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Abstract 
 
Myanmar aims to achieve universal health coverage by 2030 through the 2017–2021 National 
Health Plan while providing nearly cost-free healthcare services at public facilities. 
Nonetheless, concerns regarding healthcare access persist. This study examined healthcare 
access in Myanmar by identifying the prevalence, determinants, and reasons behind unmet 
healthcare needs (UHN), which occur when an individual needs healthcare but cannot access 
it. Descriptive statistical analysis and binary logistic regression were employed using data 
obtained from 318 residents of Tat Kon Township, Nay Pyi Taw. Among the participants, 
23.6% experienced UHN. Specifically, individuals with low income, daily-waged workers, 
rural residents, younger individuals, and females reported high UHN. The primary reason 
was the unavailability of healthcare facilities (46.7%), followed by competing personal 
priorities (19%) and treatment or transportation costs (14%). The government could consider 
expanding public healthcare infrastructure and implementing a nationwide health insurance 
system. Continuing the geographic expansion of health services to address the needs of rural 
residents and extending service hours to accommodate individuals engaged in daily-waged 
or full-time employment are recommended. These efforts could be complemented by 
improving public transportation infrastructure, promoting income security, and supporting 
gender equity to facilitate access to healthcare services. 
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Introduction 

 
Access to healthcare is fundamental to achieving universal health coverage (UHC), which 
aims to grant every individual access to essential healthcare services without financial 
hardships (World Health Organization, 2023). Myanmar has significantly improved 
nationwide access to healthcare services (Ministry of Health [Myanmar], 2016). In 2016, the 
government implemented the 2017–2021 National Health Plan, which emphasized delivering 
essential healthcare services at and below the township level (Ministry of Health [Myanmar], 
2016). A cost-sharing scheme has been in place in public healthcare facilities since 1993, 
providing nearly cost-free access to healthcare services (World Health Organization, 2014). 
 
Despite the health system reform and the provision of nearly cost-free healthcare services at 
public facilities, access to healthcare in Myanmar remains unsubstantiated. Previous studies 
have highlighted that several challenges remain in Myanmar's health sector, such as the 
inadequate and uneven distribution of health resources (Latt et al., 2016; Ministry of Health 
[Myanmar], 2016; Saw et al., 2019). These challenges and socioeconomic disparities 
undoubtedly impede access to healthcare in Myanmar (Han et al., 2018; Ministry of Health 
[Myanmar], 2016; Nikoloski et al., 2021; World Health Organization, 2014, 2015). 
 
Unmet healthcare needs (UHN) have been used to understand barriers that impede access to 
healthcare in several studies (Chen & Hou, 2002; Jung & Ha, 2021; Meemon & Paek, 2019; 
Mitrašević et al., 2020). While previous studies in Myanmar have examined access to 
healthcare, there is a notable absence of research focusing on UHN. Hence, this study aims to 
(i) identify the prevalence of UHN, (ii) investigate whether socioeconomic and demographic 
factors are associated with UHN, and (iii) determine the reasons for UHN. The findings will 
assist stakeholders in improving the health system, identifying vulnerable populations, and 
addressing the factors that facilitate or hinder access to healthcare in the country. 
Consequently, this study is expected to provide valuable insights for revising health policies 
to achieve UHC, the ultimate goal of Myanmar's health sector. 

 
Unmet healthcare needs  
 
Unmet healthcare needs (UHN) are when people do not receive healthcare services even 
though they require them (Carr & Wolfe, 1976). The concept of UHN holds a significant 
position in the literature for measuring access to healthcare. This is because UHN can identify 
barriers to healthcare access that might not be determined by other measures from the 
healthcare services supply side, such as the presence of healthcare facilities, outpatient visits, 
and hospital admission rates (Chen & Hou, 2002; Jung & Ha, 2021; Meemon & Paek, 2019; 
Mitrašević et al., 2020; Sanmartin et al., 2002). Past research has shown that UHN can arise 
from factors related to the healthcare system, including the availability and quality of services 
provided by healthcare facilities (Chung, 2022; Hwang, 2018; Marrone, 2007), as well as from 
population characteristics, such as socioeconomic and demographic status (Åhs et al., 2012; 
Allin et al., 2010; Bryant et al., 2009; Lee et al., 2015; Stevens & Gillam, 1998).  
 
