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Abstract

Progress towards universal health coverage (UHC) has been uneven globally due to
weaknesses in health financing. Experiences in managing the COVID-19 pandemic and
its need for increased healthcare resources have highlighted the frailties in health
financing, particularly strategic purchasing. The pandemic has also provided an
opportunity to critically reconsider current UHC approaches, which need to be more
resilient and sustainable. These adjustments include applying robust payment methods
in the private health sector to optimise health resources during a public health crisis or

other emergencies.

Myanmar, a low-to-middle-income country in Southeast Asia, requires robust provider
payment mechanisms to achieve UHC by 2030. This research sought to examine
Myanmar general practitioners’ (GPs) acceptance of and preferences for healthcare
payment methods. Previous literature is biased to the Global North, with limited
reference to Southeast Asia, and an absence of research focused on provider
perceptions, attitudes, and beliefs prior to the introduction of nationwide strategic
purchasing payment mechanisms. These research gaps created an opportunity to
explore the relationships between GPs’ socio-demographic characteristics and clinic
services profile and their acceptance of, and preferences for, specific payment

methods.

A cross-sectional study, recruiting 622 participants with a convenience sampling
method was used. A Qualtrics online survey was disseminated to Myanmar GPs
through Facebook Ads Manager, the primary investigator’s networks, and other third-
party organisations. The research showed that performance-based payment was the
most acceptable and most preferred payment method, followed by fee-for-service.
Salary payments were reported as the least acceptable and least preferred payment

type, while findings on capitation were not definitive.

The study’s findings also showed that gender, advanced postgraduate qualifications,
and overseas experience of GPs predicted the acceptability of specific payment
methods. In addition, the GPs whose clinics were in peri-urban or rural settings were

less likely to accept performance-based payment. Of the attributes investigated for GP



clinic services, the number of health services offered, clinic opening hours, and daily
consultation load were associated with the acceptability of and preferences for three

payment options: capitation, salary, and performance-based payment.

Due to existing knowledge gaps and the bias of literature, the results of this research
were not always comparable to findings from earlier studies. The rising burden of non-
communicable diseases and the skewness of age and gender distribution in the sample
may be possible explanations for these unexpected findings. The results also signalled
the critical role of third-party organisations in the delivery of primary health services
when government-funded healthcare is disrupted due to multiple simultaneous
shocks. Despite the potential for this research to inform strategic purchasing
arrangements in Myanmar, the scope for applying these findings as initially intended is
not realistic in the immediate future. In this context, the study’s results provide
valuable insights into the possible role of alternative provider payment architectures,

especially during public health crises and emergencies.
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1 Chapter I: Introduction and Overview

1.1 Introducing Universal Health Coverage

In 2012, governments worldwide committed collectively to achieve the Sustainable
Development Goals (SDGs) to reduce inequality and promote global peace and
prosperity (UHC2030, 2021). Health was viewed as a leading priority, underlined by its
status in the third goal (SDG-3), to "ensure healthy lives and promote wellbeing for all
at all ages" (United Nations, 2020). Achieving the aspirations of SDG-3 requires a wide-
ranging approach which is reflected in 13 sub-targets. Of these, target 3.8 highlights
the importance of universal health coverage (UHC). UHC is the equitable provision of
quality health services to an entire population, without financial hardship, regardless

of social or economic background, to access health services (Guinness & Gruen, 2011).

Despite its significance for advancing global health, there has been uneven progress
towards UHC (World Health Organization [WHQ], 2019). This is partly due to the
weaknesses in health financing, despite this being recognised as essential for achieving
UHC (Jamison et al., 2006). Such shortcomings in health financing are more apparent in
low-to-middle-income countries (LMICs). In 2020, global progress towards UHC was
further disrupted by SARS-CoV-2. The pandemic exposed the fragilities of many
national health systems and the difficulties they face in providing equitable health

services.

In LMICs like Myanmar, the pandemic also highlighted a critical tension between a
surge in patient need for primary healthcare and government-imposed stay-at-home
rules that limited face-to-face consultations with general practitioners (GPs). These
conditions prevented population access to primary healthcare providers during a time
of acute need when public health services were over-stretched. In this context, the
experience of COVID-19 provided a valuable opportunity to reconsider UHC
approaches. It also offered scope for identifying strategies that might enable a more
resilient health system to respond to public health, natural, or other threats. In
resource-constrained nations like Myanmar, such approaches are necessary to
optimise both public and private sectors in every aspect of UHC, including health

financing and service provision. This study examined Myanmar GPs’ acceptability and



preferences of healthcare payment methods. The study was conducted with the

intention of informing future national UHC planning and policy.

This chapter introduces background concepts on UHC and health financing. First, it
discusses Myanmar's geographical, political, and socioeconomic context, along with its
UHC status and COVID-19 impacts. The chapter then presents the research rationale,
the study aim, and objectives. Finally, it concludes by describing the dissertation's

structure and organisation.

1.2 Key Concepts in UHC, its Financing and Strategic Purchasing

1.2.1 Universal Health Coverage

Exploring the financial dimensions of UHC in Myanmar requires an understanding of
the key concepts that underpin UHC as well as those of health financing, specifically
strategic purchasing. WHO defines UHC as “ensuring all people have access to needed
health services (including prevention, promotion, treatment, rehabilitation, and
palliation) of sufficient quality. It also ensures the use of these services does not
expose the user to financial hardship” (WHO, 2021c, para. 1). UHC was first formally
recognised in the Rio+20 United Nations Conference on Sustainable Development in
2012 (Evans et al., 2012). Since 2015, UHC has been viewed as a crucial SDG
commitment to be achieved by 2030. It incorporates three healthcare dimensions: (1)
the expansion of health services, (2) the inclusion of more people, and (3) the
reduction of direct payment by healthcare users (WHO, 2014). All three dimensions of

UHC centrally depend on health financing.

1.2.2 Health Financing

Careful and sustainable health financing is at the core of the advancement of UHC. It is
necessary for achieving population coverage with essential quality health services so
that health service users avoid financial hardship and duress. Health financing is also a
function of a health system which focuses on mobilising and pooling financial
resources and allocating them to healthcare providers equitably and efficiently (WHO,
2021a). WHQO's health financing approaches focus on three main functions: revenue-
raising, fund pooling, and service purchasing (WHO, 2020a). Of these, service

purchasing is particularly crucial as it allocates the national health budget to healthcare



providers for the services they deliver (Mathauer et al., 2019). Service purchasing
encompasses the relationship between purchasing agencies and healthcare providers
and includes provider payments to ensure health service delivery to a population

(Kutzin, 2001).

1.2.3 Strategic Purchasing

Service purchasing may be "active" or "passive". Active or "strategic purchasing"
involves linking payment methods to provider performance. In contrast, "passive"
purchasing does not involve any performance monitoring (Feldhaus & Mathauer,
2018). In UHC, "active" or strategic purchasing plays a more substantial role as it
enables a health system to better achieve its goals by improving provider performance.
This usually involves government or third-party organisations purchasing health
services from public and private providers. As private providers have the potential to
expand health service coverage, their incorporation into a national health system
speeds up progress towards UHC. In this way, strategic purchasing plays a vital role in

the advancement of UHC.

Strategic purchasing involves three critical considerations: the types of health
interventions to fund, the healthcare providers to engage, and the payment methods
to use (Ergo et al., 2017). In the context of UHC, primary healthcare is viewed as the
most critical health service (WHO, 2019). While it prioritises public and private
healthcare providers, including general providers, the choice of payment method
represents a challenging policy decision, especially as this applies to GPs. This is
because payment methods can influence provider behaviours through incentives and
disincentives (Gosden et al., 2001). Enabling incentives has the potential to influence
provider behaviours in ways that benefit a national health system's goal of achieving
UHC (Cashin et al., 2015). The choice of payment method is a crucial element of

strategic purchasing for the country's achievement of UHC by 2030.

1.3 Research Context — Myanmar

1.3.1 Geographical and Political Profile of Myanmar

Myanmar, previously known as Burma, has a population of 54.9 million people, with

71% of this population living in rural areas and 29% residing in urban centres (Ministry



of Health and Sports, 2020b). It comprises one union territory, seven states and
regions that reflect 330 townships (Figure 1). Myanmar is an ethnically diverse country
comprising 135 different ethnicities. The Bamar ethnic group accounts for 68% of the
population who reside in administrative jurisdictions known as "regions", while other
ethnic minorities are dispersed across administrative areas known as "states" (Yamada
& Matsushima, 2020). Apart from the ethnic profile of these areas, states and regions
do not have any differences in administrative management. Although Myanmar's
capital is Naypyidaw, Yangon is the country's largest and major economic centre. With
a population of 8.48 million, Yangon is home to 15.5% of the total population, with an
urban density of 825 people per square kilometre (Ministry of Health and Sports,
2020b).

Myanmar was colonised by the British for 124 years (1824-1948), followed with rule
by a military junta for 49 years (1962—-2011). In 2015, Myanmar elected its first civilian
government to advance its process of democratisation. The ensuing decade (2010—-
2020) was characterised by an improvement in Gross Domestic Product, life
expectancy, poverty, school enrolment, and other indices (Figure 2). Unfortunately, in
February 2021, the Myanmar military staged a coup d’état, and the country is now on
the brink of becoming a failed state (Bala, 2021; Faulder et al., 2021; “Myanmar Could
Be Asia’s Next Failed State,” 2021).

Since its independence from British rule, Myanmar has experienced more than 70
years of ongoing internal conflict. It is reflected in continuing tensions between ethnic
minorities within states and government forces. In 2021, the military coup
transformed the existing ethnic clashes into armed conflicts between the civilian
population and the military junta (Fishbein et al., 2021; Ratcliffe, 2021). The escalation
of conflicts internally displaced thousands of civilians and increased the number of
global refugees (Nyane, 2021; Regencia, 2021; United Nations, 2021). In addition,
human rights violations and other forms of atrocities committed by the military have
affected Myanmar's underprivileged ethnic minorities in its seven states, which persist

to the present day.



Figure 1: Map of Myanmar
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Figure 2: Ten Years of Democratic Progress in Myanmar
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1.3.2 Socioeconomic Profile of Myanmar

Until February 2021, the socioeconomic status of Myanmar showed signs of
improvement. The poverty rate declined from 48.2% in 2005 to 24.8% in 2017 (The
World Bank, 2020). In 2017, primary school enrolment (Grade 1 to 4) was more than
89% across the country, although this dropped to 20% for high school enrolment
(Grade 9 to 11), especially in the lowest quintile. This was attributed to the most
significant financial constraints and more inadequate access to schools linked to
poverty (The World Bank, 2020). Access to essential services, such as clean water and
sanitation, were also associated with poverty. Across the lowest quintile, 20% did not
have access to clean water during the dry season, and 14% still practised open

defecation, increasing the risk of infectious diseases (The World Bank, 2020).


https://www.statista.com/chart/24182/progress-myanmar/

From a socioeconomic perspective, more than 50% of Myanmar's economic activity
was attributed to informal trade (Vakulchuk et al., 2018). While this also included
agriculture, the country's primary source of livelihood, this sector earned a relatively
low income due to its highly seasonal nature and vulnerability to climate change (The
World Bank, 2020). In 2019, Myanmar's economic growth was viewed as resilient
compared to global data (Beck et al., 2019). However, as a result of COVID-19, 2020
Gross Domestic Product (GDP) growth projections fell from 6.4% to 0.5% (Brancati et
al., 2020).

1.3.3 Disease Burden and Health System of Myanmar

For more than a decade, Myanmar has been challenged by a double burden of
diseases. In the period 2009-2019, non-communicable diseases were the leading
cause of death, contributing 70% of mortality, while infectious diseases accounted for
30% (Figure 3) (University of Washington, 2020). Among non-communicable diseases,
in 2016-2017, cerebrovascular accidents were responsible for 19.4% of reported
deaths (Ministry of Health and Sports, 2020b). However, since 2009, malnutrition,
especially stunting (low height for age) and underweight (low weight for age), have
been significant risk factors for mortality and disability (University of Washington,

2020).

Life expectancy, however, increased from 64.7 years in 2014 to 67 years in 2020
(Ministry of Health and Sports, 2020b). Similarly, maternal mortality declined from 287
per 100,000 live births in 2007 to 250 in 2017. From 2009 to 2019, under-five, infant
and neonatal mortality rates also dropped from 66, 50 and 29 per 1,000 live births to
45, 36 and 22, respectively (UNICEF, 2019; United Nations Inter-agency Group for Child
Mortality Estimation, 2019).



Figure 3: Top 10 Causes of Death in Myanmar
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. Communicable, maternal, neonatal, and nutritional diseases
Non-communicable diseases

Injuries

2009 2019 % change, 2009-2019

Stroke Stroke 16.2%

Ischemic heart disease Eam— Ischemic heart disease 15.1%
Lower respiratory infect °~ COPD 11.3%
COPD { Diabetes 24.8%

Neonatal disorders e~ Lower respiratory infect -30.8%
Tuberculosis oﬂ N Cirrhosis 9.6%

Cirrhosis ~ ~~° Neonatal disorders -36.2%

Diabetes o Tuberculosis -40.3%

HIV/AIDS e‘ Chronic kidney disease 11.4%

Diarrheal diseases @\‘: Asthma -12.6%
Asthma \::@ Diarrheal diseases -47.0%

Chronic kidney disease @ HIV/AIDS 71.0%

Note. Reprinted from Institute of Health Metrics and Evaluation. Copyright 2020 by University
of Washington.

Health system challenges, such as insufficient infrastructure and health workforce
shortages, have exacerbated Myanmar's disease burden. There are 1,168 hospitals
nationwide, equating to 10 beds per 10,000 (Ministry of Health and Sports, 2020a). In
2018, Myanmar had 6.77 medical doctors and 9.99 nursing and midwifery personnel
per 10,000 population. This was lower than the WHO (2021b) recommendation of 10
and 40 personnel, respectively. Although private-sector data have not been recently
updated, 3,911 GPs and 201 specialist GPs were reported practising during 2015 (Latt
et al.,, 2016).

In Myanmar, GPs are considered professionals after completing their medical degrees.
Thus, the term "GP" in Myanmar diverges from other countries with more formally
defined postgraduate accreditation pathways. In addition, the scarce human resources
are unevenly distributed among states and regions, favouring the country's regions. In
contrast, ethnic minority areas remain disadvantaged by impoverishment, poor

transportation, and lack of security due to ongoing conflicts (Saw et al., 2019).

1.3.4 Status of UHC in Myanmar

Myanmar has a national health plan with three primary healthcare packages to

implement UHC. These are basic, intermediate, and comprehensive essential packages



of health services (Ministry of Health and Sports, 2016). In addition, the national health
plan focuses on restructuring health financing to provide financially sustainable health
services for the most extensive population coverage. Robust health financing is the
cornerstone of planned UHC in Myanmar, recognising the need for urgent
intervention, as the direct payment of individuals primarily finances the current health

system.

In 2000, the general population was responsible for 86% of total health expenditure
through direct payments to health service providers. By 2018, this had declined slightly
to 76% (Ministry of Health and Sports, 2020c). These persisting healthcare payment
burdens have been punishing, with approximately 1.7 million people reportedly falling
below the national poverty line due to catastrophic healthcare expenses (Ergo et al.,
2019). This underlines the urgent need for strategic purchasing, reducing the financial
burden on more impoverished families and expanding health service coverage by
healthcare providers, especially GPs. While the nationwide implementation of strategic
purchasing has not occurred, two non-governmental organisations, Population
Services International and Myanmar Medical Association, have executed it within their

networks.

1.3.5 UHC in the context of COVID-19 in Myanmar

While the primary focus of this study was on provider payment preferences to advance
UHC in Myanmar, the timing of the research was situated in the context of the global
COVID-19 pandemic. Not only did this have substantial impacts on mortality and
morbidity within Myanmar and household livelihoods, but the pandemic also led to
significant disruption in the delivery of primary healthcare services by GPs throughout

the country.

By August 11, 2021, Myanmar had reported 341,300 cases and 12,452 deaths directly
attributed to COVID-19 (Ministry of Health and Sports, 2021). In addition, the jobs of
6.9—7.3 million people were disrupted temporarily or permanently (International
Labour Organization, 2020). The already fragile public health system became
overburdened and unable to respond adequately to increased patient demand.
Brancati et al. (2020) reported that the government response was uncoordinated and

fragmented. They specifically foregrounded the government's ambiguous COVID-19
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regulations, which led to a perplexed public health response. Myanmar's GPs also
faced particular challenges as they worked without clear regulatory protection for their
health and safety. As a result, GPs reportedly had little alternative but to discontinue
their services. This resulted in severe consequences for the public's access to primary
healthcare since 54.1% of all primary healthcare consultations in Myanmar are
attributed to private practitioners (Ergo et al., 2019). These compounding factors

resulted in the widespread withdrawal of GP services.

The "pull-back" of primary healthcare services at a time of enhanced public health
need further eroded a national health system in which the public health workforce was
already overstretched and unable to meet national demands. The pandemic's impact
on lost livelihoods also worsened these conditions, limiting people's capacity to pay for
scarce healthcare resources. These essential contextual elements had adverse effects
on both health service coverage and affordability, two key dimensions of UHC. They
also created a unique research context to probe GPs’ perceptions of future provider

payment by the government.

Myanmar's inability to deliver sustainable primary healthcare during a global
pandemic, in part, reflected the lack of integration between UHC objectives and
capabilities related to global health security (Lal et al., 2021). The global health security
agenda is focused on preventing, detecting, and responding to public health threats,
particularly those caused by infectious diseases (Heymann et al., 2015). However,
while global health security efforts have historically informed essential public health
capacities such as surveillance, they have seldom addressed primary healthcare
concerns. The substantial disruptions in primary healthcare delivery in Myanmar
illustrate these fragmentations in policy and practice. They also highlight the scope for
restructuring national health systems, like Myanmar's, by converging these two
important but historically parallel WHO agendas — UHC and global health security —

to build more resilient national health systems in the future.

1.4 Research Rationale

The strategic purchasing of private health services in Myanmar represents a crucial
element for achieving a more resilient UHC model. As seen during the COVID-19

pandemic, it is essential to integrate the private health sector into existing health
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systems to expand coverage and sustain services. However, despite its central
importance, the dimension of provider payments in UHC has not been previously
examined in the Myanmar context. This is despite published evidence highlighting how
incentives linked to provider payment methods influence their behaviour in delivering
health services and therefore the quality of healthcare (Brosig-Koch et al., 2017; Robyn
et al., 2014). As Myanmar has yet to formalise its national UHC strategy, building a
clearer understanding of GPs’ payment preferences offers scope for promoting
favourable provider practices that will improve the quality of the health services
provided. This study sought to be the first-ever research in Myanmar to support the

health policymakers' evidence-based decision-making process in strategic purchasing.

1.5 Research Aim and Objectives

This study aims to support Myanmar's health policymakers in UHC planning and policy
related to strategic purchasing. Its objective is to determine the association between
the characteristics of GPs and their acceptance of and preferences for specific payment

methods.

In this context, the study seeks to answer the following research question: "Are the
socio-demographic characteristics of GPs in Myanmar and their clinic services profile
associated with their acceptance of and preferences for specific payment methods?"

This question is examined through three sub-questions:

1. Do the socio-demographic characteristics of GPs influence their acceptance and
preferences for payment type?

2. Do the clinics’ geographical locations or practice settings influence GPs’ acceptance
and preferences for payment type?

3. Do the clinic health services and delivery influence GPs’ acceptance and

preferences for payment type?

