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Summary

Soon after it assumed power in March 2011 niminally civilian government led by President Th&iein has
openly declared that his government is reform-mihaied announced a number of reform agendas. Malséo
areas in which reform initiatives have been intatl though, are mainly concentrated in commeiaal
foreign investment sectors. While it has made maBonally heralded progress in securing ceasafireements
with many ethnic armed organizations, the goverrimgimultaneously has attempted to expand its
administrative reach into the once ethnic-conttbleeas by providing some health and educatioricgsrto
the local populations.

However, without any meaningful structural chandesthe governance, the government's approach is
seemingly premature as provision of primary healtbcservices has both political and public policy
implications. Despite having a bicameral parliat{enHluttaw), Burma/Myanmar is still a centralized country
with a defacto unitary form of government. The néthnationalities, on the other hand, are calliog f
constitutional reform to build a federal union afrfha/Myanmar, wherein political control, fiscal hotity and
administrative responsibilities are decentralizat the states/region governments will have motenamy in

all three areas. As such, development of a ndtibmalth policy and system should be accordinght® t
framework of a Federal Unich.

This paper outlines key policy considerations fategentralized, federal healthcare system with esighand
analysis based on governance, financing and admaitiv® dimensions. In doing so, three criticahlidnges
are presented and policy options to address themdecussed: (1) the challenge of a highly cemedli
management of health system and the opportunitfetentralize it so that concerns at the state/nelgicel are
addressed with efficiency; (2) the challenge ofdeguate budget and finance for healthcare and ¢be o
grant state/region governments budgetary autherttyeir ability to seek funding, propose revenugans and
decide on how and where the funds will be sperd; @) the challenge of lack of incentives from temntral
government to address local needs and concerngharapportunity to develop local community commetts
especially in terms of empowerment of state/regiod local authority in dealing with issues uniqaetheir
localities.

While a special emphasis is placed on ethnic naliti@s’ community priority, high importance is gin to the
complex nature of relationships between variouseetspof the health system administration, budget an
financing, and facility and personnel managemeiud it is emphasized that these interactions to@ddition

to the state of the individual aspects, are ultélyatonnected to the goal of providing quality,oaffable and
effective primary healthcare, particularly for t@untry’s poorest and most vulnerable population.

The paper asserts that it is insufficient for tlmeernment to claim that it wants to help improvelttecare in
the ethnic areas and impose upon them its curemttalized health system without taking into coasidion
the nature and characteristics of existing healttesns developed by ethnic organizations in thespective
areas. In fact, the overall decentralization daltiesystem — decision-making authority, developiegources
and public financing of health, and management eslth programs and facilities — is required in orte
address both the issue of accountability and tleel fier efficiency, and broader political reformaisecessity
that must precede the efforts to decentralize gadtlh system.

Simply put, decentralization transfers decision-imgkpower and resources closer to the local pojmat It
also encourages and creates mechanisms for mdzencjparticipation in local government, a fundaraént
building block of democratic societiés. Decentralization of health sector, thereforegigected to not only
improve performance of healthcare overall but @isanote a stronger and better democracy for everyothe
country.

1 “Building Trust and Peace by Working through Ethnic Health Networks towards a Federal Union,” Statement by the
Health Convergence Core Group, March 11th, 2013

2 See “Going Local: Decentralization, Democratization and the Promise of Good Governance,” Princeton University
Press, 2007
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Background

Until 2011, Burma/Myanmar was ruled by successivi#gary regimes. All key decisions over the coyrdr
affairs were made by a group of military generaithwo accountability at all to the needs of thegle. Key
socioeconomic sectors including health and educatere given a very low priority. Schools anditas, as
a result, were centrally controlled but minimallynfled. Sanctioned by the United States and Euibpgas a
pariah state with little or no direct contact witie outside world.

Today, the political atmosphere in the country @msiderably different. To the international comiityin
surprise, the new quasi-civilian government hastiadome significant steps to open up the couritfinistries
that were given little or no attention in the pasé now getting a more serious attention both fitben
government and the international community. Refsmow a familiar word often used by top governimen
officials to signal to the international communityat they are indeed breaking from the past mylitarde,
though they are the same generals who were ont¢eopttre previous regime. Domestic travel regitrits
have been lifted, so ordinary people can now tréredly within the country. Hundreds of politiqalisoners
have been released, though they were, in some, casegically timed to coincide with visits byténnational
dignitaries. Most significantly, ceasefire deadwé been cut with more than a dozen ethnic armeuabgr New
special economic zones were announced to turn folaétlefields into commercial centers for mineral
extraction and border trade routes. At the monteetgovernment is trying to further seal the deith armed
ethnic groups for a nationwide ceasefire agreement.

