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ABSTRACT
The aim of this study was to find associated factors with maternal health care seeking behaviors in
a rural area in Myanmar. Married women who had delivered during the previous 12 months in Naung
Cho Township were targeted and were sampled by three-stage sampling. Face-to-face interviews were
performed using a structured questionnaire. The Poisson regression was used to find adjusted risk ratios
(aRR) of each of two health care seeking behaviors for each of the investigated explanatory variables.
Women whose husband had secondary education or above were at less risk of not having regular antenatal
care (ANC) than those whose husband had only primary school level education (aRR=0.57, 95%CI:
0.34–0.95). Compared with primigravid women, aRR of not having regular ANC for those with two to
four pregnancies was 1.52 (95% CI: 1.13–2.05) and 1.62 (95% CI: 1.11–2.35) for those with five or more
pregnancies. Respondents who had secondary education or above and women who had married at age 20
or older showed a significantly lower risk of giving birth without skilled birth attendant (SBA) than those
less educated and those who married at a younger age; aRR=0.54 (95% CI: 0.33–0.89) and aRR=0.72
(95% CI: 0.52–0.99), respectively. Own and husband’s education, the number of previous pregnancies,
and marriage age were found as associated factors of maternal health seeking behaviors. Health education
programs about the advantages of regular ANC and the importance of delivery with an SBA should be
provided with married women, particularly targeting multigravida women, while improving access to and
quality of maternal health care services.
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INTRODUCTION
Women’s health care seeking behaviors impact not only the lives of women but the lives
of their children. Pregnancy and childbirth are natural events for women of reproductive age.
However, the lives of mothers can be threatened by unexpected complications as well as underlying risk factors such as anemia, pregnancy-induced hypertension, antepartum hemorrhage, and
postpartum hemorrhage, among others. Globally, 830 women die every day due to complications
of pregnancy and childbirth.1 Conditions related to pregnancy and childbirth constitute the second
leading cause of death among women of reproductive age in developing countries.1 In the Republic of the Union of Myanmar (hereafter Myanmar), according to the “Maternal Death Review
(MDR) Report” carried out by the Department of Public Health, Ministry of Health and Sports
and United Nations Population Fund, between 2011 and 2015, 81% of all maternal mortalities
were reported from rural areas, 27% of maternal deaths occurred at home and 17% died on
the way to a health facility.2 The global maternal mortality ratio (MMR) seems to have been
dropping recently2; the baseline MMR in 1990 was 453 per 100000 live births and it declined
to 178 per 100000 live births in 2015 in Myanmar. However, the rate of decline in MMR, at
3.7 per cent did not meet the 5.5 per cent requirement of the Millennium Development Goals
(MDG5).2 Moreover, the MMR in rural areas is higher than in urban areas.3
In maternal health care, including antenatal, childbirth and post-partum care, it is important to
have healthy mothers and healthy babies at the end of pregnancy.4 When antenatal care (ANC) is
given by skilled providers, pregnant women also receive health promotion and preventive services
such as health education, vitamin supplementation and tetanus toxoid immunization. Pregnant
women can prepare for childbirth and avoid potential complications by sharing their medical and
obstetric history with care providers and undergoing the necessary examinations.5 Complications
of pregnancy and childbirth accounted for severe or long-lasting illness or disabilities in 5.7
million women in every year.6 Although in Myanmar overall, 81% of women who gave birth
during the previous five years had received ANC at least once from skilled health providers, the
proportion would become much smaller if it were restricted to women who received ANC with
skilled health providers more than four times.7 It has been recommended that all pregnant women
are supported by a skilled birth attendant (SBA) during delivery.8 According to the MDGs report,
in 2014, globally, more than 71% of women who gave birth were assisted by SBAs.9 However,
in Myanmar, the figures for women who had been supported by SBA during their childbirth
were 70.6% in 2009–201010 and 60% in 2015–2016.7 Not having SBA support can increase the
chance of death during childbirth and the immediate post-partum period. The Ministry of Health,
Myanmar developed a National Reproductive Health Policy in 2002, calling for improvements in
quality of care and physical access, and has invested in implementing maternal and child health
services.3 Although health promotion programs are now providing information aimed at changing
mothers’ behaviors,11 the decision to seek health care is influenced by a variety of socio-economic
variables and mothers’ awareness of their own health. In Myanmar, there is limited research on
