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CHAPTER 1: General Introduction 
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1.1. Focus and scope of the dissertation 

Millions of people fall into “extreme poverty” each year due to payments for health care. To 

protect against this problem, United Nation Member States have agreed to meet the target of 

universal health coverage (UHC) by 2030. According to the World Health Organization 

(WHO), ”UHC means that all people receive the health services they need without suffering 

financial hardship when paying for them. The full spectrum of essential, quality health services 

should be covered including health promotion, prevention and treatment, rehabilitation and 

palliative care” (World Health Organization 2015 a). Financial protection is one of the 

strategies to achieve UHC because a high share of out-of-pocket payments (OOPPs) for health 

care may lead to financial catastrophe or impoverishment, or patients may forgo essential 

treatments. Catastrophic health payments and the impoverishing effects of OOPPs are still large 

in many countries around the globe, especially in a country like Myanmar with low earning 

levels. 

Catastrophic health expenditures are not directly related to the amount of the health care cost 

but rather to the economic status and the extent of the financial protection of the households. 

For example, a large bill for surgery for a rich household or a subsidized price or treatment 

covered by insurance might not cause catastrophic OOPPs but even small costs for common 

illnesses can cause financial hardship for a poor household with no insurance coverage (Xu, 

Evans et al. 2003 ).  

Evidence shows that an increase in the total health expenditure (THE) through a public pre-

paid mechanism such as taxes and mandatory insurance contributions, increases the level of 

financial protection (Xu, Evans et al. 2007, Wagstaff, Flores et al. 2018 a). Such mechanism is 

still largely absent in Myanmar, and therefore, it needs to be developed.  
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In contrast to Myanmar, many South East Asian Nations have started to reform their health 

care financing system to attain UHC. They have done so by implementing different health care 

financing strategies depending on the available resources, e.g. external donor support, payroll 

tax, general revenues, etc. The different methods of health care financing have led to a varying 

level of financial protection as shown in Figure 1.1. The share of OOPPs has significantly 

dropped in some countries, e.g., Brunei, Thailand, and Singapore, while in other countries, it 

practically remained unchanged, e.g., Lao PDR and Indonesia, or only slightly dropped, e.g., 

Malaysia. However, OOPPs in Philippines and Viet Nam have increased in the past 15 years. 

In Cambodia and Myanmar, OOPPs show a decreasing trend but they are still the highest 

OOPPs among the South East Asian Nations (World Health Organization 2015 b). The 

understanding of the relationship between the different methods of health care financing and 

financial protection levels is essential in moving towards UHC. This dissertation therefore 

focuses on the health care financing options applied in South-East Asia, and specifically on the 

health insurance reform in Myanmar. However, the findings of this dissertation can contribute 

to a decision-making process of strengthening or establishing sustainable health insurance 

system, not only in Myanmar but also in other developing countries. 
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Figure 1.1: Out-of-pocket payments (OOPPs) as % of Current Health Expenditure among  

Association of South East Asian Nations (ASEAN) countries (2000-2015).  

Source: WHO Global Health Observatory data repository 

1.2. Background 

The republic of the Union of Myanmar is the largest country in mainland South-East Asia with 

a total population of 51 million. About 14 million (28.6%) people are 0-14 years old and 3 

million (5.8 %) are 60 years or older, which suggests that the Myanmar population is relatively 

young (Ministry of Immigration and Population 2015). Life expectancy at birth is 65 years for 

males and 69 years for females. 

The majority of the population — an estimated 70% — is living in rural areas (Bianchini, 

Craven et al. 2014). Myanmar is regarded as one of the least developed and poorest countries 

0

10

20

30

40

50

60

70

80

90

100

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Out-of-pocket payment (OOPPs) as % of Current Health Expenditure 

(CHE) among ASEAN countires (2000-2015)

Brunei Darussalam Cambodia

Indonesia Lao People's Democratic Republic

Malaysia Myanmar

Philippines Singapore

Thailand Viet Nam



5 
 

in South-East Asia. According to a recent country-wide survey, 26% of the total population 

lives below the poverty line (UNOPS 2013). The incidence of poverty among the rural 

population (29%) is nearly twice higher than that among the urban population (16%). The 

average share of the total household budget spent on food is 68%. Per capital income is 702 

USD per year (Malik, Kugler et al. 2014 ). Inequalities in accessing good quality health services 

has been found not only between regions but also between different ethnic and religious groups. 

There are over 130 ethnic groups in Myanmar (Sein, Myint et al. 2014).    

The total expenditure on health per capita is among the lowest in the South-East Asia Region 

(SEAR) at 59 USD and the total expenditure on health was only 5% of Gross Domestic Product 

(GDP) in 2015 (World Health Organization 2016). The share of government spending in THE 

has increased from 14% in 2000 to 23% in 2015. As a result, the contribution of OOPPs has 

decreased from more than 80% in 2000 to about 70% in 2015. Other financing arrangements, 

such as international aids, contribute very little to THE in the country. The changes in the 

percent distribution of financing sources in Myanmar from 2000 to 2015 are shown in Figure 

1.2. 
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Figure 1.2: Percent contribution of health financing sources in Myanmar (2000-2015).  

Source: WHO Global Health Observatory data repository 

 

The OOPPs per capita in US$ abruptly increased in 2014 and 2015. The historical changes in 

the OOPPs per capita (US$) in Myanmar are shown in Figure 1.3. At public facilities, OOPPs 

have to be made for the utilization of goods and health services such as laboratory, imagines, 

and purchase of medicines and medical supplies from outside vendors as well as for prescribed 

medicines outside of essential medicine drug lists. At private facilities, OOPPs are made to 
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cover costs of services and goods, including consultation fees and procedure fees. The 

difference between the public and private health services is that the public service providers do 

not charge consultation fees, procedure fees and inpatient service fees for admission. As a 

consequence of the OOPPs, the incidence of catastrophic health expenditure is significant and 

ranges between 10-40% in various studies in Myanmar (Ministry of Health and World Health 

Organization 2008, Khaing, Malik et al. 2015, Oo, Lwin et al. 2015, Mohanty, Agrawal et al. 

2017).  

 

 

Figure 1.3: Out-of-pocket payments (OOPPs) per Capita in US$ in Myanmar.  

Source: WHO Global Health Observatory data repository 
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legislation” (World Health Organization 2017). However, without financial risk protection in 

health – the assurance not to suffer severe financial problems when using health services – 

people will defer seeking care or not seek it at all. If there are insufficient funds for health, or 

if they are wasted, patients will not receive essential health services. The Myanmar National 

Health Plan (NHP) 2017-2021 aims to strengthen the country’s health system as a whole in 

moving toward UHC. The main goal of the NHP 2017-2021 is to extend access to a Basic 

Essential Package of Health Services for the entire population by 2020 and then scale it up to 

provide Intermediate and Comprehensive Essential Package of Health Services in another two 

rounds of 5 years plans while increasing financial protection (Ministry of Health and Sports 

2016). However, the NHP delayed the development of an evidence-based strategy for financial 

protection such as a pre-payment mechanism while implementing the supply-side reforms. 

This dissertation provides evidence-based information especially on the financial protection 

arm of UHC. As a resource-limited country, evidence-based decision making is challenging 

for Myanmar. This dissertation fills the gap in our knowledge on the magnitude of the financial 

burden and the possible ways to improve financial protection.  

 

HEALTH FINANCING MECHANISMS IN MYANMAR (1990’S – Now) 

Health financing mechanisms have three main components — revenue raising, pooling and 

purchasing. Each component contributes in some way to UHC, both independently and in 

combination with the other functions. The revenue raising function contributes to financial 

protection while pooling and purchasing functions contribute to equity and efficiency in 

resource distribution and service use, and the availability of quality services respectively 

(Chapter 2 )(McIntyre and Kutzin 2016). 
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As the revenue raising mechanism significantly influences the country’s financial protection 

capacity, this dissertation investigates the revenue raising aspect especially the feasibility of 

compulsory and pre-paid insurance arrangements. The categories that fall under the 

compulsory and pre-paid arrangements are: 

1) Direct taxes: income taxes, pay roll taxes (social health insurance contributions), 

corporate income or profits taxes 

2) Indirect taxes: value-added tax (VAT), sales taxes, import duties, excise taxes on the 

consumption of products, alcohol, tobacco, etc.     

3) Non-tax revenues: natural resource revenue 

4) Financing from foreign sources through government 

All forms of taxation are found in Myanmar and part of the revenues go through different health 

financing channels. There are two main separate health-financing channels in Myanmar. All 

direct and indirect taxes, non-tax revenues and foreign aids, except payroll tax revenues, are 

pooled as general government revenues because payroll tax revenues are managed by the Social 

Security Board (SSB) separately. From this pool, about 3-4% is allocated to health through the 

Ministry of Health and Sport (MoHS) (Ministry of Health and Sports 2016). The other channel 

is the Social Security Scheme (SSS). Payroll tax revenues from the SSS are allocated to health 

facilities run by the SSS. These facilities are only available for the SSS beneficiaries. The social 

security funds as a share of government expenditure accounted for only 1-3% of total 

expenditure between 2000 and 2015.  

 

SOURCES OF HEALTH CARE REVENUES   

Until 1993, government funding was the main source of financing with free health care 

provision. After the political changes, the government spending on health was decreased and 
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there was an urgent need to raise revenues. Therefore, a cost-sharing system was introduced in 

1993 with exemption for the poor across all public health centers. This change included user 

charges for a private room, medicines, laboratory and imaging services. At the same time, the 

Trust Funds for the poor were established in 1997 with financial aid from international donor 

organizations (MoHS, unpublished information, 1993, 1997, 2000 and 2007). Since then, 

OOPPs have become the main source of health care financing in Myanmar (WHO 1997). The 

revenues generated from the cost-sharing system were remitted to the government (25%), 

hospital maintenance (25%), medicines and medical equipment refill (25%) and staff welfare 

(25%). The allocation for staff welfare was stopped in 2007, and this share has been transferred 

to the government. As expenditures for health were raised, Myanmar has piloted various health 

financing mechanisms such as Maternal Voucher Scheme (2012), Developing Township Based 

Micro Health Protection (TBMHP) (2012-2013), expansion of SSS (2012), Health Equity Fund 

and health care fund for the poor (Health Intervention and Technology Assessment Program 

2011, Ministry of Health 2012).  

 

THE SOCIAL SECURITY SCHEME (SSS) 

Up until now, there is only one social protection system, the SSS, which has been in place in 

Myanmar for more than six decades, i.e. since 1954. The scheme is provided by the Ministry 

of Labor. Employees insured under this scheme, are provided with free medical treatment, cash 

benefits and occupational injury benefits. According to the Social Security Act (1954), 

factories, workshops and enterprises that have over 5 employees whether State owned, private, 

foreign or joint ventures, must provide their employees with social security coverage. 

Currently, only 2% (689,535 employees) of the working population (30.13 million) or 1% of 

total population (52 million) are covered by the SSS. Because of the weakness in law 
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enforcement, a significant number of employees are still outside any social or health scheme 

especially in the informal sector. Consequently, the SSB is expecting that the Social Security 

Law (2012) will increase coverage by compulsory contributions from the formal sector as well 

as voluntary contributions from the informal sector, dependent workers, students and the 

community.  

The challenges to expand the SSS coverage includes limitation on the  provider side related to 

both health services provision and management capacity (Tessier and Thidar 2014). Hence, 

there is a potential to increase the coverage in Myanmar either by expanding the SSS or by 

establishing a new national health insurance system in addition to government expenditure. In 

order to do this, the perceptions of health insurance, ability/capacity to pay for insurance 

premium, and essential health care according to the potential beneficiaries, need to be known. 

Such evidence is absent at the moment making it difficult to determine what insurance system 

will be attractive for the general population. Without sufficient beneficiaries' enrolment, the 

new health insurance system will not be successful and its sustainability will be questionable.  

At present, there is little pooling of resources as the health system is fragmented and the 

management of payroll tax revenues in the SSS are separated from the direct allocation of 

government spending to MoHS’s public health facilities.  

Purchasing is also problematic in the Myanmar health care sector. Purchasing is the process of 

transferring pooled funds to health service providers. In theory, benefit entitlement policies, 

provider payment mechanisms, and the organization and governance structure of the 

purchasers should be considered to establish strategic purchasing in a country. The SSS has a 

specific benefit entitlement policy while MoHS is on the way to set up that policy and costing 

calculation. Up to date, the two main parallel public financing systems, government spending 

and the SSS, has not set a unified provider payment policy because both the government and 
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SSS act as a payer as well as health services provider within their systems, which causes 

fragmentation of the system.          

 

1.3. Aim and research questions  

The aim of this dissertation is to provide knowledge and insight relevant for the health 

insurance reform in Myanmar. The creation of a national health insurance scheme in Myanmar 

requires answers to questions such as: What is the burden of health care cost for the people in 

Myanmar? What financing mechanism will be suitable for Myanmar? What are the attitudes 

and perceptions towards health insurance in Myanmar?  

In view of the above policy questions, the central research question of the dissertation is: What 

kind of health insurance scheme will best fit Myanmar and how should it be implemented?  

To answer this research question, several sub-questions are formulated. First of all, there is a 

need to know which kind of health-financing reforms are taking place in the region and how 

these can be applied in Myanmar. This leads to the first sub-question: 

1) What are the lessons learnt from different health-financing reform in the region? 

Many nations including South East Asian countries expand population coverage by 

implementing different models of health-financing schemes (Chongsuvivatwong, Phua et al. 

2011, Tangcharoensathien, Patcharanarumol et al. 2011). The models have different level of 

financial protection, efficiency, equity, quality, and sustainability effect on the health system. 

Lessons learnt from different models may shorten the way to achieve UHC especially for a 

country like Myanmar that is in the initiative phase of health-financing reform.  

The second sub-question focusses on the burden of health care cost in Myanmar:    
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2) What is the financial protection level of current health-financing mechanism in 

Myanmar? 

There are two measures of the extent of health financial protection: catastrophic health care 

expenditure and impoverishment. Knowledge about the level of financial protection is essential 

for monitoring the health-financing arrangement in the country, e.g. to assess the progress 

toward UHC (World Health Organization and International Bank for Reconstruction and 

Development / The World Bank 2017, Wagstaff, Flores et al. 2018 a, Wagstaff, Flores et al. 

2018 b).  

To know the level of protection by the current health insurance system (i.e. the SSS), we 

formulate another sub-question:       

3) What is the level of protection provided by the SSS? 

After the endorsement of the Social Security Act, the SSS was introduced in Myanmar in 1957. 

However, the coverage of the scheme has not increased although the law requires the enrolment 

of all organizations with five and more employees. The benefit package provided by the SSS 

includes provision of health care without ceiling (Tessier and Thidar 2014). Little is known 

about  the differences in health care use and OOPPs between the general population and SSS 

beneficiaries in Myanmar. The investigation of the utilization rate and level of protection 

provided by the SSS may help to expand the coverage of the scheme.  

To obtain more insight into the feasibility of expanding the SSS or the initiation of a new health 

insurance system including designing the insurance package, the subsequent sub-question is 

formulated as follows:  
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4) What is the perception of beneficiaries on health insurance and to what extent are 

people in Myanmar willing and able to pay for health insurance and what are their 

expectations about health insurance?  

To establish a successful health insurance system, the risk pool must be as large as possible 

because a wider pool assures sufficient and sustainable revenues to improve access to essential 

health care and allow risk cross subsidization (Gottret, Schieber et al. 2008). Evidence suggests 

that the knowledge and perception of the beneficiaries has a significantly influence on the 

enrollment rate (Alkenbrack, Jacobs et al. 2013, Guiteras, Kazianga et al. 2013, Alkenbrack, 

Hanson et al. 2015).  

The last sub-question of the dissertation is: 

5) What are the views of health care stakeholders, ranging from consumers to decision 

makers, on the establishment of a national health insurance system? 

The views of various stakeholders may allow more understanding the slow progress of the 

currently implemented SSS among the SSS members and barriers to access health care among 

those without social protection. The opinions of the health care providers and policy makers 

based on their expertise and experiences may contribute to the selection of suitable health 

insurance system for Myanmar.   

 

1.4. The relevance of the dissertation 

The findings of this dissertation have policy relevance and implications. The review of different 

health-financing mechanisms in the Association of South East Asian Nations (ASEAN) 

countries (sub-question 1) might serve as the lessons learnt for other countries in South East 

Asia aiming and moving towards UHC. Investigation of the financial protection status of the 
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current health-financing mechanism (sub-questions 2 to 5) could highlight the need of health 

insurance reform in Myanmar. Understanding the pattern of health care utilization and OOPPs 

among people with social protection and without social protection, provides evidence on the 

financial protection level of the SSS. This information is needed to establish the financial 

protection capacity of the public pre-paid mechanism. Perceptions and preferences among 

people without social protection and current beneficiaries of the SSS may contribute to 

designing the benefit package. The view and perspective from various stakeholders could 

provide different options in the reform of public pre-payment mechanisms.   

 

1.5. Content of the dissertation 

This dissertation consists of seven chapters. The current chapter provides the background 

knowledge on the importance of financial protection and on the health financing mechanism in 

Myanmar, and the outline of the dissertation. Chapter 2 presents a systematic review of the 

health financing mechanisms in the ASEAN countries and the People’s Republic of China in 

order to derive lessons learnt for other developing countries. Chapter 3 explores the financial 

protection level of the current health financing mechanism in Myanmar. Chapter 4 highlights 

the extent of financial protection of the SSS. Chapter 5 outlines the knowledge, perception and 

preferences of health insurance system among potential beneficiaries. Chapter 6 explores the 

views and perspectives of health care stakeholders on the establishment of health insurance 

system in Myanmar. Finally, the key findings are summarized and discussed in Chapter 7. The 

dissertation concludes with recommendations for policy in moving towards UHC in Myanmar.        
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Chapter 2: Systematic Review of the Health Financing 

Mechanisms in the Association of South East Asian Nations 

Countries and the People’s Republic of China:  

Lessons for the Move towards Universal Health Coverage 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This chapter draws upon: 

Myint C-Y, Pavlova M, Thein K-N-N, Groot W. (2019). A systematic review of the health-

financing mechanisms in the Association of Southeast Asian Nations countries and the 

People’s Republic of China: Lessons for the move towards universal health coverage. PLoS 

ONE 14 (6): e0217278.   
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Abstract 

Background: This chapter presents the results of a systematic review focused on the health-

financing mechanisms, revenue rising, pooling, purchasing, and benefits, in the ASEAN 

countries and the People’s Republic of China, and their impact in terms of universal financial 

protection, utilization/equity and quality.  

Methods: Two sources are reviewed: 1) academic articles, and 2) countries’ health system 

reports. We synthesize the findings from ASEAN countries and China reporting on studies that 

are in the scope of our objective, and studies that focus on the system (macro level) rather than 

treatment/technology specific studies (micro level). 

Results: The results of our review suggest that the main sources of revenues are direct/indirect 

taxes and out-of-pocket payments in all ASEAN countries and China except for Brunei where 

natural resource revenues are the main source of revenue collection. Although many studies 

provide evidence of an increase in financial protection after reforming the health-financing 

mechanisms in the studied countries, inequity in financial protection continue to exist. Overall, 

the utilization of health care among the poor has increased as a consequence of the 

implementation of government subsidized health insurance schemes which target the poor in 

most of the studied countries. However, inappropriate policies and provider payment 

mechanisms impact on the quality of health care provision.  

Conclusions: We conclude that the most important factors to attain UHC are to prioritize and 

include vulnerable groups into the health insurance scheme. Government subsidization for this 

kind of groups is found to be an effective method to achieve this goal. A unified health 

insurance system providing the same benefit package for all, is the most efficient way to attain 
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equitable access to health care. Capacity building for both administrative and health service 

providers is crucial for sustainable and good quality health care.   
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2.1. Introduction 

At the fifty-eighth World Health Assembly, in 2005, the member states of the World Health 

Organization committed themselves to attain UHC for their citizens (World Health 

Organization 2016). As stated in the previous chapter, according to the WHO, UHC means 

universal access to essential health services of adequate quality but without financial hardship 

when paying for them (World Health Organization 2015 a). The WHO member states agreed 

on the development of their health-financing systems by strengthening the role of prepayment 

for health care while diminishing direct payments, which were seen as one of the barriers to 

access to health care (World Health Organization 2005). The governments’ commitment to 

achieve UHC was also demonstrated during several high-level meetings and resolutions, and 

finally included as part of goal number 3 in the 2030 Agenda for Sustainable Development. All 

these agreements highlighted the importance of health in the countries’ development and its 

high priority in the 21st century (World Health Organization 2011 a, World Health 

Organization 2012 a, World Health Organization 2012 b, The United Natiions 2015). Thus, the 

need for UHC is well recognized. It is expected that UHC can help to reduce out-of-pocket 

expenses and, at the same time, to provide essential health services to the population, including 

the poor.  

Several issues and gaps need to be addressed in moving towards UHC in low- and middle-

income countries (LMICs). With regard to the legal aspect, UHC simply implies that every 

resident has access to a basic set of health services. In terms of population coverage and public 

health, however, it is important also to determine whether UHC succeeds to ensure financial 

protection, equity and quality of health care across the various population groups, whether the 

health system financing is sustainable in the long term, and whether the resources for essential 

health care are used efficiently. It is overall accepted that UHC should not only prevent 
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unaffordable OOPPs and major income losses due to the use of health care, but should also 

eliminate delays in seeking necessary health care for financial reasons (Gottret, Schieber et al. 

2008, Abiiro and De Allegri 2015). 

The countries belonging to the ASEAN have started to reform their health financing to attain 

UHC. These countries face several hurdles to achieve UHC, including a lack of financial and 

human resources to provide health services. Simultaneously, the ASEAN countries face an 

increase in health care costs due to non-communicable diseases, persisting infectious diseases, 

and the reemergence of potentially pandemic infectious diseases (Minh, Pocock et al. 2014). 

However, each country has chosen a different path of reform depending on the available 

resources, e.g. external donor support, payroll tax, general revenues. As mentioned in the 

previous chapter, ASEAN countries have implemented a great variety of health-financing 

mechanisms in moving towards UHC. The different health-financing mechanisms show a 

varying level of sustainability, and differ in their form of governance and outcomes 

(Chongsuvivatwong, Phua et al. 2011, Tangcharoensathien, Patcharanarumol et al. 2011).  

The aim of this chapter is to systematically review (1) the health-financing mechanisms in 

ASEAN countries and (2) the impact of these mechanisms on the goals of UHC. The review 

includes the ASEAN countries: Brunei, Cambodia, Indonesia, Lao PDR, Malaysia, Myanmar, 

Philippines, Singapore, Thailand, and Viet Nam. We also include China, which is a country 

close to the ASEAN region, with a similar socio-demographic setting as most ASEAN 

countries, which has successfully progressed towards UHC in 2011. Our review framework is 

based on the essential elements of health-financing mechanisms proposed by McIntyre and 

Kutzin (2016), namely: revenue raising, pooling and purchasing. In addition, we review the 

level of achievement of UHC goals, utilization (equity in the use of health services), quality of 

care, and universal financial protection (McIntyre and Kutzin 2016).  
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By systematically reviewing the empirical evidence from the ASEAN countries and China, this 

chapter provides lessons that countries aiming at UHC can learn from the experiences in the 

region. The methods of literature search and analysis are presented in the method section, 

which is followed by a presentation of the results and their discussion. 

2.2. Methods 

We reviewed two sources of information: (1) academic journal articles, and (2) countries’ 

health system reports and website based on the method of systematic literature review (Higgins 

and Green 2011). The following chain of keywords were used: (health insurance system OR 

social security OR universal health coverage OR insurance agency) AND (payment mechanism 

OR reimbursement OR accountability OR access to insurance OR solidarity OR efficiency OR 

health care costs OR quality of care OR progressivity of revenue collection OR regressivity of 

revenue collection OR cross subsidization OR utilization OR equity) AND (ASEAN OR 

Brunei OR Brunei Darussalam OR Cambodia OR Indonesia OR Lao PDR OR Lao OR 

Malaysia OR Myanmar OR Philippines OR Singapore OR Thailand OR Viet Nam OR China). 

The literature search using the above chain of keywords was conducted in PubMed and Science 

Direct. The date of the literature search was fixed between 1 Jan 2010 and 11 April 2017. 

Consequently, our review describes the performance and the characteristics of the health 

systems in ASEAN countries and China during the period 2006-2017. The papers identified in 

the systematic search for the literature, were checked for their relevance with regard to the 

review objective defined above. We included all types of studies, quantitative and qualitative 

studies, as well as mixed methods and reviews. Only English-language papers that reported on 

empirical studies, were included in the list of relevant publications. Further, the list of papers 

obtained was limited by a set of criteria. We excluded papers from countries other than ASEAN 

countries and China, as well as papers reporting on studies that were beyond the scope of our 
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objective, and studies that focused on treatment/technology-specific areas (micro level) other 

than the system (macro level).  

To understand the heterogeneity of the health financing mechanisms, additional information 

was obtained from the countries’ health system review reports published in the Health System 

in Transition series. The reports were obtained from the Asia Pacific Observatory on Health 

Systems and Policies by the World Health Organization Regional Office for the Western 

Pacific (WPRO). However, no such report was found for Brunei, Singapore and Indonesia. 

Therefore, we included information obtained from the Singaporean Ministry of Health’s 

website, the country’s health profile of Brunei, and the countries’ health insurance system 

report/review of Singapore and Indonesia. The list of references used in the review and the type 

of information provided (health financing mechanism or impact on UHC goals or both), are 

described in Appendix A and B respectively.    

The publications (papers and reports) were analyzed by applying the method of directed 

qualitative content analysis (Hsieh and Shannon 2005). This analysis is also known as thematic 

analysis. It requires a selection of key themes in advance and subsequently, extracting and 

analyzing content related to these themes.  

Specifically, our analysis started with the concept of health-financing mechanism by McIntyre 

and Kutzin (2016) as a guide for selecting themes. The framework outlines the features of a 

health financing mechanism (revenue raising, pooling, purchasing, benefits) and their influence 

on the goals and intermediate objectives of UHC. Goals refer to financial protection, quality of 

care and utilization (equity in the use of health services) while intermediate objectives refer to 

equity in resource distribution, efficiency as well as transparency and accountability (13). We 

focus here on the health financing mechanisms and on the UHC goals. To identify the features 

of the health financing mechanism in a country and to measure the impact of these features on 
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the goals, we identified key indicators (see Table 2.1). The indicators summarized in Table 2.1 

were the themes used in the analysis. 

When screening the full text of the publications reviewed, information related to each theme 

was extracted from each publication reviewed into an extraction matrix (MS Excel file). 

Information per theme was synthesized and presented narratively. The narrative description 

was illustrated by tables.  

  



25 
 

Table 2.1: Indicators used for applying the framework of McIntyre and Kutzin (2016) 

Elements in the framework Indicators 

Revenue raising 

Direct taxes and indirect taxes 

Non-tax revenues: natural resource revenue 

Financing from foreign sources through government 

Out-of-pocket payments  

Pooling 
Single pool 

Multiple pool 

Purchasing 

Type of provider under universal health coverage  

Accreditation requirement for providers 

Provider payment method 

Capitation 

Fee-for-service  

Diagnostic-related groups  

Fee schedules 

Salary 

Global budget 

Benefits 
Coverage breadth 

Coverage scope 

Financial protection 
Out-of-pocket payments  

Catastrophic expenditure 

Utilization (equity in service use) Utilization rate among vulnerable group 

Quality 

Receiving standard health care 

Perceived quality of health care by beneficiaries such as 
long waiting time. 

 

The quality of all academic journal articles reviewed was assessed by using a quality grading 

protocol containing assessment items related to key aspects of the research design. Such quality 

assessment was not possible for the “the Health System in Transition series” and website 

reviewed because there was no specific explanation of the methods. The assessment tool used 

for quantitative studies included an assessment of the description of the study design, 

representativeness of the target population, appropriateness of the research design in relation 

to the aim of the study, the percentage of participation/response, data collection instruments, 

control for relevant confounders (design/analysis), participants awareness of the research 

question, appropriateness of the statistical methods, consistency of the intervention, and 
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unintended interventions that might have influenced the results of quantitative studies. The 

assessment tool used for qualitative studies included an assessment of the aim, methodology, 

appropriateness of the research design in relation to the aim of the study, recruitment, data 

collection instruments, relationship between researcher and participants, ethical issue, data 

analysis, clear statement of finding, and value for qualitative studies. For mixed method studies, 

the quantitative part was checked by using the assessment tool for quantitative studies and the 

qualitative part was checked by using the assessment tools for qualitative studies. The 

assessment tool used for systematic review study assessed the presence of a focused question, 

eligibility criteria, literature search description, dual review for determining which studies to 

include and exclude, quality appraisal for internal validity, list and describe included studies, 

publication bias, and heterogeneity for systematic review study. The detailed scoring protocol 

has been described in Appendix C. For each item, 1-3 points were given and then an overall 

average score was calculated as global rating score.  

 

2.3. Results 

Figure 2.1 describes the details of the selection process. The literature search in PubMed and 

Science Direct resulted in 1126 articles. After excluding articles published before 2010, 681 

articles were retained. Then, we excluded 101 articles from countries other than ASEAN 

countries and China, as well as 467 articles, which were out of the scope of our objective, and 

52 studies, which focused on treatment/technology-specific areas (micro level), as well as one 

study that was not available in English. As a result, 60 articles were included in the systematic 

review. In addition, 17 country reports were added.  

In total, 31 quantitative, 22 qualitative, 6 mixed method and 1 systematic review studies were 

found. 10 quantitative studies, 10 qualitative studies, 4 mixed-method studies, and one 
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systematic review studies found to be of medium quality and 1 quantitative study found to be 

of poor quality according to our checklist. The rest were found to be high quality studies.    
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Figure 2.1: Selection process of the studies 
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FINANCING MECHANISMS IN THE STUDIED COUNTRIES 

The components of health-financing mechanisms such as revenue raising, pooling, purchasing 

and benefits/ coverage in the ASEAN countries and China are subsequently described in this 

section. 

Revenue Raising 

As the revenue raising mechanism significantly influences the country’s financial protection 

capacity, our review summarized the ways of revenue raising. As shown in Table 2.2, the main 

sources of revenues are direct/indirect taxes and OOPPs in all countries except for Brunei 

where natural resource revenues are the main source of revenue collection (Abeysinghe, 

Himani et al. 2010, Romualdez Jr, Rosa et al. 2011, Jaafar, Noh et al. 2013, McKinney 2013, 

Marzoeki, Tandon et al. 2014, Jongudomsuk, Srithamrongsawat et al. 2015, Qingyue, Hongwei 

et al. 2015).  

Table 2.2: Revenue raising mechanisms by country 

Category  Country 
Reference index 

in appendix A 

Revenue 

raising 

Direct taxes and 

Indirect taxes 

Cambodia, China, Indonesia, Lao 

PDR, Malaysia, Myanmar, 
Philippines, Singapore, Thailand, 
Viet Nam 

1, 2, 4, 6, 7, 77, 

8, 11, 12, 14  

Non-tax revenues: 

natural resource 
revenue 

Brunei 75,  

Financing from foreign 

sources through 
government 

Cambodia, Lao PDR, Myanmar 1, 6, 77.  

Out-of-pocket 
payments 

Cambodia, China, Indonesia, Lao 

PDR, Malaysia, Myanmar, 

Philippines, Singapore, Thailand, 
Viet Nam 

1,2, 4, 6, 7, 77, 8, 
11, 12, 14 
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The direct taxes include income taxes, pay roll taxes (social health insurance contributions), 

corporate income or profits taxes, and indirect taxes, i.e. (VAT), business tax, and import and 

export taxes. In Viet Nam, indirect taxes are the major source of revenue (Tien, Phuong et al. 

2011). The revenue collection in low-income countries like Cambodia, Lao PDR and Myanmar 

include financing by foreign sources and donors through the government (Akkhavong, 

Paphassarang et al. 2014, Sein, Myint et al. 2014, Annear, Grundy et al. 2015). Table 2.2 

describes the revenue raising mechanisms found in the studied countries. 

 

Pooling 

As indicated in the Table 2.3, Brunei, Indonesia, Philippines, Malaysia, and Viet Nam have a 

single pool for revenue collection constituting a national health insurance. Although the 

revenues go into a single pool, the premium rates vary by employment status in these countries. 

The exception is Brunei and Malaysia where the single pool is based on direct and indirect 

general taxes and non-tax revenues other than premium payments (World Health Organization 

2011 b, Jaafar, Noh et al. 2013). In Indonesia, Philippines and the Viet Nam, the National 

Health Insurances’ revenues consist of social contribution and government subsidization for 

the poor people and specific target population such as minority ethnic groups, children under 

6 years, civil servants, and other privileged groups (Tien, Phuong et al. 2011, Mundiharno, 

Thabrany et al. 2012, Wiener and Muliati 2012, Long, Bales et al. 2013, Marzoeki, Tandon et 

al. 2014).  

Cambodia, China, Lao, Singapore, and Thailand have implemented multiple pooling systems 

while Myanmar has no formal arrangement. In Cambodia and Lao, the revenues of the health 

financing system are obtained from employees and employers through social insurance, non-

governmental organizations (NGOs) through Community-Based Health Insurance, and the 
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government and donors through the Health Equity Funds (Akkhavong, Paphassarang et al. 

2014, Annear, Grundy et al. 2015). In Myanmar, there is no proper arrangement for revenue 

collection in the health sector except for premium collection in the social security system (SSS) 

which only covers 1% of the population (Sein, Myint et al. 2014, Tessier and Thidar 2014). 

The revenues of the Basic Medical Insurance system in China come from premiums collected 

by the three insurance schemes: one social health insurance, namely Urban Employees’ Basic 

Medical Insurance (UEBMI); and two community-based health insurances, namely Urban 

Residents’ Basic Medical Insurance (URBMI) and New Rural Cooperative Medical Scheme 

(NRCMS). The government of China subsidizes 80% of URBMI and 70% of NRCMS in 

addition to the individual premium for each scheme. The government of China also funds the 

National Essential Public Health Services (Yip, Hsiao et al. 2012, Sun, Deng et al. 2014, 

Qingyue, Hongwei et al. 2015). 

 

Table 2.3: Pooling system of health financing mechanism by country 

Category  Country 
Reference index in 

appendix A 

Pooling 

Single pool 
Brunei, Indonesia, Philippines, 
Malaysia, Viet Nam 

4, 5, 7, 8, 14, 75 

Multiple pool 

Cambodia, China, Lao, 

Myanmar, Singapore, 
Thailand 

1, 2, 6, 9, 10, 11, 12, 
22, 23, 49, 77  

 

In Singapore, the “3M” system (Medisave, MediShield Life, Medifund), a special insurance 

scheme for the elderly, ElderShield, and a government subsidy are the financing mechanisms. 

Among these multiple tiers, the government subsidies cover up to 80% of the costs of acute 

hospital care in the first tier of protection to all citizens. In Thailand, the tax-financed 

mechanism for Civil Servant Medical Benefit Scheme (CSMBS), a mandatory tripartite 
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payroll-tax financing mechanism for the Social Health Insurance Scheme, and general taxes 

financing mechanism for the Universal Coverage Scheme (UCS) are sources of revenue 

(Jongudomsuk, Srithamrongsawat et al. 2015, Tangcharoensathien, Limwattananon et al. 

2015).  

 

Purchasing  

Table 2.4 shows the purchasing strategies by country. Service providers for health care in 

Brunei (World Health Organization 2011 b), Cambodia (Annear, Grundy et al. 2015), China 

(Yip, Hsiao et al. 2012, Qingyue, Hongwei et al. 2015), Lao (Syhakhang, Soukaloun et al. 

2011, Akkhavong, Paphassarang et al. 2014), Malaysia (Jaafar, Noh et al. 2013), Myanmar 

(Sein, Myint et al. 2014), and Viet Nam (Tien, Phuong et al. 2011, Phuong, Oanh et al. 2015) 

are all public sector providers. However, the health care coverage schemes in Indonesia 

(Marzoeki, Tandon et al. 2014), Singapore (Bai, Shi et al. 2013, Singapore Ministry of Health 

2015), Philippines (Romualdez Jr, Rosa et al. 2011) and Thailand (Damrongplasit and Melnick 

2015, Jongudomsuk, Srithamrongsawat et al. 2015) rely on a mix of public and private 

providers. Accreditation is required for the providers in Indonesia (Mundiharno, Thabrany et 

al. 2012, Marzoeki, Tandon et al. 2014)  and Philippines (Romualdez Jr, Rosa et al. 2011) 

although it is not required for public providers in Brunei, Cambodia, China, Lao, Malaysia, 

Myanmar, Singapore, and Viet Nam, and providers in general in Thailand. Details about the 

type of payment mechanism can be found in the table 
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Table 2.4: Purchasing strategies by country 

Purchasing strategies Country 
Reference index in 

appendix A 

Type of 

provider under 

universal 

health 

coverage  

Public 
Brunei, Cambodia, China, Lao, 
Malaysia, Myanmar, Viet Nam 

1, 2, 6, 7, 14, 22, 65, 
75, 77 

Private -  

Mixed 
Indonesia, Singapore, Philippines, 
Thailand 

4, 8, 9, 10, 12, 54   

Accreditation 

requirement 

for providers 

Yes Indonesia, Philippines 3, 4, 8,  

No 

Brunei, Cambodia, China, Lao, 

Malaysia, Myanmar, Singapore, 
Thailand, Viet Nam 

1, 2, 6, 7, 9, 12, 14, 75, 

77     

Provider 

payment 

method 

Capitation 
Cambodia, China, Indonesia, Lao, 

Philippine, Thailand, Viet Nam  

1, 2, 3, 4, 6, 12, 13, 14, 

15, 22, 54, 65, 72   

Fee-for-service  
China, Malaysia, Myanmar, 
Philippine, Thailand, Viet Nam  

2, 7, 8, 12, 13, 14, 29, 
47, 54, 65, 72, 77   

Diagnostic-

related groups  

China, Indonesia, Thailand,  

Viet Nam 
2, 3, 4, 12, 14, 49, 54   

Fee schedules Indonesia, Lao 4, 6   

Salary Myanmar 65 

Global budget Brunei, China, Malaysia, Thailand 2, 7, 12, 54,75   

*Because of multiple financing scheme and different kinds of health services (outpatient/inpatient or 

public/private) used, one country may be classified in more than one provider payment system. 

 

Benefits/ Coverage  

Data on coverage are divided into coverage breadth and coverage scope as describe in Table 

2.5. Coverage breadth means the population groups covered by any form of pre-payment 

system or social protection while coverage scope refers to the kind of health services provided 

under a pre-payment system or social protection scheme. With regard to the coverage breadth, 

more than 95% of the population in China (Qingyue, Hongwei et al. 2015) and all citizens in 

Brunei (McKinney 2013), Malaysia (Jaafar, Noh et al. 2013), Singapore (Singapore Ministry 

of Health 2015), and Thailand (Jongudomsuk, Srithamrongsawat et al. 2015) are protected by 

some form of government subsidy and/or risk-pooling scheme. The coverage breadth in 
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Indonesia (63%) (Mundiharno, Thabrany et al. 2012), Philippines (76%) (Romualdez Jr, Rosa 

et al. 2011) and Viet Nam (67%) (Long, Bales et al. 2013) still have some gaps and have not 

reached the WHO recommended level of more than 90%. Cambodia (estimated 17-18%) 

(Annear, Grundy et al. 2015), Lao (13.7%) (Akkhavong, Paphassarang et al. 2014), and 

Myanmar (estimated 1%) (Sein, Myint et al. 2014), have the lowest coverage breadth in the 

region. 

