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ABST RACT (ENGLISH) # # 5879183453 : MAJOR PUBLIC HEALTH 
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DELIVERY 

 May Chan Oo :  EFFECTIVENESS OF “MEN IN MATERNITY HEALTH 
(MIM)” INTERVENTION TO IMPROVE HUSBAND INVOLVEMENT IN 
BIRTH PREPAREDNESS AND COMPLICATION READINESS FOR SAFE 
MOTHERHOOD IN NAY PYI TAW, MYANMAR: A QUASI-
EXPERIMENTAL STUDY. Advisor: Alessio Panza, M.D., M.Com.H., DTMH 

  
Involving husbands in birth preparedness and complication readiness (BP/CR) 

has been encouraged as a new strategy to improve maternal health for safe motherhood 
since 2000. Myanmar is a patriarchy society and despite the strong domination of husbands 
on the health of their families, their involvement in maternal health are still limited. This 
quasi-experimental study aimed to determine the effectiveness of ‘Men in Maternity 
Health’ (MiM) intervention to improve husband involvement in BP/CR and institutional 
delivery for safe motherhood in Nay Pyi Taw, Myanmar. Total 198 husbands of pregnant 
women were included (99 husbands from each Township): Lewe Township as study group 
and Takkone Township control group. Face to face interview using interviewer 
administered questionnaire was carried out to collect the data. The data was analyzed by 
independent t-test to compare the continuous variables between study and control groups 
including within group comparison by paired t-test. Pearson’s Chi-square test was used to 
compare the difference of categorical variables. After ‘MiM’ programme, there were 
significantly changes in husbands’ knowledge (p=0.001) and attitude (p=0.04) between 
study and control groups. Husbands in both groups were more likely to involve indirectly 
as financial support than direct involvement as planning skilled birth attendant and blood 
donor in case of emergency for their wives before give birth. In study group, husbands’ 
involvement in BP/CR improved significantly (p<0.001). Institutional delivery prevalence 
was significant difference between study and control groups, 64.6% and 39.4% 
respectively. In conclusion, the implementation of ‘MiM’ programme for promoting 
partner involvement in BP/CR and institutional delivery among pregnant women couples 
can enhance the benefits for safe motherhood. 
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CHAPTER I 

INTRODUCTION 

1.1 Rationale and Justification 

A mother’s death is a catastrophic effect that has an enormous impact on 

survival and maturing of her children, especially the wellbeing of a family necessarily 

depends on mother. The death of each mother may adversely affect the society at 

large. Because of obstetric complications, the life of a woman could be threatened by 

pregnancy and child birth (WHO, 2013). In 2015, about 830 women die every day 

due to pregnancy and child birth complications worldwide.  More than 50% of a 

million deaths are accounted by global maternal deaths annually, and among them, 

99% arise in low income countries. (U. WHO, UNFPA, World Bank Group and the 

United Nations Population Division, 2015).  

There is estimation that over 303,000 women died in 2015 due to preventable 

pregnancy and childbirth complications, and most of them occur in low-income 

countries (U. WHO, UNFPA, World Bank Group and the United Nations Population 

Division, 2015). Leading causes of these maternal deaths are bleeding severely, 

infections, pregnancy induced hypertension, complications from delivery and unsafe 

abortion that contribute around 75% of all maternal death (Say et al., 2014). In 2015, 

the maternal mortality ratio in high income countries was 12 per 100,000 live births 

when 239 per 100,000 live births in low income countries (Alkema et al., 2016). A 

woman living in a low income country has a risk of maternal related death during her 

lifetime which is 33 times higher compared to a woman in a high income country (U. 

WHO, UNFPA, World Bank Group and the United Nations Population Division, 

2015).  

Maternal mortality poses a great challenge to health system and maternal 

health programs globally especially in Sub-Saharan Africa, South and South East Asia 

(Nations, 2015). Since 1990, the maternal mortality ratio has fell by 57%, 320 in 1990 

to 140 maternal deaths per 100,000 live births in 2014. In 2015, South East Asia 

reached moderate maternal mortality ratio, 110 maternal deaths per 100 000 live 

births, estimation about 13,000 maternal deaths (U. WHO, UNFPA, World Bank 

Group and the United Nations Population Division, 2015).   
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 3 

Myanmar stands second-highest maternal mortality ratio (MMR) in the 

Association of Southeast Asian Nations (ASEAN), at 282 per 100,000 live births in 

2014 despite decades of safe motherhood programs. Multiple risk factors have been 

found which lead to maternal death and most deaths are caused by preventable and 

curable conditions such as bleeding and infection. These conditions are prominent in 

rural areas and particularly relevant for Myanmar as 70% of population resides in 

rural areas. Therefore, MMR is significantly higher in rural areas and women who 

live there are more likely to give birth at home although health facilities provide basic 

and emergency obstetric care, which illustrates that maternal health care does not 

reach everyone according to 2014 census report (Department of Population Ministry 

of Labour, 2016). 

Men and women are different regarding to their physical appearances, but also 

to roles and accountabilities that society assign to them. Their position in family, 

organization and community impact on health care seeking practices including 

maternal health care (Ostlin, Eckermann, Mishra, Nkowane, & Wallstam, 2006). To 

improve maternal health, maternal health care strategies and approaches by health 

care providers tend to target only on women traditionally. Even though education and 

empowerment of women on decision making and choices are vitally important, there 

is inadequate and limited influence in addressing women’s health related decisions 

when their husband are not considered (Alkema et al., 2016). 

Involving husbands in reproductive health programs has been encouraged as a 

new strategy to improve maternal health since 2000 (UNFPA, 2000). WHO integrated 

husband involvement into reproductive health programs to carry out safe motherhood 

successfully since 2001. Husbands’ involvement, behavior and awareness impact on 

not only reproductive health of women but also well-being of children, including 

society as well (WHO, 2007). Compared with past generation, society’s expectation 

are increasingly for husbands to play an entire role throughout pregnancy, delivery, 

postnatal time and beyond (Royal College of Midwives, 2011). Educating husbands 

about the importance of health enhances the promotion of health-seeking behaviors 

(WHO, 2007) and providing health care and education services during antenatal 

period to pregnant women and their husbands can lessen complications during 
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pregnancy and delivery and also promote birth outcomes (Carroli, Rooney, & Villar, 

2001).  

A birth plan is a crucial strategy especially in low income countries where 

maternal health care services are weak and thus increasing maternal and infant 

morbidity and mortality significantly (Kaye, Mirembe, Aziga, & Namulema, 2003). 

Jhpiego adopted the husbands involvement strategy which include increasing their 

awareness about emergency obstetric conditions, and having them participating in 

birth preparedness and complication readiness (BP/CR)  (M. a. N. H. M. P. JHPIEGO, 

2004).  

Birth preparedness is an extensive strategy targeted at contributing to the 

timely exploitation of skilled maternal and child health care. The fundamental 

elements of birth preparedness consist of: knowledge of danger signs; planning for 

birth attendant, transportation, saving money and optionally identified, a person who 

makes  decision and a potential blood donor (M. a. N. H. M. P. JHPIEGO, 2004).  

Preparing for birth and being ready for obstetric complications could reduce the three 

delays; delay in seeking care, reaching care and receiving care well explained by the 

universally accepted ‘Three-delay’ model (Thaddeus & Maine, 1994). Husbands can 

play a vital role especially in the first and second delays in low income countries and 

therefore in improving birth outcomes positively (Odimegwu et al., 2005). Decision 

making for delivery is also very important and as husbands are decision makers, they 

should be aware about the essential care during pregnancy, delivery and after birth. 

Husbands not only support their spouses financially during maternity but also perform 

an essential part in decision making in various stages of maternal health care which 

give result in difference between life and death for women (CK Bhusal 2015). 

The fifth of Millennium Development Goals “Improve maternal health” 

brought in intensive efforts to reduce maternal mortality and universal access to 

reproductive health. Low income countries in South East Asia (SEA) have made a 

remarkable progress in reducing maternal deaths, but it fell far short of goal and 

targets, reducing 57% in 2013 compared with 1990 maternal mortality rate (Nations, 

2015). Even though Myanmar government increased more investments to promote 

maternal health programs for 5th MDG and significant MDG progress has been made, 

maternal deaths is still high. Therefore improving maternal health is still part of the 
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Post-2015 Development Agenda and necessitates new approaches (Department of 

Population Ministry of Labour, 2016). In Myanmar, women’s decision to uptake 

maternal health care services are solely or jointly determined by sociocultural and 

economic factors. On the other hand, husbands involvement in maternal health also 

makes a challenge on women’s uptake of maternal health services in Myanmar (Wai 

et al., 2015). 

In Myanmar, maternal health intervention and education programs for safe 

motherhood are progressing but maternal mortality is still high. A search strategy 

aimed to identify all articles about husband involvement using Andersen model and 

which had been published between 2000 and March 2017 in both English and 

Myanmar language. Pub Med, Science direct, Pro Quest, Google scholar and 

electronic library of College of Public Health Sciences were used for the search, but 

that search was limited to studies conducted in Myanmar. To ensure that all 

potentially relevant articles had been identified, the key words including ‘husband 

involvement’ ‘reproductive health’ ‘birth preparedness and complication readiness’ 

‘Myanmar’ were used. The researcher reviewed the retrieved articles for possible 

information on the husband involvement in RH in Myanmar using a three-step 

selection (1. title, 2. abstract, 3. full text) with pre-defined inclusion ion criteria for 

each step. At each step some articles were excluded and at the end, a total of 2 articles 

were yielded.  One cross sectional study which was assessing the correlation of 

husband involvement in maternal and newborn health in Yangon and the result 

revealed that husbands’ knowledge on maternal health was associated with increased 

husband involvement level (Ampt et al., 2015). Another cross sectional study by Wai 

who studied for husbands involving in their wives' utilization of maternal care 

services in Yangon and the results showed increase utilization of maternal health 

services was positively associated with wives of husband who accompanied them to 

ANC visits and those who had a well birth plan (Wai et al., 2015). 

Even though sufficient evidences proved that husband can influence 

maternal health care service utilization during pregnancy and there by positively 

impact obstetric emergency, few interventions have focused on husband directly to 

involve and also effectiveness of husband involvement intervention on birth 

preparedness and complication readiness for safe motherhood are still limited in 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 6 

Myanmar. Moreover, there were many independent variables such as availability and 

accessibility to maternal health care facility, plan/unplanned pregnancy and perceived 

needs for maternal health which can influence husband involvement in birth 

preparedness and complication readiness for safe motherhood however these variables 

were not assessed in previous quantitative studies in Myanmar. To my knowledge, 

Nay Pyi Taw accounts for 35.8% of institutional delivery even though the study about 

husband involvement in maternal health care, birth preparedness and complication 

readiness for safe motherhood has not been explored in Nay Pyi Taw. 

Therefore, this study aims to help in enhancing effectiveness of Men in 

Maternity (MiM) education intervention to improve husband involvement in birth 

preparedness and decision making on safe delivery for safe motherhood in Nay Pyi 

Taw by applying Andersen Model to identify predisposing factors, enabling factors 

and need factors on involvement in birth preparedness and complication readiness for 

safe motherhood among husbands of pregnant mother. The result of this study will not 

only increase the data availability necessary to support but also guide effective 

maternal health care policies. It will also help Myanmar Maternal and Child Health 

Program, and other NGOs and INGOs which are working on maternal health 

promotion activities and useful to improve the future maternal health promotion and 

implementation program in Myanmar. 

1.2 Research questions 

• Does Men in Maternity Health (MiM) education intervention improve 

husband involvement in birth preparedness and complication readiness and 

institutional delivery for safe motherhood in Nay Pyi Taw, Myanmar? 

• What are the predisposing actors, enabling factors and need factors of husband 

involvement in birth preparedness and complication readiness? 

• Is there difference between husbands’ knowledge and attitude on maternal 

health, birth preparedness and complication readiness within each group and 

between groups before and after implementation of MiM education? 

• Is there difference between husband involvement in birth preparedness and 

complication readiness within each group and between groups before and after 

implementation of MiM education? 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 7 

• Is there difference between number of institutional deliveries between study 

and control groups after implementation of MiM education? 

1.3 Research objectives 

 General Objective 
• To determine the effectiveness of Men in Maternity Health (MiM) education 

intervention to improve husband involvement in birth preparedness and 

complication readiness and institutional delivery for safe motherhood in Nay 

Pyi Taw, Myanmar 

Specific Objective 

• To study predisposing factors, enabling factors and need factors of husband 

involvement in birth preparedness and complication readiness 

• To assess husbands’ knowledge and attitude on maternal health, birth 

preparedness and complication readiness within each group and between 

groups before and after implementation of MiM education 

• To assess husband involvement in birth preparedness and complication 

readiness within each group and between groups before and after 

implementation of MiM education 

• To assess the number of institutional deliveries between intervention and 

control groups after implementation of MiM education 

1.4 Research Hypothesis 

• There is effect of Men in Maternity Health (MiM) education intervention to 

improve husband involvement in birth preparedness and complication 

readiness for safe motherhood in Nay Pyi Taw, Myanmar 

• There is effect of Men in Maternity Health (MiM) education intervention to 

take institutional delivery in Nay Pyi Taw, Myanmar  
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1.5 Conceptual Framework 

 
Figure 1: Conceptual Framework  
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1.6 Operational Definitions 

Predisposing factors: The predisposing factors in this study means a condition or 

situation or set of personal characteristics that may affect a person’s health awareness 

or cause a person more exposure or susceptible to illness. In this study, socio-

demographic characteristics (Age, Education, Religion, Ethnicity, Occupation, Family 

member and Wealth index), and Wife’s characteristics are measured by self-report. 

• Age: the number of completed years of participants at the time of data collection 

• Education: highest education achievement of participants at the time of data 

collection and it is classified into illiterate or no formal education, primary 

education level, middle education level, high school education level and 

university/college education level. 

• Religion: participants’ belief religious of their own and it is classified into 

Buddhist, Christian, Hindu, Muslim and others.  

• Ethnicity: participants’ ethnic origin. 

• Occupation: the main career of the participants at the time of interview and it is 

classified into 5 groups namely government staff, private employee, self-

employee, manual worker and student. 

• Character of marriage: Participant’s marriage classified into monogamous and 

polygamous. 

• Family member: the total number of family member of participants at the time 

of interview. 

• Wealth index: Measurement of household’s cumulative living standard. In this 

study, (1) ownership of seven assets (possession of housing unit in house hold, 

tap water as main source of non-drinking water, toilet, TV, internet, motorcycle / 

moped/ tuk tuk, bicycle), (2) six housing characteristics (main source of lighting, 

main source of drinking water, main types of cooking fuel, main construction 

material of housing walls, main construction material of housing roofs, main 

construction material of housing floors). These components will be self-reported 

by participants. The wealth status of participants will be categorized into five 

quintiles; poorest, second, middle, fourth and richest which is adopted from 

equity tool from 2014 Myanmar census 
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• Wife’s age: the number of completed years of participants’ wife at the time of 

data collection by husband report 

• Wife’s education: highest education achievement of participants’ wife at the 

time of data collection and it is classified into illiterate or no formal education, 

primary education level, middle education level, high school education level and 

university/college education level. 

• Wife’s occupation: the main career of the participants’ wife at the time of 

interview and it is classified into 5 groups such as government staff, private 

employee, self-employee, manual worker, dependent and student. 

Enabling factors: The enabling factors are strength that facilitates individual, society, 

or environmental change based on their availability level. Such enabling factors 

include material resources, having health insurance and the availability of health 

services. Without the ability to access services a predisposition will not necessarily 

translate into utilization. In this study, availability and accessibility to maternal health 

care services are emphasized to measure the enabling factors. 

• Availability: the obtainable conditions for participants’ wives to receive sources 

of information for maternal health and taking maternal health care service  

• Accessibility: It is easy or not for the participants’ wives to seek maternal health 

care services by means of economic, physical and cultural accessibility. In this 

study, economic and physical accessibility will be measure except cultural 

accessibility because in study area, ethnicity of almost all of the people living in 

study area are Myanmar nationality, use Burmese language and are Buddhists. 

Economic accessibility – self-assessed economic accessible for service and 

transportation fees 

Physical accessibility – self-assessed physical accessible for distance and 

travel time to health care service, service use time and difficulty in 

transportation 

Need factors: The need factors refer to that people recognize if there is a health 

problem or illness, they respond appropriately in order to prepare or prevent for that 

health problem and access health care services. In order for a health problem to be 

prevented and health service to be used, there must first be a need to do that 
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preventive and heath seeking action. In this study, plan/unplanned pregnancy and 

have suspected danger symptoms of pregnancy are emphasized to measure need 

factors. 

• Plan/unplanned pregnancy: Husband and his wife already had a plan to have a 

baby and tried to have current pregnancy. 

• Gestational age of pregnancy: Measurement of age of pregnancy in completed 

months/weeks at the time of data collection 

• Present of suspected danger symptoms of pregnancy: Participants’ wives who 

have suspected danger symptoms of pregnancy which are classified into fever, 

severe headache with blurred vision, severe abdominal pain, difficult breathing, 

convulsions/fits, vaginal bleeding and swelling of fingers, face and legs. 

Knowledge: Husbands understanding about importance of antenatal care, danger 

signs during pregnancy, delivery, and postpartum and maternal health care  

Attitude: Husbands’ opinion concerning birth preparedness and complication 

readiness for maternal health care 

Husband involvement in Birth Preparedness and Complication Readiness: 

Husband participation in birth preparedness and complication readiness plan for (1) 

birth place, (2) skilled birth attendant, (3) saving money, (4) transportation, and (5) 

potential blood donor before delivery of his wife 

Institutional delivery: Husbands whose wives taking institutional delivery which 

means delivery take place in a health facility by skilled birth attendance using clean 

delivery kit  

Men in maternity health (MiM) education intervention: Delivering health 

education about maternal health (pregnancy and its complications, obstetric danger 

signs, importance of maternal health care including antenatal care, delivery care and 

postnatal care, benefits of birth preparedness and complication readiness and 

importance of safe delivery by 

- Sending invitation cards  

- Face to face health education sessions 

- Group discussion sessions   
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CHAPTER II 

LITERATURE REVIEW 

2.1 Introduction to Sustainable Development Goals  

The United Nations (UN) General Assembly accepted ‘Millennium 

Declaration’, initiating a global partnership of countries and partners committed to 

eight ‘Millennium Development Goals’ (MDGs) to be achieved by 2015, in 

September 2015. One of the 8 goals has been dedicated to maternal health: “Improve 

maternal health” (WHO, 2015). The MDGs have not attained the universal approval 

including health status of mothers despite their overall achievement. The MDG era 

was recorded by significant process in decreasing maternal mortality although 

community fell short of reaching the maternal mortality targets prepared by MDGs 

no.5 globally. The worldwide MMR reduce by 44% between the years 1990 and 

2015, but not reaching 75% reduction target. Therefore, Millennium Development 

Goal no. 5 for improving maternal health remain unmet needs for that target (Nations, 

2015). 

In September 2014, the UN General Assembly welcomed the ‘Open Working 

Group Proposal’ and created the guideline principle for organizing Sustainable 

Development Goals (SDGs) as post 2015 development agenda including goals. Then 

UN General Assembly established the new improvement agenda namely 

“Transforming our world: the 2030 agenda for sustainable development” on 25 

September 2015. In January 2016, the SDGs entered into effect and these goals will 

continue guided by UNDP policy and get funding for next 15 years. As leading by 

UN development agency, UNDP is settled uniquely to aid implement the goals 

through 170 countries (WHO, 2015). 

The 17 goals of new SDGs agenda unite three dimensions including social, 

economic and environmental of sustainable development around people, peace, 

partnership, prosperity and planet. Regarding with the health, an elemental 

assumption of SDGs is that health is a fundamental contributor and recipient of 

sustainable development policies. Goal no.3 stated that “Ensure healthy lives and 

promote well-being for all at all ages”. The health goal is related with 13 targets, 

providing with four means of 3.a and 3.d implementation targets. MDG goal on 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 13 

maternal health (3.1) have been kept in SDG agenda, strengthened by new and more 

definitive targets for 2030. The maternal health targets of SDGs build on and develop 

the MDGs in order to address the ‘unfinished business’ of MDG era.  Therefore, it 

need to reduce the global MMR to less than 70 per 100,000 live births worldwide by 

2030 according to SDGs (WHO, 2015). 

2.2 Safe motherhood for maternal health 
The initial public health society noticed and concurred to tackle the omitted 

and little understood problem, ‘the remarkably high maternal death in low income 

countries, especially in region of sub-Saharan Africa and South Asia in 1987. World 

Health Organization analyzed and generated the data which indicated that more than 

half of a million women in low income countries were dying due to pregnancy and 

childbirth complications each year, an estimation about 99% occurred from that 

countries. There was estimation about 450 women were dead during pregnancy, 

delivery and postpartum period for every 100,000 live births across all low-income 

countries while comparing with the high-income countries, there was only 30. That 

enormous disparity points out one of the most remarkable aspects of maternal 

mortality as its enormously discrepancy burden on low income countries (Starrs, 

1987). 

Safe motherhood is one of the essential elements in reproductive health and in 

1987, WHO and other international public health agencies launched the ‘Global Safe 

Motherhood Initiative’ (SMI) to increase the awareness about the extent and outcome 

of poor maternal health, and to generate actions to tackle high maternal mortality rates 

and complications during pregnancy and delivery. It is purposed to overcome 

maternal death due to pregnancy and childbirth complication and assures antennal, 

delivery and postnatal health care services and supervision. It means making sure that 

all pregnant women receive the maternal care they need throughout the pregnancy and 

delivery safely and healthily. (AbouZahr, 2003) (Starrs, 1987).  

For preparing motherhood safety, four strategic interventions have been 

recommended by WHO which should be given through primary health care based on 

the equity for women at first then two strategies were added, then become six 
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intervention strategies. The fundamental principles are not new and controversial 

which are considered “Six Pillars of Safe Motherhood” (Starrs, 1997): 

 

Figure 2: Pillars of Safe motherhood 

1. Family Planning - To establish that not only individuals but also couples get 

information and health services to set up the number, timing and spacing of 

pregnancies. 

2. Antenatal Care - To support require vaccinations, vitamin supplements, 

deworming and screening the risk factors to prevent possible complications and to 

assure that pregnancy complications are recognized early and gave treatment 

appropriately.  

3. Obstetric Care - To assure that all birth attendants must have sound knowledge, 

skills and kits to take a clean and safe delivery and to ensure that complications and 

high-risk pregnancies emergency care must be available to all pregnant women who 

need it. 
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4. Postnatal Care - To assure that postpartum care is supported to both mother and 

baby, which include lactation, arranging of family planning services and handling the 

danger signs. 

5. Post abortion Care - To prevent possible complications and assure that abortion 

complications are recognized early and gave treatment appropriately, to refer other 

reproductive health problems and to support family planning services as needed. 

6. STD/HIV/AIDS Control - To prevent, screen and manage the transmission from 

mother to baby, to determine infection risk for future, to provide counseling and 

testing voluntarily, to encourage prevention and the place where services must be 

expanded appropriately to manage transmission from mother to baby (WHO, 2001). 

2.3 Situation of maternal health in Myanmar 

Myanmar stands second highest MMR among ASEAN countries and eight 

women die due to preventable and treatable causes of pregnancy, delivery and 

postpartum every day. There is estimated that about one in ten reproductive age 

women dead is a maternal dead. There is a discrepancy of MMR between states and 

regions and it is notably lower in urban areas and for pregnant women who take 

childbirth in health facility that can provide both basic and emergency care. Most of 

the maternal deaths are caused by bleeding and infection which are preventable and 

treatable in Myanmar. (Department of Population Ministry of Labour, 2016).  
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Figure 3: Causes of maternal mortality in Myanmar 

Department of Health carried out the “Nationwide Cause-specific Maternal 

Mortality Survey” in 2004-2005. According to that survey, there was national level 

estimation about MMR which was 316 per 100,000 live births and rural areas 

accounted 89% of all maternal deaths (Ministry of Health and Ministry of Social 

Welfare, 2008). 

Ministry of Health and Sports (MoHS) is making special efforts to attain the 

Sustainable Development Goals (SDGs), specifically in lowering maternal and child 

mortality by supporting quality health care services overwhelming the whole country. 