such maternal care practices, particularly in rural remote areas.
This study therefore aimed to describe health care seeking behaviors regarding maternal care
among married women who had delivered during the previous 12 months in Naung Cho Township, Myanmar. Associated factors with selected behaviors were then investigated.
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MATERIALS AND METHODS
Study design and setting
A cross-sectional survey was carried out in Naung Cho Township, Shan State, Myanmar.
Naung Cho Township is located 838.2 meters above sea level. Road conditions are generally
poor there, especially during the rainy season. Most families are farmers and their economic
status is not stable, sometimes depending on weather conditions. They have less access to health
care and information due to financial and geographical inaccessibility. As a result, families rely
more on self-treatment and traditional healers. In 2012, 29,929 of the total 128,357 residents,
were women of reproductive age (15–49 years old). There is one township hospital with 25
beds, two station hospitals with 10 beds, and six rural health centers which mainly provide
reproductive health services.
Sample size and sampling procedures
Married women who had delivered during the 12 months before the interview were included
in this study. A sample size of 245 was determined using a sample size formula for estimating
a single population proportion, based on the following assumptions: the proportion of ANC
attendance in 2011 in this township was 80% (P=0.8), the significant level α=0.05, and 95%
confidence interval ±0.05. Multistage (three stages) sampling was used to select study respondents.
From among six rural health centers in Naung Cho Township, two rural health centers were
randomly chosen. Five villages in the catchment area in each of the selected rural health centers
were randomly chosen again. In each selected village, the household nearest to the village office was chosen as a starting point. Door-to-door visits were conducted at households in which
there was a married woman who met the sampling criteria, and the houses where there was no
married woman who met the criteria were skipped. Considering possible non-response, it was
planned to visit 255 women. Among them, 245 respondents answered completely, therefore, the
response rate was 96%.
Data collection
Eligible respondents were interviewed using a structured questionnaire. The main part of
the questionnaire was developed with reference to MICS, Myanmar, which was a nationally
representative survey that aimed to identify the overall situation of children and women in
Myanmar.10 Some modifications were made, such as: reasons for not attending ANC, and
knowledge of danger signs during pregnancy, childbirth and post-partum period. The questionnaire included 1) socio-demographic characteristics, 2) obstetric history, 3) knowledge of danger
signs during pregnancy, childbirth and post-partum period, and 4) health care seeking behaviors
during pregnancy, childbirth and post-partum period of the last child. Eight interviewers (medical
students from the University of Medicine, Mandalay) received training in performing face-to-face
interviews in accordance with the developed training manual. All the interviewers participated in
pre-tests. After interviewer training, household visits were conducted in December, 2013. Women
identified as eligible by household visits were invited to participate in the study.
Data management and analysis
The collected data were coded, entered, managed, and analyzed using the Statistical Package
for Social Science (SPSS) software program (version 20.0). Socio-demographic characteristics,
obstetric history, and knowledge and behaviors were descriptively summarized. Then, the associations between each of two selected behavior variables and other mother’s characteristics were
statistically analyzed. The selected behaviors were whether a respondent attended ANC less than
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four times during her last pregnancy,1 and whether her last delivery took place without an SBA.2
In this study, SBAs included doctors, lady health visitors, and midwives.
Crude risk ratios (cRRs) and adjusted risk ratios (aRRs) of each of the selected behaviors
for respondent characteristics were estimated using the Poisson regression adjusted by the other
respondent characteristics. We used RRs, not odds ratios (ORs), because using ORs would cause
overestimation due to the high prevalence in the outcome indicators. P<0.05 was considered
statistically significant.
Ethical approval
Ethical approval for the study was obtained from the Research and Ethical Committee of the
University of Medicine, Mandalay. Selected women were advised that participation would be fully
voluntary and they would be at no disadvantage should they refuse to participate or leave the
study at a later stage. Verbal informed consent was obtained from the study participants before
data collection. Privacy was maintained during the interviews, and anonymity and confidentiality
were guaranteed during the entire study.