For a country that had been under successive mjilitde for decades, the past two years have beemwhat
encouraging. With the help of international parshehe Ministry of Education began conducting atsn
comprehensive sectoral review — a precursory stepeform the country’s deteriorating education eyst
High-ranking officials from the Ministry of Healtmet twice with officials from the Karen Departmeuit
Health and Welfare, an administrative branch ofKheen National Union (KNU) and discussed posswag/s
in which they could collaborate, and perhaps tmesanverge someday.

To move forward with the peace process and themefmgendas, however, there are a number of chakietig
government has to overcome. The reform effortslih&e been made so far are primarily one-siddthiivies
from the part of the government. Ethnic natiomesdithat have been fighting for autonomy and aridaion
had no role in the formulation of reform initiatsze They were not a part of any discussion abweitshape,
scope, design and direction of government’s refagendas. It is in this context that both the goweent and
ethnic nationalities have to think carefully abdutw to move forward. The ongoing peace talks and
government’s one-sided reform agendas are not fhytexclusive. There must come a point where the t
processes are synchronous so that the reformdl amelasive, participatory and sustainable.

Scope and Purpose

The semi-structured interviews were conducted, emespondents — leaders of HCCG member organization
independent health professionals and public heakperts — were asked about their general reactions
converging community-based, decentralized ethnidtheare services in ethnic areas and the highiyrakzed
government health system, what they felt would hee feasibility of responding to the demand to impat
specific convergence options in their facilitiedjatywould be the policy implications, the beneéital barriers

of convergence, and who would be influential in atimy a federal, decentralized health system for
Burma/Myanmar.

Taken into consideration the responses receiveu ftee interviews, there are three sets of relatignghat

touched upon in this policy option paper. They &rst, the nature and characteristics of curtesdlth system,
non-governmental organizations’ activities and menghips developed within ethnic states and thedilthcare
systems; secondly, the levels of government anchéitiere of their involvement in public policy concimg the

healthcare systems (particularly, central and &&g®on relationship); the third area focuses ontdis

influencing state/region governments’ politicalglisitions to act (related to political leadershipl dealthcare
provision issues).

This paper is not written to serve as a completeypprescription; it is meant rather to frame pgldiscussion
over health system reform in Burma/Myanmar witheamphasis on key convergence issues facing ethaithhe
organizations based in Karen, Karenni, Shan and Mates. The hope also is that policy optionsudised
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herein will complement the ongoing political refotowards a federal union of Burma/Myanmar wherditha
ethnic nationalities can live in harmony and enpeyce as well as equality.

Characteristics of Current Health Systems

Ranked one of the lowest in performances by theldMdealth Organization health sector in Burma/Myanmar
remains a highly centralized one. The 2008 Cartgiit provides the central government an exclusive
legislative power over health policymakifig.The state/region governments have no jurisdictiout only
coordination role, over state/region health depari®m  Healthcare facilities including hospitalse ar
administered directly by and therefore accountébléne Ministry of Health in Naypyidaw.As a result, there

is a lack of incentive and a poor line of accouilitgb there is no mechanism existed to make hadpit
responsive to the local communities’ needs. Conitims are not part of decision-making about stteeging

or improving health facilities and services.

Despite significant increase in health budget ie th
recent year$,the country health system is still grossly
underfunded. The system is centrally funded aschfi
authority rests withHluttaw and the ministerial level

Burma/Myanmar at a Glance

Total Population (million) 52.79 officials. Overall, only 3.6% of the union budgist
_ _ transferred to the state/region buddets.As a result,
e SGEHE R B0l 1 (7220) e decisions on resource allocation and prioritizatiai

1950 health programs do not represent local interests or
realities. Given the sheer size and scope of the
problems within the country’s health infrastructuiteis
extremely difficult for anyone in the Ministry ofddlth

to have a clear hierarchy of priorities on wheraficial
resources should get directed towards first.