In 2002, the ‘National Reproductive Health Policy’ was developed, provided by three 

continuing reproductive health strategic plans. To increase mothers and children’s 

health status by decreasing maternal, neonatal and child morbidity and mortality, the 

following important strategies were set up; 

I. Create an enabling environment 

II.  Improve the information base for decision-making 

III. Strengthen health systems and the capacity for delivery of reproductive 

health services 
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IV. Improve community and family practices  (Department of Medical 

Research, 2016) 

Maternal and child health status is the first concern issues of ‘National Health 

Plan’ in Myanmar. Myanmar is committed to promote overall reproductive health 

care for decreasing maternal mortality and improve the health care quality and 

obtainability of reproductive health care services. Goal of reproductive health care 

program is to achieve a better quality of life for all people by improving the men, 

women, adolescents and youths’ reproductive health status (Maternal and Child 

Health Section, 2013). 

National Health Plan (NHP) of Myanmar intents to reduce maternal, neonatal 

and child disability, morbidity and mortality and to promote the overall health status 

of people by improving services, providing coverage and obtainability, incorporating 

services and community involvement. Since NHP gave first priority to maternal 

health by building up the quality of care services, most of the focused activities have 

been giving workshops and trainings for basic health staff in every townships 

annually and regular expansion of trainings to additional townships (Sports, 2016).  

In public health sector, continuing activities have been expanded and other 

additional care services have been established into basic health services. The core 

strategies and essential activities for successful implementation are as below:  

1) Strengthening the health systems to enhance the provision of an essential package 

of reproductive health interventions; 

 2) Increasing access to quality, integrated reproductive health care services at all 

levels of care; 3) Engaging the community in the promotion and delivery of 

reproductive health;  

4)  Incorporating gender perspectives in reproductive health strategic plan; and  

5) Integrating reproductive health in humanitarian settings.  

Reproductive programme is cooperating with other departments and divisions and 

jointly with other ministries, health professional associations, academic, UN agencies, 

NGOs and INGOs, including bilateral donors and civil society organizations with a 

broad multi-sectorial approach (Maternal and Child Health Section, 2013). 

WHO give recommendation that pregnant women must take a minimum four 

antenatal care visits from skilled health care providers to ensure that health care 
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problems are determined and managed. Myanmar adopted that WHO 

recommendation with its standard national guidelines for antenatal, delivery and 

postnatal care. The 2015-16 Myanmar Demographic Health Survey (MDHS) 

illustrates that four in five reproductive age (15-49) women (81%) received at least 

one time ANC visit with skilled health care providers during pregnancy regarding 

with  their most recent birth (Sports, 2017). 

Access to maternal health care facilities in urban areas is easier than in rural 

areas because of distance, accessibility, and present of appropriate health care 

facilities. Even though institutional delivery is stimulated, home delivery is still 

present in Myanmar, especially in hard to reach areas. Reproductive health programs 

in Myanmar encourage to use skilled birth attendants wherever the chill birth takes 

place. It is extremely recommended that skilled birth attendants must be present in 

every delivery even at home deliveries so that every childbirth must be clean and safe. 

Using clean delivery kits and birth preparedness plans are also recommended. 

According to MDHS 2015-16 results, 37% of live births were delivered in a health 

care facilities and 63% were delivered at home during 5 consecutive years (Sports, 

2017).   
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Figure 4: Institutional deliveries by states and regions 

In Myanmar, most of the births are delivered by assistance of doctors, 

nurses/midwives or lady health visitors. Three fifths of births in Myanmar are 

delivered by 60% of skill health care providers including doctors, nurses and 

midwives while 29% of births by traditional birth attendants, 6% by auxiliary 

midwives and 4% by relatives or friends during the 5 consecutive years before MDHS 

survey in Myanmar in figure (5) (Sports, 2017).  
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Figure 5: Delivery Assistance in Myanmar 

2.4 Birth Preparedness and three delay model 

 Birth preparedness and Complication Readiness (BP/CR) is an action to 

improve the timely utilizing the skilled maternal and neonatal health care, mainly 

during delivery, based on the concept that providing for delivery and being ready for 

pregnancy complications which reducing delays in receiving the care. BP/CR means 

an overall strategy approach to provide for utilize and usefulness of maternal and 

newborn health care services, based on the statement that arranging for delivery and 

being ready for pregnancy complication which reduces all three delays in obtaining 

these maternal health care services (JHPIEGO, 2004).  
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Figure 6: The Three Delays Model (Thaddeus & Maine, 1994) 

In phase I, BP/CR reduce deciding to seek heath care delay in two ways. 

Firstly, BP stimulates people to prepare and plan to take childbirth by skilled health 

care provider in every childbirth case. If pregnant women, their husbands and families 

decide to seek care before labor process, and they pursue through the plan 

successfully, the pregnant women will arrive the health care facility before emerging 

any possible complications during delivery, thus avoiding the first two phases of 

delays totally. Secondly, CR improves the awareness of pregnancy danger sings 

among pregnant women, partners, families and communities, thereby providing 

problem identification and reducing the deciding to seek care delay (JHPIEGO, 

2004).   

In phase II, BP/CR motivates pregnant women and their partners, families and 

communities to plan requirements such as recognizing or organizing available 
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transportation, saving money to pay for transportation and service fees, and finding a 

blood donor in order to facilitate right decision making for emergency and reduce 

reaching care delays when the possible problem occur. In addition, at phase II demand 

level, BP/CR provides the using of skilled health care providers at birth through 

improving both demand and access (JHPIEGO, 2004).   

In phase III, BP/CR helps to reduce receiving appropriate care delays. It 

depends on health care providers and facilitates to be planned deliveries and be ready 

to take care and treat pregnancy complications. To have BP/CR at provider level, 

doctors, nurses and midwives must possess sound knowledge and skills necessary to 

give care, treat and refer pregnant women with complication, and they must have 

sound birth skills and practices that reduce the possible preventive complications. 

Facilities also must fulfil with skilled health care personnel, well trained staffs, 

equipment, supplies and necessary infrastructure to provide pregnant women with 

normal births or complications, and they must be open, clean and inviting. 

Policymakers must also work on BP/CR to strengthen the health care service delivery 

environment and also remove the strategies and policies that restrict health care 

facilities, systems and providers from giving care to their patients adequately. 

Therefore, at supply level, BP/CR provides using skilled health care provider at 

childbirth by promoting the quality and availability of skilled birth attendance 

(JHPIEGO, 2004).  

2.5 Husband involvement in Birth Preparedness and Complication readiness 

It is not always that pregnant women make decision on place for delivery 

herself, but rather her husband and family members. Therefore, BP/CR enterprises 

must focus both pregnant women and those people including their husbands and 

family members most likely to make decision. In general, husbands are the most 

powerful decision makers in societies and even if others offer their ideas, opinions 

and decisions, he will make financial decision totally. Husband can provide by doing 

plans and arrangements for transportation, saving money, blood donor for emergency 

situation and his wife in reaching and receiving treatment in emergency obstetric 

conditions. So, husbands have been included as the important role of the family to 
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reduce two phases of delays, deciding to seeking care delay and, recognizing and 

reaching to health care facility delay as in figure (7) (JHPIEGO, 2004).  
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2.6 Review of theoretical model used 

This study is based on Andersen Model (Health care utilization model). The 

origin of Andersen's behavioral model was developed since 1968 (R. Andersen, 

1968). And the model framework is developed in 1973 (Andersen & Newman, 1973) 

as the later version of the model, which target on the unit of analysis individually. The 

first framework was developed in 1960 and then it has gone through four phases. The 

purpose of this model framework is to discover the conditions of utilization of health 

care services. This model consists of three sets of predictive factors: predisposing, 

enabling and need factors (R. M. Andersen, 1995) (R. Andersen & Newman, 2005). 

The predisposing factors are based on the socio-cultural characteristics of 

individuals prior to their illness. These characteristics can be divided into three 

components: family composition, social structure and health beliefs (R. Andersen, 

1968). The variables of predisposing factors include age and sex as biological 

imperatives, education, occupation, ethnicity, family size and social relationships as 

family composition and social structure as social factors, and mental factors in terms 

of health beliefs including attitudes and knowledge on health and health care services 

(Babitsch, Gohl, & von Lengerke, 2012). These indicate the position of the family in 

society which could influence their lifestyle and their physical and social 

environments (R. Andersen & Newman, 2005). Contextual factors predisposing 

individuals to the use of health services include the demographic and social 

composition of communities, collective and organizational values, cultural norms and 

political perspectives (Babitsch et al., 2012). 

The enabling factors are based on the material resources, income, having 

health insurance and the availability of health services (R. Andersen, 1968) (R. 

Andersen & Newman, 2005). Financing and organizational factors are considered to 

serve as conditions enabling services utilization. Individual financing factors involve 

the income and wealth at an individual’s disposal to pay for health services and the 

effective price of health care which is determined by the individual’s health insurance 

status and cost-sharing requirements. Organizational factors entail whether an 

individual has a regular source of care and the nature of that source. They also include 

means of transportation, travel time to and waiting time for health care. At the 

contextual level, financing encompasses the resources available within the community 
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for health services, such as per capita community income, affluence, the rate of health 

insurance coverage, the relative price of goods and services, methods of compensating 

providers, and health care expenditures. Organization at this level refers to the 

amount, varieties, locations, structures and distribution of health services facilities and 

personnel. It also involves physician and hospital density, office hours, provider mix, 

quality management oversight, and outreach and education programs. Health policies 

also fall into the category of contextual enabling factors (Babitsch et al., 2012). 

In order to use the health care services, there must first be need factors which 

is the most immediate use of health service, from functional and health problems that 

cause the need for health care service (R. Andersen, 1968). At the individual level, 

Andersen and Davidson differentiate between perceived need for health services (i.e., 

how people view and experience their own general health, functional state and illness 

symptoms) and evaluated need (i.e., professional assessments and objective 

measurements of patients health status and need for medical care) (Andersen RM & 

PL, 2001). Perceived need help to understand health care seeking and adherence to 

medical regimen and evaluated need is more closely associated with the kind and 

amount of treatment that is provided after patients have presented to  medical health 

care providers. (R. M. Andersen, 1995) (R. Andersen & Newman, 2005). At the 

contextual level, they make a distinction between environmental need characteristics 

and population health indices. Environmental need reflects the health-related 

conditions of the environment (e.g., occupational and traffic and crime-related injury 

and death rates). Population health indices are overall measures of community health, 

including epidemiological indicators of mortality, morbidity, and disability (Babitsch 

et al., 2012). The figure below shows the fourth phase which was developed in 1990 

(R. M. Andersen, 1995) .  
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Figure 8: Andersen’s behavioral model (Health care utilization model) (R. M. 

Andersen, 1995) 

2.7 Health education and maternal health education for husband 

Health education is the very fundamental and foundation of every effective 

public health projects and programme and therefore one of the vital functions is that 

educations should be able to help everyone grow a healthy body, a peace and alert 

mind, active emotional attitudes. Health education targets at bridging the gap between 

health care knowledge and practices of every person.  Health education is the 

cooperating of communities improving their health and experiences of learning 

outline to help individuals (Glanz, Rimer, & Viswanath, 2008).  

According to Griffiths in 1972, “health education attempts to close the gap 

between what is known about optimum health practice and that which is actually 

practiced.” In 1976, Simonds defined health education as “bringing about behavioral 

changes in individuals, groups, and larger populations from behaviors that are 

presumed to be detrimental to health, to behaviors that are conducive to present and 

future health.” Later definitions highlighted voluntary, informed the changes of 

behaviors. Regarding to Green (1980), “any combination of learning experiences 
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designed to facilitate voluntary adaptations of behavior conducive to health” (Green, 

Kreuter, Deeds, & Partridge, 1980). 

Health education describe the sequence from disease prevention and 

promotion of health care to the observing of illness condition to treatment, long term 

care providing and rehabilitation.  It includes not only chronic and infectious diseases 

but also consideration to environmental issues. Health education can delivered in 

every feasible setting and environment including schools, universities, pharmacies, 

hospitals, recreation settings, working sites, labor camps, health organizations, and 

can also through media over newspaper, journals, radio, television, internet, in 

people’s homes, and in departments of health at every levels of  government (Glanz et 

al., 2008).  

  Several health education interventions had been conducted for preventing the 

major pregnancy, delivery and postpartum complications which in turns strengthening 

maternal health. Health education include both instructional activity, strategies to 

change health behavior individually and economic supports, policy, organizational 

effort, community level and environmental activity program (Glanz et al., 2008). 

Without involving, there is no health education. Involvement is the key word in health 

education for encouraging people towards actively with health care personnel and 

others in recognizing their own health problem and also in establishing the solutions 

and plans to perform them. A high degree of involvement tends to establish a sense of 

involvement, personal compliance, decision making and maximum personal feedback 

(Park, 2011) (M. a. N. H. M. P. JHPIEGO, 2004). 

2.8 Previous study of husband involvement in maternal health for safe 

motherhood 

Nowadays, birth preparedness and complication readiness is a necessary 

strategy for safe motherhood in developing countries (Kaye et al., 2003) and men can 

also play as benevolent supporters and caretakers for health of the whole family 

(Carter, 2002). Therefore husband involvement in reproductive health has been 

encouraged recently as an up to date approach to enhance maternal health (UNFPA, 

2000). Strategies for husband involvement illustrate improving their awareness in 
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obstetric conditions for emergency and also engaging them to participate in birth 

preparedness and complication readiness (M. a. N. H. M. P. JHPIEGO, 2004).  

A study from Indonesia done by Santoso and friends illustrated birth 

preparedness and complication readiness by applying android as an innovative study 

namely “Suami-Siaga Plus” in 2017. Randomized controlled trial study design was 

carried out to assess about the important pregnancy danger signs knowledge of 

husband and five standard principles in birth preparedness and complication readiness 

practices. The proportion of husbands who understand main pregnancy danger signs 

in Suami Siaga intervention group was higher those in the control group. The score of 

the husband in control group was 61.5 to 62.6 while the score boosted 20% from 60.4 

to 72.9 (p-value 0.000) among those who exposed android application intervention 

group (Santoso et al., 2017). 

Varkey from India studied the effect of comprehensive strategy engaging 

husband involvement in their wives’ antenatal and postnatal care and also infant 

outcomes in 2004. Totally 1897 husbands were invited to attend antenatal counselling 

for intervention and knowledge of key pregnancy danger sign was 24% in 

intervention group significantly whereas only 13% in control group. Moreover, the 

proportion of breast feeding initiation was higher among husbands attending ANC 

counselling intervention group while 47.3% women breast feed in those whose 

husband did not attend (Varkey et al., 2004).  

In previous study of examining the association of husband in ANC 

accompaniment and adherence supporting on PMTCT by Kalembo in Malawi, totally 

476 participants were involved in retrospective cohort study. Husbands accompanied 

their wives intervention group were 25.9 times more likely to take delivery in hospital 

compared with those who attended ANC without their husband (aOR 25.9, 95% CI 

10.6-63.6, p<0.001) (Kalembo, Zgambo, Mulaga, Yukai, & Ahmed, 2013). 

One randomized controlled study in Nepal was done by Mullany in 2009 to 

assess the impact of husband participation in ANC education on maternal health 

knowledge. Totally 442 participants were involved in that study and couples getting 

ANC education together was 1.15 higher odds in knowing pregnancy complication 

than control group (aRR 1.15, 95% CI 1.00-1.32). Moreover, knowledge score in 
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intervention group was also 1.18 times greater than those in the control group (aRR 

1.18, 95% CI 1.01-1.38) (Mullany, Becker, & Hindin, 2007). 

In Myanmar, there is no intervention study for husband involvement in 

maternal health including birth preparedness and complication readiness except 

descriptive and cross-sectional study. In 2015, Frances studied about the correlation 

of husband involvement in maternal and newborn health in peri-urban region of 

Myanmar. About 210 men participated in that cross-sectional study and the results 

showed that most of the men had middle involvement level scores 64% while only 

13% had highest level score. Husband’s level of knowledge was also positively 

associated with involvement in maternal health (AOR 1.2, 95% CI 1.1-1.3, p<0.001) 

(Ampt et al., 2015). 

 Another community based cross sectional study was conducted by Wai in 

Yangon, Myanmar in 2015. Of 426 husbands, 69.7% made decision for place of 

delivery. On birth preparedness, majority 91.1% prepared for skilled birth attendance, 

83.6% for delivery place and 81.7% saved money before their wives gave birth while 

planning was weak in seeking potential blood donor and collecting a safe delivery kit, 

15.5% and 21.1% respectively. Utilization of maternal health services was strongly 

associated with husbands who followed their wives  to ANC visits (AOR 5.82, 95% 

CI, 3.34-10.15) and those who had a well birth preparedness (AOR 2.42, 95% CI, 

1.34-4.39 for AN visit and AOR 2.88, 95% CI, 1.52-5.47 for PN visit (Wai et al., 

2015)  
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 CHAPTER III 

MATERIALS AND METHODS 

3.1 Study area 

Nay Pyi Taw was purposely selected which has two districts namely Dekkhina 

district and Ottara district. Dekkhina has 4 townships namely Dekkhinathiri, Lewe, 

Pyinmana and Zabuthiri and Ottara has 4 townships namely Ottarathiri, Pobbathiri, 

Takkone and Zeyathiri. The study was conducted in two comparable townships 

community: Lewe Township from Dekkhina district (Intervention group) and 

Takkone Township from Ottara district (Control group). These two comparable 

township areas were be purposively selected as intervention and control group where 

population density and socioeconomic status are nearly the same, 217,093 in Takkone 

and 284,393 in Lewe. 

3.2 Study design 

A quasi-experimental study design was carried out to both intervention and 

control group living in Nay Pyi Taw. The data was collected two times (1-time pretest 

and 1-time posttest) to assess the effect of intervention for proximal outcome and one-

time data collection for distal outcome institutional delivery after delivery from birth 

certificate register book. 

(1) One pretest questionnaire before the intervention start to assess a baseline data 

(2) One posttest questionnaire at the end of the 6 months intervention period to 

establish the effects of post intervention.  

(3) Assessment of husband involvement in BP/CR and other maternal health care 

practices to participants’ wives by using checklist     

(3) Register book for birth certificate will be checked to collect institutional delivery 

data after delivery of pregnant women.   
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Figure 9: Diagram showing intervention and follow up for each group 

3.3 Study population 

The study population was husbands and their wives having pregnancy in Nay 

Pyi Taw Territory. 

Study population in intervention area 

 Target population in study area was husbands and their wives having 

pregnancy and living in Lewe Township, Dekkhina District of Nay Pyi Taw.  

Study population in control area 

 Target population in control area was husbands and their wives having 

pregnancy and living in Takkone Township, Ottara District of Nay Pyi Taw. 

3.4 Sampling Technique  

To get the study participants in each group, multiple stage sampling technique 

was used according to figure 10. 
Step (1) - The study was done in Nay Pyi Taw which was purposively selected 

because it is the new capital of Myanmar which was quietly relocated from Yangon 
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on 2006. Nay Pyi Taw has two districts namely Dekhina and Ottara districts. 

Although there some studies for husband involvement in maternal health in Yangon, 

there was no intervention study for husband involvement study in Nay Pyi Taw and 

also institutional delivery was between 35.8% according to National Demographic 

Survey in 2015.  

Step (2) – The two districts were randomly assigned either to study and control area. 

There are totally 8 townships, divided by two districts, each district possesses four 

townships equally. Among the two districts, two comparable townships, Lewe and 

Takkone were purposively selected due to high population as study and control group.  

Step (3) – There are totally 9 health centers in Lewe Township and 7 health centers in 

Takkone Township. Among them, 5 health centers’ catchment area from each 

township were selected purposively by two lowest, one middle and two highest 

pregnant women population to reflect the variety of health centers’ catchment area. 

Step (4) – Researcher made the list of husbands of pregnant women from selected 

health centers’ catchment area through assigned area midwives.  There were totally 

409 eligible husbands in Lewe Township and 366 in Takkone Township who were 

selected by inclusion and exclusion criteria.  

Step (5) – After compiling the list of all eligible participants, the researcher assigned a 

unique consecutive number to each participant in the intervention and control list. 

Required sample size was 99 participants in each group. Then sampling fraction was 

calculated by using number of eligible participants and required sample size which 

resulted as 4 and 3 in study and control groups respectively. Since we need to select 

the first starting person, random number generator was used to choose first person 

using the link https://www.random.org/. After getting the first unit, researcher 

collected the study participants according to sampling fraction interval. It was a quasi-

experimental study design and therefore it was not strictly necessary to use a random 

sampling technique but, in this study, systematic random sampling was used so that 

study participants represented a higher variety of the general population of pregnant 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 34 

women’s husbands. This higher variety allowed for some kind of inference from the 

sample findings to all husbands of pregnant women in the study area.  
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Figure 10: Flowchart of the study  
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Criteria of selection of the sample husbands and wives 

3.4.1 Inclusion criteria 

Those husbands and wives who were included in this study: 

(1) Husbands and wives age ≥ 18 years 

(2) Husbands and their wives with ≤16-week gestational age 

(3) Husbands and their wives were primigravida  

(4) Husbands and wives currently living together  

(5) Have been living in the study area at least 1 year 

3.4.2 Exclusion criteria 

Those husbands and wives who were excluded from the study: 

(1) Husbands and their pregnant wives who were severely ill and cannot 

communicate 

(2) Husbands and wives who did not give consent 

 3.4.3 Discontinuation criteria 

(1) Husbands and wives who feel uncomfortable to participate in this study and 

refuse to continue participating and discontinue the interaction. 

3.5 Sample size calculation  

Regarding to the study design, the sample size was calculated by using two 

independent proportion formula. According to Demissie’s study, husband 

involvement in birth preparedness and complication readiness and had good practice 

in Ethiopia was 50.8% (Demissie, Bulto, & Terfassa, 2016) which was also low 

income countries, and had comparable  MMR and ANC services  with Myanmar.  

According to the formula, 

(Lemeshow & World Health, 

1995) 

n = desired sample size  
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Z α = the standard normal deviate set at 1.96, which corresponds to the 95% 

confidence level  

Z β = a type II error probability set at 0.84 which corresponds to the 80% power  

p1 = proportion of husband existing involvement in BP/CR and had proper practice = 

0.51 (Demissie et al., 2016) 

p2 = expected proportion of husband involvement in BR/CR and had proper practice 

= 0.66 

r = ratio between sample size of two groups = 1  

After computation, the sample size is 76 for each group and 10% of refusal for 

participants and 20 % of estimated sample size is added in each group for drop out. 

Therefore, total minimum number of study population was 99 in each group and total 

number of participants in this study is 198. 

3.6 Procedure of the study 

The procedure of the study was divided into 4 phases such as 

Phase (1) Preparation phase 

Phase (2) Baseline survey 

Phase (3) Intervention phase 

Phase (4) Post intervention phase 

Phase (1) Preparation phase 

 Developing, study approach, preparation of instrument, training to both 

research assistant and data collector were included in this phase. 

(a) Developing intervention and research instruments were obtained according to the 

title of this study and literature review. Invitation cards, developing health 

education topics and flip charts, handout for participants, pictorial and taken 

action cards were developed during this phase.  

(b) Ten village health volunteers were trained to become interviewers for data 

collection of this study.  Researcher trained data collectors for one day prior to 

collect data in order to reduce interviewer bias. Data collection intensive training 

was about orientation on the objectives of this study, research methodology, and 

make study participants willing to participate, how to build trust before interview, 
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detail explanation about the questionnaires, ethics and how to ask questions to get 

appropriate answers. Researcher also explained detail covering all training topics 

to interviewers with related forms and documents. At the end of the training, 

researcher allowed data collectors to ask questions for unclear parts and what they 

wanted to know more. After that section, data collectors performed role-play as 

interviewer and interviewee to each other to assess their understanding about 

training, conducting procedures and performance of data collectors. Every data 

collector had to practice as interviewer with different interviewees at least two 

times to be familiar with question and to reduce the interviewer bias. At the end of 

all training sections, all data collectors had to practice field testing with three 

husbands of pregnant women by using the questionnaires on account of assessing 

their performance. Their performance was observed and corrected by researcher 

during their practices. 