RESULTS
As shown in Table 1, nearly half of the study participants were in the age group 21–30 years
(47.8%) with a mean age of 28.4 years. The majority of respondents (64.5%) and their husbands
(69.0%) had attended primary school. Nearly two thirds of the respondents were of the Danu
ethnic group and almost all (99.6%) were Buddhists. Regarding their husband’s occupation, most
of them worked as farmers (60.4%) and manual workers (33.5%). In this study, the majority of
respondents (84.5%) reported that their monthly income was 150000 kyats (150USD) or less.
Nearly half (47.3%) had married when they were 20 years old or younger. Over half of the
respondents had a history of two to four pregnancies.

Table 1

Sample characteristics (n=245)

Frequency

%

Socio-demographic status
Age (years old)

Education

≤20

32

13.1

21–30

117

47.8

31–40

89

36.3

≥41

7

2.9

No education

8

3.3

30

12.2

Incomplete primary school
Complete primary school

Husband’s education

158

64.5

Complete secondary school

34

13.9

High school and above

15

6.1

No education
Incomplete primary school
Complete primary school
Complete secondary school

6

2.4

25

10.2

169

69.0

28

11.4
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Ethnicity

High school and above

17

6.9

Myanmar

16

6.5

Danu

178

72.7

Shan

45

18.4

6

2.4

148

60.4

2

0.8

Gawrakhar
Husband’s occupation

Farmer
Government staff
Self-employed

13

5.3

Manual worker

82

33.5

Nuclear

144

58.8

Joint or extended

101

41.2

≤5

165

67.3

≥6

80

32.7

Household monthly income (Kyats) ≤150000 (150 USD)

207

84.5

>150000 (150 USD)

38

15.5

≤20

116

47.3

21–30

114

46.5

31–40

15

6.1

≤20

93

38.0

21–30

131

53.5

31–40

21

8.6

1

90

36.7

2–4

125

51.0

≥5

30

12.2

Family structure
Number of family members

Age at marriage (years old)

Obstetric factors
Age at first pregnancy (years old)

Number of pregnancies

Commonly-suggested danger signs during pregnancy were vaginal bleeding (41.2%), swollen
face/leg (27.8%) and severe abdominal pain (16.7%). Some women mistook dysentery, dysuria,
and itchiness for danger signs during pregnancy. A quarter of the respondents did not know any
of the danger signs during pregnancy (Table 2). In regard to danger signs during childbirth, loss
of consciousness was the most common answer (34.7%) followed by convulsion (23.3%) and
high fever (21.6%). The post-partum danger signs reported by respondents were foul smelling
vaginal discharge (37.1%), difficulty in breathing (21.2%), uterine prolapse (18.8%) and severe
bleeding (10.2%). About 28% of the respondents did not know any childbirth or post-partum
danger signs (Table 2).
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Table 2

Knowledge of danger signs during pregnancy, delivery and post-partum period (n=245)

Frequency
Danger signs during pregnancy†

Danger signs during delivery†

Danger signs during post-partum
period†

Multiple answers were allowed.

†

%

Vaginal Bleeding

101

41.2

Swollen face/leg

68

27.8

Severe abdominal pain

41

16.7

High fever

36

14.7

Severe headache

30

12.2

Difficulty in breathing

15

6.1

Loss of consciousness

15

6.1

Blurred vision/dizziness

7

2.9

Convulsion

7

2.9

Hypertension

4

1.6

Hypotension

2

0.8

Do not know

63

25.7

Loss of consciousness

85

34.7

Convulsion

57

23.3

High fever

53

21.6

Severe headache

45

18.4

Prolonged labor

27

11.0

Severe bleeding

21

8.6

Malposition/presentation

20

8.2

Retained placenta

14

5.7

Do not know

70

28.6

Foul smelling vaginal discharge

91

37.1

Difficulty in breathing

52

21.2

Uterine prolapse

46

18.8

Severe bleeding

25

10.2

Severe headache

17

6.9

Loss of consciousness

16

6.5

Severe weakness

14

5.7

Convulsion

13

5.3

Visual disturbance

10

4.1

Swollen face/legs

9

3.7

High fever

8

3.3

Hypertension

4

1.6

Do not know

69

28.2
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Table 3 shows health care seeking behaviors during pregnancy, childbirth and post-partum
period of the last child. Two hundred and four respondents (83.3%) had attended ANC at least
once during their last pregnancy. Among 41 respondents who did not attend ANC, the reported
reasons for non-attendance included: busy with their work (34.1%), no knowledge about ANC
(24.4%), absence of illness (17.1%), cannot afford (12.2%) and difficult to access (12.2%) . Only
43.3% had attended ANC four times or more (regular ANC). Most respondents (63.7%) received
ANC from midwives. At the same time, it was suggested that 172 respondents (70.2%) of the
women had delivered at home and 137 respondents (55.9%) had delivered their last child with
traditional birth attendants, auxiliary midwives, or relatives. Nearly one fifth of respondents did
not receive post-partum care from any type of health care provider. Among 200 respondents who
received PNC (post-natal care) at least once, 42.5% received care from midwives and 20.0%
from auxiliary midwives.

