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MYANMAR  NATIONAL

HEALTH  ACCOUNTS

INTRODUCTION

Developing a health accounts (HA) study is a

transcendent exercise. Health Accounts

provide robust evidence for decision-making

and are a useful tool in informing health

financing reforms. The effort is promoted by

WHO and supported by Member States,

because HA data are considered just as

relevant to guide health systems policies, as

other basic information, such as mortality data.

The success of the health accounting process

relies on the commitment of all actors, within

the technical, social and political

environments. Health accounts rely on data

provided by all stakeholders and a progressive

improvement on comprehensiveness,

consistency, timeliness and policy relevance,

linked to the institutionalization of the

estimation process is expected.

This is the first time the health accounts in

Myanmar are built under the System of Health

Accounts 2011 (SHA2011) framework, the

international standard to measure health

spending[1]. Although the process demands

detailed data and an intensive effort, it

represents a major achievement in supporting

evidence-based decision-making for allocative

efficiency of health resources. 

Two reports are being generated, one

methodological, documenting the process, and

another for wider dissemination, to present the

results. This is the report documenting the

process of generation the health accounts 2016,

2017 and 2018. This methodological note serves

as supplementary information to the report on

results and documents in detail data collection

approaches, data mapping, the assumptions

behind the estimates, and the analyses

performed. This note aims to be a guidance for

future Health Accounts production in Myanmar.

The report begins by presenting the introduction

to the Health Accounts, and the scope and main

classifications used in this case. The second

section describes the data sources used to

obtain the information for the accounts, both

primary and secondary. The third section offers a

description of the key data processing features

and the tool used. This is followed by a section of

data analysis  a brief note on the key HA

indicators generated and on Primary Health

Care. The final section includes a note on

achievements and challenges faced followed by

the recommendations to improve next HA in

Myanmar.

[1 ]  OECD/EUROSTAT/WHO (2017) ,  A  SYSTEM OF HEALTH ACCOUNTS 2011:  REVISED EDITION,  OECD PUBLISHING,  PARIS ,
HTTPS://DOI .ORG/10.1787/9789264270985-EN.  HTTP://UNSTATS.UN.ORG/UNSD/I ISS/A-SYSTEM-OF-HEALTH-ACCOUNTS-2011.ASHX;  WHO :
HTTP://WWW.WHO.INT/NHA/SHA_REVISION/EN/
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OVERVIEW

Health Accounts represent an internationally

recognized methodology used to track

expenditures in a health system for a specified

year. It follows the flow of funding for health

from its origins to the end use, answering

questions such as: How are health care goods

and services financed? Where does the

population consume them? What goods and

services are financed? Which diseases

consume resources? By breaking health

spending down by different classifications,

Health Accounts provide insight into issues

such as: whether sufficient resources are being

allocated in line with national priorities,

whether health spending is sufficient relative

to need, the sustainability of health financing,

and the extent to which households are

protected from financial risk. Health Accounts

provide robust evidence for decision-making

and are useful in informing health financing

reforms. The System of Health Accounts 2011

framework is the international standard to

measure health spending, which has been

agreed by the international community as well

as the UN Statistical Department. The

framework was further refined in 2017 (OECD,

Eurostat and World Health Organization,2017).

Since 1998, Health Accounts have been

generated in Myanmar mostly biennial

biannually, using SHA 1.0. The National Health

Accounts (NHA) reports have documented the

health financing situation analysis and have

allowed to formulate the Strategic Directions

for Financing Universal Health Coverage in

Myanmar, by the National Health Plan

Implementation Monitoring Unit (NIMU)[2].

Moreover, NHA data has been the

internationally reporting source to the WHO

Global Health Expenditure Database (GHED)

[3].

This NHA for “2016-2018” is the initiated effort of

MOHS to analyse the health expenditure using

the new accounting framework SHA 2011. This

Myanmar National Health Accounts was

conducted between June 2019 and March 2020.

The Health Accounts team analysed the

country’s health financing system to identify

existing financing flows and map them

according to the SHA 2011 methodology;

performed data collection as comprehensively as

possible; and next compiled, cleaned and

triangulated the data. Each figure was mapped

to the various selected SHA 2011 classifications to

integrate the financing flows, separating

recurrent from capital spending. The data were

imported into the Health Accounts Production

Tool (HAPT)[4]. Initial results were reviewed and

improved as much as possible. Preliminary

results were validated by the Ministry of Health

and Sports (MOHS) and other related

stakeholders, such as the development partners

and key officers of SSB in early 2020. 

The specific objectives of the Health Accounts

exercise were to estimate the flows of

expenditure on health and its uses in the

Myanmar health system. This round of NHA

covered for the FY 2016-17, 2017-18 and 2018

mini-budget (see below, “time boundary”). For

more information on the estimation findings and

their policy implications, please see the main

Health Accounts report and the Policy Brief

(Ministry of Health and Sports, 2020).

[2 ]  MOHS.  STRATEGIC DIRECTIONS FOR FINANCING UNIVERSAL HEALTH COVERAGE IN MYANMAR.  RECOMMENDATIONS FROM NATIONAL CONSULTATIONS AND STUDY
VISITS,  BY THE NATIONAL HEALTH PLAN IMPLEMENTATION MONITORING UNIT (NIMU).MOHS,  NPT 2019.
[3 ]  WHO GHED IS  A GLOBAL PUBLIC GOOD WHERE DATA FOR MYANMAR AND ALL OTHER MEMBER STATES IS  ANNUALLY UPDATED.  CURRENTLY DATA AVAILABLE IS  FROM
2000 TO 2017.  HTTPS://APPS.WHO.INT/NHA/DATABASE/SELECT/INDICATORS/EN
[4]  THE HEALTH ACCOUNTS PRODUCTION TOOL IS  A SOFTWARE TOOL THAT HELPS TO PREPARE A HA YEAR DATA,  AND SERVES AS A RESERVOIR OF KNOWLEDGE,  A  MEANS
TO CLASSIFY AND INTEGRATE THE EXPENDITURE DATA,  IN A CONSISTENT WAY ACROSS THE TABLES.  IT  ALSO SUPPORTS A STANDARD REPORTING OF CUSTOMIZABLE
CHART & TABLES,  AND MAIN PROCEDURES.  THIS TOOL IS  PROMOTED BY WHO AND IT  IS  FREELY AVAILABLE IN WHO GHED WEBSITE.

PAGE 12

What are Health Accounts?



HA aim at measuring and analysing health

expenditure. To establish the scope of what to

include as a health expenditure (and to

exclude), four internationally-agreed criteria

are applied: a) the direct and primary purpose

of the spending is to maintain, improve, or

prevent the deterioration of the health

conditions of individuals or population groups,

b) those individuals should be residents in

Myanmar, c) there should be health

knowledge involved in carrying out the

associated activities, d) there should be a

transaction involved to acquire health care

goods and/or services. 

Regarding a) the direct and primary purpose

being health, it sets a difference with the

determinants of health, which can be certainly

relevant to improve health, but may involve a

specific purpose themselves, such as food or

education. They are often linked to specific

accounts in some countries; b) the statistical

concept of residency in the country, is based

on a period of one year, which can be seen as

an objective; c) National standards of

accreditation and licensing can help delineate

the boundary of health: providers and services

that are licensed or accredited, or those that

are not licensed but are recognized to use

credible health knowledge in performing their

duties (such as traditional healers) are

included; by contrast, those carrying out their

functions based purely on beliefs are excluded

from the health boundary; d) as per

international definitions, the need of a

transaction excludes at this moment the

possibility of including a valuation of time and

effort of care provided by relatives, such a

mother taking care of her husband or

children[5].