(c) Four midwives from Myanmar Maternal and Child Welfare Association were 

trained to become research assistants for intervention of this study. Researcher 

trained research assistants for two day prior to facilitate and give health education 

sessions for study participants. The first day intensive training was about 

orientation on the objectives of this study, research methodology, topics included 

in health education sessions, how to use flip charts and make study participants 

interestingly participate in health education sessions. Detail explanation about 

each topic and how to give health education on each topic were performed in the 

training. On second day, researcher trained to research assistants how to use 

pictorial and taken action cards, and how to supervise group discussion sessions. 

At the end of the training, researcher allowed research assistants to ask questions 

for unclear parts and what they want to know more. After that section, research 

assistants performed role-play as trainer and trainee to each other to assess their 

understanding about training, conducting procedures and performance of research 

assistants on giving health education. Every research assistant had to practice as 

trainer with trainee at least two times to be familiar with health education topics 

and to reduce difficulties during giving health education. At the end of all training 

sections, all research assistants had to practice field testing with three husbands of 

pregnant women by using flipchart, pictorial and taken action cards on account of 
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assessing their performance. Their performance was observed and corrected by 

researcher during their practices. 

Phase (2) Baseline survey 

 Participants in townships of respective area in both study and control group 

were invited and the researcher and her team explained the objective and process of 

the research. Before starting the baseline survey, consent form was provided to all 

participants who voluntarily participate in this research. Baseline information for both 

study and control groups was assessed by researcher and the team. As more than half 

of the husbands were manual and daily wages workers, nearly 15% of participants in 

both study and control groups could not come to the assemble areas for baseline data 

collection interviews. For those participants, researcher and the team went to the 

participants’ work place or residence directly to complete baseline data collection. 

Phase (3) Intervention phase 

This phase, Men in Maternity health programme was carried out in Lewe 

Township, Dekkhina District of Nay Pyi Taw. In this intervention phase, the activity 

plan was divided into 4 parts. 

(1) Sending invitation letters 

(2) Giving maternal health education to husbands 

(3) Group discussion about maternal health care 

(4)  Meeting monthly 

(1) Sending invitation letters 

Sending invitation letters to the study participants was taken to involve 

husbands in birth preparedness and complication readiness for maternal health. Other 

methods and forms of invitation have been sent through their wives’ antenatal visit 

and card although it was proved that invitation letter sending directly to study 

participants have to be systemic and should target at reaching all husbands to be 

effective (Theuring et al., 2009). In this study, invitation letters were sent to study 

participants every first and third week of 6 months intervention period to not only 

welcome to MiM education program but also remind them to attend this HE sessions 

and group discussion.  
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(2) Giving maternal health education to husbands 

 All participants in the study group were received maternal education messages 

for 6 months. The key of maternal health education address “Standardized Health 

Messages Handbook” distributed by Ministry of Health and Sports in Myanmar. That 

book was intended for community people, so that everyone could easily understand 

about the content of the message. Health education about maternity such as pregnancy 

and its complications, obstetric danger signs, importance of maternal health care 

including antenatal care, delivery care and postnatal care, importance and benefits of 

birth preparedness and safe delivery were given to all participants in intervention 

groups. The researcher or one trained research assistant provided the 2 hours long 

health education session. There were total five groups of husbands distributed in one 

group for each health centers’ catchment area and each group consisted of about (25) 

husbands. Health education sessions were taken place in the selected five health 

centers of Lewe Township. Each 2 hours long health education session were held 

once a month, every 2nd week of each month for six months intervention period and 

were held on Sunday as most of the participants did not free with their jobs on 

weekdays. Face to face health education to husbands were done in this session using 

guideline of “Standardized Health Messages Handbook”. Flip charts including 

pictures, main and short point health messages were used and handout for these 

messages were distributed to participants. At the end of the sessions, participants were 

allowed to ask unclear points and what they want to know more regarding the health 

education topics. Attendance of HE session at selected health centers was about 80% 

in every month. For those who were absent to attend, health education was given at 

their home by the research team. Curriculum of MiM programme was as follow (see 

Annex G); 

a) Introduction of ‘Men in Maternity’ Programme 

• What is ‘Men in Maternity’ Programme? 

• Maternal heath situation in Myanmar 

• Importance of maternal health care 

b) Pregnancy care  

• Importance of ANC 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 41 

• Components of ANC – Abdominal examination, Immunization, deworming, 

BP measurement, Body weight measurement, urine examination, 

supplementations  

• Harmful substances to be avoided in pregnancy 

• Danger signs during pregnancy 

• Pregnancy in advanced maternal age (elderly gravida and teenage pregnancy) 

• Birth preparedness and complication readiness – need for advance preparation 

for birth place for delivery, skilled birth attendant, financial support, 

transportation, blood donor for emergency situation 

• Emotional support and communication in pregnancy 

c) Delivery care 

• Types of pregnant women who must deliver at hospital 

• Danger signs during delivery 

• Risk factors for complicated deliveries 

• Safe delivery practices 

• Safe delivery kit 

• Place of delivery and need skilled birth attendant for institutional delivery  

d)  Postpartum care 

• Danger signs during postpartum 

• Immediate postpartum needs for mother 

• Recommendation for postpartum visit to hospital 

• Emotional support and communication in postpartum period 

e) Family planning  

• Importance of family planning 

• Variety of family planning methods 

• Type of family planning suitable to use after delivery  
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f) Role of husbands in maternal health care 

• Gender Hierarchy and gender inequality in Myanmar 

• Responsibility of husband in maternal health care (Accompany to ANC, know 

the danger signs during pregnancy, delivery and postpartum, discuss and make 

right decision, involve in collection of basic essential things for mother and 

baby before delivery, helping in household chores) 

• Husbands’ involvement in birth preparedness and complication readiness; 

need for advance preparation for birth place for delivery, skilled birth 

attendant, financial support, transportation, blood donor not only for normal 

but also for emergency situations 

(3) Group discussion about maternal health care 

Same with the health education sessions, there were five groups of about 25 

husbands for group discussion. The researcher or one trained research assistant 

facilitated the 2 hours long group discussion session which was held in the health 

centers of Lewe Township. Firstly, pictorial and take action cards methods were used 

as an icebreaker in this session to assess maternal health care knowledge what they 

have learnt in health education sessions. Pictorial and take action cards contained 

images depicting pregnancy danger signs, maternal health important points and 

potential problem on one side and on the reverse side, answers and information on 

what action to take for each. Researcher and research assistants showed the picture 

side of cards to participants and participants must discuss the information and answers 

regarding with the picture. Then, all husbands in study group were allowed to discuss 

about maternal health what they get from health education sessions and were 

encouraged to share their experiences on the discussed topics as well as their feelings 

and intentions to practice new behavior. They could also share their experiences, 

knowledge and information of maternal health care regarding with the pregnancy of 

their wives. Group discussion sessions were held once a month, every 4th week of 

each month for six months intervention period. Attendance of discussion session was 

around 80% in group discussion session. Absent participants only had a chance to 

discuss and ask directly to the research team what they would like to know on 

maternal health when the research team followed up to their home. 
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(4) Monthly meeting with health center staffs 

Monthly meeting was conducted in Lewe Township hospital in Nay Pyi Taw 

on Sunday every fourth week per month. Activities were including discussion, sharing 

experience and difficulties between researcher, research team and health staffs from 

health center.  

Table 1: Intervention TimeLine     

 
(PR= Principal investigator, RA= Research assistant, HC= Health center’ catchment 

area,) 

Phase (4) Post intervention phase 

Post intervention survey was conducted after implementing the intervention 

programme, 6 months after the baseline survey. The questionnaire was the same with 

that of baseline, but socio-demographic characteristics were not asked again in 

posttest because these characteristics were not changed over 6 months. And posttest 

was asked after delivery of participants’ wives so questionnaire format of part (C) 

accessing the husband involvement in BP/CR was changed. Same with the baseline 

data collection, researcher and the team conducted post intervention data at the 
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participants’ home who could not come to the assemble areas for data collection 

interview. 

In order to determine the actual behavior of husband involvement in BP/CR 

and other maternal health care practice, participants’ wives were asked using 

checklist. Assessing the institutional delivery, the distal outcome of this study, was 

checked after delivery. Birth certificate register book from health staffs of health 

centers or hospital was checked for this assessment.  

3.7 Measurement tools 
3.7.1 Back translation of questionnaire 

The instrument for data collection was structured questionnaires which 

was prepared in English language. And then, English questionnaire was translated 

into Myanmar language by Deputy Director of Maternal and Reproductive Health 

section, MoHS who is fluent in English and Myanmar language related to Maternal 

and Child Health to ensure correspondence between words of Myanmar and English. 

Back translation was done from Myanmar to English by a second person, Senior 

Technical Officer from Jhpiego Myanmar (Maternal and Child Health Project), who 

did not know the original English questionnaire in case of discrepancies between the 

translations of two persons and come together to agree on a common translation. If 

there was difference between them and cannot get on a common translation, 

researcher and two translators came together to resolve these differences. If the two 

translators did not reach agreement with each other in discussion and the researcher 

became third moderate person and facilitated their discussion firstly to get the final 

wording. If the agreement was not yet achieved for final wording, the researcher made 

final decision for choosing the correct words of questionnaires and the right 

translation with the agreement by at least one translator. 

3.7.2 Questionnaire 

The questionnaires were constructed to get the information needed in this 

study. It was composed of 4 main parts; 

1. Predisposing factors 

- Husbands’ socio-demographic characteristics 
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- Wife’s characteristic  

2. Enabling factors 

- Availability to maternal health care facility  

- Accessibility to maternal health care facility 

3. Need factors 

- Plan/unplanned pregnancy 

- Pregnancy gestational age  

- Present of suspected danger symptoms of pregnancy 

4. Husband knowledge and attitude on maternal health, birth preparedness and 

complication readiness and husband involvement in birth preparedness and 

complication readiness 

Part I. Predisposing factors 

Socio-demographic factors and wife’s characteristics were asked in this part 

and this part includes information about age, educational status, occupation, religion, 

ethnicity, character of marriage, wife’s age, wife’s education, wife’s occupation and 

wealth index with total 25 questions including wealth index sub-questions. Age 

groups of husbands were divided into four groups; 18-29, 30-39, 40-49, ≥50 years 

(Gebrehiwot H, 2013) according to the general concept of the previous studies. Age 

groups of pregnant women were categorized into 3 groups 18-29, 30-39, ≥40 years 

according to the general concept of reproductive age of women and previous studies 

(Gebrehiwot H, 2013). 

Educational status of husbands and wives was categorized into illiterate or no 

formal education, primary school level, middle school level, high school level and 

university/college level according to previous studies in Myanmar (Ampt et al., 2015). 

Occupation of husbands and wives was classified into government staff, private 

employee, self-employee, manual worker, unemployed/ dependent based on the 

previous studies (Ampt et al., 2015) (Punam & Bhawana, 2017). Ethnicity and 

number of family members was asked by open ended question and religion was 

divided into Buddhism, Christian, Hindu and Muslim, and character of marriage was 

divided into monogamous and polygamous according to the study by Wai (Wai et al., 

2015). 
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Wealth Index scoring was calculated into five quintiles using questionnaires 

and principal component analysis already validated in Myanmar Equity tool (Ministry 

of Labour, 2014).Wealth Index scoring was done according to coding and values 

depending on rural and urban areas used in Myanmar Equity Tool. Decision of rural 

and urban could be done by asking directly to the participants or determination by 

interviewer based on guidance provided such as if interviews take place in or very 

near to people’s homes, and if the data collectors could be trained on the same rules to 

determine if an area is urban or rural. 

However, in this study, the interviewer asked directly to the study participants 

where they live in urban or rural areas. Coding was ranged from 1-4 depending on 

participants’ choice according to option 1-4. Scoring of rural area was done using 

coding number according standardize scoring in Myanmar Equity Tool according to 

Myanmar Census and detail calculation can be seen in Appendix D. 

Then, each participant’s quintile will be classified as followed (Ministry of Labour, 

2014);  

National Quintile =5, if National Score >=0.8080955  

National Quintile =4, if National Score >=0.1008179  

National Quintile =3, if National Score >=-0.3114549  

National Quintile =2, if National Score >=-0.7352678  

National Quintile =1, if National Score <-0.7352678 

Part II. Enabling factors   

This part included 14 questions (from number 13 to 26) which information 

about availability and accessibility of maternal health care facility were. There were 5 

questions (from number 13-17) in this part for getting maternal health care 

information or not, frequency of getting information, where and who give information 

about maternal health care facility in their environment. To assess the availability, 

getting information of maternal health care and present of maternal health care service 

in participants’ residence ward/ village were asked with ‘Yes’ or ‘No’ in question no. 

13 and 17 (Onasoga, Osaji, Alade, & Egbuniwe, 2014). Among the participants who 

get maternal health information, frequency of getting information - no.14, information 

getting from media – no.14 (Radio, television, pamphlet, newspapers, magazines and 
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journals), and information getting from personnel – no.15 (Family members, friends, 

neighbors and health care providers) were continued to ask based on the previous 

studies questionnaires (Punam & Bhawana, 2017).  

Accessibility of maternal health care facility: There were 9 questions in this 

part from question number 18 to 26. Person who encourage to seek maternal care – 

no. 18, the distance of maternal health care facility from their home - no.19, mode of 

transportation-no.20, the time taken to reach that facility – no. 21, service use time – 

no.22, transportation and service cost – no.23, 24, that cost expensive and difficulty or 

not – no. 25, 26 were assessed. Distance to health care facility was categorized into 3 

groups (<2miles, 2-4, >4 miles) and time take to reach health care facility was 

categorized into three groups (<30 minutes, 30-60, >60 minutes) based on previous 

literature (T. Win, Vapattanawong, & Vong-ek, 2015) in Myanmar according to the 

general concept person who take short distance and less travel time to the health 

facility more accessible to take care from that health facility. Question no. 22 to 26 

were developed by the researcher and validated by three experts. 

Part III. Need factors 

This section included 9 questions (from number 27 to 35) which were about 

plan/unplanned for current pregnancy, current gestational age, present or absence of 

suspected danger symptoms of pregnancy such as fever, severe headache with blurred 

vision, severe abdominal pain, difficult breathing, convulsions/fits, vaginal bleeding 

and swelling of fingers, face and legs. Plan/unplanned for pregnancy (no. 27-30) were 

taken from studies in Nepal and Ethiopia (Mullany et al., 2007) (Asefa, 2014) and 

revised by the researcher. Asking current gestational age questions (no. 31) and 

present/absent of suspected danger symptoms of pregnancy (no. 32 – 35) were 

adopted from already validated JHPIEGO standard tool questionnaires (JHPIEGO, 

2004). 

Part IV. Husbands’ knowledge, attitude and level of involvement in BP/CR 

This part included husbands’ knowledge and attitude on maternal health care, 

birth preparedness and complication readiness and husband involvement in birth 

preparedness and complication readiness. Assessing knowledge, attitude and BP/CR 
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questionnaires for husband in this part were adopted from JHPIEGO’s monitoring 

birth preparedness and complication readiness standard tools (JHPIEGO, 2004). 

A. Knowledge on maternal health 

In this part, 14 questions were included (from number 36 to 47) which were 

adopted from already validated previous study (Ampt et al., 2015). There were 

multiple choices questions for assessing the knowledge on maternal health care (no. 

36-39 and no. 44-45), danger signs during pregnancy (no. 40-41), delivery (no. 42-43) 

and postpartum period (no. 46-47). Scoring is ‘1’ for each correct answer and others 

will be ‘0’. The minimum score will be ‘0’ and maximum score will be ‘52’. Mean 

score for knowledge on maternal health was calculated and mean scores ± standard 

deviation was used to compare within and between study and control groups.  

B. Attitude on maternal health 

 For attitude, 12 questions (from number 48 to 59) were included and the 

questions are 4-point Likert type scale of strongly agree, agree, disagree and strongly 

disagree. All attitude questions were adopted from JHPIEGO monitoring tools 

questionnaire of birth preparedness and complication readiness. For positive 

statements, scoring was 4, 3, 2, 1 for strongly agree, agree, disagree and strongly 

disagree and for negative statements, scoring was 1, 2, 3, 4 for strongly disagree, 

disagree, agree and strongly agree. Minimum score was 12 and maximum score was 

48.  Mean score for attitude on maternal health was calculated and mean scores ± 

standard deviation was used to compare within and between study and control groups. 

C. Husband involvement in birth preparedness and complication readiness (BP/CR) 

For this section, 5 questionnaires (from number 60 -64) regarding the plan for 

(1) birth place, (2) skilled birth attendant, (3) potential blood donor for emergency, (4) 

saving money and (5) transportation before delivery of his wife plan for birth place, 

were included. Scoring were 1 for ‘Yes’ and 0 for ‘No’ and therefore minimum score 

was 0 and maximum score is 5. The level of husband involvement was classified as 

follow: 

1. Complete preparedness : all 5 BP/CR practice activities 
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2. Partial preparedness : 4 BP/CR practice activities (potential blood 

donor for emergency was excluded) 

3. Non-preparedness : any other mix and number of BP/CR practice 

activities  

3.7.3 Checklist 

To assess the actual behavior not for intention of husband involvement in main 

five elements of BP/CR and other maternal health care practices, cross checking 

measurement was conducted through participants’ wives by using checklist after 

delivery. Beyond 5 main elements of BP/CR, husband involvement in other maternal 

health care practices including accompany to AN visit, share maternal health care 

knowledge to their wives, decision making in maternal health care practice, 

accompany to hospital for delivery and helping in household chores during pregnant 

period were assessed.  

3.7.4 Birth certificate registration book 

Birth certificate register book from health center and hospital was checked to 

access the institutional delivery outcome. For institutional delivery outcome, place of 

delivery and birth attendant for delivery was checked at the end of 6 months study 

period. All the children who born in sub-center, rural health center, public or private 

hospital and home delivery has been registered for birth certificate in immigration 

office via township hospital. So, husbands and wives who came to health center or 

directly to township hospital to make birth certificate for their babies after delivery 

were collected for the delivery place, birth attendant and mode of delivery to assess 

institutional delivery or not. 

3.8 Quality of measurement tools 

3.8.1 Validity of questionnaire 

Construct Validity  

 The questionnaire was developed and revised according to conceptual 

framework using theory, Anderson health utilization model, objectives of the study, 

operational definitions and questionnaire are firstly prepared by JHPIEGO’s 

monitoring birth preparedness and complication readiness tools which was already 
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tested validity. After that, other questionnaires which were developed matching with 

the conceptual framework using Andersen health utilization model and operational 

definitions but were not found in previous literature were validated by three experts 

and exam committee members (1. Dr. Alessio Panza, thesis advisor who is also expert 

in reproductive health, 2. Prof. Surasak Taneepanichskul, Professor and Senior 

Consultant, College of Public Health Sciences, Chulalongkorn University, 3. Dr. 

Ratana Somrongthong, Associate Professor, Associate Dean, College of Public Health 

Sciences, Chulalongkorn University). The questionnaires were revised according to 

exam committee members’ comment and experts’ comment. 

Content Validity 

After that, the questionnaires which were structured and modified by 

researcher using guideline and not taken from already validated questions in previous 

literature were validated using item-objective congruence (IOC) by three experts (1. 

Dr. Alessio Panza, thesis advisor who is expert in Reproductive Health, 2. Prof. San 

San Myint Aung, President of Myanmar Maternal and Child Welfare Association and 

3. Dr. Myint Mo Soe, Deputy Director of Maternal and Reproductive Health Section, 

MoHS. The score was given by three experts for each question part (+1, 0, -1). If IOC 

score was equal or more than 0.8, the questionnaire was accepted. If there was a 

question which was less than 0.8, it was revised according to exam committee 

member and other experts’ comments and advice. 

Face Validity 

For face validity, questionnaire was checked and certified during pre-test 

which was done among husbands of pregnant women living in Pyinmana Township 

with similar characteristics to the study area of Nay Pyi Taw for clarification and 

comprehension of each question. 

3.8.2 Pretesting 

Pre-test for questionnaires was carried out in Pyimana Township of Dekkhina 

District in Nay Pyi Taw with similar socioeconomic characteristics and geographical 

location with study population and areas. The pretest was conducted by the researcher 

and 30 husbands of pregnant women was included in pretest. The aim of pretest was 
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to understand the process of conducting research including the participants’ 

comprehension regarding each question in the questionnaire (face validity), the flow 

of questionnaire and interviewing time, whether the contents of questionnaires were 

relevant for participants to answer or not and to check the internal consistency of 

questionnaires. 

3.8.3 Validity of birth certificate register book 

 Birth certificate register book was prepared by combination of two 

ministries, (1) Ministry of Labour, Immigration and Population and (2) Ministry of 

Health and Sports. All offices which register birth certificate follow standard 

guideline and fill the register book for standard format. Birth certificate must be 

applied during one month after delivery and every parent must requested where ever 

delivery take place at home or health facility place. Birth certificate is the official use 

for applying education and national identity card.  

3.8.4 Reliability 

       Pre testing was conducted  for internal consistency reliability by using 

Cronbach’s Coefficient of Alpha ≥0.7 for attitude part of the questionnaire (DeVellis, 

2017). To test the internal consistency of the questions with dichotomous choices in 

knowledge and husband involvement in BP/CR, Kuder-Richardson formula 20 

(KR20) was considered satisfactory. The questionnaire was revised after testing 

reliability and validity. This research proposal was submitted to the Ethics Review 

Committee on Medical Research Involving Human Subjects, Department of Medical 

Research, Ministry of Health and Sports, Yangon, Myanmar. 

3.9 Data collection 

After getting the ethical approval from ethical review committee for 

research involving human research subjects, Department of Medical Research, 

Myanmar, written or verbal consent from Township Medical Officer from each study 

area was taken.  Before the date of data collection in respective health centers, health 

assistant, lady health visitor, midwife and basic health staffs was informed and confirmed 

the date for data collection and intervention process. The researcher went to the health 

centers’ catchment area and selected the study participant, husbands of pregnant women 
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through assigned area midwives. Then, researcher and research assistants recruited the 

study participants whether they met the inclusion and exclusion criteria to conduct the 

interview process. Study participants were chosen from eligible participants by systematic 

random sampling using random number generator and if the selected participants refused 

to participate, next number of selected participants were recruited. Data collection was 

done in weekends as participants in this study were husbands and most of them were busy 

during weekdays. Therefore, totally data collection were two days per week till to get 

enough sample size. In order to control the possible bias, the researcher also performed 

both regular and close supervision of data collection. If participants were willing to 

participate, the interview process was done using interviewer structured questionnaire 

which were already translated in Burmese language at participant’s home. To prevent 

annoying or influence of others’ opinion during interview, research requested study 

participants a place where they could get convenience and protect privacy.  

The researcher provided information sheets and explained the objectives 

and procedure of data collection. Participants were explained about free participation 

and freedom to withdraw by the researcher and research assistants. Interviewing the 

questionnaire took around 30-45 minutes to interview for each participant. After each 

interview, the researchers and research assistants checked the completeness of answers 

for each question in questionnaire after each interview to prevent losing documents 

during data collection. If there was something missing, the research assistants have to 

interview again for missing questions before leaving the field sites. All the answers of 

the participants were kept confidentially, and code was used to identify the data 

collection form. 

3.10 Statistical Analysis 

The obtained data was coded and entered into the computer by the 

researcher. After collecting and cleaning the data, Microsoft Excel was used for data 

entry. For data analysis, SPSS version 23 was used for transferring the data. 

Descriptive statistics including frequency, percentage, mean, SD, 

minimum and maximum for numerical variables and, frequency and percentage was 

used to describe categorical variable.  

For inferential statistics, paired t-test for continuous data within each 

group and independent t-test was used for continuous data and chi-square test was 
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used for categorical data to test of homogeneity between intervention and control 

group. P value less than 0.05 was used for statistically significant. Fisher’s exact test 

was used with P value level of 0.05 if cells’ frequencies of cells less than 5 were more 

than 20%. Unpaired t-test was used for knowledge and attitude score between and 

control groups and Chi-square test was used for husband involvement level in BP/CR 

and institutional delivery between and within intervention and control groups. 