1.6 Dissertation Structure

This dissertation is structured into five chapters. In addition to the present Introduction

and Overview chapter, there are the following four chapters:
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Chapter 2: Literature Review presents the related literature on definitions and
characteristics of different payment methods, their effects on health services, and

provider payment acceptability and preferences.

Chapter 3: Methodology outlines the research methodology used. The chapter also
introduces data-gathering instruments and describes participant recruitment, data
collection, and analysis procedures. It also addresses the ethical and cultural

considerations of this research.

Chapter 4: Findings presents the results of the data analysis. It provides a descriptive

analysis of the participants, followed by the results from the statistical analyses.

Chapter 5: Discussion and Conclusion relate the findings of this research to the existing
literature on strategic purchasing. It also explains the significance and implications of
the study. Finally, it concludes by outlining the limitations of the study and future

research opportunities in strategic purchasing.

1.7 Chapter Summary

This chapter introduced UHC and the crucial role played by strategic purchasing in
sustainable health services. It described the research context, including Myanmar's
socio-political environment and the disruptive impact of the 2020 COVID-19 pandemic.
The chapter also presented the study rationale and the research questions and

provided an overview of the dissertation structure.
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2 Chapter ll: Literature Review

2.1 Chapter Introduction

Robust healthcare financing represents a vital element of a sustainable health system
(Jamison et al., 2006). It underpins the continuity and accessibility of the essential
health services that are central to UHC. While healthcare financing has many
dimensions, one crucial area focuses on introducing systems for paying health
providers, including specialists and GPs. A central component of provider payment
systems is the capacity to ensure financially sustainable, quality healthcare for all. This
principle underscores the rationale for applying “strategic purchasing” of health
services in many countries seeking to achieve UHC by 2030. Strategic purchasing is an
approach to paying healthcare providers that links provider payments with their

decision-making and practice to improve patient health outcomes.

This chapter draws on the current literature on provider payment methods. It begins
by presenting definitions, and the benefits and drawbacks of provider payment
methods, including the four primary payment mechanisms considered in this research.
It continues by describing the payment methods in terms of their effects on provider
behaviours, healthcare quality, and health outcomes. The chapter also reviews the
acceptability of and preferences for different payment methods. Finally, it concludes
by identifying a knowledge gap in the existing literature that informs the present

study.

2.2 Definitions and Characteristics of Payment Methods

2.2.1 Overview

Since 2010, the WHO and Ministries of Health have increasingly acknowledged the
critical role of health financing in UHC, leading to health system reforms in many LMICs
(Honda et al., 2016). The growing recognition of health financing emphasises the
application of its three primary functions. All revenue-raising, fund pooling, and
strategic purchasing functions inform a country’s decisions to restructure its health
system (Guinness & Gruen, 2011). Strategic purchasing is significant among these
functions due to its allocation of healthcare resources through well-defined provider

payment methods (Mathauer et al., 2019).
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Despite its central role in healthcare financing, there is limited documentation on the
history and the evolution of strategic purchasing. For example, Langenbrunner et al.
(2009) suggested a trajectory in which provider reimbursements shifted focus from a
payment timing, that is paying before or after the service (Langwell & Hadley, 1986) to
one based on payment unit, that is paying per capita or paying per consultation
(Quinn, 2015). However, while this transition changed the approach to calculating

payments, it did not reverse the commitment to strategic purchasing.

With respect to the typology of potential payment mechanisms, Cashin et al. (2015)
and Mathauer et al. (2019) identified six main types of provider payment methods,
namely capitation, fee-for-service (FFS), case-based, per diem, global budget, and line-
item budget. Lagarde (2011) and Roland and Olesen (2016) suggested a classification
comprising four basic payment types — capitation, FFS, salary, and performance-based

remuneration.

The following sub-sections present the definitions, benefits, and drawbacks of the four
main payment mechanisms suggested by Lagarde (2011) and Roland and Olesen
(2016) and discuss how to combine different payment methods. A summary table is

also provided in Table 1 to present the payment methods and their characteristics.

2.2.2 Capitation

Capitation is the payment method in which a rate is set per beneficiary (per capita)
before making the (prospective) payment (Langenbrunner et al., 2009). In healthcare,
capitation refers to paying a fixed amount of money to providers over a specified
period to deliver a defined service package for each enrolled member of a defined
population (Lagarde, 2011). Capitation has both advantages and disadvantages. From a
positive perspective, a capitation approach promotes equity and ensures health
service coverage to the whole population (Roland & Olesen, 2016). These outcomes
are valuable for achieving UHC, in which extensive service coverage is a vital element.
Capitation also avoids health services over-supply since the providers offer just the
necessary care to optimise costs (Lagarde, 2011). Hence, it guarantees excellent cost
control in health service provision. Capitation is also a payment method of choice in
conditions that require regular follow-up care (Lagarde, 2011). Thus, it establishes

better continuity of care to promote sustainable health services.
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Capitation payment also has several drawbacks. First, it favours “cream-skimming”
behaviour in which providers prefer the enrolment of fewer sick people (Glazier et al.,
2009; Lagarde, 2011). In Canada, Rudoler et al. (2015) found that providers paid
through capitation preferred treating healthy, low-cost patients. As government
disbursements are typically calculated per beneficiary, capitated providers did not
favour costly, ill patients. Second, capitation induces frequent referral to expensive
speciality care services (Allard et al., 2011; Iversen & Luras, 2000). Although early
referral can benefit the treatment of acute diseases, frequent referral decreases total
healthcare revenue (Allard et al., 2014). Third, capitation may lead to an under-supply
of health services as payment is not linked to the quantity of care (Lagarde, 2011).
Crampton et al. (2000) found that capitated practices in New Zealand primary care
centres utilised fewer health services than the FFS systems. This finding suggested that
capitation payments sometimes do not deliver health services to their optimal levels,

leading to inefficient healthcare.

2.2.3 Fee-for-service

FFS represents the second approach. FFS defines a payment method in which the
providers received a fixed amount of money for every service they provide, including
consultation, investigation, and imaging services (Lagarde, 2011). In Myanmar, FFS is a

popular payment method for private health service providers.

Similar to capitation, FFS has both positive and negative attributes. However, these are
not as straightforward as in capitation. Past research on FFS indicated conflicting
findings, creating complex decision-making for policymakers. Concerning benefits, FFS
payments offer a direct incentive to increase provider effort linked to the number of
health services provided (Lagarde, 2011). This suggests that FFS may be helpful in
situations where there is low service utilisation. FFS is also valuable in treating
conditions that require intensive investigation. Healthcare providers are more willing
to perform complete diagnostic procedures when their payments tie-up with the
volume of services (Lagarde, 2011). FFS also has the potential to increase physician
efficiency. For instance, in Canada, Innes et al. (2018) discovered that FFS payments

were associated with a 24% reduction in patient waiting time. In this example, FFS
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represented an extrinsic financial incentive that motivated physicians to improve their

clinical efficiency (Innes et al., 2018).

However, FFS can also encourage “supplier-induced demand” (Lagarde, 2011).
Supplier-induced demand refers to the amount of service provided beyond what the
customers have requested when fully informed about their health conditions (Lagarde,
2011). Supplier-induced demand, caused by FFS, has two consequences. First, services
over-induced by the providers lead to unnecessary healthcare, causing over-treatment
and harm to the patients. Adida et al. (2017), Brosig-Koch et al. (2016), Di Guida et al.
(2019), Green (2014) and Wang et al. (2017) demonstrated this adverse attribute of
FFS in their research conducted in the United States (US), Germany, Denmark, and
China. Second, extra services provided through FFS payments potentially increase the

cost of a health system (Lagarde, 2011).

As cost-escalation is an undesirable element of UHC, this drawback of the FFS payment
method represents an essential consideration when designing a strategic purchasing
policy. For example, while most published research on FFS has highlighted its role in
increasing demand, Nadpara et al. (2012) reported that providers paid through FFS
underutilised health resources in the US. Similarly, Lemak et al. (2015) also found that
FFS payments reduced the total health expenditure in Michigan’s adult and child

health programmes in the US.

2.2.4 Salary

In the strategic purchasing context, the mechanisms for paying salaries involve a
government or an organisation paying a fixed monthly remuneration amount to
healthcare practitioners. Salary, a third payment method in this research, is a standard
payment in most LMICs (Lagarde, 2011). Similar to the former payment methods
described, salary offers both benefits and drawbacks. On the one hand, salary provides
a stable and predictable basic income and is beneficial in recruiting health service
providers in hard-to-reach areas (Roland & Olesen, 2016; Wranik & Durier-Copp,
2010). Salary payments are not linked to the number of beneficiaries as in capitation or
services as in FFS. Hence, there is no incentive to induce additional health services,

which is advantageous for controlling costs (Lagarde, 2011).
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On the other hand, salary also has disadvantages. Despite the benefits of secure
income and reasonable cost control, salary payment is constrained by reduced
healthcare quality. As the amounts are not linked to any incentive, providers paid
through a salary mechanism potentially provide a lower level of health services in
quality and quantity. In the United Kingdom (UK), Gosden et al. (1999, as cited in
Lagarde, 2011) found that salary payments were more frequently associated with the
under-provision of healthcare than other payment mechanisms such as capitation and
FFS. These findings highlighted the importance of an appropriate performance
monitoring system for salaried providers to maintain their productivity at optimum

levels (Wranik & Durier-Copp, 2010).

2.2.5 Performance-based payment

Performance-based payment is the fourth mechanism widely used in strategic
purchasing. However, performance-based payment offers an additional arrangement
to other existing payment mechanisms. Performance-based payment defines a
payment made to health service providers for achieving pre-specified performance
measures (Kovacs et al., 2020). It mainly links to specific indicators, such as the number
of people screened for tuberculosis or the time spent per patient (Petersen et al.,
2006). Performance-based payment is valuable in strengthening specific health
services delivered within a targeted population (Lagarde, 2011). Performance-based
payment generally uses indicators to monitor provider achievements. Depending on
the linked indicators, performance-based payment can improve provider performance,

healthcare quality, and treatment outcomes (Kovacs et al., 2020).

However, performance-based payment’s link with specific health programmes also
creates the possibility of under-performance in other delivery areas, potentially
reducing the overall performance of the healthcare system (Roland & Olesen, 2016). In
addition, performance-based payment can lead to over-reporting, which encourages
provider “gaming behaviours” (Lagarde, 2011). It occurs when providers exploit the
connection between achievement targets and payments and attempt fraud. It is

reflected in over-reporting achievements and “gaming the system” (Lagarde, 2011).

Performance-based payment also demands more administrative work than other

payment mechanisms. Jan et al. (2020), Kirschner, Braspenning, Jacobs, et al. (2013),
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and Merilind et al. (2014) explained this disadvantage of performance-based payment
from research conducted in Taiwan, the Netherlands, and Estonia, respectively. They
described how indicator monitoring and the associated calculation of payments based
on achievements were more labour-intensive than those with more specific criteria. In
this context, performance-based payment can increase the complexity of health

system financing despite its benefits in improving service quality and quantity.



Table 1: Definitions and Characteristics of Provider Payment Methods

19

Payment Methods

Definitions

Advantages

Disadvantages

Capitation

Fee-for-Service (FFS)

Salary

Performance-based
payment

A fixed amount of money to providers
over a specified period to deliver a
defined service package for each
enrolled member of a defined
population.

A fixed amount of money for every
service provided, including
consultation, investigation, and
imaging services.

A government or an organisation pays
a fixed monthly remuneration to
healthcare practitioners

A payment made to health services
providers for achieving pre-specified
performance measures

Promotes equity

Increases health services coverage
No over-supply, no supplier-
induced demand

Ensures continuity of care

Linked with the number of services
Increases providers’ effort
Improves providers’ efficiency

Stable and predictable basic
income

Beneficial in recruiting providers in
hard-to-reach areas

Good cost-control

Strengthens targeted health
services

Better performance, healthcare
quality, and treatment outcome (if
the payment links with those
indicators)

- “Cream-skimming” behaviour
- Induces frequent referral
- Under-supply of health services

- Supplier-induced demand leads to
over-provision of health services
and costs escalation

- Lower level of health services
provision

- Performance in other services
deteriorates

- Over-reporting and gaming
behaviour

- Administrative burden

Note. Adapted from Lagarde (2011).
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2.2.6 Mixed Payment Methods

While each payment mechanism delivers specific benefits in terms of provider
incentives, there is also scope for combining payment approaches. For example,
Lagarde (2011) noted that although each payment method offered a particular set of
incentives, there was no single “best” payment method. Sarikhani and Lankarani
(2013) also added that a mixed payment approach helps counteract each payment

method’s drawbacks and promote its benefits.

A mixed method combines two or more payment methods. Feldhaus and Mathauer
(2018) reported four main types of mixed payment methods — blended payment,
bundled payment, cost containment rewards, and aligned cost-sharing (Table 2). These
methods are elaborated in more detail by Adida et al. (2017), Feldhaus and Mathauer
(2018), and Weeks et al. (2013).

Table 2: Mixed Payment Methods

Types Definitions

Blended payment - Layers individual payment methods (e.g.,
Capitation plus FFS) and/or adds another
payment method (e.g., performance-based
payment)

Bundled payment - Pays for all components of healthcare

- Pays providers based on the type of disease or
episode of care

Cost containment reward

Rewards providers for increased use of lowest-
cost services or decreased utilisation of high-
cost services

Aligned cost-sharing - Patients pay for some parts of healthcare costs
that are not covered by insurance or similar
schemes

Note. Adapted from the mixed-method categories mentioned in Feldhaus and Mathauer

(2018).

2.3 Provider Payment Effects on Health Services

2.3.1 Overview
Choices of provider payment mechanisms have wide-ranging implications for the
quality and sustainability of health services. It is their influence on provider behaviours

that impacts overall healthcare quality and health outcomes. “Principal-agent theory”,
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which is also called “agency theory”, underpins this argument (Lagarde, 2011;
Mathauer et al., 2019). With its original conceptualisation by Stephen Ross and Barry
Mitnick in the 1970s, the principal-agent theory has been widely applied in economics
and organisational theory (Mitnick, 2006). It links desired organisational outcomes to

the desired behaviours of those within the organisation through financial incentives.

In the context of strategic purchasing, principal-agent theory explains how providers
are motivated to maximise their benefits, which leads to the organisation’s intended
outcomes (Lagarde, 2011). The idea provides a framework for explaining undesirable
consequences when the providers prioritise their benefits over those of the
organisation. Several disciplines, including oncology, dentistry, paediatrics, and
immunisation, broadly apply the principal-agent theory through provider payment
mechanisms. The following sections explain the effects of provider payment methods

on health services as an outcome of the principal-agent approach.

2.3.2 Effects on Provider Behaviours

Specific application of the principal-agent theory in provider payment mechanisms has
influenced changes in health service provision through mechanisms’ effects on
provider behaviours, healthcare quality, and health outcomes. Regarding provider
behaviours, the impacts of payment methods reflect patterns of provider referral,

consultation practices, treatment choices, and their performance.

First, on provider referral, Kassak et al. (2014) found that FFS had higher referral rates
than salary payments in Lebanon. However, in Canada, Sarma et al. (2018) reported
that capitation had higher rates of referral cases than FFS payments. This finding is
consistent with the results of Allard et al. (2011) and lversen and Luras (2000) in France
and Norway, who also found that capitation induces the highest specialist referral
rates. These findings suggested that capitation payment methods are most likely to

encourage referral behaviours by healthcare providers.

Second, payment mechanisms also influence providers’ consultation practices by
affecting the duration of consultations, range of health services offered, and continuity
of care. For example, FFS providers in Germany spent more time with patients than

capitated practitioners (Neumann et al., 2011). In the Netherlands, Van Dulmen (2000)
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reported that salaried doctors provided more time for consultation visits than FFS

providers.

With the range of health services offered, prevailing literature indicates that FFS
provides more effective health services than capitation, reinforcing the supplier-
induced demand argument presented in section 2.2.3. Hennig-Schmidt et al. (2011)
and Van Dijk, Van Den Berg, et al. (2013) noted this in studies conducted in Germany
and the Netherlands. However, FFS payments reportedly allow more follow-up visits in
the continuity of care, as Gosden et al. (2001) described in their review of the
literature in Denmark, Canada, and the US. There is no other comparative research on
continuity of care in respect of payment mechanisms, except that comparing

capitation and FFS.

Third, payment methods influence provider treatment choices. In Sweden and China,
Ellegard et al. (2018) and Wang et al. (2011) found that performance-based payment
improved healthcare provider behaviours by encouraging their compliance with
treatment guidelines as well as discouraging unnecessary prescriptions. Shen et al.
(2004) found that capitation and FFS payments significantly affected providers’ clinical
decision-making in the US. Appropriate decision-making also improves the treatment
choices of providers. However, in the Netherlands, the provider remuneration system
with the choice of capitation or FFS did not affect providers’ adherence to treatment

guidelines (Van Dijk, Verheij, et al., 2013).

Payment mechanisms also affect provider performance. As expected, performance-
based payment improves provider achievements by linking their performance with
specific indicators. In France, performance-based payment promoted cervical and
breast cancer screening (Constantinou et al., 2017; Sicsic & Franc, 2017). However,
Kirschner, Braspenning, Akkermans, et al. (2013) reported that, in the Netherlands, no
significant improvement in cervical cancer screening was seen with performance-
based payment. Immunisation programmes also showed uneven varied findings. In
Burundi, Bonfrer et al. (2014) reported a significant increase in childhood vaccinations
because of the performance-based payment effect. Conversely, Katz et al. (2015) and
Kirschner, Braspenning, Akkermans, et al. (2013) found that performance-based

payment did not improve immunisation programmes in Canada and the Netherlands.
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These results are unclear as a basis for drawing conclusions on the impacts of payment

mechanisms on provider performance.

2.3.3 Effects on Healthcare Quality

Another element of the principal-agent theory, healthcare quality, is also affected by
the provider payment method. WHO (2020b, para. 9) has defined quality healthcare as
“the extent to which health services increase the likelihood of desired health outcomes
and are consistent with evidence-based knowledge”. There are various ways to
measure the quality of health services. WHO (2020b) recommended that effectiveness,
safety, and patient-centredness are the three crucial dimensions to measure
healthcare quality. In strategic purchasing, payment methods should ideally improve

the quality of care by affecting all three elements.

First, the effectiveness of healthcare includes the provision of evidence-based health
services (WHO, 2020b). Evidence-based medicine is also a cornerstone of treatment
guidelines that require strict compliance by healthcare providers. Payment methods
that encourage guideline adherence maximise the effectiveness of health services.
Among the four payment mechanisms, performance-based payment is most beneficial
in encouraging providers to follow treatment guidelines. Ellegard (2020) recently
documented this benefit of performance-based payment in her research on
hypertension management in Sweden. Similarly, Chen et al. (2016), Chiou et al. (2020),
and Lai and Hou (2013) also suggested that performance-based payment improved
treatment guideline adherence for chronic hepatitis and diabetes management in

Taiwan.

The second dimension of health services quality, patient safety, seeks to avoid harming
the people served by healthcare providers (WHO, 2020b). Similar to effectiveness,
performance-based payment encourages patient safety, specifically appropriate
prescription. In Sweden, Ellegard et al. (2018) found that performance-based payment
promoted narrow-spectrum antibiotic usage in treating respiratory tract infections. In
China, performance-based payment with a capitation payment reduced inappropriate

prescriptions in township health centres (Sun et al., 2016; Yip et al., 2014).
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As the third dimension of healthcare quality, patient-centeredness refers to protecting
patient rights and ensuring patient satisfaction. Patient-centredness also promotes
health service provision according to patient preferences and needs (Quentin et al.,
2019). There is limited research that considers patient-centredness in measuring
healthcare quality. However, Chiu et al. (2016) and Kirschner, Braspenning,
Akkermans, et al. (2013) reported that performance-based payment brought positive
patient experiences and improved the quality of health services in Taiwan and the
Netherlands. While most studies underlined the benefits of performance-based
payment on healthcare quality, Herbst et al. (2018) and Serumaga et al. (2011) found
that performance-based payment had no long-term effect on chronic disease

management.