Previous studies have indicated that UHN is particularly pronounced among individuals with 
low incomes, females, and rural residents, suggesting inequitable access to healthcare based 
on socioeconomic and demographic factors (Kasman & Badley, 2004; Meemon & Paek, 2019; 
Sibley & Glazier, 2009). Moreover, studies have shown that despite the provision of nearly 
cost-free healthcare, UHN arises due to factors beyond financial constraints (Kim et al., 2020; 
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Meemon & Paek, 2018, 2019; National Population and Family Planning Board [BKKBN] et al., 
2018; Paek et al., 2016). For instance, the cost of transportation and limited operating hours of 
healthcare facilities are frequently cited as reasons behind UHN in Thailand despite its nearly 
cost-free healthcare services (Meemon & Paek, 2018, 2019). Similar findings were also found 
in studies conducted in Vietnam and Indonesia, indicating that UHN results from factors 
beyond the cost of healthcare services (Kim et al., 2020; National Population and Family 
Planning Board [BKKBN] et al., 2018; Nisak, 2021).  
 
This study will, therefore, add to the existing literature by emphasizing their significance in a 
broader context. This, in turn, will facilitate the formulation of future policies and guidelines 
aimed at improving access to healthcare in Myanmar and other countries with similar 
contexts. 

 
The context of Myanmar  
 
According to the United Nations (2021), Myanmar is one of the least developed countries. It 
is the fourth most populous country in Southeast Asia (World Bank, 2023), and the population 
was predicted to be 51.1 million in 2019, with 69% residing in rural areas (Ministry of Labour, 
Immigration and Population [Myanmar], 2017). Myanmar has gone through significant 
political issues, including economic isolation and ongoing armed conflicts (Bhattacherjee, 
2014; Grundy et al., 2014). Table 1 provides an overview of Myanmar's basic demographic and 
health indicators. 
 

Table 1: Basic Demographic and Health Indicators in Myanmar 
 

Indicator Result Source (Year) 

Total population 51.1 million Ministry of Labour, Immigration 
and Population [Myanmar] (2020) 

Geographic area 676,578 km2 Government of the Republic of 
the Union of Myanmar (2018) 

Population density 82 per km2 World Bank (2020) 
Female population (% of total population) 50.2 World Bank (2020) 
Rural population (% of total population) 69 World Bank (2020) 
GDP per capita (US dollars) 1209.9 World Bank (2020) 
Human development index 0.59  United Nations (2022) 
Poverty headcount ratio at the national poverty 
line (% of population) 

24.8  World Bank (2020) 

At least primary education (% of the total 
population) 

63.5 World Bank (2020) 

Access to electricity (% of total population) 70.4 World Bank (2020) 
Access to safe drinking water (% of total 
population) 

59 World Bank (2020) 

Life expectancy at birth (years)  66 World Bank (2020) 
Infant mortality rate (per 1,000 live births) 34 World Bank (2020) 
Maternal mortality ratio (per 100,000 live births) 179 World Bank (2020) 
Hospital beds (per 1,000 people) 1.0 World Health Organization (2017) 
Total health expenditure (% of GDP) 4.6 World Bank (2020) 
Out-of-pocket expenditure on health (% of total 
health expenditure) 

78.2 World Bank (2020) 

 
Along with the economic isolation and under-development of social sectors, health in 
Myanmar faces several challenges (Ministry of Health [Myanmar], 2016; Saw et al., 2013; 
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World Health Organization, 2014). With the relatively low national averages of health 
indicators compared to other countries in the region (World Bank, 2020), Myanmar exhibits 
substantial disparities in health outcomes across socioeconomic and demographic groups 
(World Health Organization, 2014, 2017; Zaw et al., 2015). Studies have shown that shortages 
in the health system, such as imbalances in human resources for health, insufficient 
infrastructure, and the absence of a comprehensive health financing strategy, exacerbate 
existing health disparities (Ministry of Health [Myanmar], 2016; Saw et al., 2019; World Health 
Organization, 2014). Moreover, challenges in the health system are heightened by weak public 
transportation and inadequate electricity infrastructure, further hindering access to healthcare 
(Asian Development Bank, 2012). Given the mentioned situation of Myanmar, which is likely 
to have a higher UHN, research on this topic remains remarkably limited in Myanmar. 

 
Methods 
 
Study design 
 
A cross-sectional study was conducted with 318 participants from Tat Kon Township, Nay 
Pyi Taw Union Territory. The sample size was determined using the formula n = Z2[p(1−p)/e2] 
(Lachin, 2005), where Z represents the level of confidence, p represents the prevalence of 
UHN, and e represents the margin of error. With Z = 1.96 and p = 0.24, from an estimate 
obtained from a previous study on UHN in a suburban area of Myanmar (Myint et al., 2019) 
—and e = 0.05, the initial calculation of the sample size was 280.  
 
The study received approval from the Committee of Research Ethics, Faculty of Social 
Sciences and Humanities, Mahidol University (2022/173 [B1]).  

