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CHAPTER 1
INTRODUCTION
1.1 Introduction

Around the world, there is significant unmet need for health care. With a better
understanding of demand. for these services,~health care organizations can seek to
improve the quality of human-iife. Tfl‘re unmet need for health care is growing, a
increasing threat to qualityof life. Identifying the factors that prevent and promote the
demand of health care services will ultllf!mately help health care organizations create
programs for improving hiealth services and increasing their utilization. Health care
management must diseernthefactors inﬂlﬁer}_cing health care demand and utilization.
Identifying the factors affecting on tl:gl_g: ‘demand of these services will help
organizations target consdmers for-‘medicg'i;_l_‘-i:dhtact. Importantly, this knowledge can

" - .}__
also help managers identify new-customers, see the concerns of consumers who are

o . s . 2rardest . .
rejecting health services, and ultimately increase customer satisfaction.

.-l":—,_' e

An understanding of‘:_thg demand-side of productive hgalthi(__:are markets is a key to the
design and implefﬁéntation of policies that enhance the "health of mothers and
newborns. Health care' demand and utilization behavior is' complex and multifaceted.
As discussed, research of demand and utilization is central to improvements in quality
of life. Without understanding/ the/factors which play an important role in health care
demand and utilization, efforts to promote utilization for health care will not offer a
significant solutioil {Undetstanding which factors are most/impoitant to health care
demand can assist in disease prevention and treatment through creation of effective

health campaigns, policies, and promotion programs.

In Myanmar, the Ministry of Health is responsible for the preventive, promotive,
curative and rehabilitative health services at all levels through seven departments and
hospitals and clinics at various levels (WHO country cooperation 2008-2010,
Myanmar).The population of Myanmar in 2008-2009 is estimated at 58.38 million



with the growth rate of 1.52 percent. About 70 percent of the population resides in the
rural areas, whereas the remaining are urban dwellers. Approximately 1.3 million

women give birth each year in Myanmar (Health in Myanmar 2010).

According to the Nationwide Cause-specific Maternal Mortality Survey carried out by
the Department of Health in 2004-2005, maternal mortality ratio was estimated at 316
per 100,000 live births at the national level and 89.0 % of all maternal deaths were
reported from the rural areas. Maternal mortality in.rural areas was estimated to be
about 2.5 times that in urban areas. Thé findings also showed that the complications
during Antenatal and delivery petiods were the main causes of maternal mortality and
morbidity and 80.0 % ofithe matcrnal deaths were mostly at home. The majority of
this mortality is found 0 be preventable. Bringing maternal mortality down and
reaching the nationaléMillennium _Develc?j)n}_ent Goal (MDG) 5 target of a maternal
mortality rate of less than 145 per lO0,00d_liQe births by the year 2015 remains an on-
going challenge. 2 B

' I
o ol i

Birth delivered at home is more liﬁely to be:iieilli{/ered without professional assistance
whereas Dbirths deliveries at -a -health fa:cgi'l'i;[-Y' are_delivered by trained medical
personnel. Home “delivery is usually the cheapest options but is associated with
attendant risks of infection and lack of available equipment should complications
occur. In order to reduce the country’s burden of maternal'and prenatal morbidity and
mortality, safe motherhoodinitiatives have ‘béen expanded into a national movement.
Continuum of quality; care for/maternal and-newborn health has then been focused as
a priority in preventing maternal and newborn deaths and morbidities. It was ensured
that ‘increased availability | ofcost-effective health |care! intervention ‘would have an
immediate impact if women and babies were able to access them. In response to this
challenge, emergency obstetric care facilities are supplied to the township civil
hospitals. Institutional delivery has been enhanced in the community through
upgrading and promoting of rural health centers and sub-centers with attachment of

labor rooms to the facilities.



Myanmar is divided administratively, into 7 States and 7 Divisions. It consists of 67
districts, 330 townships, 64 sub townships, 2891 wards, 13698 village tracts and
64817 villages. Sagaing Division is situated in the north-western part of Myanmar.
The population of Sagaing Division is 5,380,000. Average density of the division is
139 persons per square mile. Sagaing Division is formed with eight districts and and

38 townships. Majority are Burmese and Buddish.

The range of MMR among the states and divasions.is with 136/1000 live birth as the
lower estimate and 527/1000.dve bir—;:h as the upper estimate. MMR in Sagaing
Division is 243/1000 livesbirthe Though it is not highest, it still doesn’t reach to the
national target of 152/1000 live birth. All'jnd annual public health statistic report (2006)
shows that in Sagaing Division, the institutional delivery rate is 1.0 %, the third
lowest among the country while the I‘owe?[ bf:ing 0.2% and the highest being 4.6% as
the whole country. And Home Délivery ggatre in the Sagaing Division is 19.7%, the
second highest among the states-and divisi(';n's “as the whole country, the lowest being
1.7% and the highest being 26. 6% -Agam %ﬂof Perinatal mortality out of delivery is
2.0 % reflecting one of the hlghest permatal_mC)rtahty in Myanmar while the lowest
being 0.8% and the highest being 2.1% in the whole country.

Therefore it came to.an interest of many pilot prograrh’s'l regarding Reproductive
Health in that Divisien. This point shows that though gevernment is promoting the
institutional delivery theréwis underutilization of institutional delivery in Sagaing
Division in compare to others state and division, and there stillneeds to know about
the current magnitude of its importance and the factors influencing the use of these
services." This studytherefore, dims to fill this jgap, by describing.and analyzing the
factorsyinfluencing the demand for delivery care services particularly institutional

delivery in Sagaing Division.



Figure 1.1 Sagaing Division Map

Sagaing Division

Source: State and Divi aing Divis 7 ' (Myanmar Online
Information). i

1.2 Research Question
y;
What are the determﬁnts of d itutional @ivery care services among

reproductlve age (15- 42) women who have under 3 years old child residing in

DWﬁ"tﬂ‘ﬂ“T“fl UNINYINT
"W"ié\ihimumqwmaa

1.3.1 Prlmary Research Objective

To study the determinants of demand for institutional delivery care services among
reproductive age (15-49) women who have under 3 years old child residing in

Sagaing Division of Myanmar.



1.3.2 Secondary Research Objectives

(1) To study the situation of utilization of delivery care services among reproductive
age (15-49) women who have under 3 years old child residing in Sagaing
Division of Myanmar.

(2) To describe the economic and socio-demographic factors affecting on demand
for institutional delivery among reproductive age (15-49) women who have
under 3 years old child residing in Sagaing Division of Myanmar.

(3) To analyze the elasticity-and mai}gina] effects of these factors on demand for
institutional delivery@among reproductive age (15-49) women who have under 3

years old child residing in Sagaing Division of Myanmar.

v

it

1.4 Scope of the Study r 4
'%

The scope of this study tends/to-foeus on ﬁié’ determinants of demand for institutional

delivery among reproductive age*(15:49) -"V\"(!o_m(_en who have under 3 years old child

residing in Sagaing Division of M);anmar b;guéi‘;lg the data collected during February

through March, 2011. e TE

1.5 Expected Benefits

This study can help policyfmakers to more understanding on what factors promote or
which factors hindet the demand and utilization of maternal delivery care services
which are important in policy making regarding MCH programs. This study can help
to improve policy-inakers’ undetstanding of the factors affecting on, demand for
institutional delivery care services in the country and serve as an important tool for
any possible intervention aimed at improving the low utilization of institutional

delivery in the country.



CHAPTER 11
LITERATURE REVIEWS
2.1 Demand for health care services

Much of the economic theory. of health care/demand is based on the Grossman human
capital approach to health (Grossman, 19725 and Gressman, 2000). In his model the
demand for health care 1s_derived fror_ﬁr the demand for health. Individuals produce
health using a variety of different ¢commodities, including exercise, education,
nutrition, and lifestyle choices, as welll as health care. Luft, Hershey, and Morrell
(1976) also stated that demand is @ ‘function of a budget constraint, money and time
prices, and perceivedswanis. Wants, in tu?n,j_are a function of perceived health status
or symptoms, knowledge of health care cgptibns, attitudes, and cultural expectations.
Symptoms are in turn dgpendent on cult’(ﬁ'él‘-’norms, education, real and perceived

L4
pathologies, etc. — Y

il

Akin, Guilkey, Griffin, and P-dp'k-in-;(1985) sfiovifea’ that.the unique mixture of physical
necessity, life cyclérjsattems,—and—uneqnai—mwiedge-thatiea:h affect the consumption
of medical sewiceé,‘variables that in other demand modelzs’;night be used as controls,
such as health status, education and age, are thought to be important in and of
themselves inexplaining-health service wuses In .the -approach to determinants of
demand for health®service§ in the-third'world includes'the' factors like price, other
prices (substitutes and complements), income, time allocation, health needs, sex,
houséhold isize, istructure,| urbanization, cultural issues and edueation and finally
seasonality. The study concluded that taking the view that individuals behave
rationally and that households can be treated as producers (rather than simply as
consumers) of good health , the study have organized the determinants of health

behaviors into an economic framework.