2.3.4 Effects on Health Outcomes

Another impact of payment methods is their influence on health outcomes. WHO
defined health outcome as a change in an individual or population health due to an
intervention (Serban, 2019). The measurement of health outcomes varies, depending
on the intervention. For example, while clinicians may view morbidity and mortality as
essential outcomes, some specialities also use disability and patient dissatisfaction as

outcome measures (Roach, 2006).

This wide range of outcome measures used limits the comparability of studies
examining health outcomes with payment methods. For instance, Vu et al. (2021)
found that capitation payments reduced psychiatric hospitalisation by 6.2%. This
occurred after government-funded provider payments switched from FFS to
capitation. Bamimore et al. (2020), Somé et al. (2019) and Somé et al. (2020) also
found that the capitation model in Canada improved after-hours care and diabetic
care, resulting in lower estimated mortality risk. Moreover, in Estonia, adopting a new
performance-based payment programme in primary care achieved good health
outcomes in preventing and managing chronic diseases (Merilind et al., 2016). The
same performance-based payment programme also encouraged family doctors to

achieve 90% childhood immunisation coverage (Merilind et al., 2015).

Consistent with these findings, studies from other countries have highlighted the role

of performance-based payment in enhancing health outcomes in chronic diseases. For
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example, Bardach et al. (2013) reported improvements in cardiovascular care
outcomes in New York, while Chou et al. (2019) found there were benefits arising from
performance-based payment in advancing diabetic care in Taiwan. In addition, Kuo et
al. (2011) also noted the positive impacts of performance-based payment on breast
cancer care in Taiwan. Current research suggests that performance-based payment is

the leading payment method for achieving health outcomes.

2.4 Provider Perspectives on Payment Options

2.4.1 Overview

The characteristics of the different payment methods and their effects on health
services determine provider perceptions, attitudes, and beliefs about each payment
mechanism. As crucial stakeholders, healthcare providers play a vital role in strategic
purchasing. Their opinions are essential in designing and implementing payment
methods (Smith, 2021). The need for coherence between providers’ payment
expectations and the payment methods offered underscores the importance of
engaging providers in developing payment options. Among the issues that arise in such
consultations is the over-arching acceptability of the proposed payment methods and
the degree to which specific mechanisms might be preferred over others. Despite their
importance, there is only limited research on these two dimensions of service

purchasing.

2.4.2 Payment Method Acceptability

Acceptability determines how well a target population views one specific intervention
or the degree to which the intervention meets people’s needs (Ayala & Elder, 2011). In
this research, payment method acceptability refers to the extent to which healthcare
providers generally agree with specific payment options. Published research on
payment method acceptability has focused on two issues. These are the characteristics
of payments and providers’ opinions about payment acceptability. The acceptability
attributes also vary by provider attributes, administrative attributes, and payment

method attributes.

In Kenya, Obadha et al. (2019) examined the attributes that informed providers’

acceptance of capitation payments. They identified four characteristics: the type of
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health services covered, payment schedule, payment timeliness, and annual payment
rate per individual. In Ghana, Sodzi-Tettey et al. (2012) focused on the administrative
attributes that enhanced FFS acceptability. It highlighted the reporting burden, claims
submission and processing system. In research on the acceptability of performance-
based payment in Germany, Krauth et al. (2016) studied both the characteristics and
the opinions of healthcare providers. This study indicated that providers’ gender, age,
medical discipline, number of patients seen, and percentage of private patients

determined the acceptability of performance-based payment as a payment method.

In terms of providers’ opinion, Krauth et al. (2016) also discovered that healthcare
providers did not favour performance-based payment since the providers assumed it is
biased in the health system. Due to the promotion of performance-based payment in
one or a group of health services, providers in Germany perceived that it results in
provider under-performance in other health programmes. Other studies have
indicated the poor acceptability of performance-based payment in explorations of
provider opinions. For instance, in France, Saint-Lary et al. (2013) noted that providers
considered performance-based payment to introduce a potential conflict of interest
and exclude the most deprived patients. Algasim et al. (2016) also found that
healthcare providers in the Netherlands were concerned about the financial pressure
of performance-based payment. This was despite performance-based payment being
beneficial for their agency. Such studies suggested performance-based payment is

generally viewed as an unacceptable payment method, especially in the global north.

2.4.3 Payment Method Preferences

The Oxford Learner’s Dictionary defines preference as a greater interest in something
than others (Oxford University Press, n.d.). Preference is also understood as the
relative acceptability of a specific alternative across various choices (van Overbeeke et
al., 2019). In the strategic purchasing context, payment method preferences refer to
the greater liking by healthcare providers of one method over another. Consistent with
published literature on payment acceptability, previous studies on provider
preferences have focused on characteristics that inform provider preferences and
provider opinions. In contrast to studies on payment acceptability, published research

on provider preference has prioritised salary payment.
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Regarding the characteristics that inform provider preferences, in Canada, Ogundeji et
al. (2021) found that payment preferences relate to three attributes: provider
characteristics, payment method used, and professional interest. In addition, they
noted that younger female physicians preferred salary payment to their male
counterparts (Ogundeji et al., 2021). In Norway, Abelsen and Olsen (2015) also
reported a similar finding on the gender difference in salary preference. In terms of the
age difference, Karakolias et al. (2017) observed that younger doctors in Greece
preferred salary payment because of dual employment and informal fees from

patients.

Providers also preferred salary because of its benefits. Salary payment offers flexible
work hours for providers to spend more time with their families or in other
professional interests (Ogundeji et al., 2021). Kinouani et al. (2016) supported this
finding that providers in France also preferred salary payment due to its implications
for working conditions and career flexibility. However, despite these preferences for
salary payment, Halvorsen et al. (2012) found that providers in Norway did not prefer
the salary method. Instead, Norwegian providers chose capitation and FFS payment
methods. Concerning payment methods, Andoh-Adjei et al. (2019) in Ghana found a
difference in capitation preference depending upon the providers’ region of residence.

Apart from the above studies, the research on payment preferences is limited.

2.5 Research Gaps

The published research on provider payment mechanisms is diverse, despite
limitations in the literature on some payment methods. It indicates two research gaps
in strategic purchasing. First, current literature is biased to the Global North, which
corresponds with high-income countries. It is due to most research originating from
Europe, the US, Taiwan, and the UK. There are limited studies from Africa and the
Middle East. The published research from Southeast Asia, which is also home to
Myanmar, was not prominent in the existing literature. This gap is more pronounced in
provider payment acceptability and preference research, in which Southeast Asia was

often overlooked.

The second research gap in strategic purchasing is that none of the literature

addressed provider views prior to implementing payment methods. Most research
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examined payment methods, especially acceptability and preferences, during and after
the introduction of payment mechanisms. Existing research did not include
consultation with providers before developing the payment options. Therefore, the
present research addressed these two knowledge gaps in strategic purchasing. This
research investigated the opinions of GPs in Myanmar prior to introducing nationwide
strategic purchasing. It also serves as the first-ever study in Southeast Asia that focuses
on GPs’ views on the acceptability of and preference for different strategic purchasing
options. It represents one of the first studies to examine provider views before

implementing strategic purchasing arrangements.

2.6 Chapter Summary

This chapter reviewed the literature on strategic purchasing, focusing on three areas of
provider payment methods. It began by defining and describing the characteristics of
the four main payment methods used in this research. It then presented the provider
payment effects on health services, focusing mainly on provider behaviours,
healthcare quality, and health outcomes. Finally, it continued by discussing the

attributes of payment acceptability and provider preferences for different methods.

This review of prevailing literature revealed two knowledge gaps: a research bias to
the Global North and a lack of studies on provider acceptance of and preferences for
payment mechanisms before deployment. Therefore, the present research addresses
these two knowledge gaps by investigating the acceptability of different payment
methods to GPs and their preferences prior to introducing nationwide strategic

purchasing arrangements in Myanmar.
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3 Chapter lll: Methodology and Methods

3.1 Chapter Introduction

This research aimed to explore the relationships between the demographic and other
attributes of GPs in Myanmar and their acceptance of and preference for different
payment methods for the health services they provided. Research to date has only
examined GP payment acceptability and preferences after establishing nationwide
strategic purchasing arrangements. This type of approach is limited as none of the
studies investigated payment acceptability and preferences prior to their execution. Yé
et al. (2016) showed that prior engagement and consultation with stakeholders was
essential to improve the acceptance of a payment method. Therefore, this research
sought to understand Myanmar GPs perceptions, attitudes, and beliefs about payment
methods before introducing strategic purchasing arrangements. It addressed three

research questions:

1. Do the socio-demographic characteristics of GPs influence their acceptance and
preferences for payment type?

2. Do the clinics’ geographical locations or practice settings influence GPs’
acceptance and preferences for payment type?

3. Do the clinic health services and delivery influence GPs’ acceptance and

preferences for payment type?

This chapter presents the research methods used to answer the three questions. First,
it describes the study design, including the research methodology and the
development of the data gathering instrument. Then, it explains how participant
recruitment, data collection and data analysis were undertaken, and, finally, the

chapter presents the ethical and cultural considerations of the study.

3.2 Research Methodology and Methods

This research applied a quantitative methodology, specifically a cross-sectional study
design. Cross-sectional studies are relatively quick and inexpensive since they collect
data from a population at one specific point in time (Salazar, Crosby, et al., 2015). They

also examine the prevailing characteristics of a single group of people selected based
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on their particular variables of interest (Hackshaw, 2015). Cross-sectional studies are
observational in nature and are also known as descriptive research. The results are
helpful for drawing inferences from existing differences among the participants or

gathering preliminary data to support further research and experimentation.

A cross-sectional study was an appropriate methodology for this research for several
reasons. This study identified the main characteristics of GPs to describe their payment
preferences at a specific point in time. Since it is the first study of this kind in
Myanmar, a short study with a large number of participants is advantageous.
Furthermore, one-time data collection is favourable with the limited timeline and
budget when a follow-up study is unaffordable. The survey in this cross-sectional study
did not necessitate face-to-face questioning, which was problematic due to the COVID-
19 pandemic. Given these factors, a cross-sectional study was determined as the best

method for this research.

3.3 Data Gathering Instruments

A self-completed, structured, anonymised questionnaire was administered through a
Qualtrics online questionnaire (Qualtrics, Provo, UT). Online questionnaires are a cost-
effective way to reach a targeted population within a short period of time (Wright,
2017). The questionnaire comprised closed questions with a limited range of possible
responses (Hague, 2006). The questionnaire also provided additional response options,
such as “choose all that apply” and “others, please specify” to allow supplemental

answers (Check & Schutt, 2012).

The development of the questionnaire followed the key design principles of Hague

(2006). These principles require the developer to:

e decide the required information,
e list and refine the questions,
e develop, sequence and layout the response format, and

e pre-test the questionnaire.

First, this research collected the information that influenced payment acceptability and

preferences based on the findings from existing literature. For instance, Sackey and
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Amponsah (2017) and Andoh-Adjei et al. (2016) identified regions of residence, while
Halvorsen et al. (2012) and Holte et al. (2015) reported that the number of patients
was associated with the providers’ payment method acceptance and preferences.
Hence, this research collected data on these variables to understand their
relationships with payment type acceptance and preferences in Myanmar. In addition,
local research such as that by Myint et al. (2019) guided this study in identifying the
characteristics of Myanmar participants. The literature review also allowed this
research to define the socio-demographic characteristics of GPs and their clinic

services profile.

The information collated from those sources was used to develop and refine the
survey questions. A codebook was also prepared to organise the data at a fundamental
level (Salazar, Mijares, et al., 2015). A codebook helps identify how the variables were
defined and measured (Appendix F: Researcher’s Codebook). Once the questions were
designed and sequenced, an independent translator translated the questionnaire from
English into Burmese. They were then uploaded to the Qualtrics website (Appendix D:

Qualtrics Online Survey).

Pre-testing of the questionnaire was conducted with eight Myanmar GPs who had at
least six months’ experience in clinical practice. Pre-testing assesses the feasibility of
the research and validity of the measurement tool. It also reviews the participant
recruitment and data gathering procedures (Hassan et al., 2006). This research
performed pre-testing in two stages: 1) after developing the questions to check their
comprehensibility, and 2) after uploading the questions onto the Qualtrics website to
ensure 'good flow'. The GPs provided feedback on the issues of wording, question
sequence, and questionnaire format. The questions were modified until the
guestionnaire met the needs of the research in an appropriate format for participants.

The questionnaire was then locked, and the link to the website was made live.

3.4 Sample Population and Sampling Method

The sample population for the study was Myanmar GPs. This research applied
convenience sampling to recruit participants. However, convenience sampling is a non-
probability sampling method and therefore cannot determine representation of the

population (Schonlau et al., 2002). Although probabilistic sampling methods are always
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desirable to generalise the findings of any study, contextual circumstances are also
critical in examining the research work. This research used Facebook Ads Manager
(FAM) to target the GPs through a Facebook page linked to the online survey. The
Facebook advertisements invited GPs to participate and asked them to refer the survey

to other potential participants.

The aim was to recruit 10% of the available population. In 2015, Myanmar had a
recorded population of 3,911 GPs (Latt et al., 2016). It was assumed that the GP
population in 2020 was approximately 6,000, and therefore a sample size of

approximately 600 participants would achieve 10% recruitment.

3.5 Participant Recruitment

Facebook was used to recruit participants. Facebook is the most popular social media
platform in Myanmar, with 22 million active users out of the 54.23 million population
(Kemp, 2020). Unfortunately, no data is available regarding the number of GP
Facebook users. It is assumed that many GPs have Facebook accounts as Facebook has
become a medium for continuing medical education in the Myanmar health sector. In
addition, this research was unable to collect data through face-to-face methods due to
a limited budget and COVID-19 travel restrictions. As a result, Facebook became the

primary recruitment tool to reach the target population quickly and inexpensively.

A Facebook page (Figure 4) linked to an online survey was created and distributed to
the potential participants using FAM. The page was also sent to non-governmental
organisations (NGOs) collaborating with GPs, with a request that they disseminate it
within their networks. The NGOs posted the Facebook advertisement in their private
Facebook group. It was also shared via the primary investigator’s personal Facebook
account. FAM enables people to develop advertising campaigns to target specific user
groups defined by their attributes (Perrotta et al., 2021). These attributes include the
demographic characteristics (e.g., age and location) and a set of traits that Facebook

identifies using algorithms from users’ behaviours on the network (e.g., interests).
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Figure 4: Facebook Page for Online Survey
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FAM has several advantages and disadvantages. The benefits of using Facebook
advertisements are efficiency (timesaving), cost-effectiveness and widespread
coverage. It also enables researchers to recruit participants from diverse residential
areas, which can be restrictive due to the cost when conducting a face-to-face survey
(Grow et al., 2020). The disadvantages include self-selection bias and non-
representativeness of the sample since Facebook does not cover the total population
(Perrotta et al., 2021). However, there is growing evidence that population samples
recruited from Facebook are not significantly different from traditional research
recruitment strategies regarding demographic characteristics (Kalimeri et al., 2020).
Therefore, it was assumed that the participants recruited into this study were not

significantly different from the overall population.

The objective of the advertising campaign was to generate clicks on the online survey
link. For this study, the targeted audience of the advertisement was defined by age,
location, university, and interests (Table 3). The advertisements mainly consisted of
advertising text and images, which made invitations to GPs across Facebook. In
addition, the advertisements defined the inclusion criteria for participants to take part
in the research. Individuals were recruited if they were able to meet the following

inclusion criteria:



1. agraduate of one of the Medical Universities in Myanmar,

2. atleast six months’ experience working as a GP, and

3. currently working as a GP, including a specialist GP.

34

The research excluded some GPs due to potential conflict of interest issues. They were

the GPs who currently work in the UHC projects for the Myanmar Ministry of Health

and Sports or for the international NGOs (INGOs). As some UHC projects were piloting

strategic purchasing methods simultaneous to this research, their experiences with

provider payment methods may bias their survey responses.

The Facebook advertisement reached 50,316 people between 5" December 2020 and

17t January 2021 (Appendix B: Facebook Advertisement (English Version) and

Appendix C: Facebook Advertisement (Burmese Version)). During this period, there

were 1,071 clicks on the survey link.

Table 3: Targeted Audience of Facebook Advertisement

Characteristics

Targeted Facebook Users

Age

22 — 65+

Location

Myanmar

School/University

- University of Medicine, Magway

- University of Medicine, Mandalay

- University of Medicine 2, Yangon

Interests

- Bachelor of Medicine

- Bachelor of Surgery

- Royal College of General Practitioners

- General Practitioner

Six hundred and twenty-two participants who met the eligibility criteria and provided

consent were recruited to the study.

3.6 Data Collection

The data was collected over three months, from mid-October 2020 to the end of

January 2021. The Qualtrics online survey was disseminated to potential participants in

three different ways:
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e Facebook advertisements through FAM,
e theinvestigator’s social and professional networks, and
e NGOs collaborating with GPs, such as Population Services International (PSI)

and Myanmar Medical Association (MMA).

Despite the different distribution channels used, Facebook was the primary tool for
recruiting participants. The Qualtrics online survey consisted of five sections, all in
Burmese. Participants were required to complete the first four sections, with the final

section optional. The sections were defined as follows:

o eligibility criteria,

e health services characteristics,
e provider payment mechanisms,
e participant’s demographics, and

o |ucky draw.

Depending on the participants’ responses, the questionnaire required participants to
answer a minimum of 22 questions. The time required to complete the questionnaire
was expected to be approximately 10 —15 minutes. During the pre-testing stage, GPs
took 10 —20 minutes. The data metrics showed that participants took an average of 24
minutes to complete the survey. However, it is challenging to determine the accurate
time it took to complete. Online respondents often take their time to complete online
guestionnaires and sometimes leave the site, leaving the questionnaire unfinished.

(Nayak & Narayan, 2019).

After completing the main survey (sections 1 —4), the participants had the option to
answer a final question in section five for entry into a ‘lucky draw’. If the participants
completed this section, which required them to enter their mobile phone number,
they were entered into a draw to win a mobile top-up card (Appendix E: Lucky Draw
Survey). The GPs mobile phones were directly topped up with 5,000 MMK (5 NZD) if
they won one of the draws. The lucky draw section was optional and separate from the
main questionnaire to minimise the possibility of identifying participants, as the

questionnaire was anonymous.
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Only the primary investigator was able to access the Facebook page and the data
stored on the Qualtrics website for data security purposes. The Qualtrics website
automatically saved the questionnaire responses on its website, which was encrypted
and had credible data security (Qualtrics, 2021). Once the data collection was

completed, the data were analysed using IBM SPSS version 27.

3.7 Data Analysis

One thousand four hundred and fifty-seven individuals clicked on the Qualtrics
questionnaire website. Five hundred and twenty-four participants were not eligible for
the study and left the survey after reading the participant information page or
answering the eligibility criteria. This research accepted responses with less than 5%
missing data, leaving 622 eligible participants after removing 311 questionnaires with
more than 5% missing data (Figure 5). An independent translator translated the
questionnaire responses from Burmese into English (Appendix I: Confidentiality

Agreement with Translator).

