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11..11  MMaallddiivveess  HHeeaalltthh  SSeeccttoorr  BBaacckkggrroouunndd    

The Maldives health sector is in the process of undergoing significant changes to ensure fair access to 
quality health care to the whole population. 
  
The Ministry of Health1 (MOH) is coordinating and managing Health Sector Reforms with significant 
support from its key development partners such as the World Health Organization (WHO), the World 
Bank (WB), UN agencies and other donors to address key health sector systemic and operational issues. 
In 2012, MOH assigned a priority to National Health Accounts to collect and analyze evidence to guide 
reforms of the Maldives health systems. Health policy reforms aim to:  
 

1. Improve the health status of the people; 
2. Ensure equitable access to services; 
3. Improve the quality of services delivered; 
4. Optimize use of resources. 

 
To design health financing policy options in order to achieve the above objectives, a comprehensive 
macro-level information is required about the composition of the health system, who are the key actors 
in the system, their relationships with each other and the key financing sources, agents and utilization 
of national health funds in the Maldives. National Health Accounts (NHA) are designed to give a 
comprehensive description of resource flows in a health care system, showing where resources come 
from, and how they are used.    
 

11..22  NNaattiioonnaall  HHeeaalltthh  AAccccoouunntt  ccoonncceepptt  

 
NHA is a widely accepted tool that is promoted by the WHO and the WB to allow policymakers to 
understand and manage health systems, and to improve system performance.  It is a framework for 
measuring total – public, private, and donor – national health expenditures. Formatted in a standard set 
of tables, NHA methodology organizes, tabulates, and presents information on health spending in user-
friendly format. This format can be easily understood and interpreted by policymakers – including those 
without a background in economics. NHA essentially measures the “financial pulse” of a national health 
system by answering questions like:  
 
Ø Who in the country is financing health services? 
Ø How much do they spend and on what types of services? 
Ø Who benefits from these health expenditures? 

 
 
 
 
 

                                                
1 Ministry of Health and Family (MoHF), after May 2012 MoFH was re-organized into Ministry of Health (MOH) and 
Ministry of Gender, Family and Human Rights. Since NHA Survey analyzed the data of 2011, thus MoFH and MOH is 
used interchangeably in this report .  



 
 

11..33  MMeetthhooddoollooggyy  

The Maldives NHA study followed the methodology provided by the Guide to Producing National Health 
Accounts (2003) prepared by WHO in collaboration with the WB and United States Agency for 
International Development (USAID). This NHA methodology is based on three information matrices that 
allow for four levels of analysis: sources of health funds, financing agents handling funds, providers of 
services and health functions. Needed adjustments were made to the classification schemes to bring 
them in line with the Maldives national specifications as well as preparing the team to start using the 
new System of Health Accounts (SHA II). 
 
Several criteria were used to adapt the classifications: the transactions were grouped and partitioned so 
that they each represent an important, policy- relevant dimension. Partitioned transactions are mutually 
exclusive and exhaustive, so each transaction of interest is placed in one –– and only one –– category. 
Efforts were made, to the extent possible, to consider existing international standards and conventions 
when placing certain transactions into groups to assure international comparability of the Maldives 
data. While preparing preliminary 2011 NHA tables, the NHA team relied on existing data sources and, 
where absolutely essential, additional efforts were made to compile the information. 
 
 
The compilation of National Health Accounts 2011 for the Republic of Maldives commenced in January 
2012 with extensive meetings between the WHO, the MOH officials, NSPA, other national and 
international stakeholders, and the National Health Accounts team. The report highlights the key health 
funds actors as well as provides an assessment of the national health expenditures (both public and 
private). The aim of this round of NHA is to bring evidence, which will guide the Government and the 
MOH officials in reforming the Health sector. Reforming the health sector will have an impact on the 
provision, access to, financing and regulation of health services in the Maldives. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



11..44  NNHHAA  MMaaiinn  FFiinnddiinnggss  

Summary Results (FY 2011) 
 
The main findings inferred from the NHA study: 
 

 
 
 
Sources of Funds: 
There are three principal sources of finance for the health sector in the Maldives: the public sources, the 
private sources and the external sources. Table E1 shows that the major source of health funds is the 
people of the Maldives, which accounts for almost 50%. The second main source of finance is the 
Government of the Maldives, 44%. External sources, such as donations and grants for multilateral and 
bilateral aid, contributed to less than 3.3%, and the employers contributed approximately the same 
percentage to cover their own employees for health insurance.  

