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Approximately 1.3 million women give bitth-each year in Myanmar and
according to the “Nationwide Cause-speciﬁg Maternal Mortality Survey”, carried out
by Department of Healthuin 2004.2005, matﬂemal mortality ratio was estimated at 316
per 100,000 live births ?ﬁhe"-n ional level. The complications during antenatal and
delivery periods were the main causes of maternal mortality and morbidity; and 80%
of maternal deaths weresnostly atthorie. More than 70% of the total population lives
in rural areas where §9% offall maternal deatlis were reported.

This study was

/ie&ou}“inthreg Pa0 villages which are located in Taunggyi
Township, Shan State, My 4 ’thq main p rpose of this study was to evaluate the
effectiveness of maternal health education program using pictorial maternal health
OVi

il h

education handbook for im "fg kné'Wledgé"and attitude and practice/intention to
practice regarding matern ?Z{l.‘:h c'é'r\(::‘ in arit:r:e?;atgl, delivery and postnatal period
including breastfeeding and family planfiing among reproductive age women in PaO
ethnic group in Myanmar, bt TEed fd

Intervention program emphasized on giving health education on antenatal,
delivery and postnatal care including breastfeeding and family planning conducted by
village health volunigers using -pié_fofié] handbook which was develgped in their social
and cultural contextoParticipatory approach was used to develop fhe/maternal health
education program :ﬁnd both quantitative and qualitative mefﬁég}% were used to
evaluate the effectiveness of maternal health education program.— :

The findings revealed that knowledge, attitude and infention to practice of
maternal health care and health related behaviors were significantly increased after
women’s group education-“sessions using pietorial maternal health education
handbook.

Moreover, the'maternal health-education‘program-empowered the community
representatives in identifying and analyzing the women’s health problem, developing
action  plans_ to_ address. the_priority problems,  resource .mobilization, “having
responsibilities inimplementing, and evaluation of the health program.
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CHAPTER I
INTRODUCTION

1.1 Background

Improving women’s health is the fifth™ Millennium Development Goal as
adopted in September 2000 targeting to reduce, by 2015, maternal mortality in
developing countrics. by threc quarters| which is 75% of the 1990 figure (UNFPA,
2006). Global ratio_ofmaternal mortality is 400 maternal deaths per 100,000 live
births in 2005 has barely changed since 1'990 (WHO, 2005). Maternal mortality ratios
range from 830 per 100,000 live blrths n Afncan countries to 24 per 100,000 live
births in European countries (WHO 2005?

Among the deyeloping countrles spb Saharan Africa had the highest maternal
mortality ratio (MIMR) ‘at 900 maternal-g death per 100,000 live births in 2005,
followed by South Asia (490), Oceama (430),,South Eastern Asia (300), Western
Asia (160), North Africa (160), Latm America and the Caribbean (130), and Eastern
Asia (50) (WHO, 2007): In South Eastern Ale'a three countries (Cambodia, Lao PDR,
and Myanmar) have high levels of materna.l_m’ortahty, with over 300 deaths per
100,000 live births (UNFPA. 2006). - ‘,-' =

d ol

Maternal mortality is one of the greatest problems in thefworld (WHO, 1995).

Every year, 7‘-[h&i:jest1mated 211 million pregnancies occur (WH-€),-I72005) and about
529,000 motﬁé;s-are still dying, mostly from avoidable cauéég-(WHO, 2007). In
2005, of the estimated total of 536,000 maternal deaths worldwide, developing
countries accounted” for 99% which is 533,000 of the deaths, and in South Asia,
188,000 maternal death occurred/(UNEPRA, 20006).

Pregnancy.and childbirth land their couisequences.are stillithe leading causes of
death among reproductive age women. Over 300 million women in the developing
world~currently rsuffer froms shortsterm [fory long-term Jillness brought~about) by
pregnancy and childbirth. Between 11% and 17% ofimaternal deaths happen during
childbirth itself and between 50% and 71% in the postpartum period. The lifetime risk
of death due to pregnancy-related complications is 250-fold higher among women in

developing than in developed countries (WHO, 2005).



Women die from a wide range of complications in pregnancy, childbirth or the
postpartum period; however, the four major killers are: severe bleeding (mostly
bleeding postpartum), infections (also. mostly soon after delivery), hypertensive
disorders in pregnancy (eclampsia) and obstmcted labour. Globally, about 80% of
maternal deaths are due to these causes and complications after unsafe abortion
comprises 13% of maternal deaths. Among the indirect causes (20%) of maternal
death are diseases that complicate pregi;;ncy orare ageravated by pregnancy, such as
malaria, anaemia and HLV{(WHO, 2009).

Of the 486 million swomen who give birth each year, some 20 million
experience pregnancy-related illuess aigter birth (WHO, 2005). And every year,
maternal morbidity is estimated to be H.}_Ofé than 50 million throughout the world
(WHO, 1995). Even though the prevalenffc of the pregnancy related morbidities has
not been well documented in East and Souljih East Asian region, maternal morbidity is
estimated to be thirty times the number of rﬁ'aternal deaths. Anemia, reproductive tract
infections and depression afe common short term morbidities (UNFPA, 2006).
Maternal morbidity is a public health problefn that affects nearly 1.7 million women
annually, can have an 1mpact,0n fetal and 1nfaﬁt:héa'lth, and can lead to maternal death

(Medscape Today, 2009).

:,"--

ANC and PNC ser;/i:c:;i:-s: are key health: il’-l';él-‘:V‘e;ltiOIlS for reducing maternal and
newborn morbfcdﬁ;;aﬂdggmﬁaliigg@m:isha:l\d, ct.al,.2009) Ii the-decades from 1990
to 2000 women were increasingly likely to have at Ieast one antenatal visit (Francisco
A, et al, 2007). Worldwide, over 70% of women have at least one antenatal visit with
a skilled providér during pregnancy. In the industrialized tcountries, coverage is
extremely high with 98%. of women having at, least one. visit; however, in the
developing waorld, antenatal care use is around 68% (WHO, 2003). An.estimated 35%
of pregnant women in developing countries have no contact with health personnel
prior to giving birth (UNFPA, 2009). The region of the world with lowest level of use
8/ South| Asia, where only.54% of pregnant women have at least one antenatal care
visit. Not surprisingly, there are marked urban rural differentials in use of antenatal
care and women living in urban areas are generally twice as likely as those living in

rural areas. In Asia, some 51% of women in urban areas report four or more antenatal



visits when the women in rural areas only 26% report four or more visits (WHO,
2003).

The postnatal care is one of the most important maternal health services for
not only prevention of impairment and disabilities but also reduction of maternal
mortality, however, period of six weeks after delivery has often been neglected. Seven
out of ten women do netreccive any postparfuii-eare, based on Demographic and
Health Surveys conducted in-30 IOWJincome countries between 1999 and 2004.
Utilization of postnatal careé bywomen influences both women and children’s lives, in
terms of reducing repgat” pr€gnancies ‘and increasing effective contraceptive use.
Therefore the proper understanding of tl‘lie ufilization of postnatal health care during
the postnatal period can reduce maicrnal rnoﬁality (Dhakal S, et al. 2007).