Figure 5: Flowchart Showing Questionnaire Responses

Total Responses
(N =1,457)

Ineligible Participants
(n = 524)

Eligible Participants
(n=933)

Responses with < 5%
missing data

(n=622)

Then, the data were exported into SPSS and checked for errors and missing data

(Figure 6). Error checking is essential in data analysis since even minor errors can result

Responses with > 5%
missing data

(n=311)
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in data distortion (Pallant, 2016). For the purposes of missing data, a pair-wise
exclusion method was used. For any discrepancy between participants” multiple
response choices and their free-text answers, the free-text response was used if it

contradicted the multiple-choice response.

This study used the visual binning function of SPSS to categorise the continuous ‘age’
variable into three age groups. The outcomes variable, payment acceptability, was
recoded from a 5-point scale into ‘acceptable’ and ‘unacceptable’. The neutral
responses were not used in the analysis as the respondents indicated no preference. A
similar method was applied for payment preferences, collapsing the variables into

‘preferred’ and ‘not preferred’.

Figure 6: Flowchart of the Data Analysis Process
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3.8 Ethics and Cultural Considerations

The Auckland University of Technology Ethics Committee (AUTEC) approved the
research on October 12, 2020, reference number 20/300 (Appendix H: Ethics Approval
Letter). The study also underwent a cultural consultation process. A small number of
GPs were invited to provide cultural consultation at the early stages of the research

planning. Cultural consultation is good research practice and improves research
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legitimacy and shared responsibility (Dickert & Sugarman, 2005). It was conducted to
understand more about the working culture of Myanmar GPs in this research.
Specifically, the example case scenario presented in Question 4.1 of Appendix D:
Qualtrics Online Survey required an appropriate understanding of their culture to

ensure GPs were able to relate to the scenario.

3.9 Chapter Summary

This chapter presented the methodology used for this study. A cross-sectional study
design using a structured, anonymised questionnaire administered through a Qualtrics
online survey was employed. The target population was Myanmar GPs. This research
required a sample size of approximately 600 participants, and 622 participants were
recruited using a convenience sampling method. Recruitment was conducted using
three channels: Facebook advertisement, the investigator’s networks, and NGOs. The
data analysis involved translation from Burmese into English, error checking, and data
recoding. Ethics approval was obtained, and cultural considerations were addressed

prior to commencing the study.
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4 Chapter IV: Findings

4.1 Chapter Introduction

The study aimed to identify associations between GP socio-demographic attributes,
clinic location, clinic service provision, acceptance of, and preferences for specific
strategic purchasing methods. The research objective was investigated using three

research questions:

1. Do the socio-demographic characteristics of GPs influence their acceptance and
preferences for payment type?

2. Do the clinics’ geographical locations or practice settings influence GPs’
acceptance and preferences for payment type?

3. Do the clinic health services and delivery influence GPs’ acceptance and

preferences for payment type?

The chapter begins by providing baseline descriptive information for the GPs surveyed,
including frequencies (n), percentages (%), maximum and minimum values, median
(Med) and interquartile range (/QR), as well as attributes of health service provision,
and delivery. Next, it presents the GPs’ third-party affiliations and their acceptance of
and preferences for specific payment methods. Finally, the chapter presents the
variables that predicted the specific payment method acceptance and preferences of

GPs.

4.2 GP Socio-demographic Characteristics

Six hundred and twenty-two GPs’ surveys were analysed. Survey respondents were
primarily males (n = 456, 73.3%), 161 (25.9%) were females, and 5 (0.8%) GPs did not
want to disclose their gender identity. Ages ranged from 23 to 75 years (Med = 33
years, IQR = 7 years). Age was non-normally distributed, skewness 1.51 (SE = .09),
kurtosis 1.19 (SE = 1.97), indicating that the data was right-skewed, i.e., the sample

had a greater proportion of younger GPs.

Although all respondents had completed their MB BS degree, a further 189 (30.4%)
also had postgraduate qualifications, including diplomas, master’s, and doctoral

degrees (Table 4). The percentage of females (n = 35, 21.7%) reporting completing a
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master’s or PhD degree was almost twice that of males (n = 54, 11.8%). The results
showed that the majority of survey participants had limited experience of working or
studying abroad, with only 83 (13.3%) reporting that they had worked or studied in
another country (Table 4). A chi-squared test of independence showed a significant
relationship between GPs’ age and international work/study experience, x%(2, n = 622)
=11.3, p =< .05. Older GPs (55 years and above) reported more experience in overseas
work/study experience (22.6%) than those aged 33 years and younger (9.4%). A
significant association was also shown between GP education level and overseas
work/study experience, x2(2, n = 622) = 79.9, p = < .001. Thirty-three (37.1%) master’s/
PhD graduates had overseas work/study experience compared to just 24 (5.5%) GPs

who only held an MB BS.

The average monthly income reported showed that 169 (27.2%) participants earned
more than 2,000 NZD (= 1,400 USD or 2,000,000 MMK) per month. A chi-squared test
for independence showed a significant relationship between age and monthly income,
X% (4, n = 622) = 14.8, p = < .05. Thirty seven percent (36.9%) of GPs aged 55 years and
older earned more than 2,000 NZD/month compared to 30.9% of those aged 34-54
years and 22% of those 33 years and younger. While only 57 (30.2%) of respondents
with postgraduate qualifications reported a monthly income more than 2,000 NZD. A
chi-squared test of independence showed that there was no significant association
between postgraduate qualifications and reported monthly incomes, x%(4, n = 622) =

1.55, p = .82.
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Table 4: Demographic Characteristics of General Practitioners

Characteristics of GPs Frequency (n) Percentage (%)
Age

<33 318 51.1

34-54 220 35.4

55+ 84 13.5
Gender

Male 456 73.3

Female 161 25.9

Did not want to disclose 5 .8

Highest Education

MB BS 433 69.6
Postgraduate Diploma 100 16.1
Master’s, PhD/Doctorate 89 14.3
Foreign Experience
No 539 86.7
Yes 83 13.3
Average Family Income
<1,000 NZD 224 36.0
1,000 NZD to 2,000 NZD 229 36.8
2,000 NZD to 3,000 NzD 81 13.0
3,000 NZD to 4,000 NZD 34 5.5
>4,000 NZD 54 8.7

Note. 1 New Zealand Dollar = 0.70 United States Dollars = 1,000 Myanmar Kyats.

4.3 Clinic Services Profile

Survey participants responded to questions about the clinic services, the number of
health services they provided, and service delivery characteristics (Appendix D:

Qualtrics Online Survey, questions 3.1 to 3.11).

4.3.1 Profile of Health Services Provided

Nearly all the respondents surveyed stated that their clinic prioritised general medical
care (n =603, 97%), and only 19 (3%) of the clinics focused on specialist medical care.
Approximately three-quarters of the clinics (n = 458, 73.6%,) offered more than one
health service (Table 5). Compared to GP clinics in the states (n = 23, 3.69%,), the

clinics in the regions offered more (= 4) health services (n = 124, 19.9%). However, this
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result was statistically insignificant, x? (6, n = 622) = 12.6, p = .05. GP clinics in urban
areas (n = 87, 13.9%) also provided more health services compared to peri-urban (n =
34, 5.47%) and rural clinics (n = 26, 4.18%). This was also statistically not significant, x>
(12, n=622)=12.5, p = .41.

In addition to general medical care, 60.6% (n = 377) of clinics offered health education
and promotion, 41.6% (n = 259) performed minor operation procedures which have
low infection risk, and 29.6% (n = 184) provided laboratory investigations (Figure 7).
Only 1.93% (n = 12) of clinics performed major surgery which required extensive
incisions, and 6.91% (n = 43) provided services other than the listed options in the
survey. These included rapid diagnostic testing (n = 11, 1.77%) and electrocardiogram

services (n=7, 1.13%).

Table 5: Number of Health Services Provided by Clinics

Number of Health Services Provided by
Clinics

1 164 26.4

156 25.1

155 24.9

2
3
4 86 13.8
5
6
7

Frequency (n) Percentage (%)

37 5.9
14 2.3
10 1.6
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Figure 7: Type of Health Services Provided by Clinics
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4.3.2 Characteristics of Clinic Service Delivery

The clinic service delivery characteristics — GP practice experience, clinic opening
hours, patient waiting time, number of patients per day, consultation fees — were
non-normally distributed (Appendix A, Table 13). Seven of the respondents (1.13%)
worked for non-profit charity clinics providing free-of-charge healthcare. Therefore,
there was no consultation fee for their services. These data have been excluded from
the analyses. Only statistically significant correlations are reported among the clinic
service delivery characteristics (p < .05). The results showed that the more experienced
the GP, the higher the number of daily patient consultations, and, as expected, the
longer the patient wait time. Similarly, the higher the number of patient consultations
at the clinic, the longer the clinic opening hours. However, consultation fees did not

correlate to any other variable (Table 6).
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Table 6: Spearman Correlation among the Characteristics of Clinic Service Delivery

Characteristics of Clinic Service

Delivery ! 2 3 4 5

1 Time practising as GP - - 260 ar -
2 Clinic Opening Hours - - A" - -
3 Average Consultation Load 26" 4 - .25 -
4 Patient Waiting Time 117 - 257 - -

5 Consultation Fees - - - - -

Note: *p< .05 (2-tailed).

4.3.3 Clinic Locations and Practice Settings

The survey collected geographical location data in the form of states and regions. It
also collected the clinical practice setting, urban, peri-urban, or rural, where the GP
clinics were situated. The majority of GP clinics (n = 507, 81.5%) were located in the
regions where the predominant ethnicity, Bamar, resided. The Yangon region
accounted for 200 (32.2%) of GP clinics, followed by the Mandalay region 154 (24.8%),
Bago region 40 (6.4%), Ayeyarwady region 32 (5.1%), and the Sagaing region with 30
(4.8%). The remaining 115 GP clinics (18.5%) were in the states where Myanmar’s
ethnic minorities reside. Of these, 36 (5.8 %) were in Shan, 31 (5%) in Mon, Kayin state
had 21 (3.4%), and 18 (2.9%) were in Kachin state. GP clinics from Kayah, Chin, and
Rakhine states represented only 3 (0.5%) of the total number of clinics (Figure 8). Just
over half of the GP clinics, 338 (54.3%), were in urban areas. A quarter was classed as

peri-urban, 162 (26%), and a fifth was rural, 122 (19.6%).
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Figure 8: Clinic Locations by Regions and States
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4.3.4 GP Affiliation with Third-party Organisations

Half of the GPs, 313 (50.3%), were affiliated with one or more non-governmental,
third-party organisations. There were statistically significant associations between
affiliation and GPs’ age, education, income, clinical practice setting, and the number of
health services provided (Table 7). The majority of younger GPs (<33 years), 189
(61.2%), were not affiliated with any third-party organisation, while older GPs were
affiliated with third-party organisations. Seventy-four GPs (23.9%) with master’s or
PhD degrees were not affiliated with third-party organisations, although 238 (76%) of
GPs holding MB BS were affiliated. The affiliated GPs worked more in clinics in urban
areas, 178 (56.9%), delivered more health services, 95 (30.3%), and had incomes over

2,000 NZD, 104 (33.2%).
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Table 7: Pearson Chi-Squared Test Results with GP Affiliation

Pearson Chi-Squared

GP Characteristics Value df
Age Groups 622 51.5%* 2
Education 622 47.4%* 2
Income 622 11.8* 2
Practice Setting 622 8.59* 2
Number of health services 622 33.3* 6

Note. * = p < .05; ** = p <.001.

Of the affiliated GPs (n = 313), 235 (75%) joined only one third-party organisation,
while 25% of GPs (n = 78) were affiliated with more than one organisation. The
majority of GPs were affiliated with MMA and PSI. Only 11 GPs (3.51%) were not
affiliated with either organisation. The third-party organisations for the remaining 11
GPs included Alliance Myanmar, Myanmar Liver Foundation, and Myanmar Social

Security Board.

Each third-party organisation adopted a different GP payment mechanism. In addition,
the organisations often used two or more payment methods at the same time (n = 61,
20.1%), depending on the types of healthcare programmes. The most popular payment
method was performance-based payment (n = 164, 54.1%), followed by FFS (n = 38,
12.5%) (Table 8). Unconventionally, 7.3% (n = 22) of third-party organisations used
subsidised drugs, free-of-charge test kits, and other payments in kind instead of

monetary rewards.



Table 8: General Practitioners’ Third-party Organisation Affiliation

Third-party Organisation Affiliation Freq(:()ency Percentage (%)
Affiliation
No 309 49.7
Yes 313 50.3
Total 622 100
Number of Affiliated Organisation
Affiliated with one organisation 235 75
Affiliated with two organisations 70 22.4
Affiliated with three or more organisations 8 2.6
Total 313 100
Type of Third-party Organisation
MMA only 101 32.3
PSl only 123 39.3
Others only 11 3.51
MMA + PSI 57 18.2
MMA + Others 9 2.88
PSI + Others 4 1.28
MMA + PSI + Others 8 2.56
Total 313 100
Third-party Organisation Payment Type
Salary 18 5.9
Performance-based payment 164 54.1
FFS 38 12.5
Two or more payment methods 61 20.1
Other payment methods 22 7.3
Total 303* 100

Note. * Only complete datasets were used.

4.4 GP Acceptance of Payment Methods

The research inquired about the acceptability of four payment methods. These were
capitation, FFS, salary, and performance-based payment. Payment acceptability data
were collected using a 5-point Likert scale: very acceptable, acceptable, neutral,

unacceptable, and very unacceptable (Likert, 1932).
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Performance-based payment method was the most acceptable payment method with
an acceptability response (very acceptable and acceptable) of 83.9% (n =522) and a
neutral response of 11.1% (n = 69). FFS was the second most acceptable payment
method (n =386, 62.1%) and had a neutral response of 21% (n = 131). It was followed
by capitation (n = 320, 51.4%) with a neutral response of 28% (n = 172). After omitting
the neutral responses, the differences between acceptability (very acceptable and
acceptable) and unacceptability (very unacceptable and unacceptable) of these three
payment methods were statistically significant (p < .001). However, the salary
acceptability was 38.4% (n = 239) with a neutral response of 24% (n = 152), for which

the difference was statistically insignificant (p = .75) (Figure 9).

Figure 9: Acceptability of Payment Methods

600 -
p<.001
500 -
p<.001
400 A
p<.001

o
O 300 A
o
]
£ 200 -
5 W Very Acceptable + Acceptable

100 + m Very Unacceptable + Unacceptable

O -
%
& &€ f&z‘d 6‘6{\
& & S AV
(;b }\O‘ QvéQ
QQ.Q’ :O’b(j
Sy

Payment Method Acceptability

4.5 GP Preferences for Payment Methods

The payment method preferences were collected on a 4-point Likert scale: most
preferred, preferred, not preferred, and least preferred (Likert, 1932). The results
showed that the GPs preferred performance-based payment, followed by FFS,

capitation, and then salary (Table 9).



Table 9: Summary of Provider Payment Preferences
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Payment Method Order

Frequency (n)

Percentage (%)

1st Preferred

Performance-based payment 205 36.6%
FFS 175 31.3%
Capitation 122 21.8%
Salary 58 10.4%
Total 560* 100%
2nd Preferred
FFS 171 31.3%
Performance-based payment 166 30.2%
Capitation 119 21.6%
Salary 94 17.1%
Total 550* 100%
3rd Preferred
Capitation 152 28.5%
Salary 150 28.1%
Performance-based payment 122 22.8%
FFS 110 20.6%
Total 534* 100%
4th Preferred
Salary 247 45.9%
Capitation 138 25.7%
Performance-based payment 86 16.0%
FFS 67 12.5%
Total 538* 100%

Note. *Only complete datasets were used.

When preference choices were collapsed into preferred (most preferred and

preferred) and not preferred (least preferred and not preferred), performance-based

payment was the most preferred payment method, with 33.4% (n = 371) of GPs

choosing this payment method as their first preference. FFS was the second preferred

payment method (n = 346, 31.2%). The least preferred payment method was salary,

with 72% (n = 397) of GPs choosing this as their least preferred method, followed by

capitation 55% (n = 290) (Figure 10). The reasons GPs gave as to why they most
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preferred the performance-based payment method were that they were satisfied with
clinical quality, continuity of care, and provision of health promotion and education
services. Conversely, the salary was the least preferred method, with GPs reporting
being concerned about income insecurity, financial risks, and their freedom in clinic

management with this payment method.

Figure 10: Preferences for Payment Methods

450 - p<.001
400 4 p<.001
350 A
300
250
200 4
150 -
100 A
50 4

p<.001

Number of GP

m Preferred

M Not preferred

) &

NG )
:._,’3 %\\6\
&
&
s
&
o
<

&9

<

Payment Methods Preferences

4.6 Predictions for Payment Acceptability and Preference

Binary logistic regression was used to identify if there were predictors for payment
acceptability and preference. First, the assumptions of binary logistic regression,

multicollinearity, and outliers were checked.

4.6.1 Multicollinearity

Multicollinearity was checked using collinearity diagnostics. All variables had tolerance

values of more than .1, showing no intercorrelations among the predictors (Appendix

A, Table 12).

4.6.2 Outliers

The binary logistic regression checked the outliers in the case-wise list table. Cases
with Z residual values above 2.5 were classified as outliers and were removed for the

purpose of analysis.
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4.6.3 Predictors

The GPs’ age, gender, education, overseas experience, and monthly income were
entered into the logistic regression model for each payment acceptability and
preference. For the clinic services profile, the following variables were entered into the

model:

1. service provision variables, i.e., the number of health services provided.

2. service delivery characteristics, i.e., time practising as a GP, clinic opening
hours, average consultation load, patient waiting time, and consultation fees.

3. clinic location (states and regions) and practice settings (urban, peri-urban, and
rural); and

4. GP affiliation with third-party organisations and the number of affiliated

organisations.

4.6.3.1 Capitation

Only two variables, GP gender and clinic consultation load, predicted capitation
payment acceptability (p < .05). The goodness of fit test showed the Omnibus Test was
p < .05 and Hosmer-Lemeshow Test was p > .05, indicating the model was a fit for the
variables. Both significant variables reported negative relationships with capitation
acceptability. Compared to male GPs, the odds of capitation payment acceptability
were decreased by 52.9% in female GPs (95% Cl = 18.4 — 72.8) and for each additional
patient visit, the odds of accepting the capitation payment decreased by 2% (95% Cl =

0.5 —3.5). No variable significantly predicted capitation as a payment preference.

4.6.3.2 Fee-for-service (FFS)

Both binary logistic regression models for FFS acceptability and preference, which
included all variables, were not statistically significant, confirming that a binary logistic
model did not fit the data. Further modelling was not able to identify a suitable fit for

the data.

4.6.3.3 Salary
Salary had the greatest number of predictor variables for acceptability and preference
for payment. For acceptability, GPs’ education level and clinic consultation load

predicted salary acceptability (p < .05). The Omnibus Test was p < .05, and the Hosmer-
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Lemeshow Test reported p > .05, demonstrating the model’s fit with the data. GPs’
education reported a positive relationship with salary acceptance. GPs with a master’s
or PhD degree had 2.2 times the odds of accepting the salary payment compared to
the MB BS holders (95% Cl = 1.11 — 4.45). However, the clinic consultation load
showed a negative relationship. For a one patient increase in the daily number of
patient consultations, the odds of GP salary acceptability decreased by 2.2% (95% Cl =
0.8-3.7).