One of the significant changes in the new

guideline (SHA 2011) is a separate tracking of

recurrent and capital expenditures.

Recurrent spending is generally used to pay

for health care goods and services, exhausted

within the year of analysis. Typical examples

include payment for salaries, materials and

supplies or contracted services for health

care. Most of the classifications discussed in

this methodological note are related to

recurrent spending. Capital formation refers

to the goods that health care providers have

acquired during the accounting period and

that are repeatedly used to provide health

services for more than a year. Examples

include land, infrastructure and machinery

investment, such as vehicles, computers and

software.

Time boundary: Each HA study covers one

year and includes a) the value of the goods

and services that were consumed and b) the

value of capital goods for health care

provision acquired during that period. The

important principle to follow here is accrual

accounting, meaning that expenditure

should be counted when the transaction

actually took place and economic value was

created, rather than when the payment (e.g.

insurance reimbursement) happened.

The advantage is to have a more accurate

capturing of the spending with different natures

and occurring at different magnitude and with

different frequency. In particular,

[5 ]  A  TRANSACTION ITSELF IS  DEFINED AS AN ECONOMIC FLOW THAT REFLECTS THE CREATION,  TRANSFORMATION,  EXCHANGE,  TRANSFER,  OR EXTINCTION OF
ECONOMIC VALUE AND INVOLVES CHANGES IN OWNERSHIP OF GOODS AND/OR FINANCIAL ASSETS,  THE PROVISION OF SERVICES,  OR THE PROVISION OF LABOR AND
CAPITAL.

M Y A N M A R  N A T I O N A L  H E A L T H  A C C O U N T S  ( 2 0 1 6 - 2 0 1 8 ) 3
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Space boundary: The Health Accounts

methodology “focuses on the consumption

of health care goods and services of the

resident population irrespective of where

this takes place” (OECD, Eurostat and World

Health Organization, 2017, SHA, 2011). The

key word here is “resident”, in contrast to

citizenship. Therefore, spending for and by

“residents” of Myanmar will be counted

regardless of where health care services

were received, within or outside Myanmar.

On the contrary, Myanmar nationals, if not

regular residents within the country, will

not be included in the calculation.

In Myanmar, there is another issue to bear in

mind: the different accounting periods. There

is a difference between the fiscal year of

Myanmar and donors’ reporting cycle, which

follows the calendar year. The standard

international practice is either to convert fiscal

into calendar year through monthly data

availability, or to leave the two different

periods as such, assuming no major difference

exists[6]. In this study, no conversion was

made to harmonize calendar donor data into

fiscal year, under the assumption that a

recurrence of periodicity in spending occurs

across the years, minimizing the potential

differences. 

Before 2018, Myanmar Fiscal year starts from

April 1st and ends in March 31st of the

following year. However, starting from 2018,

the definition of the fiscal year is changed to

start from October 1st to September 30th. The

2018 Mini-budget covers the gap between the

old fiscal year and the newly-defined fiscal

year. It is from April 1st to September 30 2018.

However, the reported mini-budget was

expanded to represent Full 2018 Year as

preliminary analysis. 

In practice, however, there is currently not

enough information to perform this

adjustment in Myanmar.

Health boundary: The boundary of “health”

in the HA is defined in “functional” terms,

referring to activities whose primary purpose

is health: health promotion, disease

prevention, treatment, complemented with

ancillary services (laboratory, imaging, patient

transportation, etc) and medical goods

(medicines, prosthesis, orthosis, etc),

rehabilitation, long-term care, administration

and stewardship of the health system as well

as health finance administration. This

boundary includes services provided directly

to individuals and collectively to population

groups, such as public health interventions.

Examples of personal health care services

include facility-based care (as curative,

rehabilitative, and preventive treatments

involving day-care or hospitalization).

Examples of collective health care services

include health promotion, as well as health

government and insurance administration.

In HA, the so-called “health-related” services are

not within the boundary of health and thus are

not included in the health accounts. Health

related spending does not have as primary

purpose health improvement, even though they

may carry out such effects. Examples are HIV

spending on social support to vulnerable groups

such as  orphans and food provision programs,

unless they are explicitly offered for the purpose

of reducing undernutrition. Such health-related

spending, when relevant, can be captured

outside the HA framework, and is typically

referred to as “below the line” items. 

Among the excluded spending of MOHS, is

human resource formation, which is considered

outside the health boundary. The MOHS funds

certain universities. These spending are outside

the boundary of this HA. However the MOHS

funding to professionals in postgraduate studies

and specialized trainings , whose practice is

linked to health provision is included[7].Table 1

presents the amounts excluded in this case.

[6 ]  THE CALENDAR YEAR REFERS TO JANUARY TO DECEMBER OF EACH YEAR.  FOR FISCAL YEARS,  THE ACCOUNTING YEAR IS  IDENTIFIED AS PER THE LARGEST NUMBER OF
MONTHS OF THE YEAR CONTAINED.  IN THE CASE OF MYANMAR,  THE FISCAL YEAR RUNS BETWEEN APRIL  TO MARCH NEXT YEAR.  THUS,  IN THE CASE OF FY 2016-2017,
2016 CONTAINS 8  MONTHS IN THIS PERIOD AND 2017 ONLY 3.  THE LARGEST NUMBER OF MONTHS IS  INCLUDED WITHIN 2016.
[7 ]  SOME OF THESE FUNDS ARE REINTEGRATED AFTER GRADUATION,  AND STUDENTS ALSO PROVIDE HEALTH SERVICES DURING THEIR STUDIES.

M E T H O D O L O G Y  R E P O R T4



Prevention boundary: Here are included

primary and secondary preventive

interventions. Primary prevention is offered

to individuals in a healthy condition, with

an aim of “enhancing health status and to

maintain low risk of diseases, disorders or

injuries” – in other words, to prevent their

occurrence, for example, through

vaccinations or health education.

Preventive interventions also cover

individuals at specific risks that either have

no symptoms of a disease, or have early

signs and symptoms, where early case

detection and promotion of healthier

lifestyles, through health education will

potentially reduce severity and

complications of the disease. This is called

secondary prevention. Specific examples

include screening for breast and prostate

cancers.

Curative care boundary: Curative care

starts with the onset of disease diagnosed

and encompasses health care during which

the “principal intent is to relief symptoms

of illness or injury, to reduce their severity,

or to protect against exacerbation and/or

complication that could threaten life or

normal function”. It includes inpatient,

outpatient, home-based, and day care of

curative, rehabilitative and long term care

nature. For each of these types, both

general and specialized care would be

included.

Inpatient, day care and outpatient care

boundaries: Inpatient care involves a formal

admission to a health care facility with an

overnight stay. Day care involves a formal

admission to a health care facility where the

patient is discharged on the same day (without

an overnight stay). Outpatient care is delivered

from the health care providers’ premises but

does not involve a formal admission to a health

care facility. Home care is delivered where the

patient resides.

[7 ]  SOME OF THESE FUNDS ARE REINTEGRATED AFTER GRADUATION,  AND STUDENTS ALSO PROVIDE HEALTH SERVICES DURING THEIR STUDIES.

Table 1.