Table 2: Data analysis 

(1) To compare the difference between intervention and control group at baseline 
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(II) To compare the difference in between and within groups of baselines, immediate 

post intervention and 3 months follow up after intervention 

 

(III) To compare the difference of institutional delivery between groups after delivery  
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3.11 Ethical consideration 

This research proposal was submitted to the Ethics Review Committee on 

Medical Research Involving Human Subjects, Department of Medical Research, 

Ministry of Health and Sports, Yangon, Myanmar. Permission to collect data for this 

study was asked from Township Medical Officer from Lewe Township and Tekkone 

Township in respective health centers in Nay Pyi Taw, Myanmar. Before data 

collection, the consent was taken from all study participants. All the participants were 

informed clearly that involvement to this study was totally voluntary and 

unwillingness to participate were never posed a negative impact on their seeking care. 

Participants were allowed to stop or skip the questions and withdraw from 

the study at any point during interviewing if they feel uncomfortable. The researcher 

and the interviewers used cautions and polite manners and also stopped interviewing 

when there were uncomfortable sings of the participants. All the data receive from the 

participants were kept carefully and privately with no name on the paper and code 

was used to identify the data collection forms. The collected data was put into the 

database and then all the answer sheets was destroyed afterwards. Correct answer to 

the knowledge questions were given to study participants at the end of the study 

because it was unethical to keep them with their wrong knowledge. 

3.12 Benefit of the study 

The result of this study not only increased the data availability necessary to 

support but also guided effective maternal health care policies. The findings of this 

study were summarized and presented to National Maternal and Child Health 

Programme and other NGOs and INGOs. The results of this study helped those 

organization which were working on maternal health promotion activities and useful 

to improve the future maternal health promotion and implementation programme in 

Myanmar.  
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CHAPTER IV 

RESULTS 

Part (I) Husbands’ involvement in birth preparedness and complication 

readiness  

4.1 Predisposing factors 

4.1.1 Socio demographic characteristics of study husbands 

Table (3) showed the socio demographic characteristics of study husbands and 

the mean age of each group was 29.61±5.68 and 30.55±6.16 in MiM study group and 

control group respectively. Majority of husbands finished their education at middle 

education level (33.3%) and primary education level (28.8%) respectively, and 

education between MiM study and control group was similar. Ethnicity and religion 

of the study participants were not statistically different, most of the husbands were 

Burma (98%) and Buddhist (95%). Regarding the type of marriage, most of the 

husbands were monogamous and the result was homogeneity between MiM study and 

control group. In term of the occupational status of husbands, half of them in both 

study and control groups were manual workers (52%). More than half of husbands 

responded that they do not live with mother or mother in law together. The statistical results 

presented that number of family members and dependent family members between 

study and control groups were similar. The level of economic status was assessed on 

the basis of national quintile of wealth index and the majority were in the highest 

(39.4%) and fourth levels (39.9%).  
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Table 3: Numbers and percentage distribution of study husbands by socio 

demographic characteristics at baseline 
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4.1.2 General characteristics of studied husbands’ wives 

For the age of wives, the mean age between MiM study group (27.55±6.01) 

and control group (28.65±5.75) was statistically insignificant which showed in table 

(4). For education attainment of wives, the result was similar with their husbands and 

most of them finished primary (39.9%) and middle education level (26.8%). In terms 

of occupational status of wives, majority were housewives (60.1%), followed by self-

employee (19.2%), manual workers (15.7%) and government staffs (5.1%), and both 

MiM study and control groups were similar.  
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Table 4: Numbers and percentage distribution of studied husbands’ wives by 

general characteristics at baseline 

  

4.2. Enabling factors 

The enabling factors of this study including availability to maternal health care 

facility, physical and economic accessibility of maternal health care facility were 

showed in table (5), (6) and (7).  
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4.2.1 Availability and Accessibility of maternal health care facility 

Table (5) presented the availability to maternal health care facility and half of 

the husbands heard information of maternal health care (56.6%). Among the husbands 

who got information of maternal health care, the largest group received information 2 

to 3 times in a month. Regarding to the availability of maternal health care services, 

97% of husbands reported that there was maternal health care service at their residing 

ward or villages and 95.5% had encouraging person to take maternal health services 

for their wives’ pregnancies. 

Table 5: Availability of maternal health care facility at baseline 

 
a Pearson’s Chi-square test, # Fisher Exact Test  
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 Figure 11 summarize results from the source of information for getting 

maternal health care. The data of the figure are not shown in the table because it 

cannot be statistically tested by Chi square due to allowed multiple answers. Being the 

multiple answers similar in study and control groups, the figure has been construed 

for the two joint groups. Among the place of getting information, 59.8% total 

participants got maternal health care information from TV and 38.4% from radio. 

Participants who got information from social media via internet (28.6%) were higher 

than those from newspaper (14.3%) and magazine/journal (8%). From the persons, 

majority (50.9%) got information about maternal health from health care personnel 

and 44.6% from family member. 

 

Figure 11: Source of information for maternal health care at baseline for 

combined study and control participants 

4.2.2 Physical accessibility to maternal health care facility  

Table (6) presented the physical accessibility to maternal health care facility 

and half of the respondents (49.5%) could easily go to maternal health care service 

not more than 2 miles. The minimum and maximum travel distance was 0.2 and 9 

respectively and there was no significant difference between study and control groups. 
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Concerning travelling time, the time was ranging from 3 minutes to 90 minutes and 

travelling time between study and control groups was similar (p-value = 0.484). There 

was also no significant difference between study and control groups regarding with 

the service use time, ranging from 5 minutes to 240 minutes. 

Table 6: Physical accessibility of maternal health care facility at baseline  
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14.2%
10.1%

58.6%

11.1%
6.1%

15.2% 17.2%

56.6%

8.0%
3.0%

Walk Bicycle/Trishaw Motorcycle Bus Taxi

Route of Transportation

Study Control

 

Figure (12) summarize the route of transportation from participants’ home to 

maternal health care facility.  Among them, majority used motorcycle followed by 

bicycle or trishaw. Regarding to the route of transportation, there was no significant 

difference between study and control groups. 

 

Figure 12: Route of transportation among study and control group at baseline 
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4.2.3 Economic accessibility to maternal health care facility 

The economic accessibility to maternal health care facility was wisely shown 

in Table (7). About 64.4% in the study group spent not more than 1,000 kyats for 

transportation cost while it was 56.6% in the control and there was statistically 

insignificant between study and control groups. In terms of maternal health care 

service fees, majority of husbands spent not more than 1,000 kyats (1000kyats 

equivalent to 0.7 US $ according to June 2019 exchange or 3.6 PPP $) for their wives 

and the average service fees expense were 2601 and 2203 kyats respectively in each 

intervention and control group. Most of the husbands accepted that both transportation 

costs (82.8%) and service fees (81.8%) were not expensive for them. 

Table 7: Economic accessibility to maternal health care facility at baseline 
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a Pearson’s Chi-square test, * 1 USD = 1,525 Kyat (June 2019 exchange) or 1US $ = 

275 Kyat at PPP  (i.e. 275 Kyat buy the same amount of goods/services in Myanmar 

as a U.S. dollar buys in the USA) (Bank, 2019) 

4.3 Need factors  

The summarized results from table (8) showed the need factors of this study. 

More than half of the husbands responded that their couple used contraception before 

getting the current pregnancy in each group. Half of the husbands (50%) revealed that 

they planned well to get current pregnancy along with their wives. Independent t-test 

found that mean gestational age of current pregnancy between MiM study group 

(11.51  3.29) and control group (11.38 3.47) was statistically insignificant which 

showed in table (7). One in five husbands suspect danger sign of pregnancy  

Table 8: Need factors at baseline 
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4.4 Difference in overall Knowledge and Attitude levels before and after 

implementing ‘Men in Maternity Health’ (MiM) Intervention 

In order to determine the changes in the overall knowledge and attitude scores 

after the 6-month MiM intervention, the mean scores and corresponding standard 

deviations (SD) of each knowledge and attitude for the study group were illustrated 

and compared with those of the control group, as shown in figure (13) and (14). Table 

(9) and (10) showed the overall mean scores of knowledge and attitude which was 

measured by independent t-test and both knowledge and attitude scores increased 

noticeably after post intervention assessment, particularly in study communities. 

Minimum score of knowledge was ‘0’ and maximum score was ‘52’. In attitude, the 

score ranged from 12 to 48. 

 

Figure 13: Changes in mean scores of overall knowledge before and after 

intervention 
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Figure 14: Changes in mean scores of overall attitudes before and after 

intervention 

To compare knowledge between study and control groups at pre and post 

intervention, independent t test was used to determine mean score difference. The 

results revealed that both study and control group have similar result (p=0.947) during 

pre-intervention however a statistically significant difference was noted between 

study and control group during post intervention test (p-value=0.001) in terms of their 

maternal health knowledge. Total mean score of knowledge was 38.9±10.83 in study 

group and 31.2±13.63 in control group respectively at post intervention assessment. 

In addition to group differentiation, within study and control group results 

were also measured to compare the effect of intervention. For study group, post 

intervention test assessment presented statistically significant differences in 

knowledge and attitudes of maternal health (p value<0.001). As an unpredictable 

result, the knowledge scores at post-intervention assessment was also significantly 
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higher in the control compared to the pre-intervention scores (p<0.001). The progress 

of knowledge scores was higher in study group than in the control group, 28.5312.80 

to 38.9010.83 in study group and 25.1512.38 to 31.1513.63 in control group 

respectively. 

Total attitude scores showed similar results and there was statistically 

insignificant difference between groups at pre-intervention assessment (p=0.644) but 

a statistically significant difference was found at post intervention assessment 

(p=0.044). Attitude mean score in study group at post intervention was 38.42±4.67 

while the attitude mean score of control group remained equivalent to the pre-

intervention scores, 36.51±4.04.  
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Table 10: Summary of total mean scores of knowledge and attitude  

p-valuea - between group comparison using independent t-test, p-valueb – within 

group comparison using paired t-test, *Significance at p-value<0.05, **Significance 

at p-value<0.001 

 Table (11) and (12) revealed the details knowledge part which consisted of 

five parts; antenatal care knowledge, pregnancy, delivery and postpartum danger 

signs, and maternal health care. There was no significant difference between study 

and control group at pre-intervention assessment in each knowledge part. But there 

was statistically significant difference between groups except postpartum knowledge 

part. Within group comparison results, post intervention results of all knowledge parts 

presented statistically significant differences at p-value<0.001 in study group. But in 

control group, all of the knowledge parts also significantly difference between pre and 

post intervention results except delivery danger sign results.  
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Table 12: Knowledge mean score for each area in both groups before and after 
intervention 

p-valuea - between group comparison using independent t-test, p-valueb – within 

group comparison using paired t-test, *Significance at p-value<0.05, **Significance 

at p-value<0.001  
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4.5 Difference in husband involvement in birth preparedness and complication 

readiness before and after implementing ‘Men in Maternity Health (MiM)’ 

Intervention 

Husband involvement in BP/CR was assessed by 5 questions, allowing 

response with ‘Yes’ and ‘No’. In order to assure the changes in husband involvement 

in BP/CR level after the 6-month intervention, individual birth preparedness and 

complication readiness components of the control group were compared with those of 

the study group, as shown in Table (13). Individual BP/CR components were 

noticeably high after intervention, especially in MiM intervention study communities. 

In the control group, husbands were more likely to plan delivery place and skill birth 

attendant during post assessment comparing with baseline.  
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Table 13: Effect of MiM intervention on husband involvement (HI) in BP/CR 

before and after intervention among study and control group  

*Significance at Pearson’s Chi square test with p-value<0.05, p-valuea - between 

group comparison using Pearson’s Chi square test, p-valueb - within groups 

comparison using Pearson’s Chi square test 

Husbands’ involvement in BP/CR were summed up by transforming it into 

preparedness level and group into three levels such as complete preparedness, partial 

preparedness and non-preparedness which showed in table 14. In pre-intervention 

assessment, there was no statistically significant difference between groups (p=0.657) 
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and majority of husbands were in the non-preparedness group for BP/CR in both 

study (73.7%) and control group (69.7%). Contrary to the pre-intervention 

assessment, the result revealed statistically significant difference between study and 

control group (p<0.001) and majority of husbands in study group were in the compete 

preparedness group (62.6%) while 26.3% in control group.  
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Part (II) Assessment of husband involvement in BP/CR and other maternal 

health care practices by checklist 

Additionally, to assess the actual behavior not for intention of husband 

involvement in main five elements of BP/CR and other maternal health care practices, 

cross checking measurement was conducted through participants’ wives by using 

checklist after delivery. Regards to the five elements of BP/CR, similar with the 

results presented by husbands, wives of participants in study group revealed that their 

husbands planned delivery place (91.9%), skilled birth attendant (87.9%), saving 

money (92.9%), transportation (82%), identified blood donor in case of emergency 

(66.7%) and showed statistically significant between study and control group in each 

BP/CR elements. 

Husband involvement in other maternal health care practices were also 

assessed to participants’ wives. Four out of five husbands accompanied to their wives 

during antenatal visit and the results reveal the same in both groups, 85.9% in study 

group and 81.8% in control group. In terms of sharing maternal health knowledge 

with their wives, husbands in study group were more likely to share their knowledge 

than those in the control group (p<0.001). There was also no statistically significant 

result between groups regarding with the decision making of husbands for their 

wives’ maternal health care during pregnancy. Wives in the study group presented 

that more than half of their husbands (61.6%) accompanied when their wives went to 

health facility for delivery while 39.4% in control group. Husbands in the study group 

(94.9%) were more likely to help in household chores than those in the control group 

(74%) during their wives’ pregnancy.  
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Table 15: Husbands’ involvement in BP/CR and other maternal practices 

through participants’ wives by checklist after intervention 

a Pearson’s Chi-square test, # Fisher Exact Test, *Significance at Pearson’s Chi 

square test with p-value<0.05 

Part (III) Assessment of Institutional delivery 

In addition to measuring the extent of the MiM intervention, it is also 

important to assess the delivery place and birth attendance towards institutional 

delivery when considering future implementation. Therefore, delivery place and birth 

attendant were checked through birth certificate register book which showed in table 

16. Participants in the study group delivered their babies at public and private hospital 

(64.6%) while it was (39.9%) in control group. Regards to birth attendant, participants 

in the study group chose doctor (64.6%), midwife (26.3%) and traditional birth 
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attendance (9.1%) while it was 39.4%, 37.4% and 23.2% respectively in control 

group. 

Table 16: Delivery place and birth attendant utilization for delivery among study 

and control group after intervention 

a Pearson’s Chi square test, *Significance at Pearson’s Chi square test with p-

value<0.05  

Table (17) show the prevalence of institutional delivery among study and 

control group. For institutional delivery, delivery must be taken at health facility as 

hospitals including public or private by health care providers. In study group, 

prevalence of institutional delivery was 64.6% while there was 39.4% in control 

group and a statistically significant difference was found in prevalence of institutional 

delivery assessment (p<0.001). 

Table 17: Prevalence of Institutional delivery among study and control group 

after intervention 

a 

Pearson’s Chi square test, *Significance at Pearson’s Chi square with p-value<0.05  
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CHAPTER V 

DISCUSSION, CONCLUSION AND RECOMMENDATION 

 This chapter include discussion, conclusion and recommendation for 

programme based on research findings and advice future research. The quasi 

experimental study design with two groups was conducted at Lewe Township from 

Dekkhian district (study group) and Takkone Township from Ottara district (control 

group) at Nay Pyi Taw Union Territory. In these comparable townships of Nay Pyi 

Taw Union Territory, number of population and also pregnant women population was 

high. The main purpose of the study was to determine the effectiveness of Men in 

Maternity Health (MiM) education intervention to improve husband involvement in 

birth preparedness and complication readiness and institutional delivery for safe 

motherhood in Nay Pyi Taw, Myanmar. This study was undertaken with the 

expectations of husbands’ participation in maternal health care practices for their 

pregnant women wives to improve the utilization of maternal health services and 

institutional delivery through MiM education approach. 

 Totally 198 husbands of pregnant women from two townships participated in 

this study. MiM intervention program emphasized on disseminating health education 

on importance of maternal health care including antenatal care, delivery care and 

postnatal care, pregnancy and its complications, obstetric danger signs, benefits of 

birth preparedness and complication readiness and importance of safe delivery 

conducted by midwives using flip charts, handout for participants, pictorial and taken 

action cards. Conforming to the objectives of the study, the data were collected as 

follow; 

(1) Pre-intervention was conducted by interviewing husbands of pregnant women 

for collecting information on socio demographic characteristics, availability 

and accessibility of maternal health care service, need factors including 

pregnancy planning and suspected danger signs of pregnancy, knowledge, 

attitude and their involvement in BP/CR. 

(2) Result assessment was carried out by doing post intervention interview using 

the same questionnaire as pre-intervention for exploring the changes in 

knowledge, attitude and husband involvement in BP/CR after delivery. 
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(3) To ascertain husband involvement in BP/CR, participants’ wives were asked 

about their husbands’ involvement by using checklist after delivery. 

(4) Institutional delivery prevalence among participants was assessed from birth 

certificate register book. 

The effectiveness of ‘Men in Maternity Health’ program was determined by exploring 

the changes in (1) husbands’ knowledge and attitude of maternal health care (2) 

husband involvement in birth preparedness and complication readiness and (3) 

institutional delivery prevalence after delivery and 6-month intervention period.  

5.1 Discussion of findings 

5.1.1 Socio demographic characteristics of the studied population 

All the husbands in both study and control group were within the age of 19 to 

50 years (29.3±5.5 in the study and 30.8±6.5 in the control group). According to the 

national census report, married male population aged 18-39 were 50% of all married 

male population living in Nay Pyi Taw (Population, 2015). In this study, 94% of 

participants were in 18-39 years age group. It may be because of inclusion and 

exclusion criteria, participants were husbands of pregnant women whose pregnancies 

was Gravida 1. All of the participants were fully employed even though their 

education background varied, mostly finished primary and middle education level and 

were manual workers in both groups. The results were identical with 2014 Census 

report of Nay Pyi Taw which showed that most of the male population aged 18-49 

years attained  primary and middle education level (Population, 2015).  The 

occupation result of this study might be due to two-third of population in Nay Pyi 

Taw were living in rural area so that most of husbands worked manually as farm-

hands or self-employed as farmers in their own farms.   

Nearly all of the husbands in both study and control groups were ethnically 

Burma, Buddhist by religion and monogamous by marriage. This may be due to the 

law on monogamy marriage which was promulgated in 2015 and is compiled among 

Myanmar Nationals, especially Buddhist ones (H. H. Win, 2016). Other similar 

characteristics of study and control group were age of wives, education and 

occupation of wives, number of family member, dependent family member, living 

with mother or mother in law and economic status by means of wealth index. 
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Moreover, there were no poorest participants measured by wealth index tool in both 

study and control group. The contrary findings were found in community based cross 

sectional studies among married male assessing their awareness of pregnancy danger 

signs and their involvement in birth preparedness practice in Bangladesh (Rahman et 

al., 2018) and Ethiopia (Debiso, Gello, & Malaju, 2015) in both studies, one of five 

husbands were in lowest wealth index quintile. This study result was also different 

from the wealth index status of Myanmar Demographic Health Survey where 20.9%  

were in lowest wealth index (Sports, 2017) and it may be due to different populations 

of husbands of pregnant women living in Nay Pyi Taw in this study and general 

population of the whole country in a demographic health survey. For instance, all 

respondents in Nay Pyi Taw have electricity and own private motorcycle (both are 

used in the calculation of the wealth index) but electricity and motorcycle ownership 

are scarcely available nationwide. 

5.1.2 Availability and Accessibility of maternal health care facility 

Regarding the availability of information, more than half of the husbands got 

information about maternal health care and among them, the largest group received it 

2 to 3 times per month. Regarding to the source of information, majority (60%) got 

from Television and health care personnel (51%). The result was aligned with a 

community based cross-sectional study conducted among husbands whose wives 

delivering their babies within 1 year about the assessment of husband participation in 

BP/CR in which main sources of information for maternal health care were health 

care providers, television and radio in Ethiopia (Gebrehiwot H, 2013). Surprisingly, 

participants who get information from Facebook via internet were more than those of 

newspaper, magazine or journal. The result may be due to that Facebook, popular 

social media in Myanmar, was used by 34 percent of the Myanmar population and 

among the users, 62% of active social media users were male according to the survey 

results about Myanmar Media users (Emilie, 2018) and impact assessment of 

Facebook in Myanmar (BSR, 2018). Therefore, it might be that husbands can get 

maternal health care information through health education sharing pages in Facebook. 

Regarding the availability of maternal health care facility, nearly all of the 

participants responded that there were maternal health care services in their residing 
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ward or villages. The result was aligned with a cross sectional study done by Tenaw 

in Ethiopia among pregnant women assessing the magnitude the association factors 

with institutional delivery (Tenaw Z, Mekonnen M, Mengistu M, & T, 2017). It can 

be seen that maternal health care services can cover the whole population living in the 

study area. But in this study, availability of nearby health centres was assessed but not 

for the availability of a referral hospital in case of obstetric care requiring a higher 

level of service. Moreover, quantity of available maternal health care services was 

measured but quality of available maternal health care services was not assessed in 

this study. It is important because a health center with vacant midwife or available 

midwife who cannot diagnose a life-threatening obstetric emergency that requires 

referral to a hospital can affect the quality of maternal health care service.  

Regarding accessibility, there were homogeneity results between study and 

control groups on physical and economic accessibility to maternal health care facility.  

Half of the participants responded that they could easily reach maternal health care 

facility within 2 miles by motorcycle which takes not more than 30 minutes. This 

might be due to that there is no public bus service and motorcycle is the typical 

transportation means in Nay Pyi Taw. Again, 2014 census showed that ownership of 

motorcycle was 41.9% followed by bicycle 34.2% (Population, 2015). More than 

80% of participants in each group accepted that transportation cost and service cost 

were not expensive. Again, more than half of the participants used not more than 

1,000 kyats for transportation as most of the participants used own or motorbike taxi 

and daily minimum wage of unskilled worker was 4800 kyats (1 USD = 1,525 Kyat 

according to June 2019 exchange or 1USD = 275 Kyat at PPP) in Myanmar 

(Economics, 2019). Participants only used out of pocket money for transportation 

while most of the public maternal health care services were free of charge in 

Myanmar (Latt et al., 2016) (EuroCham, 2018). In this study, economic and physical 

accessibility were assessed but not for sociocultural accessibility because almost all 

participants are of the same race, religion and language usage. Moreover, attitude of 

service providers towards service users is also important in sociocultural accessibility. 

Responsiveness and respect to the service users is critical in sociocultural accessibility 

and link to attitude between providers and users. Providers must respect the decision 

makers or the users and listen carefully to the rights of the service users. There is no 
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sociocultural accessibility if service providers do not have attitudes of respect for the 

users’ autonomous decision or respect for the personal dignity of users and their right 

to confidentiality. Negative attitude of health care service providers contribute to 

maternal mortality by discouraging pregnant women from seeking birth attendance at 

delivery and other maternal services (Abiodun, 2010). As negative attitude of health 

care providers towards service providers have adverse implications in the way 

majority people across the world respond to health care, which can lead to 

considerable health disparities (Uduji, 2006). 

5.1.3 Need factors 

If there is a health problem to be prevented and health service to be used, there 

must be a need to do that preventive and health seeking action. In this study, 

prevalence of contraception usage, plan well to get pregnancy or not, wife’s current 

pregnancy gestational age, having suspected danger symptoms of pregnancy are 

measured as need factors and there was no significant difference between study and 

control group. Contraceptive prevalence before getting the current pregnancy in this 

study was about 58.6% and the result was coincident with the UNFPA 2017 annual 

report result showing 51.3% (UNFPA, 2018). Half of the husbands in the study 

responded that their wives’ pregnancies were intended and plan well together to get 

current pregnancy. This may be because husbands can influence on the occurrence of 

unplanned or planned pregnancies among their wives which was proved in the cross 

sectional studies about assessment of unplanned pregnancy and associated factors 

among pregnant women by Ayele  (M Ayele, N Hamba, & Gudeta, 2017) and 

husbands’ involvement in utilization of skilled birth attendants done by Teklesilasie in 

Ethiopia (Teklesilasie & Deressa, 2018). In this study, only one-fifth of husbands in 

both study and control group suspected danger signs of pregnancy before delivery. It 

may be due to that husbands did not have knowledge of pregnancy danger signs or 

their wives did not have any suspected danger signs of pregnancy. It is important 

because it is lifesaving knowledge and need to know the suspected danger signs in 

time if the pregnant women have. 
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5.1.4 Effect of MiM intervention on maternal health knowledge of husbands 

Before introducing the intervention called ‘Men in Maternity health’ 

programme, pre-intervention assessment on knowledge, attitude and husband 

involvement in BP/CR were conducted. At baseline, total knowledge mean score were 

28.512.8 in the study group and 25.212.4 in the control group respectively. There 

was no significant difference on each knowledge component of maternal health care 

between study and control group which showed the consistent study result with a 

randomized controlled trial study done among pregnant women’s couple in Indonesia 

regarding husbands involvement in BP/CR (Santoso et al., 2017). MiM intervention 

was conducted among husbands of pregnant women living in Nay Pyi Taw where 

there were existing maternal health care services in both urban and rural area (Latt et 

al., 2016) (Sports, 2017). Even though there were existing maternal health education 

programme in maternal health care service delivery points in which pregnant women 

and their family members could freely join, baseline result showed low knowledge 

level. This outcome might be because husbands thought that attending maternal health 

education was mostly pregnant women’s matter and did not need to participate.  