With regard to the coverage scope, it should be pointed out that in Cambodia and Myanmar the 

Social Health Insurance in both the private and the public sector have not defined the benefit 

package yet (Tessier and Thidar 2014, Annear, Grundy et al. 2015). Each country has its own 

definition of the basic benefit package which includes the services that are perceived as 

essential for the population health. If a pre-payment system or social protection scheme covers 

more than the basic package services, the package is described as a generous package. The 

basic benefit package has been defined in China, Lao, and the Philippines. Because of China’s 

policy of achieving UHC in a stepwise manner, at the moment only the UEBMI provides a 

comprehensive service package that covers the costs of outpatient, inpatient, and pharmacy 

(about 2300 drugs covered). The URBMI and the NRCMS provide limited service packages 

which mainly cover inpatient services, outpatient services for catastrophic diseases, and limited 

outpatient services for other diseases (Yip, Hsiao et al. 2012, Sun, Deng et al. 2014, Meng, 

Fang et al. 2015, Qingyue, Hongwei et al. 2015, Yu 2015). In Lao, the basic package within 

the Social Health Insurance for the private sector covers outpatient and some inpatient services; 

and the package within the Social Health Insurance for civil servants covers 50% of total cost 

for selected services such as transport, major surgery, certain chronic diseases and certain high 

cost treatments. People enrolled in the community-based health insurance (CBHI) can access 

health services available at health centers and district hospitals, with referral to provincial and 

central hospitals if needed. The Hospital Equity Fund provides outpatient and inpatient services 
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as well as travel and food subsidies (Akkhavong, Paphassarang et al. 2014). In the Philippines, 

the National Health Insurance provides a basic package, which covers expenditures for 

inpatient services up to a ceiling, as well as expenditures for specific outpatient services such 

as day surgeries, chemotherapy, radiotherapy, and dialysis (Romualdez Jr, Rosa et al. 2011). 

 

Table 2.5: Benefits/ coverage of currently implemented health-financing mechanism by 

country 

Category  Country 
Reference index in 

appendix A 

 

Benefit/ 

Coverage 

Coverage 

breadth: 

population 

protected by 
government 

subsidies 

and/or 
prepayment 

and/or risk-

pooling 
schemes 

> 90% 
Brunei, China, Malaysia, 

Singapore, Thailand 

2, 7, 10, 11, 12, 20, 22, 

23, 27, 29, 49, 54, 75 

≤ 90% 

90- 50% 
Indonesia, Philippines, 
Viet Nam 

3, 4, 8, 14, 65 

25-49% -  

< 25% 
Cambodia, Lao, 
Myanmar,  

1, 6, 77 

Coverage 
scope:  

benefit 
package 

Essential health 
care only 

China, Lao, Myanmar, 
Philippines  

2, 6, 8, 20, 22, 23, 29, 
77 

Essential health 

care + high-cost/ 
tertiary care 

Brunei, Indonesia, 

Malaysia, Singapore, 
Thailand, Viet Nam 

3, 4, 7, 9, 10, 11, 12, 
14, 49, 54, 76    

Not defined yet Cambodia 1 

 

In contrast to these countries, Brunei, Indonesia, Malaysia, Singapore, Thailand, and Viet Nam 

have a comprehensive benefit package. For example in Brunei and Malaysia, services from 

prevention and primary health care to tertiary hospital care are completely covered (World 

Health Organization 2011 b, Chua and Cheah 2012, Jaafar, Noh et al. 2013). In Indonesia 

however, the package is comprehensive but depends on the level of insurance chosen by the 

individual (of first, second and third-rate care) (Mundiharno, Thabrany et al. 2012, Marzoeki, 

Tandon et al. 2014). In Viet Nam, the Social Health Insurance provides a comprehensive 
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package based on an inclusive list that covers a broad range of ambulatory and hospital care as 

well as advanced diagnostic curative health services and therapeutic service (Tien, Phuong et 

al. 2011). In Thailand and Singapore the coverage is more complex because of the multiple 

pooling systems. (Abeysinghe, Himani et al. 2010, Bai, Shi et al. 2013, Singapore Ministry of 

Health 2015), (Damrongplasit and Melnick 2015, Jongudomsuk, Srithamrongsawat et al. 2015, 

Tangcharoensathien, Limwattananon et al. 2015) 

 

THE IMPACT OF THE HEALTH FINANCING MECHANISM  

The impact of the health-financing mechanisms in the ASEAN countries and China has been 

investigated in some of the publications reviewed. The methods used for this include: (1) a 

comparison of pre and post health-financing mechanisms in terms of financial protection, 

efficiency, effectiveness, equity, payment and utilization of health services; (2) evaluation of 

the implementation of the program; review of the implementation of health-financing 

mechanisms and evaluation. Below, we present the key findings grouped into four categories: 

financial protection, sustainability, efficiency, equity and quality of health care provision, 

which are based on the UHC goals as explained at the outset of the chapter. 

 

Universal financial protection  

The aim of UHC is that all people receive the health services they need without suffering 

financial hardship. Although many studies provide evidence of an increase in financial 

protection after reforming the health-financing mechanisms in the studied countries, inequity 

in financial protection continue to exist. The coverage rate in China is almost 100% but there 

is inequity in financial protection as the health care utilization rate among the rich is higher 
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than among the poor. The poor cannot afford the OOPPs required by a policy of high co-

payments in China (Chen, Chen et al. 2012, Fang, Shia et al. 2012, Yu 2015, Ma, Xu et al. 

2016). In the Philippines, the poor face uncertainty to pay OOPPs if the hospital charges are 

higher than the benefit ceiling (Tobe, Stickley et al. 2013). Financial protection by insurance 

in Viet Nam is greater at the district and higher-level state hospitals than at the community 

health center. We find that charging higher treatment fees and running a private ward for those 

who can afford to pay, enhance the financial stability of the benefit package. Consequently, 

there is more financial protection for higher income enrollees who usually seek treatment at 

the higher-level state hospital. The lower income enrollees usually go to the community health 

center where OOPPs are higher due to the limited drug coverage, lack of central procurement 

agency and frequent shortages of drugs (Sepehri 2014 b). We also find that Thailand achieves 

a high level of financial protection by providing a comprehensive benefit package resulting in 

very low incidence of OOPPs and catastrophic health spending (Tangcharoensathien, 

Limwattananon et al. 2013, Tangcharoensathien, Pitayarangsarit et al. 2013, 

Tangcharoensathien, Limwattananon et al. 2015). 

 

Utilization (equity in health care used)  

Health service utilization or health outcomes of the target population e.g. poor or vulnerable 

groups are found to affect equity of health service provision. Sources of revenue collection and 

patterns of pooling directly impact on equity of health care utilization among insurers. The 

governments of most ASEAN countries support financial assistance to their population either 

in the form of subsidization or by establishing free health service provision. A single payer 

health insurance system with a unified benefit package results in a more equitable health care 

utilization than fragmented schemes. Overall, the utilization of health care among the poor has 
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increased as a consequence of the implementation of government subsidized health insurance 

schemes which target the poor e.g., the NRCMS in China (Zhou, Gao et al. 2011, Chen, Chen 

et al. 2012, Liu, Tang et al. 2012, Xin 2015, Yu 2015, Zhang, Tang et al. 2015), social health 

insurance (Askeskin) in Indonesia (Sparrow, Suryahadi et al. 2013), the national health 

program in Philippines (Tobe, Stickley et al. 2013), UCS in Thailand (Yiengprugsawan, 

Carmichael et al. 2010a, Panpiemras, Puttitanun et al. 2011, Somkotra 2011, Yiengprugsawan, 

Carmichael et al. 2011b, Youngkong, Baltussen et al. 2012, Tangcharoensathien, 

Pitayarangsarit et al. 2013, Mee-Udon 2014, Damrongplasit and Melnick 2015), and the 

national health insurance in Viet Nam (Nguyen and Wang 2013, Guindon 2014, Sepehri 2014 

b). The strength of the Malaysian health system is the strong public role in health-financing by 

protecting the poor and reaching for universal coverage (Chua and Cheah 2012). In Lao, no 

significant differences in the appropriateness of care for patients at different income levels have 

been found among the insured patients (Syhakhang, Soukaloun et al. 2011).  

In general, value judgements in coverage decisions and the development of well-functioning 

primary health care facilities can increase equity in health care coverage. For example, equity 

has been included in the coverage decision process in Thailand, i.e. renal replacement therapy 

has been included in the health benefit package to prevent catastrophic spending and to ensure 

equity across all schemes despite renal replacement therapy is not cost-effective and 

contributed to a long-term fiscal burden (Tantivess, Velasco et al. 2012, Youngkong, Baltussen 

et al. 2012). A well-functioning primary health-care system with competent and committed 

health workers in China and Thailand have been developed to facilitate access to health care 

especially for the poor (Li, Hou et al. 2015, Ruangratanatrai, Lertmaharit et al. 2015). Equity 

in financial protection has been also improved when fragmented health insurance schemes are 

consolidated. For example, consolidation of all three fragmented health insurance schemes in 
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China has reduced the inequity in reimbursements between the high-income and low-income 

population (Meng, Fang et al. 2015).  

On the other hand, a fragmented health insurance scheme results either in inequity in access to 

high quality health care and financial protection or in different health outcomes for different 

beneficiaries. For example, a huge variation in needs and local fiscal capacity within regions 

and provinces, and premiums across different health insurance schemes and regions create 

inequities in insurance coverage in China (Yu, Meng et al. 2010, Fang, Shia et al. 2012, Sun, 

Deng et al. 2014, Yuan, Rehnberg et al. 2014, Yu 2015, Zhang, Tang et al. 2015, Dai, Hu et al. 

2016, Flato and Zhang 2016, Liu, Wong et al. 2016). Similarly, the beneficiaries of different 

insurance schemes receive care of different quality in Viet Nam due to different reimbursement 

rates (Sepehri 2014 b). Another example is Thailand where different health outcomes have 

been found among the beneficiaries of different insurance schemes particularly in emergency 

medical care regardless of whether the payment rate is harmonized in all three schemes. Some 

studies found inequities in inpatient utilization between pro-rich and pro-poor even within the 

same scheme (Thoresen and Fielding 2011, Yiengprugsawan, Carmichael et al. 2011b, Mee-

Udon 2014, Suriyawongpaisal, Aekplakorn et al. 2015).  

Another factor which causes inequity in access to health care is related to high co-payments or 

premiums or deductibles. For example, in China, the utilization of high quality health services 

by the rural elderly is low compared to their urban counterpart due to the inability to afford a 

high co-payment (Zhang, Cheng et al. 2010, Dai, Zhou et al. 2011, Chen, Chen et al. 2012, Li 

and Zhang 2013, Shi and Zhang 2013). Again in Singapore, the elderly face a lack of insurance 

coverage (MediShield) for catastrophic health expenses due to age limits, high premiums and 

deductibles (Abeysinghe, Himani et al. 2010). 
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Regarding factors contributing to inequity in access to health care, automatization of hospitals 

cannot be overlooked. For example, the financial protection of insurance in Viet Nam is greater 

at the district and higher-level state hospitals than at the community health center. This is 

because charging higher treatment fees and running a private ward in these higher hospitals 

increase financial stability. Consequently, the greater financial protection for the higher income 

enrollees who usually seek treatment at the higher-level state hospital has been found. The 

lower income enrollees who usually go to the community health center where OOPPs are 

higher due to the limited drug coverage, lack of central procurement agency and frequent 

shortages of drugs (Sepehri 2014 a).  

 

Quality  

Inappropriate policies and provider payment mechanisms impact on the quality of health care 

provision. Quality means receiving treatment of needed health care that improves health. For 

example, general practitioner (GPs) in Indonesia have limited professional autonomy in 

accessing medicines and procedures due to health insurance policies and capitation payment 

method (Syah, Roberts et al. 2015). Similarly, limitations in transferring patients from rural 

hospital to tertiary hospitals due to the money follow the patient policies have been 

implemented in Thailand (Yiengprugsawan, Carmichael et al. 2011b). The last factor that 

negatively impacts on quality of health care is a poor referral system from primary care service 

to tertiary hospital, e.g. in Viet Nam (Phuong, Oanh et al. 2015). 

Some of the studied countries have tried to find ways to improve quality of health care 

provision and some provide evidence of the impact on quality. Strategic purchasing through an 

appropriate provider payment mechanism, establishment of a 24-hour call center, and the 

development of health care accreditation are currently practiced as ways to improve quality of 
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health care. For example, Thailand has arranged for a fee schedule for high cost interventions 

to prevent the under-provision of services because evidence found that capitation payment 

causes limited service provision. Thailand has also established a 24-hour call center which 

receives complaints/problems from beneficiaries and providers to enhance satisfaction of both 

groups (Tangcharoensathien, Limwattananon et al. 2015). Moreover, health care accreditation 

has been developed in Thailand and Indonesia with the expectation that it will contribute to 

quality of care after adoption of UHC. Although the accreditation process is not mandatory, 

providers receive an incentive according to their level of accreditation status in Thailand 

(Sparrow, Suryahadi et al. 2013, Mate, Rooney et al. 2014).  

The perception of insured individuals of the quality of health care provided under the health 

insurance scheme is crucial for the extension of the health insurance scheme. The perceptions 

of insured individuals about the quality of health care refer the way of health services provision 

such as waiting time, consultation time, communications which differ from the definition of 

health outcome described in above.  In Lao and Viet Nam, for example, insured individuals 

perceived that the quality of health care that they received is poor and includes long waiting 

times and a limited benefit package (Liu, Tang et al. 2012, Nguyen, Khuat et al. 2012, Do, Oh 

et al. 2014, Alkenbrack, Hanson et al. 2015). This explains the low enrolment rate in Lao and 

the low utilization rate of health cards to access health services in Viet Nam. The uneven quality 

of health care can be found not only between different providers (public/private) e.g., 

Philippines (Tobe, Stickley et al. 2013), but also within the same facility if the private fee-

paying ward is established e.g., hospital automatization in Viet Nam (Sepehri 2014 a). 
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2.4. Discussion 

In this chapter, we have presented the results of a systematic review of the types of health-

financing mechanisms in ASEAN countries and China, and the impact of these mechanisms on 

achieving UHC goals. Among the 11 countries studied, Brunei and Thailand are the leading 

countries in moving towards UHC by achieving all three aspects of UHC — coverage breadth, 

scope and depth or financial protection. As indicated by our review, this is because of the high 

political will to invest in health and to provide a comprehensive benefit package with negligible 

or no co-payment by beneficiaries (Tangcharoensathien, Pitayarangsarit et al. 2013). OOPPs 

can still be high if pre-paid health insurance systems cannot offer comprehensive benefit 

services or high co-payments are required either for high cost care (e.g. China and Viet Nam) 

or private care (e.g. Singapore and Malaysia). General government health expenditure (GGHE) 

as a percentage of THE in Indonesia and Philippines are nearly equal but Indonesia provides a 

comprehensive benefit package resulting in a higher financial protection level than the 

Philippines that has targeted to reach universal coverage breadth.   

We found that all three components — revenue raising, pooling and purchasing — of health-

financing mechanisms have an effect on equity and quality in health service provision. 

Specifically, our findings highlight the importance of government investments especially for 

the poor to extend the coverage scope and financial protection in moving towards UHC. 

Financial constraints such as low levels of overall and government spending on health care are 

found to be one of the barriers to achieve UHC in ASEAN countries (Minh, Pocock et al. 2014). 

For this reason, predominant reliance on public financing in vulnerable population groups is 

necessary to achieve UHC (Rao, Petrosyan et al. 2014, Mathauer, Theisling et al. 2016). On 

the other hand, in countries where revenues are low, the financial stability of the health system 

might be endangered by the rise in use and cost of health care like Thailand and Vietnam. Then 
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additional revenues with a high rate of government subsidies may positively impact on the 

sustainability of the health system.   

Another important finding of our review is that a fragmented health-financing system causes 

inequity in access to health care, health outcomes, and financial protection among beneficiaries 

of different health insurance schemes. This result is in line with previous studies on LMICs, 

and BRICS countries (Brazil, Russia, India, China and South Africa) showing that apart from 

limiting cross-subsidies, the fragmentation of pools has contributed to different benefit 

packages leading to inequities in access to care, inefficiencies and different level of financial 

protection across population groups (McIntyre, Ranson et al. 2013, Rao, Petrosyan et al. 2014). 

A consolidation of the fragmented health insurance schemes can improve efficiency and equity 

in the health system, as shown by one study in selected counties in China (Meng, Fang et al. 

2015). This finding supports previous findings on administrative cost savings through a 

consolidated system compared to a more fragmented system (Glied 2009). However, another 

study suggested that single-payer models may be the best option for equitable access but it 

offers limited choice of insurer (Oliver 2009). 

Our review also found that the implementation of government provided health insurance 

schemes generally results in increased health care utilization of the poor. However, some 

studies in our review pointed out that there is inequity in access to health care not only for 

beneficiaries of different health insurance schemes but also for the beneficiaries of same health 

insurance scheme if socio-economic status and geographic area is not the same. This result 

supports previous evidence pointing to the greater health care benefits for better-off individuals 

than the poor especially in hospital expenditure under the same health insurance scheme 

(Anselmi, Lagarde et al. 2015, Asante, Price et al. 2016). In our review, we found studies that 

report on the greater importance of social values in coverage decisions than scientific evidence 

in cost-effectiveness (Tantivess, Velasco et al. 2012). Although this might negatively impact 
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on efficiency, it can increase equity in health care coverage e.g. in Thailand. Moreover, a high 

cost-sharing policy causes inequity in access to health care among beneficiaries of the same 

health insurance schemes especially for the poor. This result is in agreement with those 

obtained by Meng (2011) who found that different levels of cost sharing have an effect on 

health services utilization. Generally, higher cost sharing leads to lower health care utilization 

(Qingyue, Liying et al. 2011).  

Our results suggest that capitation payment can improve the efficiency of health insurance 

systems in ASEAN countries. Specifically, capitation or salary plus performance bonus 

payments can improve efficiency and CBHI performance in developing countries, while fee-

for-service (FFS) may threaten the financial sustainability of CBHI schemes (Robyn, 

Sauerborn et al. 2013). At the same time, our review found that capitation payment can be a 

limiting factor to provide good quality care. The possible explanation for this is that the 

provider does not prescribe expensive medicines or diagnostic tests within the limited 

capitation payment. This result is in accordance with the findings of Gosden et al. (2001), who 

indicate that FFS resulted in more patient visits, greater continuity of care, and higher 

compliance with a recommended number of visits. We also found that Thailand has arranged 

a fee schedule for high cost interventions to prevent the under-provision of services due to 

capitation payment.  

Promoting the integration of accreditation programs in the health insurance system is the best 

way to improve quality of health care provision as well as contributing to a more standardized 

method to compare quality of health care provision among providers. Some studies showed 

that human resource management plays a role in the waiting time at outpatient clinics (Silva, 

Hewapathirana et al. 2017, Domagala and Klich 2018).   
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This review has some limitations. No country health system or health-financing system report 

was found for Brunei or Singapore or Indonesia; and no literatures on the impact was found for 

Brunei or Myanmar or Singapore and no literatures on accountability or transparency of health 

financing system was found for all 11 studied countries. Only few studies have looked at 

quality of health care and these studies did not mention how quality is measured which makes 

it difficult to compare the results.    

  

2.5. Conclusions 

This chapter shows a diversity of implementation strategies of health-financing systems in 

ASEAN countries and China. Also, their impacts on financial protection, utilization (equity in 

accessing health care) and quality differ. This may provide lessons for the countries on the way 

to UHC. According to our findings, the most important factor to reach UHC are secure 

government investments targeting the most vulnerable population groups in addition to revenue 

collection from the better-off population. At the same time, it should be acknowledged that a 

reliance on government funds alone can also threaten the sustainability of health financing 

because any weakening of government commitment can reduce the financial protection for 

vulnerable people.” Secondly, a unified health insurance system providing the same benefit 

package for all is the best way to attain equitable access in health care and more efficient health 

care provision. Thirdly, capacity building for both administrative and health service providers 

is crucial for good quality health care. Fourthly, clear guidelines or regulations are needed for 

the implementation and the coordination between payers, providers and insurers. Finally, a 

comprehensive benefit package should be offered for the insurance to be attractive and 

maximize the financial protection.  
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Chapter 3: Assessing the Catastrophic Health Care 

Expenditure in Myanmar: Data from the Livelihoods and 

Food Security Trust Fund Household Survey 2013-15 
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Abstract 

Background: Millions of people are impoverished due to health care spending and the highest 

catastrophic health expenditures are found in countries in transition. This chapter analyzes the 

extent of financial protection conferred by estimating the incidence of catastrophic health care 

expenditure in Myanmar and its association with socio-demographic factors. 

Methods: We performed a secondary analysis of data from the household surveys conducted 

by the Livelihoods and Food Security Trust Fund in 2013 and 2015 in Myanmar. We applied 

the WHO definition of catastrophic payment; a household’s out of pocket payment for health 

care exceeds 40% of its capacity to pay, in estimating the magnitude of catastrophic health care 

expenditure. We also examined the changes in catastrophic rate at three different threshold 

levels (20%, 30%, 40%) with one equation allows negative capacity to pay (modified WHO 

approach) and another equation control negative capacity to pay (standard WHO approach). 

Results: In 2013, the incidence of catastrophic expenditure was 21%, 13%, 7% (standard WHO 

approach) and 48%, 43%, 41% (modified WHO approach) at the 20%, 30%, 40% threshold 

level, while in 2015, 18%, 8%, 6% (standard WHO approach) and 47%, 41%, 39% (modified 

WHO approach) respectively. Geographical location, gender of the household head, total 

number of household members, number of children under 5, and number of disabled persons 

in the household were statistically significantly associated with catastrophic health care 

expenditures in both studied years 2013 and 2015.  

Conclusions: Although the level of catastrophic health care expenditure varies depending on 

the approach and threshold used, the problem of catastrophic expenditures in Myanmar cannot 

be denied. The government of Myanmar needs to scale up the current SSS or establish a new 

financial-protection mechanisms for the population.   
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3.1. Introduction 

Around the world, millions of people are impoverished due to health care spending or have to 

spend catastrophic amounts of money for health care. As outlined in Chapter 1, catastrophic 

payments impede access to health care. Catastrophic expenditure can occur in every country at 

all stages of development, even in countries with well-developed financial risk protection 

mechanisms (Xu, Evans et al. 2005). However, the highest catastrophic health expenditures are 

found in countries in transition. According to a study published in 2003, the proportion of 

households facing catastrophic health expenditure varies across countries, ranging from 0.01% 

to 11.4% (Xu, Evans et al. 2003 ). A more recent study on 99 countries shows that the global 

incidence of catastrophic spending at the 10% threshold of household consumption has slightly 

increased from 9.7% in 2000 to 11.4% in 2005 and to 11.7% in 2010 (Wagstaff, Flores et al. 

2018 a).  

In Myanmar, OOPPs are the main source of health care financing, representing 74% of the 

THE in 2015. This percentage ranks Myanmar as the country with the highest OOPPs for health 

care among the ASEAN countries (World Health Organization 2015 b). Xu, Evans, et al. 2003 

find that the higher the OOPPs contribution to THE is, the higher the chance of catastrophic 

payments is (Xu, Evans et al. 2003 ). Countries with a prepayment system or social protection 

system generally provide better access to care and are less burdened by catastrophic health care 

expenditures (Xu, Evans et al. 2007, Wagner, Graves et al. 2011). However, such protection 

mechanisms are largely missing in Myanmar. The SSS in Myanmar was established in 1957, 

but at present, it protects only 1% of the population (see Chapter 1 for details). The SSS is not 

yet ready to expand its coverage because of low capacity of the supply-side. 

A small number of studies have estimated the catastrophic health care expenditure in Myanmar. 

The studies that have investigated this expenditure find that catastrophic payments range 
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between 10% and 40%, depending on the method applied (Ministry of Health and World Health 

Organization 2008, Lwin, Sillabutra et al. 2011, Khaing, Malik et al. 2015, Oo, Lwin et al. 

2015, Mohanty, Agrawal et al. 2017). However, these studies have been unable to disaggregate 

the OOPPs amount for specific health care services, such as pharmaceuticals, medical products, 

outpatient care, dental, travel, and inpatient care.  

This chapter explores the extent of financial protection conferred by estimating the incidence 

of catastrophic health care expenditure in Myanmar and its association with socio-demographic 

factors. We performed a secondary analysis of data from the household surveys conducted by 

the Livelihoods and Food Security Trust Fund (LIFT) in 2013 and 2015 in Myanmar. The LIFT 

was initiated in 2010 to assist the poor with food availability and income. The LIFT program 

provides inputs for agriculture (e.g., seed, credit, and equipment) and non-agricultural 

livelihood (e.g., capital investments, credit, training, technical assistance, and marketing 

support), as well as advice on natural resource management (e.g., community forestry and 

mangrove rehabilitation and embankments against flooding) and to develop effective social 

protection measures, especially for the chronically poor. The LIFT household survey was 

conducted among all population groups (i.e., those covered and not covered by the LIFT) in 

the country’s main agro-ecological zones: Hilly zone, Dry zone, and Delta zone.  

This chapter is important because it examines the level of financial protection conferred in 

Myanmar using regionally representative data provided by the LIFT survey. Evidence on the 

association between socio-demographic factors and catastrophic health care expenditures 

highlights vulnerable groups who should be the priority in policy formulation in Myanmar. We 

also use two different approaches to check the robustness of our findings, which may be of 

interest for countries conducting similar studies.   
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3.2. Methods 

DATA SOURCES 

The LIFT household survey was conducted as part of the evaluation of LIFT activities 

described above. Three surveys were carried out in 2011, 2013, and 2015 in the main agro-

ecological zones: Hilly zone, Dry zone, and Delta zone. These zones cover 76 townships in 8 

of 15 states/regions in Myanmar. However, data on expenditures were only collected in 2013 

and 2015, so data from those years were only used in our analysis. The surveys were carried 

out among 200 villages. Although the survey was conducted among 16 households in each 

village, data on expenditures were only collected among 5 households in each village. The total 

sample for the expenditure part of the survey was 1000 in 2013 and 1165 in 2015 (UNOPS 

2013).  

The expenditure survey questions were adapted from the 2009-2010 Integrated Household 

Living Conditions Assessment survey conducted in Myanmar, which was based on the World 

Bank’s Living Standards Measurement Study surveys. The questions were adapted to the 

Myanmar context by replacing local foods and other goods consumed in the country. We did 

not participate in the design of the survey and in the data collection process. The data from the 

expenditure module that we used for our analysis, were anonymized before being provided to 

us.  

The expenditure dataset is divided into six sections: 

 Food consumption expenditures over the last 7 days at home: pulses, beans, nuts, and seeds; 

meat, dairy, eggs; fish and other seafood; roots and tubers; vegetables; fruits; spices and 

condiments; other food products except tobacco and alcohol. 



52 
 

 Other food consumption expenditures during the last 7 days: alcoholic beverages consumed 

at home or outside of home; food and beverages taken outside home 

 Food consumption expenditures during the last 30 days: rice and cereals; oil and fats; milk 

products; other food items 

 Nonfood consumption expenditures during the last 30 days: Energy for household use (e.g., 

firewood, charcoal, kerosene, diesel, gas, electricity, candles, battery charging, and other 

energy sources); water; personal apparel; medicines/drugs (including traditional medicine); 

local transport (daily travel excluding that for health and education); other nonfood items 

 Nonfood consumption expenditures during the last 6 months: clothing and other apparel; 

home equipment; house rent and repair; health (including  traditional medicine); education 

(including preschool and adult education); travel/trips (overnight travel excluding health 

and education); other 

 Value of assets: household items; agricultural items 

The estimation of total expenditures was done based on daily expenditures after recalculating 

the various timeframes. The variables used in the calculations and their definit ions are 

described in Appendix D. 

 

ANALYTICAL APPROACH 

To measure financial protection, two main indicators (namely, catastrophic spending and the 

impoverishing effects of payment for health care) were used (Wagstaff, Flores et al. 2018 a).  

Two definitions are widely used to estimate catastrophic health care expenditure: 
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1) The sustainable development goal method: when a household’s OOPPs for receiving 

health care exceeds 10% and 25% of household income or consumption (World Health 

Organization and International Bank for Reconstruction and Development / The World 

Bank 2017).  

2) The WHO method: when a household’s OOPPs for health care exceeds 40% of its 

capacity to pay (Xu 2005).  

The impoverishing effects of health care spending was defined as total expenditures falling 

below the poverty line after paying for receiving health care (Wagstaff, Flores et al. 2018 b). 

In this analysis, we only focused on catastrophic spending because the choice of the poverty 

line required for estimation of impoverishment is sensitive in Myanmar. 

To identify households with catastrophic health care spending, we applied the WHO method, 

which is based on a food-based basic need line. We used the standard WHO approach and the 

modified WHO approach (Xu 2005). Differences in the calculation of basic needs and 

differences in the predefined thresholds lead to differences in the estimated incidence of 

catastrophic expenditures calculated by the different methods. Both approaches use OOPPs as 

the numerator, including both the formal and informal payments made by household for health 

services. The denominator is the capacity to pay, which was calculated as total household 

expenditures minus subsistence expenditures, i.e., the expenditures necessary for basic needs. 

Where food expenditures are regarded as basic needs, then the average spending on food per 

person by households when food spending is between the 45th and 55th percentiles is used as 

the standard amount for subsistence expenditures. However, when food expenditures are less 

than subsistence expenditures, the capacity to pay is defined as total expenditures minus food 

expenditures in the WHO standard method. The modified WHO approach, on the other hand, 

allows for negative capacity to pay. Another difference is in the equivalence scales used. The 
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standard WHO equivalence scale is used for the standard WHO approach, and the Organization 

for Economic Co-operation and Development (OECD) equivalence scale is used for the 

modified WHO approach (Xu, Evans et al. 2003 , Wagstaff, Flores et al. 2018 a). A comparison 

of estimates of catastrophic health care expenditures using these two approaches can be found 

in Table 3.1. Details on the calculation of catastrophic expenditures (Xu 2005) are presented 

in Appendix E.  

 

STATISTICAL ANALYSIS 

We first calculated the incidence of catastrophic expenditures using three thresholds, namely, 

20%, 30%, and 40% of the household’s capacity to pay. We employed this approach for the 

standard WHO approach and the modified WHO approach. We counted the number of 

households that exceeded the given thresholds. Results are presented for the total sample in 

2013 and 2015. We also present the distribution of catastrophic OOPPs by consumption 

quintiles: poorest, second, third, fourth, and the richest quintile. In addition, regression analyses 

were completed to identify the relation between socio-demographic characteristics and 

catastrophic health care expenditures at all three thresholds using both approaches. Socio-

demographic characteristics included households’ LIFT intervention status; region; age, 

gender, and education of the household head; total number of household members; number of 

children under 5 years old; number of disabled persons in the household; and the total monthly 

household income. All analyses were carried out using the software package STATA 14.  
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Table 3.1: Comparison of the two methods used in the estimation of catastrophic health care expenditure 

Method Numerator Denominator 
Capacity to pay 

Measure of basic needs  Equivalence scale used Catastrophic 

expenditure 
thresholds  

Standard 

WHO 

approach 
a
 

Out-of-pocket-
payments 

(OOPPs) 

Total household expenditure 

minus a standard amount 
representing household basic 

needs spending based on food if 

this amount is less than or equal 
to actual food spending.  

(or) 

Total household expenditure 

minus actual food spending if the 
amount representing household 

basic needs spending is greater 
than the actual food spending. 

Average spending on food 

per (equivalent) person 
among households whose 

food spending is between the 
45th and 55th percentiles  

WHO standard equivalence 
scale 

 

equivalence size  =  
household size 0.56 

 

20%,  

30%, 
 40% 

Modified 

WHO 

approach 
a
 

Out-of-pocket- 

payments 

(OOPPs) 

Total household expenditure 

minus a standard amount 

representing household basic 
needs based on food 

Average spending on food 

per (equivalent) person 

among households whose 

food spending is between the 
45th and 55th percentiles  

OECD equivalence scale 

 

equivalence size  =  

1 + 0.7*(number of adults -
1) +0.5*(number of children 
under 5 years)  

 

20%,  

30%,  
40% 

a Source: (Xu 2005), OECD = Organization for Economic Co-operation and Development, WHO = World Health Organization 
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3.3. Results 

The socio-demographic characteristics of the sample are presented in Appendix F. The 

incidence of catastrophic expenditures for the two approaches at the 20%, 30%, and 40% 

threshold levels is shown in Table 3.2. In 2013, the incidence of catastrophic expenditure was 

7% (standard WHO approach) and 41% (modified WHO approach) at the 40% threshold level, 

while in 2015, it was slightly lower than 6% (standard WHO approach) and 39% (modified 

WHO approach). The mean OOPPs expenditure per capita per day in 2013 was 526 MMK 

(approximately 0.6 USD) (standard WHO approach) and 138 MMK (approximately 0.2 USD) 

(modified WHO approach), while in 2015, it was 1074 MMK (approximately 1 USD) (standard 

WHO approach) and 247 MMK (approximately 0.2 USD) (modified WHO approach). Thus, 

in the standard WHO approach, the incidence of catastrophic expenditure was slightly lower 

in 2015 than in 2013, although mean OOPPs expenditures nearly doubled in 2015. 

The distribution of catastrophic expenditures by income quintiles are shown in Table 3.3. For 

both approaches, we found that catastrophic expenditures were lower than or similar to levels 

when the threshold was increased. Using the standard WHO approach, catastrophic 

expenditures were highest within the second quintile at 20% and 30% threshold levels, while 

in the fourth quintile, it was highest at the 40% threshold level in 2013. In 2015, the highest 

levels of catastrophic expenditures were observed in the richest income quintile at all threshold 

levels. The modified WHO approach found that catastrophic expenditures was highest in the 

second quintile in 2013 and the poorest quintile in 2015 at all four threshold levels in both 

years.  

The average level of OOPPs in each income quintile are shown in Table 3.4. Using the standard 

WHO approach, there was a six times difference in the average OOPPs value between the 

poorest and richest quintiles in 2013 (0.2 USD vs. 1.2 USD per capita per day at the 40% 
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threshold level). In 2015, this difference was ten times greater in the richest quintile (0.2 USD 

vs. 2.1 USD per capita per day). Using the modified WHO approach, the average OOPPs in 

the richest quintile was twelve times higher than the poorest quintile in 2013, and twenty times 

higher in 2015 at the 40% threshold level. 
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Table 3.2: Catastrophic health care expenditure, and mean out-of-pocket payment (daily per capita) at different levels of the threshold by 

different approaches  

  

 Share of respondents who 

experienced catastrophic health 

care expenditure 

 Mean out-of-pocket payment  
expenditure, in MMK / in USD 

2013 2015  2013 

1 USD = 858 MMK 

2015 

1 USD = 1050 

MMK 

Equivalized basic needs line, standard WHO approach: 

   Catastrophic expenditure (20% threshold) 20.90 17.85  291/0.3 603/0.6 

   Catastrophic expenditure (30% threshold) 12.50 9.79  385/0.4 855/0.8 

   Catastrophic expenditure (40% threshold) 7.00 6.35  526/0.6 1074/1.0 

Equivalized basic needs line, modified WHO approach: 

   Catastrophic expenditure (20% threshold) 47.80 46.78  142/0.2 263/0.3 

   Catastrophic expenditure (30% threshold) 43.00 41.37  142/0.2 255/0.2 

   Catastrophic expenditure (40% threshold) 40.60 38.54  138/0.2 247/0.2 
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Table 3.3: Share of respondents who experienced catastrophic health care expenditure, in each income quintile 

 

 

 

 2013  2015 

Poorest 2nd 3rd 4th Richest  Poorest 2nd 3rd 4th Richest 

Equivalized basic needs line, standard WHO approach:           

Catastrophic expenditure (20% threshold) 22.50 26.50 18.00 20.00 17.50  17.17 15.88 17.60 18.88 19.74 

Catastrophic expenditure (30% threshold) 12.00 14.50 13.00 12.00 11.00  6.01 9.44 11.16 9.87 12.45 

Catastrophic expenditure (40% threshold) 5.50 7.0 7.00 8.00 7.50  3.43 6.87 6.44 6.44 8.58 

Equivalized basic needs line, modified WHO approach: 

 

      

Catastrophic expenditure (20% threshold) 73.00 78.00 45.50 25.00 17.50  78.97 77.68 35.19 21.46 20.60 

Catastrophic expenditure (30% threshold) 73.00 78.00 34.50 17.00 12.50  78.97 76.39 25.75 12.88 12.88 

Catastrophic expenditure (40% threshold) 73.00 78.00 31.00 12.50 8.50  78.97 75.97 18.88 9.44 9.44 
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Table 3.4: Mean level of out-of-pocket payment (daily per capita) in each income quintile 

 

 

2013  

MMK/USD 

(1 USD = 858 MMK) 

 

2015  

MMK/USD 

(1 USD = 1050 MMK) 

Poorest 2nd 3rd 4th Richest  Poorest 2nd 3rd 4th Richest 

Equivalized basic needs line, standard WHO approach: 
 

      

Catastrophic expenditure (20% threshold) 124/0.1 145/0.2 201/0.2 393/0.5 699/0.8  142/0.1 316/0.3 396/0.4 658/0.6 1367/1.3 

Catastrophic expenditure (30% threshold) 163/0.2 199/0.2 238/0.3 534/0.6 884/1.0  174/0.2 442/0.4 503/0.5 924/0.9 1758/1.7 

Catastrophic expenditure (40% threshold) 213/0.2 245/0.3 293/0.3 691/0.8 1058/1.2  186/0.2 504/0.5 590/0.6 1164/1.1 2180/2.1 

Equivalized basic needs line, modified WHO approach: 
 

      

Catastrophic expenditure (20% threshold) 48/0.1 65/0.1 101/0.1 340/0.4 699/0.8  54/0.1 98/0.1 257/0.2 615/0.6 1326/1.3 

Catastrophic expenditure (30% threshold) 48/0.1 65/0.1 121/0.1 438/0.5 829/1.0  54/0.1 100/0.1 312/0.3 811/0.8 1735/1.7 

Catastrophic expenditure (40% threshold) 48/0.1 65/0.1 128/0.1 536/0.6 1032/1.2  54/0.1 100/0.1 369/0.4 960/0.9 2082/2.0 
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The percentage of daily health expenditures per capita in each income quintile that was spent 

on each service (i.e., pharmaceuticals, medical products, outpatient care, dental, travel, and 

inpatient care) based on the two WHO approaches are shown in Table 3.5a and 3.5b. Using 

both approaches, we found that OOPPs for pharmaceuticals, outpatient, and inpatient care were 

the three main areas of payments for services among all income quintiles in both years. In all 

income quintiles in 2013, the highest share of OOPPs were spent on pharmaceuticals (38-49% 

using the standard WHO approach, 47-56% using the modified WHO approach). In 2015, the 

poorest quintile (68%) and the third quintile (42%) spent most on outpatient care while the 

other three income quintiles spent most (55-59%) on inpatient care based on estimates 

calculated using the standard WHO approach. The modified WHO approach found that the 

poorest quintile spent approximately 80% of OOPPs on medicines and outpatient care in both 

years. In 2015, the fourth and richest quintiles spent most OOPPs on inpatient care.    

The data on catastrophic health care expenditures were further analyzed by logistic regression 

analysis to determine the association between socio-demographic characteristics and 

catastrophic health care expenditures at the three threshold levels using both approaches for 

data from 2013 and 2015.   

Geographical location, gender and education of the household head, total number of household 

members, number of children under 5, and number of disabled persons in the household were 

statistically significantly associated with catastrophic health care expenditures in 2013. In 

2013, the geographical location of households was significantly associated with catastrophic 

health care expenditures at the 20% (OR=0.57) and 30% (OR=0.51) thresholds using the WHO 

standard approach and among all three thresholds levels using the WHO modified approach 

(20% OR=0.45, 30% OR=0.45, and 40% OR=0.46. In other words, people living in the Hilly 

zone were approximately 50% less likely to face catastrophic expenditures than those living in 
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the Delta zone. Female-headed households were 2% more likely to face catastrophic 

expenditures at 20% and 30% threshold levels using the WHO standard method. Higher levels 

of education of the household head lowered the chance of catastrophic expenditure at the 20% 

threshold level (OR=0.82) using the WHO standard approach, and at the 30% (OR=0.83) and 

40% (OR=0.81) threshold levels using the WHO modified approach. Larger household sizes 

were associated with greater likelihood of facing catastrophic expenditures at all three 

threshold levels (OR=1.63, 1.78, 1.85) using the WHO modified approach. Having more 

children in the family under 5 years old was associated with a greater the likelihood of 

catastrophic expenditures, with odds ratios ranging from 1.3 to 1.7 at the 20% and 30% 

threshold levels using the WHO standard approach and the 30% and 40% threshold levels using 

the WHO modified approach. The number of disabled persons living in the household also 

increased the chance of catastrophic expenditures by 1.78 to 1.73 times and 1.68 to 1.70 times 

at the 20% and 30% threshold levels using the WHO standard and modified approaches, 

respectively. Detailed results are provided in Table 3.6a. 