For GPs, whose preference was salary payment, there were three predictor variables,
number of health services, clinic opening hours, and consultation load (p < .05). Both
the Omnibus test (p < .05) and Hosmer-Lemeshow test (p > .05) showed that the
model was a fit for the data. The number of health services provided and the clinic
opening hours reported positive relationships with the salary preference. The GPs who
provided five health services at their clinics showed 3.53 times greater odds of
preferring the salary payment than the GPs with only one health service (95% Cl = 1.36
—9.16). For every hour the clinic opening hours increased, the odds of preferring the
salary payment were 1.07 times greater (95% Cl = 1.01 — 1.13). However, there was a
negative relationship between clinic consultation load and salary preference. For every
additional patient increase in the number of daily patient consultations, the odds of

GPs preferring salaries were decreased by 2.5% (95% Cl = 0.9 — 4.2).

4.6.3.4 Performance-based payment

Three variables, namely foreign experience, practice settings and clinic consultation
load, predicted the acceptability of performance-based payment. The model fit tests
showed that both models were a good fit for the variables. GP foreign experience and
practice settings had negative relationships with performance-based payment
acceptability (p < .05). GPs with overseas experience showed an 83.9% decrease in the
odds of accepting the performance-based payment method compared to GPs with no
overseas experience (95% Cl = 49 — 94.9). Compared to urban GPs, the odds of
accepting the performance-based payments were decreased in peri-urban GPs by

66.2% (95% Cl = 3.9 — 88.1) and rural GPs by 74.5% (95% Cl = 16.4 — 92.2).

The clinic consultation load showed a positive relationship with the performance-

based payment preference (p < .05). The odds of preferring performance-based
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payment were 1.02 times greater for every additional patient in the number of daily

patient consultations (95% Cl = 1.01 — 1.04).

4.7 Chapter Summary

This chapter presented the findings of data analyses from 622 Myanmar GPs. First, it
discussed the socio-demographic characteristics and clinic services profile of the GPs.
Then, logistic regression was conducted to identify any predictive variables for
payment acceptability and preferences. GPs’ gender and clinic consultation load were
able to predict the capitation acceptance, and education and consultation load
predicted the salary acceptance. Foreign experience and clinic practice settings were
predictors for performance-based payment acceptability. Finally, average consultation
load, clinic opening hours, and the number of health services predicted salary and

performance-based payment preferences.
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5 Chapter V: Discussion and Conclusion

5.1 Chapter Introduction

This research sought to strengthen the understanding of GPs’ acceptance of different
strategic purchasing methods and their payment preferences to inform UHC planning
in Myanmar. It examined the relationship between the socio-demographic
characteristics of the participating GPs and their acceptance of and preference for
payment methods, specifically, capitation, FFS, salary, and performance-based
payments. The study also probed the role played by the GP clinic locations and practice
settings and investigated how their clinic profiles and service delivery characteristics
influenced payment preferences as well as the acceptability of different payment

methods.

This chapter discusses the study findings in relation to the main research questions. It
also examines other findings on payment acceptability and GP payment preferences.
The chapter concludes by considering the study’s strengths and limitations, as well as

their implications for practice and research.

5.2 GP Acceptance of Different Payment Methods

This study examined how acceptable four different strategic purchasing methods were
to Myanmar GPs. Consistent with existing studies, acceptability was defined as the
degree to which the GPs agree with a specific payment method (Ayala & Elder, 2011).
Findings indicated that performance-based payment was the most acceptable
payment type, with 522 (83.9%) of all responses that express acceptability (very
acceptable and acceptable). FFS was the second most acceptable method with 386
(62.1%) of all ‘acceptability’ responses, followed by salary payment with 239 (38.4%) of
all ‘acceptability’ answers. It was not possible to determine the participants’ views on
the acceptability of capitation, given that 172 (28%) of all responses on this payment

type were recorded as neutral (neither acceptable nor unacceptable).

These results are more comprehensive than those reviewed in the existing literature.
None of the published studies to date compared the acceptability of these four

payment methods. However, in the case of capitation, Blecher et al. (1995) and Conrad
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et al. (2009) respectively reported that 61.3% and 77.4% of healthcare providers in
South Africa and the United States did not accept capitation as a provider payment

method.

5.2.1 GP Socio-demographic Attributes and Payment Acceptability

Study results indicated that three out of the five socio-demographic factors examined,
namely GPs’ gender, advanced postgraduate qualifications, and overseas experience,
predicted the acceptability of specific payment methods for the participating GPs
(Table 10). Findings indicated that if the GP had achieved advanced postgraduate
qualifications (Master’s/PhD degree), the odds of accepting salary payment increased
by 2.2 times (95% Cl = 1.11 — 4.45), compared to responses by their colleagues with
only MB BS degrees.

However, the other two socio-demographic variables, gender and overseas
experience, were negatively associated with specific payment types. Female GPs were
less likely to accept capitation payments than male colleagues, with decreased odds of
52.9% (OR =0.47, 95% Cl = 0.27 — 0.82). The odds of accepting performance-based
payment decreased by 83.9% (OR =0.16, 95% Cl = 0.05 — 0.51) if GPs had overseas

experience.

These findings are, in part, consistent with those of existing studies. For instance,
Ogundeji et al. (2021) found that providers in Canada interested in academia, teaching,
and research preferred salary payment methods since the payment method allowed
them to explore these interests. However, as Ogundeji et al. studied payment
preferences rather than payment acceptability, their results are not directly
comparable with this study's findings. Yet, their results offer a plausible explanation for

the greater acceptability of salary as a payment option for more highly educated GPs.

On gender and the acceptability of payment methods, this study's findings differed
from those reported by Sackey and Amponsah (2017) in Ghana, who found no gender
difference in the acceptability of capitation. This could be attributed to two differences
between the studies. First, while the present research focused exclusively on GPs
acceptance of specific payment types, the Ghana study extended beyond providers to

include the general population, as well. Second, the Ghana study was conducted after
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the establishment of the country's national health insurance programme, leading to
participant familiarity with the payment method. The present research, however, was

conducted prior to the introduction of nationwide strategic purchasing arrangements.

The research findings from Ghana were also in contrast with the results of lower levels
of acceptability for performance-based payment among Myanmar GPs with overseas
experience. This difference could be explained by the higher levels of awareness about
provider payment methods among GPs with overseas experience. Sackey and
Amponsah (2019), Obadha et al. (2020) and Yé et al. (2016) noted the role of
awareness in shaping provider opinions on payment methods. However, contrary to
the findings in the present research, these other studies reported that greater

awareness of various payment methods increased their acceptability.

5.2.2 GP Clinic Location, Practice Settings and Payment Acceptability

In this study, 622 participating GPs were distributed across all Myanmar states and
regions, reflecting a diverse range of urban, peri-urban, and rural practice settings.
Despite the expectation that GP acceptability of different payment options would vary
by geographic locations, the results did not demonstrate this. Only one variable,
clinical practice settings, was associated with a specific payment type. Findings showed
that GPs with clinics in peri-urban and rural practice settings were less likely to accept
performance-based payment than urban-based GPs (Table 10). For GPs in peri-urban
and rural practice settings, the odds of accepting the Performance-based payment
decreased by 66.2% (OR = 0.34, 95% Cl =0.12 — 0.96) and 74.5% (OR = 0.26, 95% Cl =
0.08 — 0.84), respectively.

This result differs from those published by Andoh-Adjei et al. (2019), Halvorsen et al.
(2012), Holte et al. (2015), and Sackey and Amponsah (2017). These previous studies in
Norway and Ghana noted regional differences in the acceptability of capitation or
capitation and FFS combined. In addition, Sackey and Amponsah's Ghana research
reported that urban providers were 10% more likely to accept capitation than those in

rural areas.

The different findings in the present research could partly be attributable to the low

participation of Myanmar GPs from states compared with those from regions. Of the
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622 participants, 507 (81.5%) GP clinics were in more urbanised regions, including 354
(56.9%) from Yangon and Mandalay, Myanmar's most populous cities. By comparison,
only 115 (18.5%) clinics were in less urbanised states occupied primarily by Myanmar's

ethnic minorities.

The higher acceptability of performance-based payment in urban settings could also be
attributed to the uneven distribution of GPs affiliated with third-party organisations. In
this research, GPs in urban practice settings were more likely to be affiliated with
third-party organisations than their colleagues in peri-urban and rural areas (p < .05).
Due to the widespread use of performance-based payment by third-party
organisations, GPs in urban settings would have been more familiar with this method

than other payment types.

5.2.3 GP Clinic Profile and Payment Acceptability

This research examined eight variables related to GP clinic profile to test their
association with GPs’ acceptance of different payment methods. Of these, only the
daily clinic consultation load was associated with specific payment types (Table 10).
Results showed that the daily clinic consultation burden had a significant negative
relationship with the acceptability of both capitation and salary payment methods.
These indicated that, with each additional patient consultation, the odds of accepting
capitation payment decreased by 2% (OR = 0.98, 95% Cl = 0.97 — 0.99) and by 2.2% for
salary payment (OR=0.98, 95% Cl = 0.96 — 0.99).

As anticipated, GPs with a higher daily consultation burden were less likely to accept a
salary. As salary is a fixed payment method, it is neither linked to the number of
consultations nor to the number of enrolled patients. This result differed from the
findings published by Holte et al. (2015), whose research in Norway found that the GPs

with more patients preferred salaried contracts.

In the context of Myanmar, however, salary payments are lower than in high-income
countries such as Norway. The average monthly salary for a public sector medical

doctor is 250 NZD (1 NZD = 1,000 MMK), while the private salaried doctors receive at
least 600 NZD. The GPs in this research earned an average of 1,000 NZD per month if

they had 15 daily patient consultations at a cost of 3 NZD per patient. Since the GPs
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earned a higher income than other medical doctors and those with higher patient
consultations could earn more, it can be assumed that GPs would be less likely to

accept the fixed salary payment option.

A finding that was not expected, was that GPs with a higher daily patient consultation
load were less likely to accept the capitation payment. A possible explanation might be
the rising burden of non-communicable diseases, combined with patterns of health-
seeking behaviour in Myanmar. In the period 2009 to 2019, non-communicable
diseases accounted for 70% of death and disability in Myanmar, reflected in high
numbers of chronically ill patients requiring regular follow-up care (University of
Washington, 2020). In Myanmar, people are also not hesitant to seek clinic services
when they are sick, with GP clinics being the second most frequently attended source
of healthcare, after rural health centres (Aye et al., 2019; Moe et al., 2012). These
factors suggest a combination of high patient numbers attending GP clinics with non-
communicable diseases with a greater need for more follow-up consultations. This
may discourage GPs from accepting capitation payments calculated on the basis of

enrolled patients alone.

Table 10 summarises the socio-demographic characteristics, clinical practice settings,
and clinic service profiles that have significant associations with the acceptability of

payment methods, and also compares them with their counterpart variables.
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Table 10: Variables that Predicted the Acceptability of Payment Methods

Odds 95% ClI

Ratio  Lower  Upper

Characteristics of GPs

Socio-demographic Characteristics
Capitation
Male
Female -0.75 0.47* 0.27 0.82
Salary
MB BS
Postgraduate Diploma -0.18 0.84 0.47 1.48
Master’s or PhD 0.80 2.23* 1.11 4.45

Performance-based payment
Foreign Experience -1.83 0.16* 0.05 0.51

GP Practice Settings

Performance-based payment

Urban

Peri-urban -1.08 0.34* 0.12 0.96

Rural -1.37 0.26* 0.08 0.84
GP Clinic Profile
Capitation

Average Patient Consultation -0.02 0.98* 0.97 0.99
Salary

Average Daily Patient Consultation -0.02 0.98* 0.96 0.99

Note. * = p < .05.

5.3 GP Preferences for Different Payment Methods

This research also investigated GP preferences for the four payment methods:
capitation, FFS, salary, and performance-based payment. In strategic purchasing,
previous studies have defined preference as a greater interest in one specific payment
method over another (van Overbeeke et al., 2019). In this study, performance-based
payment was the most preferred method with 371 (59.6%) of all responses that
express a preference, followed by FFS with 346 (55.6%) of ‘preferred’ answers. Salary
was the least preferred payment option (397, 63.8% of ‘not preferred’ responses), with

capitation recording 290 (46.6%) of ‘not preferred’ responses.
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The finding on salary corroborates that of Karakolias et al. (2017), who reported that
the majority of primary care doctors in Greece did not prefer salary. However, they
differ from the study that found Norwegian GPs preferred salary over capitation and
FFS (Holte et al., 2015). While previous studies examined payment preferences for
capitation, FFS, and salary, none of the literature reviewed considered performance-

based payment methods.

5.3.1 GP Clinic Profile and Payment Preferences

Of the eight clinic factors examined in relation to GP payment preferences, this
research found that only three variables were statistically significant. These were the
number of health services offered, clinic opening hours, and daily patient consultations
(Table 11). Study findings indicated that the number of health services offered and
clinic opening hours had positive associations with GP preferences for salary payment.
If the GPs provided five health services, their odds of preferring salary payment
increased 3.53 times (95% Cl = 1.36 — 9.16) compared to the views of GPs who offered
only one clinic service. The odds of preferring salary payment also increased by 1.07
times (95% Cl = 1.01 — 1.13) for every additional hour GPs’ clinics were open. Both

findings that favoured salary were unexpected.

Several previous studies on salary preferences found that younger female providers
preferred salary payment due to its flexibility for work—life balance (Halvorsen et al.,
2012; Holte et al., 2015; Karakolias et al., 2017; Ogundeji et al., 2021; Wright &
Batchelor, 2002). These studies suggest that healthcare providers also value these
‘non-cash’ forms of payment beyond financial remuneration for their services (for
instance, having flexibility for family responsibilities). In the present research, the
appreciation of payment in kind was also found in GPs responses with respect to
affiliated third-party organisations payments. However, this research could not
demonstrate any association between GPs’ age or gender and their salary preferences.
It could possibly be due to the skewness of research data that only included 161

(25.9%) female GPs and a high proportion of GPs <33 years old (51.1%).

This research also reported that GPs’ daily consultation load was negatively correlated
with salary preference but positively associated with performance-based payment. The

odds of preferring salary payment decreased by 2.5% (OR =0.98, 95% Cl = 0.96 — 0.99),
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for every additional consultation, while preferences for performance-based payment
increased by 1.02 times (95% Cl = 1.01 — 1.04). Consistent with findings on payment
acceptability, participating GPs did not prefer salary payments if they had a higher
consultation load. However, when the payment was linked with performance
indicators, GPs were more likely to prefer it. These results are attributable to GPs’
views on the relative income security of both methods. Performance-based payment
was seen to secure higher income than salary if GPs had a high consultation load. This
finding is also reflected in research by Ogundeji et al. (2021), which reported the

influence of income security on physicians’ payment preferences in Canada.

Table 11 describes the health service profile variables, the number of health services
and clinic service delivery, which have significant relationships with salary and

performance-based preferences.

Table 11: Variables that Predicted Preferences for Payment Methods

Characteristics of GPs B Od('js 2%
Ratio  |ower Upper
Salary
Number of Health Services
One Health Service
Two Health Services 0.38 1.46 0.84 2.54
Three Health Services -0.20 0.82 0.45 1.49
Four Health Services -0.05 0.95 0.46 1.54
Five Health Services 1.26 3.53* 1.36 9.16
Six Health Services -0.53 0.59 0.12 2.83
Seven or more Health Services -1.16 0.31 0.05 1.99
Clinic Service Delivery
Clinic Opening Hours 0.06 1.07* 1.01 1.13
Average Daily Patient Consultation -0.03 0.98* 0.96 0.99
Performance-based payment
Average Daily Patient Consultation 0.02 1.02* 1.01 1.04

Note. * = p < .05.
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5.4 Conclusion

5.4.1 Revisiting Aims and Objectives

The importance of UHC in providing equitable quality healthcare without financial
duress has been reinforced during the COVID-19 pandemic. The global health
emergency has underlined the need for agile, accessible primary healthcare support,
especially for those most at risk. In this context, healthcare financing represents a
central element of successful UHC (Jamison et al., 2006), including the strategic

purchasing of services from front-line primary health providers, such as GPs.

The rationale underpinning this study recognised that the views and perceptions of
Myanmar GPs on potential strategic purchasing payment methods could usefully
inform future decision-making in the implementation of UHC. Through an online
survey of GPs in Myanmar, this research explored the acceptability of different
payment methods already used in UHC settings elsewhere, as well as GP preferences
for specific payment methods. It found that performance-based payment was the
most acceptable and most preferred payment method, followed by FFS. Salary was the
least acceptable and least preferred, while findings on capitation acceptability as a

payment method could not be determined.

5.4.2 Study Strengths

This study demonstrated several strengths. First, this research is the first study in
Myanmar to investigate GPs’ perceptions, attitudes, and beliefs on the acceptability
and preference of specific payment methods, with the scope to be a baseline study for
strategic purchasing in Myanmar. It may also be one of the first studies on this subject
in Southeast Asia. Second, the study demonstrated the utility and cost-effectiveness of
online survey methods in achieving wide geographic coverage of a dispersed target
group. By applying Facebook Ads Manager, the study was able to include GPs from all

of Myanmar's 15 states and regions.

In contrast, conducting this research using face-to-face methods would have been
both time-consuming and expensive. In the context of COVID-19, it would not have

been feasible to conduct a face-to-face survey. Despite disruptions to health service
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provision due to lockdown conditions in the country, this data gathering method

demonstrated its effectiveness in reaching a wide range of GPs across Myanmar.

5.4.3 Study Limitations and Challenges

This study also has limitations. These include difficulties in verifying the authenticity of
respondents claiming to be GPs, as well as a potentially biased study sample. The
primary investigator could not verify the identification or registration numbers of
participating GPs due to the survey’s anonymity. Despite recruiting study participants
through third-party organisations, it was not possible to independently verify the GP

accreditation of those responding.

Findings may also be non-representative due to skewing of the participants’ gender
and age distribution. Of the study respondents, 456 (73.3%) were male GPs, and 318
(51.1%) were 33 years old or younger. Although it was not possible to compare this
distribution to the socio-demographic profile of all GPs practising in Myanmar, the
skewing in favour of younger male respondents represents an explicit limitation. Third,
although Facebook usage is widespread in Myanmar, its use as a data collection tool is

highly likely to have excluded GPs without a Facebook account.

A fourth critical challenge of this study draws on its implementation during the COVID-
19 pandemic, a global health emergency. On the one hand, it could be argued that this
period did not represent the steady-state conditions expected to underpin the
expansion of UHC. On the other hand, data collection in Myanmar during the
pandemic provided crucial insights into GPs’ perceptions about the sustainability of
their practice during an emergency. Such insights are central for developing health

services in fragile states or those that experience wide-ranging shocks.

As a fifth challenge, the security situation in Myanmar now compromises the feasibility
of implementing the findings as initially anticipated. The prevailing political tension
imposes major obstacles to continue the provision of safe and secure health services
within the country. Given the unstable and fragile conditions, the prospects of moving
forward to UHC in Myanmar at this time or in the near future are unlikely to be

realistic.
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5.5 Study Implications

5.5.1 Implications for Health Services

There are several important implications of this study. First, it highlighted the value of
systematic research on healthcare provider opinions prior to the introduction of
nationwide strategic purchasing arrangements. The findings of GP preferences for
performance-based payment and this payments method’s higher level of acceptability
signal the importance of considering payment options beyond the ‘blunter’ strategic

purchasing approaches such as capitation or FFS.

The research also underscored the limited number of empirical studies on strategic
purchasing in LMICs, especially in Southeast Asia. While advances in UHC are urgently
sought in these and other Asian countries, prevailing research on strategic purchasing
mainly derives from higher-income countries, whose development context differs

markedly from that of LMICs.