The HA framework is organized in 3 dimensions:

financing, provision and consumption. Each

dimension involves a set of standardized

classifications, where each category is

considered policy-relevant and it is aimed at

ensuring that equivalent names refer to

equivalent content, which makes classifications

comparable in time and across countries.. The

expenditure is analysed classifying each amount

into the complete financing flow, through

various classifications simultaneously. A cross-

classification enhances the analytical power of

the framework. Myanmar HA study used 8

classifications presented below (see the details

of classifications in annex B). For more

information on the classifications and

accounting rules please refer to SHA 2011 (OECD,

Eurostat and World Health Organization 2017). A

SHA2011 “concise version” is also available on the

WHO website, and also a summary overview of

SHA 2011 (Cogswell, et al., 2016).

M Y A N M A R  N A T I O N A L  H E A L T H  A C C O U N T S  ( 2 0 1 6 - 2 0 1 8 ) 5
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The schemes identified as Governmental
(HF.1.1), have a specific mandate for

covering the whole population or specific

population groups. Some have their own

health facilities. The team contacted them

to obtain details (e.g. the Ministry of

Defence (MOD) and the Ministry of

Transport & Communications (MOTC)). 

A health care financing scheme (HF) is not an

organization, but “a financing arrangement

through which individuals or groups of the

population obtain health services”. This refers

to third-party financing arrangements as well

as to direct payments by households for

services and goods. To qualify as a health care

financing scheme, such third-party

arrangements must consist of a body of rules

setting out, as a minimum, the scope of

beneficiaries, health services covered as well as

the associated financing functions (how funds

are collected; whether funds are pooled; how

services are purchased). The boundaries of a

scheme are defined by the body of rules, and

the four main criteria for which a scheme

would be characterized: mode of participation

(mandatory or voluntary), basis for entitlement

(contributory or non-contributory), method of

fund-raising (compulsory or voluntary) and

mechanism of pooling (at national,

subnational, or scheme/program level, or no

pooling at all) (OECD, Draft 2019[8]). 

Thus, any arrangement complying with the

conditions listed in the previous paragraph

was included as a financing health scheme. In

Myanmar, were identified the governmental

schemes (HF1.1), social health insurance (HF

1.2.1), voluntary health insurance (HF 2.1), Non-

for-Profit institutions (NPIs) schemes (HF 2.2)

and households’ out-of-pocket [OOP])

payments (HF 3). See Annex B for details. 

Governmental agencies report health

expenditure under line “0316” (e.g. MOE/Gov

office, Attorney office). 

Central government schemes: Refer to schemes

of public agencies with a national territorial

jurisdiction. Health schemes correspond mainly

to Ministry of Health and Sports (MOHS), and

with varying levels of expenditure, to  Ministry of

Defence (MOD), Ministry of Transport and

Communications (MOTC), Ministry of

Construction (MOC), Ministry of Social Welfare,

Relief and Resettlement (MOSWRR), Ministry of

Foreign Affairs (MOFA), Ministry of Home Affairs

(MOHA), Ministry of Border Affairs (MOBA),

Ministry of Religious Affairs and Culture

(MORAC), Ministry of Electricity and Energy

(MOEE), Ministry of Commerce (MOC), Ministryof

Planning, Finance and Industry (MOPFI), Ministry

of Education (MOE), Union Government Office,

Union Attorney Office and Presidential Office.

State and Regions government schemes were

not individually analysed, but in an aggregated

manner. An important point is that as a scheme,

the mandate by MOHS and other ministries is

nation-wide. For specific jurisdiction schemes,

the need is to have specific various

characteristics: mode of participation, basis for

entitlement, method of fund-raising and

mechanism of pooling, which are assumed to be

the same. A specific report as exemplification

covered the City Development Committees

(CDC), e.g. from Nay Pyi Taw (NPT), Yangon (YGN)

and Mandalay (MDY). It is expected that

subnational schemes will be explored in the

coming years.

[8 ]  OECD.  TRACKING HEALTH FINANCING UNDER THE SHA 2011 FRAMEWORK,  DRAFT 2019

M E T H O D O L O G Y  R E P O R T6
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Social Security Board (SSB) under
Ministry of Labour, Immigration and

Population (MOLIP) administers Myanmar’s

social security programs, specifically the

compulsory contributory scheme (HF 1.2.1).

It covers formal sector workers. SSB was

established under the Social Security Act of

1954, which implemented a social security

scheme covering employees working for

firms employing over 5 employees,

including state-owned, private, foreign and

joint ventures. On 31 August 2012, the

Pyidaungsu Hluttaw enacted the Social

Security Law of 2012, introducing benefit

systems for invalids, the elderly, survivors

and unemployed individuals, involving

healthcare benefits. Currently, SSB has set

up three social security hospitals and more

than one hundred social security clinics

across the country to render services to

those entitled under the social security

scheme[9].

Market-based, or voluntary health
insurance (VHI, HF 2.1) schemes were

identified which are under development

too. VHI has been operated through private

companies, with some incipient pre-paid

packages, linking financing and provision

efforts. A relevant role is expected to be

played by Myanma Insurance, which is

government-owned and the only insurance

scheme covered in this study. Although this

public enterprise was created long ago,

health benefits were not included until

2015.

Non-for-profit institutions schemes (NPIs

HF 2.2), including resident external

agencies working on health. Both national

and international non-governmental

organizations (NGOs) are also important in

Myanmar. As in other cases, they constitute

a scheme when they cover specific

beneficiaries, a set of services and 

the basic health financing functions (how funds

are collected, whether funds are pooled, and

how services are purchased). Lacking these

conditions, they are not considered as schemes,

but they can be funding or managing

organizations, as detailed in other classifications

(see below Figure 6, Annex B classifications FSRI

and FS).. In theory, a scheme can be managed by

more than one agency and an agency can

operate more than one scheme.

There is also a discretionary scheme, including

all household out-of-pocket spending (OOPS,

HF.3). This involves payments made by

households while consuming health care usually

at the point of delivery. This type of payment is

often considered asa barrier to access to health

care and to Universal Health Coverage. The

SHA2011 framework, given the relevance of this

payment, includes in this scheme all OOPS, even

those linked to other schemes. E.g. when there is

a co-payment in the voluntary health insurance,

or to a governmental scheme, all of these

household payments are registered as HF.3

OOPS (Figure 1). However, further detail is

feasible to describe, through additional codes,

whether is a co-payment in a public or private

scheme (See the HF Classification in Annex B).

Schemes are linked to health care entitlements

and thus, to coverage and access. Each scheme

can be complementary to each other to cover

the entire population. NHA can monitor changes

in coverage/spending in detail.

[9 ]  IT  IS  IMPORTANT TO NOTE THAT THE LAW IS  NOT FULLY INCLUSIVE.  E .G.  MOHS STAFF IS  NOT COVERED BY SSB.
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Source: NIMU MOHS. Strategic Directions for Financing Universal Health Coverage in Myanmar. MOHS. NPT 2019, pp 7
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Figure 1. Flow of Health Funds in Myanmar and specific report for OOPS

Resource mobilization is required to make

financial arrangements operational. The

classification of Revenues refers to the

transactions through which the financing

schemes mobilize resources. In general, a

pattern of mechanisms is set by each specific

scheme to obtain its resources. Each scheme

can be identified through their specific and

shared mechanism to obtain resources. The

profile of revenue used by each schemes

allows to identify how diversified the

mechanisms to collect resources are and the

distribution of the financial burden . Through

this classification it is possible to identify

different financing sources and channels,

including all the various ways the government

supports the health system. Examples include

transfers from the Ministry of Planning,

Finance and Industry to each governmental

agency. 