Geographical location, gender of the household head, total number of the household members, 

the number of children under 5, the number of disabled persons in the household, and total 

household income were significantly associated with catastrophic health care expenditures in 

2015. Using the WHO modified approach, households living in the hilly region were nearly 

two times (OR=1.65, 1.43, 1.53) more likely to have catastrophic expenditures at the 20%, 

30%, and 40% threshold levels. Female-headed households had a 1-2% greater likelihood of 

catastrophic expenditures at the 20% and 30% threshold levels using the WHO standard 

method. Larger households were associated with a 1.85, 2.12, and 2.22 times greater likelihood 

of having catastrophic expenditures at the 20%, 30%, and 40% threshold levels using the WHO 

modified approach. Having more children under 5 was associated with a 37% increased 

likelihood of having catastrophic expenditures at the 20% threshold level using the WHO 
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standard approach. Having disabled persons in the household increased the odds of catastrophic 

payments by 1.76, 1.79, and 1.77 at 20%, 30%, and 40% threshold levels using the WHO 

standard approach, and by 2.21, 1.91, and 1.93 using the WHO modified approach. Finally, 

higher household income was associated with a reduced likelihood of catastrophic 

expenditures, with OR=0.85, 0.82, and 0.81 at 20%, 30%, and 40% threshold levels using the 

WHO modified approach. Detailed results are provided in Table 3.6b. 
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Table 3.5a: Share of out-of-pocket payment in each income quintile that is spent on each service: equivalized basic needs line, standard WHO 

approach (Partial normative food spending method) 

Percentage of each 

income quintile that is 

spent on each service 

2013  2015 

Medicines Medical 

products 

Out 

patient 

care 

Dental Travel Inpatient 

care 

 Medicines Medical 

products 

Out 

patient 

care 

Dental Travel Inpatient 

care 

Catastrophic 

expenditure  

(20% 

threshold) 

Poorest 52.60 1.41 20.32 0.00 2.36 23.32  35.12 0.14 43.43 0.21 1.62 19.47 

2nd 51.26 0.00 29.36 0.14 1.62 17.63  21.54 0.38 31.49 0.00 2.11 44.49 

3rd 46.04 0.00 22.80 1.90 1.82 27.44  22.02 0.90 38.48 0.00 6.07 32.53 

4th 48.28 0.02 38.06 0.00 1.96 11.69  25.91 3.90 28.76 0.06 4.38 37.00 

Richest 54.13 0.11 19.56 0.00 1.65 24.55  27.07 0.00 21.43 0.01 3.65 47.84 

Catastrophic 

expenditure  

(30% 

threshold) 

Poorest 46.46 2.02 19.95 0.00 2.20 29.37  16.16 0.00 57.04 0.00 1.17 25.64 

2nd 50.86 0.00 25.56 0.19 1.95 21.44  18.34 0.00 31.20 0.00 2.19 48.26 

3rd 45.01 0.00 19.26 2.22 1.46 32.06  17.30 1.12 39.19 0.00 5.99 36.40 

4th 48.17 0.01 37.43 0.00 0.82 13.58  24.49 4.83 23.98 0.00 3.39 43.32 

Richest 52.21 0.14 17.00 0.00 1.90 28.75  26.51 0.00 16.56 0.00 3.41 53.52 

Catastrophic 

expenditure  

(40% 

threshold) 

  

Poorest 38.19 3.35 27.71 0.00 2.88 27.86  7.86 0.00 67.67 0.00 1.75 22.73 

2nd 42.95 0.00 22.43 0.00 0.95 33.67  12.11 0.00 30.54 0.00 2.53 54.82 

3rd 36.40 0.00 20.98 3.35 2.05 37.21  21.02 0.10 41.68 0.00 2.49 34.72 

4th 40.95 0.01 42.35 0.00 0.95 15.74  24.64 5.24 18.61 0.00 2.96 48.54 

Richest 48.94 0.17 16.49 0.00 2.33 32.07  24.92 0.00 13.47 0.00 2.73 58.89 

WHO = World Health Organization
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Table 3.5b: Share of out-of-pocket payment in each income quintile that is spent on each service: equivalized basic needs line, modified WHO 

approach  

Percentage of each 

income quintile that is 

spent on each service 

2013  2015 

Medicines Medical 

products 

Out 

patient 

care 

Dental Travel Inpatient 

care 

 Medicines Medical 

products 

Out 

patient 

care 

Dental Travel Inpatient 

care 

Catastrophic 

expenditure  

(20% 

threshold) 

Poorest 55.05 1.44 22.27 0.00 2.16 10.08  45.54 0.97 39.37 0.12 1.56 12.43 

2nd 55.94 0.07 28.24 0.11 2.00 13.64  32.94 0.46 34.51 0.01 2.34 29.73 

3rd 50.70 0.00 23.14 1.57 1.61 22.78  26.47 0.69 36.87 1.11 6.54 28.33 

4th 50.27 0.02 36.83 0.00 1.86 11.02  26.39 3.67 29.15 0.06 4.82 35.91 

Richest 54.13 0.11 19.56 0.00 1.65 24.55  27.76 0.00 21.23 0.01 3.74 47.27 

Catastrophic 

expenditure  

(30% 

threshold) 

Poorest 55.05 1.44 22.27 0.00 2.16 19.08  45.53 0.97 39.37 0.12 1.56 12.43 

2nd 55.94 0.07 28.24 0.11 2.00 13.64  32.98 0.47 34.35 0.01 2.33 29.86 

3rd 49.55 0.00 22.85 0.17 2.77 24.10  24.50 0.78 36.26 0.95 6.40 31.11 

4th 47.95 0.01 39.09 0.00 1.28 11.67  24.73 4.61 26.89 0.07 3.86 39.83 

Richest 54.00 0.13 16.47 0.00 1.78 27.62  26.33 0.00 17.54 0.00 3.73 52.40 

Catastrophic 

expenditure  

(40% 

threshold) 

  

Poorest 55.05 1.44 22.27 0.00 2.16 19.08  45.54 0.97 39.37 0.12 1.56 12.43 

2nd 55.94 0.07 28.24 0.11 2.00 13.64  32.91 0.47 34.29 0.01 2.34 29.98 

3rd 49.87 0.00 21.47 1.81 1.65 25.21  22.63 0.90 37.22 0.85 5.92 32.48 

4th 47.21 0.01 38.62 0.00 1.18 12.99  24.03 4.86 24.51 0.00 3.33 43.27 

Richest 55.91 0.16 14.92 0.00 2.11 26.90  27.43 0.00 13.12 0.00 2.60 56.85 
 

 



66 

 

Table 3.6a: Relationship between socio-demographic factors and catastrophic health care expenditure (binary logistic regression, data for 2013)  

Independent 

variables 

Catastrophic Expenditure 

(Yes=1, No=0) 

N=999 

WHO standard 20% WHO standard 30% WHO standard 40% WHO modified 20% WHO modified 30% WHO modified 40% 

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

LIFT 

Intervention  
0.7995 0.5581 1.1452 0.7689 0.4985 1.1858 0.7711 0.4458 1.3338 0.9467 0.6880 1.3026 0.8855 0.6358 1.2333 0.8512 0.6066 1.1944 

Hilly Region a 
0.5706 0.3767 0.8643 0.5069 0.2972 0.8645 0.6359 0.3202 1.2630 0.4469 0.3141 0.6360 0.4545 0.3138 0.6583 0.4630 0.3160 0.6783 

Dry Zone a 
1.1346 0.7748 1.6614 1.2559 0.7950 1.9839 1.4228 0.7913 2.5583 1.0141 0.7186 1.4310 1.0596 0.7418 1.5135 1.1096 0.7703 1.5984 

Age of 

household 

head 

0.9811 0.6248 1.5405 0.7283 0.4147 1.2790 0.7873 0.3898 1.5903 1.3028 0.8678 1.9560 1.2062 0.7882 1.8458 1.2401 0.8012 1.9194 

Female 

household 

head 

1.0203 1.0075 1.0333 1.0256 1.0100 1.0414 1.0157 0.9963 1.0355 1.0085 0.9972 1.0199 1.0080 0.9962 1.0200 1.0099 0.9978 1.0222 

Education 

level of 

household 

head 

0.8192 0.6751 0.9941 0.8643 0.6792 1.0998 0.8090 0.5905 1.1087 0.8512 0.7212 1.0046 0.8251 0.6936 0.9815 0.8129 0.6798 0.9721 

Total number 

of households  
1.0553 0.9674 1.1513 1.0255 0.9190 1.1445 0.9881 0.8580 1.1380 1.6255 1.4820 1.7828 1.7751 1.6089 1.9586 1.8542 1.6747 2.0529 

Number of 

under 5 

children in the 

household 

1.7365 1.3270 2.2723 1.6296 1.1700 2.2698 1.3132 0.8496 2.0295 1.2567 0.9765 1.6173 1.3257 1.0232 1.7178 1.3787 1.0594 1.7941 

Number of 

disable person 

in the 

household 

1.7860 1.1608 2.2723 1.7324 1.0733 2.7965 1.5112 0.8465 2.6978 1.6834 1.0494 2.7004 1.6955 1.0497 2.7387 1.3293 0.8236 2.1456 
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Independent 

variables 

Catastrophic Expenditure 

(Yes=1, No=0) 

N=999 

WHO standard 20% WHO standard 30% WHO standard 40% WHO modified 20% WHO modified 30% WHO modified 40% 

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

Total 

household 

income 

0.9827 0.9537 1.0125 0.8924 0.7923 1.0051 0.9464 0.8292 1.0802 0.9916 0.9713 1.0124 0.9946 0.9736 1.0161 0.9972 0.9762 1.0186 

Constant 0.1124 0.0415 0.3050 0.0981 0.0280 0.3438 0.0860 0.0175 0.4237 0.0786 0.0319 0.1936 0.0484 0.0188 0.1247 0.0313 0.0118 0.830 

LR chi2 60.65 48.64 18.59 213.38 267.87 295.48 

Prob > chi2 0.0000 0.0000 0.0458 0.0000 0.0000 0.0000 

Pseudo R2 0.0592 0.0646 0.0367 0.1543 0.1962 0.2189 

LIFT = Livelihoods and Food Security Trust Fund; a reference category = Delta zone   
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Table 3.6b: Relationship between socio-demographic factors and catastrophic health care expenditure (binary logistic regression, data for 2015)  

Independent 

variables 

Catastrophic Expenditure 

(Yes=1, No=0) 

N=1163 

WHO standard 20% WHO standard 30% WHO standard 40% WHO modified 20% WHO modified 30% WHO modified 40% 

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

LIFT 

Intervention  

1.0587 0.7233 1.5497 1.0305 0.6355 1.6709 1.012 0.5658 1.8095 0.8674 0.6267 1.2005 0.8393 0.5983 1.1773 0.8325 0.5882 1.1783 

Hilly Region 
1.3576 0.9151 2.0142 0.9701 0.5892 1.5970 0.820

4 

0.4514 1.4910 1.6515 1.1758 2.3198 1.4318 1.0052 2.0394 1.5335 1.0660 2.2062 

Dry Zone 
1.0071 0.6672 1.5203 0.8047 0.4826 1.3417 0.677

7 

0.3643 1.2608 1.0796 0.7630 1.5275 0.9474 0.6566 1.3668 0.9642 0.6592 1.4105 

Age of 

household 

head 

0.7831 0.5076 1.2082 0.9264 0.5447 1.5754 1.225

2 

0.6575 2.2831 0.8279 0.5648 1.2136 0.8568 0.5700 1.2880 

 

0.9629 0.6319 1.4673 

Female 

household 

head 

1.0133 1.0001 1.0258 1.0158 1.000 1.0317 1.012

6 

0.9937 1.0318 1.0104 0.9991 1.0218 1.0043 0.9926 1.0161 0.9994 0.9875 1.0115 

Education 

level of 

household 

head 

1.1261 0.9351 1.3560 1.0136 0.7946 1.2929 1.041

4 

0.7740 1.4012 1.0148 0.8604 1.1970 

 

0.9615 0.8082 1.1438 0.9441 0.7892 1.1293 

Total number 

of households  

0.9477 0.8639 1.0398 0.9451 0.8398 1.0635 0.955

9 

0.8291 1.1020 1.8497 1.6713 2.0475 2.1213 1.9002 2.3683 

 

2.2228 1.9835 2.4910 

Number of 

under 5 

children in the 

household 

1.3664 1.0491 1.7795 1.1700 0.8247 1.6600 1.346

3 

0.8985 2.0173 1.1771 0.9165 1.5117 1.0661 

 

 

0.8283 1.3721 

 

1.0956 0.8492 1.4134 

Number of 

disable person 

in the 

household 

1.7598 1.3201 2.3456 1.7909 1.2862 2.4935 1.768

7 

1.1972 2.6131 2.2092 1.5636 3.1212 

 

1.9125 1.3645 2.6806 1.9276 1.3703 

 

2.7115 
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Independent 

variables 

Catastrophic Expenditure 

(Yes=1, No=0) 

N=1163 

WHO standard 20% WHO standard 30% WHO standard 40% WHO modified 20% WHO modified 30% WHO modified 40% 

OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI OR 95% CI 

Total 

household 

income 

0.9533 0.8951 1.0153 0.9894 0.9152 1.0697 0.969

0 

0.8783 1.0689 0.8486 0.8018 0.8980 0.8165 

 

0.7676 0.8685 0.8151 

 

0.7647 0.8688 

Constant 
0.1255 0.0453 0.3472 0.0610 0.0167 0.2231 0.027

0 

0.0073 0.1606 0.7978 0.0315 0.2018 0.0684 0.0260 0.1796 0.0524 0.0194 0.1413 

LR chi2 35.28 21.05 15.75 332.04 394.20 422.14 

Prob > chi2 0.0001 0.0207 0.1070 0.0000 0.0000 0.0000 

Pseudo R2 0.0323 0.0282 0.0286 0.2066 0.2499 0.2723 

LIFT = Livelihoods and Food Security Trust Fund, a reference category = Delta zone 
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3.4. Discussion 

Using the standard WHO approach, the findings in this chapter show that the incidence of 

catastrophic health care expenditure ranged from 7% to 21% in 2013 and from 6% to 18% in 

2015, depending on the threshold used. This incidence is lower than what was observed in 

previous Myanmar studies conducted in Magway region (23.6%), selected states and regions 

(32.9%), and among poor families living in two mountainous states (26%), all of which applied 

the 40% threshold and the WHO standard approach (Khaing, Malik et al. 2015, Oo, Lwin et al. 

2015, Mohanty, Agrawal et al. 2017). These differences may be observed because the studies 

were conducted across different geographic locations. Additionally, access to high cost 

facilities varied across the studies, since such facilities are only located in large cities. The 

incidence of catastrophic expenditures in 2013 found in this analysis were similar to that 

observed in the Philippines (7.7%) in the same year using the same WHO standard approach 

and the same threshold level of 40% (Bredenkamp and Buisman 2016). In Indonesia and 

Thailand in 2013, the incidence of catastrophic health care expenditures was much lower (4.4% 

and 2.3%, respectively) based on the Sustainable Development Goal approach. This approach 

considers health care expenditures to be catastrophic if the expenditure on health care exceed 

10% of the household's total expenditure (World Health Organization 2017 a, World Health 

Organization 2017 b). 

Overall, our findings show that in Myanmar, the incidence of catastrophic health care 

expenditure was lower in 2015 compared to that in 2013, although the percent contribution of 

OOPPs to the THE was higher in 2015 (74%) than in 2013 (64%) (World Health Organization 

2015 b). This finding contradicts what was observed in a previous study by Xu, Evans et al. 

(2003), who found a positive relationship between the proportion of households with 

catastrophic health expenditures and the share of OOPPs in THE. The reasons for this trend 
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may be that household incomes increased during those years, or it could be because poor 

households were more likely to forgo treatment. The issue of forgoing treatments was not 

captured by a catastrophic expenditure analysis. 

Our analysis also found that the mean OOPPs expenditure per capita per day in 2015 was nearly 

double that observed in 2013. There was 1.2 times inflation of the exchange rate between the 

two studied years, but alone this trend does not explain the increase in mean OOPPs. Rather, 

this may have been due to increases in health care costs other than inflation since mean OOPPs 

expenditures increased in USD value at this time as well. Alternatively, it could be due to 

increased household wealth. In addition, country level data show that OOPPs per capita was 

increased from 15 USD in 2013 to 44 USD in 2015 ,although the percent contribution of 

OOPPs to THE decreased (World Health Organization 2015 b). This also suggests that health 

care costs were increasing. However, it should be noted that other potential causes may also 

exist, such as a reduction in free health care provided through public services and changes in 

the incidence of diseases towards more chronic illnesses.  

Analyses of the distribution of catastrophic health care expenditures across income quintiles 

found that the share of catastrophic expenditures among the poorest households decreased with 

increasing thresholds in both studied years. Moreover, the share of catastrophic expenditures 

in the poorest quintile was at the lowest across all income quintiles at the 40% threshold using 

the WHO standard approach. This finding was similar to that reported in a study conducted in 

China and another study conducted in 8 countries (Bangladesh, Bhutan, India, Maldives, Nepal, 

Sri Lanka, Thailand, and Temor-Leste). However, it is different from trends observed in 

Thailand, where the share of catastrophic OOPPs did not vary by income quintile (Li, Wu et 

al. 2012, Wang, Torres et al. 2018). In contrast, the highest proportion of catastrophic 

expenditures were observed among the lowest income group in Georgia and Nigeria (Gotsadze, 

Zoidze et al. 2009, Onoka, Onwujekwe et al. 2010). Our finding of a lower incidence of 
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catastrophic health care expenditures and lower levels of mean OOPPs in the poorest quintile 

is in line with prior findings of a lower level of health care expenditure in lower income 

countries and poor households (Wagner, Graves et al. 2011). Households facing high health 

care costs might forgo receiving care because of unaffordable charges. However, this issue 

requires further investigation because we were not able to examine the reason for the lower 

incidence of catastrophic health expenditures observed among poor households in Myanmar.  

We found that pharmaceutical costs are the highest spending area for both the poorest and the 

richest quintile using the WHO standard approach and across all income quintiles using on the 

WHO modified approach. This finding is consistent with a study of 8 SEAR countries which 

found that the proportion of total OOPPs attributable to pharmaceutical costs is 34.05-81.89% 

(Wang, Torres et al. 2018). One study in the Philippines also found that pharmaceutical costs 

are the main driver of health spending and is as high as two-thirds of the total health spending 

(Bredenkamp and Buisman 2016). Wegner, Graves et al. 2011 also found that between 41% 

and 56% of households from LMICs make major OOPPs for pharmaceuticals (Wagner, Graves 

et al. 2011). The financial burden due to pharmaceutical cost is not only found in countries that 

lack a prepayment system but also in countries with a well-established health insurance system 

that require OOPPs for most pharmaceuticals (van Doorslaer, O'Donnell et al. 2007, Wagner, 

Valera et al. 2008). To control the higher spending on pharmaceuticals, it is important to 

consider the expansion of pharmaceutical coverage policies, the proper evaluation of essential 

drug policy on access, use, and affordability, promotion of standard quality generic drugs and 

active purchasing strategies, and monitoring of medicines utilization (Wagner, Graves et al. 

2011, Kaplan, Ashigbie et al. 2017).     

Socio-demographic factors associated with catastrophic expenditures include: geographic 

location; gender and education of household head; household size, number of children under 5 

years old and disabled persons in the household; and total household income. These findings 
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are consistent with a study conducted in China showing that female-headed households, those 

with low education, and households with elderly or chronically ill family members are more 

likely to experience catastrophic health expenditures (Li, Wu et al. 2012). This analysis 

additionally found that households without insurance faced a greater risk of catastrophic 

expenditures. However, our analysis did not include information on the health insurance status 

of participants because it was not available. Additionally, only a small proportion of the 

population in Myanmar possesses health insurance.  

We found that the incidence of catastrophic expenditures varied by the approach used to 

estimate expenditures. These variations emphasize the importance of being consistent in 

catastrophic health care expenditure analyses. Specifically, our analysis applied two different 

approaches, which yielded considerably different incidence rates. The standard WHO approach 

controls for negative results in calculating capacity to pay. Therefore, it produces lower 

incidences of catastrophic expenditures than the modified WHO approach. However, the 

standard WHO approach better reflects the real-world situation because it uses the actual food-

spending costs if the representing household basic needs spending is greater than the actual 

food spending. The choice of the threshold in a catastrophic expenditure study is also 

important. As shown by our results, the lower threshold level of 20% of capacity to pay captures 

up to three times more catastrophic expenditure cases than those captured at the 40% threshold 

level. There are also other approaches for estimating catastrophic health care expenditures. For 

example, the WHO European regional office considers not only food but also rent and utilities 

spending as a basic need (Jonathan Cylus, Sarah Thomson et al. 2018). However, this approach 

is not recommended for lower-income countries because the inclusion of more spending 

categories may cause a negative result in calculating the capacity to pay, leading to an 

overestimation of catastrophic expenditures. This confirms that a catastrophic expenditure 

study should be carefully designed to provide meaningful evidence for policy.    
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The analysis in this chapter has some limitations. First, data were only available for the LIFT 

intervention area, which means that these are subnational data, and therefore are not nationally 

representative. Second, no information about the insurance or social protection status of the 

studied population was available, which could have been important explanatory variables. 

Third, most of the expenditure data retrieved from the LIFT survey capture daily expenditures, 

and therefore we had to also transform other data (such as income) into daily expenditures. 

Lastly, the LIFT intervention area is rural, which means that health care utilization patterns and 

costs might be different from those in urban areas. More studies are needed to collect and 

analyze catastrophic health care expenditure data at the national level. 

3.5 Conclusions 

Despite these limitations, the findings in this chapter still provide a base for key policy 

conclusions. Although the level of catastrophic health care expenditure varies depending on 

the approach and threshold used, the problem of catastrophic expenditures in Myanmar cannot 

be denied. The government of Myanmar needs to scale up the current SSS or establish a new 

financial-protection mechanisms for the population. Vulnerable groups, such as households 

with a low educated household head, households with children under 5 years old or disabled 

persons, and low-income households should be prioritized by policymakers to improve access 

to essential health care. These vulnerable groups are recommended based on the result of 

statistically significant associations found for catastrophic health expenditure. These variables 

could not disclose all vulnerable groups for Myanmar as our analysis is done by using 

secondary data. The incidence of catastrophic expenditures that we captured in our analysis, 

might only be the tip of the iceberg as our data only represent subnational trends. Additionally, 

the uneven distribution of catastrophic expenditures across wealth quintiles may also show 

another major problem: individuals not seeking needed care because of OOPPs. This problem 
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is not visible in catastrophic health care expenditure research and requires a separate 

investigation.  

  



76 

 

 

 

  



77 
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Abstract 

Background: As a consequence of the low government expenditure and limited access to health 

insurance offered by the Social Security Scheme, out-of-pocket payments have become the 

main source of payment for health care in Myanmar. This chapter provides evidence on the 

patterns of health care use and out-of-pocket payments by the general population and Social 

Security Scheme beneficiaries in Myanmar.  

Methods: Face-to-face interviews were conducted among two samples drawn independently of 

each other. The first sample was drawn from the general population in the Yangon Region. The 

second sample, was drawn from those possessing Social Security Scheme insurance. The data 

were analyzed per sample. Mann-Whitney U tests were applied to compare ordinal variables 

and independent sample t-tests were applied to compare continuous variables between the two 

samples. Two-step cluster analysis was applied to identify clusters of respondents with similar 

patterns of health care use and out-of-pocket payments. After the clustering procedure, we used 

regression analysis to examine the association between socio-demographic characteristics and 

cluster membership.  

Results: Only 23% of those who belonged to the Social Security Scheme sample and sought 

health care during the past 12 months, report receiving services under the scheme. Close 

distance is the main reason for choosing a specific health facility in both samples. Out-of-

pocket payments for health care and pharmaceuticals, used during the last episode of illness, 

are significantly higher in the general population sample. The regression analysis shows that 

the pattern of health care use is significantly associated with household income.  

Conclusions: Significantly higher out-of-pocket payments in the general population sample 

highlight the need of financial protection among this group. Myanmar needs to extend social 

protection for both coverage breadths and coverage depth.   
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4.1. Introduction 

The government of Myanmar, one of the poorest countries in the world with a high burden of 

both communicable and non-communicable diseases, has committed itself to achieving UHC 

by 2030 (Myint, Sein et al. 2015). Currently, the country has a pluralistic and fragmented mix 

of public and private health systems (see Chapter 1 for details). The sources of health care 

financing consist of government funding, OOPPs by households, funding from the SSS, 

community contributions and external aid. The government health expenditure in the 2012-

2013 fiscal years was 0.76% of GDP or 3.14% of the general government expenditure (GGE). 

Nevertheless, these rates were substantially higher than those in 2011-2012 (0.2% of GDP or 

1.05% of GGE respectively). Overall, government health expenditure is low and covers only 

about a quarter of the THE (World Health Organization 2014). The result is a high share of 

OOPPs (50.7% of the THE). High OOPPs can lead to catastrophic expenditure especially 

among the poor (Wagstaff and Doorslaer 2003, Xu, Evans et al. 2003, World Health 

Organization 2015 b). 

As already mentioned in previous chapters, there is only one health insurance scheme in 

Myanmar, the Social Security Service SSS. The SSB was created in 1956 after the adoption of 

the Social Security Act (1954), which stated that factories, workshops and enterprises with 

more than five employees whether state owned, private, foreign or joint ventures, must provide 

their employees with social security coverage under the SSS (Tessier and Thidar 2014).  

SSS is available in all regions except Chin state where such services are not accessible. 

However, only 706,750 employees out of a total 21.8 million employees in the country (i.e. 

only 3.2%) are covered under the SSS (Tessier and Thidar 2014, Ministry of Labour 2015). 

Because of governance shortcomings, a significant number of employees are outside any social 

or health insurance system especially employees in the informal sector. Consequently, the SSB 
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has prepared a Social Security Law (2012) to increase insurance coverage through compulsory 

SSS contributions from the formal sector as well as voluntary SSS contributions from the 

informal sector and the community (Ministry of Labour 2013, Tessier and Thidar 2014, Social 

Security Office of Retirement and Disability Policy 2016).  

Employees insured under the SSS, are provided with free medical treatment (based on a benefit 

package), cash benefits for sickness absence and maternity leave and occupational injury 

benefits. The new Social Security Law (2012) extended the existing benefit package; with 

higher cash benefits for sickness, maternity and work injury included; access to medical 

facilities outside the SSB-owned facilities; and eligibility of smaller enterprises and voluntary 

registration of family members of employees, students and informal workers. The benefit 

package included medical treatment (out-patient, in-patient, medicine, laboratory, 

transportation in case of referral outside urban areas) for a maximum of 26 weeks. Free access 

to all SSB facilities except for retired workers who have to pay co-payments equal to 50% of 

the cost of treatment. Reimbursement by SSS is based on fixed rates in case of a referral to 

public facilities. Medical care of newborns is covered up to one year of age. 

Aside from the low health insurance coverage, there are major weaknesses, such as the low 

cash benefits for the SSS members as well as the contradicting objectives because SSS has to 

play multiple roles in the financing of health care, such as pooling of risks and purchasing and 

providing health care services (Tessier and Thidar 2014). Furthermore, the network of health 

care providers under the SSS, is limited and overall the beneficiaries perceive the quality of 

SSS services as low. The IT system of the SSS is not well-established. Financial projection 

tools are not yet available for the SSS. All these factors contribute to the SSS low enrolment 

rate (Tessier and Thidar 2014). As a consequence of the low government expenditure and the 

limited SSS coverage, OOPPs have become the main source of payment for health care in 

Myanmar. Studies show that nearly 41% of the households in Myanmar experience 
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catastrophic expenditures when using health care (Htet, Alam et al. 2015 a, Htet, Fan et al. 

2015 b). One study conducted in Mandalay City found that the incidence of households’ 

catastrophic health care payment is 8%, 4% and 1.3% for the three catastrophic thresholds of 

10%, 20% and 30% of household income, respectively (Aung and Htoo 2014). Evidence shows 

that family income, education, age of household’s head, age and gender of the ill person, and 

patients’ perceived quality of care play a role in choosing the type of health care services (Moe 

and Naing 2011, Moe, Tha et al. 2012, Aung, Oo et al. Janurary 2016). 

Although there was a recent evaluation of the SSS (Tessier and Thidar 2014) and there are 

several studies on the factors influencing the utilization of health care (Sein 2012, 

Chamroonsawasdi, Soe et al. 2015, Wai, Shibanuma et al. 2015), there is no evidence on how 

the SSS members use and pay for health care, and to what extent they make use of insurance 

coverage. This chapter aims to identify patterns of health care utilization and OOPPs among 

SSS members and those among the general population living in the Yangon Division with no 

SSS insurance. We also analyze the association between socio-demographic characteristics and 

patterns of health care utilization and payments. The results throw light on the implications of 

the policies to move towards UHC in Myanmar. Policy-makers and researchers in other 

countries where the extension of health coverage is on the policy agenda could also benefit 

from getting informed about the Myanmar case.      

 

4.2. Methods 

We used data from a survey carried out through face-to-face interviews in June-August 2015 

among two population groups, namely among the general adult population (18+) in the Yangon 

Region who are not SSS members, and among persons insured under the SSS. The survey 

collected data on health care use and payments, as well as perceptions and preferences for 
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health insurance. In this chapter, we use the survey data to explore the patterns of health care 

use and OOPPs among those with and without SSS coverage. 

 

SAMPLING PROCEDURE 

The sample size for each group is calculated by using the simple formula: 

2

2

2

P(1 P)
n  ,

d

Z 


 

Where n is the sample size, Zα/2 in the z statistics for a level of significance α (we used α = 

0.05, and thus, Z0.05/2 = 1.96), P is the proportion of target population accessing essential health 

services (we used the proportion of child births with skilled birth attendance, which is 0.7 in 

Myanmar), and d is precision (acceptable error), which we set to be 0.05. Thus, the required 

sample size was ca. 320 respondents. We applied the same calculation procedure for both 

groups.  

Each population group was sampled separately. Thus, we carried out two separate sampling 

procedures. The first sample, the general population sample, was drawn from the general 

population in the Yangon Region with no SSS coverage. The second sample, the SSS sample, 

was drawn from the group of those with SSS insurance. Below a brief summary of the sampling 

procedures is given. 

General population: The target population consisted of adults living in the Yangon Region in 

Myanmar and not possessing SSS insurance. For the general population sample, a multistage 

group sampling procedure was performed, which included the selection of townships, followed 

by the selection of wards within the townships, and finally, the selection of households within 

the selected wards (Figure 4.1). Thus, the sampling procedure consisted of three stages. In the 



83 

 

first stage, four townships in the Yangon Division were selected with different characteristics: 

two townships in urban areas, Bahan and Ahlone, and two townships in suburban areas, North 

Dagon and Hlegu, to capture the responses of persons living in different settings. In the second 

stage, four wards inside each township were selected by the local authorities according to 

feasibility. In the third stage, households inside the wards were randomly selected in the 

following way: from a bowl, a number from one to six could be picked. This number 

determined how many houses would be skipped by the surveyors to select the next participant. 

Sampling started from the corner of each ward. The sampling method excluded all those who 

did not have an address, e.g. the homeless people. Furthermore, only adults over the age of 

eighteen were included. We skipped respondents if the household had SSS insurance.  

The head of the household or the main decision maker in each selected household was asked 

to participate in the face-to-face interview using a standardized questionnaire. If an individual 

was not able or willing to participate, a replacement was identified following the same sampling 

procedure, to avoid a waste of resources. The procedure ended when 20 interviews were carried 

out in each ward.  

SSS population: The target population consisted of employees enrolled in the SSS. For the SSS 

sample, a multistage sampling procedure was performed, which included the selection of area 

office, which was followed by the selection of the type of employer (government or non-

government), and finally the selection of respondents (Figure 4.2). Thus, the sampling 

procedure consisted of three stages. In the first stage, according to a generated random number, 

4 area offices were randomly chosen from the 77 area offices covered by the SSS in the country. 

These were Shwe Pyi Thar, Office 5, Kyaut Se, and Bago, In the second stage, employer 

organizations were selected as follows: 3 government owned and 3 non-government owned 

organizations in the area offices Shwe Pyi Thar and Office 5, and 2 government owned and 2 

non-government owned organizations in the area offices Kyaut Se and Bago. The criterion for 
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selecting these organizations was that the organization consisted of at least 10 employees and 

could be easily approached. In the third stage, we randomly selected 7-9 respondents from the 

list of employees in each government owned organization and 24-26 respondents from the list 

of employees in each non-government owned organization. The selected respondents were 

interviewed using the same structured questionnaire as for the general population. The number 

of organizations and participants was calculated based on the ratio of the distribution of 

employee in government owned / non-government owned organizations. The procedure ended 

when 320 interviews were carried out. 
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Figure 4.2: Multi-stage cluster sampling of general population 
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Figure 4.2: Multi-stage cluster sampling of SSS population  
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DATA COLLECTION 

The questionnaire was developed in English and then translated into Burmese. Backward 

translation was done in English to check the quality and to correct the Burmese version. A pilot 

study was done with a sample of 30 participants to pre-test the face validity of the 

questionnaire. The questionnaire was adjusted accordingly. The questions were identical for 

both samples. The questionnaire consisted of five parts related to respondents’ socio-

demographic characteristics; past health care utilization and payments; knowledge, attitudes 

and practice of health insurance; willingness and ability to pay for health care services; and 

preferences to pay for health care services.  

In this chapter, we only analyze the data on past health care use and OOPPs. Related to this, 

the questionnaire included questions about the last episode of illness and the type of health care 

used, as well as questions about the reasons of health care utilization at a specific health 

center/hospital (e.g., distance, quality, cost, recommended, etc.), method of payment (e.g., 

OOPPs, SSS resources, CBHI, etc.), the amount of payment and coping strategies such as 

whether respondents borrowed money or sold assets to pay for health care. All these questions 

referred to the respondents’ last illness within the preceding 12 months. 

The English wording of the questions used in this chapter such as questions on socio-

demographic factors and health seeking behaviors during the past 12 months are provided in 

Appendix G. 

The interviewers received one-day training on the fieldwork standards and the specificities of 

the questionnaire including the basics concepts of health insurance. There were face-to-face 

interviews with the participants performed by the Burmese speaking interviewers to fill out the 

questionnaire. The respondents received an explanation of the survey objectives and a 

confirmation about the confidentiality of the survey data. The participants were asked for an 
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informed consent prior to the interviews. Ethical clearance was obtained prior to the survey 

from the Ethical Committee of Lower Myanmar Research Department. 

 

STATISTICAL ANALYSIS 

We started the analysis by comparing the socio-demographic characteristics of the two 

samples, the general population sample and the SSS sample. This was done to establish the 

differences between the samples, some of which were expected, such as differences in age and 

gender. This is because SSS coverage can only be obtained by a specific group of working-age 

individuals, as explained at the outset of this chapter. Mann-Whitney U test was applied to 

compare ordinal variables and independent sample t-test was applied to compare continuous 

variables between two samples. 

The rest of the data from the two samples, were also analyzed separately by descriptive 

statistics for each variable for each sample, and comparing these results between the two 

samples. Again, the Mann-Whitney U test was applied to compare ordinal variables and 

independent sample t-tests were applied to compare continuous variables between the two 

samples.  

Next, we used two-step cluster analysis (Software package SPSS 27) to cluster the respondents 

based on their individual responses (separately for each sample).  The algorithm employed by 

the two-step clustering procedure is suitable for large datasets containing categorical and 

continuous variables data like our dataset. It also calculates the optimal number of clusters by 

comparing the values of a model-choice criterion across different clustering solutions. Thus, 

the Schwarz’s Bayesian Information Criterion (BIC) method was applied in the two-step 

clustering procedure to determine the clusters. We did not predefine the number of clusters. 
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BIC is a criterion for model selection based on comparing the values of the likelihood 

functions. The model with the lowest BIC is preferred.  

Four cluster analyses were carried out per sample. Cluster analysis I was based on a 

combination of all variables related to the last health care utilization in the past 12 months and 

payments reported by the respondents. These variables were then divided into three groups: (1) 

variables indicating the type of services used during the last episode of illness, and reasons for 

the choice of these services, (2) variables indicating the payment type, and (Minh, Pocock et 

al.) variables indicating the burden of OOPPs, such as size of OOPPs and coping strategies. 

Thus, cluster analysis II was based on the type of services and reasons of using these services; 

cluster analysis III was based on the type of payment for health care services used, e.g. OOPPs, 

SSS resources, CBHI contributions, etc.; and cluster analysis IV was based on the amount of 

OOPPs and coping strategies applied to deal with the high OOPPs. The questions and response 

categories in the four cluster analyses, are described in Table 4.1. 
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Table 4.1: English wording of the questions used in the survey to obtain data for the cluster 

analysis 

Cluster analysis I  Combination of all cluster variables from cluster analysis II, III and IV. 

Cluster analysis II  

(Type of health services 

used  

for last illness during the 
past  

12 months and reason of 
using these services) 

Which of the following service types can best describe your last use of 

health care services? (select only one service type related to the very last 
use of health care services) 

 Visit to nearby health center 

 Visit to general practitioner  

 Visit to outpatient medical specialist at public hospital 

 Visit to outpatient medical specialist at private hospital 

 Hospitalization (incl. one day hospitalization) 

 Traditional healer 

 Other, please specify: ………………. 

Why did you choose this kind of health service? (yes/no) 

 It was the closest facility 

 I had to pay less than in other facilities 

 I had to wait less than in other facilities 

 It provided the best quality services 

 It was recommended to me  

 I was brought there  

 Other, please specify: ………………. 

Cluster analysis III  

(type of payment for  
health care services) 

Which kinds of methods were used to cover all costs related to your last 

use of health care services? (multiple answers possible) (yes/no) 

 Social security scheme  

 Community-based health insurance  

 Out-of-pocket payments  

 Other, please specify: …………………… 

Cluster analysis IV  
(amount of out-of-pocket 

payments and  
coping strategies) 

How much did you spend in total for your last use of health care services? 

How much of this was for pharmaceuticals (medicines)? 

Did you have to borrow money to cover the above expenses for your last 
use of health care services and pharmaceuticals? (yes/no)  

Did you have to sell assets to cover the above expenses for your last use 
of health care services? (yes/no)  
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The two-step cluster analysis procedure that we applied, specified the clustering quality based 

on the Silhouette Index (SI). The SI indicates how well each subject/object lies within its 

cluster, and thus, it validates the clustering outcomes. SI ranges from -1 to 1. SI greater or equal 

to 0.5 indicates good clustering quality. 

After the formation of the clusters in each cluster analysis, we applied binary logistic regression 

when the dependent cluster-membership variable was binary. This was done for cluster analysis 

I for both sample groups, as well as for cluster analysis II for the SSS sample, cluster analysis 

III and IV for both sample groups. The multinomial logistic regression was used for cluster 

analysis II of the general population sample where the dependent cluster-membership variable 

was nominal with more than two levels (more than two clusters). The regression analysis was 

done to examine the association between socio-demographic characteristics and cluster 

memberships generated in the cluster analysis (for the SSS sample and the general population 

sample separately). This regression analysis was done to identify if a cluster of respondents 

with a specific pattern of health care use and/or specific pattern of OOPPs, belong to similar 

socio/demographic groups. Socio-demographic characteristics of health care use and OOPPs 

identified in previous studies (Moe and Naing 2011, Moe, Tha et al. 2012, Aung, Oo et al. 

Janurary 2016), were taken into account. These characteristics included age, gender, education 

of the respondent, occupation, civil status, current health status, number of adult persons in the 

household, number of children in the household, logarithm of the monthly net household 

income, and household expenditure.  
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4.3. Results 

The socio-demographic characteristics of the two samples are summarized in table 4.2. The 

mean age of the respondents in the general population sample is 50 years and is higher than 

that of the SSS sample which is 33 years. The difference in mean age between the two samples 

is significant at p < .001.The general population sample includes 187 (58.4%) women and 133 

(41.6%) men while the SSS sample includes 213 (66.6%) women and 107 (33.4%) men 

respectively. A high rate of unemployed and informal workers is found in the general 

population sample (33.1% and 30.6% respectively). In the SSS sample, the proportion of 

employees in public (government owned organizations) and private (non-government owned 

organizations) reflects the nationwide proportion which is 25:75.  