Table 3

Health care seeking behaviors during pregnancy, childbirth and post-partum period of the last child

Frequency

%

Health care seeking behaviors during
pregnancy
Antenatal care (ANC) attendance
(n=245)

ANC provider (n=204)

41

16.7

1

None

7

2.9

2

30

12.2

3

61

24.9

≥4

106

43.3

Doctor

6

2.9

20

9.8

130

63.7

Auxiliary midwife

37

18.1

Traditional birth attendant

10

4.9

1

0.5

172

70.2

Government hospital

52

21.2

Government clinic

17

6.9

3

1.2

Lady health visitor
Midwife

Relative
Health care seeking behaviors during
childbirth
Place of delivery (n=245)

Home

Private hospital
Private clinic
Birth attendant (n=245)

1

0.4

Doctor

38

15.5

Lady health visitor

23

9.4

Midwife

47

19.2

Auxiliary midwife

57

23.3

Traditional birth attendant

73

29.8

7

2.9

Relatives

734
Su Yi Toe et al

Health care seeking behaviors during
post-partum
Postnatal care (PNC) (n=245)

None

PNC provider (n=200)

45

18.4

1–5

158

64.5

≥6

42

17.1

Doctor

22

11.0

Lady health visitor

14

7.0

Midwife

85

42.5

Auxiliary midwife

40

20.0

Traditional birth attendant

38

15.5

Community health worker

1

0.5

Not having regular ANC was associated with husband’s education and number of pregnancies.
The women whose husband had secondary education or above were at less risk of not having
regular ANC than those whose husband had primary school level education (aRR=0.57, 95%CI:
0.34–0.95). The risk of not having regular ANC increased as the number of pregnancies increased.
Compared with primigravid women, the aRR of not having regular ANC for those with two to
four pregnancies was 1.52 (95% CI: 1.13–2.05) and for those with five pregnancies or more
was 1.62 (95% CI: 1.11–2.35) (Table 4).

Table 4

Health care seeking behaviors (ANC attendance) and respondent characteristic

Less than 4 times ANC attendance

Variables
Age (years old)

cRR
1

-

1

-

1.32*

(1.06–1.63)

1.15

(0.88–1.50)

1

-

1

-

0.48**

(0.31–0.74)

0.72

(0.47–1.09)

1

-

1

-

0.41**

(0.25–0.69)

0.57*

(0.34–0.95)

Husband’s education

≤Primary school

≥Secondary school
≥Secondary school

Number of family members
Type of family

(95% CI)

≤30
≤Primary school

Husband’s occupation

aRR

≥31
Education

Ethnicity

(95% CI)

Shan

1

-

1

-

Danu

1.20

(0.87–1.66)

1.21

(0.90–1.63)

Others†

1.11

(0.68–1.81)

1.39

(0.87–2.22)

1

-

1

-

Farmer

Manual workers

0.76*

(0.62–0.94)

0.82

(0.67–1.01)

Others¶

0.28*

(0.10–0.80)

0.43

(0.16–1.18)

≥5

1

-

1

-

≥6

1.08

(0.86–1.36)

0.09

(0.84–1.41)

Nuclear
Joint or extended

1

-

1

-

0.85

(0.67–1.07)

1.01

(0.79–1.29)
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Household monthly income
(Kyat)

≤150000 (150 USD)

1

-

1

-

>150000 (150 USD)

0.81

(0.56–1.15)

0.89

(0.62–1.26)

Age at marriage
(years old)

≤20

1

-

1

-

>20

0.76*

(0.61–0.95)

0.87

(0.63–1.19)

Age at first pregnancy
(years old)

≤20

1

-

1

-

>20

0.80

(0.64–1.00)

0.90

(0.68–1.20)

Number of pregnancies

1

1

-

1

-

Knowledge of danger signs

2–4

1.74**

(1.29–2.36)

1.52**

(1.13–2.05)

≥5

2.36**

(1.74–3.21)

1.62*

(1.11–2.35)

1

-

1

-

0.67**

(0.55–0.83)

0.84

(0.68–1.05)

Do not know
≥One danger sign

ANC: antenatal care
cRR: crude risk ratio
aRR: adjusted risk ratio
CI: confidence interval
**p<0.01
* p<0.05
†
Others = Myanmar, Gawrakhar
¶
Others=Government staff, self-employed
All the respondent characteristics were mutually adjusted.

Giving birth without an SBA was significantly associated with respondent’s education, age
at marriage and number of pregnancies. Respondents who had secondary education or above
and women who had married at 20 years of age or older showed a significantly lower risk of
giving birth without an SBA than those less educated and those who had married at a young
age; aRR=0.54 (95% CI: 0.33–0.89) and aRR=0.72 (95% CI: 0.52–0.99), respectively. The
more pregnancies the respondent had, the more likely she was to give birth without an SBA.
The respondents who had two to four previous pregnancies were 1.37 times more likely to
give birth without an SBA than primigravid women (95% CI: 1.05–1.78). In this study, there
was no difference in the risk of each behavior by respondent’s age, ethnicity, number of family
members, and type of family members, average household income, age at first pregnancy and
knowledge of danger signs. (Table 5)