Even over half a million encounteli-'complications due to child birth annually
and may die (Annet' N, 2004), fewer wo}nen have the birth attended by a skilled
health worker. 45 million home deliveries e'ach year are not assisted by skilled health
personnel and less than two thtrds (62%) of women in developing countries receive
assistance from a skilled health“werker wherf 'gtv1ng birth. Among the middle to low
income countries, while 93% of delivery is attedded by skilled personnel in South
America, only 34% of women i Eastern Afrca- are assisted during delivery (WHO,
2009). It is known that hav1ng a skilled attendant at every delivery can lead to
marked reductlonS;Ln;g;atfmaLmQLtahLy -andmorbidity (Mpeémbeni RNM, et al.
2007). /

Worldwide, it is estimated that only 34.8% 0T infants are exclusively breastfed
for the first montns of life, the majority receiving some other f(;od or fluid in the early
months (WHO, 2009)..Although the initiation and,duration.of breastfeeding declined
worldwide finsmost/of the twentieth centurys in the past two decades; breastfeeding
initiation and duration began to increase in many developing countries (WHO, 2003).
Between 1996 and 2006, the rate of exclusive breastfeeding for the first 6 months of
life increased from 33% to 37% (Baker EJ, et al, 2006).

Breastfeeding can benefit both mother and infant not only it helps protect
babies and young children against dangerous illnesses but also creates a special bond
between mother and child. For mother, exclusive breastfeeding can give more than 98

per cent protection against pregnancy for six months after giving birth — but only if



her menstrual periods have not resumed, if her baby breastfeeds frequently day and
night, and if the baby is not given any other food or drinks, or a pacifier or dummy
(UNICEF, 2002). Furthermore, WHO documented that a greater chance of dying from
infectious diseases throughout the first year of life for non-breastfed infants. In the
first two months of life, non-breastfed infantsshadian almost six-folder greater risk of
dying from infectious diseases than breastfed infants (Baker EJ, et al, 2006). Non-
exclusive breastfeeding in the-first 6 months of life, results in 1.4 million deaths and
10% of the disease burdensin children younger than 5 years (WHO, 2009).

Contracepfive use'reduces matetnal mortality and improves women’s health
by preventing unwanted and high risk pi!'egnancies and reducing the need for unsafe
abortion (Working group jon factots affegtfrig contraceptive use, National Research
Council). Primagy prevention of materna-ll-' deaths can be achieved by reducing the
number of unwantgd pregnancies and y is estimated that if unmet needs for
contraception were met, maternal mortahty would drop by 20 to 30 per cent by
reducing pregnancies (UNFPA 2006) One 1n three of all deaths related to pregnancy
and childbirth could be avoided it women' w{rhe wanted effective contraception had
access to it. Some 200 milliéa wormen of chlld_B,éarlng age want to delay or avoid
pregnancy, but 137 million uses 1o method (Entraceptmn at all, and 64 million use
less effective traditional methods (UNFPA, 2009)

In the epu.nimesgfitasignLSQuﬂl-East Asia,-there are~marked disparities in
maternal health between rich and poor, rural and urban and different ethnic groups
within the country. Remote rural area and the poor women have less access to
emergency and essential obstetric care due to several obstacles such as cost, lack of
facilitiesrand lack.of information (UNEPA, 2006).

Myanmar is one.0f the Seuth-East Asia countries and it is located on Western
edge of Indo-China peninsular. It shares the border with China, Thailand, Laos PDR,
Bangladesh and India, Myanmar is divided administratively and geographically into
14 states and'divisions, which are again sub-divided into 65 districts (Aye.HH, 2007).
There are about 135 ethnic groups are living in the highlands and eastern and western
borders of Myanmar (Ministry of Health Myanmar, 2009). More than 70% of the total
population lives in rural areas and the lowland delta and central dry zone are highly

populated areas (WHO, 2009). The total population in 2003-2004 is estimated at



53.22 million (Ministry of Health Myanmar, 2005) with a population growth rate of
2.02 per cent (Country Profile Myanmar, 2000) and female comprises 50.28 percent
(Ministry of Health Myanmar, 2005). In Myanmar, over 60% of the total population
constitutes mother and children who are the most vulnerable group (WHO, 2009).

Approximately 1.3 million women give birth each year in Myanmar (WHO,
2009) and according to the “Nationwid_er Cause-speeific Maternal Mortality Survey”,
carried out by Department. of Health in 2004-2005, maternal mortality ratio was
estimated at 316 per 100,000 dive births at the national level. 89% of all maternal
deaths were reported from the rural arcas and the complications during antenatal and
delivery periods were thgimain causes oé maternal mortality and morbidity; and 80%
of maternal deaths were mosgly at home :J(Ministry of Health and Ministry of Social
Welfare, Relief and Resettlement, 2008). T'

Seventy threg per €entof’ wormen re:(:ei\j/ed antenatal care (ANC) from a trained
provider, most commonly from a fhurse df m1dw1fe The average number of ANC
visits during pregnan€y was ﬁve with 40 per cent of women making three to five
ANC visits (Ministry of Health and Mrfnstry of Social Welfare, Relief and
Resettlement, 2008). The percentage of postndtal ‘Mbmen receiving 6 or more contacts
for postnatal care is 56. 4%, in 2005 up.from 51 4% in the base year 2002. However,
there is an u{ban—rural d1fference as'8. 6‘7’ of postnatal women were practicing
postnatal care m,m.tal_(_LMCEF_MyanmaL,,ZOQﬁgx

The rate of deliveries attended by doctors, nurses and mtd{vives (skilled birth
attendants) is 57 per cent. Thirty nine per cent of dcliveries are attended by traditional
birth attendants, but this is much higher in rural areas, where TBA attended births
accountsfor. 45.3 per cent of deliveries, Most deliveries occur at home, with 56.6 per
cent of deliveries occurring at home in urban.areas and 91.2 per cent at home in rural
areas (UNFPA, 2000).

The contraceptive prevalence rate (all methods) of married women of
reproductive ‘agerose from.16.8 per centin 1991, 32.7 per cent i 1997, t0.37 pet cent
in 2001. The CPR for modern methods is 32.8 per cent. However, the unmet need has
been estimated at 17 per cent in 2001, but would be higher if the needs of unmarried

women were included (UNFPA, 2006). Among the married women, the unmet need



for birth spacing remains significant with the total of 20% who want to limit their
births or to delay their next pregnancy (WHO, 2007).