This study provided critical insight into the continuity of primary health services in
Myanmar, an LMIC experiencing both long-term epidemiological changes in its disease
burden, as well as major short-term shocks and severe service disruptions due to rising
state fragility. Furthermore, research findings that highlighted the positive relationship
between the number of daily patient consultations and GPs’ preferences for
performance-based payment suggest this may the result of the impact of a growing
non-communicable disease burden, characterised by the need for more follow-up
consultations. The capacity to accommodate this would need to be considered in any

nationwide strategic purchasing plan.

In the specific context of Myanmar, the political turmoil and the collapse of
government-funded health services since February 2021 represent a significant and
discouraging setback for the country’s hopes and plans for UHC by 2030. However, this
study offers possible insight into achieving the continuity of primary health services
during such crises. Despite the disruption of government-funded community health
services, anecdotal evidence indicates that third-party organisations and their
affiliated GPs have continued to function, providing limited healthcare services in the
country. While third-party organisations and their affiliated GPs cannot function on a

scale needed for nationwide coverage, this capacity and architecture represent a
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possible short-term alternative to government services during public health or other

complex emergencies.

5.5.2 Implications for Future Research

This study highlighted the need for more empirical research on strategic purchasing,
especially in LMICs. Future research in Myanmar should consider applying a mixed-
method approach to explore GPs’ perceptions, attitudes, and beliefs in-depth. It
should also contemplate possible payment options to withstand simultaneous and
multiple shocks, especially as the previous public health system has collapsed. In
covering matters that were beyond the scope of the present research, future studies
also need to incorporate the opinions of other stakeholders such as third-party

organisations, health policymakers, and health finance specialists.

5.6 Chapter Summary

This chapter discussed the study’s findings in relation to existing literature and
highlighted both the practice and the research implications of study results. It revisited
the finding that performance-based payment was the most accepted and most
preferred payment method for participating GPs and explained the differences in GPs’
perceptions, attitudes, and beliefs of the payment methods investigated. These
findings underscored the challenges in introducing a “one-size-fits-all” nationwide

approach to strategic purchasing arrangements for front-line practitioners.

The chapter also noted the shortcomings of generic UHC strategies and strategic
purchasing mechanisms. These methods assume stable, steady-state conditions but
may not consider human-induced or naturally triggered shocks. In the case of
Myanmar, since 2020, the combined effects of the ongoing COVID-19 pandemic and
political tensions have resulted in significant disruptions and the collapse of
government health services. It represents a serious setback in the country’s progress

towards achieving UHC by 2030.

However, the research suggests that, despite severe disruption to government health
services, there has been continuity of care by those front-line health services funded
through third-party organisations. This, among other under-researched themes

identified in this study, requires further investigation.
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Appendix A: Tables

Appendix A includes the tables for multicollinearity testing of logistic regression,
descriptive statistics of clinic service delivery, and logistic regression results of

statistically significant payment acceptability and preference models.

Table 12: Collinearity Diagnostics of Variables

81

Collinearity Statistics

Characteristics of Clinic Service Delivery

Tolerance VIF
GP experience in years 0.966 1.036
Average clinic opening hours per day 0.826 1.210
Average waiting time per patient in minutes 0.934 1.071
Average consultation fees per patient 0.971 1.029
Average consultation load per day 0.793 1.260

Note. Dependent variable: Age. The variables showed no correlation.



Table 13: Descriptive Statistics of Clinic Service Delivery
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Skewness Kurtosis

Clinic Service Delivery n Range Med (IQR) s oF z SF
Duration of GP practice (years) 619* 0.5-50 7 (6) 1.74 .09 2.23 .19
Average clinic opening hours per day 620* 1-24 7 (4) 518 09 5.95 19
(hours)
Average waiting time per patient 603* 1-126 15 (10) 3.41 10 16.6 19
(minutes)
Average number of patients per day 620* 1-200 15 (20) 3.34 .09 18.3 .19
A Itation f i

verage consulitation fees per patient 619*  0-50,000 3000 (1500) 11.29 09 180 19

(Myanmar Kyats)

Note. * Only complete datasets used.



Table 14: Logistic Regression Predicting Odds of Capitation Acceptability

95% Cl
Characteristics of GPs B S.E. Wald df Sig. Odds Ratio
Lower Upper
Socio-demographic Characteristics
Age Groups .78 2 .68
34 - 54 years -0.16 0.28 0.31 1.00 0.58 0.86 0.49 1.49
>= 55 years -0.62 0.71 0.77 1.00 0.38 0.54 0.13 2.16
Gender 7.21 2 .03
Female* -0.75 0.28 7.21 1.00 0.01* 0.47 0.27 0.82
Unspecified Gender 20.24 18353 0.00 1.00 1.00 614115938 0.00
Education .628 2 .73
Postgraduate Diploma 0.28 0.36 0.61 1.00 0.43 1.32 0.66 2.67
Master’s or PhD 0.13 0.39 0.12 1.00 0.73 1.14 0.53 2.44
Foreign Experience 0.46 0.42 1.23 1.00 0.27 1.59 0.70 3.59
Average Monthly Income 5.55 4 .24
1,000 NZD to 2,000 NZD -0.04 0.28 0.02 1.00 0.90 0.97 0.55 1.69
2,000 NZD to 3,000 NZD -0.71 0.38 3.60 1.00 0.06 0.49 0.24 1.02
3,000 NZD to 4,000 NZD 0.46 0.77 0.36 1.00 0.55 1.58 0.35 7.10



84

> 4,000 NZD -0.45 0.48 0.88 1.00 0.35 0.64 0.25 1.63
Clinic Geographical Location
Region -0.21 0.30 0.49 1.00 0.49 0.81 0.45 1.46
Practice Setting 2.37 2 31
Peri-urban 0.33 0.29 1.27 1.00 0.26 1.39 0.78 2.47
Rural -0.20 0.31 0.44 1.00 0.51 0.82 0.45 1.49
Clinic Health Services Profile
Number of Health Services 6.99 6 .32
Two Health Services -0.47 0.32 2.13 1.00 0.15 0.62 0.33 1.18
Three Health Services -0.50 0.34 2.19 1.00 0.14 0.61 0.31 1.18
Four Health Services -0.54 0.39 1.97 1.00 0.16 0.58 0.27 1.24
Five Health Services 1.15 0.82 1.98 1.00 0.16 3.16 0.64 15.65
Six Health Services 0.02 1.01 0.00 1.00 0.99 1.02 0.14 7.38
Seven or more Health Services 20.07 17740 0.00 1.00 1.00 522574555 0.00
Clinic Service Delivery
GP Duration of Experience 0.01 0.02 0.29 1.00 0.59 1.01 0.97 1.06
Clinic Opening Hours 0.04 0.04 1.22 1.00 0.27 1.04 0.97 1.12
Average Consultation Load* -0.02 0.01 6.65 1.00 0.01* 0.98 0.97 1.00



Patient Waiting Time 0.00
Consultation Fees 0.00
GP Affiliation with a third-party organisation

Affiliated third-party

. -0.03

organisation
Number of Affiliated Network

Affiliated with two third-party 0.39
organisations '
Affiliated with three or more 1.02
third-party organisations '
Constant 1.71

0.01
0.00

0.96

0.95

1.01

0.52

0.10
1.04

0.00

241

0.17

1.03

11.06

1.00
1.00

1.00

1.00

1.00

1.00

0.76
0.31

0.98

.29

0.68

0.31

0.00

1.00
1.00

0.97

1.48

2.77

5.54

0.98
1.00

0.15

0.23

0.39

85

1.01
1.00

6.39

9.59

19.90

Note. * = p < .05.



Table 15: Logistic Regression Predicting Odds of Salary Acceptability

Characteristics of GPs B S.E. Wald df Sig. Odc_is 2>%d
Ratio Lower Upper
Socio-demographic Characteristics
Age Groups 4,71 2 .09
34 - 54 years -0.12 0.24 0.27 1.00 0.61 0.88 0.55 1.42
>= 55 years 1.06 0.66 2.62 1.00 0.11 2.90 0.80 10.51
Gender .67 2 72
Female -0.18 0.25 0.55 1.00 0.46 0.83 0.52 1.35
Unspecified Gender 0.40 1.33 0.09 1.00 0.76 1.50 0.11 20.36
Education 6.93 2 .03
Postgraduate Diploma -0.18 0.29 0.37 1.00 0.55 0.84 0.47 1.48
Master’s or PhD* 0.80 0.35 5.13 1.00 0.02* 2.23 1.11 4.45
Foreign Experience -0.17 0.34 0.27 1.00 0.60 0.84 0.43 1.62
Average Monthly Income 3.86 4 43
1,000 NZD to 2,000 NZD 0.03 0.24 0.01 1.00 0.92 1.03 0.64 1.64
2,000 NZD to 3,000 NZD -0.45 0.36 1.58 1.00 0.21 0.64 0.32 1.29
3,000 NZD to 4,000 NZD 0.16 0.48 0.12 1.00 0.73 1.18 0.46 3.01
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> 4,000 NZD -0.56 0.44 1.64 1.00 0.20 0.57 0.24 1.34
Clinic Geographical Location
Region -0.33 0.27 1.57 1.00 0.21 0.72 0.43 1.21
Practice Setting 1.21 2 .55
Peri-urban 0.25 0.25 0.98 1.00 0.32 1.28 0.79 2.08
Rural -0.05 0.27 0.03 1.00 0.86 0.96 0.56 1.63
Clinic Health Services Profile
Number of Health Services 3.72 6 72
Two Health Services -0.07 0.28 0.05 1.00 0.82 0.94 0.54 1.62
Three Health Services -0.19 0.29 0.44 1.00 0.51 0.83 0.47 1.45
Four Health Services -0.23 0.34 0.45 1.00 0.50 0.80 0.41 1.56
Five Health Services 0.43 0.47 0.85 1.00 0.36 1.54 0.62 3.85
Six Health Services 0.37 0.71 0.27 1.00 0.61 1.44 0.36 5.84
Seven or more Health Services -1.30 1.30 1.00 1.00 0.32 0.27 0.02 3.49
Clinic Service Delivery
GP Duration of Experience -0.03 0.02 2.02 1.00 0.16 0.97 0.93 1.01
Clinic Opening Hours 0.06 0.03 3.68 1.00 0.06 1.06 1.00 1.12
Average Consultation Load* -0.02 0.01 8.88 1.00 0.003* 0.98 0.96 0.99



Patient Waiting Time
Consultation Fees
GP Affiliation with a third-party organisation
Affiliated third-party organisation
Number of Affiliated Network

Affiliated with two third-party organisations

Affiliated with three or more third-party
organisations

Constant

-0.01
0.00

0.56

-0.38

-0.22

0.67

0.01
0.00

0.83

0.83

0.86

0.45

0.92
0.00

0.46
.38
0.21

0.07

2.28

1.00
1.00

1.00

1.00

1.00

1.00

0.34
0.98

0.50
.83
0.65

0.80

0.13

0.99
1.00

1.76

0.69

0.80

1.96

0.98
1.00

0.34

0.14

0.15

1.01
1.00

9.00

3.47

4.31

88

Note. * = p < .05.



Table 16: Logistic Regression Predicting Odds of Performance-based Payment Acceptability

Characteristics of GPs B Wald df Sig. Odds Ratio 95%Cl
Lower Upper
Socio-demographic Characteristics
Age Groups 1.21 2 .55
34 — 54 years -0.54 0.49 1.21 1.00 0.27 0.59 0.23 1.52
>= 55 years 18.40 4040 0.00 1.00 1.00 97820315 0.00
Gender 2.67 2 .26
Female -0.26 0.51 0.26 1.00 0.61 0.77 0.29 2.08
Unspecified Gender -2.64 1.65 2.55 1.00 0.11 0.07 0.00 1.82
Education A7 2 .79
Postgraduate Diploma 0.26 0.66 0.16 1.00 0.69 1.30 0.36 4,70
Master’s or PhD 0.45 0.68 0.44 1.00 0.51 1.56 0.42 5.87
Foreign Experience** -1.83 0.59 9.64 1.00 0.002** 0.16 0.05 0.51
Average Monthly Income 4.46 4 35
1,000 NZD to 2,000 NZD 0.72 0.53 1.83 1.00 0.18 2.06 0.72 5.86
2,000 NZD to 3,000 NzZD 1.16 0.87 1.77 1.00 0.18 3.19 0.58 17.68
3,000 NZD to 4,000 NZD 0.28 0.95 0.09 1.00 0.77 1.33 0.21 8.51
> 4,000 NZD -0.39 0.73 0.28 1.00 0.60 0.68 0.16 2.83




Clinic Geographical Location

90

Region -0.04 0.62 0.01 1.00 0.94 0.96 0.28 3.23
Practice Setting 6.14 2 .047
Peri-urban* -1.08 0.53 4.14 1.00 0.04* 0.34 0.12 0.96
Rural* -1.37 0.61 5.09 1.00 0.02* 0.26 0.08 0.84
Clinic Health Services Profile
Number of Health Services 5.16 6.00 0.52
Two Health Services 0.46 0.59 0.61 1.00 0.44 1.59 0.50 5.08
Three Health Services 0.88 0.66 1.77 1.00 0.18 2.40 0.66 8.72
Four Health Services -0.66 0.63 1.10 1.00 0.29 0.52 0.15 1.77
Five Health Services 0.24 0.88 0.08 1.00 0.78 1.28 0.23 7.18
Six Health Services 19.13 10130 0.00 1.00 1.00 203229843 0.00
Seven or more Health Services 19.16 12918 0.00 1.00 1.00 208832576 0.00
Clinic Service Delivery
GP Duration of Experience 0.00 0.05 0.00 1.00 1.00 1.00 0.90 1.11
Clinic Opening Hours -0.01 0.06 0.02 1.00 0.90 0.99 0.89 1.11
Average Consultation Load 0.00 0.02 0.02 1.00 0.90 1.00 0.97 1.03
Patient Waiting Time -0.01 0.01 0.53 1.00 0.47 0.99 0.96 1.02



Consultation Fees
GP Affiliation with a third-party organisation
Affiliated third-party organisation

Number of Affiliated Network

Affiliated with two third-party
organisations

Affiliated with three or more third-
party organisations

Constant

0.00

17.91

-17.72

1.40

3.84

0.00

12665.36

12665.36

13386.20

1.04

1.33

0.00
0.00

0.00

0.00

13.72

1.00

1.00
2.00

1.00

1.00

1.00

0.25

1.00
1.00

1.00

1.00

0.00

1.00

59809758

0.00

4.06

46.42

1.00

0.00

0.00

0.00

1.00

91

Note. * = p < .05.
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Table 17: Logistic Regression Predicting Odds of Salary Preference

Characteristics of GPs B S.E. Wald df Sig. Od(?ls 2>%C|
Ratio Lower Upper
Socio-demographic Characteristics
Age Groups .16 2 .93
34 — 54 years 0.07 0.25 0.08 1 0.78 1.07 0.66 1.75
>= 55 years -0.07 0.67 0.01 1.00 0.91 0.93 0.25 3.46
Gender 3.97 2 14
Female 0.20 0.25 0.62 1.00 0.43 1.22 0.75 1.98
Unspecified Gender 2.49 1.33 3.53 1.00 0.06 12.10 0.90 163.15
Education 1.21 2 .55
Postgraduate Diploma -0.25 0.33 0.60 1.00 0.44 0.78 0.41 1.47
Master’s or PhD -0.35 0.36 0.96 1.00 0.33 0.71 0.35 1.42
Foreign Experience 0.19 0.36 0.28 1.00 0.60 1.21 0.60 2.44
Average Monthly Income 6.64 4 .16
1,000 NZD to 2,000 NZD 0.41 0.25 2.61 1.00 0.11 1.50 0.92 245
2,000 NZD to 3,000 NZD 0.35 0.37 0.94 1.00 0.33 1.43 0.70 2.92
3,000 NZD to 4,000 NzD -0.28 0.64 0.19 1.00 0.66 0.76 0.22 2.65

> 4,000 NZD 0.96 0.44 4.85 1.00 0.03 2.62 1.11 6.18




Clinic Geographical Location
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Region -0.23 0.27 0.72 1.00 0.40 0.79 0.46 1.36
Practice Setting .63 2 .73
Peri-urban -0.02 0.26 0.01 1.00 0.94 0.98 0.60 1.62
Rural -0.23 0.29 0.61 1.00 0.44 0.80 0.45 1.42
Clinic Health Services Profile
Number of Health Services 13.48 6 .04
Two Health Services 0.38 0.28 1.76 1.00 0.18 1.46 0.84 2.54
Three Health Services -0.203 0.307 0.44 1.00 0.51 0.82 0.45 1.49
Four Health Services -0.05 0.37 0.02 1.00 0.88 0.95 0.46 1.94
Five Health Services* 1.26 0.49 6.75 1.00 0.01* 3.53 1.36 9.16
Six Health Services -0.53 0.80 0.44 1.00 0.51 0.59 0.12 2.83
Seven or more Health Services -1.16 0.95 1.51 1.00 0.22 0.31 0.05 1.99
Clinic Service Delivery
GP Duration of Experience -0.01 0.02 0.19 1.00 0.66 0.99 0.95 1.04
Clinic Opening Hours* 0.06 0.03 5.06 1.00 0.03* 1.07 1.01 1.13
Average Consultation Load** -0.03 0 8.65 1.00 0.003** .98 0.96 0.99
Patient Waiting Time 0.00 0 0.38 1.00 0.54 1 0.99 1.02



Consultation Fees
GP Affiliation with a third-party organisation
Affiliated third-party organisation
Number of Affiliated Network

Affiliated with two third-party organisations

Affiliated with three or more third-party
organisations

Constant

0.00

-1.16

0.94

0.47

-1.04

0.00

1.26

1.26

1.30

0.47

0.53

0.85
1.77
0.56

0.13

4.94

1.00

1.00

1.00

1.00

1.00

0.47

0.36
41
0.46

0.72

0.03

1.00

0.31

2.57

1.60

0.35

1.00

0.03

0.22

0.13

94

1.00

3.72

30.38

20.41

Note. * = p < .05.