Table 5

Health care seeking behaviors (deliveries without SBA) and respondent characteristic

Variables
Age (years old)
Education
Husband’s education

cRR
≤30
≥31
≤Primary school
≥Secondary school
≤Primary school
≥Secondary school

1
0.94
1
0.41**
1
0.54*

Deliveries without SBA
(95% CI)
aRR
(95% CI)
1
(0.75–1.19)
0.97 (0.73–1.29)
1
(0.25–0.67) 0.54** (0.33–0.89)
1
(0.35–0.83)
0.75 (0.49–1.16)
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Ethnicity

Husband’s occupation

Number of family members
Type of family
Household monthly income
(Kyat)
Age at marriage
(years old)
Age at first pregnancy
(years old)
Number of pregnancies

Knowledge of danger signs

Shan
Danu
Others†
Manual workers
Farmer
Others¶
≥5
≥6
Nuclear
Joint or extended
≤150000 (150USD)
>150000 (150USD)
≤20
>20
≤20
>20
1
2–4
≥5
Do not know
≥One danger sign

1
1.28
0.87
1
0.91
0.43
1
0.85
1
0.81
1
0.87
1
0.66**
1
0.74*
1
1.44*
1.53*
1
0.75*

(0.92–1.80)
(0.48–1.58)
(0.73–1.15)
(0.18–1.03)
(0.65–1.09)
(0.64–1.03)
(0.62–1.23)
(0.52–0.82)
(0.59–0.91)
(1.09–1.89)
(1.08–2.17)
(0.60–0.93)

1
1.25
1.01
1
0.99
0.72
1
0.91
1
1.00
1
0.97
1
0.72*
1
1.01
1
1.37*
1.29
1
0.96

(0.91–1.72)
(0.58–1.76)
(0.79–1.23)
(0.31–1.71)
(0.68–1.22)
(0.78–1.31)
(0.69–1.38)
(0.52–0.99)
(0.77–1.30)
(1.05–1.78)
(0.83–2.01)
(0.78–1.19)

SBA: skilled birth attendant
cRR: crude risk ratio
aRR: adjusted risk ratio
CI: confidence interval
**p<0.01
* p<0.05
†
Others = Myanmar, Gawrakhar
¶
Others=Government staff, self-employed
All the respondent characteristics were mutually adjusted.