The UNFPA special progra istance implemented public health related

than 30 percent of the population
aseline Community Survey

(RHBCS) was conducted asses roductive health related

Myanmar ern; 1 Gh .' Welfa > Ass 1s a voluntary social
organization (NG hat | yrki o~enhance the hea education and living
standards of mothers & i in. M -, nMa Se = p village food banks in
h s, initiating a growth
monitoring program {0 en rﬁ ;.7..--;-} hildren, ca g out education program
for mothers on nutritious m:‘il_’.g' nd* ation of cooking techniques,
conducting training course ' ing’’s nts for iodine deficiency, iron-
deficiency, vitamin-A deficiency. and otk nditions caused by malnutrition

et e ""Ir" v e
(MMCWA, 2605). /S

e

HO C’.‘ N D10 O _The \Ahole colnitislds. coered. -?\.y Safe motherhood

Y|

activities (162-fown: obstefric care activities is

needed to be implemented (M Ty O alth and Ministry ocial Welfare, Relief

and Resettlement, 2008)
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1.2 Rationale of the study

Shan State is located in east central region of Myanmar and the population
was estimated at 4.8 million in 2000. There are 11 townships, 1626 village groups and
15513 villages in Shan State. The ethnic groups residing in the Shan State are Shan,
Bamar, Chinese, Wa, Kachin, Danu, Intha, Palaung, Pa-O, Taungyo and Indians.
Taunggyi township is located in Taungg jq district.which is situated in southern Shan
State. The indigenous population in Taunggyi township is Pa-O and Intha; and in
addition to that, there is#a significant population of Shans, Bamars, other native
minorities, as well'as Chineseand Burmese Muslims. There are language, cultural and
geographical barriers in providing accesS‘I' to the ethnic groups, often living in remote
areas (UNFPA, 2006): X

The survey done among sclected eommunities in Eastern Myanmar revealed
that the mean age at mauriage and first prl]'?egl{éncy was 20.8 years and 11.8% of the
women reported being married by the age of 16 years Antenatal care was provided in
the last pregnancy to 39.3% of the Women and 87.6% delivered at home. 93.7%
reported early initiation of breast feedlngfbul exclusive breastfeeding was less
common. From that survey,.—lt was revealed thaf in selected communities in Shan
State, only 13.6% of women were attended bﬁlled health personnel at birth such as
doctors, nurses, or m1dw1fe however the prlmary attendant was traditional birth
attendant (TBAjAALhJQhMPLISﬂd@;ﬁLAQ.:AQj% ofthe Shan women were provided
postnatal caré-and 16.5% of women had exclusive breastfecding for 6 months and
unmet need of famlly planning was observed at 37.5% (Mullany LC, et al, 2008).

PaO is the second largest ethnic group residing in Shan State comprising
12.5%.(approximately.600,000 populations).of .total population.in Shan State. This
studyl was carried out in| 3 PaO wvillages which are Tee Lone, Lone Chin, and Lone
War (Kyout Ngat) villages located in Taunggyi Township, Shan State. The total
population in these 3 villages 1s about 1400_and children_under 5 'years and
reproductive ‘agé.women comprises of 40%./Most of the habitats are farmer and' they
grow rice and sebesten leaves. They have little education and most are illiterate; most
only speak the Pa O language and there are few people who can speak Burmese
language. The average family income is about US$ 200 per year and there is no

access to electricity in these villages. Population in these isolated villages have had



little contact with those from outsides the area and are strongly self reliant. The
people are poor, living under a repressive regime and have almost no opportunity to

make things better for themselves.

Figure 1: Map'c
Source: Wikipciaz260 —_— . _Fr
The villase : .w is located in Pha

Mon village "l-'- 1e approximate o taken to reach the rural health center is about

30-45 minutes by vylk. There is one midwife working in rural health centre who not

only T ﬂd i f ies, rm a variety
of othe ﬂh ngme uﬂs i\‘ﬁi nizations, ing care of

emerge“y cases, treating comtlr‘lpn diseases for the whole family, providing

1 a plement Vi € ni n en
maﬁﬂ“ﬁ mfm Prl’i s mﬂ n’ﬁo ﬂge
is 1:2 in Myanmar and the national target is at least one midwifery skilled person to
every village (WHO, 2009), midwife in this area has to take responsibility for 14

villages and an auxiliary midwife in Tee Lone Village is volunteering antenatal care,

deliveries, postnatal check-up and treating minor illnesses.



Due to the distance from rural health center, the community mostly depends
on TBAs and auxiliary midwife for antenatal, delivery and postnatal care. The
villagers seek midwife when risk conditions and serious complications occur.
Midwife usually refers to township hospital (Sat San Tun Hospital which is about one
and half hours away by car) for serious casesyhowever, the villagers sometimes seek
traditional healers and quaeks in the near villages.

Training session with.the traditijnal birth attendants from 7 PaO villages was
done in 2009 and it prowaded. the cursory understanding of the women’s knowledge
and practices. -Most ofsthe women in the villages have little health knowledge on
prenatal care, delivery sand postnatall care.  Lack of information, education,
communication and gounseling services feg’arding birth spacing and family planning
makes them littledknowledge, misconceptiern of usage of birth spacing and its different
methods. Importantly, by WHO standards, ':iFB}-'ss in this community would be referred
to as “unskilled birth attendants” and even ‘though with little scientific knowledge of
pregnancy and labor/dehvery and few assessment skills, they are the only care
providers for a large populationofwomen 1n-PaO V1llages

In order to save wotnen’s:fives from“ pr’e{@entable causes of maternal death,
crucial information is needed 50 that the most—effectlve and efficient treatment can be
organized. This 1nformat10n cons1sts of whether women ate-awageof the danger signs
of pregnancy—rglaied;@mplmah@sg&daethex they Know. that=they need treatment,
whether health*facilities are available and accessible, and whether women receive
adequate treatment at the health facilities (WHO, 2003).

As the women’s empowerment factors such as education and exposure to mass
media.play, a major role in the wtilization .of maternal health care (. Yesudian PP.
2005), health.educationto mothers i$ a strategy which many countries have adopted to
improve maternal health (Annet N, 2004). Thus, women should be informed about
danger signs and symptoms, plans made for skilled attendance and information given
on contraceptiony(UNFPA,.2006).

Sometimes the decisions making to seek medical care for women were done
by their husbands, family members or community members except for a few women

who are educated and can make up the decision by themselves (Annet N, 2004). In

reproductive health, the male involvement discussion has developed mainly around
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contraceptive use, STDs and HIV. Role of men in safe motherhood initiatives is also
becoming a big challenge for making women’s world better as they are the main

decision maker. However, mother-in-law, traditional family beliefs, religious beliefs

and misconceptions in societ >r imp t factors which would limit the
utilization of maternal heall Cherefore, not only women, but also
families and communifi s-also need informatiofl and-education to be empowered to

contribute positively to makingpregnancy safe "‘"W‘!:.‘i_’_ al, 2008).

Therefore, the 1 addressed i ould be appropriate to
develop participatory matern alth \ using pictorial maternal
health education handbog C enable ing illiterate women in
the community awa -related compllcatlons
whether they

and skilled attendange ang

ﬂUEJ’JT’IEJTIﬁWEJ’]ﬂ‘i
amaﬂn‘imummmaa
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1.3 Research Questions
e What are the knowledge, attitude and practice/intention to practice regarding

maternal health care in antena livery and postnatal period, breastfeeding

w2z

& education program using

gh partlclpatory action

and family planning women of PaO ethnic group in
Myanmar?

e Will introduc

matern, arcindange live tal period including

breastfeedin: lann roductive age in PaO

aternal health education
program throug artiCipatory - app ing pictorial maternal health

and attitude and

practlce/lntentlop _t& .2?3?‘? naternal health care in antenatal,

- g g g
delivii'e'mand postnatal period [ d family planning

14.2 Spgﬂc Objctlve

e To assess t}llf knowledge, attitude and practlce/lntentlon to practice regarding

AREIREN WIS

develop appropriate plct‘qual maternal health education handbook tallormg

9 w1 AN

maternal health care in antenatal, delivery and postnatal period, breastfeeding

and family planning which in turns promoting maternal health in PaO ethnic

group in Myanmar.
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e To measure community participation to participatory maternal health
education program in Shan, Myanmar.

e To evaluate the effectivenes ‘health education program for improving

maternal health care in antenatal,

e ﬁamily planning in PaO ethnic

knowledge, attitude
delivery and pos ]

group in Mya
| —

1.5 Research Hypothesi i
e The pa ato
handboo ori

knowledge, Ii‘ cticel ion  fc ice regarding maternal

“Knowledge” refers to theﬁﬁia’? : ‘to, answer the danger signs during
=L W
pregnancy, delivery, and §%§Wr¢¢¥ knowledge about antenatal care, safe and

clean delivery,postnatal care, breastfeedine and contraception )

~or-disagreement to the
statement concerfing antena are, postna sa@and clean delivery,

breastfeeding and contraception.