Revenue of financing schemes (FS)

This classification aids in the coordination of

funding to ensure their efficiency and

effectiveness. (See Figure 2.)

The role of external funds is also better

understood in this classification. Foreign grants

are measured separately as going to the

government or to (I)NGOs. In the case of

Myanmar, external funding is important as a

share of total spending as well as in the strategic

lines of contribution, e.g. on preventive care and

treatment of selective high-cost diseases. The

related flows are highly diversified. Most in-kind

support is directly provided to the MOHS, while

in-cash grants can also be offered via the MOPFI

and through NGOs. Some of these flows are not

registered, but can reach the agencies at various

administrative levels, which represent challenges

for accounting. 



Social security contributions can be

identified, as well as the specific shares by

employers and employees. The government

contribution is here included not only

through the transfers channeled, but also

through the employer contributions linked

to the insured governmental staff.

In these accounts a survey was conducted but

some external agencies were not contacted

due to lack of appropriate contact details or

they did not reply. Data was complemented as

much as possible through other records,

notably the MOHINGA report, a governmental

open data system for aid accounting. 

However, a certain degree of underestimation

is still possible.

Specific revenue sources were tracked from

the government, such as internal transfers,

grants and the revenues of foreign origin

distributed by the government. (These are

represented in dark blue in Figure 2.)

Voluntary prepayment from individuals/

households are linked to VHI. 

Revenue from Not for-profit institutions

serving households (NPISH) includes direct

foreign transfers (Represented in green in

Figure 2).

Households’ revenue for health (Out of

Pocket Spending - OOPS) (Represented in

red in Figure 2).

Cross-classified funds in a comprehensive and

detailed way (through types of revenue [FS], the

institution providing the revenue [FSRI], the

agent managing the funds [FA] by each

financing arrangement [HF]) informs the

financing flows in a more systematic way.
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Figure 2. Identified financing flows in Myanmar. 2015

Source: World Bank Group, Myanmar



As the schemes refer to financing

arrangements, these are operated by specific

organizations, the financing agents. These are

the institutions that manage one or more

health financing schemes. In Myanmar, most

of the flows registered correspond to the

related scheme. Thus, not much extra analysis

is reached with this classification, regarding

financing amounts. However, monitoring FA is

important to verify the various roles of each

agency. More importantly, while

operationalizing the schemes, FA make

decisions on resource allocation and

purchasing mechanisms. The relationship of

FA with health providers andservices is critical

for effectiveness, efficiency and equity

purposes. Examples of FA include the Ministry

of Health and Sports, commercial insurance

companies, NGOs, and international

organizations. Examples of the decisions

possible to be monitored are how much

prevention is offered

to the beneficiaries by scheme and by diseases

(See the results report). An example of the

complexity of flows linked to the Financing

Agents is depicted in Figure 3. In these accounts,

the level of analysis is national and differences

among townships are not particularly analysed,

nor were the flows by specific donors.

Those FA identified, are directly linked to the

schemes established, notably, MOHS, MOD,

MOTC, MOI, MOC, MOSWRR, MOPFI, and other

ministerial agencies, CDCs from NPT, YGN &

MDY; SSB, Myanmar insurance; NPIs and

Households. Among the most important

domestic NPIs, collaborating for decades with

MOHS are the professional organizations:

Myanmar Academy of Medical Science (MAMS),

Myanmar Medical Association (MMA), Myanmar

Dental Association (MDA), Myanmar Nurses’

Association (MNA) and Myanmar Health

Assistant Association (MHAA).
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Financing agents (FA)

Figure 3. The complexity of work and fund flows in Myanmar reflected through 

                the Township Health Department.



Providers are either individuals or

organizations whose main activity is to provide

medical goods and services (such as hospitals,

clinics, health centres and pharmacies) or

those for whom the provision of health care is

only one of the many activities they carry out

(e.g. the sale of medicines in big supermarkets,

whose sales are only a minor component of

the total turnover). Healthcare providers are

classified based on the main activity

performed by the facility. The most important

information to report from the providers, is the

technological

level of their activities, given that the various

services may vary in content, quality and level

of their activities, given that the various

services may vary in content, quality and

spending among them, e.g. a consultation

offered in a hospital and one in a health post

are qualitatively different. The information

obtained allows the identification of the

structure of the health system in the country.

E.g. it is expected that the Primary Health Care

is more widely available to cover more

frequent and less complex needs.
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Health care providers (HP)

Primary health care also helps ensure that higher

cost services are focused on more complex

needs. A proper structure of the health system

facilitates efficient spending. Current structure of

health care providers is shown in Table 2.

Specific data were obtained from general &

teaching Hospitals, State & Regional Hospitals, as

well as from township & station Hospitals,

mental health hospitals, residential long-term

care facilities, dental & other health care

practitioners, including non-specialized

ambulatory health care centres, home health

care service providers, providers of patient

transportation & emergency rescue, National

Health Laboratory (NHL), other medical &

diagnostic laboratories, pharmacies and other

retail sellers & suppliers of durable medical

goods and medical appliances, providers of

preventive care, community health workers, and

providers of health care system administration

and financing (such as governmental actors, SSB,

Myanma insurance & NPIs). Non-classified actors

represent a negligible share, involving less than

1%.

Table 2. Structure of health care provision in Myanmar.

Source: MOHS website
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Healthcare represents the characteristic type

of services of the health system, also referred

to as “functions”. This classification covers the

final consumption of goods and services.

Examples include curative care; information,

education, counselling programs, provision of

medical goods such as pharmaceuticals, and

governance and health system administration.

Measurement through functions involves

packages. Packages relate to curative

outpatient (OP) and inpatient care (IP). These

service packages include ancillary services and

medical goods provided during the OP or IP

consultation and treatment. When ancillary

and medical goods are obtained outside of the

packages, they are separately accounted for -

such as laboratory tests, imaging or patient

transportation as well as medicines and other

medical goods such as lenses and hearing aids

obtained through retailers. In such cases, these

may be accompanied by a prescription or not.

This classification allows to link resource use in 

health care services consumed by the

population. An example is displayed in Figure

4,which refers specifically to services paid

directly by households, as per themost recent

survey (MPLCS 2015).

Specific data were obtained for health care

services, such as inpatient curative care,

outpatient and dental curative care, home-based

curative care, rehabilitative care, long-term care

(health), ancillary services (laboratory, imaging

and patient transportation), pharmaceuticals

and other medical non-durable goods,

preventive care (notably information, education

and counselling -IEC, immunizations, early

disease detection, healthy population

monitoring, epidemiological surveillance and risk

and disease control programs, including selected

interventions and preparing for disaster and

emergency response programs), governance, and

health system and financing administration.

Non-classified services represent a negligible

share, involving less than 1%.

Source: World Bank, 2018. *Consumption used as a proxy of income

Health care annual spending by household OOPS by income *quintile and type of

service. Myanmar 2015

Health care functions (HC)

Figure 4.
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The key focus of the activities in the health

system is related to health conditions of the

population. The activities consuming the

resources are expected to be aligned with

national priorities. The health system,

differently from other production branches,

adjusts the services to the specific need of

each patient. Thus, although it is difficult to

standardize a single protocol of treatment, the

analysis by disease allows us to capture the

specific approach of the health system to their

population groups. 

