 81-83, 105-107, 
122-124, 126, 158, 164, 166, 168, 172-173, 
175-177, 185, 220, 325-327, 382, 409-410

no monthly bleeding, 67-68, 168, 220, 325, 
326

prolonged bleeding, 241
unexplained vaginal bleeding, 105, 132, 374, 

376-377, 379
vaginal discharge, 25, 118, 123, 145, 164, 169, 

249, 250, 412
vaginal dryness, 172
vaginal infection, 35, 144, 171, 173, 383, 407
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vaginal ring, 60-62, 122, 211, 214-215, 218, 229-230, 
286, 294, 368

vaginal secretions, 35, 158, 281
vaginitis, 60, 104, 131-133, 186
vaginosis, 249, 407
varicocele, 199, 362, 381
varicose veins, 31, 47, 86, 344
vas deferens, 196-197, 201, 206, 314-316, 412
vasectomy, 4, 15, 21, 23, 122, 181, 196-208, 212, 215, 

218, 221, 229, 243, 256, 290, 302, 313, 331-332, 
345, 380-381, 394-395, 397-400, 404-405, 411

contraceptive effectiveness, 197
medical eligibility criteria, 199

violence against women, 231, 291-292, 391
viral hepatitis, 31, 33, 47, 49, 65, 76, 89, 130, 186, 

188, 380
voluntary surgical contraception, 181, 182, 196, 264, 

302, 395, 397, 401, 410
vomiting, 24, 35, 44, 67, 236, 369, 372, 410
vulva, 107, 142, 172, 317

W
weight change, 24, 35, 215

Y
Yuzpe Method, 215, 232-239

• 
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Effectiveness of Modern 
Family Planning Methods

Mas mabisa
Hindi umaabot sa

isa sa bawat 100 babae 
ang nabubuntis

kada taon

E
f
f
e
c
t
ii
v
e
n
e
s
s

Paano gawing mas mabisa 
ang inyong napiling paraan

Effectiveness of Modern 
Family Planning Methods 
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Alamin ang mga Pamamaraan ng 
Pagpaplano ng Pamilya 

Komunsulta sa mga doktor,nars o midwife 

May dalawang klase: 
• Progestln-Only Pdls (POPS). 
Angkop sa nagp.apasusong ina dahil hindi 
nababawasan ang daloy at dami ng gatas. 
• Combine(! Oral Contraceptives (COCs). 
Hfndf angkop sa mga nagpapasusong ina. 
Dapat lnumln araw-araw sa takdang eras. 
Mabisa at pwedeng itigil anumang oras kung 
gustong magbuntls. 
Maaar1ng gamltln kahlt anong edad, may anak 
man o wala. 
Maaaring makaranas ng pagdurugo (spotting), 
ngunlt hlndl Ito delfkado. 
May llan ding makararanas ng pananakft ng ulo, 
pagbabago ng timbang, pananakit ng sikrnura, 
Lalo na sa unang gamlt, ngunft madalas na 
llilwawala rin ito. 

~akatutulong sa pag•iwas sa disminorya 
(menstrual cramps), malakas na regla at anemia. 
Ligtas J>•ra sa halos lahat ng babae. 
Bihira ang malubhang komplikasyon. 

Pagpapasuso ng gatas ng Ina lamang sa 
sanggol sa loob ng 6 na buwan pagkapanganak. 
Maaarins gamltln kung: 
• Tanging gatas ng ina lamang ang lbtniblgay sa 
sanggol, at madalas ang pagpapasuso, 
araw·gabi; 
• Hindi pa muling bumabalik ang regla; at 
• Wala pang 6 na buwan ang sanggol. 
Kling hindl na angkop ang mga kondisyong 
naban11git sa itaas ngunit ayaw pang mabuntis, 
gumamft M ng fl)ang pamamaraan. 

CONDOMS 

Kung wasto ang paggamit nito tuwing 
naklklpagtalfk, nakatutulong sa pag-lwas ,a 
pagbubuntis at sa J>•gkahawa sa ilang mga sakit 
na nakukuha sa pakikipagtalik, kasama na ans 
HIV/AIDS. 
Madaling gamitin at mabisa, 
Kling ayaw sa condom dahll nakahahadlang raw 
ito sa pakikipagtalik at nakababawas ng 
sensasyon, pag-usapan. May lba't-lbang klase na 
ng condom na mapagpipilian. 

May dalawang kla,e: 
• ~nog~stin•Only lnjectabl~ (POis). 
Angkop sa nagpapasuscng fna dahll hind! 
nababawasan ang daloy at dami ng gatas. 
, Combined Injectable Contraceptives ICICs) 
Hindi angkop sa nagpapa.susong ina. 
MablSll at ligtas. lnf-ineksyon sa braso o plge ng 
babae. 
Maaaring i-ineksyon bawat 3 buwan, 2 buwan o 
buwanan. 
Maaarlng gamitin kahit anong e<lad, may anak 
man owala. 
Maaaring makaranas ng pagdurugo (spotting), o 
pagtigil ng buwanang regla kung matagal nang 
glnagamlt Ito, ngunlt hind! Ito dellkado. 
May Han ding makararanas ng J>•nanakll ng ulo 
at unti•unting pagtaas ng timbang, ngunit hindi 
fto dellkado. 

lsan11 mala•posporo kalflt na kapsulang 
ipinapasok sa ilalim ng balat ng braso ng babae. 
Mablsa sa loob ng l, 5 u 7 na taon, depende sa 
uri ng Implant. 
Maaaring gamitin kahit anong @dad, may anak 
man owala. 
Maaarlng fpatanggal kahlt kallan, at 
maaaring mabuntis muli pagkatanggal nito. 
Ligtas gamitin kahit nagJ>'pasu,o, bast, ilagay 6 
na Unggo pagkallpas ng panganganak. 
Maaarfng magkaroon ng pagdurugo (spotting), 
ngunit hindi ito delikado. 

Permanenten1 pamainaraan para sa babaeng 
ayaw nang magkaanak. 
Mablsa. 99,5,: epektlbo. 
Kailangang magpa-eksamen bago isagawa ang 
slmpleng operasyon. Gfslng ang 
pasyente ha bang inooJ>erahan at hindi 
masasaktan dahfl sa anestfsya. 
Maaaring tumagal ang sakit o pamamaga ng 
sugat o hiwa ng operasyon ng Hang araw 
pagkatapos ng operasyon. 
Walang pangmatagalang sid• effects. 
Walang epekto sa kakayahan o pak1ramdam sa 
paklklpagtallk. 

~ 

Intra-Uterine 
Device (IUD) 

Ang IUD ay malllt at malambot na plastic na 
fplnapasok sa matrfs ng babae. 
Mab Isa hanggar19 1 Z taon depende sa klase ng 
JUD. Maaarlng lpatanggal kung gusto nang 
magbuntis. 
Maaarlng lumakas ang r~la sa umplsa. 
Bihira ang malubhang komplikasyon. 
Mlnsan kusang lumalabas sa pwerta at 
nawawala sa ayos ang IUD1 lalo na sauna at kun,g 
malakas ang regla. Agad kumunsulta sa doktor, 
nars o midwife. 

NATURAL FAMILY 
PLANNING METHODS 

Kabilang ang Ba.al Body Temperature (6BT), 
Billings OVulatlon Method (BOMJ, 
Sympto-Thennal Method (STM), Standard Days 
Method (SDM) al Two-Day Method (TOM). 
Nangangailangan ng lut>os na kaalaman at 
kakayahang tukuyln kung kallan sa b<Jwanang 
slklo mabunga (fertile) ang babae, upang twasan 
ang pagtatalik sa panahong ito. 
Kallangan ang pagsasanay para sa epektlbong 
J)'ggamit. 
Nangangailangan ng kooperasyon ng magasawa. 
Walang pfslkal na side effects 
May ilan'B pamamaraan na mahirap gamitin kung 
may lagnat, impeksyon, o katatapos manganak. 

VASECTOMY 

Permanenten-g pamamaraan par• 5ill m9a lalaki. 
Nagagawa sa isang ligtas, mabilis at 
slmpleng operasyon. Gising ang pasyente habang 
inooperahan at hindi nasasaktan dahil sa 
anestisya. 
Maaaring tumagal ng ilang araw ang p.amamaga 
ng sugat ng operasyon. Blhfra ang 
pangmatagalang pananaklt. 
J buwan ang lilip.as oago maging mabisa (99.<n 
epektfbo) ans vasectomy. Kaya kallanganz 
sabayan ng lbang pamamaraan 
(condom) hanggang mag-zero sperm count ka na. 
Walang epekto ,a kakayahan o pakiramdam sa 
paklkipagtallk. 
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Summary	of	Recommended	Organizational	Structure	and	Staffing	Complement	for	the	LGUs	
	

COMMISSION	ON	POPULATION	AND	DEVELOPMENT	(POPCOM)	
	
A. Province	and	City	Level	

	
Organizational	Unit	

[1]	
Position	Title	

[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	Competencies	
[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

Provincial/City	Population	
and	Development	Office	
(Provincial	POPDEV	Office)	

Population	
Program	Officer	V	
(Department	
Head)	

SG	26	 Minimum	Qualifications:	
• Masteral	Degree	(any	social	science	or	medical	course)	
• Bachelor’s	degree	relevant	to	the	job	
• 5	years	of	minimum	relevant	experience	(technical	and	
managerial)	

• 40	hours	of	relevant	training	
• Career	Service	(Professional)	Second	Level	Eligibility	
	

Competencies:	
• Core	competencies	
o Professionalism	and	integrity	
o Effective	communication	
o Analytical	thinking	and	decision-making	

• Technical	Competencies	
o Acumen	on	population	and	development,	RPFP	and	
AHD	issues,	programs	and	strategies	

o Program	planning,	management,	monitoring	and	
evaluation	

• Leadership	Competencies		
o Building	partnership	and	networking	
o Adapting	to	and	leading	change	
o Modeling	personal	mastery	
o Performance	management	and	coaching	and	mentoring	
o Thinking	strategically	

1	 • The	P/CPDO	is	important	in	
carrying	out	the	devolved	
functions	on	population	and	
development	as	well	as	family	
planning	services.		Considering	the	
importance	of	emerging	
population	issues	within	the	
context	of	provincial/city	
development	concerns,	it	is	
important	that	there	is	an	office	
that	manages	and	coordinates	
appropriate	interventions	to	
ensure	that	the	province	has	
population	outcomes	and	
processes	that	are	facilitative	of	
the	provincial	socioeconomic	
development.			
	

• The	proposed	structure	and	
functions	for	local	population	and	
development	offices	and	its	
sections	can	be	seen	in	ANNEX	C-
2A.	
	

• The	P/CPDO	will	be	more	effective	
if	it	becomes	an	independent	office	

CPD DTP Approved by DBM on April 22, 2022
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	Competencies	
[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

under	the	Office	of	the	Provincial	
Governor/City	Mayor.	However,	
existing	organizational	
arrangements	for	local	population	
and	development	offices	may	be	
retained,	provided	that	they	are	
strengthened	based	on	their	
functions	enumerated	in	ANNEX	
C-2A.	

	
• The	province/city	may	also	hire	
local	population	and	development	
officers	to	be	distributed	or	
deployed	to	each	or	cluster	of	
cities	and	
municipalities/barangays	(e.g.,	
district).	
	

• In	Provinces/Cities	where	there	
are	already	local	population	and	
development	offices,	these	can	be	
strengthened	with	the	
appointment	of	additional	staff	to	
carry	out	effectively	its	mandates	
or	functions.	
	

o The	salary	grade	in	existing	
P/CPDO	may	be	upgraded	
based	on	available	budget	and	
staffing	pattern	of	the	LGU.	

o Positions/staff	complement	
may	vary	depending	on	the	
income	class	level	of	an	LGU.	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	Competencies	
[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

	
• The	Provincial/City	POPDEV	
Officer	shall	serve	as	the	head	of	
the	Provincial	Population	and	
Development	Office	and	shall	
exercise	power	and	functions	
provided	under	Sec.	488	of	the	
Local	Government	Code	(LGC),	
particularly	those	specifically	
enumerated	in	ANNEX	C-2A.	

	
Provincial/City	Population	
and	Development	Office	
(P/C	POPDEV	Office)	

Population	
Program	Officer	IV	

SG	22	 Minimum	Qualifications:	
• Masteral	Degree	(any	social	science	or	medical	course)	
• Bachelor’s	degree	relevant	to	the	job	
• 3	years	of	minimum	relevant	experience	(technical	and	
managerial)	

• 24	hours	of	relevant	training	
• Career	Service	(Professional)	Second	Level	Eligibility	
	

Competencies:	
• Core	competencies	
o Professionalism	and	integrity	
o Effective	communication	
o Analytical	thinking	and	decision-making	

• Technical	Competencies	
o Acumen	on	population	and	development,	RPFP	and	
AHD	issues,	programs	and	strategies	

o Program	planning,	management,	monitoring	and	
evaluation	

• Leadership	Competencies		
o Building	partnership	and	networking	
o Adapting	to	and	leading	change	
o Modeling	personal	mastery	

1	 • The	PPO	IV	shall	serve	as	the	
deputy	or	assistant	of	the	PPDO.		
He/she	shall	provide	backstopping	
in	the	delivery	of	the	functions	and	
programs	of	the	Provincial/City	
POPDEV	Office.	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	Competencies	
[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

o Performance	management	and	coaching	and	mentoring	
o Thinking	strategically	

Provincial/City	Population	
and	Development	Office	
(P/C	POPDEV	Office)	
• Planning	and	Program	
Development	Division	

• Communication	and	
Promotion	Division	

• Field	Operations	and	
Monitoring	Division	

Population	
Program	Officer	II	

15	 Minimum	Qualifications		
• Bachelor's	degree	relevant	to	the	job	
• 2	years	of	relevant	experience	
• 8	hours	of	relevant	training	
• Career	Service	(Professional)	Second	Level	Eligibility	
	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	
• Program	management	acumen	
• Partnership	and	networking	

3	 • The	PPO	II	shall	head	the	various	
sections	under	the	P/CPDO	
based	on	the	organizational	
structure	in	ANNEX-C-2A	and	
shall	take	the	lead	in	the	
performance	of	its	defined	
functions.			