¢ o Q/
“Pr e/Int c ysant isi he women’s
pracatanuna ﬁmﬂmglna ilﬂhi he first three
monthsﬂirst trimester) of her pre?ancy for identif;lliﬁnig the general health problems
ther that n raising a S ; k“for during
LR ENEART RN halr
(UNFPA, 2006) (Council on children and families, 2009).

“Practice/Intention to practice of at least 3 antenatal visits” refers to the women’s

practice/intention to practice of at least 3 antenatal visits before deliver the baby.
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“Practice/Intention to practice of delivery by skilled birth attendant” refers to
women’s practice/intention to practice the child birth assisted by an accredited health
professionals such as trained traditional birth attendants, auxiliary midwife, midwife,
doctor or nurse — who has been educated and trained to proficiency in the skills
needed to manage normal (uncomplicated) pregnancies, childbirth and the immediate
postnatal period, and in the identiﬁcati%n, management and referral of complications

in women (UNFPA, 2009).

“Practice/Intention to" practice of postnatal visit” refers to the women’s
practice/intention to practice the care which is assistance given to a mother for a
period of six weeks from'the time of delivery in order to ensure mother’s physical and

mental health and well being (WHO, £998).

e

“Practice/Intention to practice of early initiation and exclusive breastfeeding”
refers to the women’s practice/intention :29 breastfeed the mewborn only with the
mothers’ breast milk, with no' other food '6;.-water started within first 1 hour after
delivery (Baker EJ, 2006). + .

A
“Practice/Intention to practice of exclusivé-Briaéstfeeding” refers to the women’s
practice/intention to breastfeed the infant aged less than four months only with breast
milk and no other solids or Tiquids, including water, with the exception of drops or

syrups consisfing of vitamin or mineral supplements-or mediemes (Baker EJ, 2006).

“Usage of contraception” refers to the continuous use of confraception within last
three months until the time of interview and use at least one method, traditional
method or modern method such as pills, injections, [UD, condom, female sterilization,
male sterilizationy, Norplantsimplants, ;/diaphragmy withdrawaly fertility-awareness and

abstinence ¢itherused by the women or her hiisband (Soe HHK, 2007);

“Intention to use contraception” refers to the women’s intention to use any method

of contracepfion €ither modern ot traditional miethods.

“Pictorial maternal health education handbook” refers to the health education
handbook which includes health messages regarding maternal health -care,

breastfeeding and family planning and it is developed in culturally and locally
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appropriate terms with illustrations suitable for PaO ethnic group and illiterate

women.

“Predisposing factors” refer to the factors leading to motivation to practice including
the women’ knowledge and attitudes towardsmaternal health during antenatal,
delivery and postnatal period including “breastieeding and contraception and
socioeconomic characteristics such asi age, education, occupation, total family

income, number of pregnancy, and number of living child.

“Enabling factors® refersito the availability and accessibility to maternal health
education service sueh asswomen’s gr(igup health education, and health education

pamphlets and handbogks. Fe
“Reinforcing factors” arc the factors associated with community. Those may either
encourage or discourage the women in 'ghaf}'ging their practice. Thus, reinforcing
factors include community’s support and willage health volunteers’ support which
come from participation of* village leadi::f;i village health committee, auxiliary

midwives and training ofvillageshealth volunteers.
“Community participation™ represents thé';’ﬁﬁ]filber of participants engaged in
discussion sessions on the 1dent1ﬁcat10n and’ analy$1s of problems of maternal health;

the purpose of meetlng to estabhsh and set the pr10r1ty of actiwvities concerning the

solutions to probiems-of-maternai-heaith;-the-impiementation Of Cach activities, and

their monitoring and evaluation.

“Availability of maternal health education materials” refers to the presence of

health education pamphlets and handbook within the community.

Accessibility
WHO #(1998) defines accessibility is a continuous supply of care that is

geographically, culturally and financially within the easy reach of whole comniunity.

1. Geographical accessibility, means the distance, travel,time, and 'means of

transportation are acceptable to people.

2. Financial accessibility means whatever the methods of payment used and the

services are affordable for the community and the country.
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3. Culturally accessibility means technical and managerial method used are in

line with the cultural patterns of the community.

The concepi i ; s presented in figure 2.

ﬂ‘lJEJ’JVIEWITWEJ"Iﬂ?
ammnmumwmaﬂ
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- Community’s support
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A

Predisposing factors

- Age

- Marital Status

- Education

- Occupation

- Total family income

- No of living children
- No of pregnancy

Participatory Maternal Health Education
Program

- Participation of village leader, village health
committee, auxiliary midwife and Traditional
Bitth Attendants (TBAs)

- Village health volunteers training

--Pictorial maternal health education handbook

< Women’s group health education

y

A

A

Enabling factors

- Accessibility to maternal
health education service

- Availability of maternal

health education materials

- Knowledge

- Attitude

- Practice/Intention to
practice

- Early anteénatal visit
- At least 3 antenatal
visits during pregnancy

- Delivery-by skilled birth

attendant

- Postnatal visit

- Early initiation and
exclusive breastfeeding

- Usage of contraception

- Knowledge

- Attitude

- Practice/Intention to
practice

- Early antenatal visit
- At least 3 antenatal

v

visits during pregnancy

- Delivery by skilled birth
attendant

- Postnatal visit

- Early initiation and
exclusive breastfeeding

- Usage of contraception

4 Pre Intervention Survey

Post Intervention Survey

Figure 2: Conceptual Framework
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Reflect Plan

A 4

Mobilize support of community
-Identification of VHVs

- Training of VHVs

- Development of pictorial maternal health
ation handbook

Monitoring and Evaluation

-
e

o
rp
I
i¥

Observe Act

Figure 3: Participatory Maternal H% y n Progr ﬂ i

(Adopted from World Bank, 2000)
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At the Millennium Summit ) e United Nations Millennium

Development Goals was agreed b UWS to try to achieve by the

year 2015 \
The Eight Millennium are 7 .
L W
2.
3.
4.
5.
6.
7.
8. al partnerst e \t (WHO, 2009)
Since the late 198 ~ improving T 12l health and reducing maternal

mortality have been ke tional summits and conferences,
including the N UNEPA & The World
Bank, 2007 g ; 77-:3 goal 5 addresses
maternal health,

a OTtakid £) ratio and percentage
of deliveries a ed by a skilled b attendant (UNFPA, Hl )6). Within the MDG

monitoring framewrlhthe international corwmty committed itself to reducing the
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2.2 Concept of Maternal Health Care

2.2.1 Antenatal care

Antenatal care started out in the first half of the 20th century as a means to
educate “ignorant” women with an emphasisionsthe welfare of the infant and child
(WHO, 2005). A key objective of maternal healthecare programmes has been to
ensure that women present for antenatal care early in pregnancy in order to allow
enough time for essentialdiagnosis and treatment regimes such as treatment of STIs
and management of anemia (WHO, 2003).