The mean change of knowledge score before and after intervention was 

measured to assess the effect of intervention. Statistical analysis showed that total 

knowledge mean score was statistically significant difference after 6 months 

intervention period, 25.2 to 31.2 in control group and 28.5 to 38.9 in study group. 

This study result was similar with a study done in Indonesia by Santoso among 

pregnant women’s couple assessing husbands involvement in BP/CR (Santoso et al., 

2017). Moreover, total knowledge mean score was unexpectedly high in post 

intervention assessment in control group. This might be due to that participants in the 

control group receive maternal health education from neighbors, locale health care 

providers and mass media including television, radios and mobile phones. In 

Myanmar, radio and TV series of maternal health, mobile application namely ‘May 

May’ and ‘Phay Phay’ has been broadcasting maternal health education programme 

since 2014 (Barrie, 2015). 
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5.1.5 Effect of MiM intervention on husbands’ attitude towards birth 

preparedness and complication readiness 

 In pre-intervention assessment of this study, total attitude score was 36.15 in 

study group and 35.97 in control group and there was no significance difference 

between groups.  

After implementation of MiM intervention, the trend of attitude increased slightly 

from 36.15 to 38.42 in study group and 35.97 to 36.51 in control group. The attitude 

result was not satisfactorily improved after MiM intervention. This might be due to 

that Myanmar is essentially a patriarchal society and men’s mind-sets are difficult to 

change in assuming maternal health care as women’s concern resulting in unchanged 

attitude score as reported in a cross sectional study done among married men 

regarding their involvement in maternal health care in Myanmar by Wai (Wai et al., 

2015). Moreover, in a general concept, there are four levels of changes namely 

knowledge changes, attitude changes, behaviour changes and organization 

performance changes. Knowledge, the easiest way and least time-consuming thing to 

change in people, changes can occur as a result of reading an article or book and 

hearing news from information source or knowledgeable person. Attitude is 

emotionally charged bits of knowledge in positive or negative ways. The second level 

of changes concerns attitudes which are much more difficult to change than 

knowledge. The reason is when trying to change an attitude, people will consciously 

hear what knowledgeable people are saying, but they will not necessarily accept those 

knowledgeable persons’ opinion or point of view (Hiam, 1997) (Pathak, 2010). 

5.1.6 Effect of MiM intervention on husbands’ involvement in birth 

preparedness and complication readiness 

Husbands’ involvement in 5 elements of birth preparedness and complication 

readiness including planning for delivery place, skilled birth attendant, saving money, 

transportation and blood donor in case of emergency were assessed to measure the 

effect of MiM intervention. In pre-intervention assessment among 5 elements of 

BP/CR, husbands in both study and control group were more likely to involve 

indirectly as financial support than direct involvement as planning skilled birth 

attendant for delivery and blood donor in case of emergency for their wives before 
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give birth. That result was in agreement with the cross sectional study among 

husbands of pregnant women in southern Ethiopia  regarding husbands’ participation 

in BP/CR (Tadesse, Boltena, & Asamoah, 2018) and a quasi-experimental study 

among married men in northern Nigeria assessing the effect of  behavioral 

intervention on husband involvement in birth preparedness (Ibrahim et al., 2014). 

There were also no significant difference results in each component of birth 

preparedness and complication readiness between study and control groups at 

baseline. But the results scores were significantly increased in post-intervention 

assessment especially in the study group. This improved result was similar to the 

result of a randomized controlled study among couples of husbands and pregnant 

women in Indonesia regarding husbands’ engagement in BP/CR using mobile phone 

(Santoso et al., 2017). This study confirmed that MiM programme had positive impact 

on improving husbands’ participation in maternal health practices for their wives and 

babies. 

Total BP/CR scores were divided into three groups namely; complete 

preparedness, partial preparedness and non-preparedness. One out of five husbands 

had complete preparedness in both study and control groups before intervention 

assessment. In post intervention assessment, three in five husbands had complete 

preparedness level among study group while the result of control group remained the 

same result with pre-intervention assessment. Precisely, most of the husbands who 

failed to identify blood donor in case of emergency had partial and non – 

preparedness level. 

In pre and post intervention assessment, husbands’ involvement in preparing 

blood donor in case of emergency for their wives before give birth were lower than 

other BP/CR components in both study and control groups. In Myanmar, three out of 

ten pregnant women had blood loss problem due to antepartum and postpartum 

hemorrhage which was one of the increasing causes of maternal mortality 

(Department of Population Ministry of Labour, 2016). This study presented an 

alarming result highlighting that husbands are ignoring life-saving measures. It could 

be the risk of maternal emergency in case of bleeding during antenatal, delivery and 

postpartum period leading to maternal death. 
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5.1.7 Wives’ assessment of husband involvement in BP/CR and other maternal 

health care practices  

Wives of studied husbands were asked to assess their husbands’ involvement 

in BP/CR and other maternal health care practices by using checklist after delivery. 

While checking five components of BP/CR, wives’ responses were consistent with the 

husbands’ answers. Regarding assessing other maternal health care practices, one-

fifth of husbands did not accompany their wives to antenatal visit in both groups. 

Participants’ wives in both study and control groups similarly responded that most of 

their husbands made the decisions regarding maternal health care practices. There was 

no significant difference between study and control groups regarding husbands 

accompanying wives to antenatal visits and regarding decision making on maternal 

health care practices. This might be because of patriarchal society and male 

dominated household leadership in Myanmar. Husbands can influence the whole 

family and make decision in almost every aspect of family matter. 

More than half of the husbands (61.6%) were accompanying their wives to 

hospital for delivery in study group which was higher than in the control group 

(39.4%). It may be due to that husbands who did not accompany their wives to 

hospitals because their wives delivered their babies at home. Husbands in the study 

group were more likely to share maternal health knowledge (90.9% in study group 

and 61.6% in control group) and help in household chores (94.9% study group and 

74.7% in control group) during antenatal and postnatal period than those in the control 

group. The result was not similar to that of a quasi-experimental study done in Nigeria 

among husbands of pregnant women in which husbands’ participation in household 

chores showed no significant change between pre and post intervention assessment in 

both groups (Ibrahim, Sabitu, Sufiyan, & Abubakar, 2017). Moreover, husband’s 

involvement in household chores may not be a surprise result because the husbands in 

the study group shared their maternal health knowledge with their wives and knew the 

danger signs and important points of maternal health so that they were taking care of 

their wives by helping them in household chores due to MiM programme. Therefore, 

MiM programme had positive effect in involvement of husbands on maternal health 

care practices.  
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5.1.8 Effect of MiM intervention on institutional delivery practice  

To measure the extent of MiM programme, delivery place and birth attendance 

towards institutional delivery were checked through birth certificate register book. 

Most of the participants in the study group chose skilled birth attendant as doctors and 

midwives and only one in ten husbands chose TBA as birth attendant when delivering 

their babies. Conversely, one fourth of participants’ babies in control group were 

delivered by TBA. Regarding the delivery place, participants choosing home as 

delivery place in the control group were two times higher than study group. 

Therefore, prevalence of institutional delivery was statistically significant difference 

between study and control group, 64.6% and 39.4% respectively. The study result was 

different from the randomized controlled trial study among pregnant women in Nepal 

which showed that providing maternal health education programme with or without 

husbands had no impact on institutional delivery (Mullany et al., 2007). In this study, 

the result on institutional delivery of control group was similar with demographic 

health survey report which showed that institutional delivery was 35.8% in Nay Pyi 

Taw (Sports, 2017). Thus, it can be assumed that MiM programme had benefits by 

increasing institutional delivery practices towards safe motherhood.  

 According to the results obtained from the questionnaire and checklist 

completed by husbands and their wives, most of the husbands planned delivery place 

and birth attendant in both study (92.9% and 88.9%) and control group (68.7% and 

69.7%). But, the results obtained from the birth register book showed that the 

percentage of participants choosing health facility for delivery place and skilled birth 

attendant were lower than those obtained from questionnaire and checklist. This may 

be due to the fact that even though most of the participants planned delivery at health 

facility and skilled birth attendant as intention of BP/CR before give birth, they finally 

choose more convenient home delivery by MW or TBA in the actual behavior. 

5.2 Conclusion 

This study was quasi experimental study with pre and post intervention design 

that was conducted among husbands of pregnant women population in Nay Pyi Taw 

Union Territory. After the completion of ‘Men in Maternity Health’ intervention, 

large and significant improvements of overall KAP scores were recorded. Therefore, 
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this intervention is seen to be effective and feasible as a kind of integrated activity in 

promoting institutional delivery and reducing maternal mortality through husbands’ 

involvement in birth preparedness and complication readiness.  

In conclusion, husband participation based maternal health education 

intervention using flip charts, pictorial and taken action cards had positive impact on 

husbands’ knowledge, attitude and involvement in birth preparedness and 

complication readiness and institutional delivery. Therefore, implementing the ‘Men 

in Maternity Health’ programme for promoting partner involvement in BP/CR and 

institutional delivery among pregnant women couples can enhance the benefits for 

safe motherhood.  

5.3 Limitation of the study 

• The research selected two townships with largest population purposively in 

Nay Pyi Taw Union Territory so that results may not be generalized to and 

represented the other townships with middle and low population of Dekkhina 

and Ottara district in Nay Pyi Taw. 

• External co-intervention like information of maternal health care from locale 

health care providers and mass media could not be controlled. 

• Researcher conducted one immediate post intervention measurement to assess 

the effect of intervention. If researcher got more time to follow up the 

participants, the result would have included the measurement of the result 

retention   over a longer term. 

• Researcher conducted the partial investigation of quantity availability of 

maternal health care service because the availability of the referral hospitals in 

case of obstetric care requiring a higher level of service was not investigated 

in this study.  

• Researcher did not investigate on quality of available maternal health care 

service in this study. 

• Due to limited time, some important aspect of sociocultural acceptability such 

as age, sex and attitude of the providers cannot be investigated in this study. 

• Researcher assessed the nearest health facility for antenatal care but did not 

assess the nearest health facility for delivery. 
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• Researcher did not investigate the birth outcome difference between the 

participants who chose institutional delivery and home delivery in this study. 

• There was about 20% absence in health education and group discussions 

sessions participation at health centers every month. Even though research 

team followed up and provided face to face MiM education at home to each 

participant, the face to face education could not generate learning through 

group discussion. 

5.4 Strength of the study 

In Nay Pyi Taw, this study is the first intervention study of Men in maternity 

health education to improving husband involvement in birth preparedness and 

complication readiness for safe motherhood and institutional delivery. Intensive 

training was also provided for data collectors to reduce bias. Systemic random 

sampling was used for selecting the participants to prevent selection bias. Regards to 

post-intervention assessment result, to ascertain the actual behavior not for intention 

of birth preparedness and complication readiness, this measurement result was 

conducted twice by using checklist to their wives and institutional delivery by 

checking local authority birth registries.   

5.5 Recommendation 

Based on the result of the study, statements below are recommendations which 

are divided research and programme level for improving husband involvement in 

birth preparedness and complication readiness and institutional delivery practice for 

safe motherhood. 

5.5.1 Recommendation for future research 

• This study should be carried out in large population and long-term period to 

get a greater number of pregnant women and husbands to determine the 

changes in husbands’ knowledge, attitude and involvement in BP/CR towards 

institutional delivery for safe motherhood.  
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• Similar study design with different location should be conducted also to assess 

the effect of MiM programme on husbands’ involvement and institutional 

delivery practices. 

• In-depth interview with key formats should be conducted among midwives, 

doctors including obstetricians and members on maternal reproductive health 

committee to explore their concern, suggestion and opinion on MiM education 

programme. 

• Focus group discussion should be conducted with husbands to explore the 

underlying reasons of those who did not involve in BP/CR and with their 

wives to assess the underlying reasons of choosing home delivery. 

• The further research expanding investigation on ‘quantity of available maternal 

health care service including higher level of referral hospitals in case of obstetric 

care’ is recommended. 

• The further research expanding investigation on ‘quality of available maternal 

health care service including health centers and referral hospitals in case of life-

threatening obstetric emergency’ is recommended.  

• The further research expanding investigation on sociocultural acceptability to 

include age, sex and attitudes of service providers in Myanmar is 

recommended. 

• The further intervention study assessing the nearest health facility for delivery 

and birth outcome difference between institutional delivery and home delivery 

is also recommended. 

5.5.2 Recommendation for programme level 

The results of this study provide a number of important implications for 

advancement of institutional delivery practices where there is low rate of institutional 

delivery and high maternal mortality. 

• Beyond husband involvement in maternal health, community participation is 

also needed for sharing the information of maternal health care practices 

among pregnant women population and their husbands. Government and 

National Maternal and Reproductive Health Programme should implement the 

community based maternal health promotion programmes through community 
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participatory approach for emergency preparedness and institutional delivery 

practices. 

• Also, knowledge on danger signs and importance of maternal health care were 

increased after MiM programme except postpartum related knowledge. Thus, 

health education programmes should emphasize and disseminate more on 

important of postpartum period. 

• In Myanmar, there is guideline for childbirth of primigravida pregnant women 

who must deliver their babies by skilled birth attendant at hospital for reducing 

maternal mortality. In this study, there were still too many home deliveries 

practices among participants even in the study group. Therefore, policymakers 

need to strengthen the existing policy and health care providers need to 

encourage more on institutional deliveries practices among pregnant women 

and their families.  

• Experience on implementing MiM programme, husbands who were leaders of 

household used most of their time in their work even in weekend and there 

was difficulty in gathering participants in one place to conduct MiM health 

education sessions. Therefore, further health education sessions of MiM 

programme should be conducted in convenient ways like door to door 

education and workplace education sessions. 

• According to the results of this study, there were mobile phone users and 

internet users who responded that they got maternal health care via internet 

and social media. Thus, National Maternal and Reproductive Health 

Programme should collaborate with international and national non-

governmental organization to implement mobile health education (m-health) 

on maternal health care for pregnant women population, their family members 

and community. 

• To improve institutional delivery practice for safe motherhood, grassroots 

support is needed at family and community level through community 

organizations making local partnership with local government, NGOs and 

INGOs. 

• The National Maternal and Reproductive Health Programme, international and 

non-governmental organization can implement this intervention as a user-
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friendly practice with cheaper cost consumption while maintaining its long-

term sustainability to improve institutional delivery for safe motherhood. 

5.6 Lesson Learnt 

In this study, midwives from Myanmar Maternal and Child Welfare 

Association voluntarily provided health education sessions and facilitated group 

discussion sessions. Monetary incentive or in kind for motivation of volunteers who 

are responsible for health education and group discussion sessions is a critical strategy 

for successful and stainable MiM programme for longer period. Volunteers needed to 

be recruited selectively, trained, supported and supervised adequately. 

As more than half of the husbands were manual and daily wages workers, 

there was nearly 15% of study participants in both study and control groups who did 

not come to assembling place for pre and post data collection. Time and resources 

should be planned for additional data collection at home when participants cannot 

convene at the assembling place. Moreover, there was about 20% of study groups 

absent in health education and group discussion sessions holding at health centers 

every month. Health education and discussions sessions should be conduced face to 

face and door to door home based approach instead of grouping in health centers and 

should be held weekends. 
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APPENDIX A 

Information sheet and inform consent form for husbands (English) 

Ethics Review Committee 

Department of Medical Research  

Ministry of Health and Sports 

Republic of the Union of Myanmar 

This informed consent form is for among husbands of pregnant women who are ≥ 18 

years old and residing in the study area prior to the data collection and who we are 

requesting to participate in research, titled “Effectiveness of ‘Men in Maternity Health 

(MiM)’ intervention to improve husband involvement in Birth preparedness and 

Complication readiness for safe motherhood in Nay Pyi Taw, Myanmar: A Quasi 

Experimental Study”. 

Name of Principal Investigator  : Dr. May Chan Oo 

Name of Organization : PhD Candidate, Collage of Public Health 

Sciences, Chulalongkorn University 

Name of funding organization : Graduate School Thesis Grant, Graduate 

School, Chulalongkorn University 

Title of the Study   : Effectiveness of ‘Men in Maternity Health 

(MiM)’ intervention to improve husband involvement in Birth preparedness and 

Complication readiness for safe motherhood in Nay Pyi Taw, Myanmar: A Quasi 

Experimental Study 

PART I: Information Sheet 

Introduction 

I am May Chan Oo, currently studying Ph.D. (International Program) at the 

College of Public Health Science, Chulalongkorn University in Thailand. I am doing 

research on “Effectiveness of ‘Men in Maternity Health (MiM)’ intervention to 

improve husband involvement in Birth preparedness and Complication readiness for 

safe motherhood in Nay Pyi Taw, Myanmar: A Quasi Experimental Study”. I am 

going to give you information and invite you to be part of this research. Before you 
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decide to participate, you can talk to anyone you feel comfortable with about the 

research.  

 There may be some words that you do not understand. Please ask me to stop as 

we go through the information and I will take time to explain. If you have questions 

later, you can ask them of me, the interviewer or the staff. 

Purpose of the research 

The research aims to determine the effectiveness of Men in Maternity Health 

(MiM) education intervention to improve husband involvement in birth preparedness 

and complication readiness for safe motherhood in Nay Pyi Taw, Myanmar. 

Type of research intervention 

In ‘Men in Maternity Health (MiM) education intervention, the activity plan is 

sending invitation letter, giving maternal health education and discussion about 

maternal health care. Firstly, invitation letters will be sent to study participants one 

week ahead of maternal health education session in every month of 6 months 

intervention period to not only welcome to MiM education program but also remind 

them to attend this HE sessions and group discussion. Those who receive invitation 

letter need to attend health education session and discussion once a month for 6 

months intervention period.  

Participant Selection 

You are being invited to take part in this research because you are one of the 

husbands of pregnant women (gestational age ≤ 16 weeks), more than 18 years old and 

living in the study area prior to the data collection. 

Voluntary Participation 

Your participation in this research is entirely voluntary. It is your choice whether 

to participate or not. You may change your mind during the process and stop participating 

even if you agreed earlier.  
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Procedures 

It will be included two parts for data collection. The first one is face to face 

interview by using structured questionnaires and the second one is collection of 

delivery information from birth certificate register book. For the first part, you will be 

asked questions about your predisposing factors (e.g., sociodemographic 

characteristic like age,  education, religion, occupational status, family member, 

wife’s age, education and occupation), enabling factors (e.g., availability and 

accessibility to health care facility), need factors (e.g., plan/unplanned pregnancy and 

present of suspect danger symptoms of pregnancy) and questions on knowledge, 

attitude and husband involvement in birth preparedness and complication readiness. 

This interview will be will be done by well-trained interviewers and the whole 

interview will be taken around 30 minutes per each individual. You will be asked 

second time interview subsequent to child delivery, 6 months of intervention period. 

For the second part, checklist will also be used for your wife to assess your 

actual involvement in birth preparedness and complication readiness. Your wife’s 

delivery history such as place of delivery and birth attendance result will be followed 

up from birth certificate register book to access institutional delivery. 

Duration 

The research takes place about 6 months.  During that time, it will be 

necessary for you to come to the health center for 12 days, for 2 hours each day. In 

total, you will be asked to join health education session for 6 times and group 

discussion for 6 months in 6 months (twice a month). At the end of six months, the 

research will be finished. 

Risks and Discomforts 

There will be no or little risk by participating in this research. You may feel 

uncomfortable while answering the questions but as the questionnaire will be asked 

privately and it is less likely to happen. However, if you feel uncomfortable any time 

during interview, you can stop answering and quit your participation.  
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Benefits 

Participating in this research will not directly benefit to you but it is likely to help 

us find the answer to the research question. But your participation will be the very 

beneficial to show need for further improvement in achieving safe motherhood. So, 

the result of this study will be useful to improve the future maternal health care 

programme in your area and other regions of Myanmar. 

Incentives 

You will not be provided any incentive to take part in the research. 

Confidentiality 

We will not be sharing information about you to anyone outside of the research 

team. The information that we collect from this research project will be kept private. Any 

information about you will have a number on it instead of your name. Only the 

researchers will know what your number is. 

Sharing the Results 

The knowledge that we got from doing this study will be shared with you and 

local health authorities before it is made widely available to the public. We will 

publish the results so that other interested people may learn from this study. Anyhow 

the confidential information will not be shared. 

Right to Refuse or Withdraw 

You can withdraw from the study anytime without losing or paying anything. 

You will be informed any new information that may affect your wife’s health by the 

researcher. You will also be provided the confidentiality and privacy.  

Who to Contact 

If you have any questions, you can ask now or later. If you wish to ask questions 

later, you may contact any of the following: Dr May Chan Oo, No.29/98, No.2 ward, 

Nwe Thar Gi Street, Shwe Pyi Tha Township, Yangon. Tel: +95-9-784976279, Email: 

maechanoo@gmail.com 

This proposal has been reviewed and approved by the Ethics Review 

Committee, Department of Medical Research which is a committee whose task is to 
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make sure that research participants are protected from harm. If you wish to find out 

more about the Committee, contact the secretary of the committee at the Department 

of Medical Research, No 5 Ziwaka Road, Dagon PO, Yangon, phone 375457- ext: 

118. 

Part II: Certificate of Consent 

I have been invited to participate in research about “Effectiveness of ‘Men in 

Maternity Health (MiM)’ intervention to improve husband involvement in Birth 

preparedness and Complication readiness for safe motherhood in Nay Pyi Taw, 

Myanmar: A Quasi Experimental Study”. I have been informed clearly about this study. 

I understand that being among husbands of pregnant women who are ≥ 18 years old and 

residing in the study area prior to the data collection, I am eligible to participate in this 

study. I have been informed that the risks are minimal. I am aware that there may be no 

benefit to me personally.  I consent voluntarily to be a participant in this study and 

understand that I have the right to withdraw from the research at any time without in any 

way affecting my future. 

Name of participant ________________________ 

Signature of participant______________________ 

Date_____________________________________ 

Day/month/year 

If illiterate 

I have witnessed the accurate reading of the consent form to the potential participant, 

and the individual has had the opportunity to ask questions. I confirm that the 

individual has given consent freely. 