 
Study area 
 
Nay Pyi Taw Union Territory was purposely selected because it is one of the country's three 
regions with the lowest population seeking care from primary healthcare facilities (Ministry 
of Health [Myanmar], 2021). Nay Pyi Taw consists of two central districts: Oattara and 
Dekkhina. These two districts contain eight townships, including urban wards and rural 
villages (Ministry of Labour, Immigration and Population [Myanmar], 2017). Six of the eight 
townships have similar socio-demographic characteristics, such as their ratio of urban and 
rural residences and social contexts. The two exceptions are Zayarthiri and Dekinathiri, where 
most residents are government employees (Ministry of Labour, Immigration and Population 
[Myanmar], 2017). Excluding these two townships, Tat Kon was selected randomly among 
the six townships in the second stage. In the third stage, wards (for urban populations) and 
village tracts (for rural populations) were selected randomly. In the fourth stage, eligible 
respondents residing in these randomly selected wards and villages were recruited using 
simple random sampling. The overview of Nay Pyi Taw Union Territory demographics and 
its map indicating Tat Kon township are described in Table 2 and Figure 1, respectively.  
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Table 2: Demographic Summary of Nay Pyi Taw Union Territory 
 

Number of Districts  2 
Number of Townships 8 
Total number of population  1,160,242 
Male population 565,155 (48.71%) 
Female population 595,087 (51.29%) 
Urban population  32% 
Area (km2) 70,571 
Population density (per km2) 164.4 
Number of private households 262,253 
Percentage of urban households 30.3% 
Mean household size  4.1 
Percentage of population by age group 

0–14 years 28.2% 
15–64 years 67.2% 
> 64 years 4.6% 

People with disability Number Percent 
Any form of disability 36,583 3.2% 
Walking 14,761 1.3% 
Seeing 18,189 1.6% 
Hearing 9,468 0.8% 
Intellectual/Mental 11,691 1.0% 

Employment to population ratio Both sexes Male Female 

Age 10 and over 58.3% 72.8% 44.7% 
Age 15 and over 65.0% 82.0% 49.4% 
Age 15 to 64 67.85% 84.5% 52.1% 

Ownership of housing unit   
Owner 75.9% 
Renter 5.2% 
Provided free (individually) 2.5% 
Government quarters 14.4% 
Private company quarters 1.5% 
Others 0.5% 

Availability of communication amenities 
Radio 38.3% 
Television 50.5% 
Landline phone 3.8% 
Mobile phone 45.1% 
Computer 5.3% 
Internet at home 8.8% 
% with none of the items 24.7% 
% with all the items 0.5% 

Availability of transportation equipment  
Car/Truck/Van 3.2% 
Motorcycle/Moped 41.9% 
Bicycle 34.2% 
4-wheel tractor 0.7% 
Canoe/boat 0.3% 
Motorboat 0.1% 
Cart (bullock) 21.1% 

Note: Ministry of Labour, Immigration and Population [Myanmar] (2017) 
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Figure 1: Map of Nay Pyi Taw Union Territory by Districts and Townships 

 
Note: Adopted from the Ministry of Labour, Immigration and Population [Myanmar] (2017) 

 
Participants recruitment 
 
Step 1: Individuals met the inclusion criteria if they were 18 years and above and had resided 
in Tat Kon Township, Myanmar, for at least 12 months. Based on the exclusion criteria, 
potential participants were excluded if they had a physical disability that could limit their 
mobility to access healthcare or a severe physical illness or mental issue that could limit their 
ability to respond to the research questionnaires.  
 
Step 2: Individuals who met the inclusion and exclusion criteria were asked if they were 
experiencing a health problem that required medical attention during the past six months. 
Those who had answered “Yes” (i.e., individuals who had experienced a health problem that 
required medical attention during the past six months) were included in the study (i.e., 318 
participants). 

 
Data collection 
 
Pilot procedure: Before the data collection, this study performed a pilot test to check the 
validity and reliability of the questionnaire. Specifically, the pilot test was conducted using 30 
randomly selected people (approximately 10% of the sample size) from the study area. After 
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the pilot test, questions with unclear words were revised for more clarity and easier 
understanding for the respondents.  
 
Data collection procedure and questionnaire structure: Data collection occurred between 
October and December 2022. Face-to-face interviews were conducted after obtaining informed 
consent. The researcher filled out the questionnaire once the participant had provided an 
answer. The first section of the questionnaire encompassed the socioeconomic and 
demographic characteristics of the participants. The subsequent section focuses on UHN, 
presenting a question and response options regarding the reasons for UHN. Specifically, the 
question for UHN was, “During the past six months, was there ever a time that you felt the 
need for healthcare but did not receive it?”. Participants were prompted to select reasons for 
UHN from the provided options following the statement, “If you did not receive any of 
healthcare services, choose one or more of the following reasons.” The average interview 
session lasted approximately 20 to 30 minutes. 