WHO recommended. that antenata'-} care for the majority of normal pregnancies
should consist offfour antepatal ¢are assessments by or under the supervision of a
skilled attendant dusing pregnancy (WHO,".2003) and be spaced at regular intervals
throughout pregnancy, commenc@_ng;as ea?l'y as possible in the first trimester (WHO,
2007). : )

Antenatal care/ includes aﬂ care ;glyen to pregnant women. The WHO
recommends that pregnant wofnen: should h_e_rv-é_fo-ur antenatal visits for:

a) Health promotion: advice on nutrition an&{ﬁé‘ait}}care, as well as counseling to alert
women to signs of danger and. giv-e them a hdg_p_l’é]f; for the birth;

b) Assessment: history taking, physical exarrii"n;ti(_)_..n, and screening tests such as HIV,
STDs, chronic, and hereditary diseases;

¢) Prevention: eaﬁl?ﬂéﬁtmn—mlm omﬁﬁﬁéns and where needed,
prevention of malaria, hookworm and tetanus; and

d) Treatment: management of sexually transmitted diseases, anaemia, or other
conditions. (Annet N, 2004)

A Key| component [of afitehatal jcare” is) the [ddvelopment 40f a birth and
emergency | planj.acknowledging..that it 1S not possible to predict most of the
complications at delivery and providing information about danger signs and
symptoms,plansmadesforsskilled birth attendangesandcontraception(UNFPA, 2006).

Firstly, the antenatal care effefs'an opportunity to establish a birth plan which
includes planning the desired place of birth, the preferred birth attendant and birth
companion, and finding out the location of the closest appropriate care facility (WHO,
2005). Across all developing countries, skilled professional assistance at delivery is

six times more common for women who had at least one antenatal care visit than for
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women who had none, three times more common for women who had four or more
visits than for women who had fewer visits (WHO, 2003).

In addition, antenatal care alsg olyes securing funds for birth-related and

emergency expenses, ility-based birth and identifying
compatible blood donors in case of emerger i ning has been used in many

developed countries fi cial effects, and has been

ity to prepare mothers
for parenting and -,‘ and their families can
learn how to 1mpr: appropriate, and, most

on parenting skills is
particularly import ith low self-esteem, and
can improve the lld eceive in the future. It helps to
e child’s needs (WHO,

While antenatal care’d If ot ,r > maternal mortality rate (MMR),
it does contribute to maternal ar d.c hea [FPA, 2006). Antenatal care is not
just a way toy identify we ETEN deliveries (WHO, 2005);
however, aritendtal-consultations-offer an-0ppoLtinity~to-piomote healthy lifestyles
that improve Tofig-te anborft child and possibly

her family (WHE2005).

ﬂ‘UEI’WIEW]‘iWEJ’]ﬂ‘i
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2.2.2 Delivery

For anyone who has been through the experience, or seen someone else go
through it, there is no doubt that childbirth is a life-changing event. Unfortunately, as
wonderful and joyful experience as it is for many, it can also be a difficult period,
bringing with it new problems as well as'the potential for suffering. In the most
extreme cases the mother; or.the baby, or both, may.die (WHO, 2005).

Delivery care is the care given 'f; a woman during the delivery/labor period.
WHO recommends a skilled atténdant at every birth in order to:

a) Provide good-quality eare on anongoing basis and the care should be hygienic, safe
|

" |

and sympathetic;
b) Recognize and manage comp,licatior'ljg,’-'including life-saving measures for the
mother and babygand =

c) Refer the mother promptly and safely w1,.hen care at higher-level is needed. (Annet
N, 2004)

When in many developed countr1es labour went from a natural process to a
controlled procedure, the place of birth chanéed from home to hospital. On the other
hand, in many developing dountries, great d}“staiqé_és between women and the health
facilities restrict options and make home ],)lrth the only choice. Although risk
assessment may be approprlately performed by tramed birth attendants their advice
about the place;oL@Mdeh&bas&o&uch assessient,is not always followed.
Many factors™k€ep women away from higher level health facilitieS. These include the
cost of a hospital delivery, unfamiliar practiccs, inappropriate staff attitudes,
restrictions with Tregard to the attendance of family membegs at the birth and the
frequentneed to obtain.permission from.other (usually.male) family members before
seeking institutional care|(WHO, 1996).

Alwoman should give birth in a place she feels is safe; however, it must be a
place where all the attention and care are_focused on‘her'needs and safety. A'properly
attended home birth does require a few essential preparations.” The birth' attehdant
must make sure that there is clean water at hand and that the room in which the birth
takes place is warm. There is a need for careful hand washing, warm clothes or towels
must be ready to wrap around the baby to keep it warm. There must also be at least

some form of clean delivery kit as recommended by WHO in order to create as clean
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a field as possible for birth and to give adequate treatment to the umbilical cord
(WHO, 1996).

For both mother and baby, irth can be the most dangerous moment in

life. Most of the deaths and ble to childbirth are avoidable,

05). Skilled attendance at all
Jlost intervention for ensuring safe

mergency obstetric and

because the medical sol

births is considered ft

Percenta_ge 1 assisted skille th attendants is the second
§ute" ds MDGs. The global
by 2015 with a target of

indicator which i

+ ;o
Both maternal -_, natal ‘mortality ower in countries where mothers
giving birth get skilled prof .. al car ¢, wit e équipment, drugs and other supplies
needed fort EY anagement ications (WHO, 2005). In
|F
providing professio
1990-2000, the | vas an 1ncrea . by skilled birth attendants of 36 per

cent in East Asia and 64 per cent in South-East Asia (UNFPA, 2006). Figure 4 shows
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Figure 4: Mate ttended by skilled birth
attendants

Source: UNFPA, 2006
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2.2.3 Postpartum c: (POMK

The postnatal p 1od; or sﬁf

G L

if in reference to mother only) is

|"@$|

defined by the WHO as -=-'-- —' , one hour after delivery of placenta
and continuing six we /S r the'l ant (WHO, 1998). By six
weeks after-deli ¢ of the s of pregnancy, labor ind delivery have
resolved and-th 71’ e/post partum period
is a very special phase in th cause her y needs to heal and

recover from pregnancy and childbirth. A good postpartum care and well balanced

diet duﬁ] uerperﬁ petiod is very im; ortanﬁfgr the health of a woman (Liu N, et al,
0 {1 INENINEIND

O% of Women experience comphcatlons after delivery and an

estlmated 15% of these women d&elop potentially life-threatening probleths’(Annet

VA e n e A E
in this period and early neonatal death rates are hlgh period of six weeks after

delivery has often been neglected (UNFPA, 2006). Post natal care services have an
essential goal of ensuring a healthy mother and baby. When the baby is six weeks old,

the mother’s physical and emotional health is checked. In particular, the mother is
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examined for symptoms of anemia, urinary tract infection, or of emotional distress or
depression. In addition, breasts, abdomen and pelvic are examined to ensure that
involution is complete and that any trauma sustained during delivery is fully healed.
The other issues discussed during a postnatalicare visit include contraceptive needs
and methods (Hove I, et al, 1999).