Table 18: Logistic Regression Predicting Odds of Performance-based Payment Preference

95

Characteristics of GPs B S.E. Wald df Sig. Odds Ratio 95% ¢l
Lower Upper
Socio-demographic Characteristics
Age Groups 2.12 2 .35
34 - 54 years 0.14 0.23 0.38 1 0.54 1.15 0.74 1.8
>= 55 years 0.89 0.61 2.10 1 0.15 242 0.73 8.01
Gender 5.43 2 .07
Female 0.46 0 3.85 1.00 0.05 2 1.00 2.48
Unspecified gender -1.27 1.11 1.32 1.00 0.25 0.28 0.03 2.45
Education 2.85 2 .24
Postgraduate Diploma 0.49 0.29 2.84 1.00 0.09 1.63 0.92 2.88
Master’s or PhD 0.17 0.31 0.31 1.00 0.58 1.19 0.64 2.20
Foreign Experience -0.55 0.31 3.08 1.00 0.08 0.58 0.31 1.07
Average Monthly Income 6.35 4 .18
1,000 NZD to 2,000 NZD -0.39 0.23 3.01 1.00 0.08 0.68 0.44 1.05
2,000 NZD to 3,000 NZD -0.51 0 2.51 1.00 0.11 1 0.32 1.13
3,000 NZD to 4,000 NZD 0.33 1 0.45 1.00 0.50 1 0.52 3.73
> 4,000 NZD -0.59 0.41 2.06 1.00 0.15 0.56 0.25 1.24




Clinic Geographical Location
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Region 0.00 0.25 0.00 1.00 0.99 1.00 0.61 1.64
Practice Setting 1.88 2.00 0.39
Peri-urban -0.30 0.23 1.67 1.00 0.20 0.75 0.48 1.17
Rural -0.22 0.25 0.74 1.00 0.39 0.81 0.49 1.32
Clinic Health Services Profile
Number of Health Services 9.25 6.00 0.16
Two Health Services -0.28 0.25 1.23 1.00 0.27 0.76 0.46 1.24
Three Health Services 0.50 0.27 3.35 1.00 0.07 1.65 0.97 2.81
Four Health Services -0.06 0.32 0.03 1.00 0.85 0.94 0.51 1.76
Five Health Services -0.32 0.42 0.59 1.00 0.44 0.72 0.32 1.65
Six Health Services 0.141 0.709 0.04 1.00 0.84 1.15 0.29 4.63
Seven or more Health Services 20.61 12613 0.00 1.00 1.00 892143701 0.00
Clinic Service Delivery
GP Duration of Experience -0.03 0.02 1.81 1.00 0.18 0.97 0.93 1.01
Clinic Opening Hours -0.02 0.03 0.65 1.00 0.42 0.98 0.93 1.03
Average Consultation Load* 0.02 0.01 7.50 1.00 0.01* 1.02 1.01 1.04
Patient Waiting Time 0.00 0.01 0.12 1.00 0.73 1.00 0.99 1.01



Consultation Fees
GP Affiliation with a third-party organisation
Affiliated third-party organisation

Number of Affiliated Network

Affiliated with two third-party
organisations

Affiliated with three or more third-party
organisations

Constant

0.00

-0.86

0.69

0.89

0.69

0.00

0.89

0.88

0.91

0.43

0.05

0.93
1.08

0.61

0.95

2.57

1.00

1.00

1.00

1.00

1.00

0.83

0.34
.58

0.44

0.33

0.11

1.00

0.42

1.99

2.43

2.00

1.00

0.07

0.35

0.41
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1.00

2.43

11.27

14.56

Note. * =p < .05
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Appendix B: Facebook Advertisement (English Version)

An Invitation to Take Part in An Online Survey
Mingalarpar, Saya and Sayarmal

| am Ei Mon Thinn Kyu, a Master of Public Health student at Auckland University of
Technology (AUT), New Zealand. | am from the 2005 batch of the University of
Medicine, Mandalay, graduated in 2012. | have vast experience of working in the non-
governmental sector for more than six years. May | kindly invite you to participate in

my current Master of Public Health research.

First of all, let me explain a little bit about my research. When the universal health
coverage is implemented in Myanmar, health services from the private providers will
be purchased by either the government or the non-governmental organisations.
Different types of payment methods are being used in health services purchasing. My
research will investigate Myanmar general practitioners’ preferences for healthcare
provider payment mechanisms. This research aims to find the association between
demographic and health service characteristics of general practitioners and their

preferences for payment mechanisms.

This research is conducted through an online survey which takes 10-15 minutes of your
time. Your confidential information including your name, medical license (SAMA)
number, physical, and email addresses will not be asked in the survey. This research
also includes 20 lucky draws of the phone bill, each of which worth 5,000 Myanmar

kyats, as a token of appreciation.
Hence, may | invite you to participate in this survey if you are
1. graduated from one of the medical universities in Myanmar.

2. have experience working as a general practitioner in Myanmar for at least six

months.

However, if you are currently working as a permanent staff of the universal health

coverage projects in either department of the Ministry of Health and Sports or the
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international or local non-governmental organisations, | am sorry to inform you that

you will not be able to take part in this survey due to the potential conflict of interest.

If you would like to take part in the research, please click the following link and it will
take you to the online survey page. By completing the survey, you agree to participate
in this research. Any kind of discomfort or risk is not anticipated in this research.
However, if you feel uncomfortable answering any of those questions in the survey,
please simply quit the page. Removal of your data, after you have completed the

survey, may not be possible since we cannot identify you based on your answers.

More information about this research will also be available on the first page of the
online survey. If you are happy with the information provided, you are more than

welcome to take part in our online survey.

Thank you so much for your time and effort.
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Appendix C: Facebook Advertisement (Burmese Version)
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Technology (AUT) ¢> Master of Public Health 03 2>€uegolonuds mygem sgecaieanieoypés 2005
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Appendix D: Qualtrics Online Survey

Preferences for healthcare provider payment mechanisms in Myanmar

Survey Flow
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Mingalapar!

I am Ei Mon Thinn Kyu, a Master of Public Health student at the Auckland University of Technology, New
Zealand. | would like to invite you to participate in research that examines the preferences of general

practitioners for payment mechanisms in service purchasing of universal health coverage.

Myanmar is trying to achieve universal health coverage by 2030. When the universal health coverage is
implemented in Myanmar, the health services of private providers including general practitioners will be
purchased by either the Government or the third parties. The purchaser will provide some forms of the
payment mechanism to the general practitioners. Each form will provide a different set of incentives
depending on the context. This research will find out the general practitioners' preferences for payment
mechanisms and their associations with background demographic and health service characteristics. The
purpose of this research is to identify the most preferred payment mechanism by the general
practitioners in Myanmar and contribute to the decision making of payment method in service

purchasing.

You will be asked about your background demographic and health services characteristics of your clinic
in this research. Then, your opinions on each payment mechanism, preferences for them, and reasons
for your first and last preferences will be asked. This research is neither associated with any non-
governmental organisations nor the Ministry of Health and Sports, Myanmar. Although the researcher is
an awardee of the New Zealand Scholarship Programme funded by the New Zealand Ministry of Foreign

Affairs and Trade (MFAT), the MFAT will not intervene in any part of this research.

Your participation in this research is voluntary (it is your choice) and whether or not you choose to
participate will neither advantage nor disadvantage you. You can withdraw from the study at any time
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during the process of answering the questions. By completing the survey, you agree to participate in this
research. After you have completed the survey, the removal of your data may not be possible since we
cannot identify you based on your answers.

Any concerns regarding the nature of this project should be notified in the first instance to the Project
Supervisor, Dr. Ailsa Holloway, Faculty of Health and Environmental Sciences, Auckland University of
Technology (AUT), New Zealand, ailsa.holloway@aut.ac.nz, (+649) 921 9999 Ext 6796.

Concerns regarding the conduct of the research should be notified to the Executive Secretary of AUTEC,
ethics@aut.ac.nz, (+649) 921 9999 Ext 6038.

If you would like to know further information about this research, please feel free to contact the
researcher Ei Mon Thinn Kyu, Master of Public Health Student, Auckland University of Technology, New

Zealand, xxv2583@autuni.ac.nz, (+64) 22 547 2266, and the forementioned supervisor of this research.
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Are you a medical doctor holding an M.B., B.S. degree from one of the Myanmar medical universities?

Yes

No
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mailto:xxv2583@autuni.ac.nz
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Do you have at least six-month experience of working as a General Practitioner either in your own clinic

or others'?

Yes

No

N § C N cC C C C C cC ocC ’]
32(3;32@88@0)9[9[(]9’) 32 O’)@EO?Q)@%B? o 3’3(\?0&?0(7?(36?0 200008?

C\Bﬁ(ﬁ)ée‘?cﬂooogu (1)

609368‘?(3]" (2)

c
2

Are you currently working as a permanent staff in the NGOs (Non-governmental Organisations) or the

Departments of the Ministry of Health and Sports, Myanmar?

Yes

No
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Display This Question:

IfQ2.3= cpJolgcre?sﬁoowr//

If Q2.3 = Yes

O Slo&dlonusi (1)
O 60lo&dli (2)

Does your job in the NGOs or the Government sector involve the projects directly related to Universal

Health Coverage (UHC)?

O Yes
O No

Display This Question:

IfQ2.1= 019050709(/0(//
And Q2.2 = js7°o7ooa5//
And Q2.3 = aq)dqooéefo I

OrlIf

Q2.1= 019050709(,15//

And Q2.2 = js7°o7ooa5//

And Q2.3 = C})(fr)lgge?so7ooot§/

And Q2.4 = wolodol

If Q2.1 = Yes, And Q2.2 = Yes, And Q2.3 = No OR

Q2.1 =Yes, And Q2.2 =Yes, And Q2.3 = Yes, And Q2.4 = No,
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As you are eligible to participate in this study, you can now continue the survey.

Skip To: End of Block If Q2.5 Is Displayed



Display This Question:

IfQ2.1= 01905070905//
o
And Q2.2 = @ﬁ()?//
And Q2.3 = @aljorolgc%?soﬁ
Q2.1= @()190507//
And Q2.2 = jc]o(ﬂoowr//
And Q2.3 = @aljorolgc%?soﬁ
Q2.1= @()190507//
o
And Q2.2 = eﬁ07//

And Q2.3 = acpchooc%?so%

Q2.1= 60190507//
And Q2.2 = Js?o7oowr//
cC O

And Q2.3 = cpor)loc%?so’/oowr//

And Q2.4 = wolodol

Q2.1= 019050709(,09/
o
And Q2.2 = eﬁ07//
And Q2.3 = cvSo5Eesvlooasn

And Q2.4 = @070507//

Q2.1= 019050709(,09/

And Q2.2 = 15‘730709(,1)(//

And Q2.3 = al)(fn[gfafﬂooaﬁ/

And Q2.4 = lololondSi

Q2.1= 60190507//
o
And Q2.2 = 616707//
cC oC

And Q2.3 = q)onloce;(ﬂoowr//

And Q2.4 = oolocul
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Q2.1= @@0502/

And Q2.2 = Js?o?oowr//

And Q2.3 = al)urolgcge?sﬂoow(//
And Q2.4 = vlodoloouSi

OrIf

Q2.1= 01905070%15//
o
And Q2.2 = @ﬁ(ﬂ//
And Q2.3 = al)urolgcge?sﬂoow(//
And Q2.4 = loéolor i

OrIf

Q2.1= @0190507//

- o
And Q2.2 = @Js]o7//

And Q2.3 = q;&qé’c‘e;o?ooo&/

And Q2.4 = olololoodSi

If Q2.1 = Yes, And Q2.2 = No, And Q2.3 = No, OR

Q2.1 =No, And Q2.2 =Yes, And Q2.3 = No, OR

Q2.1 =No, And Q2.2 = No, And Q2.3 = No, OR

Q2.1 =No, And Q2.2 = Yes, And Q2.3 = Yes, And Q2.4 = No, OR

Q2.1 =Yes, And Q2.2 = No, And Q2.3 = Yes, And Q2.4 = No, OR

Q2.1 =Yes, And Q2.2 =Yes, And Q2.3 = Yes, And Q2.4 = Yes, OR

Q2.1 =No, And Q2.2 = No, And Q2.3 = Yes, And Q2.4 = No, OR

Q2.1=No, And Q2.2 = Yes, And Q2.3 = Yes, And Q2.4 = Yes, OR

Q2.1 =Yes, And Q2.2 = No, And Q2.3 = Yes, And Q2.4 = Yes, OR

Q2.1 =No, And Q2.2 = No, And Q2.3 = Yes, And Q2.4 = Yes,
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We are sorry. You cannot participate in this survey since there might be a potential conflict of interest in

this research. Thank you so much for your interest.

Skip To: End of Survey If Q2.6 Is Displayed
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How long have you been working as a General Practitioner? (Please write “0” for the answer that does

not apply to yours)

Years

Months
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(J)L;]OOOSII (1)

eéjd]u (2)

Do you have any experience of working or studying in a foreign country?

Yes

No

C

v m:ﬂc[gé?ug (1) ... e,%[géeoorge(méo%‘?cﬁe@ (15)
In which state/region is your clinic operating?

1.1. Kachin
1.2. Kayah

1.3. Kayin

1.4. Chin

1.5. Mon

1.6. Rakhine
1.7. Shan

1.8. Yangon
1.9. Mandalay
1.10. Magway
1.11.Sagaing
1.12.Bago
1.13. Ayeyarwady
1.14. Tanintharyi
1.15. Naypyidaw
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In which level of state/region is your clinic operating?

State level/ Regional level
District level/ Township level

Village tract level/ Village level
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Population Services International/Myanmar (PSI/Myanmar) ‘\? 9(,)] 0530050022000 S
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Does your clinic have any affiliated network? (Choose all that apply)

No.
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Yes, with Myanmar Medical Association (MMA).
Yes, with Population Services International/Myanmar (PSI/Myanmar).

Yes, with other. Please specify

Skip To: Q3.7 If Q3.5 = @Js‘,’o?//

Skip To: Q3.7 If Q3.5 = No
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If your clinic is affiliated with a network, what is the current payment method by the network? (Choose

all that apply)
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Salary (Monthly payment regardless of the number of enrolled people or the visit the patients
made)

Performance-based incentive (You are provided a fixed amount of money for specific health
services. For example, 5000 Myanmar Kyats for one sputum positive case of Tuberculosis)

Fee-for-service (You are provided a fixed amount of money for each consultation you made. For
example, 5000 Myanmar Kyats for one patient visit)

Two or more mixed payment methods, please specify

Others, please specify
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What kind of health services are provided in your clinic? (Choose all that apply)



General medical care

Specialist care

Minor operation procedures

Major operation procedures

Health promotion and education

Laboratory investigation

Imaging services such as Chest X-Ray and Ultrasound

Others, please specify
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What is your average clinic opening hours per day?
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How long is the average waiting time for a patient at your clinic? (Please write “0” for the answer that

does not apply to yours)

Hours
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Minutes
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Q3.10 O’)CSG:?OCDOSG‘?’ CD(E.‘:&%(T% cdésgjms@ C\I?:?’DU)(.DC«J&(SGLD’J(YS C\T)L;]ODC\\)-"

What is your average number of patients per day?
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What is your average consultation fee per client?
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How much is your average family income per month including yours (in Myanmar Kyats)?

Less than 1,000,000 MMK

1,000,000 MMK to 2,000,000 MMK
2,000,001 MMK to 3,000,000 MMK
3,000,001 MMK to 4,000,000 MMK

More than 4,000,000 MMK
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In the following questions, you will be asked about your acceptability, preferences, and reasons for your
preferences for the provider payment mechanisms. To help you understand the questions more clearly,
please assume that you are a general practitioner in a village where 5,000 people are living. Among
them, 1,000 people are enrolled in your clinic to receive health services. The government or a third-
party will pay you by one of the following payment mechanisms to cover the cost of health services for
those 1,000 enrolled people. Apart from one of these payment methods, you will not receive any

additional fees from the patients or the government or the third-party.
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Capitation - You will receive an advanced, fixed amount of money for every people enrolled in your
clinic. This payment does not depend on the number of visits. It means that regardless of the number of
visits a patient pays, you will receive that fixed amount as long as it is the same person. However, if 500
people among the 1,000 enrolled people visit, you will receive the payment for the 1,000 people since
the payment is calculated based on the number of enrolled people. If the number of enrolled people

increases, the advance money you received will also increase.

To what extent can you accept this payment method?

Very acceptable

Acceptable

Neutral, neither acceptable nor unacceptable.
Unacceptable

Very unacceptable
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Fee-for-service - You will receive a fixed amount of money for every consultation you made including
follow-up visits. This payment depends on the number of visits but does not depend on the people. It
means that if the same person visits you twice, you will be paid for two visits. This payment method is
the same as the one that most general practitioners in Myanmar are currently practicing. The only
difference is the amount of money cannot be determined by you. It will be determined by the

organisation that purchase your health services.

To what extent can you accept this payment method?

Very acceptable

Acceptable

Neutral, neither acceptable nor unacceptable.
Unacceptable

Very unacceptable
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Salary - You will receive a fixed amount of money each month, which depends on neither the number of
enrolled people nor patients’ visits. It only depends on the advance agreement made by you and the

organisation that purchase your health services.

To what extent can you accept this payment method?

Very acceptable

Acceptable

Neutral, neither acceptable nor unacceptable.
Unacceptable

Very unacceptable
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Performance-based payment- You will receive a fixed amount of money for specific health services. For
example, 5,000 Myanmar Kyats for one sputum positive Tuberculosis case, 1,000 Myanmar Kyats for
one Malaria test and 2,000 Myanmar Kyats for one HIV test. In this payment, you will also receive an

extra amount of money, depending on your quality of performance, from the patients or the

organisation that purchase your health services.

To what extent can you accept this payment method?

Very acceptable

Acceptable
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Neutral, neither acceptable nor unacceptable.
Unacceptable

Very unacceptable
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Based on the information provided above, please rank the payment methods in order of your

preference. (Choose “1” for your most preferred method and “4” for the least preferred.)

Capitation (payment depending on the number of enrolled people)
Fees-for-service (payment depending on the number of patient visits)
Salary

Performance-based payment

Display This Question:

g g C C 24 C C N
If Q4.2 [ Capitation ( DDQCLDCID266) 3286]3200009807%’09&)0? Gge(),e%?) ]=1
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Why do you choose capitation as your first preferred payment? (Choose all that apply)

This payment method can secure my income.

The number of patient visits at my clinic will be increased due to this payment method.
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Health services quality of my clinic will be improved by this payment method.

I will not have any financial risk because of this payment method.

This payment method will reduce the patients’ waiting time in my clinic.

The continuity of patient care will be improved by this payment method.

This payment method can give more personal freedom in my clinic management.

| can perform more health promotion and education measures in my clinic due to this payment

method.

Other reasons, please specify

Display This Question:

If Q4.2 [ Fees-for-service ( C}lafocm@m&g @@Jéyeqsaooom(eorszegéoﬁ eocc;o:ec%y) ] =1
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Why do you choose fee-for-service as your first preferred payment? (Choose all that apply)

This payment method can secure my income.

The number of patient visits at my clinic will be increased due to this payment method.
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Health services quality of my clinic will be improved by this payment method.

I will not have any financial risk because of this payment method.

This payment method will reduce the patients’ waiting time in my clinic.

The continuity of patient care will be improved by this payment method.

This payment method can give more personal freedom in my clinic management.

I can perform more health promotion and education measures in my clinic due to this payment

method.

Other reasons, please specify

Display This Question:

IfQ4.2[ cooo] =1
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Why do you choose salary as your first preferred payment? (Choose all that apply)

This payment method can secure my income.

The number of patient visits at my clinic will be increased due to this payment method.
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Health services quality of my clinic will be improved by this payment method.

I will not have any financial risk because of this payment method.

This payment method will reduce the patients’ waiting time in my clinic.

The continuity of patient care will be improved by this payment method.

This payment method can give more personal freedom in my clinic management.

| can perform more health promotion and education measures in my clinic due to this payment

method.

Other reasons, please specify

Display This Question:

If Q4.2 [ Performance-based payment( (p()(s&ooc%/ooré‘orszegéoﬁ Gge():ec?/ﬁ;) ] =1
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Why do you choose Performance-based paymentas your first preferred payment? (Choose all that

apply)

This payment method can secure my income.

The number of patient visits at my clinic will be increased due to this payment method.
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Health services quality of my clinic will be improved by this payment method.

I will not have any financial risk because of this payment method.

This payment method will reduce the patients’ waiting time in my clinic.

The continuity of patient care will be improved by this payment method.

This payment method can give more personal freedom in my clinic management.

| can perform more health promotion and education measures in my clinic due to this payment

method.

Other reasons, please specify

Display This Question:
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Why do you choose capitation as your least preferred payment? (Choose all that apply)

This payment method can disrupt my income.

The number of patient visits at my clinic will be declined due to this payment method.
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Health services quality of my clinic will be deteriorated by this payment method.
I might have some financial risks because of this payment method.

This payment method will prolong the waiting time of patients in my clinic.

The continuity of patient care will be worsened by this payment method.

This payment method can give less personal freedom in my clinic management.

It is difficult to perform health promotion and education measures in my clinic due to this

payment method.