 
Variable selection and measurement  
 
The dependent variable (unmet healthcare needs [UHN]) was defined as the situation where 
people did not receive healthcare when they needed it during the past six months 
(Organization for Economic Cooperation and Development [OECD], 2020). Accordingly, it 
was a dichotomous variable (yes versus no). Specifically, two questions were used to measure 
the UHN of participants: (1) “During the past six months, was there ever a time that you felt 
the need for healthcare? Yes or No” and (2) “If yes, did you receive it?: Received or Not 
received.” Among the participants who answered “Yes” to Question 1 (i.e., the study sample: 
318 participants), those who answered “Not received” to Question 2 were categorized into the 
“Yes” group, and those who answered “Received” to the question were categorized into the 
“No” group.  
 
Additionally, among participants in the “Yes” group, reasons for UHN were explored based 
on availability, accessibility, and acceptability. According to Meemon and Paek (2020), 
availability-related UHN occurs due to issues of the healthcare system (e.g., long waiting 
times in healthcare facilities), while accessibility- and acceptability-related UHN arise from 
the socioeconomic and sociocultural issues of individuals seeking healthcare services (e.g., 
cost of treatment or transportation). In this study, if the reasons for UHN were related to 
healthcare service availability issues (e.g., “no healthcare facility in the area” or “waiting time 
too long”), they were included in the “availability” category. If the reasons were related to 
cost or transportation (e.g., “could not afford to travel” or “could not afford treatment”), they 
were included in the “accessibility” category. All other reasons (e.g., “not sure of diagnosis 
accuracy” or “too busy due to employment or housework (e.g., caring for a child)” were 
included in the “acceptability” category. 
 
This study included nine independent variables, following Aday and Andersen’s Access to 
Medical Care model. According to this model, factors affecting access to healthcare are 
categorized into three groups: predisposing, enabling, and need-for-care factors. Predisposing 
factors indicate socio-demographic characteristics that cannot be easily altered. Enabling 
factors indicate individual- and community-level resources that facilitate healthcare access. 
Need-for-care factors indicate subjective and objective health issues that demand healthcare 
services (Aday & Andersen, 1974; Andersen & Newman, 1973).  
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The analysis included four variables (age, sex, religion, and ethnicity) as predisposing factors 
and five (marital status, education, occupation, income, and location of residence) as enabling 
factors. Regarding need-for-care factors, the initial plan was to collect information about 
participants' chronic disease statuses, such as diabetes and hypertension. However, in the 
pilot procedure, most individuals were unaware of their chronic health conditions and unable 
to provide valid information for need-for-care factors, leading to an underestimation of the 
need for care. To avoid inaccuracy in the assessment of UHN, need-for-care factors were 
excluded from the study. 
 
All independent variables, except occupation status, were measured as dichotomous 
variables: age (18–44 years versus 45 years and above), sex (male versus female), religion 
(Buddhist versus others), ethnicity (Bamar versus others), marital status (single versus 
married), education (low versus high), income (low versus high), and residence (urban versus 
rural). Regarding education, participants who had completed middle school or below were 
included in the “low” group, while those with a high school education or higher were 
included in the “high” group. In terms of income, following the Average Salary in Myanmar 
2021 Survey (Salary Explorer, 2021), participants with a monthly income lower and higher 
than 300,000 Myanmar kyats (≈ 100 US dollars) were categorized into the “low” and “high” 
groups, respectively. Lastly, occupation status was measured as a nominal variable with three 
categories: daily-waged, self-employed, and dependent. 

 
Statistical analysis 
 
A descriptive analysis was performed to explore the prevalence and reasons for UHN. The 
bivariate association between the dependent variable (UHN) and each independent variable 
was examined using chi-squared tests. In addition, a binary logistic regression analysis was 
conducted since it is an appropriate statistical method to investigate the association between 
multiple independent variables and a dichotomous dependent variable (UHN). The Hosmer–
Lemeshow goodness-of-fit test was employed to assess the performance of the binary logistic 
regression model (Hosmer & Lemeshow, 2000). Statistical significance was fixed at a p value 
of .05. The binary logistic regression model employed an odds ratio and a 95% confidence 
interval to assess the directional relationship and statistical significance. Statistical analyses 
were conducted using IBM SPSS software (Version 29). Specifically, a binary logistic 
regression model was performed by setting UHN as a dependent variable and all independent 
variables (i.e., demographic and socioeconomic characteristics of participants) as covariates in 
the Binary Logistic menu in SPSS. 