Many of the non fatal pregnancy jomplications that the eight million women in
developing countries suffered-from over five years ago could have been prevented
through postnatal care,Usually, morbid events gradually decline after delivery
without clinical-ntervention T'he rate at which they declinc'is very slow and can be
accelerated by giving treatment o motheITs when they visit the post natal care service
(PNC) (Hove 1, et al 4999). r e ¥

Postnatal .care refers to the care g-?Ven to a woman six weeks after delivery.
WHO recommends integrated poétnatal car:i: that includes:

a) Identification and management of problerﬁs in the mother and the newborn

b) Counseling, information and serV1ce§ for famlly planning

c¢) Health promotion for the newborn and mo-fher 1nc1ud1ng immunizations, advice on
breastfeeding, and safe sex. (Antiet N, 2004) 47 ’_

Postnatal care is one of the most 1mp9rtant maternal health care services for
not only preventlon of nnpalrment and disabilities but also reduction of maternal
mortality. Utllgzannn_of_pasmatal_cammhy;nonlengnﬂuenees “both women and
children’s lives, in terms of reducing repeat pregnancies and:increasing effective

contraceptive use (Dhakal S, ctal.-2007).

2.2.4 Family.planning

"It is estimated that 100,000 maternal-deaths could be avoided each year if all
women who said they want no more children were able to stop childbearing” (WHO,
1994).

Over. the'past 25 years the.world has experienced a contraceptive.revolttion.
Contraceptive prevalence—the percentage of women of reproductive age, married or
living in union, that use some type of contraceptive method—has risen from less than
10 percent around the world in the early 1960s to an estimated 55 percent in the late

1980s and early 1990s. This increase is by no means limited to the developed
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countries. Although prevalence levels are higher in the industrial than in the
developing world (72 versus 51 percent), it is noteworthy that more than half the
women of reproductive age in developing countries currently use some form of
contraception (UNFPA, 2009).

Contraceptives provide a safe and' effcetive way to regulate fertility and
preserve health. A variety of methods are available==both permanent and reversible,
long-acting and short-acting,.and methoiis for women and men. When used properly
and consistently, contraceptives can provide substantial protection against pregnancy
(WHO, 1994).

Pregnancy 48 particularly risky tlb certain groups of women — very young
women, older women, women with more "ghzih four children, and women with existing
health problems, df all high risk pregnancies were prevented, maternal mortality could
be reduced by up to 25 percent. © ],.

The harmful effects of pregnancres oo close together are well recognized.
Birth-to-pregnancy intervals of 6 months or shorter are associated with a higher risk
of maternal mortality (WHO, 2009)." A worﬁan s body needs two years to recover
fully from pregnancy and childbirth. The rfsk ".t-b" the mother’s health is therefore
greater if births come too close together, T@other needs time to get her health,
nutritional status and energy back before she becomes pregnant again (UNICEF,
2002). For that;,maiteg;@;ple;shomdgle:advrsed:to wait.at-least 24 months after a
live birth and=6-months after a miscarriage before attempting-the next pregnancy
(WHO, 2009).

The risk otf maternal death increases for each successive birth after the fourth;
the risk.is 1.5 to 3 times higher for women with five,or.more.children than for women
with two or three children. Pregnancy and childbirth!is riskier for thése women as
they are more likely to suffer from anaemia, require blood transfusions during
delivery, and die of haemorrhage than women with féwer children. (WHO, 1994).

Contraceptive use also can'help improve women's status and quality of life.
Access to contraceptives allows women to decide the number and spacing of their
children. Women with smaller, healthier families are likely to have increased

opportunities for participation in educational, economic, and social activities (WHO,
1994).
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2.2.5 Breastfeeding
Breastfeeding is an extension of maternal protection that transitions the young

infant from the shelter of the in utero ent to life in the ex utero world with its

variety of potentially harmful exposures 3).
WHO and UNICEF launched t ‘f hospital” initiation in 1989;
according to this policy, exclusy ve breast- 1 moted by the initiation of

breast-feeding during the fizst he i i e avoidance of water or any

supplementary feeding (lui , T \- eastfeeding for six months is
recommended a: \ d scientific evidence has
guided the devel of interhations ommer . fions for optimal infant feeding

practices, which include ¢ ive.breastf c ' i\ \~ hs (breast milk only with
ip to 2 years (WHO,

2003).

Global 99 nfants world-wide are
exclusively breastfed ; x \- in children less than 4
months of age ( " 43 intries indicate a significant

increase in exclusive bre 6% between 1989 and 1999, with

wide variations within and between geograpl gions. Exclusive breastfeeding rates
for infants 0-3, mon ge from 25% 1 Republic, 1996) to 78%
(Peru, 2000 “'ni.lm 8/99) to 63% (Malawi,
2000) in Afiied. Ne s cerfain cultural beliefs
continue to interfere with optima speciallyrl ding colostrums and

breastfeeding excluswely (WHO, 2003)

ﬂ‘lJEJ’J“fIEJ‘ﬂﬁWEJ’]ﬂ‘i
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Percertage of irfaresexdusively breagfed
for thefint sixmonths of life

Figure 5: Trend
Source: WHO, 200

Exclusivesbreastfeeding for= f life confers important
benefits on the infant and t 9\\\1 mother, breastfeeding
alter ¢ 1 C

also has both short- and Ig -te 3";-- i a stpartum haemorrhage

evidence that the risk breastand ova ancer is less among women who

may be reduced by breastfeed i g"im -rif; and there is increasing

]

breastfed (WHO, 2009). Fu e .-i" 5, exclt astfeeding can delay the return of

fertility, and accelerate recove vm Brz, .g weight. Mothers who breastfeed

exclusively and freq mingpregnant in the first

6 months postpartuii, piovided-that-they-still have-atacaoriica (WHO, 2009).
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2.3 Maternal Health Care in Myanmar
Myanmar has decided to prioritize achievement of the MDGs in the area of
refore a “’Five-year Strategic Plan for

(WHO, 2005) aiming at reducing

maternal, newborn and child healt

Reproductive Health ©* was ini

and mortality (Ministry of

Maternal Mortality Survey”,

the maternal, newborn, in

Health Myanmar, 2009&;

According to tge “Nati i

aternal mortality ratio was
md 89% of all maternal
er than that in urban
antenatal and delivery
rbidity and 80% of
orrtality is found to be
Welfare, Relief and

Percent

30.98

1227

9.86

7.04

5.63

8.46

4.23

o/ 4.23

| NS 14
| 16.90

Sourceﬂ/hnlstry of Health and M;glstry of Social Welfare Relief and Resettlement

RARIAIUBIIBEIAEL.

settings and it is also a crucial component of National Health Plan. The maternal and
child health care, consisting of antenatal care, aseptic and safe delivery, postnatal
care, newborn care, under-one infant care, immunization, growth monitoring of

under-three children, nutritional education, control of diarrheca diseases and
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management of acute respiratory infection, has been provided by basic health workers
with the assistance of voluntary health workers and the community all over the

country (Ministry of Health Myanmar;, 2009).