• They	are	to	take	the	lead	in	the	
preparation	of	needed	technical	
documents,	program	
coordination	and	other	lead	tasks	
with	the	support	of	their	
subordinates.	

Provincial/City	Population	
and	Development	Office	
(P/C	POPDEV	Office)	
• Planning	and	Program	
Development	Division	

• Communication	and	
Promotion	Division	

• Field	Operations	and	
Monitoring	Division	

Population	
Program	Officer	I	
	

	 	

11	 Minimum	Qualifications		
• Bachelor's	degree	related	to	the	job.	
• 2	years	of	relevant	experience	
• 8	hours	of	relevant	training	
• Career	Service	(Professional)	-	Second	Level	Eligibility	
	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	
• Program	management	acumen	
• Partnership	and	networking	

3	 • The	P/CPO	I	shall	provide	
backstopping	support	to	the	PPO	
II	in	the	performance	of	their	
functions.	

• They	are	expected	to	
prepare/draft	and	provide	
technical	and	administrative	
assistance	in	the	conduct	of	
activities	of	the	section.	

Provincial/City	Population	
and	Development	Office	
(P/C	POPDEV	Office)	
• Population	Data	
Management	Section	

Statistician	II	
	

	 	

15	 Minimum	Qualifications		
• Bachelor's	degree	in	statistics	and	mathematics	and	other	
related	courses	

• 2	years	of	relevant	experience	
• 8	hours	of	relevant	training	
• Career	Service	(Professional)	Second	Level	Eligibility	

1	 • The	Statistician	II	shall	head	the	
Population	Data	and	
Management	Section	in	the	
performance	of	its	defined	
functions	provided	in	ANNEX	C-
2A.	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	Competencies	
[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	
• Program	management	acumen	
• Partnership	and	networking	
	

Provincial/City	Population	
and	Development	Office	
(P/C	POPDEV	Office)	
• Population	Data	
Management	Section	

Statistician	I	
	

	 	

11	 Minimum	Qualifications		
• Bachelor's	degree	in	statistics	and	mathematics	and	other	
related	courses	

• Experience	–	none	required	
• Training	–	none	required	
• Career	Service	(Professional)	-	Second	Level	Eligibility	
	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	
• Program	management	acumen	
• Partnership	and	networking	
	

1	 • The	Statistician	I	shall	provide	
backstopping	support	to	
Statistician	II	in	the	performance	
of	the	functions	of	their	Section	
as	provided	in	ANNEX	C-2A.	

Provincial/City	Population	
and	Development	Office	
(P/C	POPDEV	Office)	
• Field	Operations	and	
Monitoring	Section	

Population	
Program	Worker	II	
	

	 	

11	 Minimum	Qualifications		
• Bachelor's	degree	or	any	vocational	degree	
• Experience	–	none	required	
• Training	–	none	required	
• Career	Service	(Professional)	-	First	Level	Eligibility	
	

2	 • The	PPW	II	shall	provide	support	
to	the	field	operations	and	
implementation	or	coordination	
of	the	program	with	the	
city/municipal	(at	the	provincial	
level)	and	barangays	(at	the	city	
level).	

City	Population	and	
Development	Office	(City	
POPDEV	Office)	
	

Barangay	
Population	
Workers/	

N/A	 Minimum	Qualifications		
• Trained	on	POPDEV	program	and	strategies	
	

1	for	each	
barangay	

• The	BPW/V	shall	be	recruited	
through	volunteerism	but	they	
shall	be	given	
minimumallowances	and	other	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	Competencies	
[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

Volunteers	
(BPW/V)	
	

	 	

mobilization	support	either	by	
the	City	Government	or	by	the	
Barangay	in	which	they	are	
assigned	

	

	 	 	 Total	 12	 	
	

B. Municipal	Level	
Organizational	Unit	

[1]	
Position	Title	

[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	
Competencies	

[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

Municipal	Population	and	
Development	Office	
(Municipal	POPDEV	Office)	

Population	
Program	Officer	III	
or	IV	

SG	18-22	 Minimum	Qualifications:	
• Masteral	units	(at	least	18	units)	
• Bachelor’s	degree	relevant	to	the	job	
• 2	years	of	minimum	relevant	experience	
(technical	and	managerial)	

• 16	hours	of	relevant	training	
• Career	Service	(Professional)	Second	Level	
Eligibility	
	

Competencies:	
• Core	competencies	
o Professionalism	and	integrity	
o Effective	communication	
o Analytical	thinking	and	decision-making	

• Technical	Competencies	
o Acumen	on	population	and	
development,	RPFP	and	AHD	issues,	
programs	and	strategies	

o Program	planning,	management,	
monitoring	and	evaluation	

1	 • The	MPDO	is	important	in	carrying	out	the	
devolved	functions	on	population	and	
development	as	well	as	family	planning	services.		
Considering	the	importance	of	emerging	
population	issues	within	the	context	of	municipal	
development	concerns,	it	is	important	that	there	
is	an	office	that	manages	and	coordinates	
appropriate	interventions	to	ensure	that	
themunicipality	has	population	outcomes	and	
processes	that	are	facilitative	of	socioeconomic	
development.			
	

• The	proposed	structure	and	functions	for	
municipal	population	and	development	office	can	
be	seen	in	ANNEX	C-2A.	
	

• The	MPDO	will	be	more	effective	if	it	becomes	an	
independent	office	under	the	Office	of	the	Mayor.	
However,	existing	organizational	arrangements	
for	local	population	and	development	offices	may	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	
Competencies	

[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

• Leadership	Competencies		
o Building	partnership	and	networking	
o Adapting	to	and	leading	change	
o Modeling	personal	mastery	
o Performance	management	and	coaching	
and	mentoring	

o Thinking	strategically	

be	retained,	provided	that	they	are	strengthened	
based	on	their	functions	enumerated	in	ANNEX	C-
2A.	

	
• In	municipalities	where	there	are	already	local	
population	and	development	offices,	these	can	be	
strengthened	with	appointment	of	additional	staff	
to	carry	out	effectively	its	mandates	or	functions.	
	

o The	salary	grade	in	existing	MPDO	may	be	
upgraded	based	on	available	budget	and	
staffing	pattern	of	the	LGU.	

o Positions/staff	complement	may	vary	
depending	on	the	income	class	level	of	an	LGU.	
	

• The	Municipal	POPDEV	Officer	shall	serve	as	the	
head	of	the	Municipal	Population	and	
Development	Office	and	shall	exercise	power	and	
functions	provided	under	Sec.	488	of	the	LGC,	
particularly	those	specifically	enumerated	in	
ANNEX	C-2A.	

	
Municipal	Population	and	
Development	Office	
(Municipal	POPDEV	Office)	

Population	
Program	Officer	II	

15	 Minimum	Qualifications		
• Bachelor's	degree	relevant	to	the	job	
• 2	years	of	relevant	experience	
• 8	hours	of	relevant	training	
• Career	Service	(Professional)	Second	Level	
Eligibility	

	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	

1	 • The	PPO	II	shall	support	the	MPDO	in	the	
performance	of	their	functions	as	enumerated	in	
ANNEX-C2A.	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	
Competencies	

[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

• Program	management	acumen	
• Partnership	and	networking	

Municipal	Population	and	
Development	Office	
(Municipal	POPDEV	Office)	

Population	
Program	Officer	I	
	

	 	

11	 Minimum	Qualifications		
• Bachelor's	degree	related	to	the	job.	
• 2	years	of	relevant	experience	
• 8	hours	of	relevant	training	
• Career	Service	(Professional)	-	Second	
Level	Eligibility	

	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	
• Program	management	acumen	
• Partnership	and	networking	

1	 • The	PPO	I	shall	support	the	MPDO	in	the	
performance	of	their	functions	as	enumerated	in	
ANNEX-C2A	particularly	on	program	
coordination.	

Municipal	Population	and	
Development	Office	
(Municipal	POPDEV	Office)	

Statistician	I	
	

	 	

11	 Minimum	Qualifications		
• Bachelor's	degree	in	statistics	and	
mathematics	and	other	related	courses	

• Experience	–	none	required	
• Training	–	none	required	
• Career	Service	(Professional)	-	Second	
Level	Eligibility	

	
Technical	Competencies	
• Population	and	development	acumen	
• Technical	writing	
• Data	analysis	
• Program	management	acumen	
• Partnership	and	networking	
	

1	 • The	Statistician	I	shall	support	the	MPDO	in	the	
performance	of	their	functions	as	enumerated	in	
ANNEX-C2A	particularly	on	population	data	
management.	

	 Population	
Program	Worker	II	

11	 Minimum	Qualifications		
• Bachelor's	degree	or	any	vocational	degree	
• Experience	–	none	required	

2	 • The	PPW	II	shall	provide	support	to	the	field	
operations	and	implementation	or	coordination	
of	the	program	at		the		barangays.	
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Organizational	Unit	
[1]	

Position	Title	
[2]	

Salary	
Grade	
[3]	

Minimum	Qualifications	and	
Competencies	

[4]	

No.	of	
Positions	

[5]	

Description	
[6]	

	

	 	

• Training	–	none	required	
• Career	Service	(Professional)	-	First	Level	
Eligibility	

Municipal	Population	and	
Development	Office	
(Municipal	POPDEV	Office)	

Barangay	
Population	
Workers/	
Volunteers	
(BPW/V)	

N/A	 Minimum	Qualifications		
• Trained	on	POPDEV	program	and	strategies	
	

1	for	each	
barangay	

• The	BPW/V	shall	be	recruited	through	
volunteerism	but	they	shall	be	given	minimum	
allowances	and	other	mobilization	support	
either	by	the	City	Government	or	by	the	
Barangay	in	which	they	are	assigned	

	
	 	 	 Total	 6	 	
	

	
MEASURES	TO	ENJOIN	LOCAL	GOVERNMENT	UNITS	(LGUs)		

IN	THE	CREATION	OF	THE	LOCAL	POPDEV	OFFICE	AND	HIRING	OF	NEEDED	PERSONNEL	
	 	
To	encourage	LGUs	in	the	creation	of	the	Local	POPDEV	Office	in	areas	without	such	office	and	in	the	hiring	of	additional	personnel	to	ensure	efficient	delivery	of	POPDEV	strategies	and	
activities,	the	following	measures	and	strategies	shall	be	pursued:	

At	the	National	Level	

• Advocate	to	Congress	the	enactment	of	a	national	policy	(e.g.,	a	separate	bill	or	an	amendment	of	the	Local	Government	Code)	to	make	the	creation	of	local	POPDEV	Office	
mandatory.		Such	bills	have	been	pending	in	the	Congress	and	needs	to	gather	more	champions	to	pursue	its	enactment.	

• Develop	a	strategy	and	policy	that	establishes	greater	accountability	of	LGUs	in	more	equitable	and	efficient	use	of	their	share	from	national	tax	allocation	in	view	of	the	50%	
share	of	population	as	a	criteria	for	the	computation	of	such	share.	This	may	include,	for	example,	the	computation	of	per	capita	share	from	local	allotment	or	per	capita	
investment	rate	which	can	be	used	as	one	of	the	parameters	of	existing	rewards	and	incentives	system	such	as	the	Kaunlarang	Pantao	Award,	LGU	Scorecard	or	Seal	of	Good	
Local	Governance,	among	others.	

• Work	with	the	Department	of	Interior	and	Local	Government	(DILG)	for	the	issuance	of	memorandum	circular	to	LGUs	to	enjoin	them	to	create	and	strengthen	the	POPDEV	
office	and	to	hire	additional	personnel.		Also,	in	partnership	with	the	Department	of	Budget	and	Management	(DBM),	local	policies	will	be	sought	to	exempt	or	exclude	POPDEV	
officers	and	staff	from	the	personnel	salary	cap	of	the	LGUs.	

• LGUs	will	also	be	motivated	through	rewards	and	incentives	mechanisms	which	shall	include	the	criteria	on	the	creation	of	local	POPDEV	Office	and	hiring	of	staff	complement.		
These	awards	include	the	Kaunlarang	Pantao	Award	(Population	and	Development	Award)	and	the	Seal	of	Good	Local	Governance	(SGLG),	in	partnership	with	DILG.	
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• Advocacy	shall	also	be	undertaken	for	the	issuance	of	resolutions	and	policy	instruments	from	the	Regional	Development	Councils,	Metro	Manila	Development	Council	and	local	
government	leagues	for	the	creation	of	local	POPDEV	Office	and	hiring	of	staff	complement.	