Table 4.2: Socio-demographic characteristics 

   General 
Population 

Sample 

Social 
Security 

Scheme 

Sample 

Significance of the 
differences between 

the samples 

Age Years 

 N=320 N=320  

Median 50 31 .001** 

Mean 50 33  

SD 15 11  

Gender 

  N=320 N=320  

Male N (%) 133 (41.6%) 107 

(33.4%) 

.034* 

Female N (%) 187 (58.4%) 213 

(66.6%) 

 

Occupation 

  N=320 N=320  

Public N (%) 12 (3.8%) 80 (25%)  

Private N (%) 24 (7.5%) 240 

(75%) 

 

Self-employed N (%) 98 (30.5%) -  

Family Business N (%) 37 (11.6%) -  

Pension  N (%) 29 (9.1%) -  

Students N (%) 4 (1.3%) -  

Unemployed N (%) 106 (33.1%) -  

Other N (%) 10 (3.1%) -  

Education 

  N=320 N=320  

Illiterate N (%) 5 (1.6%) 2 (0.6%) .445** 

Primary School N (%) 36 (11.3%) 18 
(5.6%) 
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   General 
Population 

Sample 

Social 
Security 

Scheme 

Sample 

Significance of the 
differences between 

the samples 

Middle School N (%) 62 (19.4%) 61 
(19.1%) 

 

High School N (%) 114 (35.6%) 109 

(34%) 

 

Graduate and 
Higher degree 

N (%) 98 (30.5%) 124 
(38.8%) 

 

Other N (%) 5 (1.6%) 6 (1.9%)  

Civil Status 

  N=320 N=320  

Single N (%) 48 (15%) 166 
(51.8%) 

 

Married N (%) 230 (71.9%) 144 

(45.1%) 

 

Living with a 
partner without 

marriage 

N (%) - 3 (0.9%)  

Separated N (%) 3 (0.9%) 3 (0.9%)  

Divorced N (%) 4 (1.3%) -  

Widow N (%) 34 (10.6%) 4 (1.3%)  

No answer N (%) 1 (0.3%) -  

Self-reported 

health status 

  N=320 N=320  

Very poor N (%) 5 (1.6%) 2 (0.6%) .767** 

Poor N (%) 32 (10.0%) 30 
(9.4%) 

 

Moderate N (%) 105 (32.8%) 121 

(37.8%) 

 

Good N (%) 166 (51.8%) 149 
(46.6%) 

 

Very good N (%) 12 (3.8%) 18 

(5.6%) 

 

Adult persons in  

the households  
Number of persons 

 N=319 N=320  

Median 3 3 .300** 

Mean 4 4  

SD 2 2  

Under 18 years in  

the households  
Number of persons 

 N=249 N=314  

Median 1 1 .608** 

Mean 1 1  

SD 1 1  

Average 

household income 

per month  

Amount 
(MMK)*** 

 N=314 N=320  

Median 300,000 300,000 .001** 

Mean 434,698 335,073  

SD 477,764 201,507  

Level of income 

after household 

expenditure 

  N=320 N=320  

Savings N (%) 12 (3.8%) 9 (2.8%) .189** 

Save a little N (%) 48 (15%) 101 
(31.5%) 

 

Meet the expenses N (%) 219 (68.4%) 173 

(54.1%) 

 

Not sufficient/need 
to use saving 

N (%) 10 (3.1%) 6 (1.9%)  
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   General 
Population 

Sample 

Social 
Security 

Scheme 

Sample 

Significance of the 
differences between 

the samples 

Not sufficient/ 
need to borrow  

N (%) 20 (6.3%) 31 
(9.7%) 

 

No answer N (%) 11 (3.4%) -  

* Mann-Whitney U Test; **Independent samples t-test; ***Exchange rate 1000 MMK = 0.81 USD (2015) 

 

The distribution of respondents over education levels is fairly similar, but the share of 

respondents with high school and higher education is higher in the SSS sample. About 70% of 

the respondents in the general population sample are married while 50% of the respondents of 

the SSS sample are single. Around 50% of the respondents in both samples rate their current 

health status as good. The average number of adults and children in the household is 4 and 1 

respectively in the two samples. The average household income in the general population 

sample is significantly higher, i.e., 434,698 MMK, than that in the SSS sample, i.e., 335,073 

MMK, (p < .001). More than 30% of the respondents in the SSS sample can save some amount 

of their income during a month while less than 20% of the general population sample can save 

some money.  

 

HEALTH CARE UTILIZATION DURING THE LAST EPISODE OF ILLNESS 

Health care use during the last episode of illness in the past 12 months among the two samples 

is described in Table 4.3. There is a statistically significant difference between the two samples 

in terms of the share of respondents who reported illness during the past 12 months (38.4 % of 

the general population sample and 55.3% of the SSS sample). Among these, 87% of the general 

population sample and 90.4% of the SSS sample used health care, and these rates are fairly 

similar showing no significant difference between the samples (p = 0.32). Various types of 
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health care facilities are used during the last episode of illness. For example, 23% of the SSS 

respondents who used health care, report receiving health care from SSS clinics. In the general 

population sample, for example, the use of outpatient care at a private clinic is reported by 

31.8% of the respondents who used health care during their last episode of illness. Close 

distance is the main reason for choosing a specific health facility in both samples. However, 

among the general population sample, choosing a facility with the best perceived service 

quality is reported approximately two times more frequently than among the SSS sample. This 

difference is also statically significant (p < 0.01). The mean distances between the health 

facility used and the respondent’s home does not differ much between the two samples, i.e. 28 

min on average for the general population sample, and 34 min on average for the SSS sample. 

The mean waiting time is significantly longer (p < 0.01) for the general population sample (46 

minutes on average) than for the SSS sample (29 minutes on average). Also, 70.2% of those in 

the general population sample who sought health care, and 61.7% of the corresponding group 

in the SSS sample rate the quality of health care they received as good.  

More than 90% of the SSS respondents who received health care outside of the SSS clinic paid 

out of pocket for the last service use. Yet, a significantly higher share of the general population 

sample who used health care, report OOPPs (98.1%) for their last services use. Payment for 

services through a CBHI, is not reported in both samples.  

Among those who paid out of pocket, the mean total OOPPs expenditure for health care used 

during the last episode of illness is eight times higher in the general population sample, i.e. 

247,582 MMK, than in the SSS sample, i.e. 31,728 MMK (1 USD =  MMK). The mean 

expenditure for pharmaceuticals used for the last episode of illness is 192,113 MMK for the 

general population sample and 37,073 MMK for the SSS sample. There are statistically 

significant differences (p < 0.05) in the mean total expenditure and mean pharmaceutical 

spending between the two samples. The share of respondents who needed to borrow money to 
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cover the health care expenditure among the general population sample is similar to that in the 

SSS sample, i.e. 13.7% and 12.7% of those who paid for the last health care use respectively. 

The mean amount of money borrowed to cover health care expenditure for the last service use 

in the general population, is five times higher (527,286 MMK) than that in the SSS sample 

(90,192 MMK). Similarly, the share of respondents who needed to sell assets to cover their 

health care expenditure for the last service use is similar across the samples, i.e., 2% and 3.6% 

respectively. The mean amount of money from the sold assets to cover health care expenditure 

in the general population sample is 112,500 MMK and among the SSS sample, it is 78,333 

MMK.   
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Table 4.3: Health care utilization and health expenditure  

Variables  

General  

Population 

Sample  
N (%) 

Social 

Security 
Scheme 

Sample 

N (%) 

Significance 

of the 
differences 

between the 

samples 

Any symptoms of 
illness during the past  

12 months 

 N=320 N=320  

Yes=1 123 (38.4%) 177 (55.3%) 0.000 a 

No=0 197 (61.6%) 143 (44.7%)  

Seek/receive health 

care services during  
the past 12 months 

(physician visit or 

hospitalization) 

 N=123 N=177  

Yes=1 107 (87.0%) 160 (90.4%) 0.322 a 

No=0 
17 (13%) 17 (9.6%)  

Types of services 

received (excluding  

respondents who did 

not seek/receive health 
services during the 

past 12 months) 

 
 

 

 
 

 

 

 N=107 N=160  

Nearby health center  21 (19.6%) 26 (16.3%)  

General practitioner  36 (33.6%) 72 (45.0%)  

Outpatient care (public) 8 (7.5%) 8 (5.0%)  

Outpatient care (private) 34 (31.8%) 7 (4.4%)  

Hospital 5 (4.7%) 7 (4.4%)  

Traditional healer 1 (0.9%) -  

Abroad 2 (1.9%) -  

Clinic in industry - 1 (0.6%)  

Hospital owned by a 
non-governmental 

organization  

- 1(0.6%)  

Go to Health Assistant - 1 (0.6%)  

SSS clinic  37 (23.1%)  

Reasons to choose 

health facility 
(excluding 

respondents who 

received health care 
from traditional healer 

and others) 

  N=104 N=120  

Close facility 
Yes=1 55 (52.9%) 70 (58.3%) 0.414 a 

No=0 49 (47.1%) 50 (41.7%)  

Low cost 
Yes=1 16 (15.4%) 11 (9.2%)  

No=0 88 (84.6%) 109 (90.8%) 0.155 a 

Short waiting 

time 

Yes=1 5 (4.8%) 1 (0.8%) 0.067 a 

No=0 99 (95.2%) 119 (99.2%)  

Best quality 
Yes=1 29 (27.9%) 15 (12.5%) 0.004 a 

No=0 75 (72.1%) 105 (87.5%)  

Recommended 
Yes=1 9 (8.7%) 13 (10.8%) 0.585 a 

No=0 95 (91.3%) 107 (89.2%)  

Brought by 

someone 

Yes=1 6 (5.8%) 7 (5.8%) 0.984 a 

No=0 98 (94.2%) 113 (94.2%)  

Others  
Yes=1 8 (7.7%) 16 (13.3%) 0.174 a 

No=0 96 (92.3%) 104 (86.7%)  

Distance between health facility and 

resident (minutes) 

 N=104 N=120  

Median 15  15 0.259 b 

Mean 28 34  

SD 36 40  

Waiting time at the facility (minutes) 

 N=104 N=120  

Median 30 15 0.007 b 

Mean 46 29  

SD 53 39  
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Variables  

General  

Population 

Sample  
N (%) 

Social 
Security 

Scheme 

Sample 

N (%) 

Significance 
of the 

differences 

between the 

samples 

Satisfaction with the quality of health 
care received 

Very 

good 

11 (10.6%) 11 (9.2%)  

Good  73 (70.2%) 74 (61.7%) 0.256 b 

Normal 17 (16.3%) 34 (28.3%)  

Poor 3 (2.9%) 1 (0.8%)  

Payment 
method for 

health services 

used 

  N=104 N=120  

Social security 

scheme (SSS) 

Yes=1 - 11 (9.2%) 0.002 a 

No=0 104 (100%) 109 (90.8%)  

Community-based  
health insurance 

Yes=1 - -  

No=0 104 (100%) 120 (100%) 1.000 a 

Out-of-pocket 

payments  

Yes=1 102 (98.1%) 110 (91.7%)  

No=0 2 (1.9%) 10 (8.3%) 0.034 a 

Other (e.g. helping 
by relatives or 

employers) 

Yes=1 2 (1.9%) -  

No=0 102 (98.1%) 120 (100%) 0.128 a 

Total out-of-pocket expenditure for 

health care received (MMK) c  
(includes respondents who used out-of-

pocket payment to cover the 

expenditure for receiving health care )  

 N=100  

missing=2 

N=109  

missing=1 

 

Median 8,000 4,500 0.050 b 

Mean 247,582 31,728  

SD 1,091,442 88,410  

Amount of money paid out of pocket 

for medicinal used (MMK) c 

 N=93  

missing=9 

N=106  

missing=4 

 

Median 15,000 3,000 0.039 b 

Mean 192,113 37,073  

SD 709,785 117,252  

Borrowed money to cover the 

expenditure of health care used 

 N=102 N=110  

Yes 14 (13.7%) 14 (12.7%) 0.873 a 

No 87 (85.3%) 95 (86.4%)  

Missing 1 (1%) 1 (0.9%)  

Amount of borrowed money to cover 

the expenditure of health care used 
(MMK) c  

(includes respondents who borrowed 

money to pay for receiving health care) 

 N=14 N=13  

missing=1 

 

Median 72,500 40,000 0.119 b 

Mean 527,286 90,192  

SD 964,538 145,704  

Sold properties to cover the expenditure 

of health care used 

 N=102 N=110  

Yes 2 (2.0%) 4 (3.6%) 0.620 a 

No 79 (77.5%) 105 (95.5%)  

Missing 21 (20.6%) 1 (0.9%)  

Amount of money from the sold assets 

to cover the expenditure of health care 
used (MMK) c (includes respondents 

who sold properties to pay for receiving 

health care) 

 N=2 

 

N=3 

 missing=1 

 

Median 112,500 70,000 0.692 b 

Mean 112,500 78,333  

SD 123,744 57,951  
a Mann-Whitney U Test; b Independent samples t-test; c Exchange rate 1000 MMK = 0.81 USD (2015) 
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RESULTS OF THE CLUSTER ANALYSIS AND REGRESSION ANALYSIS 

To identify patterns of health care utilization and payments, we performed four cluster analyses 

as described in the methods section. Table 4.4 presents the clusters generated by the two-step 

clustering procedure in each cluster analysis, including the size and main characteristics of the 

clusters. The clustering shows good quality (SI ≥ 0.5) for cluster analysis II, III, and IV, and 

fair quality (SI ≥ 0.2 and < 0.5) for cluster analysis I. The model summary and cluster quality 

of cluster analysis I for general population can be seen in Fig. 4.3 and that of SSS can be seen 

in Fig. 4.4. The model summary and cluster quality of cluster analysis II, III, and IV are 

described in Appendix H. Detailed results of the four cluster analyses are shown in Appendix 

I. Below we present the results of the cluster analysis I because this cluster analysis includes 

all variables. 

 

Figure 4.3: The model summary and cluster quality of cluster analysis I for general 

population 
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Figure 4.4: The model summary and cluster quality of cluster analysis I for SSS population 

In cluster analysis I, for each sample, two distinct clusters are automatically generated based on the 

variables presented in Table 4.3. For both samples, cluster 1 includes respondents who report general 

care as the last use of care, and cluster 2 includes respondents who report specialized care or 

hospitalization as the last use of care. In the general population sample, the two clusters are of a fairly 

similar size (51.9% and 48.1% respectively). In the SSS sample, cluster 1 (general care), is nearly two 

times larger than cluster 2 (specialized care or hospitalization), 63.2% and 36.8% respectively. 

Generally, in both samples, respondents who belong to cluster 2 (specialized care or hospitalization), 

frequently indicate that the reason for using the services of the specific provider is because of their 

perception of good service quality or because the provider is recommended by someone. Those 

belonging to cluster 2 (specialized care or hospitalization) also often report that they needed to borrow 

money or sell assets to cover the high expenditure. In both samples, respondents who belong to cluster 

1 (general care), explain the use of the specific provider mostly with its closeness to their homes. 

Respondents belonging to cluster 1 (general care) often make low OOPPs for health care and do not 

need to borrow or sell assets to pay for health care. 
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Table 4.4: Results of the cluster analysis 

Year of data collection 2015 Cluster composition describing dominant characteristics 

Cluster 

size 

N. % 

Cluster analysis I  

(all cluster variables: type of health care services 

used for last illness during past 12 months and 

reason of using such health care services; type of 

payment for health care services; and amount of 

payment and coping strategies ) 

General  

Sample 

Cluster 

group 1 

Last use of general care: Used health services at GP clinic or nearby 

health center or private specialist at outpatient department looked for 

closest facilities; out-of-pocket payments; required to borrow money 

to cover expenses 

42 51.9 

Cluster 

group 2 

Last use of specialized care/ hospitalized: Used private or public 

specialist services or hospitalization; looked for better quality of 

services or low cost, recommended or brought by someone; out-of-

pocket payments; borrowed money or sold assets to cover high 

expenses 

39 48.1 

SSS  

Sample 

Cluster 

group 1 

Last use of general care: Used health services at GP clinic or nearby 

health center; looked for closest facility or low cost; out-of-pocket 

payments only; required to borrow money to cover expenses 

67 63.2 

Cluster 

group 2 

Last use of specialized care/ hospitalized: Used health services at 

GP clinic or private/public specialist OPD or hospitalization; looked 

for better quality of service, use recommended or brought by 

someone, or other reasons; out-of-pocket payments; borrowed money 

or sold assets to cover high expenses 

39 36.8 

Cluster analysis II (type of health care services 

used for last illness during past 12 months and 

reason of using such health care services) 

General  

Sample 

Cluster 

group 1 

Recommended public/private specialist care: Used private or public 

specialist service; recommended or brought by someone 
15 14.4 

Cluster 

group 2:  

Closest high-quality health center: Used health services at a nearby 

health center or GP clinic; looked for the closest and quality service 
23 22.1 

Cluster 

group 3 

Nearby health center or GP or private specialist care: Used health 

services at nearby health center or GP clinic or private specialist OPD; 

because of other reasons 

8 7.7 

Cluster 

group 4 

High quality private specialist/ GP: Used health services at private 

specialist OPD or GP clinic; looked for the quality 

22 21.2 
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Year of data collection 2015 Cluster composition describing dominant characteristics 

Cluster 

size 

N. % 

Cluster 

group 5 

Low-cost health facility/ hospitalization: Used health services at GP 

clinic or nearby health center or hospitalization; looked for low cost 

14 13.5 

Cluster 

group 6 

Closest GP clinic: Used health services at GP clinic; looked for the 

closest facility 
22 21.2 

SSS  

Sample  

Cluster 

group 1 

Closest facility: Used health services at GP clinic or nearby health 

center; looked for the closest facility 
64 53.3 

Cluster 

group 2 

Low cost, or quality service, or recommended or brought by 

someone;: Used health services at GP clinic, or public or private 

specialist OPD, or hospitalization; looked for the low cost, or quality 

service, or recommended or brought by someone 

56 46.7 

Cluster analysis III  

(type of payment for health care services) 

General  

Sample 

Cluster 

group 1 
Out of pocket payments 101 97.1 

Cluster 

group 2 
Others (help from relatives or employers) 3 2.9 

SSS  

Sample 

Cluster 

group 1 
Out of pocket payments 109 90.8 

Cluster 

group 2 
SSS Payment only 11 9.2 

Cluster analysis IV  

(amount of out-of-pocket payments and coping 

strategies) 

General 

Population 

Sample 

Cluster 

group 1 

Low expense: Did not require to borrow money or sell assets to cover 

low expense  

66 81.5 

Cluster 

group 2 
High expense: Borrowed money or sold assets to cover high expense 15 18.5 

SSS  

Sample 

Cluster 

group 1 

Low expense: Did not require to borrow money or sell assets to cover 

low expense 
84 79.2 

Cluster 

group 2 
High expense: Borrowed money or sold assets to cover high expense 22 20.8 
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RESULTS OF THE BINARY LOGISTIC REGRESSION 

As described in the method section, regression analyses were carried out to determine the 

association between the cluster membership and socio-demographic characteristics.  

Table 4.5 presents the regression results related to cluster analysis I (the cluster analysis based 

on all variables in Table 4.4). For the general population sample, this regression analysis shows 

that cluster 1 (general care) includes more men while cluster 2 (specialist care and 

hospitalization) includes more women (OR=3.269, p<0.05). Also, cluster 1 (general care) 

includes more respondents whose household income does not allow savings while cluster 2 

(specialist care and hospitalization) includes more respondents whose household income 

allows savings (OR=4.120, p<0.10). In the SSS sample, cluster 1 (general care) mostly consists 

of respondents with a middle or lower education level while cluster 2 (specialist care and 

hospitalization) mostly consists of respondents with a higher education level (OR=2.282, 

p<0.10). In addition, in the SSS sample, cluster 2 (specialist care and hospitalization) mostly 

consists of respondents whose household income is high (OR=1.066 compared to respondents 

with higher education, p<0.01).  

The regression results of cluster analysis II, III, and IV are presented in Appendix J. 
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Table 4.5: Binary logistic regression for cluster analysis I variables of both general and SSS samples 

*p <.10; **p< .05; ***p<.01  
a The working includes public, private, self-employed, family business, and others; the not working group includes pensioners, students, and unemployed  
b The group with middle school and lower includes Illiterate, primary school, and middle school; the group with high school and higher including high school, graduate and higher degree 
c The group living alone includes single, separated, divorced, widow; the group living with spouse including married and living with a partner without marriage 
d The group not able to build savings includes the following categories: just meets the expenses, not sufficient/ need to use savings, need to borrow 

Independent variables 

Cluster analysis I 

(all cluster variables: type of health care services used for last illness during past 12 

months and reasons of utilization; type of payment for health care services; and 

amount of payment and coping strategies) 

General Population Sample  

(n=76) 

1 = Cluster group 1 – Last use of 

general care  

2 = Cluster group 2 – Last use of 

specialized care / hospitalized  

 SSS Sample 

(n=106) 

1 = Cluster group 1 – Last use of 

general care  

2 = Cluster group 2 – Last use of 

specialized care / hospitalized  

Exp B (95% CI)  Exp B (95% CI) 

Age 1.006(0.971-1.043)  0.966(0.912 – 1.023) 

Gender (1-male; 2-female) 3.269(1.003-10.651)**  1.373(0.457 – 4.120) 

What is your primary occupation activity at present? 

General population sample: 1-working; 2-not working a  

SSS sample: 1-public; 2-private 

0.643(0.212-1.948)  1.838(0.464 – 7.276) 

What is your highest education level? 

1-middle school and lower; 2-high school and higher b 
1.082(0.356-3.292)  2.282(0.767 – 6.788)* 

What is your civil status at present? 

1-living alone; 2-living with spouse c 
0.627(0.197-1.995)  0.983(0.306-3.157) 

How would you rate your overall health status at present? 

1-very poor and poor; 2-moderate; 3-good and very good 
0.940(0.444-1.990)  0.707(0.361 – 1.387) 

How many adult persons (age 18 or higher) are there in your household? 0.775(1.566-1.062)*  1.028(0.761– 1.389) 

How many children (under the age 18) are there in your household? 1.036(0.615-1.745)  0.784(0.505 – 1.218) 

Considering the income of all household members and all sources of 

income (e.g. wages, social welfare, pensions, rents, fees, etc.), what is your 

average net monthly household income? 

1.003(0.992-1.015)  1.066(1.025-1.110)*** 

Which of the following is true regarding your current household income?  

1- does not allow to build savings; 2- allows to build savings d 4.120(0.776-21.876)*  1.448(0.514 – 4.080) 

Constant 

Nagelkerke R Square 

0.100 

0.182 
 

2.876 

0.213 
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4.4. Discussion 

In this chapter, we have explored the patterns of health care utilization and payments during 

the last episode of illness among two samples — a general population sample who are not SSS 

members and a sample of SSS members. Respondents in the SSS sample, who used health care 

in the past 12 months, report payments for their last health care use through the SSS but also 

OOPPs. For the general population sample, only OOPPs are reported as a type of payment for 

health care. This finding highlights the problem of widespread OOPPs which can result in 

impoverishment and financial catastrophe for those affected (Wagstaff and Doorslaer 2003). 

Importantly however, the SSS sample also report paying for health care out of pocket, which 

shows the limitations to attain financial risk protection by the SSS. This is because SSS 

members utilize health care outside of SSS. This finding shows that the SSS needs to explore 

the causes of the low utilization rate of health care provided by the SSS and how much its 

members understand the reimbursement policy and the challenges in the process of 

reimbursement. At the same time an additional study is required to explore whether SSS 

members who use health care outside of the SSS do not apply for reimbursement. One study 

on the social security scheme in Thailand found that if the beneficiaries have multiple medical 

insurance they might use the one with the most favorable services (Tangcharoensathien, 

Supachutikul et al. 1999). Inaccessibility, perceived poor quality of care, limited information 

on the insurance scheme such as location of health facilities that they eligible for and where 

payroll deductions can take place are found to be related factors that are associated with the 

poor utilization of health care under the provided scheme (Tangcharoensathien, Supachutikul 

et al. 1999).  

Yet, the OOPPs reported by the SSS members who took health care outside of SSS during the 

past 12 months, are slightly less frequent and lower than the OOPPs reported by the general 
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population sample because SSS provides reimbursement for using health care at public 

facilities. Moreover, the mean total OOPPs expenditure for health care used and the mean 

OOPPs for pharmaceuticals are significantly higher in the general population sample than in 

the SSS sample. These findings might imply that in Myanmar, the SSS contributes to the 

financial risk protection of health care users to a certain extent even though the coverage and 

utilization rate is low. This finding is in line with the study by Barnes et.al (2016) in India, who 

found that the government-funded health insurance scheme, the Vajpayee Arogyashree 

Scheme (VAS), provides financial risk protection. (Barnes, Mukherji et al. 2016).  

The finding of the preference of using the nearest facility is not only indicative of the financial 

barriers but also of the physical barriers to access health facilities. Access to health care is a 

fundamental objective of the UHC and a factor to increase enrolment in health insurance. More 

obviously among the SSS respondents is that they prefer to use health care at a nearby clinic 

than at SSS clinics which might be far even if they can get free health care in the latter facility. 

In Thailand, the nationwide expansion of primary care center together with a committed health 

workforce has acted as a platform to achieve UHC by promoting access to health care. As the 

evidence shows, inaccessibility is one of the factors influencing the low utilization rate of 

health care under the scheme (Tangcharoensathien, Supachutikul et al. 1999, 

Tangcharoensathien, Patcharanarumol et al. 2011).  The results of our cluster analysis show 

that the perception of high quality contributes to the pattern of health care use because more 

than 60% of the respondents give distance and quality of care as a reason of choosing the 

specific provider. This finding is in line with prior expectations because quality of care plays a 

crucial role in the health improvement (Liu, Tang et al. 2012, Nguyen, Khuat et al. 2012, Do, 

Oh et al. 2014, Alkenbrack, Hanson et al. 2015) .  

The association between income and utilization of general/specialist care indicates the need for 

further study to ensure access to necessary health care without financial barriers. Meanwhile, 
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there is a need to develop a proper referral system including the private sector in Myanmar 

because there is no clear information on using specialized care with a proper referral. This can 

create inefficiencies in the health system by increasing the workload in specialist care facilities. 

A proper referral system could reduce the burden on specialist care facilities as well as lead to 

a delay in seeking health care. Among the general population sample, the households with 

higher income paid more for their last health care use but had to borrow money or sell their 

assets to cover the payment. This finding brings out the requirement of financial protection as 

the need to sell assets are an indicator of catastrophic health care cost which may lead to 

impoverishment of the affected household.  

At the same time, the lower spending on health care among the low-income group is because 

of the inability to pay for high costs of health care. Self-rated health status is associated with 

the amount of payment and coping strategies among the SSS sample. Apart from the described 

findings we have found that the other demographic factors have no significant association with 

the type of health care utilization, type and amount of payment, and coping strategies.   

The analysis reported in this chapter has some limitations, such as the small sample sizes that 

carried out in only three out of 15 regions, which limits the generalization of the findings. As 

there are no existing data, we could not standardize the demographic factors such as age, 

income and nature of the job, between the two samples. Thus, we could not isolate the 

contribution of the difference in mean age, income or nature of the job on the difference 

between health care utilization and health expenditure of the two samples in our analysis. Also, 

the respondents were asked about their health care use and payments related to the last illness 

within the past 12 months, which can be related to recall bias. We also need to acknowledge 

possible sample selection bias as we systematically excluded the SSS insured when drawing 

the general population sample. Moreover, the communities were selected based on feasibility 

as recommended by the authorities. This means that the sample selection was not fully random 



108 
 

and we may therefore not necessarily generalize results to the country as a whole. Our analysis 

only shows the OOPPs of SSS members who took health care outside the SSS but does not 

report on the additional payments among SSS members who took health care provided by SSS. 

This chapter only provides a base for a new nation-wide study with a broader scope and larger 

samples, to study the effect of SSS membership. According to the cluster analysis results, most 

of the health care used during the last episode of illness, is at primary care level and further 

research should focus on this type of service utilization to differentiate between primary and 

specialist services. 

 

4.5 Conclusions 

The significantly higher OOPPs among general population sample highlighted the need of 

financial protection among this group. In addition, households with higher income have to pay 

higher expense for their last health care used and had to borrow money or sell assets as coping 

strategies to cover the payment is evidence of the high burden of the health care cost among 

Myanmar people. Low level of utilization of health care provided by SSS (23%) among its 

members who sought health care in the past 12 months shows the low preference of SSS service 

by its members. Myanmar requires extending social protection for both 1) coverage breadths 

as only 3.4% of the employment population enrolled in the SSS although we found that the 

SSS can provide financial risk protection to some extent, and 2) coverage depth as the SSS 

sample still need to find coping strategies to cover high OOPPs expenses for health care. 

Previous study, Tessier and Thida (2014), also suggest that the SSS should try to extend the 

target groups who are easy to incorporate at first (i.e. families, civil servants) and then to other 

groups (i.e. smaller businesses, informal economy) in the coverage breaths aspect. The factors 
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influencing choice of health services discovered by our analysis, are distance, perceived high 

quality health care, and cost of health care in both samples. To strengthen SSS, the mentioned 

factors should be considered to improve.  
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Abstract 

Background: This chapter explores the knowledge, perceptions, willingness to pay and 

preferences of potential health insurance beneficiaries about health insurance in Myanmar. 

Methods: Cross-sectional survey data were collected among two samples: the general 

population and Social-Security-Scheme (SSS) member. Mann-Whitney U test and independent 

sample t-test were applied to compare the two samples. The data on willingness to pay for 

health insurance were analyzed using regression analysis. 

Results: A low level of knowledge and weak positive perception about health insurance are 

found in both samples. More than 90% of the SSS sample and 75% of the general sample are 

willing to pay health insurance premiums. The largest shares of both samples are willing to pay 

for monthly premiums between 2,000-4,000 MMK (1.8-3.6 USD). Health status, age, gender, 

income, and trust are significantly associated with willingness to pay for health insurance 

among general sample while occupation, civil status, income, and positive perception on pre-

payment principle are found among SSS sample. 

Conclusions: The government of Myanmar should be aware of the preferences of beneficiaries 

to pay a relatively low amount of monthly health insurance premiums without co-payment. 
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5.1. Introduction 

The achievement of the UHC target in Myanmar by 2030 requires that access to essential health 

care is assured and financial barriers to health care use are removed (World Health 

Organization 2005).. There are many challenges to achieve this target, such as a general lack 

of leadership and insufficient resources in the country, as well as weaknesses in the health 

system itself such as insufficient supplies and health staff (Myint, Sein et al. 2015). These 

challenges need to be adequately addressed to move towards UHC. Especially, assuring 

necessary resources and capacity building at the health system level are needed. 

The current health financing model in Myanmar is mainly based on OOPPs (see Chapter 1 for 

details). In 2014, 50.7% of total expenditure on health was paid for out of pocket, while 45.4% 

came from the government, 0.5% from the SSS, and 3.4% from other private sources (World 

Health Organization 2015 b). The OOPPs create a financial burden for households. One study 

in the Magway Region in Myanmar shows that catastrophic health expenditure affects 25.2% 

of the households in the urban areas and 22.7% in the rural areas (Khaing, Malik et al. 2015). 

The SSS has low population coverage. Approximately 700,000 employees out of a total of 21.8 

million are entitled to SSS benefits. This is about 1.3 % of the total population (51.4 million) 

(Tessier and Thidar 2014, Ministry of Labour 2015).  

To achieve UHC, Myanmar needs to reduce the OOPPs to less than 30% of THE as 

recommended by the WHO (World Health Organization 2009). This can help to prevent 

catastrophic health expenditure. If Myanmar fails to expand public expenditures on health 

and/or SSS coverage, the reduction of OOPPs will not be possible. Although the expansion of 

public spending through increased tax revenues on health care is a challenge for a poor country 

like Myanmar, there is room for expanding public spending through the establishment of a 

more comprehensive social health insurance system. The latter is the subject of the new Social 
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Security Law introduced in 2012. This new law makes the enrollment of employees of smaller 

enterprises in the SSS mandatory and allows for voluntary enrollment of persons in the sectors 

not covered by the mandatory SSS registration (Tessier and Thidar 2014).   

In addition, Myanmar is trying to establish different kinds of insurance schemes and 

approaches—such as “a community initiative maternal and child health voucher scheme”, 

“Hospital Equity Fund” and “Township Based Health Protection Scheme”—in the intermediate 

stages while moving towards UHC (2012, Ohn, Htun et al. 2014).  

Evidence from LMICs suggests that revenue collection through a comprehensive health 

insurance mechanism can assure sufficient and sustainable revenues to improve access to 

essential health care. However, there must be a wide pool of contributors to share the risk of 

catastrophic medical expenditures by all people enrolled (Pablo Gottret, George J. Schieber et 

al. 2008). Thus, there is a need to either expand or reform the SSS risk pool, or to create a new 

national health insurance system. In both cases, population preferences for health insurance 

should play an essential role.  

This chapter explores the knowledge, perceptions and preferences of potential health insurance 

beneficiaries about the nature and size of health insurance premiums as well as cost-sharing 

mechanisms and the health benefit package. We use cross-sectional survey data collected 

among two groups: the general population and the current SSS members (see Chapter 4 for 

details). The comparison between the groups allows us to explore whether previous experience 

with health insurance is associated with the preferences for health insurance. By this, the 

analysis contributes to the discussion about the establishment of UHC in Myanmar. However, 

it can be useful for other LMICs aiming at UHC as well. 
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5.2. Methods 

The analysis in this chapter used data form the same survey among members of the SSS and 

the general adult population that was used in Chapter 4.. Details about the survey and sampling 

procedure can be found in section 4.2 in Chapter 4.  

 

DATA COLLECTION  

As explained in Chapter 4, for the data collection, we developed a questionnaire. The 

questionnaire was developed in English, then translated in local language, and then verified 

through a backward translation into English. The questionnaire included five themes: socio-

demographic characteristics; the respondent’s past health care utilization; knowledge, 

perception, and practice of health insurance; willingness and ability to pay for health care 

services; and preferences to pay for health care services. We analyze the data that disclose the 

knowledge, perception and preferences about the nature and size of health insurance premiums, 

cost-sharing mechanisms and the health services that should be included in the benefit package. 

The questionnaire is provided in Appendix G. 

To ensure the reliability and validity of the questionnaire, we conducted pre-test interviews 

with 30 participants. We provided one day training on the fieldwork standards and the 

specificities of the questionnaire to the surveyor team. A trained surveyor team carried out 

face-to-face interviews. Informed consent was obtained from the participants before the 

interview and the data were kept confidential.  
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STATISTICAL ANALYSIS 

The two samples were analyzed separately using descriptive statistics, and then compared with 

Mann-Whitney U test for ordinal variables and independent sample t-test for continuous 

variables. Software package SPSS 27 was applied for the analysis at this first stage. At the 

second stage, the data on willingness to pay for health insurance were further analyzed using 

regression analysis, software package StataSE 14. We applied a two-step procedure where the 

data on willingness to pay were first analyzed using binary regression (1 = willing to pay, 0 = 

not willing to pay). Then the data on the willingness-to-pay amount were analyzed using linear 

logistic regression. At the last step, the two types of willingness-to-pay data were jointly 

analyzed using sample-selection regression to investigate their association. In all statistical 

analyses, the same set of explanatory socio-demographic variables was used. 

 

5.3. Results 

The socio-demographic characteristics of the two samples are presented and compared in 

Appendix K. Overall, we observe some statistically significant differences between the two 

samples, namely, age, gender, education, civil status, number of adult persons in the 

households, average household income per month, and level of income after household 

expenditure. 

 

GENERAL KNOWLEDGE, PERCEPTION AND HEALTH INSURANCE  

General knowledge and perceptions about health insurance, and current health insurance status 

of the respondents in the two samples are described in Table 5.1. Only 34.1% of the general 
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population sample state that they have knowledge of health insurance while 60.9% of the SSS 

sample has such knowledge. In our analysis, 1.9% of the general population sample has some 

kind of health insurance such as private insurance from abroad or enrollment in private health 

insurance by the employee, and 6.8% of this sample has experience with health insurance either 

in the past or present. Total six perception questions are asked. Only maximum 60-70% of both 

samples has positive perception on health insurance in terms of financial protection, perceived 

diseases risk, trust and prepayment principle. Only 30-40% of SSS sample and 40-50% of 

general sample response positive perception to the two questions related with weight of return 

from health insurance and premium payment.  
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Table 5.1: General knowledge and perception about health insurance, and health insurance 

status 

 

Variables  General 

population 

sample 

N=320  

SSS 

members 

sample 

N=320 

Statistical 

significance of 

the sample 

difference 

n (%) n (%) p value 

Knowledge of health 

insurance 

Yes=1 109(34.1%) 195(60.9%) 0.001 a  

No=0 211(65.9%) 125(39.1%) 

Currently enrolled in 

health insurance  

Yes=1 6(1.9%) 313(97.8%) 0.001 a  

No=0 310(96.8%) - 

Missing 4(1.3%) 7(2.2%) 

Experience with health 

insurance 

Yes=1 22(1.6%) 313(97.8%) 0.001 a  

No=0 294(91.9%) - 

Missing 4(1.3%) 7(2.2%) 

Having health insurance 

could prevent financial 

hardship if you get sick 

Strongly Agree 26(8.1%) 25(7.8%) 0.023 a  

Agree 206(64.4%) 179(55.9%) 

Neutral 69(21.6%) 82(25.6%) 

Disagree 17(5.3%) 31(9.7%) 

Strongly Disagree 1(0.3%) 2(0.6%) 

Missing 1(0.3%) 1(0.3%) 

Return from health 

insurance is high when 

you get sick 

Strongly Agree 6(1.9%) 8(2.5%) 0.001 a  

Agree 156(48.8%) 99(30.9%) 

Neutral 110(43.4%) 106(33.1%) 

Disagree 41(12.8%) 101(31.6%) 

Strongly Disagree 6(1.9%) 5(1.6%) 

Missing 1(0.3%) 1(0.3%) 

I do not expect to spend 

money for seeking health 

care this year because I 

am healthy (perceive 

diseases risk) 

Strongly Agree 31(9.7%) 24(7.5%) 0.010 a  

Agree 72(22.5%) 64(20.0%) 

Neutral 56(17.5%) 29(9.1%) 

Disagree 141(44.1%) 182(56.9%) 

Strongly Disagree 19(5.9%) 20(6.3%) 

Missing 1(0.3%) 1(0.3%) 

Insurance benefits are 

higher than the cost of 

insurance and of giving 

up user fees 

Strongly Agree 13(4.1%) 11(3.4%) 0.286 a 

Agree 125(39.1%) 117(36.6%) 

Neutral 114(35.6%) 114(35.6%) 

Disagree 62(19.4%) 73(22.8%) 

Strongly Disagree 4(1.3%) 4(1.3%) 

Missing 2(0.6%) 1(0.3%) 

I trust the insurance 

system 

Strongly Agree 38(11.9%) 48(15.0%) 0.156 a 

Agree 170(53.1%) 170(53.1%) 

Neutral 88(27.5%) 84(26.3%) 

Disagree 19(5.9%) 13(4.1%) 

Strongly Disagree 3(0.9%) 1(0.3%) 

Missing 2(0.6%) 4(1.3%) 

I would prefer to pay at 

the time of illness instead 

of paying for insurance 

Strongly Agree 17(5.3%) 26(8.1%) 0.159 a 

Agree 86(26.9%) 67(20.9%) 

Neutral 72(22.5%) 39(12.2%) 

Disagree 107(33.4%) 167(52.2%) 

Strongly Disagree 36(11.3%) 20(6.3%) 

Missing 2(0.6%) 1(0.3%) 
a Mann-Whitney U Test     
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The perception of the general population sample about financial protection and the return from 

health insurance if they get sick are significantly more positive than those of the SSS sample 

(at p-value<0.05 and p-value<0.01 respectively). Moreover, a significantly higher percentage 

of the SSS sample perceive disease as a risk than the general sample, at p-value=0.01. There is 

no difference between the two samples regarding the perception on insurance benefits, trust in 

health insurance and paying out of pocket instead of purchasing health insurance. 