Feldstein (2005) stated that the demand for medical care is derived from the more
basic demand for health. He stated analyzing the demand for medical care as being
derived from the individual’s demand for health provides a better basis for
determining which factors should be included in a model of demand for medical care,
and for hypothesizing their effects. In his study showed that variations in the demand
for medical care are determined by a set of patient and physician factors. The patient’s
determinants of demand are his or her in¢idence of illness or need for care, a set of
cultural-demographic factors and economicfaetors. He stated the factors influencing
the demand for medical care are-age ana sex, marital status and number of persons in
the family , family size ,.education, and economic factors as income , prices and the

value of the patient’s time: '

A study in USA shewed: that factots iﬁﬂqgancing demand for medical care were:
ability to pay (income, health insurance) d'c:,sife to purchase care (ethnicity, education,
perceived need), and incidental costs (tran’sﬁdrtation, child care, etc) based on a model
using behaviorist theory t@ examine indi'v:;c_’fua_l determinants of use. Predisposing
characteristics (e.g. age, gendet), énabling éigagfgcteristics (income, health insurance),
and need characteristics (e.g:~ Health status)"'iife're seen as independent influences on
an individual's health-care use. It also stated the behaviorist model can describe
behavior only in t€rms of stimulus and response; reasons for behavior are not
explained. That study-explored an economic model. Individuals using health care are

assumed to be making rational choices in‘their own economic self interest. Their

demand for medical services is a factor used-to explain problems with access to care.

Demand'is the quantity of 'goeds: or services that ‘consumers wish'and'are able to buy
at a given price in a given period. Demand includes the ability to pay and the desire to
seek treatment, in addition to incidental costs-that is, non-medical expenses such as
costs associated with obtaining medical care as well as foregone wages and income.
In that study, items used in the behaviorist model are adapted to the economic model.
Ability to pay is measured as annual family income, health insurance coverage, and
concern about cost; desire to purchase is perceived need, years of education, and

ethnicity and acculturation; incidental costs are estimated by concerns about barriers



to care, difficulties with transportation, child care, language translation, and waiting

times (Smith et al.,1996).

For the determinants factors of health care utilization, there are many health seeking
and health utilization models from socio-psychology, medical sociology. Health-
seeking behavior models as applied to serve as catalogues of relevant variables that
need to be considered in research design, rathcrthan as behavioral models themselves.
The mainly statistical data obtained using these models permit the evaluation of the
relative weight of different facters in he;llth behavior (use of preventive or therapeutic
measures, choice betweensdifferent health resources, non-compliance with treatment,
or the consequences of behavior for delayed care seeking) (Muela, Riberaand, and

Nyamongo, 2003). ] i 4

it

The behavioral model of uiilization, deve?l_oped by Andersen and Newman (1973) is
the most frequently used framewotk" for af{?flyzing the factors that are associated with
utilization of healthcare services'Jooks af’ fchr_ee categories of determinants: (1)
predisposing characteristics; * (23 enabling'_éi{aracteristics; and (3) need based
characteristics. During the 19&0’8:-1990’8;:5}5&'—11&61’8611’5 model was again revised to
form three components with a linear relationship: (1) priinary determinants;  (2)
health behaviors; “and (3) health outcomes. The direct cause of health behaviors;
these determinants inelude characteristics of the population (i.e. demographics), the
health care system (i.e. resdurces and organization), and the external environment (i.e.
political, physical,.and economic influences of utilization). The model also explains
that health behaviors determine health outcomes. Health behaviors include personal

health pracfices and the Gs¢ ofihealth seryices.

A further variant of Andersen’s model was elaborated by Kroeger (1983). He
proposed that determinants of utilization in developing countries could be grouped
under three broad headings: (1) predisposing factors including age, sex, household
composition and size, ethnic group affiliation and education; (2) characteristics of
illness, expected benefits from treatment and beliefs about disease causation; and

(3) characteristics of the health-care system, including cost and quality of care.



2.2 Factors influencing demand for maternal health care services
Those factors are as follows.

(1) Household monthly income

For Lavy and Guigley (1991), the decisionitosseek medical treatment in Ghana is
responsive to household ineome. Sahn (2003) showed that own price elasticity of
demand for all health care-options are*high m Tanzania. Other studies conclude that
both price and income are_asSignificant determinant of health care provider choice
(Ntembe, 2009; Lopez-Cevallos, amd;I Chi, 2010). Andy and Cassels (2004)
emphasized that ill health €an‘cause poverty via loss ofiincome, catastrophic health
expenditures and orphan-hood. Eéming: ;:apacity could contribute to the use of
maternal health care seryices by erﬁpowerlingd"iwomen mside and outside the household
(Mencher, 1988). The rolg ofiincome in ﬁé_glth secking is buttressed by the fact that
poverty is generally associated with poof‘_fh*pglth (Abel-Smith and Leiserson, 1979).
Higher maternal mortality ratio/rate is fdiih:cl'i‘in women from poorest economic

background in Bangladesh (Chaudhury. 200,63.._'; B

Households within.thie wealthiest quintile_é are more likéiys to seek health care from
appropriate providers J(Steinhardt, 2008). And the studytrdone by Lakeh, Ramezani,
and Naghavi (2007) ingran stated that the, opportunities of delivery in appropriate
place and bysskilled attendant were more“common in those with higher economic
levels. Shariffiand Singh (2002) also showed that economic factors such as wages and
income areyimportant for-child delivery; sewviees.-A study,in Yirgalem ;Town and in
the surrounding Southern Nations; 'Nationalities, and People’s! Region'(SNNPR) of
Ethiopia showed that women’s education, inadequate household income were
important predictors of antenatal care utilization (Belay, 1997; and Hotchkiss, 1994).
Unless provided with a subsidized health care plan, persons of lower socioeconomic

status can have difficulty affording the costs associated with utilization of health care,

making utilization less likely (Taylor, 2003).
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(2) Distance between home and health care center

Accessibility of health services has been shown to be an important determinant of
utilization of health services in developing countries. Acton (1975) studied that the
users of New York City's "free" outpatient departments and municipal hospitals
results support the major predictions that non-monetary factors such as travel distance
will function as prices in discouraging demand. Distance from the health service is the
strongest determinants of the choice of maiernal health service used. (Mekonnen,

1998; and Salama, and Ismail; 2010).

Many studies reveal the unsurprising fact that household use of services tends to
decline with distance. Fhe s€ai€ity of V(Ifzhicles, especially in remote areas, and poor
road conditions can make it extremety &if"ﬁcult for women to reach even relatively
nearby facilities. Walking is the primary;node of transportation, even for women in
labor in Africa (Williams, 1985; and Woil-d Bank 1994b). First, the economic costs
of health care seeking inglude not only payment for treatment, but also lost productive
time, and the expense of transportatlon JA-n. 1mportant proximate determinant of
maternal mortality is access to and use of qlTF ty health care services (Fauveau, 1991;
McCarthy and Maine, 1992; and Bhatia, 1993) Dué'to. the expense of transportation
and time needed t0~acCeEss medical care, especially as heahh care services become
more geographicaH:y scarce or distant, inaccessibility ‘may increase (Young and
Young-Garro, 1982). The study of Mpembeni et al., (2007) also showed that distance
to the health facility was a-significantydeterminant of typeof delivery care. This was
said to be made worse-by the fact'that'there are nomeans’of transport to the facility.
Distance to the health facility has d negative andshighly significant.éffect on facility
choice (Hotchkiss, '1994).