	

At	the	Local	Level	

• Intensified	advocacy	among	local	chief	executives	(LCEs)	and	legislators	shall	be	undertaken	for	the	creation	of	local	POPDEV	offices	and	hiring	of	staff	complement.		The	need	
and	rationale	for	the	local	POPDEV	Office	in	view	of	the	thrusts	and	priorities	of	the	LCEs	and	legislators	shall	be	highlighted.		POPCOM	Regional	Offices	shall	intensify	its	one-
on-one	advocacy	with	the	LCEs	to	increase	appreciation	and	generate	desired	actions	from	them.	
o To	support	such	advocacy	activities,	the	necessary	tools	and	instruments	such	as	the	terms	of	reference,	organizational	charts	and	structures,	template	policies	and	plans,	

and	other	relevant	documents	that	can	guide	the	LGUs	in	the	creation	of	the	local	POPDEV	office	shall	be	developed	and	disseminated.		Intense	coaching	and	mentoring	shall	
be	pursued	by	POPDEV	Central	Office	and	Regional	Offices.	

o Political	mapping	shall	also	be	undertaken	in	the	design	of	more	effective	advocacy	strategy	for	the	creation	of	the	local	POPDEV	Office	and	hiring	of	needed	personnel	
• Partnership	and	networking	with	civil	society	organizations,	people’s	organizations,	development	partners	and	the	private	sector	shall	also	be	established	and	mobilized	to	

provide	greater	pressure	on	the	LGUs	for	the	creation	of	local	POPDEV	Office.	
• Technical	assistance	shall	be	provided	to	LGUs	in	the	identification	of	available	resources	for	the	creation	of	local	POPDEV	offices	and	hiring	of	needed	personnel.	

	

	

	

Prepared	by:	
	

	
	

Reviewed	and	endorsed	by:	 Approved	by:	

LYRA	GAY	ELLIES	S.	BORJA	
Chief,	Interim	-	Capacity	Development	and	Field	

Operations	Division		

LOLITO	R.	TACARDON	
Deputy	Executive	Director/		

Chairperson	of	POPCOM	Devolution	Transition	Committee	

Usec.	JUAN	ANTONIO	A.	PEREZ	III,	M.D.,	MPH	
Executive	Director	
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Matrix	on	the	Capacity	Development	Strategy	for	the	National	Government	Agencies	(NGAs)	
	

COMMISSION	ON	POPULATION	AND	DEVELOPMENT	(POPCOM)	
	
The	following	capacity	development	strategies	particularly	the	capacities	required	in	Column	2	are	indicated	in	order	of	priority	and	urgency:	
	

Office/Unit	
[1]	

Capacities	Required	
[2]	

Current	Practices,	
Systems,	or	
Structures	

[3]	

Capacity	
Gaps	
[4]	

Capacity	
Development	

Actions/Activities	
[5]	

Target	Period	of	
Implementation	

[6]	

Progress	Indicators	and	
Measurement	Tools	

[7]	

Responsible	
Organization	

[8]	

POPCOM	CENTRAL	OFFICE	
For	ALL	
TECHNICAL	STAFF	

1. Demographic	concepts	and	measures	
2. Basic	and	advance	concepts	and	

strategies	on	RPFP,	AHD,	and	POPDEV	
integration	

3. Interpreting	and	communicating	
population	data	

4. Leadership	and	management	skills	(for	
supervisors)	

5. Population	and	development	
integration		

6. Results-based	program	management	
7. Monitoring	and	evaluation	
8. Partnership	and	networking	
9. Technical	writing	
10. Data	appreciation,	management	and	

analysis	
11. Group	facilitation	and	public	speaking	

• Competency	
profiling	

• Training	needs	
assessment	

• In-house	
training	

• Attendance	to	
conferences	
(online	and	face-
to-face)	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	
trainings	

All	staff	needs	
the	capacities	
identified	in	
column	[2]	
• Training	
needs	shall	
be	further	
assessed	
through	
competency	
profiling	
and	TNA	
activities	

• Conduct	of	
competency	
profiling	and	
training	needs	
assessment	

• In-house	training	
• Intensive	and	
ladderized	training	
on	various	topics	

• On-the-job	training	
and/or	immersion	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	training	

• Coaching	and	
mentoring	

• Participation	in	
national,	regional	
and	international	
conferences	on	
POPDEV	

	Q1-Q3	of	2022	
		

• 100%	of	staff	with	
increased	knowledge	
and	skills	on	basic	
concepts	and	kills	
(enumerated	in	
Column	2)	

• 50%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2022)	

• 100%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2023)	

• 100%	of	trained	
technical	staff	
implemented	post-
training	action	plans	

• 100%	of	staff	applied	
skills	from	training	
(through	IPCR	and	
coaching	and	
mentoring)	

HR,	relevant	
divisions/secti
ons,	other	
agencies	and	
training	service	
providers	

Planning,	
Monitoring	and	
Evaluation	
Division	(PMED)	

1. Government	budgeting	process	(e.g.,	
program	convergence	budgeting)	

2. Population	and	development	
integration	in	planning	and	program	
development	(at	the	sectoral	and	local	
level)	

3. Local	development	planning	process	
4. Resource	generation	and	mobilization	

CPD DTP Approved by DBM on April 22, 2022
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Office/Unit	
[1]	

Capacities	Required	
[2]	

Current	Practices,	
Systems,	or	
Structures	

[3]	

Capacity	
Gaps	
[4]	

Capacity	
Development	

Actions/Activities	
[5]	

Target	Period	of	
Implementation	

[6]	

Progress	Indicators	and	
Measurement	Tools	

[7]	

Responsible	
Organization	

[8]	

5. Advance	training	on	demographic	
dividend	concepts	and	tools	

6. Training	on	POPDEV-related	programs	
or	softwares	(e.g.,	SPECTRUM,	DemDiv,	
etc.)	

7. Operations	research	and	impact	
evaluation	and	assessment	

8. Design	and	conduct	of	feasibility	study	
and	cost-benefit	analysis	

• Coaching	and	
mentoring	

• Incentives	for	
research	and	
development	

• Implementation	of	
SPMS	

• 100%	of	clients	
satisfied	with	technical	
assistance	provided	

	
	

Policy	and	Data	
Management	
Division	(PDMD)	

1. Local	policy	and	legislative	process	
2. POPDEV	integration	in	policy	

development	
3. Policy	research,	development,	

monitoring	and	evaluation	
4. Research	and	development	concepts	

and	techniques/methodologies	
5. Demographic	and	socioeconomic	

profiling	(national	and	local)	
6. Establishment	and	operationalization	of	

the	Registry	of	Barangay	Inhabitants	
and	Migrants	(RBIM)	

7. Advance	training	on	demographic	
dividend	concepts	and	tools	

8. Training	on	POPDEV-related	programs	
or	softwares	(e.g.,	SPECTRUM,	DemDiv,	
etc.)	

9. Data	quality	check	(for	FP)	
Knowledge	
Management	and	
Communication	
Division	(KMCD)	

1. Training	on	IEC	development	including	
use	of	graphic	softwares	(e.g.,	InDesign,	
Photoshop,	photo	and	video	editing,	
etc.,)	

2. Advance	training	on	communicating	
population	data	

3. AVP	production	and	editing	
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Office/Unit	
[1]	

Capacities	Required	
[2]	

Current	Practices,	
Systems,	or	
Structures	

[3]	

Capacity	
Gaps	
[4]	

Capacity	
Development	

Actions/Activities	
[5]	

Target	Period	of	
Implementation	

[6]	

Progress	Indicators	and	
Measurement	Tools	

[7]	

Responsible	
Organization	

[8]	

4. Advance	concepts	and	skills	on	
knowledge	management	

5. Public	speaking	
6. Media	relations	
7. RPFP	demand	generation	strategies	and	

activities	
Capacity	
Development	and	
Fields	Support	
Division	

FP	Supply	Chain	Management	
1. Advance	training	on	supply	chain	

management/logistics	management	
2. Forecasting	of	family	planning	methods	

(e.g.,	FamPlan	software)	
	
FP	Itinerant	Team	
1. FP	Competency-Based	Training	I	and	II	
2. Updates	on	family	planning		
3. FP	data	quality	check	
	
Capacity	Building	Staff	
1. Advance	course	on	group	facilitation	

and	training	management	
2. Design,	conduct	and	assessment	of	

CapDev	activities	and	programs		
3. Development,	design	and	management	

of	e-learning	platforms	
4. Advance	course	on	program	

management	and	coordination	

• Competency	
profiling	

• Training	needs	
assessment	

• In-house	
training	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	
trainings	

All	staff	needs	
the	capacities	
identified	in	
column	[2]	
Training	
needs	shall	be	
further	
assessed	
through	
competency	
profiling	and	
TNA	activities	

• Conduct	of	
competency	
profiling	and	
training	needs	
assessment	

• In-house	training	
• Basic	and	advance	
courses	on	the	
topics	enumerated	
in	column	2	

• On-the-job	training	
and/or	immersion	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	training	

• Coaching	and	
mentoring	

• Participation	in	
national,	regional	
and	international	
conferences	on	
POPDEV	

	Q1-Q3	of	2022	
		

• 50%	of	staff	with	
increased	knowledge	
and	skills	on	basic	
concepts	and	kills	
(enumerated	in	
Column	2)	

• 50%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2022)	

• 100%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2023)	

• 100%	of	trained	
technical	staff	
implemented	post-
training	action	plans	

• 100%	of	staff	applied	
skills	from	training	
(through	IPCR	and	
coaching	and	
mentoring)	

• 100%	of	clients	
satisfied	with	technical	
assistance	provided	

HR,	relevant	
divisions/secti
ons,	other	
agencies	and	
training	service	
providers	

POPCOM	REGIONAL	OFFICES	
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Office/Unit	
[1]	

Capacities	Required	
[2]	

Current	Practices,	
Systems,	or	
Structures	

[3]	

Capacity	
Gaps	
[4]	

Capacity	
Development	

Actions/Activities	
[5]	

Target	Period	of	
Implementation	

[6]	

Progress	Indicators	and	
Measurement	Tools	

[7]	

Responsible	
Organization	

[8]	

For	ALL	REGIONAL	
TECHNICAL	STAFF	

1. Demographic	concepts	and	measures	
2. Population	and	development	

integration		
3. Results-based	program	management	
4. Partnership	and	networking	
5. Leadership	and	management	skills	(for	

supervisors)	
6. Basic	and	advance	concepts	and	

strategies	on	RPFP,	AHD,	and	POPDEV	
integration	

7. Advance	course	on	group	facilitation	
and	training	management	

8. Interpreting	and	communicating	
population	data	

9. Monitoring	and	evaluation	
10. Technical	writing	
11. Data	appreciation,	management	and	

analysis	
12. Group	facilitation	and	public	speaking	
13. Design,	conduct	and	assessment	of	

CapDev	activities	and	programs		
14. Development,	design	and	management	

of	e-learning	platforms	
15. Advance	course	on	program	

management	and	coordination	

• Competency	
profiling	

• Training	needs	
assessment	

• In-house	
training	

• Attendance	to	
conferences	
(online	and	face-
to-face)	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	
trainings	

All	staff	needs	
the	capacities	
identified	in	
column	[2]	
• Training	
needs	shall	
be	further	
assessed	
through	
competency	
profiling	
and	TNA	
activities	

• Conduct	of	
competency	
profiling	and	
training	needs	
assessment	

• In-house	training	
• Intensive	and	
ladderized	training	
on	various	topics	

• On-the-job	training	
and/or	immersion	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	training	

• Coaching	and	
mentoring	

• Participation	in	
national,	regional	
and	international	
conferences	on	
POPDEV	

• Incentives	for	
research	and	
development	

• Coaching	and	
mentoring	

• Implementation	of	
SPMS	

	Q1-Q3	of	2022	
		

• 100%	of	staff	with	
increased	knowledge	
and	skills	on	basic	
concepts	and	kills	
(enumerated	in	
Column	2)	

• 50%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2022)	

• 100%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2023)	

• 100%	of	trained	
technical	staff	
implemented	post-
training	action	plans	

• 100%	of	staff	applied	
skills	from	training	
(through	IPCR	and	
coaching	and	
mentoring)	

• 100%	of	clients	
satisfied	with	technical	
assistance	provided	

HR,	relevant	
divisions/secti
ons,	other	
agencies	and	
training	service	
providers	

Policy	and	
Planning	Unit	
(PPU)	

1. Population	and	development	
integration	in	planning	and	policy	
development	(at	the	sectoral	and	local	
level)	

2. Policy	research,	development,	
monitoring	and	evaluation	

3. Local	development	planning	process	
4. Resource	generation	and	mobilization	
5. Advance	training	on	demographic	

dividend	concepts	and	tools	
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Office/Unit	
[1]	

Capacities	Required	
[2]	

Current	Practices,	
Systems,	or	
Structures	

[3]	

Capacity	
Gaps	
[4]	

Capacity	
Development	

Actions/Activities	
[5]	

Target	Period	of	
Implementation	

[6]	

Progress	Indicators	and	
Measurement	Tools	

[7]	

Responsible	
Organization	

[8]	

6. Training	on	POPDEV-related	programs	
or	softwares	(e.g.,	SPECTRUM,	DemDiv,	
etc.)	

7. Local	policy	and	legislative	process	
8. Design	and	conduct	of	feasibility	study	

and	cost-benefit	analysis	
Knowledge	
Management	and	
Communication	
Unit	(KMCU)	

1. Advance	training	on	communicating	
population	data	

2. Training	on	IEC	development	including	
use	of	graphic	softwares	(e.g.,	InDesign,	
Photoshop,	photo	and	video	editing,	
etc.,)	

3. AVP	production	and	editing	
4. Advance	concepts	and	skills	on	

knowledge	management	
5. Public	speaking	
6. Media	relations	
7. RPFP	demand	generation	strategies	and	

activities	
Data	Management	
and	Monitoring	
Unit	(DMMU)	

1. Monitoring	and	evaluation	
2. Data	management	
3. Research	and	development	concepts	

and	techniques/methodologies	
4. Demographic	and	socioeconomic	

profiling	(national	and	local)	
5. Advance	training	on	demographic	

dividend	concepts	and	tools	
6. Training	on	POPDEV-related	programs	

or	softwares	(e.g.,	SPECTRUM,	DemDiv,	
etc.)	