Gross national income per capita
(PPP international $)

Total expenditure on health per capita 28
(International $2011)
Total expenditure on health as % of GDP 2.0 (2011)

Government spending on health is 12.2% of all healt With the new government in power, there seems to be

spending - and private is 87.8% of all health spegd

How does private health break down?
92.4% of health spending is 'out of pocket' expgnse

some interest at a certain level of decentralipatidbeit
within the context of a de facto one-party-dominstate
with 25% military presence in all the legislativedies.

0% is in private health plans

The Ministry of Health (MOH) began reviewing its
existing policies, institutions, structures and tegys
deal with issues of efficiency and equiityState/Region
health departments and hospitals are now allowed to
procure medicines and medical equipments for health
facilities. And yet, the health system overall eéns
centralized, both in terms of structure and
administration.

How big is the medical system?

There are 23,709 doctors, which is 4.57 per 10p2@ple.
For comparison, in Vietnam there are 12.24 dogters
10,000 people (2009)

Source: WHO and Global Health Observatory, 2009t201

Quite in contrast, health systems in the liberattthic areas are completely decentralized. TheiKathe
Karenni, the Mon and the Shan each has their owtirhsystem with complete autonomy over programnaisig
well as administration of programs in their respectreas. As part of their primary healthcarerapph, which

is adapted to local contexts and involves commupeticipation, “ethnic health service providéfshanage an
extensive network of workforce members who live avatk in their own communities across all conflict-
affected areas, and areas where ceasefire negofiaie underway.

3 The World Health Organization (WHO) ranked Myanmar’s health system against its global counterparts, the
country was the last out of 190 countries with respect to what the WHO calls “overall health system performance.”

4 The Constitution of the Union of Myanmar, 2008.

5 See appendix 1: Organization of Current State/Region Governments, Burma/Myanmar.

6 Interviews, independent health professionals from Yangon.

7 Government Health Expenditure as percentage of General Government Expenditure has increased from 1.03 in
2010-11 to 3.1 in 2012- 13, Myanmar Healthcare System, Ministry of Health website.

8 “State and Region Governments in Myanmar,” the Center for Economic and Social Development (CESD) of
Myanmar Development Resource Institute and the Asia Foundation, September 2013. pp 16.

9 Myanmar Healthcare System, Ministry of Health website - http://www.moh.gov.mm.

10 Ethnic health organizations (EHOs) or departments, and community-based organizations (CBOs).
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It is estimated that all the EHOs and communityelda$ealth organizations combined service a target
population of approximately 500,000 people in tbetBeastern part of Burma/Myanmar. Their total kfarce

— approximately 4,000 — includes a variety of poeg&, based on local need and availability: medieaternal
and child/reproductive health care workers; commyurtiealth workers; laboratory technicians; village
health/community health volunteers; and traditidniath attendants® Through their partnerships with various
International Non-governmental Organizations, dlitteem have received training and were selectea in
participatory manner by their communities, basedrost as well as perceived capacity and potetfialhese
EHOs and community-based health organizations, oubt] play an indispensable role in providing priyna
healthcare for people in the rural areas of thentguespecially remote villages that are underdbetrol of
ethnic armed resistance groups. They are aspiredgand their programs and continue servicing sohtke
neediest communities in Burma/Myanmar.

Envisioning a Federal Health System

In the envisioned federal health system, the lawingapower over health sector will be shared betwte
central and autonomous state/region governmentsnd, Anost of the functions, fiscal authority and
administrative responsibilities in health sectol féll under the management of state/region goremts. To
what extent these powers are shared with the siglmahgovernments determines hésderalor decentralized
the system is.

Obviously, the current state/region governmentslearwhich there is no portfolio for health, will likely be
able to handle any of these responsibilitteEven before a federal health system is imagirteetetare some
key elements that must be present in the struafirgovernment. First, there must be a clear strecof
independent state/region ministries in terms ofcatiege and legislative authorities over health sect
State/region legislature (dfluttaw) should have the right to enact law related toltheare within its
boundaried? Secondly, there should be a set of jurisdictidrmindaries for each order of government and the
state/region governments should have the righhforee laws passed by the state/region legislatutke area
of health. Third, the composition of state/reggmvernments must be expanded to include a Stat®iReg
Ministry or Department of Health. Preferably, tih@ister or head of department who will occupy plosition

is appointed from an elected pull of members ofestegionHluttaws by an elected, not appointed, Chief
Minister of the state/region. Only then, wiletle be a clear structure of independent ministiyeafith as part
of state/region governments.