Another study found that the utilization of emergency obstetric care (EOC) was more
than doubled following the introduction of transportation and communication system
(Shariff and Singh, 2002). Distance is also cited as a reason women choose to deliver
at home rather than at a health facility (Philippines (Schwartz, Akin et al., 1993),
Uganda (Amooti-Kaguna and Nuwaha, 2000) and Thailand (Raghupathy, 1996)). In

other words, women living farther away are less likely to choose a health facility for
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delivery, although their inferior access makes them the most vulnerable group in case
of an emergency (Ensor and Cooper, 2004). Access for emergency deliveries is
clearly hampered by long distances. One study, in Zimbabwe, suggested that up to 50
percent of maternal deaths from hemorrhage could be attributed to the absence of

emergency transport (Fawcus and Mbizvo, 1996).
(3) Age of woman

The Grossman (1972) formulation suggested apositive correlation between age and
the depreciation rate on-health, A“aumber of socio-demographic characteristics of the
individual affect the underlying.tendency to seck care (Addai, 2000). In this regard,
good examples are imatemnals age anld parity, which have been examined as
determinants of health care use repeatedl}.f (Adekunle, 1990; Celik & Hotchkiss, 2000;
and Leslie and Gupta, 1989): Lakeh, Rar;ezani and Naghavi (2007) also stated that
Mother’s age and educational level had ds1gn1ﬁcant correlation with safe delivery
indices. A study done by Thind, Moham Bqnerj ee, and Hagigi (2008) in India found
that while increasing maternal age. greater medla exposure, and more then three
antenatal visits were associated with greater;ﬁds of delivery in a public facility.

gl T

(4) Education of womai

Education is a long-established determinant of the demand for health and health care.
It was incorporated as a déterminant of the‘production function of health in the early
Grossman human|capital model of health (Grossman, 1972; and Grossman, 2000). In
that model better education allows .an individual to be more effective in converting
health |care and’othet ‘health-énhancing' goods “into ‘health! | Better schooling or
educatton may raise understanding, and appreciation of the benefits of health care,
and hence demand for it. Education and information variables significantly increase
the utilization rates of prenatal, child delivery and postnatal health care. Women with
primary education are, on an average, 10 per cent more likely to use maternal health
services relative to illiterate women, even after controlling for income and health care

supply factors.
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A study done by Alam (2004) stated that education of wife (adjusted p=0.005) was
significantly associated with utilization of antenatal care. Maternal education was
statistically significant predictors of the choice of public versus private facility
delivery (Thind, 2008). Many past studies showed that maternal education has a
positive effect on the use of health-care services in some Middle-Eastern countries
(Tekce and Shorter, 1984; and Abbas and Walker, 1986), Asia (Akin, 1986; Wong,
1987; and Streatfield, Singarimbun and Diamond,:1990) and Latin America (Ferndez,
1984; and Monteith, 1987). Illiterate women-were. less likely to use maternal health
care services. [lliterate women-were mc;re likely-to deliver a baby at home relative to
hospital in all three states .of India compared to literates (Navaneetham and
Dharmalingam, 2007). |

Educating women altess the'traditional batlalnce of power within the family, leading to
changes in decision-making and allocéti&n of resources within the household
(Caldwell, 1979, and Caldwell and Reddg{;‘_:__l 983); that education modifies women’s
beliefs and the use of modern hea:lrtrh-care'fggl_jvices. Caldwell, 1979; Caldwell, 1983;
and Cleland and van Ginneken,:-1988 also ipb%l.ti'ted that educated mothers will have
more confidence in handling the rofﬁcials;gig have the ability and willingness to
travel outside the home to seek sefvices. The study done.at Nigeria showed that the
mother’s literacy le,\r/éii was found to be the most imporfant determinant of place of
delivery as those as nén formal education tend to deliver at home (Idris, Gwarzp, and
Shehu, 2006). A lots of studies found out Maternal education has also been shown
repeatedly tosbe positively associated with the utilization of maternity care services
(Addai, 1998351/Addai, 2000; Akin and Munevver, 1996; Beker, 1993; Celik and
Hotchkiss,»2000;~Ferdnandez, 1984;~and, Stewart, and, Sommerfelt, -.1991). Mother

educational'level‘was'the main 'determinants of place’of delivey (Idris;'Gwarzp, and

Shehu, 20006).
(5) Area of woman (Place of Women)

The factors influencing on demand of maternal health services are expected to be
different between urban and rural areas. Thind, Mohani, Banerjee, and Hagigi (2008)

studied that respondents living in rural areas were more likely to deliver at home and
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pointed out that utilization of maternal health care services is lowest in rural areas.
The study of Navaneetham and Dharmalingam (2007) stated that differential in
access to health care facilities between rural-urban areas is an important factor for
lower utilization of maternal health care services, particularly for institutional delivery

and delivery assistance by health personnel in the rural areas.

Twenty-two percent of rural women receivediantenatal care, and 2 percent received
delivery or postnatal care. Sixty-three percenit-of women from the other urban areas
received professional antenatal-eare, 3fpercent received delivery assistance, and 10
percent received postnatal‘care (Mekonnen, Yared, and Mekonnen, 2002). Rich,
urban citizens benefit mefe from public subsidies than do poor, rural citizens (for a
summary of some recent eyvidence' see Demery 2000). Location is a particularly

critical factor in the uptakgiof obstetric, and especially delivery services.
;l L

(6) Working status of woman

It is well established that working r}iothers ;\)J&‘I__‘g;éllrinore likely than nonworking mothers
to take advantage of modern héalth care serﬁé}s (Caldwell, 1983; Mosley and Chen,
1984; Cleland & wan Ginﬁékén,' 1988; 55&_;Mencher, 1988). Navaneetham and
Dharmalingam (2067) Stated that educated and Working women in India are
considered to have éréater awareness of the existence and value of preventive health
care services. Non—Wbrking mothers were more likely to deliver their babies in
institutions thaf working mothers.#The, study of)Salama~and«Ismail (2010) which was
conducted in'Egypt'concluded'that-family income, mother's occupation and education

are strong discriminating factors of the choice of MEH services.
(7) Parity (Numbers of birth)

It is generally believed that care during delivery would be higher for first order births
and is expected to decline as order of birth increases (Elo, 1992; and Bhatia and
Cleland, 1995).Women who had first order births were about one-and-a-half times to
two-and-a-half times more likely to have delivered their babies at a health care

institution (e.g. hospital) than women who had their second order births in all three
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states. On the other hand, women with births of order 4 and above were less likely to

do so (Navaneetham and Dharmalingam, 2007).

Also, lower utilization of maternal health care services among higher parity women
could be due to time and resource constraints faced by those with larger families
(Wong et al., 1987; Elo, 1992; and Bhatia and Cleland, 1995). It was also found that
for all indicators of maternal health care scrviees higher order births decreased the
likelihood of using the services (Bhatia and” Cleland, 1995; and Elo, 1992). The
greater confidence and-experience of ‘the older-and higher parity women, together
with greater responsibiliticsewithin the household and for child care, have been
suggested as explanatory dacters for their tendeney to use services less frequently

(Kwast and Liff, 1988). s 4

(8) Household Size ' o

According to Acton (1975), all other. th1ng§ Jt:he same, larger households will have
lower income per capita, reduciﬁg the deJm-aI}c} for care at non-free sources. The
presence of dependence and j(;b]ess membé;_réii;.l family can influence the utilization
and the decision making upo:r{ maternal heél;t-ﬁ:_ b;eiré services: Feldstein (2005) studied
that family size alseaffects demand; a larger family haé less income per capita
(although not neces:sa'rily proportionately less) than docs a small family with same

income.

According to Akin, et al. (1985) stated that a larger household’s resources must be
shared with more people. This may result in lower levels of nutrition for each
resident, Jess’ consumption of, health ‘care: pet person and a reduead ‘ability to meet
individual needs of children (Popkin and Solon, 1976). Particularly, in south East
Asia region, most of the families are extended or three generation type family and the
decision making of mother about the utilization of the health care services are largely
influenced by the elder members and the male. It is also stated that the utilization of
reproductive health care services in India is significantly affected by the mother’s

education and family composition (Shariff and Singh, 2002).