7. Data	quality	check	(for	FP)	
8. Establishment	and	operationalization	of	

the	Registry	of	Barangay	Inhabitants	
and	Migrants	(RBIM)	
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Office/Unit	
[1]	

Capacities	Required	
[2]	

Current	Practices,	
Systems,	or	
Structures	

[3]	

Capacity	
Gaps	
[4]	

Capacity	
Development	

Actions/Activities	
[5]	

Target	Period	of	
Implementation	

[6]	

Progress	Indicators	and	
Measurement	Tools	

[7]	

Responsible	
Organization	

[8]	

Field	Operations	
Support	Unit	
(FOSU)	

• FP	Supply	Chain	Management	
1. Advance	training	on	supply	chain	

management/logistics	management	
2. Forecasting	of	family	planning	

methods	(e.g.,	FamPlan	software)	
• FP	Services	

1. FP	Competency-Based	Training	I	and	
II	

2. Updates	on	family	planning		
3. FP	data	quality	check	

• Competency	
profiling	

• Training	needs	
assessment	

• In-house	
training	

• Scholarships	to	
POPDEV-related	
courses	
Attendance	to	

external	trainings	

All	staff	needs	
the	capacities	
identified	in	
column	[2]	
Training	

needs	shall	be	
further	
assessed	
through	

competency	
profiling	and	
TNA	activities	

• Conduct	of	
competency	
profiling	and	
training	needs	
assessment	

• In-house	training	
• Basic	and	advance	
courses	on	the	
topics	enumerated	
in	column	2	

• On-the-job	training	
and/or	immersion	

• Scholarships	to	
POPDEV-related	
courses	

• Attendance	to	
external	training	

• Coaching	and	
mentoring	

• Participation	in	
national,	regional	
and	international	
conferences	on	
POPDEV	

	Q1-Q3	of	2022	
		

• 50%	of	staff	with	
increased	knowledge	
and	skills	on	basic	
concepts	and	kills	
(enumerated	in	
Column	2)	

• 50%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2022)	

• 100%	of	technical	staff	
trained	on	advance	
concepts	and	skills	(in	
2023)	

• 100%	of	trained	
technical	staff	
implemented	post-
training	action	plans	

• 100%	of	staff	applied	
skills	from	training	
(through	IPCR	and	
coaching	and	
mentoring)	

• 100%	of	clients	
satisfied	with	technical	
assistance	provided	

HR,	relevant	
divisions/secti
ons,	other	
agencies	and	
training	service	
providers	

	
Prepared	by:	

	
	

Reviewed	by:	 Approved	by:		

LYRA	GAY	ELLIES	S.	BORJA	
Chief,	Interim	-	Capacity	Development	and	Field	

Operations	Division	

LOLITO	R.	TACARDON	
Deputy	Executive	Director	

Usec.	JUAN	ANTONIO	A.	PEREZ	III,	M.D.,	MPH	
Executive	Director	

CPD DTP Approved by DBM on April 22, 2022



Matrix	on	the	Capacity	Development	Strategy	for	the	National	Government	Agencies	(ANNEX	D)	
	

Page	7	of	7	
	

	



Matrix	on	the	Capacity	Development	Strategy	for	the	Local	Government	Units	(ANNEX	E)	
	

Page	1	of	12	
		

Matrix	on	the	Capacity	Development	Strategy	for	the	Local	Government	Units	(LGUs)	
	

COMMISSION	ON	POPULATION	AND	DEVELOPMENT	(POPCOM)	
	

Technical	Assistance	Plan	for	the	Devolution	of	Functions/Services	
	
Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

1. Population	and	Development	(POPDEV)	Services/	Program	
1.1. Establishment	of	Local	

Population	and	
Development	Office	
(Local	POPDEV	Office)	

P/C/M	
Population	and	
Development	

Office	

• Development	of	manual	for	the	establishment	and	operation	of	local	
population	and	development	office	for	LGU	reference	and	guide	

• Conduct	of	capacity	assessment	and	CapDev	planning	workshops	
• Development	of	sample	templates	and	prototype	policies	(e.g.,	
ordinances,	executive	orders,	resolutions,	etc.),	organizational	
structures	(e.g.	ANNEX	C-2),	position	profiles	and	job	descriptions,		

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	model	LGUs	or	those	with	good	practices	

• Training/orientation	of	LGUs	on	PPDP	strategies,	tools	and	
approaches	

• Conduct	of	POPDEV	planning	and	program	design	workshops	
• Advocacy	and	continuing	technical	assistance	through	coaching	and	
mentoring	on	the	establishment	and	operationalization	of	a	local	
POPDEV	Office	

Q1-Q4,	2021	 POPCOM-ROs	
with	support	
from	CO	

• For	2022,	40%	
of	LGUs	with	
local	population	
office	

• For	2023,	60%	
of	LGUs	with	
local	population	
office	

• For	2024,	80%	
of	LGUs	with	
local	population	
office1	

1.2. Establishment	of	local	
POPDEV	database	and	
information	system		

P/C/M	
Population	and	
Development	
Office	

• Development	of	manual	for	the	local	POPDEV	database	and	
information	system	including	sample	templates	and	systems	for	LGU	
reference	and	guide	
o Uploading	of	the	manual	and	other	tools/databases	templates	in	
the	POPDEV	Academy	(in	its	online	platform)	

Q1-Q4,	2021	 • POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	

• For	2022,	40%	
of	LGUs	with	
local	POPDEV	
database	

• For	2023,	60%	
of	LGUs	with	

																																																													
1	The	80%	target	is	based	on	the	assumption	that	some	LGUs	might	not	be	able	to	establish	the	Office	in	three	years	given	their	limited	resources	and	political	support	given	the	optional	nature	of	such	
office.		However,		POPCOM	shall	endeavor	to	reach	Local	POPDEV	Offices	in	all	provinces,	100%	of	cities	and	80%	of	municipalities.	

CPD DTP Approved by DBM on April 22, 2022



Matrix	on	the	Capacity	Development	Strategy	for	the	Local	Government	Units	(ANNEX	E)	
	

Page	2	of	12	
		

Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

o Development	of	database	and	information	systems	that	have	
offline	capability	particularly	for	remote	LGUs	or	those	without	
internet	connectivity	

• Training	of	concerned	staff	from	the	LGU	on	the	establishment	of	
local	POPDEV	database	and	information	system	such	as	RBIM,	
POPDEVised	socioeconomic	or	ecological	profile,	demographic	
situationer	and	analysis	

• Training	of	regional	and	provincial	population	staff	as	trainer	or	
provider	of	technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	

• Exposure	of	LGUs	in	relevant	conferences	and	capacity	building	
activities	organized	at	the	regional	and	national	levels	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	establishment	of	local	
POPDEV	database	and	information	system	
o Creation	and	mobilization	of	a	pool	of	trainers	and	experts	

consisting	of	accredited	POPCOM	staff	to	be	tapped	for	the	
provision	of	highly	technical	inputs	to	LGUs	as	needed	

Office	
staff	

local	POPDEV	
database	

• For	2024,	100%2	
of	LGUs	local	
POPDEV	
database	

1.3. Formulation	of	local	
POPDEV-related	policies	

P/C/M	
Population	and	
Development	

Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	
development	of	local	POPDEV-related	policies	as	guide	for	the	LGUs	
o Development	of	electronic	samples	and	templates	of	local	

POPDEV	policies	accessible	online	
• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	of	local	POPDEV-related	policies	through	POPCOM,	
institutional	partner	and	online	(e-learning)	mechanisms	such	as	its	
POPDEV	Academy	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
LGUs	with	
POPDEV-related	
policies	

• For	2023,	60%	
of	LGUs	with	
POPDEV-related	
policies	

																																																													
2	The	100%	target	assumes	that	adequate	funding,	personnel,	capital	outlays	and	other	operational	support	for	its	field	work,	advocacies	and	technical	assistance	are	provided	in	POPCOM’s	annual	budget	
and	allocation.	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Training	of	regional	and	provincial	population	staff	as	trainer	or	
provider	of	technical	assistance	to	cities	and	municipalities	through	
POPCOM,	institutional	partner	and	online	(e-learning)	mechanisms	
(POPDEV	Academy)	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	including	posting	of	documented	good	
practices	in	the	POPDEV	Academy	

• Exposure	of	LGUs	in	relevant	POPDEV	conferences	and	capacity	
building	activities	organized	at	the	regional,	national	and	
international	levels	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	and	
enactment	of	POPDEV-related	policies	

• For	2024,100%3	
of	LGUs	with	
POPDEV-related	
policies	

1.4. Formulation,	
coordination	and	
implementation	of	local	
POPDEV	plans	and	
programs	

P/C/M	
Population	and	
Development	

Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	
formulation,	coordination	and	implementation	of	local	POPDEV	plans	
and	programs	as	guide	for	the	LGUs	
o Development	of	electronic	samples	and	templates	of	local	

POPDEV	plans	and	programs	accessible	online	through	the	
POPDEV	Academy	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	of	local	POPDEV	plans	and	programs	through	POPCOM,	
institutional	partner	and	online	(e-learning)	mechanisms	(POPDEV	
Academy)	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
LGUs	with	
POPDEV	plans	
and	programs	

• For	2023,	75%	
of	LGUs	with	
POPDEV	plans	
and	programs	

• For	2024,	100%	
of	LGUs	with	
POPDEV	plans	
and	programs	

																																																													
3	The	100%	target	assumes	that	adequate	funding,	personnel,	capital	outlays	and	other	operational	support	for	its	field	work,	advocacies	and	technical	assistance	are	provided	in	POPCOM’s	annual	budget	
and	allocation.	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

• Exposure	of	LGUs	in	relevant	POPDEV	conferences	and	capacity	
building	activities	organized	at	the	regional,	national	and	
international	levels	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	and	
implementation	of	local	POPDEV	plans	and	programs	
o Creation	and	mobilization	of	a	pool	of	trainers	and	experts	
consisting	of	accredited	POPCOM	staff	to	be	tapped	for	the	
provision	of	highly	technical	inputs	to	LGUs	as	needed	

1.5. Promotion	of	local	
POPDEV	issues	and	
strategies	

P/C/M	
Population	and	
Development	
Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	
development	of	POPDEV-related	communication	and	promotional	
strategies	and	approaches	as	guide	for	the	LGUs	
o Development	of	electronic	samples	and	templates	of	POPDEV-

related	communication	and	promotional	strategies	and	
approaches	and	products	accessible	online	(POPDEV	Academy)	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	POPDEV-related	communication	and	promotional	
strategies	and	approaches	through	POPCOM,	institutional	partner	
and	online	(e-learning)	mechanisms	such	as	its	POPDEV	Academy	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices		

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
LGUs	with	
POPDEV	plans	
and	programs	

• For	2023,	75%	
of	LGUs	with	
POPDEV	plans	
and	programs	

• For	2024,	100%	
4of	LGUs	with	
POPDEV	plans	
and	programs	

																																																													
4	The	100%	target	assumes	that	adequate	funding,	personnel,	capital	outlays	and	other	operational	support	for	its	field	work,	advocacies	and	technical	assistance	are	provided	in	POPCOM’s	annual	budget	
and	allocation.	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	POPDEV-
related	communication	and	promotional	strategies	and	approaches	

1.6. Monitoring	and	
evaluation	of	local	
POPDEV	policies,	plans	
and	programs	

P/C/M	
Population	and	
Development	
Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	Monitoring	
and	evaluation	of	local	POPDEV	policies,	plans	and	programs	as	guide	
for	the	LGUs	
o Development	of	electronic	samples	and	prototype	of	M&E	tools	

and	approaches	accessible	online	
• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
monitoring	and	evaluation	of	local	POPDEV	policies,	plans	and	
programs	through	POPCOM,	institutional	partner	and	online	(e-
learning)	mechanisms	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	monitoring	and	evaluation	of	
local	POPDEV	policies,	plans	and	programs	

• Conduct	of	joint	regional-local	program	implementation	reviews	and	
operations	researches	
	
	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	sharing	
M&E	reports	on	
local	POPDEV	
programs	

• For	2023,	75%	
of	LGUs	sharing	
M&E	reports	on	
local	POPDEV	
programs	

• For	2024,	100%	
of	LGUs	sharing	
M&E	reports	on	
local	POPDEV	
programs	

2. Responsible	Parenthood	and	Family	Planning	(RPFP)	Services/Program	
2.1. Establishment	of	local	

RPFP	database	and	
information	system	

P/C/M	
Population	
and	
Development	
Office	

• Development	of	manual	for	the	establishment	and	utilization	of	local	
RPFP	database	and	information	system	for	LGU	reference	and	guide	
o Development	of	RPFP	database	and	information	systems	that	have	
offline	capability	particularly	for	remote	LGUs	or	those	without	
internet	connectivity	

• Training	of	concerned	staff	from	the	LGU	on	the	establishment	and	
utilization	of	local	RPFP	database	and	information	system	through	
POPCOM,	institutional	partner	and	online	(e-learning)	mechanisms	
through	its	POPDEV	Academy	

Q1-Q4,	2022	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
local	RPFP	
database	

• For	2023,	60%	
of	LGUs	with	
local	RPFP	
database	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Training	of	regional	and	provincial	population	staff	as	trainer	or	
provider	of	technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	on	maintaining	and	using	RPFP	
information	system	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	maintaining	and	using	RPFP	
information	system	

• For	2024,	100%	
of	LGUs	local	
RPFP	database	

2.2. Formulation	of	plan,	
strategies	and	investment	
program	for	RPFP	
services	

P/C/M	
Population	
and	
Development	
Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	
formulation,	coordination	and	implementation	of	local	RPFP	plans	
and	programs	as	guide	for	the	LGUs	
o Development	of	electronic	samples	and	templates	of	local	RPFP	

plans	and	programs	accessible	online	(POPDEV	Academy)	
• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	of	local	RPFP	plans	and	programs	through	POPCOM,	
institutional	partner	and	online	(e-learning)	mechanisms	(POPDEV	
Academy)	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