Constitutionally, the state/region governments mheste explicit grants of authority to shape dismrss of
health policy, finance and administration. It medhat the health system would be decentralizetirwa
framework that clarifies and details the respotiiks and functions of each government level agdrzy.
And, the design of such policy framework would empass delineation on which functions and respolitgisi
should be decentralized to state/region level,valmidh would remain centralized.

Decentralization Defined

Decentralization, commonly understood, is a prodgssvhich political, administrative and fiscal aatly,
responsibilities and functions are transferred fitbm central government to the state/region govenism In
other words, governance over a certain sector,t beealth or otherwise, is shared or divided speaify
between the central and state/region governmerits.essence, decentralization arrangement allowal loc
governments certain decision making powers ovar then affairs. This is one of the reasons thecemb of
decentralization may be attractive to policymakersountries where different ethnic nationalitieexist.

It is important to note that there are at leastd@haspects of decentralization — devolution, deeotmation and
delegation. For the sake of consistency, this pafleadhere to the following definitions throughic'®

11 The Health Information System Working Group (HISWG) collects and compiles figures for all of its members,
including Karen, Karenni, Mon, and Shan ethnic areas. It is currently in the process of updating overall figures for
these areas 2012. HISWG has recorded that in 2012 in Karen State alone, 2,369 people worked for ethnic health
service providers.

12 Interviews with officials from EHOs; compiled from various EHO websites - http://www.bmahealth.org,
www.backpackteam.org, www.kdhw.org, www.maetaoclinic.org.

13 “State and Region Governments in Myanmar,” report by CESD-MDRI and the Asia Foundation, September 2013.
14 Health is not currently in the Region/State Legislative List (schedule 2 in the 2008 Constitution).

15 Dennis A. Rondinelli. et al. 1990.
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Devolution transfer of authority and responsibility from t@h government ministries to lower-level,
autonomous units of government through statutorganstitutional provisions that allocate formal
powers and functions.

Deconcentration transfer of authority and responsibility from tah government ministries in the
country’s capital city to field offices of those mistries at a variety of levels (region/state aald.

Delegation transfer of authority and responsibility from t&hgovernment ministries to organizations
not directly under the control of those ministrites, example, non-governmental organizations, and/o
autonomous region/state and township governments.

Therefore, what this paper proposes as a policppor future federal Burma, in essence, is detiofurather
than deconcentration or delegation.

Rationales and Objectives for Devolution

Health system governance, generally defined, iset of rules that govern the distribution of roles,
responsibilities and the interactions — among joalitand government decision-makers, health segwiogiders
(public, private, nonprofit) and beneficiaries endce users — that determine health policies maseervices
provided, resources allocated and outcomes to tievad® It is recommended that the responsibility of treal
governance is shared between the central and re@gited governments. Such responsibility sharing
arrangement is very much in line ethnic natioraditi political desire to establish a federal Unioh o
Burma/Myanmar, wherein diverse ethnic communities allowed to have their respective autonomous
governments. The rationale for devolution, thsigwo-fold: it promotes efficiency and accountdpion the
one hand, and accommodates the aspiration of galiiutonomy for, and thus peace and harmony among
ethnic nationalities, on the other. It essentislbjls down to encouraging a “regional autonomy't&signing
healthcare programs.

Obviously, devolution is a highly sensitive polisgue, especially in countries that are ethnidadiierogeneous
with seemingly competing political interests. h#s to be considered and implemented as part abvesll
political reform. Along with the peace process atter reform initiatives, devolution of health s in
Burma/Myanmar should be pursued with the objectiges

1. augmentealth services delivery effectiveness though adipt to unique local conditions and
targeted local needs;
2. enablestate/region governments to exercise decision mygiiiwers in and administer their own

affairs;

3. enhanceefficiency of resource utilization by involvingdal citizens in resource mobilization and
allocation;

4. improveaccountability and legitimacy by integrating healervices delivery in local administrative
system; and,

5. increasecitizen participation in health services delivesyallowing locally elected government to be
responsible for planning, oversight and evaluation.