Here it is important to note that the

classification is based on ICD-10 and

diseases/conditions are aggregated as per the

Global Burden of Disease grouping. It does not

only refer to diseases, but also to all situations

that relate to a contact of the population with

the health system. The classification also gives

the opportunity to identify the spending

related to administrative and stewardship

activities which is not related to a specific

disease. 

Diseases and health conditions were grouped

in the five categories - a) infectious and

parasitic diseases, of which specific

aggregates are linked to HIV, TB, malaria,

neglected diseases and vaccines, b)

reproductive health (maternal, perinatal and

contraceptive management), c) nutritional

deficiencies, d) non-communicable diseases,

including neoplasms, endocrine and

metabolic disorders (such as diabetes),

cardiovascular diseases (such as hypertensive

diseases), mental & behavioural disorders,

and neurological conditions, respiratory,

digestive, genito-urinary, sense organ

disorders, oral diseases, and e) injuries. 

As in most countries, although the burden of

communicable diseases is decreasing, countries

face a mix of health needs of communicable and

non-communicable

diseases (NCD). As per analysis of burden of

disease in Myanmar, NCD represent the greatest

concern with an increasing trend. A rising trend

is also seen in injuries (Figure 5).

Figure 5. Burden of disease in Myanmar by groups of causes. 1990-2017

Source: IHME

Disease/health condition (DIS)
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Gross Capital Formation (HK): The classification

aims at including all capital goods used in the

health care provision. Investments are key to

ensure a proper coverage of all population and

to ensure that the coverage involves the

quality of the services. Capital goods are those

not exhausted in one service and used

repeatedly more than one year. In this exercise,

the capital goods acquired during the

accounting year were counted. Given that

these goods are used more than one

accounting period, they also reflect the

capacity to provide services in the future.

Examples include infrastructure (new and

major renovations), medical equipment,

computer, software, other office equipment,

ambulances and other transportation means.

Monitoring new acquisitions makes it possible

to identify the increase in the number of

facilities in the country (by type), medical

equipment, transportation means and ICT

equipment, which may translate into greater

access, better treatments, progressive

electronic data handling, etc. 

Factors of Provision (FP). This classification refers

to the inputs used by the providers to generate

the health care services. It was used notably for

the public sector, with directly related budgetary

categories. Many MOHS policies are linked to it,

e.g. expansion of coverage needs to balance

human resources, capital and the various

categories of the classification to ensure proper

operation. One of the higher expenditure

categories involves medicines, a key component

of health care. Data from the private sector is

expected to be obtained for the next accounts

 through the business surveys, which may be

available in the CSO complementing MOHS

records. 

The classifications used provide the basis for the

structure of each health account. This NHA aims

at covering 8 different classifications to integrate

the financing flows. The flows to document were

identified by the team and were the basis for the

data collection. (Figure 6)

Figure 6. Financing flows identified and targeted in the Myanmar Health Accounts 2016-2018

Capital spending



DATA  SOURCES

Donors Although the total universe (all

donors) was integrated through the OECD

CRS, Internal Revenue Department (IRD)

and Principal Recipient (PR) officers, a

contact person was lacking in some cases.

E.g. it is known that China is a donor, but

no contact person was able to be

identified. A final list of contact details of

donors involved in the health system was

compiled through consultation with PR

UNOPS, INGO Network representative and

other key stakeholders. A survey was sent to

each of them. Surveys aimed at capturing

flows from bilateral, multilateral donors as

well as from multi-agency funds. Data

included reporting agency, origin of grants,

recipient agency and, as detailed as

possible, the uses. 36 Donors were

identified, of which only 15 could be

approached (due to the lack of a focal

point). All of the 15 donors approached

replied.

A list of INGOs was compiled through

consultation with the INGO network

representative, MOHS and other key

stakeholders.Those identified to have both

received external grants for health activities

and been active in providing health

services, either through collaborating with 

The team designed two sets of survey

questionnaires to be distributed across

relevant institutions for which expenditure

data had not been comprehensively recorded

elsewhere. The primary data collection was

performed among donors, NGOs and

governmental entities (see list of specific

entities in annex A).

Donor reporting is complex and not systematic

in Myanmar. To better capture their spending

information, a survey was designed and

circulated among DPs and INGOs 

Similarly, a data request was sent to

governmental agencies relevant to NHA,

such as selective Ministries (listed as

schemes), CDCs, Myanma Insurance and SSB.

For those agencies, a specific unique list of

relevant data was requested, most of which

replied. Additionally, CSO(MOPFI) provided

information on health spending, based on

the UN standard classification of the

functions of government (COFOG) as a

secondary data report.

MOHS or via self-managed programs, were

approached. A questionnaire was sent to 39

INGOs and 26 responded, making the response

rate 66.7%. The most relevant domestic NGO

linked to external flows was identified and

included in the survey (Myanmar Health

Assistant Association). However, in this NHA,

other domestic NGOs have not been included,

and assumed to handle relatively a low share of

resources. 

A sensitization workshop was organized with

representatives from most of the relevant

organizations after the purpose and structure of

the data collection forms were laid out. After

circulating the surveys, the team maintained

close contact with each responsible officer to

address any technical questions.
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Government health budgetary records
were obtained specifically from the

Ministries, and complemented by data

provided by MOPFI, e.g. on COFOG as

mentioned above. Expenditure reports

were also obtained from SSB (under the

Ministry of Labour, Immigration and

Population MOLIP), CDCs (NPT, YGN, MDY),

and Myanma Insurance (under MOPFI).

Those record formats originally relate to

factors of provision, with additional detail

on providers, functions and/or diseases for

certain expenditures, when available. 

Statistical yearbooks such as Myanmar

statistical yearbook (CSO-MOPFI) which

included references on spending on

medical care and on social security

contributions (SSB and Myanma Insurance),

and capital. The MOHS Health

Management Information System (IHMS)

statistical yearbooks on Public Health and

Hospital Statistics, as well as web reports of

the (HMIS), mainly on service utilization.

Service utilization data were used to break

down spending aggregates (see below for

detailed information on the use of

distribution keys and data triangulation).

Data on household expenditure on
health from Myanmar Living Conditions

Survey 2017 (MLCS), was provided by

MOPFI. It was used to estimate the level of

OOPS and its components. 

The Health Accounts team also gathered

secondary data, which is the data obtained

from (administrative) reports already

generated, usually with purposes other than

for Health Accounts. Specific data sources

used in this estimation are as follows:

Donor data The data available in other

sources regarding external grants were also

analysed. The responses from the donor

survey was complemented by data from the

open information system on aid called

MOHINGA, which was set up by the

government. Those records in MOHINGA

managed by the Foreign Economic Relations

Department (FERD) of the Ministry of

Investment and Foreign Economic Relations

were analysed to identify those from agencies

not available in the responses received and

added where appropriate. 

Population and macroeconomic data from

CSO-MOPFI statistical yearbooks and released

by WHO GHED were used to estimate per

capita values. Based on WHO GHED

macroeconomic indicators, expenditure

calculations were made.
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The data received was checked for

comprehensiveness and consistency.

Discussions with data providers was regularly

held to better understand and correctly use

the received data. A challenge to proper data

integration is ensuring that the best source is

used and to reduce possibilities of double

counting or missing relevant expenditure. 

Double-Counting Given that HA track flows,

following the resources, there is a possibility of

counting the expenditure amounts more than

once. Two main sources of double-counting

were identified and managed in Myanmar

records.