Name of witness_____________________   and thumb print of parent 

Signature of witness _________________   

Date ______________________________ 

Day/month/year 

I have accurately read or witnessed the accurate reading of the consent form to the 

potential participant, and the individual has had the opportunity to ask questions. I 

confirm that the individual has given consent freely. 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 106 

 

Name of Researcher________________________ 

Signature of Researcher ____________________ 

Date _____________________________________ 

Day/month/year 

A copy of this Informed Consent Form has been provided to participant 

_____(initialed by the researcher/assistant) 
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Information sheet and inform consent form for husbands (Myanmar) 

လူပုဂ္ဂိုလ်မ  ျားအပပေါ် သပုေသနစမ်ျားသပ်မှုဆဂငုရ် က င ဝ်ေ်ပက ်မေ ီ

ပဆျားသပုေသနဦျားစီျားဌ န 

က နျ်ားမ ပရျားနငှ အ် ျားကစ ျားဝနက်ကီျားဌ န 

ပပည်ပ  ငစ်ုသမမေပမနမ် နဂငူင်ပံေ  ်

စမ််းသပ်ခံပုဂ္ဂိုလ၏် သဘ ောတခွူင့််ပပိုလ ော (အမ ဂို်းသော်း) 

ဤသပ  ေူခွင ပ်ပိုလ  သည် ပမနမ် နဂငူင်ပံနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေငွ ်

ပန ဂငုပ်သ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှု နငှ  ် ပမွျားဖွ ျားရန ်

ကကဂိုေငပ်ပငဆ်ငမ်ှု ကဂစစရပ်မ  ျားေွင ်အဂမ်ပ  ငသ်ည ်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု 

အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပသ  သပုေသန 

စီမံခ က်ေွင ်ပါဝငရ်န ်ဖဂေ်ပခေါ်အပ်ပါသည်။ 

အဓဂကသပုေသအီမည် : ပ ါက်ေ  ပမခ မ်ျားဦျား 

အဖွ ွဲ့အစည်ျားအမည ် : ပါရဂူပက  ငျ်ားသ၊ူ ပပည်သူ  က နျ်ားမ ပရျားပက လဂပ်၊ 

ခ ျူလ ပလ ငက်နွျ်ားေကကသဂလု် 

သပုေသနပခါငျ်ားစဉ် :        

ပမနမ် နဂငူင်ပံနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွငပ်န ဂငုပ်သ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်

မ  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ် ပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှု ကဂစစရပ်မ  ျားေငွ ်

အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုသ်ည်  

အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပခငျ်ား။ 
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အပဂုင််း(၁) သဘုတသနနငှ့် ် ပကသ်ကသ်ည့်် အဘ ကောင််းအရောမ ော်း မဂတဆ်ကပ်ခင််း        

ကျွနမ်ပ ါက်ေ ပမခ မ်ျားဦျားသည်  ဂငုျ်ားနဂငူင်၊ံ ခ ျူလ ပလ ငက်ွနျ်ားေကက သဂလု်၊ ပပည်သူ   

က နျ်ားမ ပရျားပက လဂပ်ေွင ် ပည သင ်က ျားပနပသ ပက  ငျ်ားသေူစ်ဦျားပဖစ်ပါသည်။ 

ကျွနမ်သည် “ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွငပ်န ဂငုပ်သ  

ကဂုယ်ဝနပ်ဆ င ်မဂခငမ်  ျား၏  က နျ်ားမ ပရျားပစ င ပ် ှ က်မှု နငှ  ်ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှု 

ကဂစစရပ်မ  ျားေငွ ် အဂမ်ပ  ငသ်ည် အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ်

သက်ဆဂငုပ်သ  အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပခငျ်ား” သပုေသနစ ေမ်ျားအ ျား 

ပပိုလုပ်မည်ပဖစ်ပါသည်။ သင က်ဂ ု ကျွန်ပ်ု၏ သပုေသနေွင ် ပါဝငရ်နဖ်ဂေ်ပခေါ်အပ်ပါသည်။ 

န ျားမလည်ပသ စက ျားရပ်မ  ျား ှဂပါက ကျွန်ပ်ု (သဂု  မဟုေ်) သပုေသနေွင ် ပါဝငသ် ူ

ေစ်ဦျားဦျားအ ျား အခ ဂနမ်ပရွျား ပများပမနျ်ားနဂငူပ်ါသည်။ 

သဘုတသန၏ ရည်ရွယခ် က ်

ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွင ်ပန ဂငုပ်သ  ကဂယု်ဝနပ်ဆ င ်

မဂခငမ်  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ်ပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှု ကဂစစရပ်မ  ျားေငွ ်

အဂမ်ပ  ငသ်ည် အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုပ်သ  

အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပဖ ် ေု်ရန။် 

သဘုတသနဘဆောငရွ်ကပုံ်အမ ဂို်းအစော်း 

ဤသပုေသနေွင ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျားနငှ  ် ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်

က နျ်ားမ ပရျားပစ င ပ် ှ ကမ်ှု ပည ပပျားအခနျ်ားကဏ္ဍ ပါဝငမ်ည်ပဖစ်သည်။ ယငျ်ားေငွ ်

ပါဝငမ်ည ်သမူ  ျားအ ျား ဖဂေ်စ မ  ျားပဖန  ပ်ဝပခငျ်ား၊ ကဂုယ်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျား 
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ပစ င ပ် ှ က်မှု၊ ကကဂိုေငပ်ပငဆ်ငမ်ှု ပည ပပျားပခငျ်ား နငှ  ် ပဆျွားပနျွားပခငျ်ား အစီအစဉ်မ  ျား 

ပါဝငမ်ည်ပဖစ်သည်။ ဖဂေစ် မ  ျားကဂု ပါဝငမ်ည ်သအူမ ဂိုျားသ ျားမ  ျား သံဂု   လစဉ်က နျ်ားမ ပရျား 

အသဂပည ပပျား နငှ  ် ပဆျွားပနျွားပွ  မပပိုလုပ်မီ ေစ်ပါေ်ခန  ပ်စ ၍ ပဂု  ပပျားမညပ်ဖစ်ပါသည်။ 

 ဂု  ပ က င  ် သပုေသနေွင ် ပါဝငမ်ည  ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျားသည် 

ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ် က နျ်ားမ ပရျား ပစ င ပ် ှ က်မှုနငှ ပ်က်သက်ပသ  က နျ်ားမ ပရျား 

အသဂပည ပပျားပွ နငှ ပ်ဆျွားပနျွားပွ ကဂု ေစ်လလျှင ် (၂) ကကဂမ်နငှ  ် သပုေသနက လ (၆) 

လအေွငျ်ား (၁၂) ကကဂမ်ေက်ပရ က်ရမည် ပဖစ်သည်။ 

သဘုတသနတငွ ်ပါဝငမ်ည့််သမူ ော်းကဂ ုဘရွ်းခ ယပ်ခင််း 

 သငသ်ည် ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွင ် ပန ဂငုပ်သ  အသက် ၁၈ 

နစ်ှပပည ်ပပီျားသပူဖစ်ပပီျား သင၏်ဇနျီားမှ  ကဂုယ်ဝန ် ၄ လ ပအ က် ှဂပသ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်

ပဖစ်ပသ ပ က င  ်ဤသပုေသနေွင ်ပါဝငရ်န ်ဖဂေပ်ခေါ်အပ်ပါသည်။ 

မဂမဂဆန္အ္ဘလ ောက ်သဘုတသနတငွပ်ါဝငပ်ခင််း 

ဤသပုေသနေွငပ်ါဝငပ်ခငျ်ားမှ  သင၏်လွေ်လပ်ပသ သပ  ဆန္အ္ပလ  က်သ  

ပဖစ်သည်။ အကယ်၍ ပါဝငပ်ခငျ်ားမ ှဂပါလျှင ် သင၏်ဇနျီားကဂုယ်ဝနပ်ဆ ငအ်ေကွ် ပန ငရ် ှဂ 

မည ်က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုအ ျား မည်သဂု   မျှ ဂခဂုက်ပစမည် မဟုေ်ပါ။ 

သဘုတသနလပ်ုငန််းလပ်ုဘဆောငခ် ကအ်ဆင့်ဆ်င့် ်

ဤသပုေသနပဆ ငရွ်ကရ် ေွင ် အဓဂကအပဂုငျ်ား ၂ ပဂုငျ်ား ပါဝငမ်ည်ပဖစ်သည်။ 

ပ မေစ်ပဂုငျ်ားမှ  မ က်န ှခ ငျ်ားဆဂငုပ်များခွနျ်ားပများပမနျ်ားပခငျ်ားပဖစ်ပပီျား  ေုဂယေစ်ပဂုငျ်ားမှ  

ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ် ကပလျားပမွျားဖွ ျားမှုဆဂငုရ်   က နျ်ားမ ပရျားစစ်ပဆျားမှု အခ က်အလက ်
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မ  ျားကဂု လူန မှေေ်မ်ျားမ  ျားမှေစ်ဆင  ် စ ရငျ်ားပက က်ယူပခငျ်ားပဖစ်ပါသည်။ ပ မအပဂုငျ်ား 

အေွက် သင အ် ျား လူမှုပရျား၊ စီျားပွ ျားပရျားအပပခခံ အခ က်အလက်မ  ျား၊ ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်

က နျ်ားမ ပရျား ပစ င ပ် ှ က်မှုနငှ ပ်က်သက်ပသ  ဗဟုသေုနငှ  ် ခံယူခ က်၊ ပေ်ဝနျ်ားက င၏် 

ေဂုက်ေွနျ်ားလှုံွဲ့ပဆ ်မှု၊ ကဂယု်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျားပစ င ပ် ှ က်မှု ရ ှဂနဂငူပ်သ အပပခ 

အပန၊ လက်လမ်ျားမီှမှုနငှ  ်အကုနအ်က ခံနဂငူပ်သ အပပခအပန၊ ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်ကပလျား 

ပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှုေွင ် အမ ဂိုျားသ ျားမ  ျား ပူျားပပါငျ်ားပါဝငပ်ဆ ငရွ်က်ပခငျ်ား 

အစ ှဂသည ် အခ က်အလက်မ  ျားနငှ  ် သက်ဆဂငုပ်သ  ပများခွနျ်ား မ  ျားကဂုပများပမနျ်ား သ ွျားမည ်

ပဖစ်သည်။ ပများခွနျ်ား ပများပမနျ်ားပခငျ်ားကဂု စနစ်ေက ပလ က င  ်  ျားပသ  သမူ  ျားမှ ပများပမနျ်ားမည် 

ပဖစ်ပပဂျား ပများခွနျ်ားမ  ျား အ ျားလံုျား ပပဖဆဂရုန ် ခန  မှ်နျ်ားအ ျားပဖင  ် ၃၀ မဂနစ်မျှ  က ပမင မ်ည် 

ပဖစ်ပါသည်။  

 ေုဂယပဂုငျ်ားအေွက် က နျ်ားမ ပရျားဌ န (သဂု  ) ေ ဝနက် သ ျားဖွ ျားဆရ မ ၏ 

အကူအညီပဖင လ်နူ မှေေ်မ်ျား (သဂု  ) ပမွျားဖွ ျားစ ရငျ်ားမ  ျား မှေစ်ဆင  ် ကဂုယဝ်နပ်ဆ ငမ်ဂခင ်

ကပလျားပမွျားဖွ ျားပခငျ်ားနငှ  ် ပေ်သက်ပသ  သေငျ်ားအခ က်အလက်မ  ျားကဂု ပလ လ စစ်ပဆျား 

က  အနတရ ယက်ငျ်ားပသ  ကပလျားမီျားဖွ ျားမှု အပ က ငျ်ားအရ ကဂု ပလ လ မည်ပဖစ်ပါသည်။ 

သင၏်ကပလျားပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှုေွင ် သငမ်ည်မျှပူျားပပါငျ်ားပါဝင ် ပဆ ငရွ်က ်

ပခငျ်ား ှဂ/ မ ှဂအစ ှဂသည ် အခ က်အလက်မ  ျားကဂုလည်ျား သင ဇ်နျီားအ ျားပများပမနျ်ားမည် ပဖစ်ပါ 

သည်။ ပများခွနျ်ားပများပမနျ်ားပခငျ်ားကဂု စနစ်ေက ပလ က င  ် ျားပသ သမူ  ျားမှ ပများပမနျ်ားမည်ပဖစ် 

ပဖစ်ပါသည်။   
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 ကောပမင့်ခ် ဂန် 

ဤသပုေသနသည် (၆) လ က ပမင မ်ည် ပဖစ်သည်။ ၎ငျ်ားအခ ဂနအ်ေွငျ်ား 

ပါဝငသ်မူ  ျားသည် ကဂုယ်ဝနပ်ဆ င ် က နျ်ားမ ပရျား ပစ င ပ် ှ က်မှုပပျားပသ  ရပ်ကွက်/ရွ  ှဂ 

ပဆျားခနျ်ားသဂု   လ ပရ က်၍ ခန  မှ်နျ်ားပခ  ၂ န ရီခန   ်က ပမင မ်ည  ် က နျ်ားမ ပရျား 

အသဂပည ပပျားပွ မ  ျားနငှ  ် ပဆျွားပနျွားပွ မ  ျားကဂု ၆ ရကေ်က်ပရ ကရ်ပါမည်။ ေစ်လလျှင ် (၂) 

ရက်နငှ  ်သပုေသန (၆) လေွင ်(၁၂) ကကဂမ်ေက်ပရ က်ရနလ်ဂအုပ်ပါသည်။ (၆) လ က လျှင ်

သပုေသနပပီျားဆံျုားမည် ပဖစ်ပါသည်။ 

ထဂခဂုကန်ဂငူမ်ှုနငှ့် ်ကဂယုစ်ဂတအ်ဘနေှာင့်အ်ယကှပ်ြစဘ်စပခင််းမ ော်း 

 ဤသပုေသနေွငပ်ါဝငက်  ဝငပ်ရ က်ပဆျွားပနျွား ပပဖဆဂသုအူပနပဖင  ် ပများခွနျ်ားမ  ျား 

အ ျား သျီားသန  ပ်ပဖဆဂခု ဂနေ်ွင ် သက်ပေ င သ်က်သ မ ှဂမှု အနည်ျားငယ်ခံစ ျား ရနဂငူပ်ါသည။် 

ဤသပုေသန ပပဖဆဂခု ဂနေ်ွင ် ပါဝငသ်အူပနပဖင  ် စဂေ်ပက နပ်မှုမ ှဂပါက သပုေသနေငွ ်

ဆက်လက်မပါဝငပ်  ပနနဂငူပ်ါသည်။ 

အက ဂို်းဘက ်းဇူ်းမ ော်း 

 ဤသပုေသနမှရ ှဂလ မည ် ရလ အ်ပပဖမ  ျားပေွွဲ့  ှဂမှုမ  ျားသည် သင အ် ျား 

ေဂုက်ရဂုက်အက ဂိုျားပပိုလဂမ ်မည်မဟုေ်ပါ။ သဂု  ပသ ် သပုေသနမှရ ှဂလ ပသ အပပဖမ  ျားသည် 

ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်က နျ်ားမ  ပရျားပစ င ပ် ှ က်မှု စီမံခ က် ပအ ငပ်မငမ်ှုရ ှဂရန ်လုပ်ပဆ င ်

ရမည ် လဂုအပ်ခ က်မ  ျားကဂု ပပသပပျားပါသည်။  ဂအုပပဖမ  ျားသည် အန ဂေ်ေငွ ်သငပ်န ဂငု ်

ရ ပ သနငှ  ် ပမနမ် ပပည်ေစ်ဝနျ်ားေွငလ်ုပ်ပဆ ငပ်နပသ  မဂခငန်ငှ က်ပလျား က နျ်ားမ ပရျား 
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ပစ င ပ် ှ က်မှု စီမံခ က်ပအ ငပ်မငပ်အ င ် အပက ငအ် ည်ပဖ ်ရန ် မ  ျားစွ  အပ  က ်

အကူပပိုမည် ပဖစ်ပါသည်။ 

ဘက ်းဇူ်းတံု ့်ပပန်မှု 

သပုေသနလုပ်ငနျ်ားေငွ ်သငအ်ခ ဂနပ်ပျားပါဝငပ်ပဖ က ျားမှုကဂု အသဂအမှေ်ပပိုပါသည်။ 

သငပ်ူျားပပါငျ်ား ပါဝငမ်ှုအေွက် ပငသွ ျား (သဂု  မဟုေ်) ပစစည်ျားမ  ျားကဂု ပက ျားဇူျားေံု  ပပနသ်ည ် 

အပနပဖင  ်ပပျားမည်မဟုေပ်ါ။ 

အခ ကအ်လကမ် ော်းကဂ ုလ ဂို ျှို့ ဝှကထ်ော်းရှဂမှု 

 ဤသပုေသနစီမံခ က်မှ ရ ှဂပသ  သေငျ်ားအခ ကအ်လက်မ  ျားကဂု လှုဂွဲ့ ဝှက ် ျား 

မည်။ သငန်ငှ ပ်က်သကပ်သ  အခ က်အလက်မ  ျားကဂု သပုေသနပပိုလုပ်သမူ  ျားမှလွ ၍ 

မည်သေူစ်ဦျားေစ်ပယ ကမ်ှ  ကည ်ပဂုငခ်ွင မ် ှဂပါ။ သင၏် န မည်အစ ျား နပံါေ်စနစ်ပဖင  ်

အခ က်အလက်မ  ျားကဂု သဂမ်ျားဆည်ျား  ျားမည်။ သုပေသနပပိုလုပ်သမူ  ျားသ လျှင ် သင၏် 

နပံါေ်ကဂုသဂ ှဂပပီျား ပသခ  စွ ပသ  ခေ ်သဂမ်ျားဆည်ျား  ျားမည် ပဖစ်သည်။  
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သဘုတသနရလောဒမ် ော်းကဂပုြန ့််ဘဝမှု 

ဤသပုေသနမှရ ှဂလ မည ် ရလ မ်  ျားကဂု အမ  ျားပပည်သပူလ လ နဂငုပ်စရန ်

မပဖန  ပ်ဝမီ သငန်ငှ  ်သကဆ်ဂငု ်ရ  အဖွ ွဲ့အစည်ျားမ  ျားကဂု အသဂပပျားမည်ပဖစ်ပါသည်။ အကယ၍် 

ဤသပုေသနကဂု အပခ ျားစဂေ်ဝငစ် ျား ပသ သမူ  ျား ှဂပါက ပလ လ နဂငုရ်နအ်ေွက် 

ပလ လ ပေွွဲ့  ှဂခ က်မ  ျားအ ျား သပုေသနစ ေမ်ျား  ေု်ပဝ ပခငျ်ားေွင ် အသံျုားပပိုမည် 

ပဖစ်ပါသည်။ 

ပါဝငမ်ည့််သမူ ော်း၏ ရပဂုငခွ်င့်မ် ော်း 

 ဤသပုေသနမှ သငအ်ခ ဂနမ်ပရွျား နှုေ် ကွန်ဂငုပ်ါသည်။ ဆံျုားရှု ံျားနစ်န ပခငျ်ား 

ေစ်စုံေစ်ရ  ပပျားပဆ ငရ်ပခငျ်ားမ ှဂပါ။ အကယ်၍ သင ဇ်နျီားက နျ်ားမ ပရျားကဂု  ဂခဂုက်နဂငုမ်ည  ်

အပပခအပနအသစ် မ  ျား  ှဂလ ပါကလည်ျား သပုေသနပပိုလုပ်သမူှ သင အ် ျား သေငျ်ားပပျား 

သ ွျားမည် ပဖစ်ပါသည်။  ဂု  အပပင ် လံုပခံိုစဂေ်ခ ရမှု နငှ  ် ပ ျားကငျ်ားယံု ကည်ရမှုေဂု  လညျ်ား 

 ှဂမည် ပဖစ်ပါသည်။  

ဆကသ်ယွန်ဂငူမ်ည့််ပုဂ္ဂိုလမ် ော်း 

 အကယ်၍ သင၌်ပများစရ ပများခွနျ်ားမ  ျား ှဂပါက အခ ဂနမ်ပရွျားပများပမနျ်ားနဂငူပ်ါသည်။ 

ပများစရ  ှဂလျှင ် ပ ါက်ေ  ပမခ မ်ျားဦျား၊ ပပည်သူ  က နျ်ားမ ပရျားပက လဂပ်၊ ခ ျူလ ပလ ငက်နွျ်ား 

ေကကသဂလု်၊  ွ ွဲ့လွနသ်ငေ်နျ်ား ပက  ငျ်ားသ၊ူ  ဂငုျ်ားနဂငူင်၊ံ လဂပ်စ  - အမှေ်၂၉/၉၈၊ အမှေ် (၂) 

ရပ်ကွက်၊ နယွ်သ ကီလမ်ျား၊ ပရ ပပည်သ ပမဂိုွဲ့နယ် ရနက်ုနေ်ဂုငျ်ားပ သကကီျား၊ ေယလ်ီဖုနျ်ား +၉၅ 

၉၇၈၄၉၇၆၂၇၉ သဂု  ဆက်သယွ် နဂငူပ်ါသည်။ 
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ဤအဆဂပုပိုခ က်သည် လူပုဂ္ဂိုလ်မ  ျားအပပေါ် သပုေသနစမ်ျားသပ်မှုဆဂငုရ်  က င ဝ်ေ ်

ပက ်မေီ ပဆျားသပုေသနဦျားစီျားဌ န၏ ဆနျ်ားစစ်ပ  ေူအေည်ပပိုခ က်ရပပီျားပဖစ်သည်။ 

အကယ်၍သင ် သည် ပက ်မေီနငှ  ် ပက်သက် သဂလဂုသည်မ  ျား ှဂပါက အေွငျ်ားပရျားမှုျား 

(ပက ်မေီ)၊ ပဆျားသပုေ သနဦျားစီျားဌ န၊ အမှေ် (၅)၊ ဇီဝကလမ်ျား၊  ဂုံပမဂိုွဲ့နယ်၊ ရနက်ုန၊် ဖုနျ်ား 

၃၇၅၄၄၇၊ လဂုငျ်ားခွ  ၁၁၈သဂု   ရုံျားခ ဂနအ်ေွငျ်ား ဆက်သယွန်ဂငူပ်ါသည်။  
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အပဂုင််း (၂) သဘ ောတညူီခ က ်

ကျွန်ပ်ုသည် “ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွငပ်န ဂငုပ်သ  

ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ် ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှု 

ကဂစစရပ်မ  ျားေငွ ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ်

သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျားပလ လ ပခငျ်ား” သပုေသနစီမံခ ကေ်ွင ် ပါဝငရ်န ်

ဖဂေ်ပခေါ် ပခငျ်ား ခံရ ပါသည။် 

သပုေသနပပိုလုပ်သေူဂု  သည် “ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ု နယ်ပပမ 

ေွင ်ပန ဂငုပ်သ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏  က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ်ပမွျားဖွ ျားရန ်

ကကဂိုေငပ်ပငဆ်ငမ်ှု ကဂစစရပ် မ  ျားေွင ်အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု 

အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ  မ  ျားအ ျားပလ လ ပခငျ်ား” သပုေသန 

ပပိုလုပ်မည်ပဖစ်ပ က ငျ်ား သဂ ှဂန ျားလည်ပပီျား ပဖစ်ပါသည်။ ကျွန်ပ်ုေွငမ်ည်သည  ် အနတရ ယ်မ ှ

မ ှဂပ က ငျ်ားလည်ျား သဂ ှဂန ျားလည်ပပီျား ပဖစ်ပါသည်။ သပုေသနပပိုလုပ်သနူငှ  ် ဆက်သယွ်ရန ်

လဂပ်စ ၊ ဖုနျ်ားနပံါေ်မ  ျားကဂလုည်ျား သဂ ှဂပပီျားပဖစ်ပါသည်။ 

ကျွန်ပ်ုသည်ပ ှွဲ့ မှ အခ က်အလက်မ  ျားကဂု ဖေရ်ှု ပပီျားပဖစ်ပါသည်။ (သဂု  မဟုေ်) 

ကျွန်ပ်ုအ ျား ဖေ်ပပပပီျားပဖစ်ပါသည်။ ကျွန်ပ်ုေွင ် ပများခွနျ်ားပများပဂုငခ်ွင န်ငှ  ်  ဂပုများခွနျ်ားမ  ျားကဂ ု

ကျွန်ပ်ုပက နပ်သည်အ ဂ ပပဖ က ျားပပီျား ပဖစ်ပါသည်။ ကျွန်ပ်ုသည် သပုေသနေငွ ်

မဂမဂဆနဒအပလ  က်ပါဝငရ်နသ်ပ  ေူပါသည်။ ဤသပုေသန လုပ်ငနျ်ားမ  ျားမ ှအခ ဂနမ်ပရွျား 

နှုေ် ကွ်ခွင  ှ်ဂပပီျား ယငျ်ားသဂု  နှုေ် ကွ်ပ က ငျ်ား ကျွန်ပ်ုအပပေါ် မည်သဂု  မျှ ဂခဂုက်ပခငျ်ား 

မ ှဂပ က ငျ်ား န ျားလည်ပပီျားပဖစ်ပါသည်။ 
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ပါဝငသ် ူအမည်   --------------------------------------------- 

ပါဝငသ် ူလက်မှေ ် --------------------------------------------- 

ပန  စွ    --------------------------------------------- 

 ( ရက် ၊ လ ၊ နစ်ှ ) 

အကယ၍်စောမတတသ်ပူြစလ် င ်

 ကျွန်ပ်ု၏ပ ှွဲ့ပမ ှက်၌ သပုေသနေွငပ်ါဝငမ်ည ်သမူ  ျားအ ျား သပ  ေူညီခ က်ကဂု 

ေဂေဂက က   ှငျ်ား ှငျ်ားလငျ်ားလငျ်ား ဖေ်ပပပပီျားပဖစ်သည်။ န ျားမလည်သည်မ  ျားကဂ ု ပများပဂုငခ်ငွ  ်

 ှဂသည်။  ဂသုသူည် ဆနဒအပလ  က် သပ  ေူညခီ က်ကဂု လွေ်လွေလ်ပ်လပ် ပပျားပခငျ်ား 

ပဖစ်ပ က ငျ်ား ပ  က်ခံအေည်ပပို အပ်ပါသည်။ 

သက်ပသအမည်  -------------------------------------------------- 

ပါဝငသ်၏ူလက်ပဗွ 

သက်ပသလက်မှေ်  --------------------------------------------- 

ပန  စွ      --------------------------------------------- 

      (ရက်၊ လ၊ နစ်ှ) 

 ကျွန်ပ်ု၏ပ ှွဲ့ပမ ှက်၌ သပုေသနေွငပ်ါဝငမ်ည ်သမူ  ျားအ ျား သပ  ေူညီခ က ်ကဂု 

ေဂေဂက က   ှငျ်ား ှငျ်ားလငျ်ားလငျ်ား ဖေ်ပပပပီျားပဖစ်သည်။ န ျားမလည်သည်မ  ျားကဂ ု ပများပဂုငခ်ငွ  ်
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 ှဂသည်။  ဂသုသူည် ဆနဒအပလ  က် သပ  ေူညခီ က်ကဂု လွေ်လွေလ်ပ်လပ် ပပျားပခငျ်ား 

ပဖစ်ပ က ငျ်ား ပ  က်ခံအေည်ပပို အပ်ပါသည်။ 

သပုေသ၏ီအမည် --------------------------------------------- 

သပုေသလီက်မှေ် --------------------------------------------- 

ပန  စွ    --------------------------------------------- 

      (ရက်၊ လ၊ နစ်ှ) 

ဤသပ  ေူခွင ပ်ပိုလ   မဂေတ ျူေစ်ပစ ငက်ဂု သပုေသနေွင ်ပါဝငမ်ည ်သအူ ျား ပပျားအပ်ပပီျား 

ပဖစ်သည်။ 

(သပုေသ ီ/ သပုေသလီက်ပ  က်)  
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Information sheet and inform consent form for wives (English) 

Ethics Review Committee 

Department of Medical Research 

Ministry of Health and Sports 

Republic of the Union of Myanmar 

Informed Consent form (For participants’ wives) 

 This informed consent form is for ≥ 18 years old wives whose husbands are 

participating in this study and residing in the study area prior to the data collection and 

who are requesting to participate in research, titled “Effectiveness of ‘Men in Maternity 

Health (MiM)’ intervention to improve husband involvement in Birth preparedness 

and Complication readiness for safe motherhood in Nay Pyi Taw, Myanmar: A Quasi 

Experimental Study”. 