DISCUSSION
Although the Ministry of Health and Sports, Myanmar offers resources and strives to provide
maternal and child health care services, not all women use them optimally. This study therefore
assessed women’s health care seeking behaviors regarding maternal care and what factors are
associated with those behaviors. The coverage of at least one ANC visit (83.3%) during their
last pregnancy was less than the national average of 93.1% from any type of health care
provider in 2009 and higher than the average of Shan (North) (63.2%) generally.10 Although
WHO recommends attending ANC at least four times for a normal pregnancy by 2016, between
2006 and 2012 this was only achieved by approximately 65% of women globally and 61% in
East Asia and the Pacific region.12 Only 43.3% of women in the present study attended ANC
at least four times.
At ANC visits, women can take advantage of interventions such as history taking, physical
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examination and routine investigations for their health and that of their infants5,10,13; however,
some of participants of our study did not attend ANC at all for a variety of reasons. The reasons
found in this study were similar to other studies, such as being too busy, having no knowledge
about ANC, being healthy, and difficulties of accessibility and affordability.14-16 One qualitative
study explained that the three main categories which led to not attending ANC were accessibility in terms of distance and cost, attitudes toward ANC, and interpersonal issues.17 This study
suggested that women’s health knowledge and awareness of ANC were still inadequate and that
women should be better informed.
In this study, husband’s education was associated with a woman’s likelihood of attending
ANC. Women whose husband had secondary level education or above had a lower risk of not
attending ANC regularly than women whose husband had primary level education or lower.
Another study in Thingangyun Township, Yangon, also reported that women whose husband had
a higher level of education had healthier behaviors such as attending their first ANC as early as
possible, regular ANC attendance and tetanus toxoid immunization.18 Similarly, the influence of
husband’s education on ANC was reported in studies in India and Uganda.19,20 These tendencies
may be due to the fact that husbands with more education realize the benefits of good care
during pregnancy, and support their wives in seeking appropriate health care.
This study observed that only 44.1% of deliveries were assisted by SBAs, which was much
lower than the national result (70.6%)10 but quite similar to that in Shan (North) generally, where
42.8% of deliveries were assisted by SBAs.10 The majority (70.2%) delivered at home, which
was a higher proportion than the national figure (63.8%)10 and a study in Paung Township in
Mon State (66.1%).21 The barriers to giving birth in an institution were women’s belief that
their pregnancy was normal, that they could not afford the cost of delivery in an institution
and belief in traditional birth attendants (TBAs). MDG5 aimed to have 80% of births attended
by an SBA by 2015.3 Therefore, strengthening human resources, particularly posting midwives
in rural health centers, is required. In addition, since some woman prefer their delivery to be
assisted by a TBA, collaboration with TBAs in order to secure safe and clean delivery practices
and timely referral is also needed.
SBA assistance at deliveries is one of the key factors for reducing the MMR.20 However, the
low proportion of births attended by SBAs is impeding progress and is a global concern.22 This
study revealed that women with a lower level of education were at higher risk of delivering
without an SBA. This is possibly because educated women can recognize the complications and
severity of any illness they have, are less influenced by traditional belief systems, and can make
appropriate decisions.23 The results of this study are similar to maternal health studies in other
developing countries.24-26 This study showed that women who married at an older age were less
likely to deliver without SBA. Therefore it can be assumed that women who married in their
20’s or older and their family members may have a higher awareness of safe motherhood than
those who married in their teens and their family members. Moreover, one study showed that
there is the possibility of poor reproductive health outcomes such as frequent childbearing and
unplanned motherhood in early age marriage, especially in the adolescent period. 27 Therefore, this
young age group should be emphasized to give health information to prevent adverse outcomes
during their reproductive age.
In this study, women who were pregnant for the second (or more) time were found to be
less likely to have good practices for both ANC attendance and use of SBA services. A previous study suggested that women who had experienced obstetric complication were more likely
to attend ANC.28 On the other hand, women who had experienced no serious complications in
previous pregnancies, felt little need to seek care, and paid less attention to their health.29,30 As
a consequence, women might miss important information about the need to have SBA-assisted
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delivery. Moreover, availability, accessibility and women’s traditional beliefs may also contribute
to the decision to use unskilled birth attendants.31
It was assumed that knowledge of danger signs during pregnancy and childbirth would influence women’s care seeking behavior during pregnancy. Previous studies reported that women
who had attended ANC during their last pregnancy and knew the critical danger signs were
more likely to choose delivery with an SBA.32,33 Similarly, a study in Uganda showed that there
was a significant relationship between knowledge of at least one key danger sign and birth
preparedness.34 However, this study could not find significant associations between knowledge and
behaviors. Women who did not have any complications in their previous pregnancies may be less
aware of danger signs and may consider childbirth to be a normal event. It was considered that
even though some women knew about danger signs, it was not enough to make them change
their behavior.
There were some limitations to this study. Because a cross-sectional design was employed,
causal relationship was unknown. There was a possibility of recall bias due to asking about past
experiences in the cross-sectional design. Moreover, because we used a quantitative approach
based on a structured questionnaire, their reasons for use or non-use of maternal health services
may not have represented their in-depth perception.
In conclusion, this study suggested that current use of ANC and PNC could not be considered
optimal in Naung Cho Township, a rural and remote area in Myanmar, and there was also
limited use of SBA services to assist with deliveries. Own and husband’s educational level, the
number of pregnancies and marriage age were found as associated factor with maternal health
care seeking behaviors. This study was conducted in Naung Cho Township in a mainly rural
area in Shan State, where information about factors associated with health care seeking behaviors
among women was lacking. In Myanmar, two thirds of the populations live in mainly rural areas
and they are a vulnerable group in terms of access to health care. Therefore, the results of this
study have implications not only for the targeted population but also any population with similar
geographical and socioeconomic conditions.
These results reinforce the argument that maternal health care should focus on assisting women
and their husbands with low educational level. Health education programs about the advantages
of regular ANC and the importance of assistance from SBAs during delivery should be provided,
particularly targeting women with a previous pregnancy. Access to and quality of maternal health
care services in rural and remote areas should also be improved. Further research is needed
to understand why the factors revealed in this study were associated with health care seeking
behaviors, from both the women’s side and the providers’ side.

ACKNOWLEDGEMENTS
We would like to acknowledge the Ministry of Health and Sports (Myanmar) and the University of Medicine (Mandalay), Myanmar, for their approval and administrative support to conduct
this study. We are also grateful to the Young Leaders’ Program staff members for their support.
We are sincerely thankful to all the respondents for their generous cooperation. This study was
based on SYT’s master’s thesis for the Young Leaders’ Program (Healthcare Administration
Course) of Nagoya University, which was supported by the Ministry of Education, Culture,
Sports, Science and Technology, Japan. This work was also partially supported by Grant-in-Aid
for Research in Nagoya City University Graduate School of Nursing (Grant Number 19-3).

