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o We tested policy space elements for individual and collective confributions to
conceptualisation and use of policy space to promote healths€quityaingolitical transition.

e Stronger focus on policy space for health equity can help identifyopportunities to

prioritise and advance equity at different transition stages:
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Title
Policy space and pro-health equity national policymaking: A case study of Myanmar during

political transition (2006-2016)

Abstract

Health equity is central to achieving Sustainable Development Goals and COVID-19 has
emphasised its importance. Ensuring health equity is prominent in policy discussions)and
decision-making, is a critical challenge in all countries. Understanding the pelicy‘spaee for
actors to promote health equity in the policy process may help to strepgthen, prioritisation of
equity in policy and programme discussions and decisions. Authers developed a conceptual
framework for policy space based on a narrative literature review. Jhis comprised five key
elements and their associated factors: i.e. context, policy‘circugistances, policy
characteristics, actor engagement, and policy spaees. Authors then applied it in Myanmar
during a period of political transition, using a qualitative case study design. Findings showed
that political transition provided an important¥policy window’ to develop more equitable
health policy in Myanmar. Changingpolicy circumstances offered opportunities for
advancing pro-equity policysHowever! lack of visibility of health equity and long-standing
inequalities were impogptant challenges to policy space. Within a changing context, actors at
individual and organisatienal levels used a range of policy spaces to advance pro-equity
health policyf Learning from using the framework in Myanmar was incorporated into a
revisedfframeweork. Application of this revised framework could provide valuable insights into
the opporttnities to promote a pro-health equity approach across policy and programme
discussions and decision-making for actors trying to promote equity in other transition and

non-transition contexts.

Introduction
Health equity is at the core of the Sustainable Development Goals (SDGs), specifically SDG

3, Ensure healthy lives and promote well-being for all at all ages (WHO, 2016) and many
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other international legal frameworks and guidance. Policymakers increasingly recognise the
need to tackle health inequalities at country and global levels (Hosseinpoor et al, 2015) and
addressing these is seen as central to effective responses to COVID-19 (Horton (2021).
However, gaps between intentions and reality in both policy and practice are significant
(Friedman, 2015; Friedman, 2019). Lack of attention to equity in policy discussions (Ridde,
2008), and poor articulation of health equity goals within policies (Mclntyre and Gilson§
2002), have hampered efforts to address disparities in health outcomes and healthcare
access. Using emerging opportunities to place health equity prominently opsthe poliey
agenda, and designing policies to advance it, is critical for strengthening health systems

(Chopra, 2013) and achieving the SDGs (Marmot and Bell, 2018):

The extent to which actors successfully create and act omoppertunities to promote health
equity as a policy issue is dependent on multiple factorsy These include how actors
conceptualise equity (Lane et al, 2017), the interplay between individual and institutional
actors and their context, and the power and interest of different actors to shape equity-
enhancing policies (Tantivess and Walt, 2008; Shiffman and Smith, 2007, Walt and Gilson,

1994; Sriram et al, 2018).

One challenge is that the,definition of health equity is not universally agreed
(Braveman,2006) and‘different meanings and conceptualisations have implications for the
policy options put forward and ultimately adopted (Lane et al, 2107; Savedoff, 1999; Carey
and'‘€rammond, 2015). Health equity is principally concerned with justice and fairness
(Whitehead 1992; Peter and Evans, 2001) while also being closely aligned with health rights
(Braveman, 2010). It may be defined in terms of ‘health outcome’ such as status or wellbeing
(Whitehead, 1992; Braveman and Gruskin, 2003); in terms of ‘healthcare’ both as access to
or use of (Mooney, 1983; Culyer and Wagstaff, 1993) and as a broader concept
incorporating multiple dimensions relating to social justice (Sen, 2002, p660). The present

study used Braveman and Gruskin’s (2003, p254) clear definition of health equity: “the
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absence of systematic dispatrities in health (or [their] social determinants) between social
groups who have different levels of underlying social advantage/disadvantage” as its starting

point, further exploring its meaning during research.

The concept of policy space, which is also central to this study, is commonly used to
describe opportunities to intervene in policy processes (Sutton, 1999). A body of literature
developed dimensions of the term and described its use (Koivusalo et al, 2009).4fheterm
denotes the “room” actors - both governmental and non-governmental - hayeyto'address a
policy issue (Sutton, 1999). This includes the room available to goveramentactors to
develop policies (Koivulsalo et al, 2009) and room for non-goveramental actors, including

civil society, to engage with the policy process (Crichton, 2008).

Policy space often involves the existence of multiple acters collaborating or negotiating from
different positions. While government actors often drive the policy process, non-state actors
can play a critical role in shaping policy dialogue“and the ultimate outcome. Therefore, the
policy space available to actors is shaped by opportunities to participate in and influence
these policy processes (Crichtong 2008). This is facilitated through various formal and
informal structures, mec¢hanisms, and networks (Lewis, 2006; Tantivess and Walt, 2008;

Shiffman and Smith, 200i; Walt and Gilson, 1994).