These are general, but critical, objectives thaeha be seriously considered for the devolutiomcpss given
the sensitive nature of political transition in tbeuntry. As the peace and national reconciliatiwacess
continues, it may be necessary that more spedijectives are developed and mapped with each faugt
types of decentralization.

A Multi-faceted Approach

In an effort to integrate all the existing healflstems and achieve improved health status of Buipabdrest
and most vulnerable population, important stepthéndecentralization of the overall health systeawehto be
taken. In particular, decision making processethéndevelopment and implementation of the heafttesn
should be shared between the Ministry of Health giedState/Region governments. The central Minisfr
Health is to function more on policy matters andviling technical support, while the state/regicralth

16 “Health Governance: Concepts, Experience, and Programming Options,” Health Systems 20/20, 2012.
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departments have to play the pivotal roles of mangagnd coordinating the operation of the primagglthcare
services. This process of decentralization, wisicbuld take the form of a multi-faceted process lzaito be
synchronous with steps to be taken in the ovemalitipal reform, is not an either/or propositiontbodeed a
priority.

Political Decentralization— The first facet of decentralization has to staith the devolution of political
authority to the more autonomous state/region gowents:’ This, in practice, will require changes in the
constitution in order to allow state/region parlamts to have certain legislative authority ovenrthesector, and
chief ministers of the state/region governmentsukhbe directly elected by the people, not appdirig the
president. In this case, the state/region goventsn become autonomous and shall administer health
governance according to their own priorities andhini clear geographical boundaries. While the raént
government maintains authority over standard ggttiregulating and accrediting health institutiorise
state/region governments must be able to maintaimoaity over how the design and implementatioteélth
sector plan is organized, managed and communic¢atéite public in their respective states/regioBecause
the state/region governments in the present foemat autonomous, the small step in decentralizatiorently
taken by the Ministry of Health is more in the foohdeconcentration within the central governmengtant
state/region health departments some authoritydoyse medicines and medical equipments, etc. prblelem
with this sort of deconcentration is that it giveate/region health department more responsilsiltiigt it does
not make them more accountable to the local comtiesrfor the quality or efficiency of their service

Fiscal Decentralization- The second facet of decentralization is in theaaof developing resources and
financing of health care. Currently, the primaoyces of finance for healthcare services are dvemmment;
private household; bilateral and multilateral intgional aid (both grants and loans); non-governaien
organizations. Of the total spending for healtie, government spending accounts only 12.2% and roltte
rest are from private spendifyy.This is an alarming indication that health seatoBurma/Myanmar is grossly
underfunded, and the burden of financing healthisatargely shouldered by private households. Twbcy
options should be considered to alleviate the issue

(1) When implementing decentralization, allocatiminfinancial resources must follow the shift of
mandates. State/region governments should hakenead control over prioritizing allocation of
health budget according to their own assessmemtsnaads. This will allow states/regions to avoid
one-size-fits-all policy in health budgeting and,the meantime, increase allocative efficiency.is It
worth noting that the current fiscal arrangemeldved only 3.6% of the union budget is transferred t
the states/regiorS. This, in fact, leaves the state/region governmemith almost no budgetary
authority, and there is no constitutional assigrinwrstate/region budget for heafth. Overall, the
current, extremely unbalanced fiscal arrangemeatlshchange to increase the share of budget for
state/region institutions, and also constitutionalssign budget for health at the subnational ledel
governments.

(2) The policy to decentralize cannot only emphasiertical transfers of resources and authordynfr
central to state/region governments at a time whercentral government may be experiencing severe
resource shortages. Instead, the state/regionrgments should have authority and responsibility to
develop local revenue sources, by means of eithltrating fees or levying relevant taxes. Curngntl
tax base allowed under the schedule 5 of the 20f@¥&i@ution for subnational governments is very
limited. Along with the shifting of health systerasponsibilities, expansion of tax base for the
state/region governments must be considered. »ampgle, the subnational governments should have
authority to collect tax on natural resource extoans, business income and sale of goods and sstvic

Administrative Decentralizatior The third facet deals with the management authat the facility level,
including hospitals and health centers. Past éapes with decentralization in other countries fsjghat if
health facilities have little or no autonomy torgaput their responsibilities, decentralizationvgilop half way

17 The state/region governments, within the current structure of governance, are not autonomous as the Chief
Ministers, who is the head of the governments, are directly appointed the President. In some cases, the President can
appoint a non-elected military officer, instead of choosing from a pull of elected parliamentarians.