 

PREFERENCES FOR FUTURE HEALTH INSURANCE PREMIUMS  

The preferences for future health insurance premiums in terms of whom to be covered, the 

frequency of payment, fund management are compared in Table 5.2. With regard to the interest 

to enroll in health insurance, a significantly larger share of the SSS sample is found to have a 

preference for health insurance (94.4%). They are also willing to pay a higher premium if 

children under 18 years are covered under their insurance (63.8%), in both cases p-

value=0.001. In the general population sample, these shares are slightly smaller (40.6%). The 

samples are equally divided about the enrollment of other household members, i.e. about 58% 

of the respondents in both samples would like to pay the same premium and have other 

household members enrolled as well. With regards to the funding source, the largest share of 

the general population sample prefers premiums paid by the household while the SSS sample 

mostly prefers to pay for health insurance via the employers. For the frequency of payment of 

insurance premiums, the largest shares in both samples (84.4% and 94.4% respectively) prefer 

monthly payments. However, a considerable share of the general population sample (10.9%) 

also states a preference for quarterly payments, which indicates a significant difference 

between the samples (p-value=0.001). Although 44.1% of the general population sample is 

interested to pay premium on an annual basis with a lower premium, only 24.4% of the SSS 
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sample prefers this option. This difference between the two samples is statistically significant 

at p-value=0.01. The largest shares of both sample groups prefer a government body to take 

the responsibility of fund manager in a future health insurance system.  
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Table 5.2: Preferences for health insurance premiums 
 

Variables  General 

population 

sample 

N=320  

SSS 

members 

sample 

N=320 

Statistical 

significance of 

the sample 

difference 

n (%) n (%) p value 

Preference for health 

insurance 

Yes=1 250(78.1%) 302(94.4%) 0.001 a 

No=0 70(21.9%) 18(5.6%) 

Preference to pay 

extra for health 

insurance if the 

children under 18 

were included in the 

insurance scheme 

Yes=1 130(40.6%) 204(63.8%) 0.001 a  

No=0 185(57.8%) 116(36.3%) 

Missing 5(1.6%) - 

Preferences to enroll 

other household 

members if the 

premium rate will be 

the same for all 

Yes=1 186(58.1%) 188 (58.8%) 0.873 a 

No=0 134(41.9%) 132(41.2%) 

Preference for  

funding source 

Household 

members/yourself 

214(66.9%) 42 (13.1%) - 

Employer (hold from 
salary) 

21(6.6%) 247(77.2%) 

Government via tax 80(25.0%) 28(8.8%) 

Missing 5(1.6%) 3(0.9%) 

Preference for 

frequency  

of payment 

Annually 9(2.8%) 6(1.9%) 0.001 a  

Quarterly 35(10.9%) 9(2.8%) 

Monthly 270(84.4%) 302(94.4%) 

Missing 6(1.9%) 3(0.9%) 

Preference for paying 

annually if the 

premium price would 

be lower 

Yes=1 141(44.1%) 78(24.4%) 0.001 a  

No=0 169(52.8%) 237(74.1%) 

Missing 10(3.1%) 5(1.6%) 

Preference for fund 

manager 

Government/Social 

Security Scheme 

155(48.4%) 209(65.3%) - 

Private health 

insurance 

73(22.8%) 43(13.4%) 

Community-based 

health insurance  

86(26.9%) 64(20.0%) 

Other 1(0.3%) - 

Missing 5(1.6%) 4(1.3%) 

a Mann-Whitney U Test  
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WILLINGNESS TO PAY INSURANCE PREMIUMS AND CO-PAYMENTS 

The willingness to pay insurance premiums under different conditions and the willingness to 

pay a co-payment are described in Table 5.3. More than 90% of the SSS sample is willing to 

pay health insurance premiums to use essential health care services free of charge when needed. 

However, only 75% of the general population sample is willing to pay health insurance 

premiums. In both samples, about 50% of the respondents who are unwilling to pay for health 

insurance, state that they object to pay insurance premiums. The share of those unwilling to 

pay due to inability to pay is smaller in both samples. The largest share of both sample groups 

is willing to pay for monthly premium between 2,000 and 4,000 MMK (1.8-3.6 USD). 

However, the mean of the exact maximum willingness-to-pay amount for the general 

population sample is higher (2,467 MMK/ 2.3 USD) than that of the SSS sample (2,135 MMK/ 

1.9 USD). Based on the current premium rate set by the SSS (4% of their income), we asked 

respondents about their willingness to pay more for better quality of care, free choice of 

provider, and shorter waiting time respectively. More respondents from the SSS sample are 

willing to pay higher premiums for all three situations than from the general population sample 

(p-value=0.001). About 40% of both samples are willing to pay a co-payment per visit to the 

health facility if the premium would decrease from 4% per month of their salary to 2%. 

However, 40% of the SSS sample is willing to pay a higher premium up to 6% if there is a 

tradeoff for a lower co-payment, while only 20% of the general population sample is willing 

to do so.  
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Table 5.3: Willingness to pay insurance premiums and co-payments  
 

Variables  General 

Population 

Sample 

N=320  

Social 
Security 
Scheme 
Sample 

N=320 

Statistical 

significance 

of the 

sample 

difference 

n (%) n (%) p value  

Willing to pay for health insurance 

premium to be able to use free of 

charge essential health care 

services when needed 

Yes=1 245(76.6%) 298(93.1%) 0.001 b 

No=0 75(23.4%) 22(6.9%) 

Reason for being unwilling to pay 

for health insurance (only for 

those who stated unwillingness to 

pay) 

Reject to pay 35(50.7%) 11(50%) - 

Unable to pay 16(23.2%) 9(40.9%) 

Reject and 

unable to pay 

12(17.4%) 1(4.5%) 

Other reason 6(%) 1(4.5%) 

Missing 6(8.7%) - 

Maximum amount of money that 

is willing to pay every month for 

health insurance for him/herself 
c 

(only for those who stated 

willingness to pay) 

<2,000 MMK c 105(43%) 161(54%) 0.003 b 

2,000-<4,000 
MMK c 

109(44.7%) 118(39.6%) 

4,000-<6,000 

MMK c 

23(9.4%) 17(5.7%) 

>6,000 MMK c 7(2.9%) 2(0.7%) 

Missing 1(0.3%) - 

Exact maximum amount that is 

willing to pay every month for 

health insurance for him/herself 

(MMK)
c 
(only for those who stated 

willingness to pay) 

Mean 2,467 2,135 0.008 a 

Median 2,000 2,000 

SD 1,615 1,197 

Willing to pay more than 4% of 

income for health insurance for 

better quality of care 

Yes=1 115(35.9%) 186(58.1%) 0.001 b 

No=0 205(64.1%) 134(41.9%) 

Willing to pay more than 4% of 

income for health insurance for if 

the insurance allow choice of 

provider 

Yes=1 110(34.4%) 165(51.6%) 0.001 b 

No=0 210(65.6%) 155(48.4%) 

Willing to pay more than 4% of 

income for health insurance for 

shorter waiting time 

Yes=1 131(40.9%) 179(55.9%) 0.001 b 

No=0 189(59.1%) 141(44.1%) 

Willing to pay co-payments per 

visit to the health care facility if 

the insurance premium could 

decrease from 4% per month of 

the income to 2% per month 

Yes=1 138(43.1%) 154(48.1%) 0.217 b 

No=0 181(56.6%) 166(51.9%) 

Missing 1(0.3%) - 

Willing to paying a higher 

premium, 6% instead of 4% of the 

income per month, in exchange for 

lower co-payments 

Yes=1 62(19.4%) 130(40.6%) 0.001 b 

No=0 256(80.0%) 190(59.4%) 

Missing 2 (0.6%) - 

a Independent t-test; b Mann-Whitney U Test; cExchange rate 1000 MMK = 0.81 USD (2015) 
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WILLINGNESS TO PAY FOR HEALTH INSURANCE BY THE GENERAL 

POPULATION SAMPLE 

The data on willingness to pay stated by the general population sample are further analyzed by 

regression analysis. We use binary probit regressions to examine the association between 

variables such as socio-demographic characteristics, knowledge, perception and practice 

towards health insurance or social security and the willingness to pay for health insurance. The 

results are presented in Table 5.4. Health status is significantly associated with the willingness 

to pay for health insurance, i.e. better health status is related to a lower willingness to pay for 

health insurance (p-value < 0.05). The perception of diseases risk and trust in the health 

insurance system are positively associated with the willingness to pay for health insurance, at 

p-value < 0.05 and p-value < 0.01 respectively. 

We also use linear regression analysis to examine the association between the variables and the 

exact amount of payment the respondents stated that they are willingness to pay (only for those 

willing to pay). The age of the respondent is significantly associated with the willingness-to-

pay amount, i.e., the older the age the lower the amount willing to pay (p-value < 0.01). Women 

are willing to pay lower amounts than men do (p-value < 0.01). If income is higher, the amount 

one is willing to pay for health insurance is also higher (p-value < 0.01). Trust in the health 

insurance system is significantly associated with the amount stated by the respondents, i.e. the 

higher the trust the higher the amount willing to pay for health insurance (p-value < 0.01). 
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Table 5.4: Willingness to pay of the general sample (binary probit regression and linear regression) 

Independent variables 
Willing to pay for health insurance  

(1=Yes, 0=No) 

Binary probit regression 

N=295 

Exact amount of 

payment stated in MMK  

(1000 MMK = 0.81 

USD)  

Linear regression 

N=295 

Coef. SE Margin SE Coef. SE 

Age -0.004 0.007 -0.001 0.002 -18.867** 7.577 

Gender (1 = male; 2 = female) -0.172 0.203 -0.047 0.055 -673.299** 220.667 

What is your primary occupation activity at present? (1 = public; 2 = private; 3 = informal) -0.042 0.199 -0.012 0.054 -308.801 218.504 

What is your highest educational level? (1 = middle and lower; 2 =  high school and above) -0.028 0.211 -0.008 0.058 218.625 224.829 

What is your civil status at present?  (1 = living with partner; 2 = living alone) 0.138 0.210 0.038 0.057 -362.620 234.192 

How would you rate your overall health status at present? ( 1 = poor and very poor; 2 = 

moderate; 3 = good and very good) 

-0.295* 0.152 -0.081* 0.041 -14.890 154.017 

How many adult persons (age 18 or higher) are there in your household? 0.001 0.022 0.000 0.005 -12.501 17.992 

How many children (under the age 18) are there in your household? 0.052 0.095 0.014 0.026 120.886 96.972 

Considering the income of all household members and all sources of income (e.g. wages, social 

welfare, pensions, rents, fees, etc.), what is your average net monthly household income? 

-0.002 0.003 -0.001 0.001 7.465** 2.880 

Which of the following is true regarding your current household income? ( 1 = only need basic 

need; 2 = allow to saving) 

0.122 0.254 0.033 0.069 -485.429 276.141 

Knowledge of Health insurance ( 1 = yes; 2 = no) -0.312 0.200 -0.085 0.055 -303.446 161.178 

Experience of Health insurance ( 1 = have or had health insurance; 2 = never had) -0.068 0.547 -0.019 0.149 -486.965 522.607 

Currently registered in any kind of health insurance ( 1 = yes; 2 = no) 0.430 0.768 0.117 0.210 583.840 864.056 

Having health insurance could prevent financial hardship if you get sick? (1 = strongly disagree; 2 

= disagree; 3 = neutral; 4 = agree; 5 = strongly agree) 

-0.076 0.167 -0.021 0.046 14.864 187.416 

Return from health insurance is high when you get sick. (1 = strongly disagree; 2 = disagree; 3 = 

neutral; 4 = agree; 5 = strongly agree) 

0.249 0.139 0.068 0.038 217.360 148.321 

I do not expect to spend money for seeking health care this year because I am healthy. (1 = 

strongly agree; 2 = agree; 3 = neutral; 4 = disagree; 5 = strongly disagree) 

0.212* 0.087 0.058* 0.024 161.248 92.597 

Insurance benefits are higher than the cost of insurance and of giving user fees. (1 = strongly 

disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree) 

0.099 0.135 0.027 0.037 -131.852 136.403 

I trust health insurance system. (1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = 

strongly agree) 

0.584** 0.137 0.160** 0.038 537.611** 152.088 
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p<0.05*; p<0.01 ** 

The sample-selection regression did not show different results, and no significant association between the two regression components (binary-selection and linear) was 

observed.  

I would prefer to pay at the time of illness instead of paying for insurance. (1 = strongly agree; 2 = 

agree; 3 = neutral; 4 = disagree; 5 = strongly disagree) 

0.012 0.053 0.003 0.0144 3.948 17.362 

Cons -2.087 1.707 - - 2315.974 1978.944 

 
LR Chi2 = 58.89 

Prob>chi2 = 0.000 

Pseudo R2 = 0.184 

Prob > F =0.000 

R-squared =0.182 

Adj R-Squared =0.126 

Root MSE =1662.7 



127 

 

WILLINGNESS TO PAY FOR HEALTH INSURANCE BY THE SSS 

SAMPLE 

Similar regression analyses are carried out for the SSS sample as shown in Table 5.5. The 

binary probit regression shows a significant association between the employment organization 

and the willingness to pay for health insurance. Employees from private organizations are more 

willing to pay for health insurance than public sector employees (p-value < 0.05). The 

subsequent linear regression analysis shows that civil status, income and willingness to pay for 

health insurance before illness (prepayment principle) are significantly associated with the 

amount the respondents are willing to pay for health insurance. A person living with a partner 

is willing to pay a higher amount (p-value < 0.01). If income is higher, the amount one is 

willing to pay for health insurance is also higher (p-value < 0.01). Respondents with positive 

attitude on prepayment for health insurance before illness are willing to pay a higher amount 

(p-value < 0.05).  
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Table 5.5: Willingness to pay of the Social Security Scheme sample (binary probit regression and linear regression) 

Independent variables Willing to pay for health 

insurance 

(1=Yes, 0=No) 

Binary probit regression 

N=309 

Exact amount of payment 

stated in MMK 

(1000 MMK = 0.81 USD) 

Linear regression 

N=309 

Coef. SE Margin SE Coef. SE 

Age -0.001 0.014 -0.000 0.001 7.196   7.658 

Gender (1 = male; 2 = female) -0.238 0.305 -0.022 0.028 -299.554 158.053 

What is your primary occupation activity at present? (1 = public; 2 = private; 3 = informal) 0.735* 0.350 0.068* 0.031 123.129 185.972 

What is your highest educational level? (1 = middle and lower; 2 =  high school and above) 0.210 0.294 0.019 0.027 186.887 165.816 

What is your civil status at present?  (1 = living with partner; 2 = living alone) 0.344 0.331 0.032 0.030 446.560** 172.700 

How would you rate your overall health status at present? ( 1 = poor and very poor; 2 = 

moderate; 3 = good and very good) 

-0.124 0.209 -0.011 0.019 110.701 109.791 

How many adult persons (age 18 or higher) are there in your household? 0.044 0.092 0.004 0.009 -81.161 48.872 

How many children (under the age 18) are there in your household? 0.006 0.102 0.001 0.010 47.498 61.917 

Considering the income of all household members and all sources of income (e.g. wages, 

social welfare, pensions, rents, fees, etc.), what is your average net monthly household 

income? 

-0.001 0.008 -0.000 0.001 10.526** 3.666 

Which of the following is true regarding your current household income? ( 1 = only need 

basic need; 2 = allow to saving) 

0.266 0.297 0.025 0.027 93.601 155.457 

Knowledge of Health insurance ( 1 = yes; 2 = no) 0.062 0.278 0.006 0.026 -11.080 151.336 

Experience of Health insurance ( 1 = have or had health insurance; 2 = never had) 0 - 0 - 0 0 

Currently registered in any kind of health insurance ( 1 = yes; 2 = no) 0 - 0 - 0 0 

Having health insurance could prevent financial hardship if you get sick? (1 = strongly 

disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree) 

0.222 0.176 0.021 0.016 67.641 103.983 

Return from health insurance is high when you get sick. (1 = strongly disagree; 2 = 

disagree; 3 = neutral; 4 = agree; 5 = strongly agree) 

0.019 0.173 0.002 0.016 86.707 89.119 

I do not expect to spend money for seeking health care this year because I am healthy. (1 = 

strongly agree; 2 = agree; 3 = neutral; 4 = disagree; 5 = strongly disagree) 

0.037 0.119 0.003 0.011 117.804 67.665 

Insurance benefits are higher than the cost of insurance and of giving user fees. (1 = 

strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree) 

0.223 0.177 0.021 0.016 167.886 98.259 
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I trust health insurance system. (1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 

5 = strongly agree) 

-0.003 0.191 -0.000 0.018 136.465 107.530 

I would prefer to pay at the time of illness instead of paying for insurance. (1 = strongly 

agree; 2 = agree; 3 = neutral; 4 = disagree; 5 = strongly disagree) 

0.078 0.108 0.007 0.010 132.261* 63.035 

Constant -2.212 2.011 - - -1808.218 1077.352 

 

 

 

LR Chi2 = 15.60 

Prob>chi2 = 0.552 

Pseudo R2 = 0.109 

Prob> F = 0.000 

R-squared = 0.203 

Adj R-Squared = 0.156 

Root  MSE=1176.8 

p<0.05*; p<0.01 ** 

The sample-selection regression did not show different results, and no significant association between the two regression components (binary-selection and linear) was 

observed.  
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5.4. Discussion 

As shown by our results, knowledge about health insurance is very low among the general 

population sample (34.1%) and even among the SSS sample, this knowledge is limited 

(60.9%). The limited knowledge among SSS might be due to the weakness in provision of 

education and information regards health insurance among the members. The evidence 

suggests that uninsured individuals who have more knowledge about health insurance and 

financial issues, are more likely to enroll in health insurance, according to a RAND Corporation 

study (Hoerl, Wuppermann et al. 2016). Thus, it is important to improve the knowledge level 

of all population groups in order to expand the SSS or initiate a new health insurance scheme. 

For beneficiaries, knowledge of health insurance such as what is covered, which services are 

free, which additional services might cause OOPPs, how to access health care under the 

insurance, and which services are eligible to get reimbursement, are important.  

The findings of significant percentage of people who prefer to have health insurance (75-95%) 

suggest that there might be public support for extending the SSS coverage or implementing a 

new health insurance system. However, the weak positive perception on health insurance — 

financial protection, return and benefit from the health insurance, perceived disease risk, and 

prepayment principle — among both samples emphasizes the requirement to send a proper and 

clear message to the population. Our analysis also confirms the influence of perception on the 

willingness to pay for health insurance. The more positive the perception on disease risk, the 

higher the trust in the health insurance system, and the greater the financial protection by 

prepayment, the higher the amount willing to pay in premiums. Fewer than 7% of the 

respondents in both samples do not trust health insurance indicating the potential of higher 

enrolment if the government of Myanmar extends the current SSS or implements a new health 

insurance system. Moreover, this finding together with previously discussed high percentage 
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of people who prefer to have health insurance, highlight the need to address the other hindering 

factors of enrolment in the current SSS system among those who are compulsory or voluntarily 

eligible to be SSS member. Fenenga et al. (2015) also show that community trust in the health 

insurance system and health care providers are associated with active membership in the 

National Health Insurance System in Ghana (Fenenga, Nketiah-Amponsah et al. 2015). 

Our analysis shows that almost all respondents in the general sample lack social security or 

health insurance. The main causes are a weak enforcement of the social security law  although 

SSS is available for smaller enterprises (threshold of five workers); and the limited capacity of 

the SSS with a limited network of providers to extend its coverage (Tessier and Thidar 2014). 

Our analysis has explored the preferences of potential health insurance beneficiaries about the 

nature and size of health insurance premiums as well as cost-sharing mechanisms. The result 

may provide information to expand or reform the SSS risk pool, or establish a new national 

health insurance system. We find that the respondents are willing to pay for health insurance 

within the average range of 2,000 and 4,000 MMK (1.8-3.6 USD). This amount is higher than 

the current contribution of both SSS members which is 1.5% of their income (45 - 465 MMK 

or 0.04 - 0.4 USD) and employers which is 2.5% of their income (75 – 775 MMK or 0.07 – 0.7 

USD) (Policy. 2012). The very low amount of the current contribution is due to the fact that 

the social security law was implemented in 1954 and has not been updated with the rise in 

wages leading to low contributions to the SSS. Thus, Myanmar needs to address this issue in 

order to maintain the financial stability of the SSS fund especially if it wants to expand the risk 

pool. Evidence shows that an affordable premium is a major factor to enroll in health insurance 

in developing countries (Kumi-Kyereme, Amu et al. 2017). At the same time, the amount 

affordable differs between the non-poor and poor in Myanmar. The non-poor can afford to 

spend three times more than the poor to access health care (Unit, Burma. et al. 2011). These 

findings highlight the need to set premiums at a rate affordable by the majority of the target 
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population as well as to set a rate which makes the system sustainable. In addition, our analysis 

also shows that higher income levels are willing to pay higher premiums, which is generally 

expected and observed in willingness-to-pay studies. (Barnighausen, Liu et al. 2007, Ahmed, 

Hoque et al. 2016, Nguyen and Hoang 2017). 

With regard to the timing and fund management the majority of both groups in our analysis 

prefer to pay on a monthly basis and to have a government body to act as a fund manager. 

People living in a lower middle-income country like Myanmar have difficulties to pay 

premiums annually as we find that only a small percentage among both samples (20-30%) can 

save from their monthly income. The income of the majority of the samples is just sufficient to 

make ends meet or not enough for their living expenses. Both groups are not willing to pay 

more than 4% of their salary even with a small co-payment. Again, both groups are not willing 

to pay a co-payment even with a low premium i.e. 2% of their salary. We conclude that there 

is a willingness to pay 4% of their salary in premiums with no co-payment. These findings are 

similar to the findings of one study conducted in Kenya where the government is the most 

preferred and trusted agency to manage the fund and people prefer to get a comprehensive 

benefit package with no co-payment (Mulupi, Kirigia et al. 2013). However, in the Kenyan 

study, the majority prefers to pay through taxation while our analysis found that payment made 

by beneficiaries themselves or through employee are the preferred payment channels.  

The analysis in this chapter has several limitations that need to be acknowledged. In particular, 

we did not explore the knowledge on health insurance in detail such as benefit coverage and 

reimbursement policy/process, and the experience of health insurance including quality of 

health care received because health insurance or SSS participation is not mandatory among the 

general sample. In other words, the majority of the population is not aware of their eligibility 

to enroll in the SSS and remains uninsured in Myanmar. The study has relatively small sample 

sizes, covering only one region, restricting the possibility to make generalizations. Moreover, 
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our findings are not representative for the whole country as we selected a limited number of 

regions and townships for the survey among the general population while the sampling of the 

SSS population was a multistage random sampling for country. Thus, the retrieved willingness-

to-pay amount could vary across regions.     

 

5.5 Conclusions 

This chapter has explored the low level of health insurance knowledge in Myanmar. Despite 

this lack of knowledge, there is an interest to enroll in health insurance although there is a very 

low enrollment into the one and only SSS in Myanmar. Promoting knowledge and awareness 

could help to increase the coverage of the SSS. The government of Myanmar should be aware 

of the preferences of beneficiaries to pay a relatively low level of health insurance premiums 

without co-payment. Moreover, the monthly collection of premiums seems a lesser burden to 

households than an annual payment. The current SSS system needs to take action to update the 

calculation of premiums as contributions should be proportional to the current salary scale in 

order to ensure the sustainability of the SSS.              
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Chapter 6: Health Insurance in Myanmar: The Views and 

Perception of Health Care Consumers and Health System 

Informants on the Establishment of a Nationwide Health 

Insurance System 
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Abstract 

Background: Health insurance and social protection in Myanmar are negligible, which leaves 

many citizens at risk of financial hardship in case of a serious illness. The aim of this chapter 

is to explore the views of health care consumers and compare them to the views of key 

informants on the design and implementation of a nationwide health insurance system in 

Myanmar.  

Methods: Data were collected through nine focus group discussions with health care consumers 

and six semi-structured interviews with key health system informants.  

Results: The consumers supported a mandatory basic health insurance and voluntary 

supplementary health insurance. Tax-based funding was suggested as an option that can help 

to enhance health care utilization among the poor and vulnerable groups. However, a fully tax-

based funding was perceived to have limited chances of success given the low level of 

government resources available. Community-based insurance, where community members 

pool money in a health care fund, was seen as more appropriate for the rural areas.  

Conclusions: This analysis suggests a health care financing mechanism based on a mixed 

insurance model for the creation of nationwide health insurance. Further inquiry into the 

feasibility of the vital aspects of the nationwide health insurance is needed. 
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6.1. Introduction 

Myanmar is a country in transition. The long period of military rule and repression has had 

devastating effects on the lives of people in Myanmar (Shobert 2013). Although at present 

signs of socio-political change are visible, Myanmar is still one of the poorest countries in the 

South East Asian region. Furthermore, the country is ranked 149 on the Human Development 

Index, out of all 187 countries listed (UNDP 2013). The socio-political and economic situation 

in Myanmar has affected its health system as well. Currently, only 2% of GDP is spent on 

health care (Kuiper 2013; WHO 2015b), which is very little compared to the surrounding 

countries. Singapore for example spends 3.9% and Malaysia 4.4% of GDP on health care 

(Industry Report 2014). At present, 73% of the health care provision in Myanmar is paid 

through OOPPs (World Bank 2015; WHO 2015b). In 2012, the Myanmar MoHS estimated 

that the amount of government funding is only 23% of the total spending on health care. 

Compared to the neighboring countries, such as Thailand, Vietnam and India, the government 

spending on health care comes up short (Shobert 2014; WHO 2015a). As outlined in Chapter 

1, the Ministry of Labour currently provides the only type of health insurance in Myanmar, the 

SSS, which was put in place in 1956. Out of the 53.7 million citizens in Myanmar, only about 

600,000-700,000 individuals are covered by the SSS, on individual account, meaning that these 

people contribute a percentage of their earnings. Eligibility is restricted to certain groups of 

state enterprise employees, civil servants and employees of public and private firms with five 

or more employees (de la Puente 2014; WHO, SEARO 2012). Citizens not enrolled in the SSS 

have to pay for health care services out of pocket. 

Because of the high percentage of OOPPs in Myanmar, the poor and other disadvantaged 

groups who use health care frequently, are especially vulnerable to catastrophic financial 

outcomes once they are in need of health care (see Chapter 3). To protect these groups but also 
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the middle-income groups, there is an urge to design and implement a nationwide health 

insurance mechanism that can assure UHC by 2030 (WHO 2011). The need to design and 

implement a nationwide health insurance system with an adequate benefit package and 

adequate level of cost sharing is one of the strategies to be considered. To increase the 

availability of health care, efforts are made to develop a national policy on health care financing 

focusing on adequate funding, efficiency of resource use, financial sustainability and capacity 

for better management of available resources. The establishment of a universal risk pooling 

mechanism to share health care costs and reduce the OOPPs will help to prevent catastrophic 

health expenditures among the poor and disadvantaged people and to safeguard access to health 

care services (Smith and Witter 2004; Majumder 2012).  

While the need for UHC in Myanmar is recognized, no study has been done so far into what 

kind of health care financing system is most appropriate. Therefore, this chapter explores the 

views of health care consumers and triangulates them with the views of key health system 

informants on the design and implementation of a nationwide health insurance in Myanmar. 

Specifically, the chapter focuses on the following research questions: would it be an option to 

extend the current health insurance system, the SSS, to cover other population groups; and 

what type of health insurance system is best able to ensure UHC for the population of 

Myanmar?  

The following aspects of the future health insurance system are explored from the perspective 

of health care consumers and health system informants: (1) system funding (premium size and 

collection, patient cost-sharing mechanisms and government subsidies); (2) management of the 

insurance system (type and organization of insurance agencies, accountability and government 

involvement); (3) relations between health care insurers, health care providers and health care 

consumers; and (4) benefit package. Based on this, we outline the degree of consensus among 

the participants and we discuss implications of the analysis for the development of a 
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sustainable, efficient and equitable nationwide health insurance system for Myanmar. We 

recognize that the main prerequisite for building a sustainable health insurance is to create a 

strong cooperation between all three stakeholders—payers, providers and beneficiaries. The 

chapter provides a base for policy debates not only in Myanmar but also in other developing 

countries struggling with the establishment of a nationwide health insurance system. 

 

6.2. Methods 

This chapter presents an explorative qualitative study based on focus-groups discussions 

(FGDs) and in-depth interviews (Wilkinson 2004). The data collection was carried out in the 

period between June–August 2015. A qualitative ethnographic study design is chosen because 

it allows the researcher to analyze and compare the opinions of different participant groups 

based on their backgrounds and cultural perspectives (Tao 1995). The data were collected 

among health care consumers through FGDs where the perceptions of health care consumers 

on a suitable health insurance system were explored. In addition, for comparative purposes, 

data were collected among key health system informants through semi-structured in-depth 

interviews. While the guide for the FGDs included only questions that could be comprehended 

by the health care consumers, the interview guide included some additional detailed questions 

about the health insurance design. Both guides were based on open-ended questions related to 

the key aspects of health insurance studied: system funding, management responsibilities and 

accountability for health care coverage, as well as the relations between health care consumers, 

insurer(s) and health care workers. 

At the start of the data collection, community leaders and SSS bodies selected and approached 

the participants of the FGDs. The objective was to have participants with different socio-

economic and health insurance status, as well as different educational backgrounds, to ensure 
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that different consumers’ perspectives are studied (Wilkinson 2004). Thus, the principles of 

convenience and purposive sampling were applied (non-probabilistic sampling) (Lavrakas and 

Battaglia 2008). 

In total, nine FGDs with health care consumers were carried out (68 participants in total). The 

7 FGDs were conducted in 6 townships, which cover both urban and peri-urban areas in the 

Yangon region (Hle Gu, North Dagon, Bahan, Ahlone, Shwe Pyi Thar and Mingalardon). In 

addition, one FGD was carried out in the Bago township in the Bago region and one FGD was 

carried out in the Kyaut Se township in the Mandalay region to explore different views and 

experiences across different regions. 

The key health system informants were also selected through a combination of non-

probabilistic sampling techniques, namely convenience and snowballing sampling (Browne 

2007). The group of key informants included three health care providers and three 

policymakers with diverse professional background. Policymakers working at 

government/municipality, non-government and international organizations were identified 

with the help of local contacts from Yangon based on the principle of convenience sampling. 

Urban and rural health care providers working at public or private facilities were identified 

using a snowball sampling (Browne 2007). Thus, health care providers interviewed suggested 

potential participants based on their professional network. 

Ethical clearance was obtained from the Department of Medical Research at the MoHS of 

Myanmar. Prior to the start of the interviews and FGDs, the participants received detailed 

information about the study, gave permission for tape recording the interview and were asked 

to sign an informed consent form. The participant only took part in the study if he/she agreed 

to sign the informed consent form. The FGDs were conducted using an interpreter/translator 

since the participants only spoke Myanmar, while not all researchers in the research team spoke 
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the language. The data from the FGDs were translated and then summarized. Interviews were 

conducted in English as all participants had a good command of the English language. After 

conducting the interviews, they were verbatim transcribed. 

The analysis of the data was done by coding the transcripts according to the key aspects of 

health insurance included in the interview and FGD guide, thus applying the method of directed 

qualitative content analysis (Hsieh and Shannon 2005). This analysis starts with the key themes 

(in this case, the key aspects of health insurance mentioned above) as guidance for initial codes. 

The most frequently repeating codes formed the basis of the synthesis of results. The views of 

participants on the current health care financing system in Myanmar were also extracted and 

analyzed. 

To improve the validity of the findings, verification with the interviewed key informants was 

carried out to clarify whether the content of the synthesized results is similar to what they meant 

during the interview. Asking open-ended questions and comparing the results with the findings 

of background studies (Golafshani 2003) helped to improve the reliability of the outcomes. 

6.3. Results 

As mentioned above, nine FGDs with health care consumers (19 male and 49 female, 68 

participants in total) and six in-depth interviews with key health system informants (three 

health care providers and three policymakers) provided data for this study.  

The results are synthesized and presented according to the key aspects of health insurance: 

system funding, management responsibilities and relations between health care consumers, 

insurer(s) and health care workers. Before that, the views on the current system of health care 

financing are presented. 
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CURRENT SYSTEM OF HEALTH CARE FINANCING 

The only insurance system currently in place in Myanmar is the SSS. This system has not been 

improved or expanded over the years, as indicated by one of the key informants. The SSS is 

regulated through the Ministry of Labour and paid for by employers of middle and large 

companies (five or more employers). Health care services covered by the SSS are provided in 

two hospitals in Yangon, one hospital in Mandalay and in 77 SSS clinics throughout the 

country. Employees, who are enrolled, are reimbursed for their health care spending in non-

SSS facilities as well. 

Health care consumers-participants enrolled to the SSS, as well as key health system 

informants included in the study, are generally not satisfied with the services provided by the 

SSS. The people enrolled in the SSS often do not know the premium rate which is deducted 

from their salary and what health care services are covered. In addition, the health care services 

provided by the SSS do not satisfy the patients’ medical needs in terms of distance and opening 

hours, which coincide with the general working hours. Sometimes facilities are open only 3 

days/week. There are problems with poor communication skill of the health staff and a long 

waiting time. SSS members in our study also complain about the poor health facilities of SSS 

clinic, for example, lack of health staff, essential medicines, laboratory and imagine facilities. 

The last factor bothering SSS members in our study is the long reimbursement process when 

they pay out of pocket for medicines at outside pharmacy or receive health care at public 

facilities that fall under the MoHS. The data from the FGDs show that some persons are 

unaware of their enrolment in the SSS and are unaware of the eligibility criteria to enroll in the 

SSS. Also, even if people are enrolled, they still pay high amounts of money for health care 

services and have to wait a long time before their health care costs are reimbursed. The 

reimbursement is usually not in full. Sometimes they only receive 50% of the actual expense. 
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Therefore, the majority of the members enrolled in the SSS, choose for non-SSS hospitals such 

as private clinics, even though these health care costs are not covered. These views about the 

functioning of the SSS are also supported by the key health system informants in our study. On 

the other hand, one SSS member who experienced a resection of a breast tumor at SSS hospital 

in Mandalay indicates that she was satisfied with doctors and service and that the cost was very 

low as she only needed to pay for travel, food and some medicines. 

‘I don’t want to enroll in health insurance, since I don’t trust it. Now all our colleagues have 

SSS but when we went to the SSS office to pay premium, the communication with the office staff 

was very bad and the process takes a lot of time. For reimbursement, they have to wait for a 

long time as well. So if the health insurance will be like this, I don’t want to enroll.’ (FGD-

participant/SSS member) 

‘As the SSS clinic is too far from the residential area and open only 3 days per week, I prefer 

to seek treatment at nearby clinic’ (FGD-participant/SSS member) 

‘I did not get full reimbursement when I was admitted to public hospital for a fractured leg’ 

(FGD-participant/SSS member) 

‘So, most of them (health care consumers with SSS health insurance) go to the government 

hospital for their health problems, because they have SSS. But some of them don’t want to go 

to the government hospital. It is very dirty and they lack facilities, so they prefer going to the 

private clinics even though they pay for social welfare (SSS).’ (Key informant/health care 

provider). 

The challenges faced by the non-SSS members at present are high OOPPs, long distance from 

the health facility especially for specialized care and poorly equipped health facilities in the 

community. One participant living in a sub-urban area of Yangon, Hle Gu township, had to 
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borrow money and/or sell assets to pay for health care. However, people living in another 

township (Bahan) state that they can access a mobile clinic, which provides free health care 

including, imaging facilities. One participant from Bahan township and one from North Dagon 

township report that the public hospitals stand for the poor with low cost and good quality of 

care. Utilization of public hospitals costs only one third of the private hospital use because it 

only requires buying some medicines while other services are free.  

‘We need to borrow money from either relatives or money mongers who take 5% or 10% or 

15% interest. As I don’t have health insurance or a social security card, we even need to sell 

our properties to get treatment’ (FGD-participant/non-SSS member) 

‘There was an imprinted ideology in our mind that ‘no money no health care’ in contrary to 

our belief, it cost only 50 USD in public hospital instead of 150 USD if we used a private 

facility’ (FGD-participant/non-SSS member) 

The FGDs show that the most important criteria health care consumers use when choosing 

health care services are accessibility of and trust in the health care provider, as well as the 

ability to pay for their health care services. Therefore, they visit facilities and providers near 

their homes and only use specialist care in case of referral by their GP. Some participants in 

the FGDs mention that long waiting hours are a barrier to seek health care, especially in big 

general hospitals. In clinics nearby the homes of participants, this problem is not perceived. 

The key health system informants also mention the problem with long waiting hours. One key 

informant, working at a public hospital, explains that often, situations occur in which the 

demand for care exceeds the work capacity of the hospital, since the group of health care 

consumers the hospital covers, exceeds the capacity of the hospital. This informant also states 

that the government underestimates the amount of health care consumers served by a township. 

In the township of Hlaing Tharyar, according to another key informant, one third of the health 
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care consumers are not registered, because of the high percentage of non-registered migrant 

workers coming from the North of Myanmar. The work-pressure resulting from the 

shortcomings in staff and facilities, together with the very low salary ($185 on average per 

month) leads to low quality of care and a long waiting time for health care consumers. 

The health care consumers in our study state that if they would have enough money, they would 

not use the government facilities anymore but pay for private health care. According to key 

informants in the study, health care consumers with higher incomes mostly use private health 

care facilities. They rather spend extra money for high quality health care in private facilities 

in Myanmar, or go abroad to countries such as Singapore and Thailand. 

The overall perception of both health care consumers and key informants is that there is a more 

general need of a better and more up-to-date health system and not merely an improvement of 

the SSS, which is only a part of the health care financing mechanism. The following quote 

explains why one of the key informants in the study does not think the SSS is a success: 

‘The SSS was formed many years ago, when we were young. If the system was okay, the amount 

of people using it would be reaching the sky!’ (Key informant/health care provider) 

Key informants also mention that health care consumers do not pay for all health care costs 

themselves. The government provides some pharmaceuticals to hospitals and health care 

facilities.  Additionally, some health care is provided free of charge (e.g., services of health 

care workers on voluntary basis in the rural areas). At the same time, health care consumers in 

the study explain that local governments sometimes arrange free mobile clinics that provide 

free specialist care for eye disease or other non-acute needs. 

However, health care consumers also mention during the FGDs that the health care costs they 

have to pay, are sometimes paid for by using savings, borrowing money from relatives and 
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friends, selling properties or getting a loan. The following quote explains the thoughts and 

considerations of one FGD participant when he has to pay for medical services he uses: 

‘If the illness I am faced with is very serious, I will have to borrow money to get treatment. If I 

do not die, I can earn money and pay it back later.’ (FGD-participant/non-SSS member) 

When asked in the FGDs how big the barrier of health care cost on daily life expenditure is, 

direct catastrophic experiences, are not stated by the health care consumers. Only a few 

consumers-participants speak of situations in which they are faced with financial hardship due 

to their illness. 

 

FUNDING OF A FUTURE HEALTH INSURANCE SYSTEM 

In the FGDs, the topic of a health insurance funding system appears difficult to grasp, since 

most of health care consumers lack experience with health care insurance. However, after 

receiving information on the health insurance concept, most FGD participants show a positive 

attitude towards paying for health insurance. Generally, for a basic package of health care 

services, an insurance premium equal to 4% of the monthly income is seen as a reasonable 

amount to pay, when paid on a monthly basis. For individuals with lower incomes, this 

insurance premium will mean 1000–3000 Kyats (approximately 1–3 USD) per month. If the 

package includes high-cost medical services, they are willing to spend up to 5–6% of their 

monthly income. They also would like to have their family members covered by this insurance 

premium. 

‘We want to contribute 2–5% for health insurance (exact amount is 3%). We prefer monthly 

payment as we don’t want to burden our self’ (FGD-participant/non-SSS member) 
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‘All family members should have health insurance and contribute a fixed amount’ (FGD-

participant/non-SSS member) 

‘We are willing to contribute monthly premium with range between 2000–3000 MMK’ (FGD-

participant/SSS member) 

The key informants in our study propose three different funding systems as being most 

appropriate for the Myanmar population; a tax-based health insurance system for the whole 

population of Myanmar, a health insurance system based on a combination of taxes and 

individual insurance contributions and a community-based health insurance system. The option 

of a tax-based health insurance system for the whole population is proposed by one of the key 

informants who is a policymaker. This key informant highly values the concept of solidarity 

and states that solidarity is essential for a successful nationwide health care insurance system. 