Few studies have explored the use of policy space as a framework to support policy analysis
(Crichton,"2008). These have examined the space that a particular actor (often
governmental) has in developing policy (ibid) or the space available to multiple actors around
a specific issue such as family planning (ibid). This study aimed to examine how the concept
of policy space can be applied in identifying and promoting opportunities to prioritise equity
in policies and programmes. Building on previous scholarship on the concept, this study
proposes a conceptual framework that can be used to identify health equity policy space in a

dynamic context of socio-political change. A range of social and economic factors, including
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poverty, conflict, ethnicity, status, and geographical isolation, were seen to increase
vulnerability to worsened health outcomes in Myanmar (World Bank, 2014), providing a
useful context in which to examine the application of this framework in promoting a pro-
health equity approach within the policy process during a decade of socio-political transition

in Myanmar (2006-2016) and provide lessons for engagement in future policy processes.

Methodology

Study design and research question

We chose a case study design set in a historical context (Yin, 2014) underpinned by a
conceptual framework for policy space described below. We examined,the question of how
policy space has enabled or obstructed progress toward health,equity in Myanmar during

2006-2016 and key factors influencing this process.

Framework development

We developed a conceptual framework to assess the policy space for health equity in
Myanmar during a particular timesperiod. We derived this framework based on critically
reviewing and adapting existingffameworks following the steps outlined by Maxwell (2013,
chapter 3). We conducté@ya narrative literature review to identify existing definitions and
uses of the term ‘health*equity’ and conceptualisations and research on ‘policy space’. The
review first examinedsthe multiple definitions of health equity and its links with ethical and
human fights_pfificiples (Braveman, 2006). We then identified three main frameworks with
directrelevance to policy space. First, Grindle and Thomas’ (1991) framework outlines “room
for manoeuvre” for government policymakers and identifies three key factors influencing this
space: (i) “environmental context”, encompassing policymakers’ views and external domestic
and international influences; (ii) “agenda-setting circumstances”, relating to policymaking
environment and its influence on decision-making; and (iii) “policy characteristics”,
concerned with how a policy may affect the decision-making environment. Second,

Crichton’s (2008) framework builds on Grindle and Thomas’ work to examine the space for a
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health issue from multiple stakeholder viewpoints, i.e. beyond governmental actor
perspectives. Third, McGee (2004), Gaventa (2006), and Brock et al (2001) examine “policy
spaces” available to a range of actors to influence the policy process (McGee, 2004;
Gaventa, 2006; Gaventa, 2004). We also reviewed research on globalisation, trade, and
national policy space (Koivusalo et al, 2009; Milner, 2009) and several health equity
frameworks (Gopalan et al, 2011; Bornemisza et al, 2010) for additional insights into
concepts of policy space, health equity, and their potential interaction. Finally, we"examined
policy frameworks with elements relevant to policy space in the policy analysis literature,
including Kingdon (2011), Walt and Gilson (1994), and Shiffman and Smith{(2007), to

examine the role of different elements and characteristics of polieysspace.

Our analysis identified five key elements and associated factors (Table 1) that provided the
initial framework to explore the complex interplay between factors in the Myanmar context,
building on the experience and knowledge of authors and study participants and allowing
new insights to emerge inductively as part of the research process to shape later versions of

the framework .

[Table 1 here]

Figure 1 shows theseselements diagrammatically. In the outer arc, the three elements of
contextf policy €ifcumstances, and policy characteristics shape the wider environment for
healthwequity policy. In the middle arc, policy spaces present opportunities and challenges
for engagement on health equity. At the core, actors engage with policy spaces and the
wider environment to promote or obstruct the health equity agenda. These elements should

be viewed as constantly interacting and influencing each other across the different domains.

[Figure 1 here]
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Study setting

During the study period, Myanmar underwent a socio-political transition from a decades-long
period of authoritarian rule toward democracy. This transition occurred in several stages.
First, the period before 2010, under a military government and the State Peace and
Development Council (SPDC) led by Senior General Than Shwe. Second, a period starting
from late 2010-early 2011 and the election of the Union Solidarity and Development Party
(USDP), overseen by a new “quasi-civilian” (EU, 2016) government under President)Thein
Sein. Third, the period from late 2015 to early 2016 and election of a new National feague
for Democracy (NLD)-led government under President Htin Kyaw, with"Daw,Aung San Suu
Kyi as State Counsellor (BBC, 2017). The decade under study thus contained two
successive periods of political transition, together with a stagetthat,inshindsight can be seen
as pre-transition (Pedersen 2015). With successive new'governments, engagement
between government and a range of health and ather aetors intensified (Risso Gill et al,
2013; IHP, 2013). The context and period chosen thus offered a unique opportunity to study
a dynamic process of change in Myanmar, with an opportunity to examine changes in policy
space over time. Since this study,was undertaken, Myanmar military efforts from early 2021
to reassert control followingthe2020¢election, and suppression of subsequent civilian
resistance, have derailg@the transition process (Price, 2021) with implications for health

equity policy spacé

Data callectiorn

Weé employed two data collection approaches. The first one recognised 'people as
informants’ and obtained their assessments and views as immersed participants through
semi-structured interviews. The second focused on the ‘documentation’ of key policy and
other decision-making processes and programmes in Myanmar relevant to health equity in