CHAPTER III

RESEARCH METHODOLOGY

3.1 Conceptual Framework

My conceptual framework consi main factors that influence on the
demand for delivery care services. T e is economic factors: not only
household income i as proxy for the expenditure of

igﬂuence on demand for that

factors such as travel distance

the third one as perceived
need are included in my " ft vork. Akin, Guilkey, Griffin, and Popkin

size, health needs,

Aday, and others (1973) concluded that (1) predisposing characteristics; (2)

enablin charactEr'Sics; and (3) needbased characteristics influence the health
seekié
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Figure 3.1 Conceptual Framework
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3.2 Data Analysis

To study the situation of demand for delivery care services and to describe the
economic and socio-demographic factors affecting on demand for these services,
descriptive statistics is used. The proportion of the woman using each kind of the

services is calculated and compared the utilization with the factors that affecting on it

Explicit form: P

- FUNTNININYINS
CARWINTU N INYIAE

1-P;

When taking logarithm of both sides,
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Therefore
In P; = Bo+ BiINC + B, DIST +85 AGE + B4 EDUC
1-P + Bs URBAN + B¢WORK+ B7 PAR +3 SIZE + ¢;

where,
P = Probability of using Institutional Delivery Care Services
1-P = Probability of not using [nstitutienal Delivery Care Services (ie. Home Delivery)
INC =  Household Monthly Income
DIST = Distance between Worriim’s Home and Health Care Centre
AGE = Age of Woman
EDUC =  Number of Y cars of Education
URBAN = 1 ifthe place of woman is urban

= 0ifrugal 7 E ; l
WORK = 1 ifthe woman is Workin% !

= 0 if dependent), not working
PAR = Parity (N#mbers of Birth) =
SIZE = ' ¥d.

Household Size +:4 oy

Estimation Method ey TR

o el

Non-linear equation is estimated b}; using thé Maximum likelihood method.

3.2.2 Expected Signs 7_

The expected-signs, the unit.of measurements,and the, description of variables are
showed in the Table 3.1!

Household monthly income is the income of housghold per month (ins000 Kyat).

The montily household income has ‘positive effect on demand for/health care services
is found in many past studies. The rise in income is expected to cause an increase in

consumption of most goods, including health care.

Distance between home and health care center is the distance between woman’s home
and health care centre (in miles). The distance of the woman house and health care

center is a great impact on demand for health services. Non-monetary factor, travel
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distance will act as price in discouraging the demand for medical care. Therefore the

greater the distance, the less utilize the institutional delivery services.

Table 3.1 Expected Signs

Unit of Expected
Variables Description of Variables Measurements Signs
INC Household Monthly Income ‘000 Kyat +
DIST Distance between Woman’s Home and Miles -
Health Care Centre £
AGE Age of Woman Years +
EDUC Number of ¥earsof Education Years +
URBAN | Place of Woman | Dummy +
WORK Working status of Woman |, Dummy +
PAR Parity (Numbefs of Birth) E~ -
SIZE Size of'the Family, - ] ’. i -

/
Age of woman is the age that the_Womaﬁr-_fl}gg already completed. It is the important
characteristic that can affect demand for health care services especially the delivery

care services. The higher the age; the more depreciation occurs and so the more

demand for health care services.

Education of woman'is the education of woman by years of schooling. The education

makes a woman not 6nly increased knowledge of her own health but also increased

the demand foerinstitutional,delivery through-preference-and-inereased welfare.

Urban refers to'Rural and Urban. Rural woman utilizes less institutional delivery than
urbaf) wornan throngh-their ‘accessibility, knowledge ‘and preferencés land it is shown

in many studies.

Working status of woman refers to Working and not working (Dependent). The
working woman has more chance of exposure to external environment and can get
more information of delivery services and can access them. So the working woman

uses more institutional delivery than non- working woman.
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Parity is the numbers of child that the woman gave birth. The higher the number of
the children, the lower the utilization of institutional delivery and more likely to take
home delivery. The woman has more experience about delivery and less inclined to

use institutional delivery.

Household Size is the number of members of the household. The large household has
negative effect on demand for institutional delivery care services through the sharing
of household’s resource among more people. Fhemumber of member in family affects
the resources like time, effort-and money and so-there is explicit or implicit cost for
this. Therefore the greater the size of the family the less demand for institutional

delivery care services.

Delivery care services are lnstitutional delivery: any delivery at medical institution
such as government or private; hospital/clinic, primary health centre, or maternity

home; and Home delivery. -

3.3 Data Collection

3.3.1 Target Population .~ Yo

Total population of ‘women in Sagaing Division is about 2,700,000. The target
population of this study is reproductive age (15-49 years) women living in Sagaing
Division, Myanmar whieh_is about 1,500,000, The sample population is reproductive
age (15-49 years) women living in three townships of Sagaing Division, Myanmar

and totally is about 150,000.

3.3.2 Sampling Procedure

Sagaing division has total 8 districts. Due to time limitation I will choose 3 districts
randomly and that will be about 40% of Sagaing division. These 3 districts are
stratified by townships and then one township form each district is selected by

proportional stratified sampling. These are 1). Myin Mu Township which is 33% of



21

Sagaing District; 2). Shwe Bo Township which is 14.0% of Shwe Bo district; and 3)
.Chaung Oo Township which is 8.0% of Mone Ywar District.

The responsible persons in these townships are asked for the houses having
reproductive age (15 -49) women having under 3 years old child. Then 125 houses
having reproductive age (15 49) WO ho have under 3 years old child from Myin
Mu and Chaung Oo Townsh1 s having reproductive age (15 -49)
women who have under 3 h11 e Bo Township are selected by

using simple random metbd—T <

My sample size wil

respondents and inco

istrict

R

J

Q"W'laﬂﬂim MW’]’MEHEI

3.3.3 Sample Size Determination

By using the simple formula provided by Yamane (1967), with 95% confidence level
and P =0.05:

1+ N(e)’

[District] striot | [Dis stict | [ District | [Dismct] [D'
1 g T '———7 - 7
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1,500,000

1 + 1,500,000(0.05)
Sample size 400

Sagaing division had average total population of reproductive age women was about
1,500,000. Then 3 districts were chosen randemlysThese 3 districts were stratified by
townships and then onestewnship form each distriet was selected by proportional
stratified sampling. These were 1). Myin Mu Township which was 33.0% of Sagaing
District; 2). Shwe Bo Towaship'which was 14.0% of Shwe Bo district; 3) .Chaung Oo

i
Township which was8.0%6f Mone Ywar District.

— st

The average total population of- reproductwe age women in Sagaing District was
about 130,000 and Myin Mu Townshlp had about 40,000 which was 33% of Sagaing
District. The average total populat1on of: reproductlve age women in Shwe Bo District
was about 400,000 and Shwe Bo Townshlp had about 70,000 which was 14.0% of
Shwe Bo District. The average tota] populaﬂ;)n of reproductive age women in Mone

Ywar District was about 500 000 and Chaung Oo Townsh,lp had about 40,000 which

was 8.0% of Mone! \lwar District. o

Then 125 houses hawing reproductive age (15 -49) women who have under 3 years
old child each_from MyiisMu and Chaung-Oo Townships and 175 houses having
reproductive age (15 -49) women who have unden 3 years gld.child from Shwe Bo

Township were'selected by using simple random method. My sample size was 425.



CHAPTER 1V
RESULTS AND DISCUSSIONS

According to the methodology outlined in the previous chapter, 425 reproductive age
(15-49 years) women who have an under 3 years old child were interviewed. A
selected team of basic health workers and voluntary health workers having
experienced in data collection was trained as interviewers. The data were then
collected form February through March 2014 This chapter will show the results of
the data and discuss thesresuits of the study to-answer the research question and
objective of the determinants.of démand for institutional delivery care services among
reproductive age (15-49) women who have under 3 ‘ycars old child residing in

Sagaing Division of Myanmar; : 4

it

4.1 The Situation of Utilization of Delf}iefy Care Services in Study area at

Sagaing Division of Myanmar

4.1.1 Description of the Data -

ol

The Table 4.1 shows the me:a_ﬁ,--standard d-é\-/'i._éfi_o‘n and rapge of the variables in the

study. (- = ,
Table 4.1 Mean, St-aln'dard Deviation and Range of Distribl;[ion of Respondents
~ Standard
Variables Mean Deviation Range
Minimum Maximum
Age (Years) 30:2 6.27 18 49
Education (Y ears) 5.46 4.11 0 16
Household Size 5.16 1.85 2 12
Average Household Income (‘000 Kyat) 103.9 98.5 10 710.7
Parity (Numbers of Birth) 2.17 1.48 1 12

Distance from home to health center (Miles) 1.44 0.97 1 5
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As shown in Table 4.2, most of the respondents were between 26-35 years; this group
represented 54.35% of the group. The mean age was 30 years. The youngest

respondent is 18 years and the oldest one is 49 years.