He also supports the idea that ‘the contribution should not restrict access.’ According to him, 

it is important to limit the inequality in access to adequate health care and a fully tax-based 

health insurance system would be the best way to approach this problem. Health insurance 

should be a form of social protection, provided by a mechanism that allows cross-subsidy from 

the rich to the poor. As indicated by this key informant, surrounding countries, for example, 

Thailand, India and Sri Lanka, achieved better coverage by increasing government spending 

on health. A tax-based system, creating a large pool of contributors to the insurance system is 

the best possibility to cover the largest range of health episodes. It is fundamental to have the 

poor, children and elderly covered to start with. If the government starts by covering a small 

part of the population with a basic package of health care, with the prospected increase of 

Myanmar’s economy and wealth in time, the package as well as the amount of people covered 

can be increased, as explained by the key informant.  
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‘The larger the pool of contributions, whether it is through individuals into a social insurance 

pool or whether it is into a tax system but the larger the pool, obviously the larger the range of 

health episodes that you can cover.’ (Key informant/health care policymaker) 

This key informant does not see the small formal sector as a problem. As he explains, only one 

third of the Myanmar’s population is working in the formal sector and would contribute by 

paying taxes to this type of health insurance funding. There are possibilities of getting people 

from the informal sector to pay as well but the costs to get them enrolled often exceeds the 

funds they contribute to the pool. The key informant sees the nationwide health insurance as a 

form of road tax. 

‘In other countries when you buy a car you must pay road tax every year. But a poor person 

who has a bicycle doesn’t pay road tax but he can still access all roads. The same concept with 

tax based health care financing model which poor can access health care although they don’t 

need to contribute like rich one.’ (Key informant/health care policymaker) 

Other two key informants, also policymakers, propose a basic package of health care services 

funded by both taxes and individual insurance contributions. This insurance contribution 

should give the health care consumer access to a basic package of health care starting with the 

coverage of primary health care. In case people can afford to spend more money and are willing 

to do so, they can get coverage for secondary and tertiary health care services, provided by a 

private health care insurance company. However, key informant believes that ‘the ones who 

pay more should get more.’ 

According to one key informant, informal workers should be made responsible to contribute to 

the health insurance system, making health insurance mandatory even though gathering the 

individual contributions will be challenging. He explains that the Myanmar banking system is 

weak, leading to a lot of mistrust in the banks. Therefore, many people do not have bank 
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accounts. Innovative ways of reimbursements can be thought of, as suggested by one of the 

key informants. Household electricity bills are paid at local offices and health care insurance 

payments can be included in these monthly bills. If people do not pay for their insurance or 

electric bill, they will get cut off the electricity as well. 

A community-based health insurance system for the rural areas of Myanmar, is proposed by 

one of the key informants, who is health care provider. To overcome the concerns about the 

access to and delivery of adequate care, collaboration between government and the NGOs that 

are working is the area is necessary. This key informant states that a different form of health 

insurance for the rural populations might be more appropriate since these population groups do 

not have the same access to health care facilities as people living in the urban areas. Setting up 

health clubs, to pool money of the small communities into a fund, will enable the health care 

consumer in the rural areas to pay for medical costs out of this community fund. Pooling the 

money can be done in many different ways, as explained by the key informant. 

 

MANAGEMENT OF A FUTURE HEALTH INSURANCE SYSTEM 

Health care consumers-participants in the FGDs do not show a preference for a specific 

management body for health insurance as long as the organization is transparent and efficient. 

They find trustworthiness, reliability and accountability of the managing body important 

criteria for the management of the future health insurance system. According to them, the 

managing body should guarantee equal access to and quality of health care services. 

‘We want the honest and efficient organization to handle the health insurance service although 

we don’t have any political preference’ (FGD-participant/non-SSS member) 
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‘I prefer both private and government sector involve in establishing health insurance policy’ 

(FGD-participant/SSS member) 

All key health system informants in our study have a positive attitude towards the involvement 

of international parties to help set up a health insurance system in Myanmar, as they 

acknowledge that the national stakeholders currently lack the experience to set up such system 

themselves. Related to this, two key informants see the importance of involving NGOs and 

international organizations to develop the management of the system. They explain that 

Myanmar lacks experience with health insurance governance and needs assistance from more 

experienced parties (International nongovernment organizations, medical associations, 

international insurers) to come up with a health insurance system. 

‘In Myanmar there is a lack of management and regulatory power to map all activities of NGOs 

and INGO are doing to improve the health.’ (Key informant/health care policymaker) 

‘I think foreign companies should come here because this is fertile soil, very fertile soil for 

many businesses.’ (Key informant/health care policymaker) 

Key informants in our study however recognize that the collaboration between international 

NGOs and governments can be challenging. As explained by one of the key informants, he 

experiences a barrier when collaborating with government representatives, as he perceives a 

strong hierarchy. 

‘The hierarchy makes working in collaboration difficult.’ (Key informant/health care 

policymaker) 

Key informants in our study also recognize the lack of regulations and policies in Myanmar. 

One of the key informants sees it as the government’s responsibility to lay down the rules and 

regulation for health insurance but allow for a joint venture of public and private parties 
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together to organize the health insurance. This key informant sees a role for private companies 

to come up with policies and to stimulate competition between those parties to keep the price 

of health insurance low. But at the same time, it is necessary to have the government as a 

controlling body to control and regulate the health insurance market so that the quality of health 

care is guaranteed. 

‘We need the right mechanism in place but the mechanism also needs the right policies in those 

areas.’ (Key informant/health care policymaker) 

One key informant points out that the government lacks the ‘eye’s on the ground’ and do not 

want to be told what to do either by medical doctors or policymakers from NGOs. This leaves 

them with unrealistic views on the society and the population’s medical needs. Another key 

informant however sees the organization of educational programs of health care workers as a 

responsibility for the government. 

 

STAKEHOLDERS’ RELATIONS IN A FUTURE HEALTH INSURANCE 

SYSTEM 

The results of the FGDs suggest that health care consumers have a strong preference to choose 

their own physician, based on a feeling of trust. Therefore, they do not like the idea of being 

restricted to one health care worker under the future health insurance system. They also expect 

that health insurance can offer access basic primary care and specialized care if they needed. 

They wish the reimbursement process to be short and to get full reimbursement. 

‘We wish to have universal coverage for health insurance or social protection it should step 

from local health clinic up to tertiary level’ (FGD-participant/non-SSS member) 
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‘We are keen to have skill health care workers with good communication skill’ (FGD-

participant/SSS member) 

One of the key informants suggests the involvement of the Myanmar Medical Association for 

the training and educational programs of medical professions. Keeping health care workers in 

the system is a problem since salaries are low and the facilities are old-fashioned. This makes 

job opportunities in surrounding countries such as Thailand and India more attractive compared 

to working in Myanmar, which results in a brain drain. Due to the lack of human resources, 

especially in the rural areas, the question of free choice of health care provider under a future 

health insurance system can be only relevant in the urban areas. 

With regards to competition, one key informant advises to encourage competition among health 

care workers. He feels that for example an experienced physician should be paid more 

compared to a physician who just graduated form a medical school, because of the professional 

experience. One key informant also mentions the lack of competition among health care 

providers but also among suppliers of health care equipment and pharmaceuticals. The latter 

was prohibited in the country during the military ruling and the international boycott for several 

years. This kept innovation in medical equipment and pharmaceuticals low. Therefore, 

encouraging competition might make working in the health care sector more attractive as well. 

However, not all health care consumer-participants share the positive opinion on competition 

among health care providers. Providing physicians with better facilities, sufficient 

pharmaceuticals and medical equipment will make the profession more attractive as well, 

according to one key informant. 

All participants acknowledge the importance of including all Myanmar people in the health 

care insurance but reducing the burden of paying for health care for vulnerable groups. The 
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elderly, children and vulnerable population groups should be paying less or should not pay at 

all for the health care services they use, according to one of the key informants. 

 

BENEFIT PACKAGE 

An interesting finding in the FGDs is that health care consumers want all services included in 

the health insurance package, even annual medical check-ups. The question is whether this is 

realistic and whether people fully consider the costs of providing all of these services for free. 

One of the key health system informants thinks that expensive cancer treatment; dental care, 

plastic surgery, organ transplants and traditional medicine are all treatments that can be 

excluded from the benefit package. Traditional medicine is practiced on a large scale, mainly 

in the rural areas but it is often entails health risks. Traditional practices sometimes prevent 

people from using evidence-based medicine practices or the traditional treatment on itself puts 

the patient in danger. The ‘safer’ practices, such as herbal teas, are often inexpensive and can 

be easily paid for by people themselves, as stated by one key informant. 

Bottom-up investigation is needed to specify what necessary services should be included in the 

package and what services can be excluded. One key informant also states that the medical 

needs of the rural area are different from those in the urban areas and health care services 

available in the urban, might not be available in the rural areas: ‘We need to find out what 

people need.’ A way of determining what should be included in the package is by starting by 

covering the most accessible services for the whole population. First primary health care 

services, together with public health and once the country becomes more developed and 

wealthier, expanding the coverage to secondary and tertiary care. Thereby focusing what is 

cost-effective health care. 
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6.4. Discussion 

There is no doubt that all health system aspects are important in moving towards UHC in 

Myanmar. However, this chapter has focused on the health care financing mechanism only. 

The study has explored the views of health care consumers in Myanmar on the current health 

insurance system, the SSS, as well as on the design and implementation of future health 

insurance. The study has also triangulated these views with the views of key health system 

informants on health care financing. Overall, it is expected that by implementing an innovative 

and culturally adapted health insurance system, the financial hardship of using health care will 

be reduced. But what type of health insurance could be implemented? Based on the views of 

health care consumers and key informants, our study sheds light on the following aspects of 

the future health insurance system in Myanmar: system funding, management responsibilities 

and relations between health care consumers, insurer(s) and health care workers and benefit 

package. The results are interpreted based on literature from other countries since information 

on this topic for Myanmar is lacking to a great extent.       

The results confirm that the current health insurance system, the SSS, covers only a very small 

share of the population and does not fulfil the needs of its members. The weaknesses of the 

current health insurance system include poor health facilities in SSS clinics and a long and 

unclear reimbursement process. We also find that health care consumers, who are not SSS 

members, are overall unfamiliar with the concept of health insurance, though after explaining 

the concept, all health care consumers in the FGDs express a positive attitude towards health 

insurance. This suggests however, that before implementing any kind of health insurance 

system in Myanmar, raising awareness among the population is essential to ensure that people 

will enroll in the system and that they know what they are entitled to. This problem is observed 
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in other countries as well. India for example is currently improving the UHC of the population 

and the experience shows that understanding of policy coverage by the insured is necessary for 

the successful insurance implementation (Sippy and Ravi 2015). 

The results of our FGDs suggest that health care consumers are willing to spend 2–5% of their 

monthly salary on health insurance. Although this amount should not be seen as a hard 

indicator, the amount seems reasonable compared to other neighboring countries. In India, the 

insured persons even spend 8–10% on their monthly income on health insurance (Bureau 

2011). Our results however should not be interpreted in terms of recommended insurance 

contribution in Myanmar. To determine the adequate insurance contribution levels, further 

analysis based on nationally representative survey data collected among all stakeholder groups 

as well as estimated cost of benefit package would be necessary. Up to date, neither actuarial 

tools and projections, nor proper costing exercise for benefit package has been done even in 

the SSS in Myanmar (Tessier and Thidar 2014). Policy makers need to understand the current 

costs to set efficient provider payment system of health insurance (Özaltın and Cashin 2014). 

Three options of health insurance or different risk pooling mechanisms emerged from our study 

as being appropriate for Myanmar according to some of the respondents; a tax-based funding 

system, a combination of basic social health insurance and additional voluntary insurance, as 

well as community-based health insurance. Each of these health insurance options has its 

advantages and disadvantages and its feasibility in Myanmar. These factors should be analyzed 

in further studies before recommendations for the future health insurance system in Myanmar 

can be formulated. Nevertheless, some evidence on this can be already found in previous 

studies as discussed in the following paragraphs. 

As suggested in the literature, the advantage of a tax-based funding system is a lower rate of 

adverse selection and risk selection compared to the other health care financing mechanisms 
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proposed by the respondents. Moreover, a tax-based funding system is more progressive than 

the other financing mechanisms because it diminishes the burden on the poor (Smith and Witter 

2004; Savedoff 2004). There are many ways to mobilize revenue in a tax-based funding system, 

such as value added taxes, sales taxes and import duties. However, it is impossible to depend 

on a tax-based financing system solely due to the small tax revenue in Myanmar (Tessier and 

Thidar 2014). Hitherto, Myanmar is mainly dependent on corporate or individual income tax 

(salary or business) but the law and regulations are not strengthened enough to get a large 

amount of revenue for the health system (DFDL 2014). The success of tax-based funding 

depends on the effectiveness of the political system that governs the allocation of funds as well 

as on the efficiency of the health service provision. Fully tax-based funding has a potential in 

case of a scheme that covers a very small benefit package or a very small part of the population, 

or a combination of the two. Such scheme can be used for covering the poor and vulnerable 

groups by the government through tax-based funding (Savedoff 2004). 

Previous studies (Wagstaff 2009; Hsiao and Shaw 2007) suggest that a social health insurance 

system strongly depends on the contributions from the employees and employers. Given the 

low earning rates in Myanmar, it is uncertain if the social health insurance can alone guarantee 

sustainable health care financing. The social health insurance is usually mandatory for formal 

sector workers, however, voluntary or not eligible for the informal workers. Thus, it is difficult 

to get nationwide coverage if social insurance is implemented alone if there is a large informal 

sector (Acharya et al. 2012). This implies that the SSS in Myanmar could be only partly 

expanded in urban areas where there is more formal employment. But to achieve this, the SSS 

should also improve its services because the various shortcomings, as those indicated in our 

study, might discourage citizens to purchase this type of health insurance. 

Regarding the community-based health insurance, mentioned by some participants in our 

study, the evidence in the literature are rather controversial. Some countries, for example, 
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China and India, have success stories while others, for example, Philippines and Indonesia, 

have a historical interest but no longer consider this health insurance option (Soors et al. 2010). 

The reasons to drop community-based health insurance are operational difficulties, financial 

problems, small schemes (many of them covering less than 500 households with insufficient 

risk pooling, unattractively limited benefit packages and high dropout rates). To be successful, 

community insurance pools should be large enough and should attract a suitable mix of 

insurance members, that is, a variety in age and health backgrounds, to ensure that the risk is 

insurable (Carrin et al. 2005; Lautier 2006). Political commitment together with government 

subsidies played an important role in the successful expansion of community-based health 

insurance in China and India (Soors et al. 2010). Though proposed by participants in this study 

for rural areas, the feasibility of community-based health insurance in Myanmar need to be 

explored further. 

Thus, as discussed above, the implementation of only one health financing system will be 

difficult to sustain financially and it will be difficult to achieve full coverage in Myanmar. A 

combination of the three models could provide a comprehensive funding system to develop 

nationwide health insurance for the coverage of the whole population. 

It seems reasonable to involve parties outside of the government, such as NGOs or international 

companies, including private health insurers, with knowledge and competences in health 

insurance provision, to compensate for the lack of experience the government of Myanmar has 

and to gain benefits that might come from working and learning from these parties (Biesma et 

al. 2009). The role of NGOs in community-based insurance has been either as an insurer, as a 

provider of health services, or as third-party administrator who purchases the insurance from 

the insurance company (Soors et al. 2010). The last kind of arrangement creates the wider risk 

pool (Churchill 2006). The advantage of involvement of NGOs includes their effort to 

improving negotiating capacity with insurance companies and providers. For example, in India, 
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Karuna Trust negotiated an insurance package including compensation for income loss and 

medicine with a low premium rate which is below the estimated willingness to pay of the 

poverty line. At the same time, the weakness of this arrangement is that the limited benefit 

package for already set premium rate may not meet the need of beneficiaries. This can lead to 

pay up front and cumbersome reimbursement. Some NGOs control this by offering the tailored 

package based on the need of local population (Radermacher et al. 2005). The Indian 

government declared the involvement of NGOs as a priority in the establishment of the Indian 

National Rural Health Mission 2005 (Soors et al. 2010). It is however important to keep the 

final responsibility and overview of the health system with the government to make sure that 

the NGOs involved do not only focus on one specific illness but take a whole scale of diseases 

into account. Similarly, the government should regulate the involvement of private health 

insurers because they may tend to focus on profit making. Next to this, the Myanmar 

government should take into account that the current legislation and regulations need to be 

adjusted to make the implementation of a nationwide health insurance system possible. With 

regards to providers, both public and private providers should cooperate in the nationwide 

health insurance system and negotiate about payment methods. The SSS should not be served 

as a provider because the efficiency of SSS health service provision is very low according to 

our study and other evidence (Tessier and Thidar 2014). The main concept for building a 

sustainable health insurance is to develop a strong linkage between all three stakeholders—

payers, providers and beneficiaries. 

Although this chapter provides evidence relevant to policy, as it is the first of its kind in 

Myanmar, the study has certain limitations that need to be acknowledged. We include two 

groups of study participants: health care consumers and key health system informants. 

However, the number of representatives of key informants is rather low due to bureaucratic 

reasons coupled with time constrains of potential participants. Therefore, complete saturation 
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of the opinions in the sub-groups of key informants, namely policymakers and health care 

workers, is not reached. The number of health care workers interviewed is especially small. 

Therefore, it is not possible to make conclusions about the sub-groups of key informants and it 

is not possible to contrast the answers of these sub-groups. Another limitation is the lack of 

prior knowledge on health insurance among uninsured health care consumers. The topic of a 

health insurance funding system appears difficult to grasp among these inexperienced potential 

insurance clients. Their views might have been more pronounced if they had prior experience 

with health insurance. Moreover, the study was restricted to the area of Yangon, which means 

that perceptions of people living in the remote rural areas could not be explored. Lastly, the 

country is in transition with socio-political changes taking place. For example, as of July 2015, 

after the data collection for our study, the government allowed private companies to offer health 

insurance. Investigating the role of this type of insurance providers will be an important topic 

in future research (Thitsar 2015). 

 

6.5 Conclusions 

As explained by the WHO, various factors are important to make UHC successful; a strong, 

efficient, well-run health system, an affordable financing health care services, availability of 

essential medicines and technologies and well-trained, motivated health workers (WHO 

2015a). All these factors apply to Myanmar as well as evidenced in this chapter. Despite the 

variation in opinions about how to organize the health insurance system, all stakeholder groups 

agree that a completely new insurance system should be designed and implemented by 

integrating the existing current small scale SSS. A stepwise implementation approach is 

recommended to account for the variation between the rural and urban areas and for the general 

lack of resources for health care in the country. All stakeholders also agree that equity in 
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accessing health insurance system will be vital for protecting the poor and vulnerable groups 

from financial hardship when using health care. 

Conclusions based on information by consumers is valuable and essential to take into account 

in any decision about the implementation of a health insurance system but we should also 

consider the limits in the knowledge about health insurance that consumers in Myanmar have. 

Thus, although this chapter provides evidence on the stakeholder’s views, more research is 

needed before a rational choice for a health insurance system in Myanmar can be made. Future 

research could focus on vital health insurance aspects, such as how to make the pooling 

mechanism feasible, how to define an essential benefit package that is affordable for the 

country, how to assure the risk pooling mechanisms so that health insurance can be beneficial 

for vulnerable groups as well. 
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Chapter 7: General Discussion 
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7.1. Introduction 

The principal aim of this dissertation has been to provide knowledge and insight on health 

financing mechanism, relevant for the health insurance reform in Myanmar. The development 

of a national health insurance scheme in Myanmar is crucial in the light of the poor coverage 

that the current social protection mechanisms provide resulting in high OOPPs. In the 

introduction chapter of this dissertation, we have formulated five research questions to achieve 

the aim of the dissertation: 1) what are the lessons learnt from different health-financing 

reforms in the region; 2) what is the financial protection level of the current health-financing 

mechanism; 3) what is the level of protection provided by the SSS and what are the patterns of 

health care use and payments among SSS members; 4) what are the perceptions of health 

insurance among potential beneficiaries and to what extent are people in Myanmar willing and 

able to pay for health insurance; and 5) what are the views  of the health care stakeholders on 

the establishment of a national health insurance system? 

To answer these questions, five empirical studies have been conducted. Thus, the five research 

questions are addressed in the preceding five chapters of this dissertation. Chapter 2 presents 

the findings of the systematic review of different health financing reforms in the ASEAN 

countries. The review explores the impact of different components of health financing 

mechanisms — revenue raising, pooling, purchasing — in terms of utilization/need, quality 

and financial protection of the health financing system. Chapter 3 identifies the financial 

protection level of the current health-financing mechanism by measuring the magnitude of 

catastrophic health care expenditure in Myanmar. Chapter 4 investigates the utilization of 

health care services and the magnitude of OOPPs among SSS members and the general 

population who are not SSS members. Chapter 5 presents a feasibility study of the expansion 

of the SSS or the initiation of a new health insurance system among SSS members and the 
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general population by establishing the willingness and ability to pay health insurance premiums 

and the preferences for the provision of health services. Chapter 6 explores the views of various 

stakeholders on the establishment of a national health insurance system through in-depth 

interviews and focus group discussions on the different types of health insurance model. 

This final chapter presents the key crosscutting findings across the various chapters of this 

dissertation. The conclusions are presented in the form of seven statements, which are 

discussed to outline the policy implications and suggestions for further research when 

appropriate.  

 

7.2. Main statements based on the research findings 

STATEMENT 1: IN MYANMAR, MEMBERS OF THE SSS OFTEN OPT 

FOR HEALTH SERVICES OUTSIDE THE SCHEME, WHICH 

EMPHASIZES THE NEED TO REFORM THE SCHEME 

Findings reported in this dissertation show that nearly 80% of SSS members used health care 

services outside the SSS clinics even though they had to pay out of pocket for using private 

health facilities (Chapter 4). The reasons for seeking health care outside the SSS clinics include 

inconvenient opening hours of the SSS clinics that coincide with the patients’ working hours 

and, moreover, some of these clinics are only opened three days per week (Chapter 6). As a 

consequence, SSS members use health services from nearby non-SSS health facilities, which 

they can access when suitable for them. Other factors found to be a barrier to access SSS clinics, 

include poor communication skills of the health staff, long waiting times, poor conditions at 

the SSS clinics as well as the lack of health staff, essential medicines, laboratory and imagine 

facilities (Chapter 6). In addition, an inconvenience experienced by SSS members in our study 
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when accessing SSS clinics, is the long reimbursement process when they pay out of pocket 

for medicines at outside pharmacies or receive health care at public facilities that fall under the 

MoHS (Chapter 6). These shortcomings hinder the progression of the SSS in Myanmar towards 

UHC and negatively affects the trust in health insurance as well as the SSS enrolment rate 

(Bodhisane and Pongpanich 2018).  

The future reform in Myanmar should focus on the weaknesses in the supply of health care 

such as those mentioned above, e.g. workforce availability as well as accessibility of equipment 

and medicines in health facilities. This can help to increase health care utilization as well as 

the SSS enrolment rate, which may allow wider risk pooling and may improve the financial 

sustainability of the SSS. At the same time, there is a need to evaluate how the current 

reimbursement process and accessibility of SSS health facilities in terms of place and time, 

could be improved to meet the beneficiaries’ demands. A systematic review of the factors 

affecting voluntary uptake of CBHI schemes in LMICs reveals that an inappropriate benefits 

package, cultural beliefs, affordability, distance to health care facility, lack of adequate legal 

and policy frameworks to support CBHI, and stringent rules of some CBHI schemes are key 

barriers for enrolment (Dror, Hossain et al. 2016). The same study reports that the education 

of the household head, household size, and trust in the scheme management are positively 

associated with members’ decision to renew insurance membership (Dror, Hossain et al. 2016). 

In this regard, the dissertation also shows that in Myanmar, age, gender, health status, type of 

employment organization (private/public), civil status (living alone/ living with partner), 

income (high/ low) and payment for health insurance before illness (prepayment principle), 

perception of diseases risk, and trust in the health insurance system play a role in the 

willingness to pay for health insurance (Chapter 5). Developing a transparent and accountable 

health financing mechanism can build trust in the management of the scheme. The Sector-Wide 

Approach (SWAp) approach with all significant partner/funding agencies will definitely be a 
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good start to develop a new and comprehensive health financing strategy. However, 

government leadership is essential in the sector. Commitment over time could help to move to 

a greater reliance on government financial management and accountability systems. Last but 

not the least, this dissertation highlights that knowledge and understanding of insurance can 

motivate beneficiaries to enroll in health insurance. The knowledge level about health 

insurance is extremely low among the general population in Myanmar while SSS beneficiaries 

complain that they do not get enough information about the SSS to know how much they 

contribute in premiums and which services are included in the benefit package (Chapter 5). 

Further study needs to explore whether the current benefit package meets the needs of SSS 

beneficiaries.  

Evidence from previous studies suggests that parallel interventions are required to increase 

specific service utilization (Rosvik, Michelet et al. 2019), such as services at health facilities. 

Intervention strategies, e.g. the encouragement of referrals to health facilities by GPs or nurses, 

increasing awareness of health services through media (such as through electronic media 

advertisement and community fairs), focused case management interventions (such as the 

assessment of needs, information and recommendation of available services), and monetary 

support for the use of health services (such as a demand side financing arrangements like 

vouchers, monthly service reimbursement, or monthly community care benefits), could 

increase utilization of health facility services.  
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STATEMENT 2: THE MAJORITY OF THE MYANMAR POPULATION 

ARE WILLING TO ENROLL IN A HEALTH INSURANCE SYSTEM BUT 

TRUST IN THE HEALTH CARE PROVIDER AS WELL AS A WELL-

FUNCTIONING INSURANCE MANAGEMENT BODY WILL PLAY AN 

IMPORTANT ROLE IN THEIR ACTUAL ENROLMENT 

The main method of health care payment in Myanmar is OOPPs especially among the general 

population. This dissertation shows that almost all health care users pay through OOPPs while 

the health care cost of about one third of SSS beneficiaries are covered by the SSS (23% of 

SSS beneficiaries use free health care services provided by the SSS and another 11% of SSS 

beneficiaries are reimbursed by the SSS) (Chapter 4). Although a significant number of SSS 

beneficiaries opt for health services outside the scheme, their average per-capita spending on 

health care is 8 times less than that of the general population showing the effect of financial 

protection by the SSS (Chapter 4). Moreover, the average amount of money borrowed and the 

assets sold to cover health care expenditure, are much higher than those of the SSS 

beneficiaries. The possible reason is that SSS beneficiaries who opt for health services outside 

the scheme, are only seeking general/primary health care rather than specialized care because 

SSS covers specialized care cost without a financial limit on reimbursement. Because of the 

current practice of high dependence on OOPPs, the general population’s lack of social 

protection contributes to their interest in a prepayment system, which we observed in both 

focus group discussions and the survey presented in this dissertation (Chapter 5 and 6). As 

mentioned earlier, this dissertation highlights the significant association between trust and 

willingness to enroll in health insurance, i.e. the higher the trust the higher the amount willing 

to pay for health insurance (Chapter 5 and 6). 
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When it comes to  trust “the provision of health care services by providers is the way that 

demonstrates that the patient's interests are a priority”(Halbert, Armstrong et al. 2006). There 

are two potential aspects of trust at two levels, (1) personal: such as trust in the specific patient-

care provider relation at an individual level or trust in physicians/care providers in general at a 

system level; and (2) institutional: such as trust in a specific hospital/clinic/health plan at an 

individual level or trust in hospitals/clinics/health plans in general at a system level, as well as 

trust in the health system as a whole. The factors influencing one aspect of trust may also 

impact on other aspects of trust. For example, patient’s trust in their personal physician may 

influence their trust in a hospital or health plan. Similarly, patients’ trust in the health system 

influences their trust in physicians or health plans. The nature of the organization, i.e. non-

profit versus profit making organization, and performance monitoring by purchasers influences 

trust (Gray 1997). Thus, as experience with the SSS develops, the knowledge gained from that 

experience, becomes a factor of trust in a prepayment system. Negative experiences of SSS 

beneficiaries with delayed reimbursement may lower that trust. At the same time, the lack of 

experience may also affect trust, as in the case of the general population who has no prior 

experience with the SSS but has negative experience with OOPPs and therefore trust a 

prepayment scheme. Such situation is observed in Myanmar as evidenced by the results in this 

dissertation on the individual willingness to join or pay for a prepayment scheme (Chapter 5 

and 6). This dissertation however does not distinguish between different aspects of trust, which 

could be the subject of subsequent studies to better understand future insurance enrolment. 

Furthermore, incorporating ethical dimensions of trust, such as fidelity, competence, honesty, 

confidentiality, and global trust or holistic aspect of individual trust may help to increase the 

level of institutional trust (Hall, Dugan et al. 2001). Trust building is important as the evidence 

suggests that potential consequences of trust in physicians positively correlates with adherence 

to treatment recommendations, not changing physicians, not seeking second opinions, the 
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willingness to recommend a physician to others, fewer disputes with physicians, perceived 

effectiveness of care, and improvement in self-reported health (Thom, Ribisl et al. 1999). 

Again, the potential consequences of trust in insurers positively correlates with a lower desire 

to change insures and fewer disputes with the insurer (Zheng, Hall et al. 2002). Findings from 

this dissertation, such as SSS beneficiaries opting out for seeking health care outside SSS 

facilities, may be also be explained by low trust between SSS beneficiaries and providers, 

namely physicians and/or other health care providers (Chapter 4). This may also contribute to 

the lack of progress in the SSS expansion over the past 60 years. This dissertation does not 

explore the level of trust in SSS facility services and its consequences, except for the 

willingness to enroll in health insurance, which may be negatively influenced by a lack of trust 

in SSS service provision. Further study is needed to measure trust in service providers to be 

able to improve context specific patient-provider relationship.  

Nevertheless, this dissertation shows that for successful enrolment in the existing SSS or a 

newly developed nationwide health insurance in Myanmar, trust building between patients and 

providers, such as physicians, other health care providers and insurers should not be ignored. 

Future insurance reforms in Myanmar should specifically focus on this issue to be able to 

maintain a large pool of insured individuals. 

 

STATEMENT 3: THERE IS A NEED TO CREATE A NATIONWIDE 

HEALTH INSURANCE SYSTEM IN ORDER TO EXPAND THE SCOPE OF 

FINANCIAL PROTECTION IN MYANMAR  

This dissertation shows that the lack of financial protection among the general population in 

Myanmar results in the highest OOPPs in the region (Chapter 2, 4, 5 and 6). The exploration 
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of the wealth status of families facing catastrophic payments for health care utilization, points 

out that the incidence of catastrophic payments is lowest in the poorest wealth quintile (Chapter 

3). The possibility of foregoing needed health care because of the inability to pay and/or lack 

of social protection among the poorest quintile group cannot be denied (Chapter 3). Evidence 

suggests that an increase in the THE through a public prepayment mechanism such as taxes 

and mandatory insurance contributions, increases financial protection (Xu, Evans et al. 2007, 

Wagstaff, Flores et al. 2018 a). The findings in Chapter 4 and 5 confirm the financial protection 

effect of the SSS to its beneficiaries although it is not much successful in extending its coverage 

breadth.  

Myanmar needs to decide whether to strengthen the SSS or establish a new national health 

insurance system to create a comprehensive public pre-paid mechanism. A nationwide health 

insurance program is needed in order to regulate how revenues are raised and who will collect 

the money, and how services will be provided and who will provide the services base on the 

capacity of the country. The development of a coordinated pre-paid pool mechanism to increase 

the level of health financing and reduce fragmentation, is the key strategy to attain financial 

sustainability of the health system in moving towards UHC. Through reforms that reduce 

fragmentation in pooling, countries in the region have increased the potential to provide 

financial protection and equity of access (Chapter 2). Development of a national scheme has 

the advantage that the pool could be large enough to enable sustainability and assure national 

population coverage. The larger pool will allow cross subsidization that will benefit vulnerable 

population groups as well, e.g. sick and poor. It will be difficult to attain UHC and good 

governance if there are many forms of health insurance disconnected from each other creating 

fragmented pools. Hence, the consideration of all sources of funds in an integrated national 

health financing strategy is essential for the progress towards UHC, particularly in 
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environments that lack the fiscal capacity to generate high levels of compulsory pre-paid 

funding.  

As shown by the experience in the region (Chapter 2), the health-financing mechanism can be 

governed by either a single ministry or jointly by multiple ministries or alternatively by an 

autonomous agency or a mix of agencies and ministries. These governing bodies can play a 

role in the decision-making process of the health care coverage. Specifically, the health-

financing mechanism of Brunei and Malaysia are overseen by a single ministry, the Ministry 

of Health, while the National Health Insurance Program of Philippines is governed by an 

autonomous agency, Phil Health (Romualdez Jr, Rosa et al. 2011, World Health Organization 

2011 b, Jaafar, Noh et al. 2013, McKinney 2013). On the other hand, the National Health 

Insurance of Indonesia is jointly overseen by multiple ministries such as Ministry of Finance, 

Ministry of Health and Ministry of National Development Planning (Bappenas) (Mundiharno, 

Thabrany et al. 2012, Wiener and Muliati 2012, Marzoeki, Tandon et al. 2014). Similarly, the 

Viet Nam Social Security (VSS) is jointly overseen by the government inspection office, the 

inspection office of the Ministry of Labor, Invalids and Social Affairs as well as the Ministry 

of Health and the provincial government inspection bodies (Tien, Phuong et al. 2011). The 

fragmented health-financing mechanisms in Cambodia (Annear, Grundy et al. 2015), China 

(Qingyue, Hongwei et al. 2015), Lao (Akkhavong, Paphassarang et al. 2014), Singapore 

(Abeysinghe, Himani et al. 2010, Bai, Shi et al. 2013) and Thailand (Jongudomsuk, 

Srithamrongsawat et al. 2015) are overseen by ministries or government agencies, thus, 

creating a mix of governing agencies within these countries. In all countries, the function of 

the health-financing mechanism, such as collecting funds/premiums and purchasing/payment 

to health care providers, is mainly carried out by an autonomous agency or agencies, or a mix 

of agencies and ministries depending on the capacity of institutions. Overall, the fragmentation 
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of the system is problematic in these countries, which is a challenge that future insurance 

reforms in Myanmar should address (Sein, Myint et al. 2014). 

This dissertation has only assessed the arrangement of financing mechanisms in the ASEAN 

country and its impact. Understanding the country’s capacity to arrange a prepayment system 

in terms of human resources, infrastructure, and data recording systems should be investigated 

in future studies prior to the implementation of a nationwide health insurance system in 

Myanmar. Capacity building will be an important step in the successful expansion of the scope 

and scale of financial protection in Myanmar. General consensus about the direction of the 

reforms and the contribution of all stakeholders, will be vital for this success. The government 

of Myanmar will have the ultimate task of bringing key stakeholders together to create a 

consolidated national health financing strategy that provides incentives to stakeholders to work 

together towards UHC. 

 

STATEMENT 4: COLLABORATION BETWEEN PAYERS AND HEALTH 

CARE PROVIDERS COULD STRENGTHEN HEALTH SERVICE 

PROVISION IN A NATIONWIDE HEALTH INSURANCE SYSTEM 

In order to extend the existing SSS or establish a new nationwide health insurance system, the 

availability of sufficient supply should be assured. In other words, there should be a sufficient 

number of providers such as individual physicians and health care facilities. The limited 

coverage scope of the SSS, which has not progressed over the past 60 years, is due to a limited 

supply side services in addition to weak law enforcement (Chapter 4 and Chapter 6). Moreover, 

the SSS plays both a payer and provider role under the scheme, which leads to a lack of 

competition and a limited choice of providers. This dissertation provides evidence on the 
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potential benefits of the collaboration of the payer not only with the public but also with the 

private providers. This feature has been found in some national/social health insurance systems 

in the region resulting in more efficient and better-quality health care (Chapter 2). 

Complementing private health care provision in national health insurance, lessens the time 

investment and creates market competition, which when adequately regulated by the 

government, has the potential to improve the quality of health care (Chapter 6). This kind of 

public-private-partnership may speed up the progress towards the achievement of the UHC 

goal. The possible disadvantage will be higher cost than a pure public insurance system. This 

constraint is preventable by price negotiation as a strategic purchasing strategy (Chapter 2). A 

country with a single payer system has more bargaining power in the price negotiations with 

providers (Tangcharoensathien, Limwattananon et al. 2015). In a multi-payer system, the 

government needs to have a stronger regulatory role to assure that efficiency and equity targets 

are being met. Building governance capacity at different levels will be an important target of 

future health insurance reforms in Myanmar. 

Five types of provider payment mechanisms, namely capitation, FFS, diagnostic-related groups 

(DRGs), fee schedules, and global budget, are found in the ASEAN countries and China. 

Various payment methods are used within the countries. This is due to the fragmented financing 

schemes in some countries but also due to the type of services i.e., outpatient or inpatient care 

(Chapter 2). The following combinations are observed, e.g., capitation for outpatient visit and 

global budgets for inpatient care (e.g. UCS in Thailand); FFS for outpatient care and DRGs for 

inpatient care (e.g. CSMBS in Thailand) (Tangcharoensathien, Limwattananon et al. 2015); 

capitation for outpatient visit and user fees for inpatient care (e.g. Philippines) (Romualdez Jr, 

Rosa et al. 2011). At the same time, the provider payment mechanisms for health services are 

found to be similar for similar schemes across the countries, e.g., capitation methods are used 

in the CBHI of Cambodia and the CBHI of Lao PDR (Akkhavong, Paphassarang et al. 2014, 
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Annear, Grundy et al. 2015). Moreover, some schemes apply only one kind of payment method 

for both outpatient and inpatient care e.g., capitation method is used in both outpatient and 

inpatient care insurance schemes in Lao PDR and in the Social Health Insurance of Thailand 

(Akkhavong, Paphassarang et al. 2014, Jongudomsuk, Srithamrongsawat et al. 2015). A DRGs 

method is used in China, Indonesia, and Thailand, and has been piloted in two hospitals in Viet 

Nam for four selected conditions, namely acute pneumonia for adults, pneumonia for children, 

appendix operation and normal spontaneous delivery (Tien, Phuong et al. 2011, Mundiharno, 

Thabrany et al. 2012, Jongudomsuk, Srithamrongsawat et al. 2015, Qingyue, Hongwei et al. 

2015). A future health insurance system in Myanmar should also consider a combination of 

provider payment mechanisms but the development of an adequate mix should be first 

investigated to assure its effectiveness in the specific country context.  

Payers are an important component of any health financing mechanism for any country’s health 

system. Where payers purchase health care services provided by private or public health care 

providers, the health financing arrangement has the opportunity to mobilize the needed 

revenues to meet national health care spending demands for population health. Private health 

providers have a very important role in improving access and addressing equity barriers to 

health care. The involvement of private providers can enhance the relationship between 

beneficiaries seeking quality of health services on one hand and health care providers ability 

to meet these demands on the other hand (Chapter 2). This can translate into improved health 

care use and revenue pooling within the future health care financing mechanism in Myanmar.  

Beneficiaries’ satisfaction with insurance enrolment, depends on their relationship with 

providers and quality of services they receive. These factors also influence their trust of 

services delivery. Therefore, the involvement of both public and private providers in a health 

insurance scheme requires their acceptance and adherence to national quality standards. If such 

quality standards are implemented and service quality is effectively monitored, the SSS or a 
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new national health insurance scheme could consider the involvement of private providers as 

a complement to existing limited public health care providers to achieve UHC. This dissertation 

provides evidence on preference for private providers among both the general population and 

the SSS population (Chapter 4 and Chapter 6). Setting up the accreditation requirement policy 

can improve the quality of care provided in the future health insurance system in Myanmar.   

 

STATEMENT 5: AN EFFECTIVE REGISTRATION OF HEALTH CARE 

EXPENDITURES AND A WELL-DEFINED BENEFIT PACKAGE MAY 

HELP TO INTEGRATE THE DIFFERENT FINANCIAL ALLOCATION 

MECHANISMS AND ENSURE THAT REVENUES ARE ADEQUATE   

Many health insurance schemes face financial instability especially when the health benefit 

packages are defined in a way that is not aligned with available resources. Balancing of the 

costs of the health benefit plan with available resources as well as policy control of purchasing 

and provider payment mechanisms are crucial for the financial sustainability of a health 

insurance system.  