2006-2016 (Potter and Subrahmanian, 1998).
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Data collection took place principally in Myanmar by the first author and Myanmar co-
authors. We purposively recruited actors involved in key health policy discussion and
policymaking fora over the 10-year period. We identified for interview actors holding key
positions within national or international agencies and membership of at least one key forum
during the decade of interest. Invitations were sent to ensure a total of 25-30 interviewees
across actor groups, assuming a level of non-response. Table 2 describes the
characteristics of the 29 interviewees, of 31 invited by email, who responded positively. In
total, 13 were women and 16 men, 14 were Myanmar and 15 international saeross the range
of actor groups, including representatives of government departmentsgbilateral donors,
United Nations (UN), and national and international NGOs. The first authofr conducted
interviews in English using a question guide informed by the literature and expert opinion
(Bryman, 2012). Interviews were audio-recorded in all buty2 cas€s and transcribed by the
first author, with anonymity and confidentiality maintained throughout by using identification

codes and securely storing transcripts.

A range of key policy and programme documents with a bearing on health equity were
identified and reviewed for inforrgation on key aspects of health equity policy space. These
included policy documents relating to national and international health and other processes,
such as national h€alth plans and policies and key programme and other reports. In addition,
all documents mentiened by the interviewees were traced and included. Selected documents
were reviewed ‘against a document monitoring sheet that aimed to capture information
relevant to"policy space for health equity and actor engagement, following the methodology

outlined by Prior (2011).

Analysis
We analysed transcript and document data using thematic analysis (Bryman, 2012; Saldana,
2016). The coding process was used to identify key events and actions to forward health

equity and identify constraints as outlined by Gibbs (2007). Initial codes were generated and
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used to code all transcripts. A final list of codes was assembled into a hierarchy around key
themes. Key themes were then used to develop a series of extraction tables, populated with
information from interviews and documents and used to critically interrogate the value of
framework elements and factors and provide insights into the policy space available for

health equity in Myanmar over the decade under consideration.

Findings
Findings are presented against elements of policy space for health equity ipsMyanmar, as

identified in the conceptual framework, throughout the decade under seview;

Contextual factors
Actors consistently highlighted contextual factors as key te thespolicy space for health equity
in Myanmar. Two important aspects were identifigdfor this domain; first, those impacting the
context of policy space (Grindle and Thomas, 19915,p184) and second, the views of actors
on health equity. In the first category, many interviews highlighted historical factors, such as
the legacy of a military governmentand international sanctions by governments, including
the US and UK, as essentialffactérs that shaped the overall environment for health policy
and health equity. Histofigal factors were described as limiting the space for health equity in
multiple ways in the early,part of the decade, including by reducing financial space and
limiting oppoftunities\to discuss the challenge of inequities.

“The intefrational political context and the sanctions ... affected the type of aid

that'€ame, and the volume of aid, so [...] a fairly low volume of aid” INT7-2

Later, key events, such as Cyclone Nargis in 2008, presented opportunities to change the
discourse and nature of engagement by introducing new international actors and
encouraging the growth and participation of national civil society. After 2010, political events
in 2010/2011 and in 2015/2016 were identified as key to providing a critical ‘policy window’

for health equity and opening policy space. For example, most participants highlighted the
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2010 elections and new government in early 2011 as contributing to subsequent easing and
eventual lifting of sanctions by international actors in 2012. This was an important turning
point and an opportunity to advance health and health equity. Key influences identified
included increased funding for health from government and international sources and new
opportunities for engagement between the Ministry of Health (subsequently Ministry of
Health and Sports) and a range of health actors, including ethnic health organisationsgand
new opportunities to discuss challenges within the health system by a broader set of actors.
These developments were then built upon following subsequent political eventsfrom
2015/2016. Table 3 illustrates key shifts with a selective overview of pelitical periods and
corresponding health policies. Another important historical influepee recognised in interviews
was the legacy of conflict, which has affected many parts of the country over many decades,
negatively affecting the opportunities for provision of social sexvices (WHO, 2014) and

development of health equity (WHO, 2022).

[Table 3 here]

The views of actors also infldencéd the discussion on health equity. Most actors described
health equity in relatiopft@ymeasures of “access” to health services (Mcintyre et al, 2009).
“[Health equity, isw..] health services provided to people depending on their

health status\as well as their wealth status” INT27-1

‘health equity to me would be about access equity, it doesn’t mean we are all
going to get the same service, but it means that everyone in society is able to

access the same service” INT8-2

Several respondents linked health equity explicitly to Universal Health Coverage (UHC) or
described the national strategy for UHC, particularly the delivery of an essential health

package, as an opportunity to discuss and promote a pro-equity agenda.
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“For health equity, | usually refer to the universal health coverage concept, but |
will not say universal health coverage heading, but | mean the concept is

universal health coverage” INT14-1

A few respondents framed health equity from the perspective of resource allocation, noting
the appreciable inequality in current allocations, including in relation to the distribution(of

human resources across the country.