Table 4.2 Frequency Distribution of Age of Respondents

Age Group (Year) Percentage (%)
18 and below 0.24
19-25 25.4
26-35 54.4
36-45 18.9
46 and above 1.21
Total 100
Nearly 83 % of the respond al area; 17% reported living in

=T S T

Figure 4.1 Percerllltzge Distribution of Place of Re

J i @
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Rural
83%
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Concerning education, the education group was divided into four groups: group 1
being 4 years of schooling and below, group 2 being 5 to 8 years of schooling, group
3 being 9 to 10 years of schooling and group 4 being 11 years of schooling and above.
According to Table 4.3, over half (61%) of respondents were in the group 1; only
12% were in the group 4. The majority of the respondents had low educational status.
The mean education of the respondent was 5.46 years. The maximum was 16 years

and minimum was 0 years of schooling.

Table 4.3 Frequency Distribution of Education-of Respondents

Education Group (Yecan) Frequency Percentage (%)
4 and below 1254 61.4
5-8 i B9 19.1
9-10 32 7.73
11 and above 149 11.8

Total 414 100

#

The income of the respondents—was groupredzglfi:nto 5 subgroups: income 10,000 to
50,000 kyat being group.1; 50,001 to 100,006"k$/ét being group 2, 100,001 to 300,000
kyat being group 3; 300,001-t6-500,000-kyat-being-gioup-4-and group 5 being 500,001
to 800,000 kyat. More than 60% of the respondents were in group 2 and 3, and only
1% was in group 5 with the mean income of 103,895.70 kyat. Therefore more than

60% of respondents, in this_study had low income (see. Table.4.4).

Table 4.4 Frequency Distribution of Income of Respondents

Income Group (Kyat) Frequency Percentage (%)
10,000-50,000 142 343
50,001-100,000 171 41.3
100,001-300,000 84 20.3
300,001-500,000 13 3.14
500,001-800,000 4 0.97

Total 414 100




26

The maximum household size in study area was 12 and the minimum was 2 with the

mean household size of 5.16. There were three groups in this category: group 1 was

the household size ranging from minimum to 4, group 2 was the size of 5 to 8 and

group 3 was 9 to maximum. According to Figure 4.2, most of the respondents were in

the group 2 (52.17%) and only 4.59% was in the group 3.

Figure 4.2 Percentage Disﬁi‘@“

W

ize of Respondents

—

s

43% 91
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being 4 to 6 , groupg

respondents had low : rity (85.99%) (see Table 4.5).
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More than 60% of women gave birth at home. The remainders gave birth at the health
center/hospital (see Figure 4.3).

Figure 4.3 Percentage Distribution of Place of Delivery of Respondents

O Institutional Delivery
Home Delivery

From the Figure 4.4, mo employed; most reported being

— o ]
farmers. The rema 5 45%-of - women-r = {-&n on Someone.

Figure 4.4 Percenta;g Distribution of working status of@espondents
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O Working
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The Table 4.6 shows that most of the respondents lived within 1 mile of the health
center/hospital (78.26%). The mean distance was 1.44 miles from home to the health

center/hospital.

Table 4.6 Frequency Distribution of Distance of Respondents

Distance (Mile) Frequency Percentage (%)
1 324 78.3
2 35 8.45
3 -~ 30 7.25
4 12 2.90
5 13 3.14

Total 1414 100

4.1.2 Utilization of Delivery Care Servici;_s in Study Area at Sagaing Division of

Myanmar

#

In this study 425 women were-asked about;_thé"'utilization of delivery care services.
Incomplete and non responded-atiswers yiel-aed-i the final sample of 414 women. The
chi-square test was:done to see the association between the delivery care services and

the other variable.

From Table 4.7 there Wwasnassociation betweéen the delivery care services and the
education ofl women. So the Null'hypothesis that the delivery,care services and the
education of women had no relation was rejected. Figure 4.5 indicated that, most of
the less edrncated wonietr (71%)-compared with 4.4% of well edtcated jwomen gave
birth at home. At the same time low educated women (46%) compared with the
remaining higher educated women gave birth at institution. And the test was also
statistically significant with P value <0.001. It showed that education was very
important for choosing delivery care services especially institutional delivery care

services.
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Table 4.7 Chi-Square Test for the Association between Delivery Care Services and

Education of Women

Delivery Care Education Group (in Years)
Services 1 2 3 4 Total

Institutional Delivery

Frequency 76 33 17 38 164

Percentage (%) 46.3 20,1 10.4 23.2 100
Home Delivery

Frequency 178 46 15 11 250

Percentage (%) i 18.4 6 4.4 100
Total

Frequency 2547 79 32 49 414

Percentage (%) 6E4=M N\ 101 7.73 11.8 100

Pearson chi-square with{(4-1) df =42.1 & ™ Pr=0.000

#

Figure 4.5 Percentages of Delivery Care Sé'_l_",\‘/i'_clgs Classified by Education of Women

@ Institutional Delivery

@ Home Delivery

80
70
60
50
40
30 A
o 20

10

2012 184 23.17

ercentage

4.4

"
R W N
Sy

Education Group

According to Table 4.8, the association between the delivery care services and
monthly household income hence rejected the null hypothesis of no association
between these two variables. According to Figure 4.6, over two thirds of the home
delivery that was about 80% were from the lowest income group while over 70% of

total institutional deliveries were from income group 2, 3 and 4 ( P value 0.000 ).
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Therefore higher income groups were more likely to deliver at the institution. At the
highest income group, at the time the institutional delivery was 1.22%, the home

delivery rate was only 0.8%. It was also statistically significant with P value <0.001.

Table 4.8 Chi-Square Test for the Association between Delivery Care Services and

Monthly Household Income

Delivery Care Ingome Group (Kyat)
Services 1 g 3 4 5 Total

Institutional Delivery -

Frequency 38 69 52 3 2 164

Percentage (%) K S 41.1 Syl 1.83 122 100
Home Delivery !

Frequency 104 i_ 102 32 10 2 250

Percentage (%) A16 =40.8 12.8 4 0.8 100
Total - ’d p

Frequency 142 171 84 13 4 414

Percentage (%) 34.3 4{13 20.3 3.14  0.97 100

Pearson chi-square with (5-1) df.+:28.9 -":.rff_, Pr=10.000

de sl Jd
=

Figure 4.6 Percentages of Delivery Caie Sé;ril-ic;e&Classiﬁed by Income of Women
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@ Home Delivery

41.0740.8
o 31.71
4
t i
Q '
s A28
o T
1122 0.8
P R——
1 2\ 3 4 5

Income Group

The test was statistically significant at P value <0.01. Null hypothesis was rejected
therefore there was association between the delivery care services and the parity of
women. Nearly all of the women (92.68%) gave birth at institutions had low parity
with less than 1% institutional delivery at the higher parity group. About four fifth of
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the women from low parity group and 2.4% of high parity women preferred to deliver
at home. There was not much difference between home and institutional delivery for

parity group (see Table 4.9 and Figure 4.7).

Table 4.9 Chi-Square Test for the Association between Delivery Care Services and
Parity of Women

Delivery Care Parity Group
Services 1 - 3 4 Total
Institutional Delivery 4
Frequency 152 11 0 1 164
Percentage (%) op A 6.71 0 0.61 100
Home Delivery )
Frequency 20473 & 40 6 0 250
Percentage (%) Lo 16 2.4 0 100
Total
Frequency 560 sl 6 1 414
Percentage (%) 4. <4 85(9 )bl 4 1043 1.45 0.24 100

Pearson chi-square with (441) df =13.8 « . Pr=0.003

v
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Figure 4.7 Percentages of Delivery Care Scﬁc;es Classified by Parity of Women

o el

P —— " @ Institutional Delivery
+1 B Home Delivery
100 —92.68 - —Tit
80
g .
g 60 {5
c ¥
() -
e 40 ]
[
o
20 ¥
¥ o' 124 061 0
0
1 2 3 4
Parity Group

According to chi-square test there was no association between the delivery care
services and the other variables such as age, distance between home and health care

center, place of women, occupation, and household size.
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4.2 Factors affecting on demand for institutional delivery

This was aimed to study the determinants of demand for institutional delivery care
services among reproductive age (15-49) women who have under 3 years old child
residing in Myin Mu, Shwe Bo and Chaung Oo Towinships of Sagaing Division of
Myanmar. It could help the policy makers in using as an important tool for any
possible intervention through improving the low utilization of institutional delivery in
the country. In this study not all but some main factors might be useful for the policy
makers to take account-in-the efforts to0 reduee maternal mortality and morbidity in
Myanmar. They were income, education of the women and the number of birth

(Parity) of women inthe study area.