 
TABLE E1. SOURCES OF FUNDS, 2011 

 
 
 



Financing Agents: 
 
Financing Agents in the Maldives receive health funds from the three main sources. As shown below in 
Table E2, direct out-of-pocket expenditures are high. Overall, more than 45% of Total Health 
Expenditures (THE) is managed and spent directly by the household, 45% by the Public Financing Agents 
and 3% by Donors and NGO’s. The Health Services corporation manages most of the public financing 
resources (29% of THE) in 2011 and it also includes public health issues in its mandate but most of these 
resources have been diverted to curative care services at the Atolls level. Private Insurance manage a 
growing good amount of Health Funds in Maldives and represent almost 4% of THE. Donors transfer 
most of their funds to the Ministry of Health and Family and secondly to their own donor-run health 
services facilities and other aid groups and NGO’s.  
 

TABLE E2.  SHARES OF HEALTH CARE SERVICES BY FA 

 
 

Providers of Health Services: 
 
Public Providers are the major recipients of national health funds. Public Providers receive more than 
37% of Total Health Expenditures (THE). Public Providers consists of MOH facilities including Regional 
and Atoll Hospitals, outpatient Health Care Centers and Health Posts. Public Hospitals receive more than 
30% of THE, public outpatient Health Centers accounts to almost 7.5%, and Health post for the 
remaining 1% of THE. Private Providers account for 28% of THE. The major private actors are Private 
physicians, dentists and pharmacies. Rest of the world providers account for 23%, mainly overseas 
treatments and paid mostly by the people of the Maldives. 
 

 
 
 
 
 
 
 
 
 
 
 
 

TABLE E3. TOTAL HEALTH CARE EXPENDITURES BY TYPE OF FACILITY 



 

Total Health Expenditures by Functions 
 
The NHA results show that the Maldives health funds are primarily spent on curative care and little goes 
towards preventive care. The majority of total health expenditure in the Maldives (66.8%) is spent on 
Inpatient and outpatient curative, with almost 11% spent on administration and 5.5% on preventive 
care, and 17% on medicines.  
 

TABLE E4. FUNCTIONAL DISTRIBUTION OF TOTAL HEALTH EXPENDITURE 

 
 
 
A summary of the functional breakdown in Table E5 shows that nationwide, Maldives spent USD 130 per 
capita on inpatient curative services and the same amount on inpatient treatment abroad. Only USD 11 
per capita has been spent on public Health Programs. As a result of the pharmaceutical survey, USD 95 
per capita has been spent on medicines in 2011. This high spending has been a great concern for the 
Government and further attention has been made on Pharmaceuticals and Drugs Policy in term of 
consumption and control of the import-export operation. Administration accounts for 10% of total 
health expenditures. Three percent of THE was spent on health related function and new investments 
and technology for health mostly paid by the donors. 
 

 
 
 
 

 
 
 



TABLE E5. AGGREGATED FUNCTIONAL DISTRIBUTION OF TOTAL HEALTH EXPENDITURE 

 
 
 

Household Expenditures on Health 
 
Using the Household Income and Expenditures survey (HIES 2009-2010) and the Census 2006 to 
extrapolate data on household expenditures was not enough, the NHA team had to use additional NHA 
surveys of the major providers in the Maldives to calculate total out-of-pocket (OOP) spending. Thus, 
the estimated household expenditures are based on the different surveys conducted by the team in the 
year 2012.  

Household out-of-pocket expenditures account for almost 49% of total health expenditures in Maldives. 
The percentage of household contribution to health expenditures has been highlighted in this NHA 
report and was a surprise above the expectation. This high percentage is due to a variety of reasons 
including higher estimate for the pharmaceuticals and high estimate for treatment abroad derived from 
HIES 2009-2010. A more systematic way was used attempting to estimate household expenditures taken 
into account the market size including the private sector and users fees at different providers’ level.  

The NHA results highlight the total household expenditure on health in 2011, which amount to MVR 1.3 
billion (USD 88.5 million) or 49% of total health expenditure in the Maldives. The amount of USD277 
OOP spending per capita is extremely huge compared to most of the countries in the region. Almost 53% 
of household expenditure was spent at the public providers and 47% at the private. Table E6 below 
shows the distribution of OOP per functions in the Maldives. 

 
 
 
 



TABLE E6. OUT-OF-POCKET DISTRIBUTION BY FUNCTIONS 

 
 
 
 

11..55  CCoonncclluussiioonn  aanndd  rreeccoommmmeennddaattiioonnss  

At this stage of the Health Sector Reform, this first NHA report focuses on identifying the total health 
expenditures. It will allow the Government of Maldives to refer to the findings for active policy 
decisions.  

 

The following are the key policy questions that derive from the 2011 NHA Survey findings: 

• How much should Maldives spend on health services? 

• How much the Ministry of Health should spend? 

• How much the people of the Maldives afford to spend? 

• How can the Government recover some of its budget? 

• How should the Government re-align its budget process on health and how the NHA findings 
can be used to formulate an equitable and sustainable health insurance scheme? 