18 Global Health Observatory, 2009-2011. In OECD countries, up to 75% of total healthcare expenditures are publicly
financed (OECD, 2009).

19 See “State and Region Governments in Myanmar,” Report by CESD-MDRI and the Asia Foundation, September
2013. The graph showing % of union budget transferred to state/region institutions is reproduced here in the
appendix 3.

20 See appendix 2: State and Region Budget Units and Constitutional Assignments.
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and will not achieve its intended consequencesirgimg accountability closer to the community inses?
Thus, delegation of authority in health administratneeds to reach down to the local level. Thatthe
state/region government should delegate specifitimidtrative decision-making powers to townshipeleor to
local facilities and/or entities of the civil sotyeoperating health facilities. Health administva authority
includes, but not limited to, the management ofpitas and health facilities, staffing (planningrihg and
firing) and training of health professionals. Suldegation of authority in healthcare managemewtucial if
the ethnic health programs such as Back Pack Heétttker Team and Mae Tao Clinic are to convergdn wit
the overall health system. In addition, local tredhcilities must have authority to enter into trant with
international agencies and non-governmental orgéinizs to seek financial as well as technical temsi®.
Only then, community-based health systems in tHeietareas — that are currently able to establish
collaborations with international organizations aagencies — will be able to continue their parthigrs
programs in the new federal health system. Othervitsey will just be absorbed into the current cdizied
health system and be managed directly by the Minist Health. It is very likely that many ethniedth
workers with skills will lose their employment asessult of premature convergence.

Lastly, there is an important part of the curremnernance structure that needs to be paid criitahtion — the
General Administration Department or GAD, whichvesras the administrative “backbone” of the govenin
It has pre-existed during the era of previous mamjitregimes and has been hitherto retained to geovi
administrative and coordination functions for théfedent levels and departments of union as well as
state/region governmemnts. As the bureaucratic core of government, the GARlso given the authority to
handle all the funding at the state/region leviés. functions often interfere with the state/regmrecutive and
legislative authorities. Furthermore, the ExeautBecretary of GAD is directly accountable to thaistry of
Home Affairs and, by extension, to the CommandeCiief, who appoints the minister for this portfoli In
practice, the Commander-in-Chief is given both dbdity and means to control the affairs of statgibns or
even townships and villages through the elabonatieextensive structure of GAB. Moving towards a federal
structure of governance, it is recommended thaGhA®'s ubiquitous authority be curbed and its astability
stopped at the respective state/region governmsatthat the central government cannot interfeté wealth
and other policies at the state/region level thiotig GAD.

The chart below indicates the level of governmemtd the health system responsibilities and funstithrat
each level shall maintain in a federal, decentedlizealth system.

"“We should have the freedom

Health System Level of Government S
S to plan and prioritize health
Responsibilities and C 1 S Reci T hi ) )
Functions (EEEE] tate/Region  Township  programs in  our state in
X X accordance with policies drawn
Policy formulation
. up by the central and
e T O subnational governments.  We
Revenue generation and X X L
resources allocation must be able to maintain and
aB:t‘:]g:rti‘t‘;g I A A X X expand our partnerships with
Monitoring and oversight of X international agencies and
hospital and health facility - -
A Ty O, TS i < organizations to augment our
regulations health resources and fulfill the
Drug and supplies . .
(ordering, payment, inventory) X X needs of the communities in
X our area.”
Contracting hospitals
Data collection, processing and X X X
analysis P’doh Eh Kalu Shwe Oo,
Facilities and infrastructure X Head’ Karen Department Of
Training and Staffing X X Health and Welfare
(planning, hiring, firing)
X

Salaries and benefits

Hospitals and health facility X X

21" %ftbllln(f}}l gonducted by Bernard-F-Cuttolencforthe-World-Bank;“Pecentralization and Governance in Ghana
Health Sector,” finds that devolution of managerial autonomy to health facilities is key to creating incentives and
brining accountability as close as possible to the communities served.