The first source of double-counting occurred

when the external grants reported by donors

were also reported by the recipient / user (NGO

or governmental agencies). In principle, both the

donors and the recipients were consulted to

ensure the best coverage. When the surveys were

properly filled, the source and the recipient can

be identified regardless of who reports. The

actual approach was to identify the agencies and

areas of potential double count. The team tried

to identify the reason and manage it to count

the amount only once. Preference for retaining

was given to amounts reported with greater

detail, which were often the recipient or agency

executing the spending. In our experience, the

government & NGOs were generally found to be

more likely to have the precise and detailed

actual expenditure information. However,

decisions were made on a case-by-case basis. An

example is presented below:

DATA  PROCESSING

Secondly, double counting could potentially

happen in intra-governmental transfers, where

reporting was received both as vertical

transfers within MOHS as well as from external

grants through government. The team

analysed the nature of the flows documented

and the various angles of each reporting to

select the source to be used in such cases.

Expenditure data were in general considered

more appropriate given the reported flows but

data deletion and retention decisions were

made on a case-by-case basis.

The expenditure report that potentially

contained in-cash support to the Ministry

which flows through the government system

(part of ADB, JICA, WHO: DFC only, UNFPA)

was excluded.

Selectively, expenditure assumed "in kind"

and not included in MOHS financial record

was accounted for.

Data from MOHS financial report was by and

large more detailed and retained. Specifically:

17
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Distribution by Provider: When records

lacked specification of the provider offering

the health services, the distribution by

health providers was made assuming that

practice and need are similar to the budget

structure in the MOHS. This distribution

was applied to the aggregates of spending

lacking this detail e.g. from other ministries

lacking data on IP and OP utilization; and

also OOPs. The MOHS service structure is

based on Hospital and Public Health

Statistics. 

Distribution by Function: Distribution of

aggregated data from MOHS & MOD were

generated and applied to specific types of

provider. 

Health spending aggregates data were

required to be broken down by each of the

classification analysed in this report. For this

purpose, when data is lacking detail, a

quantity is needed that can be used to

allocate spending among the various

categories to reflect its real distribution. These

are mainly used to breakdown spending by

the services provided (functions, HC) and the

diseases / health conditions treated (disease,

DIS). In cost accounting, the usual keys involve

the number of employees, or man-hours in the

activity under measurement, depending on

the activity and data available. Part of the HA

process therefore involved estimating

percentage distributions or “distribution keys”.

When spending data were available for a

specific provider and service, the distribution

keys were not applied. 

The following steps were used to derive the

distribution keys by function estimates,

applied separately to traditional medicine and

allopathic medicine: 

Compile utilization data: Data on number of

outpatient visits (total and in hospital

settings), inpatient days and some preventive

services were obtained for government and

private facilities, based on HMIS reports and

Hospital statistics.

Equivalences in use of resources among
different services: The number of visits and

the number of patient days are the basis of

the allocation. Outpatient visits on average

require less intensive use of health resources

than inpatient care. Exactly how many

outpatient visits would be, on average,

equivalent to the cost of one-day

hospitalization care, varies across countries. In

Myanmar, this information is not fully

available, so, it was decided to use the

international average (Adam et al 2003) and

discussed with MOHS officers for validation.

The NHA team assumed that 5 out OPV is

equivalent to 1 IPD for allopathic outpatient

visits and 2 OPV were equivalent to 1 IPD for

traditional medicine care, considering that in

Myanmar, traditional medicine do not usually

treat complex cases. The equivalences are

applied assuming all OP are similar on

spending and all IP are similar on spending.

Calculate functional distribution: Once all

services are made “equivalent”, the number of

services was used to build the distribution

keys by provider, given that all IPD are

performed in hospitals, but OPV should be

distributed between hospitals and

ambulatory centres. Preventive services were

derived from program information. 

Distribution by disease/health condition:
Registered diagnoses in health services

(outpatient visits and inpatient admissions)

were available from HMIS reports and

hospital statistics. Distribution keys were

generated by type of service (IP or OP). 
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Estimations by program: To portray the

complete picture of program expenditure,

administrative records from specific

programs, Procurement section and

Finance section of MOHS, and expenditure

reports from DPs were used. These include

all the programs under DPH: Public health

programs, as Maternal and reproductive

health, Child Health development, School

Health, Nutrition, Environmental and

occupation health, Basic health staff,

Health literacy promotion section, HMIS.

Regarding the Disease control program,

HIV, TB, Malaria, Dengue/Filariasis, NCD,

Trachoma, Leprosy, EPI and the Central EPi

Unit were covered. 

Estimations of HRH training: Expenditure
of University postgraduate students of

Department of Human resource for Health

(MOHS) were allocated by HP, HC and DIS

based on the respective nature of university

and practice location. 

Estimations of administrative spending:
Some of the Ministries have reported

exclusively spending on health care

provision and/or the benefits covered to

their staff. The spending on administration,

although not reported, is related at least to

activities of reimbursement and

management of health care benefits. 

These were applied to aggregated data such

as expenditure by MOHS aggregates, MOD,

Myanma Insurance and SSB, under the

assumption that diagnosis among these

population groups are similar. The use of

allocation keys based on patient days has been

validated among OECD countries but it would

be very important to promote research to

validate them within Myanmar (OECD 2013).

Availability of utilization profiles would

increase the specificity of the results.

Distribution in time: Some spending reports

involved execution of more than one year. In

order to ensure expenditure distribution by

year, the team split spending according to

output or verbal indications by focal points. If

lacking additional, spending was assumed to

be done equivalent in years involved. 

Estimations of Out-of-pocket spending on
health: The estimations were entirely based

on Myanmar Living Conditions Survey 2017,

which was conducted by MOPFI. Plausibility

analysis was made with total private

consumption in 2015-2018 (extracted from

WHO Global Health Expenditure Database-

GHED with extrapolation for 2018). The earlier

version, Myanmar Poverty and Living

Conditions Survey 2015 was also consulted for

comparison and interpolation to generate

2016 data. The same growth was applied to

extrapolate values for 2018. 

Thus, an estimation was added[10]. The amount

estimated on administrative spending was

assumed to be equivalent to the proportion

estimated for SSB based on the SSB data within

the statistical yearbook of CSO (MOPFI). This is

15%, which was used as distribution key and

applied to assign a corresponding share to this

function, when data are missing. 

The data were taken from a multi-purpose

survey asking OOPS information in two sections,

one in the “Health module”, which included

information on inpatient and outpatient

spending; and the other in the “Consumption

module”, which included information on

pharmaceutical spending. Households had been

asked explicitly not to double count their

reporting, i.e. medicines obtained during the

outpatient visits should be included in the

health module and not reported again in the

consumption module. Moreover, for

approximately 3% of the survey sample who

[10]  WHEN A VALUE IS  INCLUDED WITHOUT SPECIFIC TRANSACTION FOR THE CASE,  IT  IS  AN IMPUTED VALUE.  HOWEVER,  WHEN SOME VALUE EXISTS SPECIFICALLY FOR
THE TRANSACTION DEALT WITH,  THIS IS  REFERRED TO AS INDIRECT ESTIMATION.  IN THIS CASE,  THERE WERE IMPUTED VALUES BASED ON EXISTING DATA BUT FOR 
 OTHER AGENCIES.
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reported being covered in some form of health

insurance,they were instructed to provide only

their final payment net of any reimbursement

amount.