If revenues do not match with health care costs and if a country offers a generous benefit 

package or extends the benefit package without taking into consideration service costs or 

projections of available resources, the financial sustainability can be threatened. An example 

of such situation is the UC scheme in Thailand, which does not practice cost sharing 

(Damrongplasit and Melnick 2015). Similarly, high health care costs due to the increase in the 

prevalence of non-communicable-diseases (i.e. diabetes, obesity, stroke) in Malaysia has 

significantly affected the sustainability of the current tax-based financing system. In Viet Nam, 

the weak system-wide regulatory capacity and the lack of necessary administrative capacity, 
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expertise, and information systems has resulted in inadequate control over the use of the health 

insurance fund (Phuong, Oanh et al. 2015). Furthermore, the government fully or partially 

subsidizes the health insurance for certain groups of people (the poor, children under six) for 

as much as 58.2% of the population. This threatens the financial stability of the Viet Nam 

Health Insurance system if the government becomes unable to provide such subsidies (Do, Oh 

et al. 2014). The sustainability of the basic health insurance scheme in China and the National 

Health Insurance system in Philippines have been susceptible to uncontrolled and inappropriate 

health care use and health care expenditure escalation. As reported in the literature, the FFS 

payment mechanism coupled with a distorted fee schedule and drug mark-ups are the main 

reasons of the rapid inflation of health expenditure because they cause an overuse of tests and 

drugs of unclear clinical indication (Dai, Zhou et al. 2011, Yip, Hsiao et al. 2012, Tobe, 

Stickley et al. 2013). 

Formulation of a well-defined benefit package required the three different policy decisions: (1) 

to align the benefit package with available resources, (2) to add or remove individual services 

or medicines to a package to improve efficiency by analyzing their incremental cost, and (3) to 

decide or negotiate provider payment mechanisms based on costing individual services or sets 

of services (Cashin C and Ozaltin A 2017). These strategies need to be considered in the future 

health insurance reforms in Myanmar. 
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STATEMENT 6: IT IS THE PRIMARY RESPONSIBILITY OF THE 

GOVERNMENT OF MYANMAR TO PROVIDE FINANCIAL 

PROTECTION FOR VULNERABLE PATIENT GROUPS  

Government subsidies for health care are an effective tool to improve population health. 

Government subsidies provide the opportunity to ensure an equitable allocation of government 

revenues to meet health services delivery, and may be targeted to particularly benefit the poorer 

socio-economic groups who may not have the resources to pay out of pocket or insure 

themselves through social health insurance. In any health care market, improving financial risk 

protection by health spending on the poor address equity concerns regarding access to health 

care. This dissertation confirms the importance of financial protection through government 

subsidies especially for the most vulnerable group (Chapter 2).  

We find that countries with a higher percentage of GGHE such as Thailand, China, and 

Malaysia, achieved more than 90% coverage breadth. With regards to financial protection, out-

of-pocket expenditure is also lowest in the countries with the highest GGHE, i.e. Brunei, and 

highest in the country with the lowest GGHE, i.e. Cambodia (Chapter 2). This finding is also 

supported by the conclusion of Pablo and George et al. (2008) that high OOPPs levels are found 

in countries with lower government expenditure while low OOPPs levels are found in the 

countries with high government spending (Gottret, Schieber et al. 2008). Overall, financial 

constraints such as low levels of overall and government spending on health care are found to 

be one of the barriers to achieve UHC in the ASEAN countries (Minh, Pocock et al. 2014). In 

countries where revenues are low, the financial stability of the health system might be 

endangered by the rise in use and cost of health care. Myanmar should secure the additional 

revenues by higher government subsidies to ensure the sustainability of the health system, and 

the adequate coverage of vulnerable groups, in particular the poor citizens. 
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About 26% of the total population In Myanmar lives below the poverty line especially people 

living in rural areas. In this dissertation, we found that catastrophic health expenditure is 

significantly associated with socio-demographic factors such as geographic location; gender 

and education of household head; household size; number of children under 5 years old and 

disabled persons in the household; and total household income (Chapter 3). Thus, the 

government of Myanmar needs to make sure this vulnerable group can access essential health 

care without financial hardship in moving towards UHC. 

Eligibility rules for benefiting from subsidization of health insurance reflect a country’s 

understanding of “vulnerable” in accessing health care. Poverty and low income are the most 

frequently used criteria in defining eligibility in many countries with limited resources. In 

addition, socio-demographic or socio-economic characteristics such as pregnant women, 

children (<5), senior citizens, persons with disability, self-employed workers in rural area, and 

the unemployed are also considered being vulnerable when it comes to OOPPs. Moreover, 

context-specific eligibility criteria such as internally displaced persons or victims of human 

rights violations depend on the political and historical situation (Vilcu, Probst et al. 2016, 

Mathauer and Behrendt 2017). The ways of identification of eligibility in subsidization of the 

future health insurance system in Myanmar can be: (1) direct (proxy) means by determining 

household income and/or assets via household surveys or household visits; and (2) indirect 

means by including beneficiaries of existing social assistance programs such as a conditional 

cash transfer programs, health equity fund, etc (Mathauer and Behrendt 2017).  

Active enrolment by eligible beneficiaries at the local or regional offices of the government 

organizations, which are responsible of the identification process or service providers is usually 

mandatory practice in the Philippines (Babajanian 2016). Even if all abovementioned eligibility 

criteria of identification of vulnerable groups are applied, critical coverage gaps can be also 

seen among migrants and people without documents such as some ethnic groups in Myanmar. 
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Last but not the least, the mobilization of sufficient resources in terms of financial budget 

should coincide with the targeted eligibility criteria. Although the government spending on 

health per capita was increased significantly between 2000 and 2015, it is still the lowest in the 

Southeast Asian region. Budget prioritization has not been fully tapped in Myanmar, leaving 

space for more investments in health. The dialogue between the Ministry of Health and the 

Ministry of Finance should center on the priority given to the health sector in the government 

budget allocation. Evidence of improved and more efficient spending on health services is 

important to make the case for greater investment in the health system. The increase in public 

funding should be accelerated, certainly at present when the current international funding 

environment is expected to decline or stagnate as Myanmar is now categorized as a lower 

middle-income country. At the same time, more attention needs to be paid to better exploit the 

economic growth and to increase health spending.  

 

7.3. Concluding remarks 

This dissertation has shown that health insurance reform is urgently needed in Myanmar. The 

establishment of a health insurance system with limited administrative requirements is 

possible. Monitoring and evaluation need to be simple initially and then they can be expanded 

according to system requirements. A larger-scale health insurance system reform will depend 

on the political will for new financial protection measures. To assure financial sustainability, 

the government of Myanmar should invest in tax and insurance contribution collection process, 

as well as in building population trust in the new health insurance arrangements. In addition, 

political commitment to higher expenditure on health, with policy makers placing value on 

financial protection in accessing essential health care, will be crucial for maintaining the quality 

of health service provision. Governance, institutional framework, and health insurance law 
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enforcement will be important factors of government commitment that drive initiation and 

expansion of financial protection coverage. 
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not 

match=1)  

Research 

Design 

appropriate 

to the aims 

of the study 

(results 
answer 

research 

questions=

3; results 

are not 

enough to 

answer the 

research 

question=2; 

results are 

not 

relevant to 
the 

research 

question 

=1) 

Recruitment 

(representativ

e to the aim 

of study=3; 

limited 

recruitment=

2; not 

representativ

e=1)  

Data 
collection 

tools(relevant 

and 

validated=3; 

poor 

validity/reliab

ility score=2; 

no 

information=

1) 

Relationship 

between 

researcher 

and 
participants 

(participants 

were properly 

informed 

about 

research=3; 

active 

communicatio

n with 

participant=2; 

no 
information=

1) 

Ethical issue 

(clearly 

explained 

ethical 

consideratio

n=3; not 

clear=2; no 

information=

1) 

Data 

Analysis 

(properl

y 
searched 

cofoundi

ng 

factors=

3; 

limited 

searched 

cofoundi

ng 

factors=

2; no 
search=1

)   

Clear 

statemen

t of 

findings 
(well 

stated 

findings 

e.g. 

meaning, 

views 

=3; not 

clearly 

stated 

findings

=2; no 

enough 
findings

=1)  

How valuable 

(high impact 
to society e.g 

feasible for 

implementatio

n=3; moderate 

impact e.g. 

some 

limitation to 

implement=2; 

low impact 

e.g. difficult to 

implement=1) 

Global 

rating 

score 

(3=stron

g;  

2=mediu

m; 

1=weak) 

51. 3 2 3 NA 3 NA 1 2 3 2 2 

55. 3 2 2 NA 2 NA NA 2 3 3 2 

58. 3 3 3 NA 3 NA NA 3 3 3 3 

59. 3 3 3 2 3 2 3 3 3 3 3 

60. 3 2 3 2 3 3 1 3 3 3 3 

61. 3 2 2 NA 2 NA NA 2 3 3 2 

62. 3 3 3 2 3 2 1 2 3 3 3 

65. 3 2 3 3 2 3 2 3 3 3 3 

68. 3 2 2 NA 2 NA NA 2 3 3 2 

71. 3 1 1 NA 1 NA NA 1 3 3 2 

72. 3 3 3 2 3 3 1 3 3 3 3 

Qualitative studies – 22; High quality – 12; Medium quality -10;   Poor quality -0
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Quality Check List for Mixed studies  

 

Ref. 

number 

in 
Appendix 

A 

Descriptio

n of study 

design 

Representativ

e of the target 

population 

Research 

Design 

appropriat
e to the 

aims of 

the study 

Percentage 

of 

participation Data 

collectio
n tools 

Control for 

relevant 

confounders 

(design/analys
is) 

Participan

ts aware 

of the 

research 
question 

Statistical 

methods 

appropriat

e or not 

Consistency 

of the 

intervention 

Received an 

unintended 

intervention 

that may 

influence 
the results 

Global 

rating score 

(3=strong;  
2=medium; 

1=weak) 

Aim Methodology Recruitment 

Relationship 

between 

researcher and 

participants 

Ethical 

issue 

Data 

Analysis 

Clear 

statement of 

findings 

How 

valuable 

17. 
3 3 2 3 3 1 2 3 3 2 

2 
3 2 2 3 3 2 3 2 2 2 

30. 
3 2 2 3 3 1 2 2 3 2 

2 
2 2 3 3 3 3 N/A 3 3 2 

33. 
3 2 3 2 3 2 2 3 3 2 

3 
2 2 3 3 2 3 N/A 3 2 3 

43. 
3 2 2 3 3 1 1 3 3 2 

2 
3 2 2 2 3 2 3 3 2 3 

63. 
2 2 3 3 2 1 3 3 3 2 

2 
3 3 3 2 2 2 1 3 3 3 

66. 
3 2 3 3 3 1 2 3 3 3 

3 
3 3 3 2 3 3 1 3 3 3 

*scales are same as check-list tables for quantitative and qualitative studies 

Mixed studies – 6; High quality – 2; Medium quality -4;   Poor quality -0
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Quality Check List for Systematic reviews  

 

Ref. number 

in Appendix 

A 

Focused 

question  

(research 
question, 

objective and 

inclusion 

criteria 

established 

before the 

review=3; not 

clearly set 

prior research 

objective=2; 

no 

information=1) 

Eligibility 

criteria 

(clearly 
defined 

eligibility 

criteria 

according to 

research 

objective=3; 

not relevant 

to research 

objective=2; 

no 

information=

1)  

Literature 

search 

(comprehensi
ve e.g. at least 

2 sources + 1 

supplementar

y=3; 2 

sources or 1 

sources+ 1 

supplementar

y=2; only one 

source/ no 

information=

1)  

Dual review 

for 

determining 

which studies 

to include and 

exclude ( 2 

people do 

study 

selection, 2 
people do 

data 

extraction, do 

consensus or 

different 

person checks 

the 

process=3; 

only one 

person do 

study 
selection and 

data 

extraction=2; 

no 

information=

1)  

Quality 

appraisal for 

internal 
validity 

(quality 

scoring tool 

or 

checklist=3; 

only summary 

score/range of 

all studies=2; 

no 

information=

1) 

List and 

describe 

included 
studies 

(provide list 

of included 

studies and 

excluded 

studies=3; 

provide only 

list of 

included 

studies=2; no 

information=

1)    

Publication 

bias  
Heterogeneity 

Global rating 

score 

(3=strong;  

2=medium; 

1=weak) 

18. 2 3 3 2 1 2 NA NA 2 
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Appendix D 

Definition used for creating variables (Chapter 3) 

 

Out-of-pocket health expenditure  OOPPs refer to the net payment made by households for 

receiving health care which include the cost for medicines, 

medical products, outpatient care, dental, travel cost for 

receiving health care (although it is not included in WHO 

method we added as the traveling cost is one of the burdens 

to Myanmar people in seeking health care), and Inpatient 
care.  

Household consumption expenditure  Household total consumption either monetary or in-kind 

payment for all expenditure are included. 

Food expenditure  The total expenditure on all foodstuffs except alcoholic 

beverages, tobacco, and food consumption outside the 

home. The local median value at the time of survey used as 
a reference value of non-purchased food items.  

Rent expenditure  Expenditure on house rent and repaired are included under 
rent expenditure. 

Utility expenditure  Expenditure on energy—Firewood, Charcoal, Kerosene, 

Diesel, Gas (propane or other gases), Public electricity, 

Electricity from private source, Candles, and Battery 
charging; and water are included. 

Medicines (drugs) Expenditure on traditional medicines, medicines obtained 

with voucher (prescription from doctor or other health 

professional), other medicines/drugs (cold remedies, 

vitamins, etc.), and other health care non-durables 
(bandages, birth spacing methods, etc.) are included. 

Medical products and equipment  Expenditure on medical devices (eye glasses, hearing aids, 

etc.) are included. 

Outpatient care (outpatient) Expenditure on out-patient care at public hospital/health 

center/clinic, out-patient care at private hospital/health 
center/clinic, home visit by doctor or other health 

professional, Care from traditional healer and other health 
care are included. 

Dental  Expenditure on dental care are included. 

Travel  Expenditure on health-related transportation costs are 
included. 

Inpatient care  Expenditure on in patient stay/long-term care in public 

hospital and in patient stay/long-term care in private clinic 
are included. 

Income  Calculate the income data as daily average income to be 
consistence with expenditure unit. 

Children  Number of children under 5 years. 

Household size  Household size. 
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Appendix E 

Calculation of catastrophic expenditures (Chapter 3) 

Considering the economy scale of household consumption, the household 

equivalence scale is used rather than actual household size. The equivalence 

scale is:  

 

                                      eqsize h = hhsize h
β 

 

where hhsizeh is the household size. The value of the parameter β has been 

estimated from previous studies based on 59 countries’ household survey data, 

and it equals 0.56. 

 

Subsistence spending can be calculated as follows:  

 

1. Generate the food expenditure share (foodexph) for each household by 

dividing the household’s food expenditure by its total expenditure  

 

foodexph = 
foodh 

exph 

  

2. Generate the equivalent household size for each household as  

 

eqsizeh = hhsize h
0.56 

 

 3. Divide each household food expenditure by the equivalent household size to 

get equivalised food expenditures (eqfoodh)  

 

eqfoodh = 
foodh 

eqsizeh 

 

 4. Identify the food expenditure shares of total household expenditure that are 

at the 45th and 55th percentile across the whole sample, name these two variables 

as food45 and food55. If the survey includes a household weighting variable, 

the percentile calculation should consider the weight.  
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 5. Calculate the weighted average of food expenditure in the 45th to 55th 

percentile range. This gives the subsistence expenditure per (equivalent) capita, 

which is also the poverty line (pl)  

 

 pl = 
Ʃ wh* eqfoodh 

Ʃ wh 

 

where food45<foodexph<food55  

 

6. Lastly, calculate the subsistence expenditure for each household (seh) as  

 

  seh = pl * eqsizeh  

 

 A household is regarded as poor (poorh) when its total household expenditure 

is smaller than its subsistence spending.  

 

poorh =1 if exph < seh  

poorh = 0 if exph ≥ she 

 

7. Out-of-pocket health payments share of household capacity to pay (oopctp)  

The burden of health payments is defined as the out-of-pocket payments as a 

percentage of a household’s capacity to pay. 

oopctph = 
ooph 

ctph 

 

8. Catastrophic health expenditure (cata)  

 

Catastrophic heath expenditure occurs when a household’s total out-of-pocket 

health  payments equal or exceed 40% of household’s capacity to pay or non-

subsistence spending.  

 

The variable on catastrophic health expenditure is constructed as a dummy 

variable with value 1 indicating a household with catastrophic expenditure, and 

0 without catastrophic  

expenditure.  
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catah = 1 if ooph  ctph  ≥ 0.4 

 

catah = 0 if ooph  ctph  ˂  0.4 

 

9. Expenditure quintile (quintile)  

 

The expenditure quintile is ranked by equivalized per capita household 

expenditure (eqexph). 

 

             eqexph= exph  eqsizeh 

 

Note: household weight should be considered when grouping the population by quintile. 

 

WHO method adapted from Xu.K “Distribution of health payments and catastrophic 

expenditures Methodology”  
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Appendix F 

Socio-demographic characteristics of LIFT household survey 

 

  2013 

N=1000 

2015 

N=1165 

LIFT Intervention Area 
LIFT 750 (75%) 915 (78.5%) 

Control 250(25%) 250 (21.5%) 

Region 

Hilly 335(33.5%) 415 (35.6%) 

Dry 335(33.5%) 415 (35.6%) 

Delta 330(33%) 335 (288%) 

Age of household head 

minimum 18 18 

maximum 86 86 

mean 45 46 

SD 14 14 

Gender of household head 
Male 439(43.9%) 448 (41.9%) 

Female 561(56.1%) 677 (58.1%) 

Education of household 

head 

No education 380(38%) 402 (26.8%) 

Primary School 383(38.3%) 501 (33.4%) 

Middle School 167(16.7%) 187 (12.5%) 

High School 

and above 
69(6.9%) 74 (4.9%) 

Total number of 

households  

minimum 1 1 

maximum 12 15 

mean 5 5 

SD 2 3 

Number of under 5 

children in the household 

 N = 376 N=379 

minimum 1 1 

maximum 3 4 

mean 1 1 

SD 1 1 

Number of disable person 

in the household 

minimum 0 0 

maximum 4 4 

mean 0 0 

SD 0 0 

Total household income 

daily (MMK) 

minimum 417 417 

maximum 20,000 1,9168 

mean 2,993 4,738 

SD 2,712 3,328 
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Appendix G 

Questionnaire (Chapter 4 and Chapter 5) 

SURVEY: PREFERENCES AND WILLINGNESS TO PAY FOR HEALTH 

INSURANCE IN MYANMAR / ROUND 1 / May-June 2015 / MYANMAR 

 

FIELDWORK CARRIED OUT BY:   

FIELDWORK MANAGED BY:   

 
THE QUESTIONNAIRE SHOULD BE FILLED IN ONLY FOR RESPONDENTS WHO ARE 18 YEARS OLD OR 

OLDER.  

 

 

FILL IN THE FOLLOWING INFORMATION: 

 

 

SAMPLING POINT           

 

REGION           

 

RESPONDENT ID NUMBER            

 

DATE OF THE INTERVIEW   

(DD/MM/YYYY) 
  /   / 2 0 1 5 

 

START TIME  

(USE 24 HOURS CLOCK) 
  :        

 

INTERVIEWER ID NUMBER           

 

CONDUCT THE INTERVIEW ONLY IF THE RESPONDENT ANSWERS WITH YES IN THE INFORMED CONSENT 

FORM. 

ASK THE QUESTIONS FOLLOWING THEIR ORDER IN THE QUESTIONNAIRE. 

READ THE EXACT WORDING OF THE QUESTIONS, AND AFTERWARDS, IF NECESSARY, MAKE 

CLARIFICATIONS. 

USE LOCAL CURRENCY FOR ALL RELEVANT QUESTIONS (MMK).  

PLEASE TRY TO AVOID “DON’T KNOW” ANSWERS AND REFUSALS. 

IF THE RESPONDENT REFUSES TO ANSWER, KEEP THE ANSWER BOX BLANK. 

IF THE RESPONDENT RESPONDS WITH “DON’T KNOW”, FILL IN DNK IN THE BOX. 

 

   © Maastricht University, 2015 

No parts of this questionnaire may be used, translated, stored, published, copied or transmitted in any 
form and by any means (electronic, mechanical, copying, recording and etc.) without the written 

permission issued by .... 
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INFORMED CONSENT PROCEDURE  

 

 The aim of this survey is to collect data on the citizens’ opinion about the quality, access 

and price of medical services they use and about the characteristics of a future health 

insurance system in Myanmar.  

 

 The survey is not commissioned by the government or a health insurer.  

 

 This survey is part of an international research project at the Maastricht University, the 

Netherlands and funded by the NUFFIC. NUFFIC (the Dutch organization for 

internationalization of higher education) has awarded six Netherlands Fellowship 

Programme PhD grants to Maastricht University, four of which to the Faculty of Health, 

Medicine and Life Sciences. The Nuffic grant is a Dutch scholarship programme intended 

for mid-career professionals, originating from developing countries, who wish to carry out 

PhD research projects in the Netherlands.  

 

 The data collected during the survey will be used for research purposes only, namely for 

statistical analyses and reports. 

 Your answers will not be related to your personal details (address, etc.) and will be 

completely confidential. 

 

 Answers to all questions are highly important to the project, so we hope that you will share 

your opinions and thoughts by answering all questions in the questionnaire. 
 

Informed consent: 

0.1 Do you agree to participate in this survey?  

0.1.1 Yes 

0.1.2 No 

0.2 Are you over 18 years old?  

0.2.1 Yes  

0.2.2 No 

  



232 
 

Section 1. Socio-demographic  

Finally, there are some quest ions about your socio -demographic characterist ics. 

Please note that your data will be kept confident ial.  There are many individuals 

with the same socio-demographic characterist ics. The complete informat ion about 

socio-demographic characterist ics will be highly important for our further analysis 

of the data.  

  

1. In which year were you born?  

1.1.................................. yyyy  

 

2. What is your gender?   

2.1 Male  

2.2 Female  

 

3. What is the name of the Ward and or Township you live in?  

3.1..................................  

 

4. What is your primary occupation activity at present?  

4.1 Farmer  

4.2 Soldier  

4.3 Factory 

4.4 self-employed  

4.5 Family business  

4.6 Public sector (government)  

4.7 Private-cooperation 

4.8 Student  

4.9 Unemployed and looking for a job  

4.10 Unemployed not looking for a job (e.g. ho usewife)  

4.11 Pension (because of age) 

4.12 Pension (because of illness) 

4.13 other, specify  ...................................  

5.What is your highest educational level?  

5.1 I never went to school 

5.2 I never went to school, but I can read and write 

5.3 primary school 

5.4 middle school  

5.5 high school 

5.6 vocational training 

5.7 graduate and higher degree (university degree) 

5.8 other, specify ................................... 

 

6. What is your civil status at present?  

6.1 Never married and single 

6.2 Living with a partner without marriage  

6.3 Married (living together)  

6.4 Married (living separately)  

6.5 Divorced and single at present  

6.6 Widow/er and single at present  
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7. How would you rate your overall health status at present?  

7.1 Very poor 

7.2 Poor 

7.3 Moderate 

7.4 Good 

7.5 Very good 

 

8. Do you have any kind of social protection status?  

8.1 Formal sector 

8.2 Informal sector 

8.3 Civil servant  

8.4 Other, please specify: …………………….  

 

 

9. How many adult persons (age 18 or higher) are there in your household?  

9.1 …………………….. adult household members  

 

10. How many children (under the age 18) are there in your household?   

10.1 …………………….. children in the household  

 

11. Considering the income of all household members and all sources of 

income (e.g. wages, social welfare, pensions, rents, fees, etc.), what is your 

average net monthly household income?  

11.1 ………………………. MMK 

 

12. Which of the following is true regarding your current household income? 

12.1 Allows to build savings 

12.2 Allows to save just a little 

12.3 Only just meets the expenses 

12.4 Not sufficient / need to use savings 

12.5 Not really sufficient / need to borrow 

  

 

Section 2. Past Behaviour  

 

The first set of quest ions concerns medical serv ices that YOU used during the 

last 12 months  

(June 2014 – May 2015), and the money that you paid for receiving these services.  

 

1. Did you experience any symptoms of illness during the past 12 months?  

1.1 Yes  

1.2 No  

 

If not, please go to section 3.  

 

2. Did you seek/receive health care services during the past 12 months 

(physician visit or hospitalization)?  

2.1 Yes  

2.2 No, because I did not find it necessary  
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2.3 No, because I purchase medication myself 

2.4 No, because of long distance 

2.5 No, because of high out-of-pocket expenditures (translation, too much money) 

2.6 No, due to another reason, please specify: ………………. 

 

If not, please go to section 3.  

 

The following quest ions concern your last use of health care services.  

 

3. Which of the following service types can best describe your last use of health 

care services? (select only one service type related to the very last use of health 

care services)  

3.1 Visit to nearby health centre  

3.2 Visit to general pract it ioner  

3.3 Visit to outpatient medical specialist at public hospital  

3.4 Visit to outpatient medical specialist at private hospital  

3.5 Hospitalization (incl. one day hospitalization) 

3.6 Traditional healer  

3.7Other, please specify: ……………….  

 

If tradit ional healer or other, please go to sect ion 3.  

 

4. Why did you choose this kind of health service?  

4.1 it was the closest facility  

4.2 I had to pay less than in other facilit ies  

4.3 I had to wait less than in other facilit ies  

4.4 It provided the best quality services  

4.5 It was recommended to me  

4.6 I was brought there  

4.7 Other, please specify: ……………….  

 

5. How far was this facility from your home in terms of travel/transportation 

time?  

5.1 __:__  HH:MM  

6. How long did you wait at the facility to meet with a health care provider?  

6.1 ………………. HH:MM  

 

7. Are you overall satisfied with the quality of health care received during your last use 

of health care services? 

7.1 Very good 

7.2 Good 

7.3 Normal 

7.4 Poor 

7.5 Very poor  

 

8. Why?  

8.1 ………………......................  

 

9. Which kind of methods were used to cover all costs related to your last use 

of health care services? (multiple answers possible)  
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9.1 Social security scheme only (SSS)  

9.2 Community-based health insurance only (CBHI)  

9.3 Out-of-pocket expenditures only (OOP) 

9.4 Other, please specify: …………………… 

 

 If no OOPP, please go to section 3.  

 

The following quest ions concern the money that you paid for your last use of 

health care services.  

 

10. How much did you spend in total  for your last use of health care 

services?  

10.1 ……………………….MMK 

 

11. How much of this was for pharmaceuticals (medicines)?  

11.1 ………………………. MMK 

 

12: Did you have to borrow money to cover the above expenses for your last use of health 

care services and pharmaceuticals? 

12.1 Yes 

12.2 No 

 If yes: 

 

12A: From whom did you borrow? 

12A.1 ………………………. 

 

12B: How much of the borrowed money did you use to pay for your last 

use of health care services? 

12B.1 ……………………….MMK 

 

13: Did you have to sell assets to cover the above expenses for your last use of health 

care services? 

13.1 Yes  

13.2 No 

 If yes: 

 

13A: What kind of assets did you sell? 

13A.1 ………………………. 

 

13B: How much of the money from the sold assets did you use to pay for 

your last use of health care services? 

13B.1 ……………………….MMK 

 

14: Did you use any other ways to cover the expenses for this last health care service? 

14.1 Yes, please specify: ..................................... 

14.2 No 
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SECTION 3. KNOWLEDGE, PERCEPTION AND PRACTICE OF HEALTH INSURANCE 

  

Some citizens of Myanmar have health insurance. We would like to know your opinion on this.   

The following questions ask about your knowledge, perception and practice of health 

insurance. 

  

1. Do you know what health insurance is? 

1.1 Yes 

1.2  No 

  

In this survey, health insurance is a contract between a policyholder (enrolee) and a third-party 

payer or government health program to reimburse the policyholder for all or a portion of the 

cost of medically necessary treatment or preventive care provided by health-care professionals. 

(ref: Understanding Health Insurance). 

 

 

2. Have you ever heard about the following health insurance schemes in Myanmar? 

(multiple answers possible) 

2.1. Social Security Scheme (SSS) 

2.2. Community-based health insurance (CBHI) 

2.3. Private health insurance 

2.4. Other, please specify: ……………………. 

 

3. From what source did/do you receive information about health insurance? (multiple 

answers possible) 

3.1. Employer  

3.2. Public media 

3.3. News paper  

3.4. Journals 

3.5. TV 

3.6. Radio 

3.7. Co-workers 

3.8. Friends 

3.9. Other, please specify……………… 

 

 

4. Are you eligible to enrol to any kind of health insurance?  

4.1. Yes 

4.2. No 

 

5. Do you have health insurance at present?  

5.1 Yes 

5.2 No, I have never had  

5.3 No, but I had in the past  

 

 If never had, please go to question 9.  

 

6 Do/Did you know your benefit package?  

6.1 Yes 
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6.2 No 

 

7 Is/Was it clear to you how to use your health insurance? 

7.1  Yes 

7.2  No 

 

8 Do you usually seek health care at the health centre which has a contract with your 

health insurer? 

8.1 Yes 

8.2 No 

If no, 

why……………………………………………………………………………………

…………………… 

 

 

 

 

 

 

 

Perception on health insurance 
 

  

 1. 

STRONGLY 

AGREE 

2. 

AGREE 

3. 

NEUTRAL  

4. 

DISAGREE 

5. 

STRONGLY 

DISAGREE 

9 Having health insurance 

could prevent financial 

hardship if you get sick 

     

10 Return from health 

insurance is high when you 

get sick.  

     

11 I do not expect to spend 

money for seeking health 

care this year because I am 

healthy. 

     

12 Insurance benefits are 

higher than the cost of 

insurance and of giving up 

user fees. 

     

13 I trust the insurance system.      

14 I would prefer to pay at the 

time of illness instead of 

paying for insurance 
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Section 4. Willingness to pay   

There are some discussions about the introduction of health insurance for all 

cit izens in Myanmar. This means that every adult person (above the age of 18 

years) will pay a certain amount of money every month to an insurer and will be 

able to receive essent ial health care services free of charge when needed.  

The following services are current ly included:  

1.Ambulatory care: General pract it ioner care and/or family doctor  

2.Hospital care  

3.Laboratory tests, including x-ray and imaging  

4.Pharmaceut icals  

5.Loss of income when ill  

6.Maternal care  

7.Maternity leave  

8.Health care in case of employment accidents  

9.Survivors pensions  

 

There will be no money paid back if no services are used. Children under five will 

be insured through the government and they will pay neither insurance premiums 

nor out-of-pocket payments for essent ial health care services.  

Essent ial health care services include visits to physician in case of illness, 

hospitalizat ions due to illness, pregnancy or injury and pharmaceut ical pre scribed 

by a physician. Both public and private providers can be used under the insurance 

scheme.  

The payment of insurance premium by every adult non-poor person will be an 

important precondit ion for making this insurance system sustainable.   

 

1. Are you willing to pay every month an insurance premium to be able to use free of 

charge essential health care services when needed? 

1.1 Yes 

1.2 No  

 

 If yes, please go to question 3. If not, please answer question 2 and go to section 5. 

 

2. Why are you unwilling to pay for health insurance?  

2.1 I do not want to pay for health insurance 

2.2 I am not able to pay for health insurance 

2.3 I do not want and I am not able to pay for health insurance 

2.4 Other, please specify: ………………. 

 

 After question 2, go to section 5 

 

3. What is the maximum amount of money that you are willing to pay every month for 

health insurance for yourself? 
3.1 Less than 1000 MMK 

3.2 Between 1000 MMK and 2000 MMK  

3.3 Between 2000 MMK and 3000 MMK  

3.4 More than 4000 MMK  
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4. Considering the payment range that you have chosen above, what is the exact 

maximum amount of money that you are willing to pay every month for health insurance 

for yourself? 

4.1 ……………………….MMK 

 

5. Are you certain that you are also able to pay this amount every month for health 

insurance for yourself? 

5.1 Yes  

5.2 No  

 

 If yes, please go to section 5. 

 

6. What is the exact maximum amount of money that you are able to pay every month for 

health insurance for yourself? 

6.1 ……………………….MMK 

 

 

Section 5. Preferences  

 

Imagine you can have the following health insurance package which includes:  

1.Ambulatory care: General pract it ioner care and/or family doctor  

2.Hospital care  

3.Laboratory tests, including x-ray and imaging  

4.Pharmaceut icals 

5.Loss of income when ill  

6.Maternal care  

7.Maternity leave  

8.Health care in case of employment accidents  

9.Survivors pensions  

 

There is no price set yet. There are also no co -payments yet. This is the amount 

you have to pay when you actually use the services in your benefit packages, on 

top of your monthly premium.  

 

Below you are asked to rank different insurance options based on  your preferences. 

There are no right or wrong answers. We are interested in your personal 

preferences.  

 

1. Please rank the following types of co-payments from most-attractive (1) to least 

attractive (7) 

1.1 25% of the costs per visit to a health care facility# ……….. 

1.2 2000 MMK per visit to a health care facility# ……….. 

1.3 No co-payments# ……….. 

1.4 1000 MMK per visit to a health care facility# ……….. 

1.5 10% of the costs per visit to a health care facility# ……….. 

1.6 50% of the costs per visit to a health care facility# ………..  

1.7 3000 MMK per visit to a health care facility# ……….. 
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2. If the premium could decrease from 4% per month of your salary to 2% per month, 

would you be willing to pay co-payments per visit to the health care facility?  

2.1 Yes 

2.2 No 

 If yes: Please state for the following co-payment levels which you would accept 

for a lower monthly premium (state yes or no) 

2.2.1 50% of the costs per visit to a health care facilityY/N 

2.2.2 25% of the costs per visit to a health care facilityY/N 

2.2.3 10% of the costs per visit to a health care facility Y/N 

2.2.4 3000 MMK per visit to a health care facility Y/N 

2.2.5 2000 MMK per visit to a health care facility Y/N 

2.2.6 1000 MMK per visit to a health care facility Y/N 

 

3. Would you be interested in paying a higher premium, 6% instead of 4% of your 

income per month, in exchange for lower co-payments? (Please state yes or no)  

3.1 Yes 

3.2 No 

 If yes: Please state for the following co-payment levels which you would accept 

3.3.1 25% of the costs per visit to a health care facilityY/N 

3.3.2 10% of the costs per visit to a health care facility Y/N 

3.3.3 2000 MMK per visit to a health care facility Y/N 

3.3.4 1000 MMK per visit to a health care facility Y/N 

3.3.5 No co-payments at allY/N 

4. Would you be willing to pay more for health insurance if children under 18 were 

included in the insurance scheme? 

4.1 Yes 

4.2 No 

5.  Would an insurance be more attractive if other adult household members could be 

insured as well for the same rate? 

5.1 Yes 

5.2 No 

6. Who do you prefer to pay the insurance premium? 

6.1 Household members/yourself 

6.2 Your employer directly (they will hold it in from your salary) 

6.3 The government via taxes 

7. How do you prefer to pay the premium? 

7.1 Annually (all in once) 

7.2 Quarterly 

7.3 Monthly 

8. If the premium price would be lower when paid annually would you prefer to pay the 

premium annually? 
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8.1 Yes 

8.2 No 

9. Who should manage the pooled money? 

9.1 The government (SSS) 

9.2 Private health insurance 

9.3 Community based health insurance 

10. Which service is most important for you to be included in the insurance package? 

(Select maximum 3 services) 

10.1 Ambulatory care: General practitioner care and/or family doctor 

10.2 Hospital care 

10.3 Laboratory tests, including x-ray and imaging 

10.4 Pharmaceuticals 

10.5 Loss of income when ill 

10.6 Maternal care 

10.7 Maternity leave 

10.8 Health care in case of employment accidents 

10.9 Survivors pensions  

11. Which services could be excluded from the package, in exchange of a 

lower premium? (multiple option possible)  

11.1 Ambulatory care: General pract it ioner care and/or family doctor  

11.2 Hospital care  

11.3 Laboratory tests, including x-ray and imaging  

11.4 Pharmaceut icals  

11.5 Loss of income when ill  

11.6 Maternal care  

11.7 Maternity leave  

11.8 Health care in case of employment accidents  

11.9 Survivors pensions  

  

12. Are there any services which are currently not included in the a bove 

description, for which you would be willing to pay more? (Multiple answers 

are possible)  

12.1 Yes. Medical consultat ion by phone  

12.2 Yes, Vision and hearing aid  

12.3 Yes, Dental services,  

12.4 Yes, help for Alcohol and substance abuse  

12.5 Yes, Treatment in out of town emergencies  

12.6 Yes, Consultat ion of tradit ional healers  

12.7 Yes, Transportation  

12.8 Yes, compensat ion for the time loss of a care giver  

12.9 Yes, medical check-up  

12.10 Yes, different namely, ………………………………..  

12.11 No 

 

13. Would you be willing to pay more than 4% of your income for better quality of 

care? 
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13.1 Yes 

13.2 No 

14. Would you be willing to pay more than 4% of your income if you could choose to 

which care provider/hospital you can go to? 

14.1 Yes 

14.2 No 

15. Would you be willing to pay more than 4% of your income if there was a shorter 

waiting time? 

15.1 Yes 

15.2 No 

 

This is the end of the questionnaire.  

Thank you for your participation!  

 

 

END TIME  

(USE 24 HOURS CLOCK) 

  
: 
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Appendix H 

Model summary and cluster quality of membership variables  

(Chapter 4) 
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Cluster analysis II (Type of health services used for last illness during the past 12 months and 

reason of using these services)  

General population 

 

 

SSS population 

 

 



246 
 

Cluster analysis III (Type of payment for health care services used) 

General population 

 

 

SSS population 
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Cluster analysis IV (The amount of OOPPs and coping strategies) 

General population 

 

 

SSS population 
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Appendix I 

Detailed results of the four cluster analyses (Chapter 4) 
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Results of cluster analysis I: all variables 

  General population SSS population 

  Cluster 

group 1 

N=39 

n(%) 

Cluster 

group 2 

N=42 

n(%) 

Cluster 

group 1 

N=67 

n(%) 

Cluster 

group 2 

N=39 

n(%) 

Which of the following service types can best describe your last use of health care services? (select only one 

service type related to the very last use of health care services) 

Visit to nearby health center (HC)  5(26.3%) 14(73.7%) 22(88.0%) 3(12.0%) 

Visit to general practitioner (GP)  6(25.0%) 18(75.0%) 44(64.7%) 24(35.3%) 

Visit to outpatient medical specialist at 

public hospital  

 
7(87.5%) 1(12.5%) 0(0.0%) 3(100.0%) 

Visit to outpatient medical specialist at 
private hospital 

 
17(65.4%) 9(34.6%) 0(0.0%) 6(100.0%) 

Hospitalization  4(100.0%) 0(0.0%) 1(25.0%) 3(75.0%) 

Why did you choose this kind of health service? 

It was the closest facility. 
Yes 0(0.0%) 42(100.0%) 66(97.1%) 2(2.9%) 

No 39(100.0%) 0(0.0%) 1(2.6%) 37(97.4%) 

I had to pay less than in other facilities. 
Yes 8(72.7%) 3(27.3%) 5(71.4%) 2(28.6%) 

No 31(44.3%) 39(55.7%) 62(62.6%) 37(37.4%) 

I had to wait less than in other facilities. 
Yes 1(100.0%) 0(0.0%) 0 (0.0%) 1(100.0%) 

No 38(47.5%) 42(52.5%) 67(63.8%) 38(36.2%) 

It provided the best quality services. 
Yes 19(79.2%) 5(20.8%) 2(14.3%) 12(85.7%) 

No 20(35.1%) 37(64.9%) 65(70.7%) 27(29.3%) 

It was recommended to me. 
Yes 6(85.7%) 1(14.3%) 0(0.0%) 11(100.0%) 

No 33(44.6%) 41(55.4%) 67(70.5%) 28(29.5%) 

I was brought there. 
Yes 5(100.0%) 0(0.0%) 0(0.0%) 5(100.0%) 

No 34(44.7%) 42(55.3%) 67(66.3%) 34(33.7%) 

Other 
Yes 4(80.0%) 1(20.0%) 0(0.0%) 11(100.0%) 

No 35(46.1%) 41(53.9%) 67(70.5%) 28(29.5%) 

Which kinds of methods were used to cover all costs related to your last use of health care services? (multiple 

answers possible) 

Social Security Service (SSS) 
Yes 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

No 39(48.1%) 42(51.9%) 67(63.2%) 39(36.8%) 

Community-based health insurance 

(CBHI) 

Yes 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

No 39(48.1%) 42(51.9%) 67(63.2%) 39(36.8%) 

Out-of-pocket payment (OOPP) 
Yes 37(46.8%) 42(53.2%) 67(63.2%) 39(36.8%) 

No 2(100.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

Others (e.g. helping by relatives or 

employers) 

Yes 1(50.0%) 1(50.0%) 0(0.0%) 0(0.0%) 

No 38(48.1%) 41(51.9%) 67(63.2%) 39(36.8%) 

Amount of money spent for using health care service 

How much did you spend in total for 

your last use of health care service? 