Finally, a minority referenced health equity in terms of health outcomes»

“We see health inequity as health[y] life expectancy” INT 18«1

Policy circumstances

Actors highlighted the importance of policy circumstances in determining the space for
health equity, identifying key elements in a changing political context that were critical for
enhancing space for health equity in Myanmag. Both government and non-governmental
actors described the increased political imperative to prioritise specific social issues and
address inequalities following thef2040 and 2015 elections, as key to raising the profile of
health equity on the politieal agenda. This was reflected in the changing nature of the policy
process over thisime, with increased opportunities to discuss health equity, identified in
many intervigws as an’important factor in expanding policy space. For example, before
2010, only a limited number of actors could access formal policy discussions, i.e. those
withimegovernment policy processes and a few trusted UN agencies. Outside these
government processes, national and international actors found ways to shift the policy
agenda in a pro-equity direction, albeit incrementally, using a variety of approaches. These
included promoting ideas and discussion on equity using specific terminology such as “hard-
to-reach” in programme discussions and designing specific programmes with a clear equity
focus, such as the Post-Nargis Recovery and Preparedness Plan (PONREPP) after Cyclone

Nargis, which used a township planning approach originally applied by the Gavi-HSS
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programme and helped to examine health equity in service provision and use, as well as
framing of programmes aimed at supporting pro-health equity initiatives (i.e. including a pilot
programme on the use of vouchers and hospital equity funds). Discussions around three
diseases (i.e. HIV, TB, malaria) within the Global Fund Country Coordination Mechanism
(CCM) and other technical strategy groups also enabled discussion on health equity from a
disease-specific perspective. These programmatic fora played a critical role in expanding
opportunities for policy engagement and discussion for a wider set of national and
international actors with the Ministry of Health (MoH).

“I think definitely the [...] country coordination mechanisms [...] did result in a

forum where you could talk about inequities. | mean, they were‘inequities as they

related to the way in which, well either the way in which'igequities resulted in

disease burden for TB, HIV and malaria or the conversesf...] the way in which

the diseases themselves impacted on different populations in different ways”

INT4-2

From 2011, the expanded political Space was accompanied by a gradual opening-up of the
policy process for discussiop’and action on health equity. Several actors saw this as
exemplified in the increaSed opportunities to discuss health sector challenges within formal
spaces, e.g. the fermation of the Myanmar Health Sector Coordination Committee (MHSCC)
with a broadgr rangeof health stakeholders. From 2015, further expansion of the policy
space was exemplified by a new process adopted for National Health Plan (2017-2021)
develepment. This process presented a significant step forward in supporting wider
discussion of equity and allocation of supportive resources and recognising a range of actors
(e.g. policymakers from the private sector, Ethnic Health Organisation [EHO]
representatives) who worked with Ministry and UN actors to develop the new plan aiming for
universal health coverage and a specific equity focus.

“2011-2012 is for the international opening up [...], but 2015-2016 is opening

up of ethnic health organisations, ethnic groups, armed groups and then the
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CBOs, never ever in the Ministry of Health’s history did they ever recognise the

work of NGOs and CBOs” INT19-1

These shifts were reflected in policy documents from this period, including the 2013
“Strategic Directions for UHC” presented by MoH, the 2016 “Programme of Health Reforms”
developed by the National Health Network, and the 2017-2021 NHP from the Ministryf
Health and Sports (MoHS), forwarding the goal of UHC. Increased government and
international actor funding for health and other social sectors from 2011-2042,also helped

translate these policy commitments into concrete actions.

Policy characteristics

Actors described a range of characteristics of policy development as having an important
role in the policy space for health equity over the decade, A factor identified by many
national and international actors was the increased\visibility of health inequalities, linked to
the availability and use of data on the depth and spread of health inequalities, creating
space for more meaningful and agtion-oriented engagement on the issue. For example, pre-
2011, limited availability of national data generally, and on health inequalities specifically,
restricted opportunitiesstoichampion health equity or prioritise it on the policy agenda. In the
absence of national datay,programmatic data were critical in providing insights into the
nature and s¢ale of inéqualities in healthcare access and health outcomes. However, data
were severely limited in scope and restricted in dissemination due to political sensitivities.
Further, availability of unreliable national health information hampered discussion on health
inequalities. Some UN agencies appeared slow to request better data, while their
endorsement of reports that potentially under-represented the scale of health challenges

further worked against promoting the issue of health equity within the policy process.

From 2014, the availability of census data (2014) and Demographic and Health Survey

(DHS) data (2015) enabled reflection on health inequalities across the country. However,

220z Jaquisydag ¢ uo Jesn aupipa|y [eoidod] B susiBAH Jo |00yog uopuo Aq 0S81699/9/02ez0/|0deay/s60 1] 01 /10p/aloIe-soueApe/jodesy/woo dnoolwapese//:sdiy Woll papeojumod



limitations with these datasets continued to undermine opportunities to highlight inequalities
and thus motivate action policies to promote health equity. This included a lack of
disaggregation to levels that allowed identifying and discussing inequalities within states and
regions and within and between different population groups. Additionally, concerns were
raised at the time about the process and coverage of the Census and its political
dimensions, including in relation to the identification of certain groups (ICG, 2014). Similarly,
data from large donor-supported health programmes in the country provided limited
information on their impact across population groups. These data challengesycontinted to
constrain the policy space for health equity in Myanmar.