Per capita OOPS was obtained after applying

population weight and teasing out the major

outliers. It was then multiplied by the number

of population (as per MOPFI and WHO GHED

data) of each year to obtain the aggregated

OOPS. The survey structure also allowed a 

direct mapping of OOP by main services,

aggregated as per the HC classification at the

first digit, given its lack of details (i.e. inpatient,

outpatient and medical goods including

medicines. It may be important to note that the

classification involves all medical goods paid by

households, but the survey only included

medicines. No estimation of the other medical

goods was made, such as medical devices as

lenses and hearing aids).

USE  OF  HEALTH  ACCOUNTS

PRODUCTION  TOOL  (HAPT)

The Health Accounts process was performed

using the Health Accounts Production Tool-

HAPT, a software tool developed and freely

provided by WHO since 2013, aiming at

facilitating the planning and production of

Health Accounts. The major advantage is to

reduce accidental errors while working with a

vast number of cells generated by the use of

several classifications. It automates several

previously time-consuming procedures (e.g.

repeat mapping), and incorporates automatic

quality checks for internal consistency

between classifications. In addition, it offers a

repository for Health Accounts data and

Health Accounts tables that can be accessed

easily by team members, years after the

production of Health Accounts and serve as a

“memory” of the process. All data are linked to

distribution keys and mapping decisions.

These can be used as a reference and to

facilitate data analysis in subsequent years. 

HAPT version 4.0.0.6 was used. (Please refer to

the user’s guide in the HAPT library for further

detail.) In general, no major problems were

faced with the tool, but the documents in

Myanmar language occasionally appear to

generate errors. Also, when the same labels

were translated with different wording or 

spelling, the tool cannot recognize them as the

same and the processes cannot be fully

facilitated automatically. 

The data obtained was mapped in Excel, when a

one-to-one coding was feasible, because only

one code was needed and no breakdown of the

amount of spending was expected between

several codes in each classification of the flow.

When more than one code was needed for the

same amount, e.g. the revenue of the SSB is

broken-down between contributions by

employer and employee, a breakdown of the

original spending amount is performed inside

the tool, generating distribution keys with

available information. The team performed

quality control of the process including a review

of mapping to ensure consistency among codes

and classifications. The

HA tables were generated and complementary

QC verifications were performed (on coding and

totals). Tables and reports were produced with

the tool.
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DATA  ANALYSIS

The comparison with general economy

using GDP as reference value. Current

health expenditure (CHE) is compared with

GDP [CHE/GDP*100], and the government

CHE (GGHE) as share of GDP

[GGHE/GDP*100]. Capital spending is also

compared to GDP [HK/GDP*100]. 

The aggregates and indicators defined below

are among those estimated as part of the

Myanmar 2016-2018 National Health Accounts.

Some of the aggregates and indicators rely

exclusively on Health Accounts estimates,

while others, such as per capita values, require

additional information from other sources, in

this case, population estimates. Some are used

as part of other indicators – for example, total

out-of-pocket spending on health as a

percentage of total current health expenditure

(CHE). 

Total current health expenditure (CHE):

quantifies the economic resources spent on

health functions. This represents final

consumption spending of health goods and

services, also known as final health spending

by resident population, within the year of

estimation. 

Gross capital formation: measured as the total

value of assets that providers have acquired

during the estimation year (less the value of

sales of similar assets), and that are used for

more than one year in the provision of health

services. 

Total health expenditure (THE): The sum of

CHE and gross capital formation. 

Among the main indicators generated, the

following are included: 

The priority of general government to health

use total government expenditure (GGE) as

reference [GGHE/GGE*100]

As the government of Myanmar decided to shift

the fiscal year from March-April to October-

September, the so called mini-budget covered

only half year of 2018, thus the account

represents only the first half of the fiscal year. To

generate the aggregates, the estimations were

doubled, as analysis showed that the macro data

for the second half of 2018 were in line with the

first semester. These estimates are considered

“preliminary” as the data estimation for the

second half of the old 2018-2019 FY, will be

developed within the new FY 2018-2019.
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As a complementary analysis, estimates on

Primary Health Care (PHC) were generated on

an exploratory basis. The first contact of the

population to health system is critical in terms

of equity, effectiveness and efficiency of the

resources used. An expanded coverage of PHC

could increase access of those households

with a reduced capacity to pay. 

The PHC initiative is strategic towards

Universal Health Coverage (more information

in WHO, 2019). Currently not many analyses on

PHC spending exist. Also, no consensus has

been reached on what PHC is from an

expenditure measurement perspective. HA

can be useful to monitor spending on PHC.

SHA has proposed a measuring approach

through cross-classifying providers by type of

service (HP x HC table), without defining PHC.

OECD, following a survey among their member

states, has proposed a cross-classified profile,

with providers of ambulatory care (HP3) by

selective OP services: general OP care, dental

OP, home based care, and preventive services:

IEC, immunizations, early disease detection

programs and healthy condition monitoring

programs (Table 3). Following this profile,

OECD countries have reached a measured

average of 14% of 2016 CHE as spending on

PHC.

In order to advance this monitoring among

LMIC countries lacking information on HP,

WHO proposes to consider only services (HC).

Under this assumption, PHC includes:

OP +preventive care + 80% of sales on

medicines in pharmacies + 80% of spending

on governance and administration (Table 3).

The team has adopted the OECD approach,

given that data on HP and HC are available. 

Within the HAPT used in this estimation, the

disease control and monitoring & surveillance

category (HC.6.5) involves in the 2 components,

one of which refers to interventions (such as

condom provision), which were included. One

discussion point is whether disease and

surveillance should be excluded, as those

systems rely on the reporting by PHC providers.

Countries such as Brazil have included also

ancillary services (HC 4), medical goods (HC 5) as

well as non specialized rehabilitative, long term

care  and home care as part of PHC (Borges,

2019).

The team also discussed the PHC providers in

Myanmar, and another customization to the

OECD proposal was needed - as the township

and station hospitals are part of the PHC sector,

these are included. The possibility to include

preventive providers is related to the

identification of the specificity of non-specialised

OP services.

The PHC estimates for Myanmar refer to the

cross-classification of HP and HC, and as the

governmental spending was targeted in this

measurement, the relevant spending was

accounted and cross-classified by HF.1.1. In the

case of Myanmar, pharmaceutical spending

refers to those provided in the corresponding

services. For the spending on administration, as

MOHS has no specific spending records by level

of care, the administration expenditure involves

PHC but also hospitals and specialized services.

Moreover, MOHS also involves administration

spending associated to universities and sports.

Thus an estimate of 15% of the PHC spending

was assumed, to be specific for PHC

administration, based on the share of

administration as measured in SSB.
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Table 3. The three approaches linked to Primary Health Care definition.

Source: OECD. Deriving preliminary estimates

of PHC spending under the SHA 2011

framework. 10-11 October 2018.

DELSA/HEA/HS(2018)3. Pp 17
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Data collection is affected by the lack of an

electronic information system. Also, more

detailed records would allow a better

distribution of expenditure on the various

classifications.

An integrated and detailed information

system was not available among donors

and INGOs supporting the country, which

should include information on

disbursement /execution, purposes on

health and beneficiaries, and origin and

recipient entities. Also, for the Myanmar

context, information on in cash/in-kind

provision is needed. At the minimum, the

content of the OECD CRS reporting should

be be collected at county level, which also

involves selected disease categories.

Routine reporting according to the

international standard classifications is not

fully in practice, such as the Classification

of Functions of Government (COFOG),

which should cover at least states and

regions. The complete reporting should

also involve all the components of the

Classification of Individual Consumption by

Purpose (COICOP 2018), related to

household surveys. Business registries and

surveys should also involve details useful to

estimate the private sector components. 