• How much can be pooled and who should fund the Health Insurance scheme? 

• How the Government of the Maldives should shape the health sector finance to fit the under or 
over use of the preventive versus curative? 

• What should be the role of partners: the donors, public sector and private sector in the 
Maldives?  

 

Notes on Health Care Financing: 
 
Several important health-financing issues have been identified in the NHA report, including the 
follows:  
Ø There is little coordination among multiple public delivery systems or among public and private 

systems.  
Ø In relation to the insurance market, the way the health sector operated has changed in 2012. 

National Health insurance scheme was launched in January 2012. In this regard, two aspects are 
to be considered: (1) actuarial studies are of critical importance at this stage in order to 



calculate risks and premiums; (2) the methods used to pay providers of care can influence 
access, efficiency, and quality.  

Ø Expenditures in relation to GDP are high and in line with OECD countries averages (9.2 percent). 
Ø Almost half of the Maldives’ health expenditures derive from the people out-of-pocket (inclusive 

of the premium for health insurance deducted from their salaries); this is high and carries high 
risks of catastrophic expenditures for households. A question one might keep in mind: what will 
be the impact on poverty and vulnerability? Whether the state will be able to pay against such 
expenses and or fill the gap? 

Ø Forty four percent of Health fund is paid by the government. Can the government afford to 
sustain this level of funding in the future?  

Ø Very little (3%) is paid for prevention care and mostly funded by the donors. Prevention 
supposed to be the stated health care priorities of the nation – health promotion, prevention, 
and primary health care – What action the government is taken toward preventing diseases? 

Ø Only 3 percent of Maldives’ health expenditures derive from external donors; this is low. A 
question one might keep in mind: why donors are not supporting health sector in the Maldives? 
Why is it not exceeding 3 percent of THE? 

Ø Private expenditures represent 53 percent of sector-wide expenditures. Private funds represent 
6 times of the Ministry of Health expenditures. 

Ø There is one Private Hospital in the capital city of Male and the Government of Maldives is the 
only provider of inpatient care in the atolls sub-national level.  

Ø Pharmaceuticals accounted for over 17 percent of total health expenditures. The majority of 
the pharmaceuticals sold in the Maldives are expensive trade names with low rate of generics.  

 
 

Notes on the insurance market: 
 
The major issue for health insurance market in the Maldives is the fact that those companies make no 
inquiries on the insured person’s medical condition, income, business or profession, place of work, etc.  
To be insured at any private insurers, it is sufficient to pay the premium in advance.  Average premium is 
low as people are not encouraged to have a private policy. The private insurance industry is hoping to 
develop products that will be attractive to the emerging middle and upper incomes.  It also intends to 
capture the people currently going abroad for treatment. 
 
There is limited capacity to regulate the private insurance industry. Although, starting from January 
2012, the government through its agency, the National Social Protection Agency (NSPA), launched the 
National Health Insurance scheme (Asandha), the public sector is still lacking the expertise to operate a 
public insurance scheme and has to deal with the private insurers like “Allied Insurance” to manage and 
operate the system. The lack of actuaries to calculate risks and premiums is currently a major constraint 
for the development of any public health insurance. There is a need to train actuaries for the 
development of health insurance products. A major need for NSPA in the near future is to run an 
assessment for the national health insurance scheme.  
 
 
 
 
 
This assessment should: 



1- Evaluate its sustainability and the long-term potential to provide equity, coverage and 
financial protection.  

2- Test different scenarios of “provision/ payment” to inform stakeholders on how NSPA 
can be fiscally sustainable and how Maldives’ other health financing objectives can be 
met.  

3- The national attention on issues of the Health Insurance plan preparation necessarily 
brings into sharp focus the question of how to assure adequate, community-wide, 
health care financing in the Maldives. 

4- Build a basic knowledge of the national health insurance plan model and different 
scenarios and options that can be applied based on the proposed bill started in January 
2012. 

5- Identify the disadvantaged groups in the population and the targeted subsidy. 
6- Study the Basic Benefit Package to cover and services cap. 
7- Study the Provider payment mechanism. 
8- Study the different contribution/ collection mechanisms and government disbursement; 
9- Recommend the appropriate contribution rates, subject to the anticipated effectiveness 

of the government funds and the employers/employees market. 
10- Propose an appropriate government contribution rate for the disadvantaged groups in 

the context of principles of risk pooling and solidarity; and study specifically an impact 
analysis focusing on: 

i. The impact on public finances and on total health spending; 
ii. Possible effects on equity, access, coverage and health-seeking behaviors; 

iii. Potential for financial protection against catastrophic spending including that 
related to overseas treatment; 

iv. Possible effects on the current level and quality of health care services 
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