• Exposure	of	LGUs	in	relevant	RPFP	conferences	and	capacity	building	
activities	organized	at	the	regional,	national	and	international	levels	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	and	
implementation	of	local	RPFP	plans	and	programs	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• PPDO	
staff	

• For	2022,	40%	
of	LGUs	with	
LGUs	with	RPFP	
plans	and	
programs	

• For	2023,	75%	
of	LGUs	with	
RPFP	plans	and	
programs	

• For	2024,	100%	
of	LGUs	with	
RPFP	plans	and	
programs	

2.3. Demand	generation,	
promotion	and	SBCC	for		
RPFP	program	

P/C/M	
Population	and	
Development	

• Development	of	manual	or	sourcebook/guidelines	for	the	
development	and	implementation	of	demand	generation	and	
promotion	strategies	for	RPFP	as	guide	for	the	LGUs	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• For	2022,	40%	
of	LGUs	
implementing	
demand	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

Office/	Family	
Planning	Office	

o Development	of	electronic	samples	and	templates	of	IEC	
materials,	knowledge	products	and	documented	approaches	for	
demand	generation	and	promotion	strategies	for	RPFP	accessible	
online	(POPDEV	Academy)	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	and	implementation	of	demand	generation,	promotion	
and	SBCC	strategies	for	RPFP	through	POPCOM,	institutional	partner	
and	online	(e-learning)	mechanisms	through	POPDEV	Academy	

• Training	of	regional	and	provincial	staff	as	trainer	or	provider	of	
technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	and	
implementation	of	demand	generation	and	promotion	strategies	for	
RPFP	

• Provincial	
POPDEV	
Office	
staff	

generation	
approaches	on	
RPFP	

• For	2023,	75%	
of	LGUs	
implementing	
demand	
generation	
approaches	on	
RPFP	

• For	2024,	100%	
of	LGUs	
implementing	
demand	
generation	
approaches	on	
RPFP	

2.4. Management	and	
implementation	of	local	
Pre-Marriage	Orientation	
and	Counseling	(PMOC)	
program	

P/C/M	
PMOC	Team	

• Updating	and	dissemination	of	manual	or	sourcebook/guidelines	on	
PMOC	as	guide	for	all	LGUs	
o Development	of	electronic	samples	and	templates	of	IEC	

materials,	knowledge	products	and	documented	approaches	for	
PMOC	accessible	online	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	
PMOC	including	e-learning	platforms	(POPDEV	Academy)	for	
continuous	access	to	training	among	PMOC	Team	members	through	
POPCOM,	institutional	partner	and	online	(e-learning)	mechanisms	

• Training	of	regional	and	provincial	staff	as	trainer	or	provider	of	
technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022-2024,	
100%	of	LGUs	
with	enhanced	
implementation	
of	PMOC	
program	



Matrix	on	the	Capacity	Development	Strategy	for	the	Local	Government	Units	(ANNEX	E)	
	

Page	8	of	12	
		

Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	through	the	Regional	PMOC	TWG		

2.5. FP	supply	chain	
management	(FP-SCM)	

P/C/M	
Population	and	
Development	
Office/	Family	
Planning	Office	

• Development	of	manual	or	sourcebook/guidelines	for	efficient	FP-
SCM	as	guide	for	the	LGUs	
o Development	of	electronic	samples	of	tools	and	forms	for	

efficient	FP-SCM	accessible	online	
• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	
efficient	operation	of	FP-SCM	through	POPCOM,	institutional	partner	
and	online	(e-learning)	mechanisms	

• Training	of	regional	and	provincial	staff	as	trainer	or	provider	of	
technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	efficient	FP-SCM	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
efficient	FP-SCM	
mechanism	

• For	2023,	75%	
of	LGUs	with	
efficient	FP-SCM	
mechanism	

• For	2024,	100%	
of	LGUs	with	
efficient	FP-SCM	
mechanism	

2.6. Delivery	of	RPFP	services	 P/C/M	
Population	and	
Development	
Office/	Family	
Planning	Office	

• Dissemination	of	existing	manual	or	sourcebook/guidelines	on	FP	
service	delivery	as	guide	for	the	LGUs	

• In	close	collaboration	with	DOH,	capacity	building	and	training	of	
concerned	staff	from	the	LGU	on	FP	service	delivery	(e.g.,	FPCBT)	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	on	FP	service	delivery	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	or	post-training	monitoring	
through	certified	training	centers	and	online	platforms	(e.g.,	POPDEV	
Academy)	
o Upgrading	of	the	POPCOM	Family	Wellness	Clinic	(an	accredited	

FP	stand-alone	clinic)	as	a	FP	Training	Center	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

PPDO	staff	

• For	2022-2024,	
75%	of	LGUs	
delivering	wide	
range	of	FP	
services	
including	
permanent	and	
long-acting	
methods	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

2.7. Monitoring	and	
evaluation	of	local	RPFP	
program	

P/C/M	
Population	and	
Development	
Office/	Family	
Planning	Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	Monitoring	
and	evaluation	of	local	RPFP	policies,	plans	and	programs	as	guide	for	
the	LGUs	
o Development	of	electronic	samples	and	prototype	of	M&E	tools	

and	approaches	accessible	online	
• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
monitoring	and	evaluation	of	local	RPFP	policies,	plans	and	programs	
through	POPCOM,	institutional	partner	and	online	(e-learning)	
mechanisms	(POPDEV	Academy)	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	monitoring	and	evaluation	of	
local	RPFP	policies,	plans	and	programs	

	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	sharing	
M&E	reports	on	
local	RPFP	
programs	

• For	2023,	75%	
of	LGUs	sharing	
M&E	reports	on	
local	RPFP	
programs	

• For	2024,	100%	
of	LGUs	sharing	
M&E	reports	on	
local	RPFP	
programs	

3. Adolescent	Health	and	Development	(AHD)	Program	(Prevention	of	adolescent	pregnancies)	
3.1. Establishment	of	local	

AHD	database	and	
information	system	

P/C/M	
Population	and	
Development	
Office/	Local	

Youth	
Development	
Council/	Local	

Youth	
Development	

Office	

• Development	of	manual	for	the	establishment	and	utilization	of	local	
AHD	database	and	information	system	for	LGU	reference	and	guide	
o Development	of	database	and	information	systems	that	have	
offline	capability	particularly	for	remote	LGUs	or	those	without	
internet	connectivity	

• Training	of	concerned	staff	from	the	LGU	on	the	establishment	and	
utilization	of	local	AHD	database	and	information	system	through	
POPCOM,	institutional	partner	and	online	(e-learning)	mechanisms	
(POPDEV	Academy)	

• Training	of	regional	and	provincial	population	staff	as	trainer	or	
provider	of	technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	on	maintaining	and	using	RPFP	
information	system	

Q1-Q4,	2022	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
local	AHD	
database	

• For	2023,	60%	
of	LGUs	with	
local	AHD	
database	

• For	2024,	100%	
of	LGUs	local	
AHD	database	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	maintaining	and	using	AHD	
information	system	

3.2. Formulation	of	local	AHD	
plan,	strategies	and	
investment	program		

P/C/M	
Population	and	
Development	
Office/	Local	

Youth	
Development	
Council/	Local	

Youth	
Development	

Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	
formulation,	coordination	and	implementation	of	local	AHD	plans	and	
programs	as	guide	for	the	LGUs	
o Development	of	electronic	samples	and	templates	of	local	AHD	

plans	and	programs	accessible	online	(POPDEV	Academy)	
• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	of	local	AHD	plans	and	programs	through	POPCOM,	
institutional	partner	and	online	(e-learning)	mechanisms	(POPDEV	
Academy)	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

• Exposure	of	LGUs	in	relevant	AHD	conferences	and	capacity	building	
activities	organized	at	the	regional,	national	and	international	levels	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	and	
implementation	of	local	AHD	plans	and	programs	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	with	
AHD	plans	and	
programs	

• For	2023,	75%	
of	LGUs	with	
AHD	plans	and	
programs	

• For	2024,	100%	
of	LGUs	with	
AHD	plans	and	
programs	

3.3. Promotion	and	
communication	strategies	
for	prevention	of	
adolescent	pregnancies	

P/C/M	
Population	and	
Development	
Office/	Local	

Youth	
Development	
Council/	Local	

Youth	

• Development	of	manual	or	sourcebook/guidelines	for	the	
development	and	implementation	of	communication	and	promotional	
strategies	for	AHD	as	guide	for	the	LGUs	
o Development	of	electronic	samples	and	templates	of	IEC	

materials,	knowledge	products	and	documented	approaches	for	
demand	generation	and	promotion	strategies	for	RPFP	accessible	
online	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
development	and	implementation	of	communication	and	promotion	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• Provincial	
POPDEV	
Office	
staff	

• For	2022,	40%	
of	LGUs	
implementing	
communication	
strategies	on	
AHD	

• For	2023,	75%	
of	LGUs	
implementing	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

Development	
Office	

strategies	for	AHD	through	POPCOM,	institutional	partner	and	online	
(e-learning)	mechanisms	(POPDEV	Academy)	

• Training	of	regional	and	provincial	staff	as	trainer	or	provider	of	
technical	assistance	to	cities	and	municipalities	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	the	development	and	
implementation	of	communication	and	promotion	strategies	for	AHD	

communication	
strategies	on	
AHD	

• For	2024,	100%	
of	LGUs	
implementing	
communication	
strategies	on	
AHD	

3.4. Delivery	of	AHD	services	 P/C/M	
Population	and	
Development	
Office/	Family	
Planning	Office	

• Dissemination	of	existing	manual	or	sourcebook/guidelines	on	AHD	
service	delivery	as	guide	for	the	LGUs	(e.g.,	guide/checklist	on	
adolescent-youth	friendly	facilities;	guide	on	ISDN	for	AHD)	
o Establishment	of	online	portal	for	sample	tools	and	forms	for	AHD	
services	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	FP	
service	delivery	(e.g.,	FPCBT)	through	POPCOM,	institutional	partner	
and	online	(e-learning)	mechanisms	(POPDEV	Academy)	

• Engagement/exposure	of	LGUs	in	knowledge	or	experience	sharing	
with	other	LGUs	with	good	practices	(including	exposure	to	
international	experiences)	on	AHD	service	delivery	(e.g.,	ISDN)	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	or	post-training	monitoring	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• PPDO	
staff	

• For	2022,	40%	
of	LGUs	with	
ISDN	for	AHD	

• For	2023,	50%	
of	LGUs	with	
ISDN	for	AHD	

• For	2024,	60%5	
of	LGUs	with	
ISDN	for	AHD	

3.5. Monitoring	and	
evaluation	of	local	AHD	
program	

P/C/M	
Population	and	
Development	
Office/	Family	
Planning	Office	

• Development	of	manual	or	sourcebook/guidelines	for	the	Monitoring	
and	evaluation	of	local	AHD	policies,	plans	and	programs	as	guide	for	
the	LGUs	
o Development	of	electronic	samples	and	prototype	of	M&E	tools	

and	approaches	accessible	online	

Q1-Q4,	2021	
through	
2024	

• POPCOM-
ROs	with	
support	
from	CO	

• For	2022,	40%	
of	LGUs	sharing	
M&E	reports	on	
local	RPFP	
programs	

																																																													
5	The	ISDN	may	consists	of	city	and	provincial	or	district	network	which	may	consist	of	various	LGUs	(cities	and	municipalities).		Hence,	the	60%	target	assumes	that	around	40%	of	the	LGUs	are	
networked	within	the	ISDN	in	the	province	or	in	the	district.	
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Function	/Service/Facility/	
Program/Project/Activity	

[1]	

Level	and	Office	
of	Target	Local	
Government	Unit	

(LGU)	[2]	

Mode	of	Technical	Assistance	[3]	
Schedule/	
Timeline	

[4]	

Responsible	
Agency/	

Office/	Unit	
[5]	

Success	Indicator	
for	Target	LGUs	

[6]	

• Capacity	building	and	training	of	concerned	staff	from	the	LGU	on	the	
monitoring	and	evaluation	of	local	AHD	policies,	plans	and	programs	
through	POPCOM,	institutional	partner	and	online	(e-learning)	
mechanisms	

• Training	of	provincial	staff	as	trainer	or	provider	of	technical	
assistance	to	cities	and	municipalities	

• Continuing	provision	of	capacity	building	and	technical	assistance	
including	coaching	and	mentoring	on	monitoring	and	evaluation	of	
local	AHD	policies,	plans	and	programs	

	

• PPDO	
staff	

• For	2023,	75%	
of	LGUs	sharing	
M&E	reports	on	
local	RPFP	
program	

• For	2024,	100%	
of	LGUs	sharing	
M&E	reports	on	
local	RPFP	
programs	
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Matrix	on	the	Monitoring	and	Performance	Assessment	of	the	LGUs	in	Undertaking	the	Devolved	Functions	
	

COMMISSION	ON	POPULATION	AND	DEVELOPMENT	(POPCOM)	
	

Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

1. Population	and	Development	(POPDEV)	Services/	Program	
1.1. Establishment	of	local	

POPDEV	database	and	
information	system	
(with	offline	and	online	
capabilities)	

Percentage	increase	in	the	
number	of	LGUs	with	
updated	POPDEV	database	

10%	of	
provinces	
	
23%	of	the	
cities	
	
26%	of	the	
municipalities	
	
	