The new Myanmar report using SHA2011 has

compiled data for 2 years (2016 and 2017) and

a half year (2018), to update information on

health care spending with relevant detail, such

as the share of preventive and curative care.

Engagement of stakeholders was critical to

obtain and validate assumptions and results.

Challenges faced during the process are listed

below, and should be taken into consideration

in future Health Accounts exercises: SHA2011 is

abitious and as in other statistical products,

the quality of the accounts relies on the

quality of the data input.

ACCOMPLISHMENTS

AND  LIMITATIONS

Although a MPLCS (2015) and a MLCS (2017)

are available, including OOPs measuring, the

indicator is very relevant and deserves to be

studied following the standard or most

advanced criteria, to ensure the best

outcome possible. The larger deviations from

standard procedures relates to a) the recall

period for OP is too large -one year instead of

3 months, b) OP spending components

captured are already integrated (OP services,

diagnostic -image & laboratory-, & medical

goods -pharmaceuticals, other durable and

non-durable medical goods)-; c) the question

on expenditure of medical goods did not

cover all the potential components.. Thus,

accessed household spending data was

already coded; d) further space for detailed

analysis should be given to OOPS results,

given that the resulting distribution of

spending among the main components is

atypical, considering usual household

expenditure surveys[11].

Full coverage for NGOs, enterprises and

insurance companies would be relevant. 

Given that some agencies report in calendar

year and governments in fiscal year, data

collection should include detailed

(monthly/quarterly) information to ensure a

better correspondence between reported

data as calendar and fiscal year.

[11]  IN MOST COUNTRIES,  AT LEAST 50% OF OOPS IS  SPENT ON MEDICINES,  AND THE REST IS  DISTRIBUTED BETWEEN OP AND IP SPENDING.  IN MYANMAR IP & OP HAVE
HIGHER SHARES.
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Lacking data to track univocally all

spending as required by SHA2011,

alternative paths have been internationally

agreed, such as the creation of allocation

keys to generate expenditure distributions.

Allocation keys are based on health care

utilization relying on the principle that

“resources used for consumption of health

are equivalent to resources used to provide

services and those are equivalent to those

financed”. Where data were available,

‘distribution keys’ were used to estimate

spending by disease and health care

services. However, also health utilization

data accessed was incomplete at times.

Lacking detail to use allocation keys was not

frequent and resulted in expenditures being

classified as ‘unspecified or other’. However,

disease categories include the largest

amount of expenditure that could not be

distributed. 

As per data quality, the main actors were

included and it is expected that more than 85%

of total health spending on the country was

accounted for.

RECOMMENDATIONS

FOR  FUTURE  HEALTH

ACCOUNTS  EXERCISES

Strong cooperation and coordination for data

reporting of the stakeholders are

recommended, through information specific

meetings and policy briefs / newsletters.Proper

Institutionalization of the National Health

Account Unit in the Ministry aims not only to

continue the release of the NHA reports on a

routine basis, but also to promote a wider

utilization by decision makers of the results,

with monitoring of the financing policies in

place.

A special focus is needed to maintain a fluid

interaction with all data providers, including

CSO, donors and NPIs.

It is proposed to ensure a reporting system. It

is desirable that a wide communication of the

HA needs is made, to ensure that the common

template formats to be used include the

related data.

That template should be clear, not difficult in

filling the data, but needs to cover the

information required to filter the double count,

specify whether the support is in-kind or in-cash,

whether the recipient is in the government

system or not, as well as how these resources are

used, in which services and diseases, by which

provider and which population groups are

covered.

Private sector: Ideally it is needed to have an

electronic data processing of periodic reporting

to MOHS of activities. International standards

cover at least location, area of activity (primary

and secondary), output, employment and

operating costs within the business registries,

which could be complemented with health

service details, such as service type and disease

treated. Alternatively, access to detailed business

registries reported by CSO is needed. It is

important to promote the use of the updated

UN standard classification of individual

consumption by purpose (COICOP 2018) and, to

generate COICOP estimates.
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To include in-kind and in-cash provision in

data request of external grants. Ideally, if

not required, no less detail than the one

collected by OECD CRS (2020) should be

proposed.

To facilitate analysis by fiscal/calendar year,

collect data by month to synchronize with

next fiscal year. 

The pharmaceutical data consumed by

governmental facilities by type is required

in the aggregated reporting by type of

product and effect, such as the Anatomic,

therapeutic, chemical classification (ATC).

To jointly discuss NHA team & MOHS

corresponding heads with CSO (MOPFI) a)

the inclusion of detailed COFOG

international reporting by all governmental

agencies (e.g. spending on IP, OP,

medicines and public health and

administrative spending) and COICOP

version 2018 for private sector analysis, with

better linkage to SHA2011 in greater detail;

b) pharmaceutical consumption according

to the use tables in National Accounts, c)

the value of national production and

imported pharmaceuticals by type d) on

MLCS to improve the questionnaire to

obtain health spending by households in a

more standard way (e.g. shorter recall

period of outpatient expenditures,

standard questions on components of OP –

diagnosis, medicines-, full capture of

medical goods, such as lenses, hearing aids,

wheel chairs, etc) e) to obtain updated

information of number of facilities by

Enhancement of the Statistical Law including

fines to lack of compliance of periodic

reporting, can be envisioned.

Governmental bodies: All governmental

bodies should report complete and detailed

COFOG classes. This include central, state,

province and local governments, as well as

CDCs. Something important would be also to

track services by MOHS to population as per

insurance coverage status. Specific changes to

improve results

To promote an electronic health information

system to be used across public and private

sectors.

sector and business surveys of health

enterprises (e.g. information of for profit

health care providers and domestic NGOs

working on the health field) and f) to

facilitate the reporting of revenue of MOHS

received from households related to health

care.

Next estimate is expected to improve a) the

coverage of the account including private

insurance providers, domestic NGOs and explore

enterprise spending additional health insurance;

b) Ideally, improve responses in order to reduce

the share of not classified data; c) to perform the

classifications of factors of provision and

subnational level; d) it is expected to identify

proxies to better typify population groups by

type of disease/health condition and service, e.g.

those covered by SSB; e) If possible, preventive

care data will increase coverage to various

healthy population groups; f) Costing data would

be of great value. 

Future estimates are expected to be generated

yearly using SHA2011 and HAPT. All relevant files

are stored in such a way that a full account can

be generated using them. The allocation keys

and their origin should also be traceable. Record

of double count and other exclusions are also

needed. Next year, a new tool is also expected to

be released by WHO with an immediate

operation. But in the meantime, the keys and

major decisions and structure can be replicated

as convenient in the HAPT.
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External Organizations

Other Ministries

Notes: We directly contact these ministries (not via MOPF) for detail breakdown of their expenditure on health because

they have their own health/health related facilities. We have not collected detail data from Ministry of Home Affairs. As they

have Prison Hospitals, this Ministry should be included next year. But total health expenditure amount of all Governmental

Ministries and Organizations that has been used under budget line 0316 has been collected from MOPF.
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FS - Revenues of health care financing schemes Classification
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FA - Financing Agents Classification
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HF - Financing Schemes Classification
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HP - Health Care Providers Classification
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HC - Health Care Functions Classification
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DIS - Classification of Diseases/Conditions Classification
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HK - Capital Account Classification
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