Name of Principal Investigator  : Dr. May Chan Oo 

Name of Organization : PhD Candidate, Collage of Public Health 

Sciences, Chulalongkorn University 

Name of funding organization : Graduate School Thesis Grant, Graduate 

School, Chulalongkorn University 

Title of the Study                                 : Effectiveness of ‘Men in Maternity Health 

(MiM)’ intervention to improve husband 

involvement in Birth preparedness and 

Complication readiness for safe motherhood in 

Nay Pyi Taw, Myanmar: A Quasi Experimental 

Study 

PART I: Information Sheet 

Introduction 

I am May Chan Oo, currently studying Ph.D. (International Program) at the 

College of Public Health Science, Chulalongkorn University in Thailand. I am doing 

research on “Effectiveness of ‘Men in Maternity Health (MiM)’ intervention to 

improve husband involvement in Birth preparedness and Complication readiness for 
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safe motherhood in Nay Pyi Taw, Myanmar: A Quasi Experimental Study”. I am 

going to give you information and invite you to be part of this research. Before you 

decide to participate, you can talk to anyone you feel comfortable with about the 

research.  

 There may be some words that you do not understand. Please ask me to stop as 

we go through the information and I will take time to explain. If you have questions 

later, you can ask them of me, the interviewer or the staff.  

Purpose of the research 

The research aims to determine the effectiveness of Men in Maternity Health 

(MiM) education intervention to improve husband involvement in birth preparedness 

and complication readiness for safe motherhood in Naypyitaw, Myanmar. 

Type of research intervention 

In ‘Men in Maternity Health (MiM) education intervention, the activity plan 

are sending invitation letter, giving maternal health education and discussion about 

maternal health care with husbands of pregnant women.  

Participant Selection 

You are being invited to take part in this research because your husbands are 

participating in this study who had 18 years old or more and living in the study area prior 

to the data collection. 

Voluntary Participation 

Your participation in this research is entirely voluntary. It is your choice whether 

to participate or not. You may change your mind during the process and stop participating 

even if you agreed earlier.  

Procedures 

It will be included two parts for data collection. The first one is face to face 

interview by using interviewer structured questionnaires and the second one is 

collection of delivery information from birth certificate register book and checklist to 
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access actual husband involvement among pregnant mother. For the first part, your 

husband will be asked.  

For the second part, checklist will also be used for you to assess your husband 

actual involvement in birth preparedness and complication readiness which will be 

taken around 10 minutes per each individual. Your delivery history such as place of 

delivery and birth attendance result will be followed up from birth certificate register 

book or assign midwife to access institutional delivery.  

Duration 

The research takes place about 6 months.  In total, your husband will be asked 

to join health education session and discussion sessions for 12 times in 6 months 

(twice a month). At the end of six months, the research will be finished. 

Risks and Discomforts 

There will be no or little risk by participating in this research. You may feel 

uncomfortable while answering the questions but as the questionnaire will be asked 

privately and it is less likely to happen. However, if you feel uncomfortable any time 

during interview, you can stop answering and quit your participation.  

Benefits 

Participating in this research will not directly benefit to you but it is likely to help 

us find the answer to the research question. But your participation will be the very 

beneficial to show need for further improvement in achieving safe motherhood. So the 

result of this study will be useful to improve the future maternal health care 

programme in your area and other regions of Myanmar. 

Incentives 

You will not be provided any incentive to take part in the research. 

Confidentiality 

We will not be sharing information about you to anyone outside of the research 

team. The information that we collect from this research project will be kept private. Any 

information about you will have a number on it instead of your name. Only the 

researchers will know what your number is.  
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Sharing the Results 

The knowledge that we got from doing this study will be shared with you and 

local health authorities before it is made widely available to the public. We will 

publish the results so that other interested people may learn from this study. Anyhow 

the confidential information will not be shared. 

Right to Refuse or Withdraw 

You can withdraw from the study anytime without losing or paying anything. 

You will be informed any new information that may affect your wife’s health by the 

researcher. You will also be provided the confidentiality and privacy.  

Who to Contact 

If you have any questions, you can ask now or later. If you wish to ask questions 

later, you may contact any of the following: Dr May Chan Oo, No.29/98, No.2 ward, 

Nwe Thar Gi Street, Shwe Pyi Tha Township, Yangon. Tel: +95-9-784976279, Email: 

maechanoo@gmail.com 

This proposal has been reviewed and approved by the Ethics Review 

Committee, Department of Medical Research which is a committee whose task is to 

make sure that research participants are protected from harm. If you wish to find out 

more about the Committee, contact the secretary of the committee at the Department 

of Medical Research, No 5 Ziwaka Road, Dagon PO, Yangon, phone 375457- ext: 

118. 

Part II: Certificate of Consent 

I have been invited to participate in research about “Effectiveness of ‘Men in 

Maternity Health (MiM)’ intervention to improve husband involvement in Birth 

preparedness and Complication readiness for safe motherhood in Nay Pyi Taw, 

Myanmar: A Quasi Experimental Study”. I have been informed clearly about this study. 

I understand that being ≥ 18 years old pregnant mother whose husbands are participating 

in this study and residing in the study area prior to the data collection, I am eligible to 

participate in this study. I have been informed that the risks are minimal. I am aware that 

there may be no benefit to me personally.  I consent voluntarily to be a participant in this 
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study and understand that I have the right to withdraw from the research at any time 

without in any way affecting my future.  

Name of participant ________________________ 

Signature of participant______________________ 

Date_____________________________________ 

                        Day/month/year 

If illiterate 

I have witnessed the accurate reading of the consent form to the potential participant, 

and the individual has had the opportunity to ask questions. I confirm that the 

individual has given consent freely. 

Name of witness_____________________   and thumb print 

Signature of witness _________________ 

Date ______________________________ 

Day/month/year 

I have accurately read or witnessed the accurate reading of the consent form to the 

potential participant, and the individual has had the opportunity to ask questions. I 

confirm that the individual has given consent freely. 

Name of Researcher________________________ 

Signature of Researcher ____________________ 

Date _____________________________________ 

Day/month/year 

A copy of this Informed Consent Form has been provided to participant 

_____(initialed by the researcher/assistant)  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 123 

Information sheet and inform consent form for wives (Myanmar) 

လူပုဂ္ဂိုလ်မ  ျားအပပေါ် သပုေသနစမ်ျားသပ်မှုဆဂငုရ် က င ဝ်ေ်ပက ်မေ ီ

ပဆျားသပုေသနဦျားစီျားဌ န 

က နျ်ားမ ပရျားနငှ အ် ျားကစ ျားဝနက်ကီျားဌ န 

ပပည်ပ  ငစ်ုသမမေပမနမ် နဂငူင်ပံေ  ်

စမ််းသပ်ခံပုဂ္ဂိုလ၏် သဘ ောတခွူင့််ပပိုလ ော (အမ ဂို်းသမီ်း) 

ဤသပ  ေူခွင ပ်ပိုလ  သည် ပမနမ် နဂငူင်ပံနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေငွ ်

ပန ဂငုပ်သ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှု နငှ  ် ပမွျားဖွ ျားရန ်

ကကဂိုေငပ်ပငဆ်ငမ်ှု ကဂစစရပ်မ  ျားေွင ်အဂမ်ပ  ငသ်ည ်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု 

အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပသ  သပုေသန 

စီမံခ က်ေွင ်ပါဝငရ်န ်ဖဂေ်ပခေါ်အပ်ပါသည်။ 

အဓဂကသပုေသအီမည် : ပ ါက်ေ  ပမခ မ်ျားဦျား 

အဖွ ွဲ့အစည်ျားအမည ် : ပါရဂူပက  ငျ်ားသ၊ူ ပပည်သူ  က နျ်ားမ ပရျားပက လဂပ်၊ 

ခ ျူလ ပလ ငက်နွျ်ားေကကသဂလု် 

သပုေသနပခါငျ်ားစဉ် :ပမနမ် နဂငူင်ပံနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွငပ်န ဂငုပ်သ  

ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ် ပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှု 

ကဂစစရပ်မ  ျားေငွ ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ်

သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပခငျ်ား။ 
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အပဂုင််း(၁) သဘုတသနနငှ့် ် ပကသ်ကသ်ည့်် အဘ ကောင််းအရောမ ော်း မဂတဆ်ကပ်ခင််း 

ကျွနမ်ပ ါက်ေ ပမခ မ်ျားဦျားသည်  ဂငုျ်ားနဂငူင်၊ံ ခ ျူလ ပလ ငက်ွနျ်ားေကက သဂလု်၊ ပပည်သူ   

က နျ်ားမ ပရျားပက လဂပ်ေွင ် ပည သင ်က ျားပနပသ ပက  ငျ်ားသေူစ်ဦျားပဖစ်ပါသည်။ 

ကျွနမ်သည် “ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွငပ်န ဂငုပ်သ  

ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏  က နျ်ားမ ပရျားပစ င ပ် ှ က်မှု နငှ  ်ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှု 

ကဂစစရပ်မ  ျားေငွ ် အဂမ်ပ  ငသ်ည် အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ်

သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပခငျ်ား” သပုေသနစ ေမ်ျားအ ျား 

ပပိုလုပ်မည်ပဖစ်ပါသည်။ သင က်ဂ ု ကျွန်ပ်ု၏ သပုေသနေွင ် ပါဝငရ်နဖ်ဂေ်ပခေါ်အပ်ပါသည်။ 

န ျားမလည်ပသ စက ျားရပ်မ  ျား ှဂပါက ကျွန်ပ်ု (သဂု  မဟုေ်) သပုေသနေွင ်ပါဝငသ်ေူစ်ဦျားဦျား 

အ ျား အခ ဂနမ်ပရွျား ပများပမနျ်ားနဂငူပ်ါသည်။ 

သဘုတသန၏ ရည်ရွယခ် က ်

ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွင ်ပန ဂငုပ်သ  ကဂယု်ဝနပ်ဆ င ်

မဂခငမ်  ျား၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ် ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှုကဂစစရပ်မ  ျားေငွ ်

အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုပ်သ  

အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပဖ ် ေု်ရန ်ရညရွ်ယ်ပါသည်။ 

သဘုတသနဘဆောငရွ်ကပုံ်အမ ဂို်းအစော်း 

ဤသပုေသနေွင ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျားနငှ  ် ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ်

က နျ်ားမ ပရျားပစ င ပ် ှ ကမ်ှု ပည ပပျားအခနျ်ားကဏ္ဍပါဝငမ်ည်ပဖစ်သည်။ ယငျ်ားေွငပ်ါဝငမ်ည  ်

သင၏်ခငပ်ွနျ်ားသည်အ ျား ဖဂေ်စ မ  ျားပဖန  ပ်ဝပခငျ်ား၊ ကဂုယ်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျား 
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ပစ င ပ် ှ က်မှု၊ ကကဂိုေငပ်ပငဆ်ငမ်ှုပည ပပျားပခငျ်ား နငှ  ် ပဆျွားပနျွားပခငျ်ား အစီအစဉ်မ  ျား 

ပါဝငမ်ည်ပဖစ်သည်။ 

သဘုတသနတငွ ်ပါဝငမ်ည့််သမူ ော်းကဂ ုဘရွ်းခ ယပ်ခင််း 

 သငသ်ည် ပနပပည်ပေ ်ေွငပ်န ဂငုပ်သ  အသက် ၁၈ နစ်ှပပည ်ပပီျားသူ မဂခငေ်စ်ဦျား 

ပဖစ်ပပီျား သင၏်ခငပ်ွနျ်ားသည်မှ  ယခုပပိုလုပ်ပသ သပုေသနေွင ် ပါဝငပ်သ သ ူ

ေစ်ပယ က်ပဖစ်ပသ ပ က င  ်ဤသပုေသနေငွ ်ပါဝငရ်န ်ဖဂေ်ပခေါ်အပ်ပါသည်။ 

မဂမဂဆန္အ္ဘလ ောက ်သဘုတသနတငွပ်ါဝငပ်ခင််း 

ဤသပုေသနေွငပ်ါဝငပ်ခငျ်ားမှ  သင၏်လွေ်လပ်ပသ  သပ  ဆန္အ္ပလ  က ်

သ ပဖစ်သည်။ အကယ်၍ ပါဝငပ်ခငျ်ားမ ှဂပါလျှင ် သငန်ငှ က်ပလျားအေွက ် ပန ငရ် ှဂမည  ်

က နျ်ားမ ပရျားပစ င ပ် ှ ကမ်ှုအ ျား မည်သဂု  မျှ  ဂခဂုက် ပစမည် မဟုေ်ပါ။ 

သဘုတသနလပ်ုငန််းလပ်ုဘဆောငခ် ကအ်ဆင့်ဆ်င့် ်

ဤသပုေသနပဆ ငရွ်ကရ် ေွင ် အဓဂကအပဂုငျ်ား ၂ ပဂုငျ်ား ပါဝငမ်ည်ပဖစ်သည်။ 

ပ မေစ်ပဂုငျ်ားမှ  အမ ဂိုျားသ ျားမ  ျားအ ျား မ က်န ှခ ငျ်ားဆဂငုပ်များခွနျ်ားပများပမနျ်ားပခငျ်ားပဖစ်ပပီျား 

 ေုဂယေစ်ပဂငုျ်ားမှ  ကဂုယဝ်နပ်ဆ ငမ်ဂခငက်ပလျားပမျွားဖွ ျားမှုဆဂငုရ်  အခ က်အလက်မ  ျားကဂ ု

လူန မှေ်ေမ်ျား (သဂု  ) ပမွျားဖွ ျားစ ရငျ်ားမ  ျား မှေစ်ဆင  ် စ ရငျ်ားပက က်ယူပခငျ်ားနငှ  ်

အမ ဂိုျားသမီျားမ  ျားအ ျား ပများပမနျ်ားပခငျ်ားပဖစ်ပါသည်။ ပ မအပဂုငျ်ားအေွက် ပများခွနျ်ားမ  ျားကဂ ု

သင၏်ခငပ်ွနျ်ားအ ျား ပများပမနျ်ား သ ွျားမည်ပဖစ်သည်။  
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 ေုဂယပဂုငျ်ားအေွက် က နျ်ားမ ပရျားဌ န (သဂု  ) ေ ဝနက် သ ျားဖွ ျားဆရ မ ၏ 

အကူအညီပဖင လ်နူ မှေေ်မ်ျား (သဂု  ) ပမွျားဖွ ျားစ ရငျ်ားမ  ျား မှေစ်ဆင  ် ကဂုယဝ်နပ်ဆ ငမ်ဂခင ်

ကပလျားပမွျားဖွ ျားပခငျ်ားနငှ  ် ပေ်သက်ပသ  သေငျ်ားအခ က်အလက်မ  ျားကဂု ပလ လ စစ်ပဆျား 

က  အနတရ ယက်ငျ်ားပသ  ကပလျားမီျားဖွ ျားမှု အပ က ငျ်ားအရ ကဂု ပလ လ မည်ပဖစ်ပါသည်။ 

သင၏်ကပလျားပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှုေွင ်သင၏်ခငပ်ွနျ်ားသည် မည်မျှပူျားပပါငျ်ားပါဝင ်

ပဆ ငရွ်က်ပခငျ်ား ှဂ/မ ှဂအစ ှဂသည ် အခ က်အလကမ်  ျားကဂုလည်ျား သင အ် ျားပများပမနျ်ားမည ်

ပဖစ်ပါသည်။ ပများခွနျ်ားပများပမနျ်ားပခငျ်ားကဂု စနစ်ေက ပလ က င  ် ျားပသ သမူ  ျားမှ ပများပမနျ်ားမည ်

ပဖစ်ပဖစ်ပါသည်။ သငပ်များခွနျ်ားမ  ျားအ ျားလံုျား ပပဖဆဂရုန ် ခန  မှ်နျ်ားအ ျားပဖင  ် ၁၀ မဂနစ်မျှ 

 က ပမင မ်ည် ပဖစ်သည်။   
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 ကောပမင့်ခ် ဂန် 

ဤသပုေသနသည် (၆) လ က ပမင မ်ည်ပဖစ်သည်။ ၎ငျ်ားအခ ဂနအ်ေငွျ်ား ပါဝငသ် ူ

သင၏် ခငပ်ွနျ်ားသည် ကဂုယ်ဝနပ်ဆ ငက် နျ်ားမ ပရျားပစ င ပ် ှ က်မှုပပျားပသ  ရပ်ကွက်/ရွ  ှဂ 

က နျ်ားမ ပရျားဌ နေွင ် က ငျ်ားပသည ် က နျ်ားမ ပရျားအသဂပည ပပျားပွ  နငှ ပ်ဆျွားပနျွားပွ မ  ျားကဂ ု

ေစ်လလျှင ် (၂) ကကဂမ်နငှ  ်သပုေသနက လ (၆) လအေွငျ်ား (၁၂) ကကဂမ်ေက်ပရ က်ရမည ်

ပဖစ်သည်။ ၆ လ က လျှင ်သပုေသန ပပီျားဆံျုားမည် ပဖစ်ပါသည်။ 

ထဂခဂုကန်ဂငူမ်ှုနငှ့် ်ကဂယုစ်ဂတအ်ဘနေှာင့်အ်ယကှပ်ြစဘ်စပခင််းမ ော်း 

 ဤသပုေသနေွငပ်ါဝငက်  ဝငပ်ရ က်ပဆျွားပနျွား ပပဖဆဂသုအူပနပဖင  ် ပများခွနျ်ားမ  ျား 

အ ျား သျီားသန  ပ်ပဖဆဂခု ဂနေ်ွင ် သက်ပေ င သ်က်သ မ ှဂမှု အနည်ျားငယ် ခံစ ျားရနဂငူပ်ါသည။် 

ဤသပုေသနပပဖဆဂခု ဂနေ်ွင ် ပါဝငသ်အူပနပဖင  ် စဂေ်ပက နပ်မှုမ ှဂပါက သပုေသနေွင ်

ဆက်လက်မပါဝငပ်  ပနနဂငူပ်ါသည်။ 

အက ဂို်းဘက ်းဇူ်းမ ော်း 

 ဤသပုေသနမှရ ှဂလ မည ် ရလ အ်ပပဖမ  ျား၊ ပေွွဲ့  ှဂမှုမ  ျားသည် သင အ် ျား 

ေဂုက်ရဂုက်အက ဂိုျားပပိုလဂမ ်မည်မဟုေ်ပါ။ သဂု  ပသ ် သပုေသနမှရ ှဂလ ပသ အပပဖမ  ျားသည် 

ကဂုယ်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျားပစ င ပ် ှ က်မှုစီမံခ က် ပအ ငပ်မငမ်ှုရ ှဂရန ် လုပ်ပဆ ငရ် 

မည ် လဂုအပ်ခ က်မ  ျားကဂု ပပသပပျားပါသည်။  ဂအုပပဖမ  ျားသည ် အန ဂေ်ေငွ ်

သငပ်န ဂငုရ်  ပ သနငှ  ် ပမနမ် ပပည်ေစ်ဝနျ်ားေွင ် လုပ်ပဆ ငပ်နပသ  မဂခငန်ငှ က်ပလျား 

က နျ်ားမ ပရျား ပစ င ပ် ှ က်မှု စီမံခ က်ပအ ငပ်မငပ်အ င ် အပက ငအ် ည် ပဖ ်ရနမ်  ျားစွ  

အပ  က်အကူ ပပိုမည် ပဖစ်ပါသည်။  
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ဘက ်းဇူ်းတံု ့်ပပန်မှု 

သပုေသနလုပ်ငနျ်ားေငွ ်သငအ်ခ ဂနပ်ပျားပါဝငပ်ပဖ က ျားမှုကဂု အသဂအမှေ်ပပိုပါသည်။ 

သငပ်ူျားပပါငျ်ား ပါဝငမ်ှုအေွက် ပငသွ ျား (သဂု  မဟုေ်) ပစစည်ျားမ  ျားကဂု ပက ျားဇူျားေံု  ပပနသ်ည ် 

အပနပဖင  ်ပပျားမည်မဟုေပ်ါ။ 

အခ ကအ်လကမ် ော်းကဂ ုလ ဂို ျှို့ ဝှကထ်ော်းရှဂမှု 

 ဤသပုေသနစီမံခ က်မှရ ှဂပသ  သေငျ်ားအခ ကအ်လက်မ  ျားကဂု လျှဂိုွဲ့ ဝှက်  ျား 

မည်။ သငန်ငှ ပ်က်သကပ်သ  အခ က်အလက်မ  ျားကဂု သပုေသနပပိုလုပ်သမူ  ျားမှလွ ၍ 

မည်သေူစ်ဦျားေစ်ပယ ကမ်ှ  ကည ်ပဂုငခ်ွင မ် ှဂပါ။ သင၏်န မည်အစ ျား နပံါေ်စနစ်ပဖင  ်

အခ က်အလက်မ  ျားကဂ ု သဂမ်ျားဆည်ျား  ျားမည်။ သပုေသနပပိုလုပ်သမူ  ျားသ လျှင ်

သင၏်နပံါေ်ကဂုသဂ ှဂပပီျား ပသခ  စွ ပသ  ခေ် သဂမ်ျားဆည်ျား  ျားမည် ပဖစ်သည်။ 

သဘုတသနရလောဒမ် ော်းကဂပုြန ့််ဘဝမှု 

ဤသပုေသနမှရ ှဂလ မည ် ရလ မ်  ျားကဂု အမ  ျားပပည်သပူလ လ နဂငုပ်စရန ်

မပဖန  ပ်ဝမီ သငန်ငှ  ်သက်ဆဂငုရ်  အဖွ ွဲ့အစည်ျားမ  ျားကဂု အသဂပပျားမည်ပဖစ်ပါသည်။ အကယ်၍ 