 
Results 
 
Descriptive statistical analysis 
 
Table 3 reveals the descriptive statistical analysis results. The findings showed that among all 
318 participants, approximately 23.6% (n = 75) experienced unmet healthcare needs (UHN). 
The prevalence of UHN was relatively high among participants with a low socioeconomic 
status compared to those with a high socioeconomic status. Participants who experienced 
UHN included a more significant proportion of those who were younger, female, daily-waged 
or dependent, had a low income, and lived in rural areas compared to participants who did 
not experience UHN. Specifically, regarding age, the prevalence of UHN among the younger 
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group (aged 18–44 years) was 33.8%, approximately 2.5 times higher than the older group 
(aged 45 years and above) at 13.7%. Regarding sex, the prevalence of UHN among females 
(29.1%) was almost twice as high as among males (16.8%). For occupation status, the highest 
prevalence of UHN was observed among daily-waged workers (35%), followed by 
dependents (26.7%) and self-employed individuals (14.6%). Low-income individuals (28.2%) 
and rural residents (30.6%) had a higher prevalence of UHN compared to high-income 
individuals (18.7%) and urban residents (16.8%), respectively. Furthermore, the results 
indicate that the prevalence of UHN was higher among those with low education and those 
belonging to religious minority and ethnic minority groups. However, these variables did not 
reach statistical significance. 
 

Table 3: Descriptive Analysis of Unmet Healthcare Needs  
 

Characteristic 
Overall 
N = 318 

Healthcare Needs 

p value Met 
n = 243 (76.4%) 

Unmet 
n = 75 (23.6%) 

Age  
 18–44 years 

 45 years and above 

 
157 (49.4) 
161 (50.6) 

 
 104 (66.2) 
 139 (86.3) 

 
 53 (33.8) 
 22 (13.7) 

 < .001*** 

Sex 
 Male 
 Female 

 
143 (45.0) 
175 (55.0) 

 
 119 (83.2) 
 124 (70.9) 

 
 24 (16.8) 
 51 (29.1) 

 .010* 

Religion 

 Buddhist  
 Others  

 
309 (97.2) 
9 (2.8) 

 
 237 (76.7) 
 6 (66.7) 

 
 72 (23.3) 
 3 (33.3) 

 .485 

Ethnicity  
 Bamar  
 Others 

 
306 (96.2) 
12 (3.8) 

 
 235 (76.8) 
 8 (66.7) 

 
 71 (23.2) 
 4 (33.3) 

 .417 

Marital status 
 Single  
 Married 

 
126 (39.6) 
192 (60.4) 

 
 97 (77.0) 
 146 (76.0) 

 
 29 (23.0) 
 46 (24.0) 

 .846 

Education 

 Low 
 High  

 
180 (56.6) 
138 (43.4) 

 
 134 (74.4) 
 109 (79.0) 

 
 46 (25.6) 
 29 (21.0) 

 .344 

Occupation 
 Dependent 
 Self-employed 
 Daily-waged 

 
101 (31.8) 
137 (43.1) 
80 (25.2) 

 
 74 (73.3) 
 117 (85.4) 
 52 (65.0) 

 
 27 (26.7) 
 20 (14.6) 
 28 (35.0) 

 .002** 

Income 
 Low 
 High 

 
163 (51.3) 
155 (48.7) 

 
 117 (71.8) 
 126 (81.3) 

 
 46 (28.2) 
 29 (18.7) 

 .046* 

Residence 
 Urban  
 Rural  

 
161 (50.6) 
157 (49.4) 

 
 134 (83.2) 
 109 (69.4) 

 
 27 (16.8) 
 48 (30.6) 

 .004** 

Note: * p < .05, ** p < .01, *** p < .001. 
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Binary logistic regression analysis 
 
The results of the binary logistic regression model are presented in Table 4. The p value of 
Hosmer–Lemeshow goodness-of-fit exceeded .05, suggesting that the regression model did 
not show a lack of fit with the data. The model found a statistically significant relationship for 
five variables: age, sex, occupation status, income, and residence. Consistent with the 
descriptive statistical analysis results, the logistic regression analysis showed that participants 
with low socioeconomic status were likelier to have a high UHN than those with high 
socioeconomic status.  
 