Other reasons, please specify

Display This Question:

If Q4.2 [ Fees-for-service ( C}lafocm@m&g @@Jéyeqsaooom(eorszegéoﬁ eocc;o:ec%y) ] =4
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Why do you choose fee-for-service as your least preferred payment? (Choose all that apply)

This payment method can disrupt my income.

The number of patient visits at my clinic will be declined due to this payment method.
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Health services quality of my clinic will be deteriorated by this payment method.
I might have some financial risks because of this payment method.

This payment method will prolong the waiting time of patients in my clinic.

The continuity of patient care will be worsened by this payment method.

This payment method can give less personal freedom in my clinic management.

It is difficult to perform health promotion and education measures in my clinic due to this

payment method.

Other reasons, please specify

Display This Question:

IfQ4.2[ com ] =4
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Why do you choose salary as your least preferred payment? (Choose all that apply)

This payment method can disrupt my income.

The number of patient visits at my clinic will be declined due to this payment method.
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Health services quality of my clinic will be deteriorated by this payment method.
I might have some financial risks because of this payment method.

This payment method will prolong the waiting time of patients in my clinic.

The continuity of patient care will be worsened by this payment method.

This payment method can give less personal freedom in my clinic management.

It is difficult to perform health promotion and education measures in my clinic due to this

payment method.

Other reasons, please specify

Display This Question:

If Q4.2 [ Performance-based payment( (p()(s&ooc%/ooré‘orszegéoﬁ Gge():ec?/ﬁ;) ] =4
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Why do you choose Performance-based paymentas your least preferred payment? (Choose all that

apply)
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This payment method can disrupt my income.

The number of patient visits at my clinic will be declined due to this payment method.

Health services quality of my clinic will be deteriorated by this payment method.

I might have some financial risks because of this payment method.

This payment method will prolong the waiting time of patients in my clinic.

The continuity of patient care will be worsened by this payment method.

This payment method can give less personal freedom in my clinic management.

It is difficult to perform health promotion and education measures in my clinic due to this
payment method.

Other reasons, please specify

Q5.1 @é@:s’aoacrg

Age at your last birthday
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33@93 (3)
eewg[gc{?d]u (4)
How do you identify yourself in terms of gender?
Male
Female

Others

Do not want to disclose

C o C C
Q5.3 39@09?2 o@os@q@:{aeﬂcg

M.B., B.S (1)
N coe Q (2)
Ug(\3§ 30(\?8’)
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Ph.D. 2300005 or]qo:ﬁ (Doctorate) (4)
Lo L IL Oe°

m@ozn GO’ZU:(%S@[ﬁ G@S@Gogorkﬁ (5)
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What is your highest level of education?

M.B., B.S

Postgraduate Diploma

Master degree

Ph.D. or Doctorate

Others, please specify
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https://aut.aul.qualtrics.com/jfe/form/SV_5z0E6kad4s55ZCJ

As a token of gratitude, this research includes 20 lucky draws of phone bill, each of which worth 5,000
Myanmar Kyats. If you would like to take part in the lucky draw, please click the following link. The

winners of the lucky draws will receive the phone bill within one month after completing the research.

https://aut.aul.qualtrics.com/jfe/form/SV_5z0E6kad4s55ZCJ



https://aut.au1.qualtrics.com/jfe/form/SV_5zOE6kad4s5SZCJ
https://aut.au1.qualtrics.com/jfe/form/SV_5zOE6kad4s5SZCJ
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Appendix E: Lucky Draw Survey

Survey Flow

o e q
Block: emusﬁzdeu@;s@csaaosfaoé (3 Questions)

C C ° C C [2] C C
63’3’)(7)%9’) G(SD@GOS(;'II O?GU)OD:? 39’)8(\?86%’)C81(7)3’3[33 U)@CDG?OgCZQJQD

As a token of gratitude, this research includes 20 lucky draws of phone bill, each of which worth 5,000
Myanmar Kyats. If you would like to take part in the lucky draw, please click the following link. The

winners of the lucky draws will receive the phone bill within one month after completing the research.
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Q2 cﬁ&?cﬂoo

Phone Number
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Q3 (3%3005 33(%[‘;330)’)3 (MPT (OSLO) Telenor (:)%) Ooredoo (:)8@) MyTel ®:Dé[§(§)

Name of Telecommunication Company
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Appendix F: Researcher’s Codebook

Table 19: Codebook for Data Analysis

SPSS Name Variable (in Unit) Coding Instructions Measurem
ent Scale
ID ID Scale
Age Completed age (in Years) Scale
Agegp3 Age group 1=<=33,2=34-54,3 =55+ Ordinal
1=Male, 2=F I = Oth 4=D
Gender Gender identity of the participants a e,. emale, 3 = Others, © not Nominal
want to disclose
Recode_Gender Gerllder identity of the participants (In compressed 2 = Male, 2 = Female, 3 = Unspecified Nominal
variables)

. . . 1=M.B,, B.S, 2 = Postgrad Diploma, 3 = .
Education Highest level of education completed Master or PhD/Doctorate Ordinal
Recode_Education nghest level of education completed (In compressed 2 =M.B., B.S, 2 = Postgrad Diploma, 3 = Ordinal

variables) Master, 4 = PhD/Doctorate

GP_Experience_Years Experiences of working as a General Practitioner (in Years) Scale

Foreign_Experinence Working or Studying experiences in foreign countries 0=No, 1=Yes Nominal
1 = Kachin, 2 = Kayah, 3 = Kayin, 4 = Chin, 5 =
Mon, 6 = Rakhine, 7 = Shan, 8 = Yangon, 9 =

StateRegion State or Region where the clinic is located Mandalay, 10 = Magway, 11 = Sagaing, 12 = Nominal
Bago, 13 = Ayeyarwady, 14 = Tanintharyi, 15
= Naypyidaw

UrbanRural Area of state or region where the clinic is located 1 = Urban, 2 = Peri urban, 3 = Rural Nominal
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Membership Membership of GPs with local or international network 0=No, 1=Yes Nominal
MMA Members of Myanmar Medical Association (MMA) 0=No, 1=VYes Nominal
pS| :\s;r)nbers of Population Services International/Myanmar 0=No, 1=VYes Nominal
OtherNetworks Members of other networks 0=No, 1=VYes Nominal
No_of Network Number of networks that GPs are membered Ordinal

Salary_Network Salary as a payment method of the network 0=No,1=VYes Nominal
P4P_Network :zxgrr‘r:(ance-based-payment as a payment method of the 0=No, 1=VYes Nominal
FFS_Network Fee-for-service as a payment method of the network 0=No,1=VYes Nominal
TwoOrMore_Network Two or more payment methods in the network 0=No,1=VYes Nominal
Other_Network Other payment methods in the network 0=No,1=VYes Nominal
GeneralMedicalCare General medical care provided at the clinic 0=No, 1=VYes Nominal
SpecialistCare Specialist medical care provided at the clinic 0=No,1=VYes Nominal
MinorOp Minor operation provided at the clinic 0=No,1=VYes Nominal
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MajorOp Major operation provided at the clinic 0=No, 1=VYes Nominal
HE Health education and promotion provided at the clinic 0=No, 1=VYes Nominal
Lab Laboratory investigation provided at the clinic 0=No, 1=VYes Nominal
Imaging Imaging services provided at the clinic 0=No, 1=VYes Nominal
OtherHS Other health services provided at the clinic 0=No, 1=VYes Nominal
OpeningHours Average clinic opening hours per day (in Hours) Scale
WaitingTime_Minutes Average waiting time per patient (in Minutes) Scale
PaitentLoad Average number of patients per day Scale
ConsultationFees Average consultation fees per patient (in Myanmar Kyats) Scale
1 =<1,000,000MMK, 2 = 1,000,000MMK to
Income Average family income per month (in Myanmar Kyats) 2,000,000MMEK, 3 =2,000,001MMK to Ordinal
& Y P y y 3,000,000MMK, 4 = 3,000,001MMK to
4,000,000MMK, 5 =>4,000,000MMK
o - - . 1 = Very unacceptable, 2 = Unacceptable, 3 = .
Capitation_Acceptability Acceptability of capitation payment method Neutral, 4 = Acceptable, 5 = Very acceptable Ordinal
- - 1 = Very unacceptable, 2 = Unacceptable, 3 = .
FFS_Acceptability Acceptability of FFS payment method Neutral, 4 = Acceptable, 5 = Very acceptable Ordinal
- - 1 = Very unacceptable, 2 = Unacceptable, 3 = .
Salary_Acceptability Acceptability of salary payment method Neutral, 4 = Acceptable, 5 = Very acceptable Ordinal
1 = 2 = =
P4P_Acceptability Acceptability of P4P method very unacceptable, 2 = Unacceptable, 3 Ordinal

Neutral, 4 = Acceptable, 5 = Very acceptable




1 = Most preferred, 2 = Preferred, 3 = Not
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Capitation_Preference Preferences of capitation payment method Nominal
pitation_ pitation pay preferred, 4 = Least preferred !
2=M f 2 = Pref =N
FFS_Preference Preferences of FFS payment method ost preferred, referred, 3 = Not Nominal
preferred, 4 = Least preferred
3 = Most preferred, 2 = Preferred, 3 = Not .
Salary_Preference Preferences of salary payment method P Nominal
preferred, 4 = Least preferred
4=M f 2 = Pref =N
P4P_Preference Preferences of P4P method ost preferred, referred, 3 = Not Nominal
preferred, 4 = Least preferred
. I it f h i itati the first .
Capitation1st_IncomeSecure ncome security reason for choosing capitation as the firs 0=No, 1=VYes Nominal
preference
| - . for choosi o
Capitationlst_IncreasedVisit ncrgased patients visit reason for choosing capitation as 0=No, 1=VYes Nominal
the first preference
— . I d health lit for choosi itati .
Capitationlst_ImprovedQuality mprovm::' eairhcare quality reason for choosing capitation ) o No, 1 =Yes Nominal
as the first preference
— . N No fi ial risk for choosi itati the first .
Capitation1st_NoFinancialRisk © Tinanclal risk reason Tor cnoosing capitation as the Hirs 0=No, 1=Yes Nominal
preference
R . o for choosi
Capitationlst_ReduceWaitingTime ed_uce'd patient V\./amng time reason for choosing 0=No, 1=VYes Nominal
capitation as the first preference
— T d continuity of for choosi itati .
Capitation1st_ImprovedContinuity mprovm::' continuity of care reason for choosing capitation 0=No, 1=Yes Nominal
as the first preference
Capitationlst_MoreFreedom Mon"e fl"eedom in ?I|n|c management reason for choosing 0=No, 1=VYes Nominal
capitation as the first preference
Capitationlst_MoreHE Mo.re h_ealth educgtlon and promotion reason for choosing 0=No, 1=VYes Nominal
capitation as the first preference
Capitation1st_Others Other reasons for choosing capitation as the first preference | 0 = No, 1 = Yes Nominal




Income security reason for choosing FFS as the first
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FFS1st_IncomeSecure 0=No, 1=Yes Nominal
preference

FFS1st_IncreasedVisit Increased patients visit reason for choosing FFS as the first 0=No, 1=VYes Nominal
preference

. I d health lit for choosing FFS as th .

FFS1st_ImprovedQuality mprove ealthcare quality reason for choosing asthe 1 g= No, 1 =Yes Nominal
first preference

FFS1st_NoFinancialRisk No financial risk reason for choosing FFS as the first 0=No, 1=VYes Nominal
preference

FFS1st_ReduceWaitingTime Rgduced patient waiting time reason for choosing FFS as the 0=No, 1=VYes Nominal
first preference

- I d continuity of for choosing FFS as th .

FFS1st_ImprovedContinuity mprove continuity of care reason for choosing asthe 0=No, 1=Yes Nominal
first preference

FFS1st_MoreFreedom More freed.om in clinic management reason for choosing 0=No, 1=VYes Nominal
FFS as the first preference

FES1st MoreHE More health education and promotion reason for choosing 0=No, 1=VYes Nominal

- FFS as the first preference

FFS1st_Others Other reasons for choosing FFS as the first preference 0=No,1=VYes Nominal

Salarylst_IncomeSecure Income security reason for choosing salary as the first 0=No, 1=VYes Nominal
preference

Salarylst_IncreasedVisit Ipcreased patients visit reason for choosing salary as the 0=No, 1=VYes Nominal
first preference
I d health lit for choosi I

Salarylst_ImprovedQuality mprpve ealthcare qualily reason for chaosing salary as 0=No, 1=Yes Nominal
the first preference
No fi ial risk for choosi I the first

Salarylst_NoFinancialRisk © Tinanclal risk reason Tor cnoosing salary as the irs 0=No, 1=VYes Nominal

preference




Reduced patient waiting time reason for choosing salary as
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Salarylst_ReduceWaitingTime . 0=No, 1=Yes Nominal
the first preference
I inuity of for choosi I

Salarylst_ImprovedContinuity mprpved continuity of care reason for choosing salary as 0=No, 1=Yes Nominal
the first preference

salarylst_MoreFreedom More freedom in clinic management reason for choosing 0=No, 1=VYes Nominal
salary as the first preference

Salarylst_MoreHE More health e.ducatlon and promotion reason for choosing 0=No, 1=VYes Nominal
salary as the first preference

Salarylst_Others Other reasons for choosing salary as the first preference 0=No, 1=VYes Nominal

P4P1st_IncomeSecure Income security reason for choosing P4P as the first 0=No, 1=VYes Nominal
preference

P4P1st_IncreasedVisit Increased patients visit reason for choosing P4P as the first 0=No, 1=VYes Nominal
preference
I health li for choosing P4P as th

PAP1st_ImprovedQuality mproved ealthcare quality reason for choosing as the 0=No, 1= Yes Nominal
first preference

P4P1st_NoFinancialRisk No financial risk reason for choosing P4P as the first 0=No, 1=VYes Nominal
preference

- . Reduced patient waiting ti f h ing P4P .

P4P1st_ReduceWaitingTime N u.ce patient waiting time reason for choosing as 0=No, 1=Yes Nominal
the first preference

P4P1st_ImprovedContinuity Improved continuity of care reason for choosing P4P as the 0=No, 1=VYes Nominal
first preference

P4P1st_MoreFreedom More freeds)m in clinic management reason for choosing 0=No, 1=VYes Nominal
P4P as the first preference

P4P1st_MoreHE More health education and promotion reason for choosing 0=No, 1= Yes Nominal

P4P as the first preference
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P4P1st_Others Other reasons for choosing P4Pas the first preference 0=No,1=VYes Nominal
I i i for choosi itati the last
Capitationdth_IncomeDisrupt ncome insecurity reason for choosing capitation as the las 0=No, 1= Yes Nominal
preference
Capitationdth_ReducedVisit Decreased patient visit reason for choosing capitation as the 0=No, 1=VYes Nominal
last preference
— ) Declined health lit for choosi itati .
Capitationdth_DecreasedQuality eciined healtncare quafity reason for cnoosing capitation 0=No,1=VYes Nominal
as the last preference
Capitation4th_FinancialRisk Financial risk reason for choosing capitation as the last 0=No, 1=VYes Nominal
preference
— N d patient waiting ti for choosi .
Capitation4th_ProlongWaitingTime ncr.eas.e patient warting time reason for choosing 0=No, 1=Yes Nominal
capitation as the last preference
— ... | Deteriorated continuity of for choosi .
Capitationd4th_ReducedContinuity € .erlo.ra ed continuity of care reason for choosing 0=No, 1=Yes Nominal
capitation as the last preference
Less f in clini for choosi
Capitationdth_LessFreedom ess. rgedom In clinic management reason for choosing 0=No,1=VYes Nominal
capitation as the last preference
Capitationdth_NoHE Less., he.alth education and promotion reason for choosing 0=No, 1=VYes Nominal
capitation as the last preference
Capitation4th_Others Other reasons for choosing capitation as the last preference | 0= No, 1 =Yes Nominal
FFS4th_IncomeDisrupt Income insecurity reason for choosing FFS as the last 0=No, 1=VYes Nominal
preference
FFS4th_ReducedVisit Decreased patient visit reason for choosing FFS as the last 0=No, 1= Yes Nominal
preference
Declined health lit for choosing FFS as th
FFS4th_DecreasedQuality eclined healthcare quality reason for choosing asthe 0=No, 1=VYes Nominal

last preference
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FFS4th_FinancialRisk Financial risk reason for choosing FFS as the last preference | 0 =No, 1 =Yes Nominal
| ti iting ti f hoosing FF
FFS4th._ProlongWaitingTime ncreased patient waiting time reason for choosing FFS as 0=No, 1= Yes Nominal
the last preference
- Deteriorated continuity of for choosing FFS .
FFS4th_ReducedContinuity cteriorated continuity of care reason for choosing as 0=No,1=VYes Nominal
the last preference
FFS4th_LessFreedom Less freedom in clinic management reason for choosing FFS 0=No, 1=VYes Nominal
as the last preference
FFS4th_NoHE Less health education and promotion reason for choosing 0=No, 1=VYes Nominal
FFS as the last preference
FFS4th_Others Other reasons for choosing FFS as the last preference 0=No,1=VYes Nominal
. Income insecurity reason for choosing salary as the last .
Salary4th_IncomeDisrupt 0=No, 1=VYes Nominal
preference
D i isi for choosi I he |
Salarydth_ReducedVisit ecreased patient visit reason for choosing salary as the last 0=No, 1= Yes Nominal
preference
. Declined health lit for choosi I .
Salary4th_DecreasedQuality eclined healthcare quality reason for cnoosing salary as 0=No,1=VYes Nominal
the last preference
. . Fi ial risk for choosi I the last .
Salary4th_FinancialRisk 'nanclat risk reason for choosing salary as the fas 0=No,1=VYes Nominal
preference
N Increased patient waiting time reason for choosing salary as .
Salary4th_ProlongWaitingTime 0=No,1=VYes Nominal
the last preference
Deteriorated tinuity of f h i I
Salary4th_ReducedContinuity eteriorated continuity of care reason for choosing salary 0=No, 1=VYes Nominal
as the last preference
Salarydth_LessFreedom Less freedom in clinic management reason for choosing 0=No, 1=VYes Nominal

salary as the last preference




Less health education and promotion reason for choosing
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Salary4th_NoHE 0=No,1=VYes Nominal
salary as the last preference

Salary4th_Others Other reasons for choosing salary as the last preference 0=No, 1=VYes Nominal

P4P4th_IncomeDisrupt Income insecurity reason for choosing P4P as the last 0=No, 1=VYes Nominal
preference

P4P4th_ReducedVisit Decreased patient visit reason for choosing P4P as the last 0=No, 1=VYes Nominal
preference
Declined health li for choosing P4Pas th

P4P4th_DecreasedQuality eclined healthcare quality reason for choosing as the 0=No, 1= Yes Nominal
last preference

PA4P4th_FinancialRisk Financial risk reason for choosing P4P as the last preference | 0 = No, 1 =Yes Nominal

- . | d patient iting ti f h ing P4P .

P4P4th_ProlongWaitingTime ncreased patient waiting time reason for choosing as 0=No, 1=Yes Nominal
the last preference
D i inui f f h ing P4P

P4P4th_ReducedContinuity eteriorated continuity of care reason for choosing as 0=No, 1= Yes Nominal
the last preference

P4P4th_LessFreedom Less freedom in clinic management reason for choosing 0=No, 1=VYes Nominal
P4Pas the last preference

P4P4th NoOHE Less health education and promotion reason for choosing 0=No, 1=VYes Nominal
P4P as the last preference

P4P4th_Others Other reasons for choosing P4P as the last preference 0=No,1=VYes Nominal
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