The Fertility and Reproductive Health Suryey 2001 found that the majority of
women (73 per cent) received L ate ¢ (ANC) from a trained provider,
most commonly fro se.or midwife. The“dVera ge number of ANC visits during

pregnancy was five, with 40 ee to five ANC visits;

however, only 22% of w visits (UNICEF, 2008).
ANC services aré proyvi . ] d ac 1S given on breastfeeding,
nutrition and immg atig Profile Myanmar, 2000). The number facilities
with functioning basic e . Care is 8/500,000 population and that of
comprehensive g I (Ministry of Health
and Ministry of Soci

Among ) ifes are backbones in
provision of matern: ith i sistance \ iliary midwives (AMWs)
(WHO, 2009). The proportion“6f births attende / skilled health personnel was
increasing in trend fr E n 2003 (WHO, 2009). However,

home delivery by skilled .‘._v, Jg L 004 (WHO, 2009). Type of the

assistance during d g delivery, women were

assisted by ‘a nursc/ v;\iﬁ attendant (39 per

cent); by a detto _cent) (Country Profile

Myanmar, 2000

AU ININTNGINS
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Type of assistance during delivery in Myanmar
Relative 1% None/missing

2%
/ H Non-missing
é = Doctor

TBA 39% S — Nurse/midwife
‘ T ———

: - HTBA
Murse/
udwifé44% \5_\ e m Relative

other
1%

Figure 6: Type of assistance d
Source: Country profile |
The percentage of SW@ECL Snirege V'n 5 0 ore contacts for postnatal

care 18 56.4%, in 2(
difference in favor of ra}-w

i ar 2002. There is an urban-rural
contacts. Since the target
postnatal care is 65%, 8.6% ofp atal wom  especially in rural areas have to be

contacted more for PN { I ¢ desired-targe UNICEF Myanmar, 2005).

V\ [
attendants and p ostnatal care

Table 2.2: Perf@uance coveragy d attenfﬁts and postnatal care

from 1999 to 200-

L 0 9 ) ( 2004
Ante ( 70.0
Hom ery~ 60.0

Skilleduttendants
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Focused training on safe motherhood was given to all midwifery-trained
health staff, and they were equipped with midwifery kits. Establishment of labour

rooms attached to the rural health centers was taken placed to ensure all deliveries

transportation in obstetri o be practiced. Community

advocacies were carr ‘pregnant mothers on their

2.3.1 Brea
Breastfeeding ciC in M %) cen the traditional infant
feeding practice in betl 0 here prevalence is more than
90%. Multiple Indicato I ey : icé \1\ e breastfeeding rate
was 82.9% at 12-15:mo and“58.8%at, 20-23 . ‘\ proportion of exclusive
breastfed infants. inde as 16% (UN, 2009). Figure 7

shows the exclusive breast

Exclusive breastfeeding
Percent infants <6 months exdlusively breast

100
%

11
e

L
i

a.! 15

L
P ELdJIELY LA W ELIL)
Figure 7: P J exclus a feeding i ar in 200

Source: ICEF, 2008 Fs
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Birth spacing methods have been available in the public sector in Myanmar
since 1991. Before the introduction of any public sector birth spacing service, the

contraceptive prevalence rate is as low as 16.8 per cent of all married couples. By
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1995, the government’s birth spacing project covered 33 townships of the Myanmar’s
320 townships. By 2001, the use of contraceptive methods had increased to 117
townships of the Myanmar’s 320 townships (WHO, 2007). In 2001, the contraceptive
prevalence rate for any method including traditional methods is 37 per cent (UN,

2005). Table 3 shows the contraceptive method used bymarried women in 2001.

Table 2.3: Contraceptive Method Used by Married Women in Myanmar, 2001

Not using any method 63.0%
Pill 8.6%
Injectables | | 14.9%
1IUD 1.8%
Female sterilization 3 ¥ 0
Other modern methods 11.2%
Male sterilization i 1.3%
Any traditional or naturallmethod 14.2%
Condom 10.3%

Source — World Health Organization, 2007 !
Ak .

Despite of increasing use of contraceptiony the unmet need for birth spacing
remains significant with the totat20% of ma?n:ed _-;)vomen wants to use contraception
for either to limit their births 0t to delay thé'if'-;le'xt‘pregnancy (WHO, 2007). This
suggests at thetlack of acceptable long-term methods of contrapeption. The main
constraints are lack of information about reproductive health, limited resources and
social and cultufdl barriers (Country Profile Myanmar, 2000).

According to the Fertility and Reproductive Health Survey (FRHS) conducted
by the Departmentiof Population and the United Nations Population Fund in 2001,
knowledge of at'least one modern method ‘of contraception among currently married
women has'increased from 92 .4 per cent in 1997 to 96. 1 percent in' 2001. During the
same period the knowledge of sounces of modern contraceptive methods hassinereased
irom 87.8 pet cent ‘in 1997 t0-94.3 percent iin 2001. |Among the Cutrefitly married
women 'surveyed, the”mean “number of ‘contraceptive methods known ‘was=5.2.
Adolescent women (15-19 years) and older women (45-49 years) were found to know

fewer methods of contraception (4.7 and 4.9 respectively) than women in other age

groups, and a higher proportion of them had no knowledge of contraception (5 percent
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and 6.7 per cent respectively versus 3.5 per cent in the overall sample) (Country
Profile Myanmar, 2000).

Acceptable, affordable and aceessible family planning information, education
and communication and education for prenatal care, safe delivery, postpartum care,
the promotion of breastfeeding are the constiticats of basic package of reproductive
health services (Franeiseo A, et al, 2007). Additionally, promoting community
awareness and community involvemeﬁfis one of the recommended activities to be
strengthened safe motherthood.an Myanmar (Ministry of Health and Ministry of Social

Welfare, Reliefand Resgttlement. 2008).
|

" |

2.4 Health Education N

Health education is indispensablel-'in achieving individual and community
health (Park K, 2008). Health education 1§. defined in 1976 by Simonds as aimed at
bringing about behavioral changes in individuals, groups, and larger populations from
behaviors that are presumed to; be detri-r:n-:éinta:l to health, to behaviors that are
conducive to recent and future heaﬁh (Glan%" 15;*1997).

In 1980, Green defined: tiealth edué-%li;-iéﬂ;"as any combination of learning
experiences designed to facilitate Voluntar}?é_l_(_{agtations of behavior conducive to
health (Glanz K, 1997). H:e:eﬂ’t-h: education is dﬁy-ﬁfa;lgled activityedesigned to produce
health-related p;ﬂmﬂsﬂaxﬁd;wmgg:aiming the_occuiréenee of a relatively
permanent chafige in capability or disposition- that is, the charge produced is not
transitory and, after the hecalth™ educational intcrvention, people are capable of
achieving what t};ey were not capable of achieving before the intervention and/or feel
differently about.ideas, pcople.or.events (Tones K and Green.J, 2004),

Health-education.is concerned not only with individuals and their families, but
also with the institutions and social conditions that impede or facilitate individuals
toward achieving optimum health (Glanz K, 1997).