A younger age, female sex, a daily-waged or dependent occupation, a low income, and rural 
residence were associated with higher UHN. Specifically, age was significantly related to 
UHN with an adjusted odds ratio (AOR) of 2.83 and a confidence interval (CI) of 1.54–5.22. 
This AOR indicates that participants aged 18–44 years were 2.83 times more likely to 
experience UHN than those aged 45 years or older. The AOR of 0.37 (95% CI [0.20, 0.70]) for 
the sex variable indicates that female participants were approximately 2.70 times more likely 
to encounter UHN than male participants. Regarding occupation status, participants who 
were dependents or daily-wage workers had 3.03 (95% CI [1.45, 6.25]) times higher UHN than 
those who were self-employed. There was no significant difference in UHN between 
dependents and daily-wage workers. Regarding income and residence, low-income and rural 
participants were 1.90 (95% CI [1.03, 3.49]) and 2.78 (95% CI [1.52, 5.26]) times more likely to 
experience UHN than high-income and urban participants, respectively. 
 

Table 4: Binary Logistic Regression Analysis of Unmet Healthcare Needs 
 

Characteristic COR (95% CI) AOR (95% CI) 

Age 
 18–44 years 
 45 years and above 

 
3.22 (1.84, 5.63)* 
1.00 (ref.) 

 
2.83 (1.54, 5.22)* 
1.00 (ref.) 

Sex 
 Male 
 Female 

 
0.49 (0.28, 0.85)* 
1.00 (ref.) 

 
0.37 (0.20, 0.70)* 
1.00 (ref.) 

Marital status 
 Single  
 Married 

 
0.95 (0.56, 1.61) 
1.00 (ref.) 

 
0.79 (0.43, 1.44) 
1.00 (ref.) 

Education 
 Low 
 High  

 
1.29 (0.76, 2.19) 
1.00 (ref.) 

 
1.74 (0.95, 3.19) 
1.00 (ref.) 

Occupation 
 Dependent  
 Self-employed 
 Employed 

 
0.68 (0.36, 1.28) 
0.32 (0.16, 0.61)* 
1.00 (ref.) 

 
0.98 (0.47, 2.05) 
0.33 (0.16, 0.69)* 
1.00 (ref.) 

Income 
 Low 
 High 

 
1.71 (1.01, 2.90)* 
1.00 (ref.) 

 
1.90 (1.03, 3.49)* 
1.00 (ref.) 

Residence 
 Urban  
 Rural 

 
0.46 (0.27, 0.78)* 
1.00 (ref.) 

 
0.36 (0.19, 0.66)* 
1.00 (ref.) 

Note: Hosmer-Lemeshow goodness-of-fit: Chi-square = 11.10; degrees of freedom = 8; p value = .20; 
COR = crude odds ratio; AOR = adjusted odds ratio; 95% CI = 95% confidence interval; ref. = 
reference; * p < .05. 
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Reasons for unmet healthcare needs 
 
Table 5 represents the prevalence of reasons for UHN. Among the 75 participants who 
experienced UHN, nearly half (46.7%) attributed their UHN to availability issues. Specifically, 
the most frequent reason was “no healthcare facilities in the area” (37.3%), followed by 
“healthcare service is not available when required” (20%) and “long wait time” (8%). The 
prevalence of UHN due to accessibility (29.3%) and acceptability (30.1%) issues were similar. 
Among the accessibility-related reasons, the “cost of treatment or transportation for 
healthcare access” (18.7%) and “no caretakers” (12%) were the most frequent. Finally, “too 
busy due to employment or housework” (25.3%) was the most frequent acceptability-related 
reason. 
 

Table 5: Reasons for Unmet Healthcare Needs 
 

Reason for Unmet Healthcare Needs 
Number of 

respondents (%) 

Availability  
 No healthcare facility in the area 
 Healthcare service is not available when required 
 Waiting time is too long 
Accessibility  
 Couldn't afford the treatment/transportation  
 Couldn't find anybody to accompany 
 Didn't know where to go 
Acceptability 
 Felt that health services would be inadequate to cure health issues 
 Bad impression of or low confidence in the hospital/healthcare center 
 Dislike or afraid of doctors/healthcare providers 
 Too busy due to employment or housework  

35 (46.7) 
28 (37.3) 
15 (20.0) 

6 (8.0) 
22 (29.3) 
14 (18.7) 

9 (12.0) 
1 (1.3) 

23 (30.1) 
2 (2.7) 
3 (4.0) 
2 (2.7) 

19 (25.3) 

Note: The sum exceeds 100% because a respondent could provide more than one reason. 

 
Discussion 
 
This study examines the prevalence, underlying reasons for, and factors associated with 
unmet healthcare needs (UHN) in Myanmar in 2022. The findings reveal that 23.6% of the 
participants experienced UHN, which was higher than 22% of the general population and 18% 
of the insured population in Vietnam (Giang & Allebeck, 2003) and much higher than 10.6% 
in Indonesia (National Population and Family Planning Board [BKKBN] et al., 2018), 6.6% of 
the elderly population in Malaysia (Krishnaswamy et al., 2009), and 1.6% in Thailand 
(Vongmongkol et al., 2021). Vietnam, Indonesia, and Thailand have implemented national-
level health insurance programs (Kirdruang, 2011; Lu & Chiang, 2018), while Myanmar lacks 
such a scheme. 
 