Table 4.10 Logit Estimation for Determinants of Demand for Institutional Delivery

Care Services

Variable Cobfficient=¢¥ 4 z-Statistic

C T ZYEE TN -1.947
INC 00028 o1y, 2.454%%x*
DIST B0579 0.524
AGE 010286 /4 il 1.336
EDUC 01465 4.704%**
URBAN _ 0.1432 0.459
WORK 0.0452 0.205
PAR -0.2620 -2.399%**
SIZE -0.0538 -0.868
Log likelihood -248.237
N 414

Notes: *** - Significant at 1%

In the fegression results, the institutional delivery was the dependent variable and all
the variables had the consistent signs with our expectation and theory. Apart from
average household income, education of women and the number of birth (parity),

other variables were found insignificant.

The main important factor was the average income of the household. Income had

positive and significant effect on demand for institutional delivery care services
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(significant at the 1% level). It meant that when the average monthly household
income increased, the probability of demand for institutional delivery would increase.
Holding other regressors constant, if average monthly household income increased by
a unit, on average the estimated demand for institutional delivery increases by 0.0028
units. But the more meaningful interpretation was in terms of odds, which were

obtained by taking the antilog of the various slope coefficients.

Thus antilog or odds ratio.of coefficient of inceme was 1.0028 suggesting that women
with higher monthly household incomerere meoie than one time more likely to take
institutional delivery through in€reasing demand, other things remaining the same. In
the previous study done'insIran’ by Lakeh, Ramezani and Naghavi (2007) also
concluded that the oppottunities of delivery in appropriate place and by skilled
attendant were more ¢0mmion in those with higher cconomics levels. The result in this
study was also consistent with other stucifi_es- done by Ntembe 2009; Lopez-cevallos
and chi, 2010 saying that both-price and";-i"ric’dme were a significant determinant of
health care provider choice. From ‘this resﬁl"_t":,__-ii.t can be said that if income generation

activities in townships and countr); can incré;éls;é" the demand for institutional delivery

care services and can reduce the niaternal rﬁdt’féliity and morbidity.

The result showed that if the education was increascd One unit, on average, the
probability of demand for institutional delivery increased by 0.147 with other
regressors held constanit.“The odds ratio “of education was 1.16, stating that the
educated women jwere more than oneltime-likely to! increased-demand to deliver at
institutions than less educated ones. The education of the women was significant at
1% level'end 'had positive effect on demand for institutional delivéiy meaning that the
more educated women were more likely demanded for delivery at institutions. From
the past studies done in Asia (Akin, 1986; Wong 1987; and Streatfield, Singarimbun
and Diamond, 1990) were also found that maternal education has a positive effect on
the use of health-care services. This study result of education could also provide the
finding of the study done by Idris, Gwarzp, and Shehu (2006) in Nigeria where it was

concluded that the mother’s literacy level was found to be the most important
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determinant of place of delivery as those as non formal education tend to deliver at

home.

This study can point out the fact that education can not only modifies the women’s
beliefs and the use of modern health-care services but also gives the mother
confidence in selves to seek the appropriate health care outside the home. The policy
makers can also see that not only the interveations for Reproductive health care but
also some kind of educational mvestments are*fequired to implement to increase the
demand for institutional delivery. It :rllso showed the fact that the demand for
institutional delivery services.iS multifaceted and is needed to consider all factors

apart from health sector. \

The probability of women” demand for’,l‘ian_titutional delivery care services would
decrease when the parity increased. It shci&veli the fact that with increasing the parity
there had increased confidence-and expe_ﬁéhéé in both pregnancy and during child
birth. It also consistent with the stidies ddi;cby Wong et al., 1987 and the studies
done in India by Navaneetharﬁ’énfi Kharméjéiiiégm, 2007. These studies said that the
women who had their fourth-order births aﬁﬁ-"&gove were less likely to delivery their
babies at a health care institution. In this study, if the parity was increased one unit, on
average, the probability of demand for institutional delivery decreased by 0.262 with

other regressors held-constant.

The odds ratio of education-was 0.769, stating that the women with higher parity were
one time less likely to deliver at institutions than lower parity women. The parity of
the women was significant-at’ 1% level and thad negative’ effect on demand for
institutional delivery. This study was also consistent with the studies done by Bhatia
and Cleland (1995): for all indicators of maternal health care services higher order
births decreased the likelihood of using the services. It might be the fact that
increasing the birth order, women got more confidence and experience and had taken

more responsibilities of child care.
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Rural women were less likely to use institutional delivery services. Though it was
insignificant here, it could support the studies of Thind, Mhani, Banerjee, and Hagigi
(2008) done in India stating that the that respondents living in rural areas were more
likely to deliver at home and pointed out that utilization of maternal health care
services is lowest in rural areas. It was revealed the fact that geographical difference
had great impact on demand for institutional delivery so if this difference could be
lessened then the demand might be increased in both urban and rural around the
country. According to reproductive health pregram.in Myanmar, rural health center
are upgrading with attached bisth roomj but this result showed that there still needed
to expand more to rural area.
)

The working status of swomen showed “that if the women had occupation the
probability of demand will “increase. It the women were dependent then the
probability of demand for institutional delifyefy would decrease. It was consistent with
many other past studies dong by Caldwel'}-;-'l983; Mosley and Chen, 1984; Cleland
and van Ginneken, 1988; and Mencher, 198‘{3 §a_ying that working mothers were more
likely than nonworking mothers to take ad\zé_in}élrée of modern health care services. In
our country, the women has mere 'decision:ﬁc’iﬁer in.the household compare to other
developing country but working women are more accessible in term of exposure to
external environment and getting increased role in the family. It showed that if we
promote the working-opportunity for women the demand for institutional delivery

could go up but this factorwas insignificant'in this study.

The higher the“age, the more depreeiation occurred and so more demand for health
care'services. It can also suppott the Grossman|(1972) formulation! saggesting that a
positive correlation between age and the depreciation rate on health. If the women
lived near from the health center, the demand for institutional delivery would

decrease. It was different from past studies and theories but it was insignificant.

Household size had negative effect on the demand for delivery at institution but it was
not a significant factor. Even it was insignificant, it was consistent with the theory that

the number of member in family affects the resources like time, effort and money and
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imposing explicit or implicit cost for the demand for institutional delivery. From this
study, it could seen that the increase the size of the household, the less demand for the
institutional delivery. It was showing the fact stated by Akin (1985) that increasing
the household size, there was sharing of resources among the household members

resulting less consumption of health care per person.

Table 4.11 Marginal Effects or Rate of Change of Probability and Elasticity

Variable Marginal effects Elasticity
INC 0.0006 0.1961
DIST 0.0126 0.0567
AGE 0.0062 0.5885
EDUC 0.0319 0.5434
URBAN 0.0312 -
WORK 0.0099.. -
PAR 0.0571" -0.3862

SIZE -0.0117 -0.1888

Notes: Marginal effect or rates of change of' f)_fqbability =BiPi (1- Py)
Elasticity with respect to-demand forﬁéﬁtutional delivery = ;1 —P;) X
(where X; =Independeént Variable) = =

From the results of-the Table 4.11, the women with higher average monthly
household income (i.€. one unit increase in income) had"0.0006 increased probability
of demand for.institutional“delivery, care services.. The change, in average monthly
household incomet of thet' women. wouldisignificantly change the probability of
demand for institutional delivery cate services. The elasticity of income for demand
of ingtitutional delivery cate services was 0:196. One percent incredse in the monthly
household income, the probability of the demand would increase by 0.19%. Because
of positive income elasticity of demand, the institutional delivery care service was a
normal good showing that an increase in income would lead to a rise in demand.
Being the income elasticity of demand was less than 1, the institutional delivery care

services were necessity goods.
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There was 0.032 increased probability of demand for institutional delivery in the
women with one year higher in education of women. With one percent increased in
education the probability of demand would increase by 0.54%. The increase in parity
of women about pregnancy and child by one unit, the probability of demand for
institutional delivery would decrease by 0.057 with the elasticity of -0.39 showing

that one percent increased in parity omen, the probability of delivering at

X
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CHAPTER V

SUMMARY AND CONCLUSIONS

In Myanmar, approximately 1.3 million women give birth each year. Maternal
mortality ratio was estimated at 316 per 100,000 live births at the national level and
80.0 % of the maternal deaths were mostly atthome. In order to reduce the country’s
burden of maternal and prenatal morbidity/and.mortality, safe motherhood initiatives
have been expanded into a national movement. -Emergency obstetric care facilities are
supplied to the townshipeivil Lospitals. Institutional-delivery has been enhanced in
the community through*upgrading ‘and promoting of rural health centers and sub-
centers with attachment™ of dabor roomls to the facilities. In Sagaing Division, the
institutional delivery rate is.the third lov.ve’ét among the country and Home Delivery
Rate is the second highest among the st—-;tes and divisions with one of the highest
perinatal mortality im" Myanmar This ;01nt shows that though government is
promoting the institutional dehvery there-i 1s underutlhza‘uon of institutional delivery

in Sagaing Division in compare to others state and division, and there still needs to

know about the current magnltude of its 1mp0rtance and the factors influencing the

& '—l_

use of these services:

This study thereforé aims to fill this gap by describing and analyzing the factors
influencing the demand for delivery care services particularly institutional delivery in
Sagaing Division: The|objective rof this researchyis /to study-the determinants of
demand for “institutional delivery=care’ services 'among "réproductive age (15-49)

women who have under 3 years old ¢hild residingn,Sagaing Division' of Myanmar.