“I don't think there were any reasonably reliable statistics [##} | thinksthat the

statistics that we do, the surveys that were supported byaUN,agencies, | don’t

trust any of the data from those [days]. No, | think the firstreliable data on health

we are going to have is the DHS” INT9-2

Interviews highlighted other critical factors that challenged efforts to address health equity in
the post-2015 period. These included, the Jpolitical sensitivities of expanding the coverage of
health services in areas notdinder government control. Further, as donor priorities changed
with the shifting political’Situation and additional support to government was provided, it
became difficult toprovide finances directly to areas that were not under government control,

including areas undep’EHOs.

Actorengagement

Factors relating to context, policy circumstances, and policy characteristics led to a range of
‘policy spaces’ offering both opportunities and challenges for actors to engage with the issue
of health equity. The interviews highlighted the wide scope for actor engagement and use of
different spaces to work on health equity, at the individual and organisational level, and
across national and international groups. Respondents highlighted how the ability of actors

to recognise and utilise the space for health equity varied by individual and group and over
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time. Individuals and organisations clearly identified and used space in various ways within
the confines of their particular time and environment. For example, certain individuals in
national and international agencies were described as seizing available opportunities to ‘do
something different’. These opportunities often coalesced around identified “policy windows”
(noted above), such as the response to Cyclone Nargis or the re-entry of organisations into

the country, e.g. the World Bank in 2012.

Interview respondents identified several national and international actors frem the Ministry of
Health (subsequently Ministry of Health and Sports), national agencies=andiinternational
agencies, who clearly promoted a pro-equity agenda and placedshealth equity at the centre
of their actions. This manifested in their use of language, encouragement of discussion on
the issue, and adoption of approaches to address it, whethertargeted to specific groups or
areas or through a holistic approach.

“Individuals within institutions who, if yowlike\[...] were working at the right level

where they could take decisions and [ Waad [...] a mandate within those

institutions” INT15-2

At an organisational ley€lprogrammes including PONREPP, Gavi-HSS, and later the 3MDG
Fund, used termipdlogy‘such as “hard-to-reach” and promoted a township planning
approach, helping raise the visibility of health equity. Programmes addressing tuberculosis,
malariaf’and HW"helped target these high-burden diseases within the context. However, in
the \View of'Some actors, their focus on selected diseases also fragmented the health
improvement agenda and undermined their pro-equity credentials and national ownership of
the health equity agenda. The shift of focus toward UHC and addressing health system
issues later in the decade was seen as a more holistic approach to equity by both national
and international actors, building on previous efforts to promote conceptual space through
the use of “hard-to-reach” terminology, targeting of the most vulnerable, and use of the

township health planning approach.
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Many respondents highlighted the influence of historical policy space on the present-day
space with historical space as both a facilitator and challenge to current space. For example,
where actors had identified and cultivated space to discuss health equity or developed
programmes with a pro-equity focus in the pre- 2011 or initial transition periods, these efforts
then provided a modest but tangible base from which to expand space for health equity in

the later period.

Policy spaces
The respondents (representing the key actors) identified a rangesof policysspaces as
important opportunities to further the health equity agenda oveg the périod under
consideration. These included conceptual, financial and programme spaces that allowed
actors to address health equity in different ways, including the creation of important formal
spaces that incorporated a wider range of actorsiin‘policy discussions. Examples of the latter
involved fora connected to specific programmes, such as the Global Fund’s CCM offering an
opportunity for civil society to engage,in policy discussions and issue-specific groups and
wider policy fora such as the/Myanmar Health Sector Coordinating Committee (MHSCC).
Informal spaces also played amimportant role in advancing the discussion on health equity
by both national and integnational actors. These included discussions around the margins of
formal spaces or “undér the radar” programming, particularly before 2011.

“There [Ssort of what | will call “sneaky spaces”. You know you can’t have health

insurance, but what about a voucher scheme? That is not really health insurance

is it? No, we don’t want to call it health insurance, and what about [a] hospital

equity fund? That is not really health insurance, it is kind of health insurance but

not really” INT7-2
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One important space identified in many interviews was the conceptual space provided by
discussion on UHC that materialised towards the end of the research period, in which equity

was central.

Inter-connectedness of elements

While understanding the role of each individual element, the research indicated the
interconnectedness of the framework elements and policy space for health equity. For
example, the link between actors and other elements of policy space, suchsas context and
policy circumstances, was evident in interviews (e.g. the shifts in policysspace and openings
in discussion and actions on health equity following cyclone Nargisrand,thé arrival of new
NGOs as well as the return of the World Bank). The researchalsohighlighted how actors
used the increasing space within the policy process presentedsby the changing political
context and by global discussions such as UHC tesadvance ideas and initiatives related to

health equity.