ဤသပုေသနကဂု အပခ ျားစဂေ်ဝငစ် ျားပသ သမူ  ျား ှဂပါက ပလ လ နဂငုရ်နအ်ေကွ် 

ပလ လ ပေွွဲ့  ှဂခ က်မ  ျားအ ျား သပုေသနစ ေမ်ျား  ေု်ပဝပခငျ်ားေွင ် အသံျုားပပိုမည် 

ပဖစ်ပါသည်။  
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မဂမဂဆနဒအဘလ ောက ်သဘုတသနတငွပ်ါဝငပ်ခင််း 

 ဤသပုေသနမှ သငအ်ခ ဂနမ်ပရွျား နေု် ကွ်နဂငုပ်ါသည်။  ဂသုဂု   နေု် ကွ်ပခငျ်ား 

ပ က င  ် ဆံျုားရှု ံျားနစ်န ပခငျ်ား ေစ်စုံေစ်ရ မ ှဂပါ။ အကယ်၍ သငန်ငှ သ်င က်ပလျား 

က နျ်ားမ ပရျားကဂု  ဂခဂုကန်ဂငုမ်ည ် အပပခအပနမ  ျား ှဂလ ပါကလည်ျား သပုေသနပပိုလုပ်သမူှ 

သင အ် ျား သေငျ်ားပပျားသ ွျားမည် ပဖစ်ပါသည်။  ဂု  အပပင ် လံုပခံိုစဂေ်ခ ရမှု နငှ  ်

ပ ျားကငျ်ားယံု ကည်ရမှုေဂု  လည်ျား  ှဂမည် ပဖစ်ပါသည်။  
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ဆကသ်ယွန်ဂငူမ်ည့််ပုဂ္ဂိုလမ် ော်း 

 အကယ်၍ သင ၌်ပများစရ ပများခွနျ်ားမ  ျား ှဂပါက အခ ဂနမ်ပရွျားပများပမနျ်ားနဂငူပ်ါသည်။ 

ပများစရ  ှဂလျှင ် ပ ါက်ေ ပမခ မ်ျားဦျား၊  ွ ွဲ့လွနသ်ငေ်နျ်ားပက  ငျ်ားသ၊ူ ပပည်သူ  က နျ်ားမ ပရျား 

ပက လဂပ်၊ ခ ျူလ ပလ ငက်ွနျ်ားေကက သဂလု်၊  ဂငုျ်ားနဂငူင်၊ံ ပမနမ် နဂငုင်လံဂပ်စ  - အမှေ်၂၉/၉၈၊ 

အမှေ်၂ ရပ်ကွက်၊ နယွ်သ ကီလမ်ျား၊ ပရ ပပည်သ ပမဂိုွဲ့နယ်၊ ရနက်ုနေ်ဂုငျ်ားပ သကကီျား၊ 

ေယ်လီဖုနျ်ား +၉၅ ၉၇၈၄၉၇၆၂၇၉ သဂု   ဆက်သယွ်နဂငူပ်ါသည်။ 

ဤအဆဂပုပိုခ က်သည် လူပုဂ္ဂိုလ်မ  ျားအပပေါ် သပုေသနစမ်ျားသပ်မှုဆဂငုရ် က င ဝ်ေ ်

ပက ်မေီ၊ ပဆျားသပုေသနဦျားစီျားဌ န၏ ဆနျ်ားစစ်ပ  ေူအေည်ပပိုခ က်ရပပီျား ပဖစ်သည်။ 

အကယ်၍သငသ်ည် ပက ်မေီနငှ ပ်ေ်သက်၍ သဂလဂုသည်မ  ျား ှဂပါက အေွငျ်ားပရျားမှုျား 

(ပက ်မေီ)၊ ပဆျားသပုေသနဦျားစီျားဌ န၊ အမှေ် (၅) ၊ ဇီဝကလမ်ျား၊  ဂုံပမဂိုွဲ့နယ်၊ ရနက်ုန၊် ဖုနျ်ား 

၃၇၅၄၄၇၊ လဂုငျ်ားခွ  ၁၁၈သဂု   ရုံျားခ ဂနအ်ေွငျ်ား ဆက်သယွန်ဂငူပ်ါသည်။ 

အပဂုင််း (၂) သဘ ောတညူီခ က ်

ကျွန်ပ်ုသည်“ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွင ် ပန ဂငုပ်သ  

ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏  က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ် ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှု 

ကဂစစရပ်မ  ျားေငွ ် အဂမ်ပ  ငသ်ည် အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ်

သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျားပလ လ ပခငျ်ား” သပုေသနစီမံခ ကေ်ွင ်ပါဝငရ်န ်

ဖဂေ်ပခေါ် ပခငျ်ားခံရပါသည်။ 

သပုေသနပပိုလုပ်သေူဂု  သည် “ပမနမ် နဂငူင်၊ံ ပနပပည်ပေ ်ပပည်ပ  ငစ်နုယပ်ပမ 

ေွင ်ပန ဂငုပ်သ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား၏  က နျ်ားမ ပရျားပစ င ပ် ှ က်မှုနငှ  ်ပမွျားဖွ ျားရန ်
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ကကဂိုေငပ်ပငဆ်ငမ်ှုကဂစစရပ်မ  ျားေွင ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု 

အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုသ်ည်  အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပခငျ်ား”  သပုေသန 

ပပိုလုပ်မည် ပဖစ်ပ က ငျ်ား သဂ ှဂန ျားလည်ပပီျား ပဖစ်ပါသည်။ ကျွန်ပ်ုေွငမ်ည်သည ် အနတရ ယ်မ ှ

မ ှဂပ က ငျ်ားလည်ျား သဂ ှဂန ျားလည်ပပီျား ပဖစ်ပါသည်။ သပုေသနပပိုလုပ်သနူငှ  ် ဆက်သယွ်ရန ်

လဂပ်စ ၊ ဖုနျ်ားနပံါေ်မ  ျားကဂလုည်ျား သဂ ှဂပပီျားပဖစ်ပါသည်။ 

ကျွန်ပ်ုသည် ပ ှွဲ့ မှအခ က်အလက်မ  ျားကဂု ဖေရ်ှု ပပီျားပဖစ်ပါသည်။ (သဂု  မဟုေ်) 

ကျွန်ပ်ုအ ျား ဖေ်ပပပပီျားပဖစ်ပါသည်။ ကျွန်ပ်ုေွင ် ပများခွနျ်ားပများပဂုငခ်ွင န်ငှ  ်  ဂပုများခွနျ်ားမ  ျားကဂ ု

ကျွန်ပ်ုပက နပ်သည် အ ဂ ပပဖ က ျားပပီျားပဖစ်သည်။ ကျွန်ပ်ုသည် သပုေသနေငွ ်

မဂမဂဆနဒအပလ  က်ပါဝငရ်န ်သပ  ေူပါသည်။ ဤသပုေသနလုပ်ငနျ်ားမ  ျားမှ အခ ဂနမ်ပရွျား 

နေု် ကွ်ခွင  ှ်ဂပပီျား ယငျ်ားသဂု   နေု် ကွ်ပခငျ်ားပ က င  ် ကျွန်ပ်ုအပပေါ် မည်သဂု  မျှ  ဂခဂုက်ပခငျ်ား 

မ ှဂပ က ငျ်ား န ျားလည်ပပီျားပဖစ်ပါသည်။ 

ပါဝငသ် ူအမည်   --------------------------------------------- 

ပါဝငသ် ူလက်မှေ ် --------------------------------------------- 

ပန  စွ    --------------------------------------------- 

 ( ရက် ၊ လ ၊ နစ်ှ ) 

အကယ်၍စ မေေ်သပူဖစ်လျှင ်

 ကျွန်ပ်ု၏ပ ှွဲ့ပမ ှက်၌ သပုေသနေွငပ်ါဝငမ်ည ်သမူ  ျားအ ျား သပ  ေူညီခ က်ကဂု 

ေဂေဂက က   ှငျ်ား ှငျ်ားလငျ်ားလငျ်ား ဖေ်ပပပပီျားပဖစ်သည်။ န ျားမလညသ်ည်မ  ျားကဂ ု

ပများပဂုငခ်ွင  ှ်ဂသည်။  ဂသုသူည် ဆနဒအပလ  က် သပ  ေူညီခ က်ကဂု လွေလ်ွေ်လပ်လပ် 

ပပျားပခငျ်ားပဖစ်ပ က ငျ်ား ပ  က်ခံအေည်ပပိုအပ်ပါသည်။ 
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သက်ပသအမည်  -------------------------------------------- 

ပါဝငသ်၏ူလက်ပဗွ 

သက်ပသလက်မှေ်  -------------------------------------------- 

ပန  စွ      --------------------------------------------- 

      (ရက်၊ လ၊ နစ်ှ) 

 ကျွန်ပ်ု၏ပ ှွဲ့ပမ ှက်၌ သပုေသနေွငပ်ါဝငမ်ည ်သမူ  ျားအ ျား သပ  ေူညီခ က်ကဂု 

ေဂေဂက က   ှငျ်ား ှငျ်ားလငျ်ားလငျ်ား ဖေ်ပပပပီျားပဖစ်သည်။ န ျားမလညသ်ည်မ  ျားကဂ ု

ပများပဂုငခ်ွင  ှ်ဂသည်။  ဂသုသူည် ဆနဒအပလ  က် သပ  ေူညီခ ကက်ဂ ု

လွေ်လွေ်လပ်လပ်ပပျားပခငျ်ားပဖစ်ပ က ငျ်ား ပ  က်ခအံေည်ပပိုအပ်ပါသည်။  
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သပုေသ၏ီအမည် --------------------------------------------- 

သပုေသလီက်မှေ် --------------------------------------------- 

ပန  စွ    --------------------------------------------- 

      (ရက်၊ လ၊ နစ်ှ) 

ဤသပ  ေူခွင ပ်ပိုလ   မဂေတ ျူေစ်ပစ ငက်ဂု သပုေသနေွင ်ပါဝငမ်ည ်သအူ ျား 

ပပျားအပ်ပပီျားပဖစ်သည်။ 

-------------------------------------------------------------------------------------- 

(သပုေသ ီ/ သပုေသလီက်ပ  က်)  
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APPENDIX B 

Questionnaire (ENGLISH) 

 

Part I: Predisposing factors 
Section A: Socio-demographic characteristics and wife’s characteristics 
Please mark √ in (  ) or fill in the blanks for explanation the truth 
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Part II: Enabling factors 
A. Availability and accessibility to maternal health care facility 

Please mark √ in (  ) or fill in the blanks for explanation the truth 
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Part III. Need factors: Plan/Unplanned pregnancy, current gestational age of 

pregnancy and present of suspected danger symptoms 

Please mark √ in (  ) or fill in the blanks for explanation the truth 
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Part IV. Husbands’ knowledge and attitude on maternal health care and their 
involvement in birth preparedness and complication readiness 

a. Knowledge on maternal care and danger signs 
Please mark √ in (  ) or fill in the blanks for explanation the truth 
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B. Attitude on maternal care and BR/CR 
Please mark √ in (  ) or fill in the blanks for explanation the truth 

SA= Strongly Agree, A=Agree, D=Disagree, SD=Strongly Disagree  
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C. Involvement in Birth Preparedness and Complication Readiness 

Please mark √ in (  ) or fill in the blanks for explanation the truth 

 

Thanks for your participation. 
Signature of interviewer 

--------------------------------------------------------------  
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Modified Part III questionnaire and section C questionnaire from part IV for 2nd 

posttest  

Part III. Need factors: Plan/Unplanned pregnancy, current gestational age of 

pregnancy and present of suspected danger symptoms 

Please mark √ in (   ) or fill in the blanks for explanation the truth 
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Part IV. Husbands’ knowledge and attitude on maternal health care, birth 

preparedness and complication readiness and husband involvement in birth 

preparedness and complication readiness 

C. Involvement in Birth Preparedness and Complication Readiness 

Please mark √ in (   ) or fill in the blanks for explanation the truth 
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Questionnaire (MYANMAR) 
ပမနမ် နဂငူင်ပံနပပည်ပေ ်ပပည်ပ  ငစ်ုနယ်ပပမေွင ် ပန ဂငုပ်သ  ကဂုယ်ဝနပ်ဆ ငမ်ဂခငမ်  ျား 

၏ က နျ်ားမ ပရျားပစ င ပ် ှ က်မှု နငှ  ် ပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှု ကဂစစရပ်မ  ျားေငွ ်

အဂမ်ပ  ငသ်ည် အမ ဂိုျားသ ျားမ  ျား၏ ပါဝငပ်ဆ ငရွ်က်မှု အခနျ်ားကဏ္ဍနငှ  ် သက်ဆဂငုပ်သ  

အပ က ငျ်ားအရ မ  ျားအ ျား ပလ လ ပသ  သပုေသန 

 

ပများခွနျ်ားမ  ျားကဂုပများခငွ ပ်ပိုပါခငဗ်   /  ှင ။် 

အပဂုငျ်ား (၁) မူလပငက်ဂု အခ က်အလက်မ  ျား  

(က) လူပနမှုနငှ စီ်ျားပွ ျားပရျားဆဂငုရ် ဝဂပသသလကခဏ မ  ျား 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (  ) ေွင ် √ အမှနပ်ခစ် (သဂု  မဟုေ)် ကွက်လပ်မ  ျားေွင ်

မှနက်နစ်ွ ပဖည ်ပါ။ 
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အပဂုငျ်ား (၂) ပ  က်ကူပနပသ  အခ က်အလက်မ  ျား  

ကဂုယ်ဝနပ်ဆ ငမ်ဂခင ် က နျ်ားမ ပရျားပစ င ပ် ှ ကမ်ှု ရ ှဂနဂငူပ်သ  အပပခအပနနငှ  ်

လက်လှမ်ျားမှီမှု အပပခအပန 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (   ) ေွင ် √ အမနှပ်ခစ် (သဂု  မဟုေ်) ကွက်လပ်မ  ျားေငွ ်

မှနက်နစ်ွ ပဖည ်ပါ။ 

 

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 152 

  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 153 

အပဂုငျ်ား (၃) ကဂုယ်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျားပစ င ပ် ှ က်မှုခယံူရန ် လဂုအပ်ပသ  

အခ က်မ  ျား 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (   ) ေွင ် √ အမနှပ်ခစ် (သဂု  မဟုေ်) ကွက်လပ်မ  ျားေငွ ်

မှနက်နစ်ွ ပဖည ်ပါ။ 
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အပဂုငျ်ား (၄) အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ကဂုယ်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျား 

ပစ င ပ် ှ က်မှု  ဗဟုသေု၊ သပ    ျားနငှ  ်ပမွျားဖွ ျားရန ်ကကဂိုေငပ်ပငဆ်ငမ်ှု 

(က) အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ကဂယု်ဝနပ်ဆ ငက် နျ်ားမ ပရျားပစ င ပ် ှ ကမ်ှု 

ဗဟုသေု 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (   ) ေွင ် √ အမနှပ်ခစ် (သဂု  မဟုေ်) ကွက်လပ်မ  ျားေငွ ်

မှနက်နစ်ွ ပဖည ်ပါ။ 

  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 155 

  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 156 

  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 157 

(ခ) အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား၏ ကဂုယ်ဝနပ်ဆ ငက် နျ်ားမ ပရျား ပစ င ပ် ှ ကမ်ှု 

သပ    ျား 
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(ဂ) ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှုေွင ် အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား ပူျားပပါငျ်ားပါဝင ်

ပဆ ငရွ်က်ပခငျ်ား 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (  ) ေွင ် √ အမှနပ်ခစ် (သဂု  မဟုေ)် ကွက်လပ်မ  ျားေွင ်

မှနက်နစ်ွ ပဖည ်ပါ။ 

 

ကညူပီပီျားပပဖဆဂပုပျားေ ပက ျားဇူျားေငပ်ါေယခ်ငဗ် /  ှင ။် ။ 

ပများခနွျ်ားပများပမနျ်ားသ၏ူ လကမ်ှေ ်

……………………………………………  
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Modified Part III questionnaire and section C questionnaire from part IV for 2nd 
posttest  

(ပမနမ်   သ ပပနဆ်ဂခု က်) 

အပဂုငျ်ား (၃) ကဂုယ်ဝနပ်ဆ ငမ်ဂခငက် နျ်ားမ ပရျားပစ င ပ် ှ က်မှုခံယူရန ်

လဂုအပ်ပသ အခ က်မ  ျား 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (   ) ေွင ်√ အမှနပ်ခစ် (သဂု  မဟုေ်) ကွက်လပ်မ  ျားေငွ ်

မှနက်နစ်ွ ပဖည ်ပါ။ 
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အပဂုငျ်ား (၄) 

(ဂ) ပမွျားဖွ ျားရနက်ကဂိုေငပ်ပငဆ်ငမ်ှုေွင ်အဂမ်ပ  ငသ်ည်အမ ဂိုျားသ ျားမ  ျား ပူျားပပါငျ်ားပါဝင ်

ပဆ ငရွ်က်ပခငျ်ား 

ပက ျားဇူျားပပို၍ သက်ဆဂငုရ်  (   ) ေွင ်√ အမှနပ်ခစ် (သဂု  မဟုေ်) ကွက်လပ်မ  ျားေငွ ်

မှနက်နစ်ွ ပဖည ်ပါ။ 

 

  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 161 

APPENDIX C 

Checklist for participants’ wives assessing their husband involvement in BP/CR 

(English) 
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Checklist for participants’ wives assessing their husband involvement in BP/CR 

(Myanmar) 

ကပလျားပမွျားဖွ ျားရန ် ကကဂိုေငပ်ပငဆ်ငမ်ှုေွငခ်ငပ်နွျ်ားသည်မ  ျားပူျားပပါငျ်ားပါဝငပ်ဆ ငရွ်က်ပခငျ်ား 

ဆနျ်ားစစ် ပများခွနျ်ားလ   
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APPENDIX D 

Birth Certificate Register Book (English) 

Please mark √ in (  ) or fill in the blanks for explanation the truth 

1 Date of Delivery  

2 Place of Delivery  

3 Birth attendant for delivery  

4 Method of delivery  

  

1
6

0
9

4
2

7
7

2
6



 

C
U
 
i
T
h
e
s
i
s
 
5
8
7
9
1
8
3
4
5
3
 
d
i
s
s
e
r
t
a
t
i
o
n
 
/
 
r
e
c
v
:
 
2
4
0
7
2
5
6
2
 
1
6
:
1
4
:
3
1
 
/
 
s
e
q
:
 
1
5

 164 

Birth Certificate Register Book (Myanmar) 

သပုေသန ပများခွနျ်ား 

သပုေသန  

ပပိုလုပ်သူ 

၁။ ကပလျားပမွျားဖွ ျားသည ရ်က် 

…………………………………………………………………… 

 

၂။ ကပလျားပမွျားဖွ ျားသည ်ပနရ  (ပဆျားရုံ၊ ပဆျားခနျ်ား၊ အဂမ်၊ သ ျားဖွ ျားခနျ်ား၊ 

စသည်) 

…………………………………………………………………… 

 

၃။ ကပလျားပမွျားဖွ ျားပပျားသည သ် ူ (ဆရ ဝန၊် သ ျားဖွ ျားဆရ မ၊ 

လက်သည်စသည်) 

………………………………………………………………….. 

 

၄။  ယ်လဂုပမွျားဖွ ျားခ  ပါသလ ။  

……………………………………………………………………     
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APPENDIX E 

Wealth Index Calculation 

For Q1 (1=-0.025530808557484) (2=0.345544778502443)  

- For Q2 (1=0.371659018974553) (2=-0.102020130983158) 

(3=0.00219786488820126) (4=-0.0839642312507093)  

- For Q3 (1=0.0259880009672461) (2=-0.00141626285317562) (3=-

0.162272142711908) (4=0.417222311375859) (5=0.0259880009672461)  

- For Q4 (1=0.131993214614489) (2=-0.00951544838130225)  

- For Q5 (1=0.636284380209355) (2=-0.0673020128779394) 

(3=0.392233966046171) (4=-0.0673020128779394)  

- For Q6 (1=-0.318405128511842) (2=0.0745454722181857  

- For Q7 (1=-0.267632087520993) (2=0.207029538060123) (3=-

0.0248301579333771)  

- For Q8 (1=0.155846115392707) (2=0.401412657571093) (3=-

0.0984432979631162)  

- For Q9 (1=-0.196904057438958) (2=0.0578959186202151) (3=0.38406545483466) 

(4=-0.0020308798728003)  

- For Q10 (1=0.133887716987529) (2=-0.0864678317972501)  

- For Q11 (1=0.373700371807049) (2=-0.00758553700058694)  

- For Q12 (1=0.118485721307809) (2=-0.0716352645001091)  

- For Q13 (1=0.0818349475261608) (2=-0.0378962952521668)  

Then, calculate sum of rural scores by formula,  

RuralScore=Q1_RUR+Q2_RUR+Q3_RUR+Q4_RUR+Q5_RUR+Q6_RUR+Q7_RU

R+Q8_RUR+Q9_RUR+Q10_RUR+Q11_RUR+Q12_RUR+Q13_RUR.  
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Scoring of urban area will be done using coding number according standardize 

scoring in Myanmar Equity Tool according to Myanmar Census as follow;  

- For Q1 (1=-0.0152788703241126) (2=0.0296774684424243) 

For Q2 (1=0.0789746818944892) (2=-0.19171597556422) (3=-0.479537125127508) 

(4=-0.19171597556422)  

- For Q3 (1=-0.14079901746662) (2=-0.149666156807015) (3=-

0.259416772722511) (4=0.131957854071569) (5=0.131957854071569)  

- For Q4 (1=0.109241041668876) (2=-0.0410550098868406)  

- For Q5 (1=0.184809665613407) (2=-0.25301708026281) (3=-

0.0889954352927103) (4=0.184809665613407)  

- For Q6 (1=-0.329594996854224) (2=0.00866449197525057)  

- For Q7 (1=-0.396154255213975) (2=0.0654648072132339) (3=-

0.0983750328408838)  

- For Q8 (1=-0.012430185299896) (2=0.259325350455836) (3=-

0.197027166368122)  

- For Q9 (1=-0.269884615846232) (2=-0.107747189261285) 

(3=0.239437731703686) (4=-0.0107852850572689)  

- For Q10 (1=0.0536242051754263) (2=-0.167856787521704)  

- For Q11 (1=0.172320630482368) (2=-0.0353871864701528)  

- For Q12 (1=0.0313760310021862) (2=-0.02194414211602)  

- For Q13 (1=-0.000331694578401517) (2=0.000293193695119422)  

Then, calculate sum of urban scores by formula,  

UrbanScore=Q1_URB+Q2_URB+Q3_URB+Q4_URB+Q5_URB+Q6_URB+Q7_UR

B+Q8_URB+Q9_URB+Q10_URB+Q11_URB+Q12_URB+Q13_URB.  
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After that, national scores of each respondent will be calculated based on the urban 

and rural scores.  

National Score = 0.7935311+0.8882363*Urban Score.  

National Score = -0.3091079+0.7449525*Rural Score.   
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APPENDIX F 

Time schedule 
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APPENDIX G 

Intervention Tool and Activity photos 

(1) Intervention Tool photos 
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(2) Activity photos 

 

 
Compiling the list of eligible husbands 

with the help of assigned area midwives 

 

 
Data collection training 
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Data collection at assembling place 

  

 
Primary researcher gave ‘MiM’ 

education 

 

 
Data collection at participants’ home 

(Participants who did not come to 

assembling place) 

 

 
Group discussion session 
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Group discussion session 

 

 
Checking birth certificate register 
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APPENDIX H 

Intervention Tool and Activity photos 
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