Mean 537948.72 59047.62 6676.12 11161.67 

SD 1700167.11 234950.33 76705.13 136984.81 

How much of this was for 

pharmaceuticals (medicines)? 

Mean 391794.87 32928.57 6029.85 90402.56 

SD 1063313.19 90953.26 11199.78 182076.44 

Coping strategy 

Did you have to borrow money to cover 

the above expenses for your last use of 

health care services and 

pharmaceuticals? 

Yes 8(61.5%) 5(38.5%) 9(64.3%) 5(35.7%) 

No 31(45.6%) 37(54.4%) 58(63.0%) 34(37.0%) 

Did you have to sell assets to cover the 

above expenses for your last use of 

health care services? 

Yes 2(100.0%) 0(0.0%) 1(25.0%) 3(75.0%) 

No 37(46.8%) 42(53.2%) 66(64.7%) 36(35.3%) 
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Results of cluster analysis II (General population): Type of health services used for last 

illness during past 12 months and reason of using such services 

 

 

 

  General population 

  Cluster 

group 1 

N=15 

n(%) 

Cluster 

group 2 

N=23 

n(%) 

Cluster 

group 3 

N=8 

n(%) 

Cluster 

group 4 

N=22 

n(%) 

Cluster 

group 5 

N=14 

n(%) 

Cluster 

group 6 

N=22 

n(%) 

Which of the following service types can best describe your last use of health care services? (select only one 

service type related to the very last use of health care services) 

Visit to nearby health 

center (HC) 

 
0(0.0%) 12(57.1%) 3(14.3%) 2(9.5%) 4(19.0%) 0(0.0%) 

Visit to general 

practitioner (GP) 

 
1(2.8%) 0(0.0%) 3(8.3%) 5(13.9%) 5(13.9%) 22(61.1%) 

Visit to outpatient 
medical specialist at 

public hospital  

 
3(37.5%) 1(12.5%) 0(0.0%) 2(25.0%) 2(25.0%) 0(0.0%) 

Visit to outpatient 

medical specialist at 

private hospital 

 

10(29.4%) 9(26.5%) 2(5.9%) 13(38.2%) 0(0.0%) 0(0.0%) 

Hospitalization  
1(20.0%) 1(20.0%) 0(0.0%) 0(0.0%) 3(60.0%) 0(0.0%) 

Why did you choose this kind of health service? 

It was the closest 

facility. 

Yes 1(1.8%) 23(41.8%) 1(1.8%) 0(0.0%) 8(14.5%) 22(40.0%) 

No 14(28.6%) 0(0.0%) 7(14.3%) 22(44.9%) 6(12.2%) 0(0.0%) 

I had to pay less than 

in other facilities. 

Yes 0(0.0%) 0(0.0%) 0(0.0%) 2(12.5%) 14(87.5%) 0(0.0%) 

No 15(17.0%) 23(26.1%) 8(9.1%) 20(22.7%) 0(25.0%) 22(25.0%) 

I had to wait less than 

in other facilities. 

Yes 2(40.0%) 0(0.0%) 0(0.0%) 1(20.0%) 2(40.0%) 0(0.0%) 

No 13(13.1%) 23(23.2%) 8(8.1%) 21(21.2%) 12(12.1%) 22(22.2%) 

It provided the best 

quality services. 

Yes 2(6.9%) 4(13.8%) 0(0.0%) 22(75.9%) 0(0.0%) 1(3.4%) 

No 13(17.3%) 19(25.3%) 8(10.7%) 0(0.0%) 14(18.7%) 21(28.0%) 

It was recommended to 

me. 

Yes 9(100.0%) 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

No 6(6.3%) 23(24.2%) 8(8.4%) 22(23.2%) 14(14.7%) 22(23.2%) 

I was brought there. 
Yes 6(100.0%) 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

No 9(9.2%) 23(23.5%) 8(8.2%) 22(22.4%) 14(14.3%) 22(22.4%) 

Other 
Yes 0(0.0%) 0(0.0%) 8(100.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

No 15(15.6%) 23(24.0%) 0(0.0%) 22(22.9%) 14(14.6%) 22(22.9%) 
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Results of cluster analysis II (SSS population): Type of health services used for last illness 

during past 12 months and reason of using such services 

 

  

  SSS population 

  Cluster group 1 

N=64 
n(%) 

Cluster group 2 

N=56 
n(%) 

Which of the following service types can best describe your last use of health care services? (select only one 

service type related to the very last use of health care services) 

Visit to nearby health center (HC)  
21(80.8%) 5(19.2%) 

Visit to general practitioner (GP)  
43(59.7%) 29(40.3%) 

Visit to outpatient medical specialist at public hospital   
0(0.0%) 8(100.0%) 

Visit to outpatient medical specialist at private hospital  
0(0.0%) 7(100.0%) 

Hospitalization  
0(0.0%) 7(100.0%) 

Why did you choose this kind of health service? 

It was the closest facility. 
Yes 64(91.4%) 6(8.6%) 

No 0(0.0%) 50(100.0%) 

I had to pay less than in other facilities. 
Yes 1(9.1%) 10(90.9%) 

No 63(57.8%) 46(42.2%) 

I had to wait less than in other facilities. 
Yes 0(0.0%) 1(100.0%) 

No 64(53.8%) 55(46.2%) 

It provided the best quality services. 
Yes 0(0.0%) 15(100.0%) 

No 64(61.0%) 41(39.0%) 

It was recommended to me. 
Yes 0(0.0%) 13(100.0%) 

No 64(59.8%) 43(40.2%) 

I was brought there. 
Yes 1(14.3%) 6(85.7%) 

No 63(55.8%) 50(44.2%) 

Other 
Yes 0(0.0%) 16(100.0%) 

No 64(61.5%) 40(38.5%) 
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Results of cluster analysis III: Type of payment for health care services 

 

0 20 40 60 80 100 120

Social Security Service (SSS)

Community Based Health

Insurance (CBHI)

Out of pocket payment (OOPP)

Others (e.g. helping by relatives

or employers)

SSS population Cluster group 2

(n=11)

SSS population Cluster group 1

(n=109)

General population Cluster group

2 (n=3)

General population Cluster group

1 (n=101)

  General population SSS population 

  Cluster group 

1 

N=101 
n(%) 

Cluster group 

2 

N=3 
n(%) 

Cluster group 

1 

N=109 
n(%) 

Cluster group 

2 

N=11 
n(%) 

Which kinds of methods were used to cover all costs related to your last use of health care services? (multiple 

answers possible) 

Social Security Service (SSS) 
Yes 0(0.0%) 0(0.0%) 0(0.0%) 11(100.0%) 

No 101(97.1%) 3(2.9%) 109(100.0%) 0(0.0%) 

Community-based health insurance 

(CBHI) 

Yes 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 

No 101(97.1) 3(2.9%) 109(90.8%) 11(9.2%) 

Out-of-pocket payment (OOPP) 
Yes 101(99.0%) 1(1.0%) 109(99.1%) 1(0.9%) 

No 0(0.0%) 2(100.0%) 0(0.0%) 10(100.0%) 

Others (e.g. helping by relatives or 

employers) 

Yes 0(0.0%) 2(100.0%) 0(0.0%) 0(0.0%) 

No 101(99.0%) 1(1.0%) 109(90.8%) 11(9.2%) 
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Results of cluster analysis IV: Amount of payment and coping strategies 

 

 
00 20 40 60 80 100 120 140

How much did you spend in

total for your last use of health

care service?

How much of this was for

pharmaceuticals (medicines)?

Did you have to borrow money

to cover the above expenses for

your last use of health care

services and pharmaceuticals?

Did you have to sell assets to

cover the above expenses for

your last use of health care

services?

SSS population Cluster group 2

(n=22)

SSS population Cluster group 1

(n=84)

General population Cluster

group 2 (n=15)

General population Cluster

group 1 (n=66)

  General population SSS population 

  Cluster group 

1 

N=66 

n(%) 

Cluster 

group 2 

N=15 

n(%) 

Cluster group 

1 

N=84 

n(%) 

Cluster 

group 2 

N=22 

n(%) 

Amount of money spent for using health care service 

How much did you spend in 

total for your last use of health 
care service? 

Mean 71689.39 1248566.67 6920.24 129886.36 

SD 182026.32 2641168.57 8358.29 165149.93 

How much of this was for 

pharmaceuticals (medicines)? 

Mean 57439.39 858133.33 6407.14 154159.09 

SD 126725.92 1626300.72 12232.24 223662.02 

Coping strategies 

Did you have to borrow 

money to cover the above 

expenses for your last use of 
health care services and 

pharmaceuticals? 

Yes 0(0.0%) 13(100.0%) 0(0.0%) 14(100.0%) 

No 66(97.1%) 2(2.9%) 84(91.3%) 8(8.7%) 

Did you have to sell assets to 

cover the above expenses for 

your last use of health care 

services? 

Yes 0(0.0%) 2(100.0%) 0(0.0%) 4(100.0%) 

No 66(83.5%) 13(16.5%) 84(82.4%) 18(17.6%) 



257 

 

Appendix J 

Regression results for cluster group II, III, IV (Chapter 4) 

Multinomial logistic regression for cluster analysis II variables of general sample and binary logistic regression of SSS sample 

Cluster analysis II  

(type of health care services used for last illness during past 12 months and reasons of utilization) 

Variables 

General Population Sample 

(n=105) 

Reference cluster: use general practitioner (GP) because of closest facility 

 

SSS Sample 

(n=120) 

1 = Cluster group 1 

–closest facility  

2 = Cluster group 2 

–. Low cost, or 

quality service, or 

recommended or 

brought by 

someone 

 

Recommended 

public/private 

specialist care 

 
Closest high 

quality health 

center 

 Nearby health 

center or GP 

or private 

specialist care 

 
High quality 

private 

specialist/ GP 

 
Low-cost health 

facility/ 

hospitalization 

 

Closest facility 

Exp B  

(95% CI) 

 Exp B  

(95% CI) 

 Exp B 

 (95% CI) 

 Exp B  

(95% CI) 

 Exp B  

(95% CI) 

 Exp B  

(95% CI) 

Age 
1.052 

(0.995-1.112)* 

 1.047 

(0.991-1.107)* 

 1.050 

(0.974-1.132) 

 1.008 

(0.955-1.064) 

 1.053 

(0.993-1.116)* 

 1.000 

(0.955-1.048) 

Gender (1-male; 2-female) 
3.670 

(0.571-23.592) 

 1.893 

(0.356-10.069) 

 0.624 

(0.58-6.662) 

 4.218 

(0.755-23.556)* 

 4.155 

(0.642-26.871)* 

 1.293 

(0.505-3.308) 
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Cluster analysis II  

(type of health care services used for last illness during past 12 months and reasons of utilization) 

Variables 

General Population Sample 

(n=105) 
Reference cluster: use general practitioner (GP) because of closest facility 

 

SSS Sample 

(n=120) 

1 = Cluster group 1 

–closest facility  

2 = Cluster group 2 
–. Low cost, or 

quality service, or 

recommended or 

brought by 

someone 

What is your primary occupation 

activity at present?  

General population sample: 1-

working; 2-not working a  

SSS sample: 1-public; 2-private 

0.757 

(0.138-4.140) 

 0.716 

(0.149-3.442) 

 0.156 

(0.015-1.656)* 

 1.004 

(0.213-4.728) 

 0.408 

(0.068-2.450) 

 1.277 

(0.403-4.053) 

What is your highest education 

level?  

1-middle school and lower; 2-high 

school and higher b 

cannot be included  

in the model 

 cannot be included  

in the model 

 cannot be 

included  

in the model 

 cannot be 

included  

in the model 

 cannot be 

included  

in the model 

 2.182 

(0.855-5.570)* 

What is your civil status at present?  

1-living alone; 2-living with spouse c 

1.970 

(0.292-13.314) 

 4.130 

(0.681-25.065)* 

 0.374 

(0.021-6.759) 

 0.925 

(0.135-6.314) 

 2.234 

(0.318-15.678) 

 1.199 

(0.451-3.188) 

How would you rate your overall 

health status at present?  

1-very poor and poor; 2-moderate;  

3-good and very good 

0.600 

(0.187-1.926) 

 0.604 

(0.213-1.712) 

 1.485 

(0.359-6.139) 

 0.434 

(0.152-1.240)* 

 0.839 

(0.253-2.783) 

 0.898 

(0.507-1.589) 

How many adult persons (age 18 or 

higher) are there in your household? 

0.845 

(0.521-1.372) 

 1.337 

(0.868-2.059) 

 0.818 

(0.414-1.616) 

 0.732 

(0.456-1.174) 

 1.034 

(0.632-1.690) 

 0.995 

(0.762-1.299) 

How many children (under the age 
18) are there in your household? 

1.198 
(0.581-2.471) 

 0.621 
(0.284-1.356) 

 0.456 
(0.141-1.472) 

 0.785 
(0.401-1.540) 

 1.049 
(0.469-2.345) 

 1.033 
(0.706-1.512) 
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Cluster analysis II  

(type of health care services used for last illness during past 12 months and reasons of utilization) 

Variables 

General Population Sample 

(n=105) 
Reference cluster: use general practitioner (GP) because of closest facility 

 

SSS Sample 

(n=120) 

1 = Cluster group 1 

–closest facility  

2 = Cluster group 2 
–. Low cost, or 

quality service, or 

recommended or 

brought by 

someone 

Considering the income of all 

household members and all sources 

of income (e.g. wages, social 

welfare, pensions, rents, fees, etc.), 

what is your average net monthly 

household income? 

0.990 

(0.958-1.024) 

 1.009 

(0.991-1.027) 

 1.004 

(0.980-1.029) 

 1.014 

(0.997-1.032)* 

 0.973 

(0.931-1.017) 

 1.046 

(1.011-1.082)*** 

Which of the following is true 

regarding your current household 

income?  

1- does not allow to build savings; 

2- allows to build savings d 

1.958 

(0.144-26.567) 

 0.246 

(0.034-1.761) 

 1.925 

(0.115-32.250) 

 2.510 

(0.333-18.932) 

 1.456 

(0.98-21.528) 

 1.293 

(0.538-3.106) 

Constant 

Nagelkerke (Pseudo R Square) 

Nagelkerke R Square  

        

0.479 

 1.107 

 

0.117 

 

p *<.10; **p< .05; ***p<.01  
a The working includes public, private, self-employed, family business, and others; the not working group includes pensioners, students, and unemployed; 

b The group with middle school and lower includes Illiterate, primary school, and middle school; the group with high school and higher including high school, graduate and 

higher degree; c The group living alone includes single, separated, divorced, widow; the group living with spouse including married and living with a partner without marriage; 

d The group not able to build savings includes the following categories: just meets the expenses, not sufficient/ need to use savings, need to borrow 
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Binary logistic regression for cluster analysis III and IV variables of both general and SSS samples 

Independent variables 

Cluster analysis III 

(type of payment for health care services) 
 

Cluster analysis IV 

(amount of payment and coping strategies) 

General Population Sample 

(n=95) 

1 = Cluster group 1 – out-

of-pocket payments 
(OOPPs) 

2= Cluster group 2 –Others 

payment mechanisms  

 

SSS Sample 

(n=120) 

1 = Cluster group 1 – out-

of-pocket payments 
2= Cluster group 2 –

contributions for SSS 

 

General Population 

Sample 

(n=76) 

1= Cluster group 1- low 
expense 

2= Cluster group 2-high 

expense 

 

SSS Sample  

(n=106) 

1 = Cluster group 1- low 

expense 
2= Cluster group 2-high 

expense 

Exp B (95% CI)  Exp B (95% CI)  Exp B (95% CI)  Exp B (95% CI) 

Age 1.011 

(0.929-1.099) 
 

1.073 

(0.984-1.171) 
 

1.041 

(0.995-1.090)* 
 

1.008 

(0.942-1.079) 

Gender (1-male; 2-female) 6.082 

(0.294-126.002) 
 

0.499 

(0.085-2.926) 
 

2.866 

(0.668-12.293) 
 

0.858 

(0.202-3.641) 

What is your primary occupation activity at 

present?  

General population sample: 1-working; 2-

not working a  

SSS sample: 1-public; 2-private 

2.337 

(0.105-51.854) 
 

2.035 

(0.339-12.205) 
 

0.751 

(0.166-3.395) 
 

3.493 

(0.674-18.104)* 

What is your highest education level? 

1-middle school and lower; 2-high school 

and higher b 

1.403 

(0.092-21.384) 
 

0.709 

(0.128-3.936) 
 

0.802 

(0.205-3.142) 
 

3.124 

(0.907-10.760)* 

What is your civil status at present? 

1-living alone; 2-living with spouse c 
cannot be included in the model  

due to lack of variations  
1.541 

(0.284-8.364) 
 

cannot be included in the model  

due to lack of variations  
0.931 

(0.204-4.249) 

How would you rate your overall health 

status at present? 

1-very poor and poor; 2-moderate;  

3-good and very good 

1.687 

(0.526-5.404) 
 

0.550 

(0.220-1.511) 
 

1.017 

(0.365-2.830) 
 

0.311 

(0.136-0.713)*** 
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Independent variables 

Cluster analysis III 

(type of payment for health care services) 
 

Cluster analysis IV 

(amount of payment and coping strategies) 

General Population Sample 
(n=95) 

1 = Cluster group 1 – out-

of-pocket payments 

(OOPPs) 

2= Cluster group 2 –Others 

payment mechanisms  

 

SSS Sample 
(n=120) 

1 = Cluster group 1 – out-

of-pocket payments 

2= Cluster group 2 –

contributions for SSS 

 

General Population 
Sample 

(n=76) 

1= Cluster group 1- low 

expense 

2= Cluster group 2-high 

expense 

 

SSS Sample  
(n=106) 

1 = Cluster group 1- low 

expense 

2= Cluster group 2-high 

expense 

Exp B (95% CI)  Exp B (95% CI)  Exp B (95% CI)  Exp B (95% CI) 

How many adult persons (age 18 or higher) 

are there in your household? 

1.096 

(0.523-2.298) 
 

0.703 

(0.382-1.295) 
 

1.087 

(0.706-1.673) 
 

1.042 

(0.717-1.513) 

How many children (under the age 18) are 

there in your household? 

1.687 

(0.526-5.404) 
 

1.571 

(0.785-3.144) 
 

1.175 

(0.590-2.342) 
 

1.110 

(0.642-1.920) 

Considering the income of all household 

members and all sources of income (e.g. 

wages, social welfare, pensions, rents, fees, 

etc.), what is your average net monthly 

household income? 

1.005 

(0.980-1.030) 
 

0.994 

(0.931-1.062) 
 

0.956 

(0.916-0.999)** 
 

0.970 

(0.919-1.024) 

Which of the following is true regarding 

your current household income?  

1- does not allow to build savings; 2- allows 

to build savings d 

cannot be included in the model  

due to lack of variations 
 0.494(0.107-2.288)  

cannot be included in the model  

due to lack of variations  
1.681 

(0.420-6.724) 

Constant 

Nagelkerke R Square 

0.000 

0.478 
 

0.019 

0.219 
 

0.163 

0.291 
 

35.299 

0.436 

*p <.10; **p< .05; ***p<.01;  
a The working includes public, private, self-employed, family business, and others; the not working group includes pensioners, students, and unemployed; 

b The group with middle school and lower includes Illiterate, primary school, and middle school; the group with high school and higher including high school, graduate and 

higher degree; c The group living alone includes single, separated, divorced, widow; the group living with spouse including married and living with a partner without marriage 

d The group not able to build savings includes the following categories: just meets the expenses, not sufficient/ need to use savings, need to borrow 
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Linear regression for amount of payment for medicines of both general and SSS samples  

Independent variables 

General Population Sample  

(n=76) 

 

SSS Sample 

(n=106) 

 Coef. SE  Coef. SE 

Age 7678.105 5833.638  124.135 1372.546 

Gender (1-male; 2-female) -58697.421 192021.645  -1458.715 26821.292 

What is your primary occupation activity at present? 

General population sample: 1-working; 2-not working a  

SSS sample: 1-public; 2-private 

43859.806 181855.376  2069.620 34796.437 

What is your highest education level? 

1-middle school and lower; 2-high school and higher b 
72394.949 183546.082  -51143,254* 27617.880 

What is your civil status at present? 

1-living alone; 2-living with spouse c 
-212527.038 196088.681  18026.059 28874.500 

How would you rate your overall health status at present? 

1-very poor and poor; 2-moderate; 3-good and very good 
14848.391 122211.833  -44068.415** 16705.662 

How many adult persons (age 18 or higher) are there in your household? -847.470 48806.291  -6940.981 7835.397 

How many children (under the age 18) are there in your household? -40565.305 87049.097  -19166.944 10946.103 

Considering the income of all household members and all sources of income (e.g. wages, social welfare, 
pensions, rents, fees, etc.), what is your average net monthly household income? 

1037.412 1868.582  1453.305 907.214 

Which of the following is true regarding your current household income?  

1- does not allow to build savings; 2- allows to build savings d -145901.802 250148.672  -16204.701 25836.653 
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Constant 

Prob> F 0.000 

R-squared 0.203 

Adj R-Squared0.156 

232168.751 

0.532 

0.065 

-0.057 

877836.362 

 

211675.101 

F 1.979 ** 

0.172 

0.085 

143597.222 

 

*p <.10; **p< .05; ***p<.01  

a The working includes public, private, self-employed, family business, and others; the not working group includes pensioners, students, and unemployed  

b The group with middle school and lower includes Illiterate, primary school, and middle school; the group with high school and higher including high school, graduate and 

higher degree 

c The group living alone includes single, separated, divorced, widow; the group living with spouse including married and living with a partner without marriage 

d The group not able to build savings includes the following categories: just meets the expenses, not sufficient/ need to use savings, need to borrow 
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Appendix K 

Socio-demographic characteristics (Chapter 5) 

   
General 

population 

sample 

SSS population 

sample 

Significance of 

the differences 

between the 

samples 

Age Years 

 N=320 N=320  

Median 50 31 .001** 

Mean 50 33  

SD 15 11  

Gender 

  N=320 N=320  

Male N (%) 133 (41.6%) 107 (33.4%) .034* 

Female N (%) 187 (58.4%) 213 (66.6%)  

Occupation 

  N=320 N=320  

Public N (%) 12 (3.8%) 80 (25%)  

Private N (%) 24 (7.5%) 240 (75%)  

Self-employed N (%) 98 (30.6%) -  

Family Business N (%) 37 (11.6%) -  

Pension  N (%) 29 (9.1%) -  

Students N (%) 4 (1.3%) -  

Unemployed N (%) 106 (33.1%) -  

Other N (%) 10 (3.1%) -  

Education 

  N=320 N=320  

Illiterate N (%) 5 (1.6%) 2 (0.6%) .445** 

Primary School N (%) 36 (11.3%) 18 (5.6%)  

Middle School N (%) 62 (19.4%) 61 (19.1%)  

High School N (%) 114 (35.6%) 109 (34.1%)  

Graduate and 

Higher degree 
N (%) 98 (30.6%) 124 (38.8%) 

 

Other N (%) 5 (1.6%) 6 (1.9%)  

Civil Status 

  N=320 N=320  

Single N (%) 48 (15%) 166 (51.95)  

Married N (%) 230 (71.9%) 144 (45.0%)  

Living with a 

partner without 

marriage 

N (%) - 3 (0.9%) 

 

Separated N (%) 3 (0.9%) 3 (0.9%)  

Divorced N (%) 4 (1.3%) -  

Widow N (%) 34 (10.6%) 4 (1.3%)  

No answer N (%) 1 (0.3%) -  

Self-reported 

health status 

  N=320 N=320  

Very poor N (%) 5 (1.6%) 2 (0.6%) .767** 

Poor N (%) 32 (10.0%) 30 (9.4%)  



265 

 

   
General 

population 

sample 

SSS population 

sample 

Significance of 

the differences 

between the 

samples 

Moderate N (%) 105 (32.8%) 121 (37.8%)  

Good N (%) 166 (51.9%) 149 (46.6%)  

Very good N (%) 12 (3.8%) 18 (5.6%)  

Adult persons in  

the households  

Number of 

person 

 N=319 N=320  

Median 3 3 .300** 

Mean 4 4  

SD 2 2  

Under 18 years in  

the households  

Number of 

person 

 N=249 N=314  

Median 1 1 .608** 

Mean 1 1  

SD 1 1  

Average 

household income 

per month  

Amount 

(MMK)*** 

 N=314 N=320  

Median 300,000 300,000 .001** 

Mean 434,698 335,073  

SD 477,764 201,507  

Level of income 

after household 

expenditure 

  N=320 N=320  

Savings N (%) 12 (3.8%) 9 (2.8%) .189** 

Save a little N (%) 48 (15%) 101 (31.6%)  

Meet the 

expenses 
N (%) 219 (68.4%) 173 (54.1%) 

 

Not 

sufficient/need 

to use saving 

N (%) 10 (3.1%) 6 (1.9%) 

 

Not sufficient/ 

need to borrow  
N (%) 20 (6.3%) 31 (9.7%) 

 

No answer N (%) 11 (3.4%) -  

* Mann-Whitney U Test; **Independent samples t-test; ***Exchange rate 1000 MMK = 0.81 USD (2015) 
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Summary 

Millions of people fall into “extreme poverty” each year due to payments for health care. To protect 

against this problem, United Nation Member States, including Myanmar, have agreed to assure 

universal health coverage (UHC) by 2030. Financial protection is one of the strategies to achieve 

UHC because a high share of out-of-pocket payments (OOPPs) for health care may lead to 

financial catastrophe or impoverishment, or patients may forgo essential treatments. Catastrophic 

health payments and the impoverishing effects of OOPPs are still large in many countries around 

the globe, especially in a country like Myanmar with low income levels. The principal aim of this 

dissertation is to provide knowledge and insight relevant for the health insurance reform in 

Myanmar. As a resource-limited country, evidence-based decision making is a challenge for 

Myanmar because of limited research funding and thus, an overall lack of empirical evidence. This 

dissertation fills the gap in our knowledge on the magnitude of the financial burden and the 

possible ways to improve financial protection in Myanmar. 

In Chapter 1, background information on the current health financing mechanisms in Myanmar is 

provided, including the sources of health expenditure, the trends in government spending and 

OOPPs over a period of 5 years (2000-2005). The aim mentioned above and the corresponding 

research questions addressed in the subsequent chapters are also introduced in Chapter 1. The 

central research question of the study is “What kind of health insurance scheme will best fit 

Myanmar and how should it be implemented?”. To answer this research question, several sub-

questions are formulated. The first sub-question is “What are the lessons learnt from different 
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health-financing reforms in the region?”. The second sub-question is “What is the financial 

protection level of the current health-financing mechanism in Myanmar?” focusing on the burden 

of health care cost in Myanmar. To know the level of protection by the current health insurance 

system (i.e. the SSS), we formulate the third sub-question as “What is the level of protection 

provided by the Social Security Scheme (SSS)?”. To know the feasibility of an expansion of the 

SSS or initiation of a new health insurance system including the design of the insurance package, 

the subsequent sub-question is formulated as “What is the perception of beneficiaries on health 

insurance and to what extent are people in Myanmar willing and able to pay for health insurance 

and what are their expectations about health insurance?”. The last sub-question of the dissertation 

is “What are the views of health care stakeholders, ranging from consumers to decision makers, 

on the establishment of a national health insurance system?”.  

Chapter 2 provides the results of the systematic review of health-financing mechanisms in the 

Association of Southeast Asian Nations (ASEAN) countries and the People’s Republic of China 

in response to the first research question. The framework used in the review, outlines the features 

of a health financing mechanism (revenue raising, pooling, purchasing, benefits) and their impact 

on UHC in terms of universal financial protection, utilization/equity and quality. Although many 

studies provide evidence of an increase in financial protection after reforming the health-financing 

mechanisms in the studied countries, inequities in financial protection continue to exist. Overall, 

the utilization of health care among the poor has increased as a consequence of the implementation 

of a government subsidized health insurance schemes, which target the poor in most of the studied 

countries. Inappropriate policies and provider payment mechanisms impact on the quality of health 

care provision. We conclude that the most important factors to attain UHC are to prioritize and 

include vulnerable groups into the health insurance scheme. The higher the percentage of 
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government expenditure on health, the greater the financial protection is. At the same time, there 

is a need to weigh the financial stability of the health-financing system. A unified health insurance 

system providing the same benefit package for all, is the most efficient way to attain equitable 

access to health care.  

Chapter 3 assesses the extent of financial protection in Myanmar by estimating the incidence of 

catastrophic health care expenditure in response to second research question. The analysis uses 

data from the Livelihoods and Food Security Trust Fund Household Survey 2013-15. We apply 

the World Health Organization (WHO) definition of catastrophic payment (a household’s OOPPs 

for health care exceeds 40% of its capacity to pay) in estimating the magnitude of catastrophic 

health care expenditure. We also examine the changes in the catastrophic expenditure rate at three 

different threshold levels (20%, 30%, 40%) with one equation allowing for a negative capacity to 

pay (modified WHO approach) and another equation that controls for a negative capacity to pay 

(standard WHO approach). We find that the level of catastrophic health care expenditure varies 

depending on the approach and threshold used. In 2013, the incidence of catastrophic expenditure 

was 21%, 13%, 7% (standard WHO approach) and 48%, 43%, 41% (modified WHO approach) at 

the 20%, 30%, 40% threshold level respectively, while in 2015, the incidence was 18%, 8%, 6% 

(standard WHO approach) and 47%, 41%, 39% (modified WHO approach) at the same threshold 

levels respectively. However, the problem of catastrophic expenditures in Myanmar cannot be 

denied. The government of Myanmar needs to scale up the current Social Security System (SSS) 

or establish a new financial protection mechanism for the entire population. Vulnerable groups, 

such as households with a low educated household head, households with children under 5 years 

old or disabled persons, and low-income households should be prioritized by policymakers to 

improve their access to essential health care.  
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Chapter 4 investigates the patterns of health care use and OOPPs among the general population 

and SSS beneficiaries in Myanmar in response to the third research question. The cross-sectional 

primary survey data are analyzed separately for each sample group by applying the method of 

cluster analysis. Subsequently, regression analysis is applied to examine the association between 

socio-demographic characteristics and cluster membership (patterns of health care use and OOPPs) 

for the two samples separately. Only 23% of those who belong to the SSS sample and sought 

health care during the past 12 months, report receiving health care from SSS clinics during the last 

episode of illness. Close distance is the main reason for choosing a specific health facility in both 

samples. OOPPs for health care and pharmaceuticals, used during the last episode of illness, are 

significantly higher in the general population sample. The regression analysis shows that the 

pattern of health care use is significantly associated with household income. In addition, 

respondents in the general population sample with a higher income pay higher amounts and are 

significantly more likely to have to borrow money or sell assets as a coping strategy to cover the 

payments. Significantly higher OOPPs in the general population sample highlight the need of 

financial protection among this group.  

Chapter 5 investigates the fourth research question by examining the knowledge, perceptions, 

willingness to pay and preferences of potential health insurance beneficiaries about health 

insurance in Myanmar. The cross-sectional primary survey data on willingness to pay for health 

insurance are collected among the SSS and the general population sample and are analyzed using 

regression analysis. A low level of knowledge and a weak positive perception are found in both 

samples. More than 90% of the SSS sample and 75% of the general sample are willing to pay 

health insurance premiums. The largest shares of both samples are willing to pay for monthly 

premiums between 2,000-4,000 MMK (1.8-3.6 USD). Health status, age, gender, income, and trust 
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are significantly associated with the willingness to pay for health insurance among general sample 

while occupation, civil status, income, and positive perception on pre-payment principle are found 

among the SSS sample. The government of Myanmar should be aware of the preferences of 

beneficiaries to pay a relatively low level of monthly health insurance premiums without co-

payment. 

Chapter 6 explores the views and perception of health care stakeholders on the establishment of a 

National Health Insurance System in Myanmar in response to the last research question. Focus 

group discussions and in-depth interview with the health care stakeholders are conducted to 

explore their experiences and opinions in detail. Consumers support a mandatory basic health 

insurance and voluntary supplementary health insurance. Tax-based funding is suggested as an 

option that can help to enhance health care utilization among the poor and vulnerable groups. 

However, a fully tax-based funding is perceived to have limited chances of success given the low 

level of government resources available. Community-based insurance, where community 

members pool money in a health care fund, is seen as more appropriate for the rural areas. A health 

care financing mechanism based on a mixed insurance model for the creation of nationwide health 

insurance is recommended.  

Chapter 7 interprets the findings from previous chapters and provides overall recommendations 

for policy and further research. Six crosscutting statements responding to the central research 

question are formulated by bringing together the findings reported in the dissertation chapters.  

Statement 1 specifies that beneficiaries of the currently implemented SSS in Myanmar often opt 

for health services outside the scheme, which emphasizes the need to reform of the scheme. The 

health insurance reform in Myanmar should focus on the weaknesses in the supply of health care 
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service provision as well as building a transparent and accountable health financing mechanism. 

Intervention strategies, for example the encouragement of referrals to health facilities by general 

practitioners (GPs) or nurses, increasing awareness of health services through media, focused case 

management interventions, and monetary support for the use of health services, could be included 

to increase the utilization of health facility services. 

Statement 2 suggests that the majority of the Myanmar citizens are willing to enroll in a health 

insurance system but the trust in the health care provider as well as a well-functioning insurance 

management body will play an important role in their actual enrolment. Incorporating ethical 

dimensions of trust, such as fidelity, competence, honesty, confidentiality, and global trust or a 

holistic aspect of individual trust may help to increase the level of institutional trust. The potential 

consequences of trust in insurers positively correlates with a lower desire to change insures and 

fewer disputes with the insurer. This dissertation shows that for the successful enrolment in the 

existing SSS or a newly developed nationwide health insurance in Myanmar, trust building 

between patients and providers, such as physicians, other health care providers and insurers should 

not be ignored. 

Statement 3 refers to the need to create a nationwide health insurance system in Myanmar in order 

to expand the scope of financial protection. A nationwide health insurance program is needed in 

order to regulate how revenues are raised, who will collect the money, how services will be 

provided and who will provide the services based on the capacity of the country. The development 

of a coordinated pre-paid pool mechanism to increase the level of health financing and reduce 

fragmentation, is the key strategy to attain financial sustainability of the health system in moving 

towards UHC. Development of a national scheme has the advantage that the pool could be large 

enough to enable sustainability and assure national population coverage. The larger pool will allow 
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cross subsidization that will benefit vulnerable population groups as well, e.g. sick and poor. The 

government of Myanmar will have the ultimate task of bringing key stakeholders together to create 

a consolidated national health financing strategy that provides incentives to stakeholders to work 

together towards UHC. 

Statement 4 indicates that the extension of the existing SSS or establishment of a new nationwide 

health insurance system requires the assessment of the availability of health care supply. This 

dissertation provides evidence on the potential benefits of the collaboration of the payer not only 

with the public but also with the private providers. Complementation of private health care 

provision in national health insurance lessens the time investment and creates market competition, 

which when adequately regulated by the government, has the potential to improve the quality of 

health care. This kind of public-private-partnership may speed up the progress towards the 

achievement of the UHC goal. This constraint is preventable by price negotiation as a strategic 

purchasing strategy. A country with a single payer system has more bargaining power in the price 

negotiations with providers. Beneficiaries’ satisfaction with insurance enrolment depends on their 

relationship with providers and quality of services they receive. These factors also influence trust 

in service delivery. Therefore, the involvement of both public and private providers in a health 

insurance scheme requires their acceptance and adherence to national quality standards. 

Statement 5 specifies that an effective registration of the health care expenditures and a well-

defined benefit package may help to integrate the different financial allocation mechanisms and 

ensure that revenues are adequate. Many health insurance schemes face financial instability 

especially when the health benefit packages are defined in a way that is not aligned with available 

resources. Balancing of the costs of the health benefit plan with available resources as well as 
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policy control of purchasing and provider payment mechanisms are crucial for the financial 

sustainability of a health insurance system.  

Statement 6 indicates that government subsidies are important because they provide the 

opportunity to ensure an equitable allocation of revenues to meet health services delivery, and may 

be targeted to particularly benefit the poorer socio-economic groups. Eligibility rules for benefiting 

from subsidization of health insurance reflect a country’s understanding of “vulnerable” in 

accessing health care. The ways of identification of eligibility in subsidization of the future health 

insurance system in Myanmar can be: (1) direct (proxy) means by determining household income 

and/or assets via household surveys or household visits; and (2) indirect means by including 

beneficiaries of existing social assistance programs such as a conditional cash transfer programs, 

health equity fund, etc. The mobilization of sufficient resources in terms of financial budget should 

coincide with the targeted eligibility criteria. 

This dissertation has shown that health insurance reform is urgently needed in Myanmar. A larger-

scale health insurance system depends on the political will for new financial protection measures. 
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Valorisation Addendum  

SOCIAL AND ECONOMIC IMPACT 

Human capital is the foundation of economic development of a country. Good health is essential 

to attain and maintain economic and social development in all countries and at all income levels 

(Xu, Soucat et al. 2018). Poor health is a major impediment of the development of a country. To 

improve health status access to essential quality health care without financial hardship needs to be 

ensure. Hence, WHO member state countries have committed to attain universal health coverage 

by 2030 in order to improve health of their citizens (World Health Organization 2011 a). Half of 

the world’s population, 3.6 billion, still does not have access to good quality health services 

meanwhile 100 million people are forced into extreme poverty every year due to health expenses 

(World Bank 2019). This mainly results from poor health financing arrangement and negatively 

impacts on the central SDG goal of ending poverty by 2030. Evidence generated from this 

dissertation provides policy implications in moving towards UHC which in turn drive the 

economic development of the country. The review of various health financing mechanisms and 

their impact on accessing quality health care and financial protection from this dissertation 

provides lessons learnt for all countries aiming achieving UHC (Chapter 2).  

POLICY IMPLICATION FOR HEALTH FINANCING SYSTEM  

This dissertation highlights the financial burden (Chapter 3 and 4) and accessibility of health care 

(Chapter 4) in Myanmar and provides possible solutions to establish public pooled funds for a 

national health insurance (Chapter 5 and 6). These findings can help to develop evidence based 

decision making by policy makers in Myanmar as currently decision are made based on a scarcity 

of data. Success or progress as a result of sustained political will and a more equitable financing 
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as presented in Chapter 2 may inspire and give the message to policy makers that UHC can be 

achieved even in countries with low income. Moreover, Chapter 2 stresses the public investment 

in health as a key factor to achieve UHC. Highlighting the magnitude of the burden of health care 

used in Chapter 3 emphasis the need for health financing reform especially the need for a national 

health insurance system in Myanmar. Findings on a poor coverage and weaknesses of the exisiting 

social health insurance system (Chapter 4) provide lessons for both management and health care 

providers about the national health insurance system required. Positive perceptions and voices of 

all stakeholders regarding health insurance reform show that citizens of Myanmar are aware of the 

need for financial protection to access health care. It also shows a low level of knowledge on the 

nature of health insurance (Chapter 5 and 6).      

PRODUCTS OF THIS PHD RESEARCH AND FUTURE PLANS 

All empirical chapters of this PhD dissertation have been published in peer reviewed international 

journals. The combined findings of all chapters together with cross cutting issues from the general 

discussion chapter are used to develop a policy brief in both English and Myanmar language. This 

policy brief will be disseminated among key policy makers. Blog posts are also used as a means 

of  dissemination of results among stakeholders. Public consultations will be conducted to share 

the knowledge gained from this project and to increase awareness among the citizens of Myanmar. 

The author hopes to conduct relevant research for UHC pathway in Myanmar as this evidence will 

definitely help to move towards UHC. Given the policy relevance of this dissertation in the path 

of UHC, the author hopes to continue to be involved in this important move in the future.       
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