Discussion

We employed the concept of’poliCy space as an analytical tool to trace opportunities for
addressing health equityin a transition context, applying our framework to Myanmar.
Elements included’in ounframework, i.e. context, policy circumstances, policy
characteristi¢s, actoneéngagement and policy spaces, individually and collectively, helped
determifie the pelicy space for health equity in Myanmar in the study period. We found a
rangesof factors influencing the availability of policy space for health equity in the country,
shaped by national and international actors within a historical and changing political context,
policy circumstances, and policy characteristics. These factors created opportunities and
challenges for engaging with health equity in various policy spaces. The emergence of policy
spaces was important while unpacking how actors used these spaces was clearly critical to

understanding the overall health equity policy space.
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The analytical framework developed in this paper proved useful in identifying factors that
need to be in place to increase space for health equity. These factors, outlined in Table 4,
cluster around several lessons including: (1) political transition as an important ‘policy
window’ for development of health equity policy; (2) definitions of health equity can help
shape the scope of policy options; (3) changing policy circumstances present important
opportunities as well as challenges for the policy space for health equity; (4) lack of visibility
of inequalities reduces policy space for the issue; (5) longstanding health inequalities
challenge the policy space for health equity; (6) pro-equity approaches cansbe adapted to
each stage of transition; and (7) actor engagement in policy space forhealth equity needs to
be inclusive. Many of these factors have been recognised previously,'such’as the
identification and use of “policy windows” to further policy (Balabanova et al, 2013), and
several well-known frameworks exist for analysing the policy¥process, including Walt and
Gilson’s “policy triangle” (Walt and Gilson, 1994),éingden’s “multiple streams” (Kingdon,
2011), and Shiffman and Smith’s “generation of political priority” frameworks (Shiffman and
Smith, 2007). However, while building on these seminal works, we argue that an expanded
range of elements and factors are critical for effective policy space and should be considered

in analyses.

[Table 4 here]

The Myanmar €ase study suggests that the elements and factors in our framework are
uséfukfor &xamining a pre-transition period to help support a platform for action once the
transition is underway. As such, this framework could also be used beyond its initial policy
analysis role to support strategy development in other contexts. Friedman (2015; 2019) has
called for development of health equity strategies at country level. Use of our framework
could provide a useful starting point in this process through identification of current space to

address health equity and further expansion of the space to help ensure strategies succeed.
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The Myanmar case study emphasises potential challenges for policymakers in addressing
long-standing and deep-seated inequalities. Political, administrative and capacity issues
preclude easy or rapid approaches to addressing these challenges. A particular challenge is
to consider the meaning of a health equity goal (Lane et al 2017). As our findings showed,
not all actors gave the same meaning to health equity and not everyone was included in the
definition. Coleman and Lawson-Remer argue that in developing policies to distributesiealth
resources, all population groups should feel the benefits of transition (Coleman and Lawson-
Remer, 2013). This poses a challenge for policymakers in Myanmar as they=weigh up the
advantages and disadvantages of different policy options, population perceptions, and
resources. The move by the military to regain full control in Myapmarin, 2021 (Price, 2021)
abruptly halted the country’s democratic trajectory with implications for the health equity
policy space, including international responses to military\actien! the availability and use of
international assistance (USAID, 2021), and recentanalysis of a weakened economy (World
Bank, 2022). Learning from the 2006-2016 transition described here demonstrates the need
to focus on critical factors to maintain space fer health equity, including discussion of equity,
the availability of data for visibility,ofithe issue, and the implementation of programmes that

support the most vulnerables

The Myanmar coptext issunique but shares some important characteristics with other
contexts. Forinstanee’ various countries are undergoing transitions, including political-
economly and secio-political elements. Our findings resonate with challenges faced in other
trafsitional®Contexts, such as Brazil (Guanais, 2010), Mexico (Daniels, 2008), Chile (Nuriez
and Chi, 2013), South Africa (Mclntyre and Gilson, 2002), and Cambodia (Ir et al, 2010), in
which political transitions presented opportunities to further pro-equity policies. However,
these examples show that equity gains following transition often fall short of original
intentions. This may be due to powerful groups undermining the impact of reforms (Baker et
al, 2010) and illustrates the political nature of processes to engender health equity. An

appreciation of potential ‘arenas of conflict’ identified by Grindle and Thomas (1991, p185) is
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crucial to developing effective policy and implementation strategies. Evidence from other

countries also emphasises the importance and challenges of an inclusive and “fair process”
for discussing how resources are shared within the country (Mcintyre and Gilson, 2002) and
the need for explicit discussion on equity in the policy process and clarity on the equity goal

being sought (MclIntyre and Gilson, 2002; Ridde, 2008).

The extent to which discussion on UHC in Myanmar and other contexts can be gpened to
promote wider debate on longer-term health equity is unknown. This framewerk provides an
opportunity to explore emerging spaces within a transitioning context /At the same time, it is
clear that Myanmar’s transition has specific characteristics, has been‘halted since 2021, and
remains unrealised. Other transitions can provide additional exploration and testing of our

framework.

We argue that to achieve specific policy outcomes = in this case, advancing the health equity
agenda — policy space must be strengthenedvand used. Although policy space opened in
Myanmar, particularly after 2015 4certain conditions hampered the most effective use of this
space to address health equity."Eor example, an historical “command and control” approach
within MoH limited the g@hge of\experience staff could draw upon to make decisions once
the system changéd, affecting how staff sought and used available opportunities. In addition,
historically logWw healthsfunding levels in Myanmar mean it will take time to ensure sufficient
allocatign of finafces across critical areas to achieve pro-equity outcomes. The historical
cost*sharing approach to health system financing, though abandoned, left a legacy of
relianee on high out-of-pocket payments, impacting equity in access and use of services.
The vertical nature of health programming in Myanmar over many years also limited the
adoption of a holistic approach to health equity and confined discussion to specific issues.
While actors working to address specific diseases have been able to use funding provided
by vertical programmes, this did not extend to the wider health equity agenda. Gopalan et al

(2011) noted the fragmentation of efforts to address health equity resulting from the focus on
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donor-funded vertical programmes, and others suggested caution in assuming that vertical

initiatives necessarily improve equity (Worrall et al 2005; Hanefeld et al, 2007).