This study was done form February through March 2011 in three townships of
Sagaing Division. 425 women who are at Reproductive age (15-49) having under 3
years old child from Myin Mu and Chaung Oo and Shwe Bo Townships were asked
according to pre-structured and tested questionnaire. Data cleaning and analysis are
done by using Epidata, Stata and Eview computer programs. Chi-square test and logit
regression analysis were used to analyze the relation between economic and socio-

demographic factors and the demand for institutional delivery care service.
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According to the results, more than 60% of women gave birth at home and about 40%
of women gave birth at institutions. About half of the women were between the ages
of 26-35 years with the mean age of 30.2%. In the study over 60% of respondents
were educated at primary level and more than 83% live in rural area. 86% of them had
at least one time of giving birth. Nearly 80% of women lived within 1 miles of health
center and on average they had to take abotut 20 minutes to reach there. About 75% of
women were in the low income group. From~the Chi-square test of independency,
education, monthly household.income, ;)arity, were associated with the delivery care
services and significant atthe levels of 1%.
)

The main important facior for/demand of institutional delivery in this study was
average monthly household income. The greater the average monthly household
income the more demand for institutional Eijel-ivery. It had positive effect and was also
statistically significant at 19 signiﬁca’é’t' level. Women with higher monthly
household income were more than-one tiniéimore likely to take institutional delivery

a2 M4

through increasing demand. * - ==

More educated weomen had more than one time more likely demand for deliver at
institutions than less educated women did. Education was significant and had positive
effect on demand. Education had long lasting believed to'be positive effect on demand
for health care and it wasteconsistent here ifi-this study. The increases in parity have

the women, the|likely;decrease in demand for institutional delivery.

In thisistudy, age-ofithe women; distance between home'and health center, working
status of women, and the household size are insignificant. The results showed that the
higher the age, the more demand for institutional delivery care services and the same
for working: the working women were more likely to deliver at institution than
dependent women did. Women living in urban area are more likely to deliver at
institutions then the women from rural area. But the expected sign is different for
distance variable and it is also insignificant in this study. And big household sizes had

negative effect on demand.
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From the marginal effect of income on demand, the women with higher average
monthly household income (i.e. one unit increase in income) had 0.0006 increased
probability of demand for institutional delivery care services. The elasticity of income
for demand of institutional delivery care services was 0.196. One percent increase in
the monthly household income, the probability of the demand would increase by
about 0.2%. If the education of women was in€reased by one year, the probability of
demand for institutional delivery care services went up by nearly 0.032. The
probability would increase 0.54% withJone pereent increase in years of schooling of
women. If the higher theswomen had birth order, the probability of demand for
institutional delivery would decrease by nearly 0.057 with the elasticity of -0.39.

The results of the study showed that the fncpme, education and parity of the women
were the most important fagtor for demanﬂ for institutional delivery care services. To
promote the demand for institutional deli;\-iéry’ care services in Myanmar, not only
providing the institutional /delivery care -"s"_é1_-vi(_:es but also some kinds of income
generation interventions are needed accorﬂ;itfé"ito this study. Most of the women
worked as farmers in study area and some subsidies or providing new technology for

agriculture can inerease their income and hence on the otfier hand can promote the

demand for institutional delivery care services.

Because of the positive ‘efféet of education 6f'respondents on demand for institutional
delivery, by promoting theseducation of women can increase the demand of delivery
at institution. Tn Myanmar, education level is not too severe (adult literacy rate:
94.83% '1m 2008). compare “to ‘other “developing’ countries |but faadst-of the people
especially in rural area are still at the level of primary education. In the study area,
most of the women are only up to primary level of education and this study can show
if the education of women are promoted than now , the aim of promoting delivery at

institutions can be drawn up.

Increasing the birth order the less likelihood of demand for institutional delivery

might be the fact that the women have to take care of the children, more experience
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about pregnancy and child birth. But the higher the birth order, the more dangerous
the risk of the pregnancy will be. Therefore the women should be educated more
about the danger associated with increasing parity, giving birth at the safe mode of
delivery place like institutional delivery. It is also worth to change their perception
and should try to convince them to take institutional delivery by introducing demand
side financing like giving incentives to mother who gave birth at institutions, giving
them the travel expense and giving some credigwhich can be attracted to them.
J

For urban-rural difference, Myanmar, being the largest country in South East Asia,
has a lot of mountainous and hilly-area. The remote rural area are still needed to cover
the institutional delivery.serviées hence in this study, it was shown in the results. The
rural area had about 3 times less'demand for institutional delivery care services. It can
be concluded that thetipgrading and pronif)ti}_lg of rural health centers and sub-centers
with attachment of labof rogms to the facﬂit{es should be reinforced ever than before
for increasing demand fopinstitutional deli'\"/-éi'Y:'

' -:-j-_.ft’_, _
Although not significant in thié"étu-cly, otheri‘a’.é%rs such as age, distance, place of the
women residing, work of the woinen and the household size are hoped to give some
idea to policy maker in implementing the Reproductive Health Interventions

especially institutional delivery care services in Myanmar.,

This study cannot give /all the information that the policy makers or program
managers needed to know There; still needs to'do further research based upon this
information. In' this study, the information are given quantitatively but if further
qualitative: inforfnation -aré¢ ~available |in ‘addition “to this’ quaititative one, the
determinants of demand for institutional delivery care services can be understood
more completely. In this study nearly all of the information are taken from the
demand side and if the supply side can be added on further, then it would be very

informative.

Only the demand for institutional delivery care services is focused in this study. For

implementing the Maternal and Child Health care interventions, other services such as
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demand for home delivery, the role of skill birth attendants, the role of the antenatal
care taking and the quality of the services are needed to know. The institutional
delivery care services are said to be given free, in this study, not all the opportunity
cost are involved and not all pricing and costing information are included. But there
might be other direct or indirect cost for this service and if it can be evaluated in

further study, it would be more valuable ohcy maker.

Based on the informatio his st @dles it should be conducted in

other state and division of Myanmar. Ot udies, it is suggested to added more

on qualitative informati fiag and co m ‘*u formation, quality of services or

supply side information e \\

antenatal care services. Einally the om this study is hoped as a base for

further studies to co CHive ‘.

skllled birth attendants and

es in Myanmar.

ﬂ‘lJEJ’JVIEWﬁWEJ’]ﬂ‘i
Q‘W’mﬂﬂim UA1AINYAY



REFERENCES

Acton, J. P. (1975).  Nonmonetary Factors in the Demand for Medical Services:
Some Empirical Evidence. The Journal of Political Economy, 83 (3): 595-
614.

Akin, J. S., Guilkey, D. K., Griffin, C. C. and Popkin, B. M. (1985). The Demand for
Primary Health Services in the. Third World. New Jersey: Rowman &
Allanheld Press.

Alam, A.Y., Qureshi, A.A; Adil, M. M.;7and _Ali, H. (2004).  Factors affecting
utilization of Antenatal Care among women in urban slum areas of Islamabad.
Rawal Medical Journaly29: 71-75.

Amponsah, E. N., andsMoses! LS (2009).  Expectant Mothers and the Demand for
Institutional Deliverys Do’ Household Ineome and Access to Health
Information «Matier? Some Insight from Ghana.  European Journal of Social
Sciences, 8 (3). ' ™

Andersen, R. (1995). Reévisiting the Behavioral Model and Access to Medical Care:
Does it matter2 Journal of Health and Social Behavior, 36 (1): 1-10.