Annually	 P/C/M	
POPDEV	
Office/	

Planning	Office	

● POPCOM	Online	
Demographic	and	
Socioeconomic	
Information	System	
(DSEIS)	

● Local	Socioeconomic	
Profile/	Ecological	
Profile	

● Field	Health	Service	
Information	System	
(FHSIS)	

● PDDMD	
● POPCOM-

ROs	

● Updating	of	the	DSEIS	for	all	levels	
● Updating	of	the	regional	demographic	

situationer	
● Monitoring	activities	during	provision	

of	technical	assistance	or	coaching	and	
mentoring	

● Continuing	consultation	with	the	LGUs	
● Conduct	of	Kaunlarang	Pantao	Award	

and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

1.2. Formulation	of	local	
POPDEV-related	
policies	

Percentage	increase	in	the	
number	of	LGUs	with	local	
POPDEV	policies	
	

Percentage	increase	in	the	
number	of	local	POPDEV-
related	policies	

10%	of	
provinces	
	
50%	of	the	
cities	
	
50%	of	the	
municipalities	

Annually	 P/C/M	
POPDEV	
Office/	

Sanggunian	

● POPCOM	database	on	
local	POPDEV	policies	

● Compendium	of	
POPDEV-related	
policies	

● PPDMD	
● POPCOM-

ROs	

● Updating	of	the	database	and	
compendium	of	POPDEV-related	
policies	

● Gathering	and	monitoring	and	
POPDEV-related	policies	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

1.3. Formulation,	
coordination	and	
implementation	of	
local	POPDEV	plans	
and	programs	

Percentage	increase	in	the	
number	of	LGUs	with	local	
POPDEV	plans	and	
programs	
	

8%	of	
provinces	
	
21%	of	the	
cities	
	

Semi-annual	 P/C/M	
POPDEV	Office	

● Seal	of	Local	Good	
Governance	(SGLG)	

● SDG	Monitoring	
System	

● PDDMD	
● POPCOM-

ROs	

● Monitoring	of	local	POPDEV	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	

CPD DTP Approved by DBM on April 22, 2022



Matrix	on	Monitoring	and	Performance	Assessment	of	the	LGUs	in	Undertaking	Devolved	Functions	(ANNEX	F)	
	

Page	2	of	9	
	

Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

Percentage	increase	in	the	
number	of	local	POPDEV-
related	plans	and	
programs	

20%	of	the	
municipalities	

● POPCOM	database	on	
local	POPDEV	plans	
and	programs	

● POPCOM	M&E	system	

mechanisms	for	performing	LGUs	and	
good	practices	

● Periodic	meetings	with	local	POPDEV	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

1.4. Promotion	of	local	
POPDEV	issues	and	
strategies	

Percentage	increase	in	the	
number	of	LGUs	with	local	
communication	strategies	
promoting	POPDEV-
related	messages	
	

Percentage	increase	in	the	
number	of	local	POPDEV-
related	communication	
campaigns	

5%	of	
provinces	
	
2%	of	the	cities	
	
7%	of	the	
municipalities		

Semi-annual	 P/C/M	
POPDEV	
Office/	

Information	
Office	

● POPCOM	database	on	
local	POPDEV	plans	
and	programs	

● POPCOM	M&E	system	

● IMCD	
● POPCOM-

ROs	

● Monitoring	of	local	POPDEV	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Periodic	meetings	with	local	POPDEV	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Regular	monitoring	of	media	events	
and	articles	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

1.5. Monitoring	and	
evaluation	of	local	
POPDEV	policies,	plans	
and	programs	

Percentage	increase	in	the	
number	of	LGUs	
submitting	M&E	data	for	
their	local	POPDEV	
programs	
	

6%	of	
provinces	
	
8%	of	the	cities	
	

Semi-annual	 P/C/M	
POPDEV	
Office/	

Planning	Office	

● Seal	of	Local	Good	
Governance	(SGLG)	

● SDG	Monitoring	
System	

● PDMD/	
PMED	

● POPCOM-
ROs	

● Gathering	of	data	on	POPDEV	plans	
and	programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	based	
on	local	M&E	system	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

9%	of	the	
municipalities	

● POPCOM	database	on	
local	POPDEV	plans	
and	programs	

● POPCOM	M&E	system	

● Periodic	meetings	with	local	POPDEV	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2. Responsible	Parenthood	and	Family	Planning	(RPFP)	Services/Program	
2.1. Establishment	of	local	

RPFP	database	and	
information	system	

Percentage	increase	in	the	
number	of	LGUs	with	
updated	RPFP	database	

0%	LGUs	 Annually	 P/C/M	
POPDEV	
Office/	

Planning	Office	

● POPCOM	RPFP	Online	
Information	System	

● Field	Health	Service	
Information	System	
(FHSIS)	

● PMED	
● POPCOM-

ROs	

● Development	and	processing	of	RPFP	
Online	system	with	access	to	local	
data	

● Gathering,	processing	and	analysis	of	
RPFP	accomplishment	reports	from	
LGUs	

● Continuing	consultation	with	the	LGUs	
● Conduct	of	Kaunlarang	Pantao	Award	

and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2.2. Formulation	of	plan,	
strategies	and	
investment	program	
for	RPFP	services	

Percentage	increase	in	the	
number	of	LGUs	with	local	
RPFP	plans	and	programs	
	
Percentage	increase	in	the	
number	of	local	RPFP-
related	plans	and	
programs	

30%	of	
provinces	
	
49%	of	the	
cities	
	
19%	of	the	
municipalities	

Semi-annual	 P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	Office	

● Local	health	
investment	
programming	

● POPCOM	M&E	system	

● PMED	
● POPCOM-

ROs	

● Monitoring	of	local	RPFP	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2.3. Demand	generation	
and	promotion	of	RPFP	
program	

Percentage	increase	in	the	
number	of	LGUs	
implementing	demand	
generation	strategies	for	
RPFP	
	
Percentage	increase	in	the	
number	of	couples	and	
individuals	reached	with	
RPFP	information	

75%	of	the	
cities	and	
municipalities	
	
	
	
1.1M	couples	
and	individuals	
(2020)	

Monthly	 P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	Office	

● POPCOM	RPFP	Online	
Information	System	

● DOH	Masterlisting	of	
Unmet	Need	for	
Modern	FP	

● PMED/	
IMCD	

● POPCOM-
ROs	

● Updating	of	the	RPFP	Online	
Information	System	

● Monitoring	of	local	POPDEV	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2.4. Management	and	
implementation	of	
local	Pre-Marriage	
Orientation	and	
Counseling	(PMOC)	
program	

Percentage	increase	in	the	
number	of	LGUs	fully	
implementing	PMOC	
program	
	
Percentage	increase	in	the	
number	of	couples	and	
individuals	reached	with	
RPFP	information	through	
PMOC	

100%	of	cities	
and	
municipalities	
	
	
104,379	
couples	and	
individuals	
(2020)	

Monthly	 P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	

Office/	SWDO	

● POPCOM	RPFP	Online	
Information	System	

● PMOC	Logbook	
● PMOC	M&E	system	

● PMED	
● POPCOM-

ROs	

● Updating	of	the	RPFP	Online	
Information	System	

● Monitoring	of	local	POPDEV	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees,	
regional	and	local	PMOC-TWG)	

● Conduct	of	local	program	
implementation	review	workshops	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2.5. FP	supply	chain	
management	(FP-SCM)	

Percentage	increase	in	the	
number	of	LGUs	with	SCM	
mechanism/system	
	
	
	
Percentage	decrease	in	
LGUs	and	health	facilities	
with	FP	stock-out	within	6	
months	

65%	of	
provinces		
	
76%	of		
cities	
	
100%	of	cities	
and		
municipalities	
	

Semi-annual	 P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	
Office	

● POPCOM	SCM	
tracking	mechanism	
(hotline)	

● DOH	reporting	
system	on	drug	
supply	

● RPRH	Law	Report	
monitoring	(DILG	MC	
2020-132)	

	

● SCM	Team	
(CBFOD)	

● POPCOM-
ROs	

● Generating	consumption	report	or	
stock	level	status	from	the	LGUs	

● Continuous	operation	of	the	SCM	
hotline	and	reporting/tracking	system		

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Continuous	gathering	of	LGU	reports	
on	the	implementation	of	the	RPPH	
law	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2.6. Strengthening	of	
delivery	of	RPFP	
services	

Percentage	increase	in	
contraceptive	prevalence	
by	LGU	
	
Percentage	decrease	in	
unmet	need	for	modern	FP	
methods	
	

8M	current	
users	
	
55%	
contraceptive	
prevalence	rate	
	
241,875	
couples	with	

Annually/	
Monthly	

P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	
Office	

● FHSIS	
● POPCOM	RPFP	Online	

information	system	
● Submission	of	report	

for	the	RPRH	law	
implementation	

● PMED	
● POPCOM-

ROs	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Monitoring	of	local	POPDEV	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Continuous	gathering	of	LGU	reports	
on	the	implementation	of	the	RPPH	
law	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

unmet	need	for	
modern	FP	
	
188,091		of	
unmet	need	
served		

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

2.7. Monitoring	and	
evaluation	of	local	
RPFP	program	

Percentage	increase	in	
LGUs	submitting	reports	
on	RPFP	

	

20%	of	
provinces	
	
49%	of	the	
cities	
	
19%	of	the	
municipalities	

Annually/	
Monthly	

P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	Office	

● FHSIS	
● POPCOM	RPFP	Online	

information	system	
● Submission	of	report	

for	the	RPRH	law	
implementation	

● PMED	
● POPCOM-

ROs	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Monitoring	of	local	RPFP	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Continuous	gathering	of	LGU	reports	
on	the	implementation	of	the	RPPH	
law	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

3. Adolescent	Health	and	Development	(AHD)	Program	(Prevention	of	adolescent	pregnancies)	
3.1. Establishment	of	local	

AHD	database	and	
information	system	

Percentage	increase	in	the	
number	of	LGUs	with	
updated	AHD	database	

1%	of	
provinces	
	
3%	of	the	cities	
	
0%	of	the	
municipalities	

Annually	 P/C/M	
POPDEV	
Office/	

LYDO/SWDO	

● POPCOM	M&E	system	 ● PMED	
● POPCOM-

ROs	

● Development	and	processing	of	AHD	
Online	system	with	access	to	local	
data	

● Gathering,	processing	and	analysis	of	
AHD	accomplishment	reports	from	
LGUs	

● Continuing	consultation	with	the	LGUs	
● Conduct	of	Kaunlarang	Pantao	Award	

and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

3.2. Formulation	of	local	
AHD	plan,	strategies	
and	investment	
program		

Percentage	increase	in	the	
number	of	LGUs	with	local	
AHD	plans	and	programs	
	
Percentage	increase	in	the	
number	of	local	AHD	plans	
and	programs	

30%	of	
provinces	
	
49%	of	the	
cities	
	
19%	of	the	
municipalities	

Quarterly	 P/C/M	
POPDEV	
Office/	

LYDO/SWDO/	
ISDN	

● Local	youth	
development	
planning	

● Local	GAD	planning	
and	budgeting	

● POPCOM	M&E	system	

● PMED	
● POPCOM-

ROs	

● Monitoring	of	local	AHD	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Periodic	meetings	with	local	AHD	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

3.3. Promotion	and	
communication	
strategies	for	
prevention	of	
adolescent	pregnancies	

Percentage	increase	in	the	
number	of	LGUs	
implementing	AHD	
communication	strategies	
	
	
	
	
	
Percentage	increase	in	the	
number	of	adolescents	
provided	with	AHD	
information	

30%	of	
provinces	
	
49%	of	the	
cities	
	
19%	of	the	
municipalities	
	
81,880	
adolescents	
	

Quarterly	 P/C/M	
POPDEV	
Office/	

LYDO/SWDO/	
ISDN	

● POPCOM	M&E	system	
● RPRH	law	reporting	

● PMED/	
IMCD	

● POPCOM-
ROs	

● Monitoring	of	local	AHD	program	
accomplishments	using	M&E	forms	
and	processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Continuous	gathering	of	LGU	reports	
on	the	implementation	of	the	RPPH	
law	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

3.4. Strengthening	of	the	
delivery	of	AHD	
services	

Percentage	increase	in	
LGUs	with	adolescent-
friendly	facilities	
	
	
	
Percentage	increase	in	
LGUs	with	functional	ISDN	
	
	
	
	
Percentage	increase	in	the	
number	of	adolescents	
who	accessed	ASRH	
services	

12%	of	the	
cities	
	
13%	of	the	
municipalities	
	
0%	of	the	
provinces	
	
8%	of	the	cities	
	
1%	of	the	
municipalities	
343,098	
adolescents	
reached	in	
2020	
	
0%	of	
adolescents	
	

Annually/	
Monthly	

P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	Office	

● FHSIS	
● Submission	of	report	

for	the	RPRH	law	
implementation	

● POPCOM	M&E	system	

● PMED	
● POPCOM-

ROs	

● Periodic	meetings	with	local	AHD	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Monitoring	of	local	AHD	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Continuous	gathering	of	LGU	reports	
on	the	implementation	of	the	RPPH	
law	

● Conduct	of	local	program	
implementation	review	workshops	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

3.5. Monitoring	and	
evaluation	of	local	AHD	
program	

Percentage	increase	in	
LGUs	submitting	reports	
on	AHD	

	

20%	of	
provinces	
	
49%	of	the	
cities	
	
19%	of	the	
municipalities	

Annually/	
Monthly	

P/C/M	
POPDEV	

Office/	Health	
Office/	Family	
Planning	Office	

● FHSIS	
● POPCOM	RPFP	Online	

information	system	
● Submission	of	report	

for	the	RPRH	law	
implementation	

● PMED	
● POPCOM-

ROs	

● Periodic	meetings	with	local	RPFP	
program	implementers	(e.g.,	Regional	
Population	Management	Committees)	

● Monitoring	of	local	AHD	plans	and	
programs	using	M&E	forms	and	
processes	(e.g.,	QPRO,	OPCR,	
accomplishment	reports,	etc.)	

