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Myanmar Context 

• Myanmar has a high burden of TB.  

 

• Private sector is heavily utilized by poor populations in Myanmar, 

and strategies are in place to engage the private sector in national 

TB control, treatment, and diagnosis.  

 

• Sun Quality Network (SQH) provide TB care since 2004 

 

• There is lack of data and studies, however, on the socioeconomic 
profile of franchise clinic patients vs. the general TB population.  



Social Franchising Goals 

Health Impact 
Equity 

Quality 
Health Market Expansion 

Cost-effectiveness 

Goals 

Improving population health 
Enabling the poorest to access services 
Assuring adherence to well-defined standards 
Deliver services that would otherwise not be given 
Services at equal or lower cost to alternatives 



Objective 

 

This study compares the wealth distribution 
of the general TB population to SQH TB 
patients to assess whether the franchise 
reaches the poor. 

 



Methods 

• Data Sources: 1) Myanmar’s first nationally-representative TB 

prevalence study conducted in 2009 through the National TB 

Programme, and 2) client exit interviews from TB patients of SQH 

clinics conducted through PSI/Myanmar.  

 

• Sample: In total, 1,114 individuals were included in the study, 

including 739 from the national sample and 375 from the SQH 

sample.  

 

• Analysis: Wealth quintiles were constructed using principal 

components analysis (PCA). Chi2 tests were used to test for 
differences across groups.  



Table 1. Demographic Characteristics 



In rural areas, a greater proportion of the TB positive individuals identified in the national 

sample reported being in the lowest two quintiles when compared to SQH clients. Differences 

across the two groups were small (44.0% vs. 36.9%, summing poorest two quintiles), but 

statistically significant (p = 0.02) (Table 2). 

We confirmed these findings using quartile divisions of wealth: a stronger possible analysis 

in light of the limited number of household assets available in the national survey. Only weak 

statistical differences were found in wealth distributions between national vs. SQH samples 

(p = 0.058) (Table 3). In urban areas, however, SQH clients were more likely to fall in the 

poorest and poor categories compared to the national sample (56.1% vs. 48.7%, summing 

poorest two quartiles, Table 3). Graphical representation of the urban – rural division 

between overall population wealth distribution, TB incidence, and SQH TB patients, is 

shown in Figures 1 and 2. 

Table 3 Distribution of wealth quartiles, by sample and rural/urban residence 

 Rural Urban 

 National SQH Total Chi-2, p-value National SQH Total Chi-2, p-value 

Poorest 30.8% 32.4% 31.2% 7.47, p = 0.058 27.3% 35.2% 31.3% 13,50, p = 0.004 

Poor 20.1% 15.6% 19%  21.4% 20.9% 21.1%  

Rich 27.5% 21.8% 26.1%  18.7% 26.5% 22.7%  

Richest 21.6% 30.2% 23.7%  32.6% 17.3% 24.8%  

Discussion and Conclusions 

Our analysis of national TB prevalence data and patient data from SQH private providers 

provides both an overview of the wealth distribution among TB infected individuals within 

Myanmar, and provides a basis to test the extent to which the social franchise program 

supported by PSI/Myanmar for the delivery of TB treatment achieves its goal of serving the 

poor. 

This national TB prevalence data found that 79.3% of the total Myanmar population resides 

in rural areas [data not shown], and that 74.6% of all TB cases occur in this population [Table 

1]. The rural/urban divide was statistically significant (p < .001). After differentiating 

between urban and rural populations, however, there is no statistical basis to argue that, in 

Myanmar, TB is a disease of the poor. TB levels in each wealth quartile approximate the 

national prevalence rate of 1,400/100,000. 

Private treatment through the SQH social franchise program is less evenly distributed. In 

rural areas the SQH franchise providers are caring for patients that are not statistically 

different in wealth than the general population of TB-infected individuals. In urban areas, 

SQH clinics are treating patients that are poorer than the general infected population. These 

findings suggest that franchises are successfully reaching low-income TB patients in urban 

areas, but could improve targeting of lower socioeconomic groups in rural areas. 

Our study suffers from some limitations. First, TB diagnosis was conducted using assessment 

measures (x-ray scans), which are standard in Myanmar but no longer considered appropriate 

in many other countries. Clinic data from SQH facilities included those in treatment- only 

and therefore is biased toward treatment-seeking individuals with a resultant number of 
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Limitations of Data 

• Selection bias:  

• Clinic-data includes treatment-seekers; national prevalence study 
participants not necessarily undergoing treatment (0.16% 
currently undergoing treatment) 

• Not capturing pediatric TB patients in the national survey 
(inclusion criteria included only those older than 15 years of age) 

 

• Limited asset variables (10 items) 

 



Conclusions 

• PSI franchised clinics in Myanmar are reaching poor populations of TB 
patients in urban areas 

 

• More efforts are needed in order to reach the most vulnerable in rural 
areas 

 

• An innovative health service delivery model is needed to reach rural 
populations, who represent 75% of all TB-infected individuals. 
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