This study further identifies several significant factors, including age, sex, income level, 
occupation, and residential location, that differentiate individuals with met healthcare needs 
from those with UHN. Specifically, females, younger individuals, individuals with lower 
income levels, daily-waged workers, and those residing in rural areas experienced higher 
UHN than their counterparts. 
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Consistent with previous studies, individuals with lower incomes had a higher prevalence of 
UHN. This could be because most patients in Myanmar are responsible for covering the costs 
of medications, inpatient care, outpatient care, and inpatient food (World Health 
Organization, 2014). Despite a cost-sharing scheme, the significant demand cannot be 
accommodated (World Health Organization, 2014), resulting in limited access to healthcare 
and financial burdens on low-income individuals. Moreover, the existing social security 
scheme provides coverage only for individuals employed in the formal employment sector, 
which accounts for less than 2% of the total population (World Health Organization, 2014). In 
this sense, the government could consider implementing a nationwide public health insurance 
system to provide financial coverage for a broader range of services, reducing UHN and 
facilitating equitable access to healthcare. However, the successful implementation of a 
nationwide public health insurance system may encounter challenges such as the need for 
pooling funds, effective regulatory frameworks, and public awareness to ensure widespread 
participation. 
  
It is crucial to consider expenses that extend beyond healthcare services, specifically 
transportation and accommodation costs. In Myanmar, the availability of public 
transportation is limited (Asian Development Bank, 2016), compelling individuals to rely on 
private transportation, which can be considerably expensive. Similar findings have been 
reported in previous studies, including a study in Korea, where nearly half of the respondents 
experienced UHN due to transportation difficulties (Choi et al., 2019). Similarly, inadequate 
access to public and affordable transportation has been indicated as a primary barrier to 
healthcare access (Iimi, 2021; Kullanit & Taneepanichskul, 2017; Moturi et al., 2022; Syed et al., 
2013; Varela et al., 2019).  
 
The higher prevalence of UHN among the rural population can be explained by the fact that, 
although the government is expanding public healthcare services in rural and remote areas 
(Ministry of Health [Myanmar], 2016), there is a severe shortage of human resources for health 
in these regions. While healthcare facilities are available, the lack of healthcare professionals 
hinders their effectiveness. This issue, particularly the challenges associated with introducing 
and retaining human resources for health in rural and remote areas, has also been 
acknowledged in the National Health Plan 2017–2021 (Ministry of Health [Myanmar], 2016). 
Furthermore, establishing rural and sub-rural health centers in rural areas also depends on 
villages’ economic and social development (World Health Organization, 2014).  
 
Additionally, the limited availability of specific outpatient services, which are typically 
provided for a limited time (e.g., diabetic outpatient services are offered only on Wednesdays 
from 9:00 am to 11:00 am) in public healthcare facilities (Yangon General Hospital, 2022), 
poses a barrier for the population seeking healthcare. Meanwhile, private healthcare facilities, 
although usually situated within communities, are predominantly concentrated in urban and 
suburban areas (World Health Organization, 2014), further impeding rural populations' 
access to healthcare. Similar findings have been documented in previous studies that have 
identified the ineffective allocation of resources as the primary cause of disparities in UHN 
between urban and rural areas (Dorjdagva et al., 2017; Lu & Chiang, 2018; Quashie & Pothisiri, 
2019; Sibley & Weiner, 2011). 
 
Daily-waged workers experienced more UHN than self-employed or dependent workers due 
to their limited time to visit health facilities. A similar pattern has been observed in Thailand, 
where time constraints during daytime and restricted service hours of healthcare facilities 
were identified as significant factors associated with UHN for full-time employed individuals 
(Meemon & Paek, 2019; Paek et al., 2016). 
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This study reveals that younger individuals had a higher UHN than older individuals. It is 
consistent with previous studies showing that UHN was most prevalent among young 
individuals (Chen & Hou, 2002; Kasman & Badley, 2004; Krishnaswamy et al., 2009; Sibley & 
Glazier, 2009). However, other studies indicated that older individuals were more likely to 
have UHN (Knodel & Teerawichitchainan, 2017; Meemon & Paek, 2018). The higher 
prevalence of UHN among younger individuals could be attributed to their demanding 
schedules and attitudes toward healthcare (Papanikolaou & Zygiaris, 2014; Pappa et al., 2013). 
 