739
Maternal health care utilization in Myanmar

COMPETING INTERESTS
The authors declare that they have no competing interests.

REFERENCES
1
2

3

4
5
6

7
8

9
10

11

12
13

14
15

16
17

18
19

WHO. 10 facts on maternal health. https://www.who.int/features/factfiles/maternal_health/en/. Updated
November 2015. Accessed May 1, 2020.
Ministry of Health and Sports, Maymmar. Maternal Death Review (MDR) Report 2015. https://www.google.
com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=2ahUKEwj6t9Wbk5LpAhVkL6YKHSxrCpIQFjAA
egQIBhAB&url=http%3A%2F%2Fmohs.gov.mm%2Fsu%2Fbpmj1596BP&usg=AOvVaw2Le5J8W0hWizB2on
_2c1ae. Accessed May 1, 2020.
Ministry of Health, Maymmar. Health in Myanmar 2013. https://www.google.com/url?sa=t&rct=j&q=&esrc
=s&source=web&cd=1&ved=2ahUKEwju7piHlJLpAhUkw4sBHY6CCcEQFjAAegQIBBAB&url=http%3A%2
F%2Fmohs.gov.mm%2Fckfinder%2Fconnector%3Fcommand%3DProxy%26lang%3Den%26type%3DMain%26
currentFolder%3D%252FPublications%252FHealth%2520In%2520Myanmar%252F%26hash%3Da6a1c319429
b7abc0a8e21dc137ab33930842cf5%26fileName%3DHealth%2520in%2520Myanmar%2520(2013).pdf&usg=A
OvVaw2UvgrxzXlf3YiTG66K5luQ. Accessed May 1, 2020.
Bhandari T. Maternal and child health situation in South East Asia. NJOG. 2013;7(1):5–10. doi:10.3126/
njog.v7i1.8825.
USAID. Focused Antenatal Care:Providing integrated, Individualized care during pregnancy. February 2007.
UNFPA. Giving Birth Should Not Be a Matter of Life and Death; Updated with technical feedback. https:
//www.unfpa.org/sites/default/files/resource-pdf/EN–SRH %20fact%20sheet-LifeandDeath.pdf. Published
December 2012. Accessed May 1, 2020.
Ministry of Health and Sports Mynmar. Myanmar Demographic and Health Survey 2015–2016. https://www.
dhsprogram.com/pubs/pdf/FR324/FR324.pdf. Accessed May 1, 2020.
Hailu M, Gebremariam A, Alemseged F. Knowledge about obstetric danger signs among pregnant women in
Aleta Wondo District, Sidama Zone, Southern Ethiopia. Ethiop J Health Sci. 2010;20(1):25–32. doi:10.4314/
ejhs.v20i1.69428.
United Nations. The Millennium Development Goals Report 2015. https://www.un.org/millenniumgoals/2015_
MDG_Report/pdf/MDG%202015%20rev%20(July%201).pdf. Accessed May 1, 2020.
Ministry of National Planning and Economic Development, Ministry of Health, Myanmar. Myanmar
Multiple Indicator Cluster Survey 2009–2010 Final Report. Nay Pyi Taw: Ministry of National Planning
and Economic Development and Ministry of Health, Myanmar, 2011.
MacKian S. University of Manchester Health System Development Programme; A review of health seeking
behavior: problems and prospects HSD/WP/05/03. https://assets.publishing. service.gov.uk/media/57a08d1de
5274a27b200163d/05-03_health_seeking_behaviour.pdf. Accessed May 1, 2020.
UNICEF. UNICEF Data : Monitoring the situation of children and women. https://data.unicef.org/topic/
maternal-health/antenatal-care/. Updated October 2019. Accessed May 1, 2020.
WHO, UNICEF. Antenatal care in developing countries: promises,achievements and missed opportunities:
an analysis of trends, level and differentials, 1990–2001. https://www.who.int/reproductivehealth/publications/
maternal_perinatal_health/9241590947/en/. Published2003. Assessed Jan 24 2021.
Birmeta K, Dibaba Y, Woldeyohannes D. Determinants of maternal health care utilization in Holeta town,
central Ethiopia. BMC Health Serv Res. 2013;13:256. doi:1472-6963/13/256.
Tewodros B, Mariam A, Dibaba Y. Factors affecting antenatal care utilization in Yem Special Woreda,
Southwestern Ethiopia. Ethiop J Health Sci. 2009;19(1):45–51. https://ethjhealths.org/factors-affectingantenatal-care-utilization-yem-special-woreda-southwestern-ethiopia. Accessed Sept 24, 2020.
Islam MR, Odland JO. Determinants of antenatal and postnatal care visits among Indigenous people in
Bangladesh: a study of the Mru community. Rural Remote Health. 2011;11(2):1672. doi:10.22605/RRH1672.
Andrew EV, Pell C, Angwin A, et al. Factors affecting attendance at and timing of formal antenatal care:
results from a qualitative study in madang, papua new Guinea. PLoS One. 2014;9(5):e93025. doi:10.1371/
journal.pone.0093025.
Min TS. Trends in Fertility and Knowledge of Reproductive Married Women on Child Bering in Thingangyun
Township, Yangon (Master thesis). Yangon: University of Public Health, 2008.
Singh PK, Rai RK, Alagarajan M, Singh L. Determinants of maternity care services utilization among
married adolescents in rural India. PLoS One. 2012;7(2):e31666. doi:10.1371/journal.pone.0031666.