In relation to the framework, this research found that the chosen elements within the
framework, individually and collectively, were useful in eliciting observations on the policy
space for health equity in Myanmar. Factors identified under each framework element
resonated with participants as important aspects of policy space for health equity. However,
in some cases, there was insufficient detail in responses to fully illustrate thesissue, Wwhile in
others the interviews provided insights into factors not included in the original framework.
This study also provided a sense of the relative importance of eaeh fagtorshelping to present
a hierarchy of factors for any future framework. For example, hconfismed the importance of
context as a key element of policy space and the comparativesimportance of particular
factors such as the ‘policy windows’ provided by successive elections in opening up spaces
to move a pro-equity agenda forward. Additionally, while not an intended framework aim, use
of framework also helped to identify factors that could assist development of policy space for
health equity. This included elements, such as data collection to aid visibility of inequalities;
fostering opportunities to dis€ussthealth equity or inequalities; supporting the development of
capacity to engage in pélicymaking within the context, and developing an understanding of
health equity andts significance, at the earliest opportunity. These elements would provide

appropriate inputs_imany period of transition.

Several limitations should be considered when assessing whether this policy space
framework is a useful tool for policy analysis. First, the small sample size and possible
sensitivities about discussing equity issues may have prevented the framework being fully
tested. Second, the first author was known to many interviewees, which may have resulted
in some response bias. Third, some interview responses lacked depth, highlighting the need
to revisit how equity is studied in future. In particular, future research should examine the

impact of addressing health equity on different population groups.
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Conclusions

Given the global drive towards embedding equity in health investments and the added
visibility given to health equity by the COVID-19 pandemic, conceptualisations that inform
research and policy development are critical. This research developed a conceptual
framework for health equity policy space that can be used to identify opportunities to
promote a pro-equity approach to policy and programming, particularly in countri€s

undergoing transition.
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Figure 1: Diagrammatic representation of policy space framework for health e&
(colour preferred but not essential) (based on key elements from Grindle andq-was,

1991; Crichton, 2008 and McGee, 2004, Brock et al, 2001; Gaventa, 2004 j\ )

Context

(national and
international/global)

Policy spaces

Table 1. Conceptual framework elements and factors for health equity policy space

(based on the literature)

Framework Relation to policy Factors identified as influencing policy space

element space (for health  (with reference to health equity)

220z Jaquisydag ¢ uo Jesn aupipa|y [eoidod] B susiBAH Jo |00yog uopuo Aq 0S81699/9/02ez0/|0deay/s60 1] 01 /10p/aloIe-soueApe/jodesy/woo dnoolwapese//:sdiy Woll papeojumod


http://documents.worldbank.org/curated/en/871761468109465157/pdf/930500CSD0P150070Box385388B00OUO090.pdf
http://documents.worldbank.org/curated/en/871761468109465157/pdf/930500CSD0P150070Box385388B00OUO090.pdf
https://www.worldbank.org/en/country/myanmar/overview

Contextual Relates to factors .

factors that are “pre-

existing” and affect o
how decision

makers view the

problem (Crichton, o

2008) of health

equity .

V

Policy Relates to

circumstances affec
ics of the

cisfon-making”

rocess (Crichton,

2008) on health .

vc)

equity

Historical, social, cultural, economic factors
(Crichton, 2008; Grindle and Thomas, 1991)
Situational factors e.g. a humanitarian crisis,
political transition (Crichton, 2008; Shiffman
and Smith, 2007)

“Policy windows” (Shiffman and Smith, 2007;
Kingdon, 2011)

International context such as agreements,
treaties, loans, development assistance
(Koivusalo et al, 2009; Koivusalo, 2014);
global governance structure (Shiffman and
Smith, 2007)

Views/opinions held on health equity (Grindle
and Thomas, 1991; McGee, 2004).
Pressure/urgency for reform or action on
issue (Grindle and Thomas, 1991; Crichton,
2008)

Priority given to issue (Walt and Gilson,
1994)

“Crisis situation” or “politics as usual” (Grindle
and Thomas, 1991; Crichton, 2008)
Available strategies to address issue
(Crichton, 2008)

Policy-making process (Gopalan, 2011)
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Policy

characteristics

Actor

engagement

Policy spaces

Relates to factors
that impact on
“acceptability” by
decision makers
(Crichton, 2008) of

health equity

Relates to how
actors engage with
and use policy
space to advance
(or otherwise) the
agenda (Crichion,
2008) onghealth

equity

Relates to the
nature and types
of spaces available
to engage on the
issue (Gaventa,
2006) of health

equity

Visibility of issue (Crichton, 2008)

How different sections of population affected
by issue and efforts to address (Crichton,
2008)