22 See “State and Region Governments in Myanmar.” pp. 32.

23 See appendix 5: Structure of General Administration Department.
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Critical Challenges

Proponents of decentralization policy are not with@oncern for uneven and unequal development of
infrastructural and institutional capacities betweeegions and states that could make decentralizati
asymmetric, which may further such inequalitiesom® policymakers in the African countries that hgeae
through their own decentralization expressed carxtrat they have responded to the demand of exfifigi at

the cost of equity consideratioffs.Again, it is very important that the concept etdntralization is not taken
as either/or proposition, but as a practical opf@mmixed arrangement that some level of centadilin is also
maintained to ensuring fair and equitable develagroéthe sector.

Inadequate capacity at the state/region leveljrfstance, is a major concern when shortages dedkiiealth
professionals can be felt throughout the countty.may be difficult for some states or regionseteen recruit
trained professionals working for theéth.Language and cultural constraints are also resilthat need to be
factored in. Underdeveloped infrastructures int@scsuch as education, transportation and comratioitin
certain parts of the country will definitely havense impact on the state/region governments’ akititattract
people with managerial capacity. This very issoelad easily lead to unequal institutional strengiid
development between states/regions.

It may be that the central government has to giayrtle of equalizer by providing more financiappart to the
weaker states/regions for capacity development. thtn meantime, fiscal policy coordination and furtdi
mechanisms should be developed to help alleviteoti completely prevent, this potential inequalitifhe
central government can play a coordinating role &etp balance financial and capacity gaps in some
states/regions through special grant programs aedén the Poverty Reduction Fund that has beeupset

Finale

Having the Ministry of Health regulates both thenamgement and allocation of resources for healtbutyin the
fourteen states/regions, the current health systerBurma/Myanmar is still comparable to the old Itea
systems of the former Soviet Union and Poland, twaee since decentralized their systems during segini-
democratic reforms in the early 1990s. Healthaedecentralization has been an important partodifigal
reforms in almost all countries — in Eastern Eurgmel elsewhere — that have gone through difficult b
successful transitions. Their experiences povlgriuggest that “effective democratic states ndesteongly
participatory local democracy,” and “as citizenséapportunities to participate, they become mdiectve at
rewarding and punishing the behavior of local @fi¢?® That is, transferring decision-making power and
health resources closer to those in the localiéisnot only enhance health performance but augnesentive
for citizen participation in the democratizatiorpess that the country is embarking on.

At the same time, efforts to converge communityellagrimary healthcare setups in the ethnic are#s tive
current health system in Burma/Myanmar calls fa& serious discussion of overall health sector refaith
decentralization at the core. Such an endeavadralgib require strong and committed leadership ftbenpart

of the union government. It is also critical thiitstakeholders are mobilized — and included imscdtation — to
build consensus and support around such effoi€oérdinating Committee jointly established by atfls from

the Ministry of Health, representatives from thatefregion governments and leaders of ethnic health
organizations may lead the efforts to coordinat fanmulate a comprehensive decentralization fraarkwhat
must be complementary to the ongoing peace nemuotigirocess leading towards a federal union of
Burma/Myanmar.

24 C Collin and A Green, who have long studied effects of decentralization in countries in Africa and Latin America,
suggest that decentralization can strengthen political domination of certain regions or localities within a country and
consequently lead to further social inequalities.

25 Of the two Burmese health professionals interviewed, one observes that some states in the country may
experience hardship in recruiting medical professional due to poor living condition and underdeveloped
transportation in the state. However, the second one interviewed indicates that medical doctors are now required by
the government to transfer every three years. The policy often results in many health professionals not feeling
committed to their work in one place as they are expected to move onto another place in three years.

26 See “Going Local: Decentralization, Democratization and the Promise of Good Governance,” Princeton University
Press, 2007.
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Appendix 1: Organization of Current State/Region Governments, Burma/Myanmar

Figure 1: Indicative organization of state and region governments
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Source: State and Region Governments in Myanmar, CESD-MDRI and the Asia Foundation, September 2013

Appendix 2: State and Region Budget Units and Constitutional Assignments
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Appendix 3: Share of the Union Budget Transferred to State/Region Budgets, FY 2013-14
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Source: State and Region Governments in Myanmar, CESD-MDRI and the Asia Foundation, September 2013

Appendix 4: Structure of General Administration Department
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