Furthermore, this study indicates that females were more likely than males to encounter 
UHN. This could be due to acceptability concerns, particularly those arising from competing 
priorities. Among the reasons for UHN identified in this study, "too busy due to employment 
or housework" was the second most common. For instance, females often assume child-
rearing and family care responsibilities. This is supported by the existing literature indicating 
that females significantly predict UHN due to the unique responsibilities they bear within a 
household (Pappa et al., 2013; Read & Smith, 2017). Another possible explanation is related to 
Myanmar culture, according to which females are typically dependents within a household 
and face limitations in independent travel, especially those residing in remote areas. A report 
by the Asian Development Bank (2016) highlighted that households in Myanmar usually 
possess only one means of transportation, such as a bike or motorcycle. This implies that 
females or dependent individuals often have to wait for a family member with access to 
transportation to return before seeking healthcare.  
 
Although this study recommended expanding public healthcare infrastructure and 
implementing a nationwide health insurance system, this recommendation may not 
guarantee equitable access to healthcare. For instance, Thailand continued expanding its 
public healthcare infrastructure after achieving universal health coverage in 2002. 
Nevertheless, poor access to healthcare has been cited among people with low socioeconomic 
status in remote areas. To alleviate this issue, Thailand has implemented a community health 
volunteer program. This program, a formal part of the primary healthcare system, promotes 
community-level healthcare by bridging the gap between community members and 
healthcare facilities (Meemon & Paek, 2019). The Myanmar government should consider 
strengthening community and village health volunteer programs, particularly for the rural 
population. This approach aligns with the needs of the rural population and the long-term 
sustainability of addressing healthcare disparities across the country. 
 
One of the strengths of this study is that it identified the prevalence of UHN and its underlying 
reasons while considering the diverse socioeconomic statuses and demographic factors of 
residents of both urban and rural areas. However, this study has some limitations. First, this 
study relied on a structured interview to gather self-reported data, which could have 
introduced subjectivity and variation in individual perspectives. For instance, respondents 
may have had different interpretations of what constitutes a waiting time that is "too long." In 
addition, it is essential to note that this study does not explore the different perspectives and 
layers of needs (i.e., wants [felt needs], demands [expressed needs], and needs [normative 
needs]) (Wright & Williams, 1998). Qualitative research approaches, such as an in-depth 
interview or case study, are necessary in future studies to fill this methodological gap.  
 
Second, this study used a relatively limited number of samples in a particular region, which 
was purposively selected. In addition, individual demographic and socioeconomic 
characteristics have been found to vary across states and regions in Myanmar (Ministry of 
Labour, Immigration and Population [Myanmar], 2020). This limits the generalizability of the 
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study findings to the entire Myanmar. Thus, a study using larger samples from different 
geographical locations is required to verify the validity and reliability of the study findings.  
 
Third, the study did not incorporate environmental and system-level factors such as 
transportation situation, distribution of health resources across different regions, and 
availability of healthcare professionals and facilities in each ward or village. Future studies 
should consider these system-level factors which might impact the UHN. Fourth, the 
observed differences between COR and AOR indicated potential confounding effects among 
the independent variables. Thus, future studies should consider various interactions across 
demographic and socioeconomic characteristics to evaluate more precise patterns of UHN. 
 
Fifth, the cross-sectional design employed in this study could not provide information about 
the causality between socio-demographic factors and UHN. Thus, when referring to the 
relation throughout the paper, the causality is not pointed out but the association between the 
variables. Last, excluding need-for-care factors from the analysis limits the study’s evaluation 
of chronic health conditions. Future studies should consider need-for-care factors, addressing 
chronic health conditions and potential under-reported health conditions for a more 
comprehensive assessment of UHN. 

 
Conclusions 
 
To our knowledge, this study is the first to explore unmet healthcare needs (UHN) while 
considering diverse socioeconomic strata in Myanmar. This study revealed that the 
prevalence of UHN in Myanmar is relatively high compared to those in the region. Despite 
recent efforts to expand services, significant socioeconomic and demographic inequalities in 
access to healthcare persist in Myanmar. This study also emphasized that providing 
healthcare with no or minimal cost does not guarantee universal access to healthcare, 
highlighting the need for adequate and equitable infrastructure. Specifically, the government 
should consider further expanding the geographical coverage of public healthcare 
infrastructure and extending operating hours to enhance the availability and accessibility of 
healthcare services. 
 
The findings also underscore the importance of adopting a comprehensive approach to health 
policy programs and interventions. A critical policy area involves establishing a national 
health insurance system with the existing social security scheme and pension programs. It is 
crucial to complement these efforts with initiatives in social sectors, focusing on improving 
public transportation and promoting gender equity. This is particularly important in rural 
areas where UHN is most prevalent.  
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