Audibert, M., He, Y., Mathonnat, J., and FLyH X.Z.(2010). Income Growth, Price
Variation and Health Care Demand: A Mixed Logit Model Applied to Tow-
period Comparison in Rural China. {Dﬁ’AS Working Papers, 201035.

Bhatiaa, J. C., and €lelandb, J( 1995). D-e:té.l_“fﬁiriants of maternal care in a region of
South Indias’Heglth Transition Review, > 127 —147.

Carmichael, F., and-Charles, S. (2000). The opportunity C(;sts of informal care: does
gender matter?’ Journal of Health Economics, 22-(2003): 781-803.

Cardoso, C. (2008). sHealth reconomics or-Healthy Care .economics. Polytechnical
Studies Review, 6 (10): 189-198.

Chaudhury, R. H. (2006). Multi‘sectoral Detemminants Of Matérmal Mortality in
Bangladesh. United Nations Economic and Social Commussion for Asia and

the "Pacifi¢.” [Online].“Available' form www.unescap.org /esid/psis /meetings
/MMR/VietNam.pdf . [2010, December, 1].

Develay, A., Sauerborn, R., and Diesfeld, H. J. (1996). Utilization of Health Care in
an African Urban Area: Results from a Household Survey in
Ouagadougou, Burkina-Faso. Social Science and Medicine, 43 (11): 1611-
1619.

Elo, I. T. (1992). Utilization of maternal health-care in Peru: the role of women's
education. Health Transition Review, 2 (1): 49-69.



44

Ensor, T., and Cooper, S. (2004). Overcoming barriers to health service access and
influencing the demand side through purchasing. HNP Discussion Paper.

Feldstein, P. J. (2004). Health care economics. New Jersey: Thomson Delmar
Learning.

Folland, S., Goodman, A. C., and Stano, M. (2004). The Economics of Health and
Health Care. New Jersey: Pearson Prentice Hall.

Gujarati, D. N. (2009). Basic Econometricss New.York: Mc Graw Hill.

Haque, M. N. (2009). Individual's Characteristics Affecting Maternal Health Services
Utilization: Married Adelescents and Their Use Of Maternal Health Services
In Bangladesh. The [uternet Journal of Health, § (2).

Hotchkiss, D. (1994). The Rolé of Quality in the Demand for Health Care Cebu,
Philippines. Small Applied Researp@_ W32).

Idris, S. H., Gwarzo,U., and Shehu, A. [T(2006) Determinants of Place of Delivery
among Women 4in a Semi- Urbam Settlement in Zaria, Northern Nigeria.
Annals of African Mea’lcme 5(2) 68 72

Lakeh, M. M., Ramezani, M., and Naghavx,}\/[ (2007) Equality in Safe Delivery and
Its Determlnants n Iran Arehives of Iraman Medicine, 10 (4): 446-51.

Lubbock, L. A., and Stephenson iR B (2008) Utilization of maternal health care
services in the department of Matagalpa, Nicaragua Rev. Panam
Salud Publica, 24(2): 75-84.

Luft, H. S., Hershe-y,'J. C., and Morrell, J. (1976). Fa’citors Affecting the Use of
Physician Services in a Rural Community. American Journal of Public
Health, 66, 865-871.

Mekonnen, Yared,.and Mekonnen, A. (2002). Utilization of Maternal Health
Care Services in Ethiopia. [Online]. Available from http://www.measuredhs

.com /pubs/pdf/FA38/01-mekonnen.pdf. [2010, December, 9.

Ministry "of Health. (2006)" Annual “Public Health Statistics “Report, Union of
Myanmar, 9-14.

Ministry of Health. (2006). Myanmar Millennium Development Report, Union of
Myanmar, 29-32.
Ministry of Health, Department of Health. (2008). Myanmar Reproductive Health

Profile MCH section, 5-18.

Ministry of Health. (2010). Health in Myanmar, Union of Myanmar, 2-4.



45

Ministry of National Planning and Economic Development, Central Statistical
Organization. (2006). Statistical Year Book, Union of Myanmar.

Mpembeni, R. N. M., et al. (2007). Use pattern of maternal health services and
determinants of skilled care during delivery in Southern Tanzania:

implications for achievement of MDG-5 targets. BMC Pregnancy and
Childbirth, 7 (29).

Muela, S. H., Riberaand, J. M. and Nyamonge, L (2003). Health-seeking behaviour
and the health system response, DPCPPsWorking Paper No. 14. [Online].
Available from www.dep2.org/file/29/wp14.pdf. [2010, December, 19].

Navaneetham, K. (1995). Utilization of Maternal Health Care Services in South India
Health Transition Reyiew, 5, 127, —142.
|
Navaneetham, K., and Dharmalingam, A, (2002). Utilization of Maternal Health
Care Services insSouth India. Social Science Medicine, 55 (10): 1849-69.

Phillips, K. A., MorriSony’ K. © R., Andersen, R. and Aday, L. A. (1998).
Understanding#™ the Context “of Healthcare Utilization: Assessing
Environmental and Provider- Related Variables in the Behavioral Model of
Utilization. Health Services. Reseci'i:,ch 33(3).

Ramanathan, R. (2002). Introductmv Ecanorhetrzcs with Applications. Mason,
Ohio: Thomson Learmng

o el

Redding, C. A., Ressi, J.S., Rossi, S. R Velicer, W. F. and Prochaska, J. O. (2000).
Health Behav1or Models. The International Elechonlc Journal of Health
Education, 3, 180 193.

Rebhan, D. P. (2010). Health Care Utilization: Understanding and applying theories
and maodels) of | healthpcare pseckingn behavior, fOnline]. Available from
http://[www.cwru. edu/ med/ epidbio/ mphp439/ healthcareutil .pdf. [2010,
Decemiber, 19].

Shariff, A}, and Singh; G: (2002).| Determinants of Maternal ‘Hedlih Care Utilisation
intIndia: Evidence from a-RécentHousehold-Survey~New Dehli Everest.

Salama, R. E., and Ismail, M. F. S. (2010). Factors Affecting the Choice of Maternal
Health Services in Port Said City, Egypt. South Asia Journal of Family
medicine, 1 (1).

Smith, M. W., Kreutzer, R. A., Goldman, L., Casey-Paal, A., and Kizer, K.W. (1996).
How Economic Demand Influences Access to Medical Care for Rural
Hispanic Children. Medical Care, 34 (11): 1135 —1148.



46

State and Division, Sagaing Division, MODINS (Myanmar Online Information).
[Online]. Available from http://www.modins.net/ myanmarinfo/ state
division/sagaing.htm. [2010, December, 19].

Thind, A., Mohani, A., Banerjee, K., and Hagigi, F. (2008). Where to deliver?
Analysis of choice of delivery location from a national survey in India. BMC
Public Health, 8 (29).

AULINENTNEINS
RN TAUNIINGIAE



are Services in Sagaing

AULINENTNEINS
PRIAATUAMINYAE



48

not be disclosed an neednot to a er your name. Your answer will

be valuable for the | feel unease er, please feel free not to
answer.
If you have any questio ot hesitate to ask question to

1.2 Where is the place tbagou lived?

o127 )89 SRR 1)

1.3 How many}years of schooling d1d you attend?

14amﬁgﬂmm URIANYIAY

[ ] 1. Working [ 2. Not working (Dependent)
1.5 How many numbers of family members living in the house?
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Part 2 Maternal Health Care Status of Respondent

2.1 How many children did you give birth?
................. Child/Children

2.2 Did you take Antenatal care during your last pregnancy?
[ 11.Yes \ . No

2.3 Where did you give birth : /
[ 1 1. Medical insti ital ch@ center, maternity room either

——

X &Y took care during your last

2.4 How much did you
child birth (in cash)?

2.5 Have you heard ab regnancy and child birth?
[ 11.Yes \\
If yes, what are the complications ancy and child birth?

using a Veﬂi]cle ? (in minutes) P

S RPN S0 U

2.7 W]qat 1s the distance

ANYIAE

tween your house are center/hospital/clinic? (in

miles)
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Table B.1 Correlation Matrix
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INC DIST AGE EDUC  URBAN

WORK PAR

SIZE

INC
DIST
AGE
EDUC
URBAN
WORK
PAR
SIZE

1
-0.0282 1
0.028841 -0.01436
0.126247 '
0.009043 1
-0.08031 ( 20.08039
20.04316 0,07 0.57 0. 0.098825
0.105704 \

1
-0.04884 1
0.068405 0.262101

1
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