● Continuous	gathering	of	LGU	reports	
on	the	implementation	of	the	RPPH	
law	

● Conduct	of	local	program	
implementation	review	workshops	
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Function	
/Service/Facility/	

Program/Project/	Activity	
[1]	

Performance	Indicator		
[2]	

Baseline		
[3]	

Frequency	of	
Monitoring	

[4]	

LGU	Level	and	
Office/Unit	
Concerned	

[5]	

Existing	Performance	
Evaluation	System/	
Mechanism	and	
Updating	Status		

[6]	

Responsible	
Organization/	
Unit	in	the	

NGA		
[7]	

NGA	Monitoring	and	Performance	
Evaluation	Strategy		

[8]	

● Continuing	consultation	and	technical	
assistance	to	LGUs	

● Conduct	of	Kaunlarang	Pantao	Award	
and	other	incentives	and	rewards	
mechanisms	for	performing	LGUs	and	
good	practices	

	
	

Prepared	by:	
	
	

Reviewed	by:	 Approved	by:	

LYRA	GAY	ELLIES	S.	BORJA	
Chief,	Interim	-	Capacity	Development	and	Field	

Operations	Division	
	

LOLITO	R.	TACARDON	
Deputy	Executive	Director	

Usec.	JUAN	ANTONIO	A.	PEREZ	III,	M.D.,	MPH	
Executive	Director	
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ANNEX G-1 

Organizational Effectiveness Proposal 

Commission Population and Development (POPCOM) 
 

 

Summary of Offices/Units to be Abolished, Merged/Consolidated, Transferred, and/or Created 
 

A. For Abolition 
 

Name of Office/Unit/a Organizational Code/b Remarks 

1.    

2.    
/a Nomenclature of existing organizational unit per the Personnel Services Itemization and Plantilla of Personnel (PSIPOP) 
/b Organizational code per the PSIPOP 

 

B. For Merger and/or Consolidation 
 

FROM TO 

Remarks 
Name of Office/Unit/a 

Organizational 
Code/b 

 Name of Office/Unit/a 
Organizational 

Code/b 
Name of Office/Unit and 
Organizational Location/c 

I. MERGER       

1.    1.    

II. CONSOLIDATION       
1. Policy Research and 

Monitoring Section under 
Policy Analysis & 
Development Division 

  1. Data Management under 
Information Technology 
and Data Management 
Unit  

 Research and Data Management 
Section/ Policy Analysis & 

Development Division 

Renaming of Policy Analysis 
and Development Division 
(PADD) to Policy 
Development and Data 
Management Division 
(PDDMD) 

/a Nomenclature of existing organizational unit per the PSIPOP  
/b Organizational code per the PSIPOP  
/c Name of the proposed office/organizational unit and where the new office/unit will be located/placed (e.g., under the Office of the Secretary)  

 
 

CPD DTP Approved by DBM on April 22, 2022
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C. For Transfer 

 

Name of Organizational 
Unit/a 

FROM TO 

Remarks 
Name of Office/Unit/b 

Organizational 
Code/c 

Name of Office/Unit/d 
Organizational 

Code/c 
1. Information Technology and 

Data Management Unit 
(ITDMU) 

Information Management 
and Communications 
Division (IMCD) 

1.0500 Administrative Division 1.0100 For renaming to Information 
Technology Services Section (ITSS) 

/a Specific organizational unit proposed for transfer per the PSIPOP  
/b Office/organizational unit where subject office/unit is currently located or subsumed per the PSIPOP (e.g., under the Office of the Secretary)  
/c Organizational code of per the PSIPOP  
/d Office/organizational unit where subject office/unit is being proposed to be located/placed  

 

D. For Creation 
 

Name of Office/Unit/a Organizational Location/b Proposed Functions and Justifications for Creation 
1. Capacity Development and 

Field Operations Division 
(CDFOD) 

POPCOM Central Office Within the context of the full devolution, POPCOM’s main and continuing roles shall be to assist local government units as 
well as national/regional institutions in building their capacities to plan, implement and assess population management 
strategies and to ensure the provision of various technical assistance to local institutions to ensure alignment to regional 
and national population and development goals.  As such, the primary functions of this Division are: 
 
For capacity building: 

• Identify and assess capacity building needs and skills development among program planners and implementers 
at the national, regional and local levels on population and development strategies 

• Develop effective tools, materials, standards and training designs; 
• Develop and implement accessible mechanisms for continuing capacity building; 
• Conduct and provide technical assistance in the capacity building among regional and local population officers on 

population and development; 
• Assess and continually improve capacity building mechanisms on population and development. 

For support to field operations 
• Augment the delivery of family planning services at the local level particularly for long-acting and permanent 

methods with emphasis on the 4th to 6th class municipalities and in geographically isolated and remote areas; 
• Provide competency-based family planning training among population and health services providers and in 

setting-up regional and local itinerant teams; 
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Name of Office/Unit/a Organizational Location/b Proposed Functions and Justifications for Creation 

• Ensure updating of skills among health service providers at the local level and maintain approved standards in 
the delivery of FP services; 

• Address emerging concerns in the delivery of FP services at all levels; 
• Co-management of FP stand-alone clinic with accredited CSO and DOH located at National Capital Region (NCR) 

to provide augmentation support in the delivery of  FP services; 
• Ensure the availability of FP supplies and commodities particularly at the facility level through efficient supply 

chain management which include forecasting, warehousing and timely distribution of commodities and setting-
up of database, in close collaboration with DOH; 

• Track levels of FP supply in health facilities and ensure timely augmentation of needed FP supplies and 
commodities; 

• Consolidate and coordinate timely interventions to emerging regional operations concerns. 
 

2. Capacity Development and 
Field Operations Unit 
(CDFOU)  
 

POPCOM Regional Offices The CDFOU shall be under the Technical Section. This shall mirror the CDFOD at the national level or POPCOM Central 
Office with basically the same functions.  They are to ensure the assessment, planning and implementation of relevant 
strategies for capacity development of the LGUs based on guidelines, tools and standards developed at the national level.  
It will also take the lead in the implementation of strategies that augments and supports the delivery of FP services 
particularly the organization and deployment of FP itinerant teams and FP supply chain management to ensure 
availability and accessibility of FP services. 

3. Research and Data 
Management Unit 

 
 

POPCOM Regional Offices An important function to be retained to POPCOM at the national and regional level is the setting-up, processing and 
monitoring and consolidation of local initiatives to ensure their effectiveness and alignment to regional population and 
development goals and objectives.  As such, there is a need for a unit that establishes, consolidates, processes, and 
packages data in relation to the outcome, output and inputs indicators to provide timely information in the planning, 
policy-making and continual improvement of population and development strategies at the regional and local levels.   
 
The Unit will also provide continuing technical assistance to local government units in setting-up effective database 
systems, data analysis and utilization of population and development data in planning, policymaking and enhancement of 
various relevant interventions. 

/a Nomenclature of the proposed office/organizational unit 
/b Organizational unit where the new office/unit will be located/placed (e.g., under the Office of the Secretary) 

 
Prepared by: 

 
Reviewed and endorsed by: Approved by: 

LYRA GAY ELLIES S. BORJA 
Chief, Interim - Capacity Development and Field 

Operations Division  

LOLITO R. TACARDON 
Deputy Executive Director/  

Chairperson of POPCOM Devolution Transition Committee 

Usec. JUAN ANTONIO A. PEREZ III, M.D., MPH 
Executive Director 
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Notes: 
 
• This shall identify the offices/units for: 1) abolition or deactivation, if the functions of the office/unit are already redundant or no longer relevant or necessary, or could be better undertaken by another entity given the 

devolution of functions to the LGUs; 2) merger or consolidation, if functions are unnecessarily overlapping or duplicating, or could be undertaken by a single entity; 3) transfer to other offices/units within the 
department/agency/GOCC or to other government agencies where they are appropriately attached or where their functions are more aligned; and 4) creation, if no other existing offices/units are performing their intended 
functions given the strengthening of the “steering” role of the NGAs, and the corresponding justifications. 

• Two (2) objectives for organizational change can be presented in these annexes. First, the changes resulting from the devolution of functions to the LGUs. Second, the changes resulting from the new thrusts, direction, and 
programs which the NGA is adopting to address the emerging challenges and issues which the country is facing, if any. 

• Please indicate the rationale for the proposed organizational action under the Remarks portion, as well as the functional description of offices/units as a result of the downscaling and/or strengthening of their functions in view 
of the changes in the organizational structure of the department/agency/GOCC. 
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ANNEX G-2 

Organizational Effectiveness Proposal 

Commission Population and Development (POPCOM) 
 
Summary of Positions to be Transferred, Reclassified, Converted, Retitled, Abolished, and/or Created 
 
A. Personnel and Their Positions for Transfer to Other Units Within the Department/Agency/GOCC 
 

Name of Personnel 
Unique Item 

No./a 

Position Title and 

Salary Grade/b 

FROM TO 
Remarks/ 

Justifications 
Organizational Unit 

(Organizational Code)/c 
Organizational Unit 

(Organizational Code) /d 

1. Judith G. Maclang POPCOMB-ADAS5-
1-2004 

Administrative 
Assistant V, SG-11 

Information Management 
and Communications 
Division (1.0500) 

Policy Analysis and 
Development Division 
(1.0400) 

Consistent with the consolidation of one unit from 
PADD (renamed as the PDDMD) and data 
management of ITDMU, it is deemed essential to 
transfer the Administrative Assistant V (Data 
Controller II) to provide support in the Research and 
Data Management Section in PDDMD. 

2. Noli M. Argente POPCOMB-
INFOSA3-1-2002 

Information Systems 
Analyst III, SG-19 

Information Management 
and Communications 
Division (1.0500) 

Administrative Division 
(1.0100) 

The transfer of these four (4) positions is deem 
necessary as it would focus on IT-related functions 
including development of information systems and 
maintenance of computer hardware.  3. Marlodel R. Servo POPCOMB-

COMPRO2-1-2015 
Computer 
Programmer II, SG-15 

Information Management 
and Communications 
Division (1.0500) 

Administrative Division 
(1.0100) 

4. Edgar Kayson D. 
Funtanilla 

POPCOMB-CTMT2-
3-2015 

Computer 
Maintenance 
Technologist II, SG-
15 

Information Management 
and Communications 
Division (1.0500) 

Administrative Division 
(1.0100) 

5. Donnel Ivan D. Alfonso POPCOMB-
COMPRO1-1-1998 

Computer 
Programmer I, SG-11 

Information Management 
and Communications 
Division (1.0500) 

Administrative Division 
(1.0100) 

Total No. of Personnel:   5   
/a Unique item number of the position per the Personnel Services Itemization and Plantilla of Personnel (PSIPOP) 
/b Position title and corresponding salary grade of the incumbent 
/c Organizational unit where the position is currently deployed and the corresponding organizational code per the PSIPOP 
/d Organizational unit in the department/agency/GOCC where the position is proposed to be deployed and the corresponding organizational code per the PSIPOP 

CPD DTP Approved by DBM on April 22, 2022



Annexes for the Devolution Transition Plans of National Government Agencies 

Page 6 of 14 

 
B. Positions for Reclassification  

 
FROM TO Remarks/Justifications/f 

Unique Item  

No. /a 

Position Title and 

Salary Grade/b 

Annual Personnel 
Services Cost/c 

(PhP) - 2021 

Position Title and 

Salary Grade/d 

Annual Personnel 
Services Cost/c 

(PhP) - 2021 

 

1. POPCOMB-
PEO1-7-
2013 

Project Evaluation 
Officer I, SG-11 

531,074.18 Statistician II, SG-
15 

710,906.14 The reclassification of PEO I to Statistician II under the PDDMD is to perform the 

following functions: 

• Assists in the conduct of research towards the development of an effective 
PPMP projects or interventions based on collected and relevant statistics 

• Evaluates PPMP-related concerns that can be substantiated or supported 
through data collection, processing, analysis and presentation 

• Prepares technical/logistics requirement for PPMP activities and projects 
• Compiles reports, charts and graphs that describe and interpret findings of 

analyses 
• Compiles statistics from source materials such as periodic reports and 

survey sheets 
• Assists in the preparation of technical materials and develop the database of 

PPMP standards, concepts, and definitions for statistical purposes 
• Computes and analyzes data using statistical formulas 
• Designs processes for data collection 
• Selects statistical test for analyzing data 
• Identifies trends and relationship in data relative to PPMP 
• Files data and related information, and maintain/ update databases 
• Organizes paperwork such as survey forms and technical report for 

distribution and analyses of stakeholders 
• Performs actuarial computations 

Total No. of Positions: 1 
Total PS Cost: 

        531,074.18        
Total No. of 

Positions: 1 

Total PS Cost: 

    710,906.14          
 

/a Unique item number of the position per the PSIPOP 
/b Existing position title and corresponding salary grade per the PSIPOP proposed to be reclassified 
/c Annual salary and other compensation 
/d Proposed new position title and corresponding salary grade  
/e Organizational unit where the position is currently subsumed/deployed per the PSIPOP 
/f Should include/indicate the duties and responsibilities of the position, as reclassified 
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C. Positions for Conversion 

 
FROM TO 

Remarks/ 
Justifications 

Unique Item  

No. /a 

Position Title and 

Salary Grade/b 

Annual Personnel 
Services Cost/c 

(PhP) 

Position Title and 

Salary Grade/d 

Annual Personnel 
Services Cost/c 

(PhP) 

Organizational Unit/e     

1.  Not applicable   
  

 

2.       