Evidence on problem (scale etc) of health
inequities (Shiffman and Smith, 2007)
Resources/efforts needed to address issue
(Grindle and Thomas, 1991; Crichton, 2008;
Shiffman and Smith, 2007; Gopalan et al,
2011)

Range of actorsypresent/degree of
involvement (Gopalan, 2011; Brock et al,
200M

Power/influence of different actors (Gopalan
et al, 2011; Shiffman and Smith, 2007; Brock
et al, 2001)

Actor interaction (Ir et al, 2010)

Capacity of actors to engage in policy

(Gopalan, 2011)

The nature of different spaces e.g. “closed”,

“invited”, “Claimed/created”, “visible”,
“invisible” (Brock et al, 2001; Gaventa, 2006),
“conceptual”, “bureaucratic”, “practical” (IDS,
2006)

“Rules of engagement” (formal and informal)

(Gaventa, 2004);
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¢ Inclusion of different actors in spaces
(McGee, 2004; Brock et al, 2001)

e Creation of spaces (McGee, 2004; Brock et
al, 2001)

o Governance of spaces (McGee,2004)

¢ How spaces are used for decisions on
funding and coverage of programmes
(Bornemisza et al, 2010; Buse and Walt,
1997)

N

Table 2: Key policy space factors illuminated by qual@search in Myanmar

Key element

Context

Policy

circumstances

Key factors illuminated by use of framework in Myanmar

Historical influences e legacy of military regime; application of
sanctions by some governments

International/global influences e.g. sanctions imposed by some
governments e.g. US and UK

Political factors e.g. elections in 2011 and 2015, National Ceasefire
Agreement (NCA)

Social factors e.g. range of languages, health system challenges, trust
in government services

Legal factors e.g. change in laws/articles

Key events e.g. Cyclone Nargis in 2008;

Views on health equity held by different actors

Low prioritisation of health equity in pre-transition period

Political imperative to address health equity at different times e.g. pre-

and post- election pledges
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Policy

characteristics

Actor

engagement

Policy spaces

Changing nature of policy making process during the political transition
e.g. move from exclusive top-down approach to more inclusive
approach to policy making over decade

Lack of visibility of health inequalities/inequity

Challenge of long-standing inequities e.g. consideration of health
equity goal; practical and administrative challenges; balancing with “do
no harm”; linking with peace process; resources needed to address the
issue

Actor availability for engagement in health pOlicy processes, e.g. mix
and increase of actors over time

Scope of actor engagement in policy processes

Actor agency (individual, organisational)

Programmes to addresshealthtinequalities e.g. targeting MDGs,
expanding coverage of sefrvices, resource allocation to marginalised
groups andsargas of‘country

Actions to expand actor engagement in policy discussions

Actionstofexpand visibility of health inequalities/inequity

Types of space

- Conceptual space e.g. UHC as way of conceptualising health
equity

- Formal/-Informal spaces e.g. programme and policy fora such as
CCM, MHSCC, NHC/ “tea break advocacy”

- Exclusive/lnclusive spaces e.g. national policy fora e.g. NHC/NHP

- Key events e.g. Elections, NCA, Cyclone Nargis

- Financial space e.g. Increasing government budget post 2011;

financing from key actors such as Global Fund, World Bank

220z Jaquisydag ¢ uo Jesn aupipa|y [eoidod] B susiBAH Jo |00yog uopuo Aq 0S81699/9/02ez0/|0deay/s60 1] 01 /10p/aloIe-soueApe/jodesy/woo dnoolwapese//:sdiy Woll papeojumod



- Programme space e.g. various programmes to support health

- Historical e.g. legacy of sanctions, legacy of military regime

- Visibility space e.g. availability and use of data on inequalities

e Use of space

- For promoting discussion on health equity e.g. promoting ideas on
health equity

- Forincreasing coverage of programmes e.g. 3DF

- For promoting visibility of health equity e.g. Gavi-HSS, PONREPP
and use of hard to reach terminology

- For accountability e.g. increase in media attention on health

Table 3: Summary overview of development,ofhealth policies and plans prior to and
during study period (summarised from Health in Transition, 2014 and National Health
Plans 2006-2011; 2011-2016; 201652021)

Period Key political period Key health policy
Pre- 2006 1988- 1992 — SLORC  National Health Policy 1993
- military

1992 SDPC — military | Health financing reforms (1990s)

- Development of drug revolving Fund for
essential drugs

- Introduction of User charges

- Private service in public hospitals

Other policies:

- Establishment of jealth care facilities in

border areas
2006-2011 SDPC — military National Health Plan 2006-2011

- PHC approach with emphasis on equity,
preventive services, community
involvement, multisectoral approach

2011-2016 USDP - “quasi- National Health Plan 2011-2016
civilian” - PHC at the centre of UHC
- Improving equity
- Improving efficiency in Strengthening
capacities for UHC

Key policies:
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- Hospital Equity Fund

- MCH Voucher scheme

- Township based health protection
scheme

2016-2021

NLD-led government

National Health Plan 2016-2021

- Emphasis on PHC delivered at township
level and below

- Focus on access to essential health
services for population in phased
manner

- Considers health care providers_outsi

6&
O
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