740
Su Yi Toe et al

20
21
22

23
24
25
26

27

28

29
30
31

32

33

34

Bbaale E. Factors influencing timing and frequency of antenatal care in Uganda. Australas Med J.
2011;4(8):431–438. doi:10.40661/AMJ.2011.729.
Thwe KM. Factors associated with choice of delivery place among mothers in Paung township, Mon State,
Myanmar (Master thesis). Yangon: University of Public Health, 2012.
United Nations General Assembly. Resolution adopted by the General Assembly Key actions for the further
implementation of the Programme of Action of theInternational Conference on Population and Development
A/RES/S-21/2. https://www.unfpa.org/sites/default/files/resource-pdf/key_actions.pdf. Published 8 November
1999. Accessed May 1, 2020.
Koblinsky M, Matthews Z, Hussein J, et al. Going to scale with professional skilled care. Lancet.
2006;368(9544):1377–1386. doi:10.1016/S0140-6736(06)69382-3.
Mayhew M, Hansen PM, Peters DH, et al. Determinants of skilled birth attendant utilization in Afghanistan:
a cross-sectional study. Am J Public Health. 2008;98(10):1849–1856. doi:10.2105/AJPH.2007.123471.
Hazarika I. Factors that determine the use of skilled care during delivery in India: implications for achievement of MDG-5 targets. Matern Child Health J. 2011;15(8):1381–1388. doi:10.1007/s10995-010-0687-3.
Chomat AM, Grundy J, Oum S, Bermudez OI. Determinants of utilisation of intrapartum obstetric care
services in Cambodia, and gaps in coverage. Glob Public Health. 2011;6(8):890–905. doi:10.1080/174416
92.2011.572081.
Prakash R, Singh A, Pathak PK, Parasuraman S. Early marriage, poor reproductive health status of
mother and child well-being in India. J Fam Plann Reprod Health Care. 2011;37(3):136–145. doi:10.1136/
jfprhc-2011-0080.
Simkhada B, Teijlingen ER, Porter M, Simkhada P. Factors affecting the utilization of antenatal care in developing countries: systematic review of the literature. J Adv Nurs. 2008;61(3):244–260. doi:10.1111/j.13652648.2007.04532.x.
Pallikadavath S, Foss M, Stones RW. Antenatal care: provision and inequality in rural north India. Soc Sci
Med. (1982) 2004;59(6):1147–1158. doi:10.1016/j.socscimed.2003.11.045.
Celik Y. The socio-economic determinants of alternative sources of antenatal care in Turkey. Int J Health
Plann Manage. 2000;15(3):221–235. doi:10.1002/1099-1751(200007/09)15:3<221::AID-HPM592>3.0.CO;2-A.
Fapohunda B, Orobaton N. Factors influencing the selection of delivery with no one present in Northern
Nigeria: implications for policy and programs. Int J Womens Health. 2014;6:171–183. doi:10.2147/IJWH.
S54628.
Doctor HV, Findley SE, Cometto G, Afenyadu GY. Awareness of critical danger signs of pregnancy and
delivery, preparations for delivery, and utilization of skilled birth attendants in Nigeria. J Health Care Poor
Underserved. 2013;24(1):152–170. doi:10.1353/hpu.2013.0032.
Bayou NB, Gacho YH. Utilization of clean and safe delivery service package of health services extension
program and associated factors in rural kebeles of Kafa Zone, Southwest Ethiopia. Ethiop J Health Sci.
2013;23(2):79–89. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3742885/. Accessed Sept 24, 2020.
Kabakyenga JK, Östergren PO, Turyakira E, Pettersson KO. Knowledge of obstetric danger signs and birth
preparedness practices among women in rural Uganda. Reprod Health. 2011;8:33. doi:10.1186/1742-47558-33.