Total No. of Positions: Total PS Cost: Total No. of Positions: Total PS Cost:  
/a Unique item number of the position per the PSIPOP 
/b Existing position title and corresponding salary grade per the PSIPOP proposed to be converted 
/c Annual salary and other compensation 
/d Proposed new position title and corresponding salary grade  
/e Organizational unit where the position is currently subsumed/deployed per the PSIPOP 

 
D. Positions for Retitling 
 

FROM TO 
Remarks/ 

Justifications 
Unique Item 

No. /a 

Position Title and 

Salary Grade/b 

Position Title and 

Salary Grade/c 

Regional Population Offices    

1. POPCOMB-PLO4-7-1998 
POPCOMB-PLO4-8-1998 
POPCOMB-PLO4-9-1998 
POPCOMB-PLO4-10-1998 
POPCOMB-PLO4-11-1998 
POPCOMB-PLO4-2-2020 
POPCOMB-PLO4-12-1998 
POPCOMB-PLO4-13-1998 
POPCOMB-PLO4-14-1998 
POPCOMB-PLO4-2-1998 
POPCOMB-PLO4-3-1998 
POPCOMB-PLO4-4-1998 
POPCOMB-PLO4-5-1998 

Planning Officer IV, SG-
22 

Population Program 

Officer IV, SG-22 

The renaming of Planning Officer IV to Population Program Officer IV will be more aligned to 
its current supervisory functions in both technical and administrative support services.  It also 
encompass other current functions beyond planning.  
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FROM TO 
Remarks/ 

Justifications 
Unique Item 

No. /a 
Position Title and 

Salary Grade/b 
Position Title and 

Salary Grade/c 

POPCOMB-PLO4-6-1998 
POPCOMB-PLO4-2-2002 
POPCOMB-PLO4-1-2002 
 

2. POPCOMB-INFO3-19-2013 
   POPCOMB-INFO3-18-2013 
   POPCOMB-INFO3-17-2013 
   POPCOMB-INFO3-16-2013 
   POPCOMB-INFO3-15-2013 
   POPCOMB-INFO3-14-2013 
   POPCOMB-INFO3-13-2013 
   POPCOMB-INFO3-12-2013 
   POPCOMB-INFO3-11-2013 
   POPCOMB-INFO3-10-2013 
   POPCOMB-INFO3-9-2013 
   POPCOMB-INFO3-8-2013 
   POPCOMB-INFO3-7-2013 
   POPCOMB-INFO3-6-2013 
   POPCOMB-INFO3-5-2013 

Information Officer III, 
SG-18 

Population Program 

Officer III, SG-18 

 

The renaming of Information Officer III to Population Program Officer III to make it more 
aligned to its current supervisory function for the technical operations which does not only 
include managing communication-related interventions but also policy, data management, 
capacity building, provision of technical assistance and all technical works within the section.   

Total No. of Positions: 31    
/a Unique item number of the position per the PSIPOP 
/b Existing position title and corresponding salary grade per the PSIPOP proposed to be retitled 
/c Proposed new position title and corresponding salary grade 
/d Organizational unit where the position is currently subsumed/deployed per the PSIPOP  

 
 
E. Positions for Abolition 
 

Unique Item  

No. /a 

Position Title and 

Salary Grade/b 

Annual Personnel 
Services Cost/c 

(PhP) 

Remarks/ 

Justifications 

Organizational Unit/d   

1. POPCOM-INFO1-10-

1998 
Information Officer I, SG-11 531,074.18 
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Unique Item  

No. /a 

Position Title and 

Salary Grade/b 

Annual Personnel 
Services Cost/c 

(PhP) 

Remarks/ 

Justifications 

2. POPCOMB-ADA6-6-
2004 

Administrative Aide VI (Communications Equipment 
Operator II), SG-6 

359,044.00 
 

3. POPCOMB-ADA3-14-

2004 
Administrative Aide III (Driver I), SG-3 

371,649.74 
 

 

 

4. POPCOMB-ADA3-22-
2004 

Administrative Aide III (Driver I), SG-3 320,407.50  

5. POPCOMB-ADA3-31-

2004 
Administrative Aide III (Driver I), SG-3 320,407.50  

6. POPCOMB-ADA3-32-

2004 
Administrative Aide III (Driver I), SG-3 320,407.50  

7. POPCOMB-ADA3-33-
2004 

Administrative Aide III (Driver I), SG-3 320,407.50  

8. POPCOMB-ADA3-35-

2004 
Administrative Aide III (Driver I), SG-3 320,407.50  

9. POPCOMB-ADA3-39-

2004 
Administrative Aide III (Driver I), SG-3 320,407.50  

10. POPCOMB-PEO1-4-
1998 

Project Evaluation Officer I, SG-11 
531,074.18 

 

11. POPCOMB-PLA1-17-

1998 
Planning Assistant, SG-8 

411,142.76 
 

Total No. of Positions: 11 
Total PS 

Cost:4,126,429.86 
 

/a Unique item number of the position per the PSIPOP 
/b Existing position title and corresponding salary grade per the PSIPOP proposed to be abolished 
/c Annual salary and other compensation 
/d Organizational unit where the position is currently subsumed/deployed per the PSIPOP 

 
 
F. Positions for Creation 

Position Title and 

Salary Grade/a 

Annual Personnel 
Services Cost/b 

(PhP) – CY 2022 

Remarks/ 

Justifications 

Capacity Building and Field 
Operations Division (CDFOD) 
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Position Title and 

Salary Grade/a 

Annual Personnel 
Services Cost/b 

(PhP) – CY 2022 

Remarks/ 

Justifications 

1. Population Program Officer V, SG-
24 

1,664,456.20 
As discussed in ANNEX G-1, these support staff are necessary for the operations of the Division given their proposed functions.  

This will be led by a Division Chief (SG 24), Assistant Division Chief (SG 22) and 2 technical staff (SG 18 and 15) with position 

titles of Population Program Officer (PPO) to make it more aligned with their actual functions of planning, development and 

implementation of strategies for capacity development of national, regional and local institutions on POPDEV strategies and 

program. 

2. Population Program Officer IV, SG-
22 

1,250,968.78 

3. Population Program Officer III, 
SG-18 

899,079.86 

4. Population Program Officer II, SG-
15 

710,906.14 

Total No. of Positions: 4 

Total PS Cost: 

4,525,410.98 
 

 

/a Position title and corresponding salary grade of position proposed to be created 
/b Annual salary and other compensation 
/c Organizational unit where the position is proposed to be subsumed/deployed 

 
Prepared by: 

 
Reviewed and endorsed by: Approved by: 

LYRA GAY ELLIES S. BORJA 
Chief, Interim - Capacity Development and Field 

Operations Division  

LOLITO R. TACARDON 
Deputy Executive Director/  

Chairperson of POPCOM Devolution Transition Committee 

Usec. JUAN ANTONIO A. PEREZ III, M.D., MPH 
Executive Director 

 
 
 
Notes: 
 
• This shall identify the names of personnel and their positions to be transferred to other units within the department/agency/GOCC, reclassified, converted, retitled, abolished, and/or created, and the corresponding justifications 

for said actions. 
• The department/agency/GOCC may propose other staffing actions, e.g., transfer and reclass/retitle/conversion, as necessary. 
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ANNEX G-3 

 

 

Organizational Effectiveness Proposal 

Commission Population and Development (POPCOM) 
 

Summary of Affected Personnel for Deployment to Other Departments/Agencies/GOCCs, Who Opted to Retire/Separate from the Service, and Apply 
to Vacant Positions in the LGUs 
 
A. List of Affected Personnel for Redeployment to Other Departments/Agencies/GOCCs 
 

Name of Personnel 
(Surname, First Name, Middle Name) 

Position Title and 
Salary Grade-Step/a  

Unique Item 
No. /b 

Organizational Unit and 

Code where Position is 

Located/c 

Annual 

Personnel 
Services Cost/d 

(PhP) 

Department/Agency/GOCC  

for Redeployment and Specific 

Office/Unit Therein/e 

1. NOT APPLICABLE      
2.       

3.       

Total No. of Personnel:      
/a  Position title currently being occupied by the incumbent and corresponding salary grade and step 
/b  Unique item number of the position per the Personnel Services Itemization and Plantilla of Personnel (PSIPOP) 
/c  Organizational unit where the position occupied by the incumbent is currently subsumed/deployed per the PSIPOP  
/d  Annual salary and other compensation  
/e  Department/agency/GOCC and specific office/unit therein where the personnel will be redeployed 
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A. List of Affected Personnel Who Opted to Retire/Separate from the Service and Options Availed of by Said Personnel 
 

Name of Personnel 

(Surname, First Name, Middle 

Name) 

Position Title and  
Salary Grade-Step/a 

Unique Item No. /b 

Annual 
Personnel 

Services 

Cost/c 

(PhP) 

Organizational 
Unit and Code 

where 

Position is 
Located/d 

Option to be 
Availed of Under 

the 

Executive Order 
on Devolution/e 

Would 

Apply to 
the LGU? 

(Yes/No) 

Name of LGU and 

Specific Office/Unit 

Therein/f 

1. NOT APPLICABLE        

2.         

3.         

Total No. of Personnel:  Xxx        
/a Position title currently being occupied by the incumbent and corresponding salary grade and step 
/b Unique item number of the position per the PSIPOP 
/c Annual salary and other compensation 
/d Organizational unit where the position occupied by the incumbent is currently subsumed/deployed per the PSIPOP 
/e Retirement/separation benefit under existing laws, i.e., RA No. 1616, RA No. 660, or RA No. 8291 
/f Name of LGU and specific office/unit therein where the affected personnel intends to apply 

 
 

Prepared by: 
 

Reviewed and endorsed by: Approved by: 

 
LYRA GAY ELLIES S. BORJA 

Chief, Interim - Capacity Development and Field 
Operations Division  

LOLITO R. TACARDON 
Deputy Executive Director/  

Chairperson of POPCOM Devolution Transition Committee 

Usec. JUAN ANTONIO A. PEREZ III, M.D., MPH 
Executive Director 

 
 
Notes: 
 
• This shall indicate the names of personnel who are affected by the devolution efforts of the NGA and opted to (1) be deployed to other departments/agencies/GOCCs, or (2) retire/separate from the service and the 

retirement/separation benefit to be availed of by said personnel, and if said personnel under (2) opted to apply to vacant positions in the LGUs. 
• The list should be presented/grouped/categorized per the retirement/separation benefit to be availed of, and in alphabetical order based on surname, for easy use/reference. 
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ANNEX G-4 
Organizational Effectiveness Proposal 

Commission Population and Development (POPCOM) 
 
Summary of Modifications in Resource Allocation  
 

Program/Project/Activity Allotment Class 
FY 2021 GAA 

Budget 
(in thousand Php) 

FY 2022 NEP/GAA 
(Amount or Percentage 

Increase/Decrease) 
Remarks 

I. General Administration and Support 
 

Personnel Services   108,212   9,268 The increase in PS is due to the Modified SSL of 2019 (3rd 
Tranche) and approval of new positions 

Maintenance and Other Operating 
Expenses 

     78,045    2,217 The increase in MOOE are for Office Productivity, 
Development and Implementation of Information System 
and Establishment of Video Conferencing System 

Capital Outlay          9,965    5,475 The increase in capital Outlay are for Office Productivity, 
Development, Implementation of Information System & 
Establishment of IP/PBX and Fax over IP 

II. Operations      
Access to Population Management 
Information and Services Improved 
Management 

    

Philippine Population Management 
Program 
 

    

a. Coordination and 
Development of 
Population Policy and 
Programs 

Personnel Services       79,821   3,353 The increase in PS is due to the Modified SSL of 2019 (3rd 
Tranche) and approval of new positions 

Maintenance and Other Operating 
Expenses 
 

      15,031            0  

b. Support to the Personnel Services       39,257    1,657 The increase in PS is due to the Modified SSL of 2019 (3rd 
Tranche) and approval of new positions 

CPD DTP Approved by DBM on April 22, 2022



Annexes for the Devolution Transition Plans of National Government Agencies 

Page 14 of 14 

Implementation of 

Approved National, 

Sectoral, Regional and 

Local Population, Plans 

and Programs 

Maintenance and Other Operating 
Expenses 

      14,952 15,000 The increase is due to realignment from Provisions of grants 
to Support (BP 202 Rank No. 09) 

b. Provision of Grants, Subsidies, 

and Contributions in Support 

on Population Programs 

Maintenance and Other Operating 
Expenses 

     172,079 (15,000) The decrease is due to realignment from Provisions of grants 
to Support (BP 202 Rank No. 09) 

 
 

 
Prepared by: 

 
Reviewed and endorsed by: Approved by: 

LYRA GAY ELLIES S. BORJA 
Chief, Interim - Capacity Development and Field 

Operations Division  

LOLITO R. TACARDON 
Deputy Executive Director/  

Chairperson of POPCOM Devolution Transition Committee 

Usec. JUAN ANTONIO A. PEREZ III, M.D., MPH 
Executive Director 

 
 
 
 
 
Notes: 
 
• This shall indicate the estimated changes in the budget allocation (Personnel Services, Maintenance and Other Operating Expenses, and Capital Outlays) of the NGA, as can be gleaned prior to the discontinuance of PPAs             

(FY 2021 GAA) vis-à-vis upon discontinuance of the PPAs [FY 2022 National Expenditure Program (NEP) or GAA].  

• The effects of the revised set-up on the budgetary allocations of the department/agency/GOCC concerned could further be highlighted under the Remarks column. 
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