From 'Deelaration of Alma-Ata by emphasizing the need for individual and
community participation, health education is defined as the process aimed at
encouraging people to want to be healthy, to know how to stay healthy, to do what
they can individually and collectively to maintain health, and to seek help when

needed (Park K, 2005).
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Health education does not replace other health services, but it is needed to
promote the proper use of these services. Health education is that part of health care
that is concerned with promoting healthy behavior. A person’s behavior is not only
the main cause of a health problem, but'can also be the main solution. Health
education encourages behavior that promotes health, prevents illness, cures disease
and facilitates rehabilitation. The needs jnd interestsrof individuals, families, groups,
organizations and communities-are at the heart of health education programs. (WHO,
1978)

Health educations not the same thing as health information. Health education
uses therefore vasiety ofumethods to heIIp people to understand their own situations
and choose actions that will improve their health (WHO, 1978). The most common
channel of communication for heaith edtln’:ation is the interpersonal or face-to-face
communication. Being personal and direclji, it“is more persuasive and effective than
any other form of communication and it s particularly important in influencing the
decisions of undecided persons (Park K 20()5')

Effective health education may reé‘ul-t in the development of cognitive
capabilities such as the acqujsition of factual i’nfdﬂﬁation understanding and insights.
It may also result in clarlﬁcatlon of ex1st1ngmes and the creation of new values —
and quite frequently, in attltude change (Tones K and Green J,+2004). It also helps
increasing knoyd.edgundgggaeiniancﬁg:d‘esired behavior patterns which in turns
brining about<"changes in lifestyles. Health education also*aims to foster the
acquisition of health-related psycho-motor or social interaction skills. It may even
bring about chaniges in behavior or lifestyle or create the cor{ditions for adoption of
healthy.public policy (Tones K and Green J,.2004).

Numerous health education interventions had been carried out.for preventing
major ‘prenatal, obstetric and postpartum complications which in turns enhancing
maternal health. The integrative prenatal care model ‘which included education, group
discussions. ‘andy, skills building .to jprégnant women was| used in the: multisite
randomized controlled trial conducted in US to determine whether group prenatal care
leads to better reproductive health outcomes and improve psychosocial outcomes.

From this study, it was revealed that the women in the group care had more

psychosocial advantages such as pregnancy knowledge in terms of prenatal care
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knowledge and infant care knowledge were significantly better in the women in group
care; breast feeding initiation was higher and these women felt more prepared for
labor and delivery (Ickovics JR, et al. 2007).

A community based antenatal education program was done among the first-
time expectant mothers in Istanbul, Turkey which may increase the chance that
women will adopt behaviors. rclated to infant healthe(breastfeeding and infant check-
up) and contraception in_the period ﬁt{ollowing a birth. This study revealed the
significant difference in.the areas of breastfeeding behavior of first breastfeeding
within 2 hours«after bigth and protection from unwanted pregnancy by increasing
contraceptive method with male participa‘lting; but not in postpartum check-ups for the
mother. (Turan JM aad Say [ ,2003) X

Awareness of the danger signs of Iﬂ-bstetric complications is the essential first
step in accepting appropriate and timelgf,. teferral to obstetric. The likelihood of
awareness of obstetric danger s1gns 1ncreaséd w1th women informed of having a risk
or complication during antenatal care visits: (Pembe A B, etal, 2009).

The household ingerviews and health f'ﬁcﬂxtles survey was carried out in Kenya
of special interest of assessing of the efféct"_df health promotion, whether the
respondent was advised durmg antenatal caE) dehver at a health facility. It was
found that respondents who were advised during antenatal care to-deliver at a health
facility were '47(%433QLe=lng£J%ggglsuﬂalth:facﬂities in.genctal and the well-equipped
ones in particwlar, compared with those who were not advised (P<0.01) (Fosto J C, et
al, 2008). 7

A health ;1nd nutrition education intervention was con&ucted in Hubei, China
among.pregnant women with.the.aim.of providing the. information on_contemporary
post partum practices and to oyercome the traditional unhealthy postpartum practices.
Women in the intervention groups exhibited significantly greater improvement in
overall nutrition and_health knowledge after the education session; and significantly
more women iny intervention groups, gave up the traditional behavior taboos. The
study showed that health and nutrition education intervention enable the women take
away some of the unhealthy traditional postpartum practices and decrease the

prevalence of postpartum health problems. A nutrition and health education contact



36

can have effect on postpartum practices even among lower educated, rural women
(Liu N, et al, 2009).

Attendance at nutrition and health care education courses resulted in an
increased consumption of fruit and a decreased tendency of complying with behavior
taboos. Health education influences one's mutsition and health care knowledge,
behavior and attitude toward postpartum practices. Thus, when promoting
contemporary postpartum_praetices, health edueation courses should be encouraged.
Attending postpartum healthcare education courses could decrease the risk of
complying with-tfaditional'bchayior taboos (Liu N, et al, 2006).

The LINKAGES #project aiminglto demonstrate that breastfeeding practices,
crucial to infant health, €an' be dmproved at scale in developing countries was
conducted in Bglivia and /Madagasear. ’II:'INKAGES implemented the community
based model of behavior/changé to induc']'e réfi)id change in individual behavior and
community norms relating early and excluslve breastfeedlng over wider geographic
area, more quickly, ;and more equltably The messages were transmitted through
behavior change booklets and-health card§ d!eveloped specially for mothers and
families and multiple behavior" change chénnei,s were used. In Bolivia, timely
initiation of breastfeeding went trom 34%, at blasehne in 2000 to 69% in 2001, 76% in
2002, and rose.to 78% in 2004 and exclusive breastfeedmg for the first month of life
was 81% in Z@Qﬁdemam%hﬂ%;miom and.thenincieased-to 88% in 2003. In
Madagascar, 'the initiation rate went from 34% at baseline 1n-2000 to 69% in 2001,
76% in 2002, and rose to 78% in 2004. At the same time, exclusive breastfeeding rate
was also increasehi to 91% at the end of program (Baker AJ, et ;11, 2000).

Even though ‘the health .education..by ;health. workers .is still seen as an
important part of primary health care, training of health workers to convey messages,
and the development of health education materials consumes a substantial proportion
of health budgets and may be ineffective. In _Nepal,' post natal health “education
sessions' were given on two occasions such as immediately,after delivery and 3
months later and the mothers were given health education about exclusive breast
feeding and family planning including infant feeding, the importance of immunization
and the importance of contraception after puerperium. It was revealed that there was

no significant impact on the mother’s knowledge and practices of child care; however
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there was a slight improvement in uptake of family planning at 6 months after birth
(Bolam A, et al. 1998).

Health education include not only instructional activities and other strategies to
change individual health behavior but also ozganizational efforts, policy directives,
economic supports, environmental activities'and community level programs (Glanz K,
1997). Without participation there is n(.),.r health cdueation (WHO, 1978). Participation
is the key word in health cdueation for encouraging people to work actively with
health workers and others insidentifying their own health problems and also in
developing solutions andsplans to work out them. A high degree of participation tends
to create a sense ofinvolyement, persona% acceptance, decision-making and maximum

feedback (Park K, 2005). i

-

1 5
1 #

2.5 Pictorial Health' Education” J

The effectiveness of health commurﬁcatlons can be significantly increased by
including pictures in the des1gn of new heaIth educatlon materials. Pictures closely
linked to written or spoken text-can, when cd'mpared to text alone, markedly increase

attention to and recall of Health  education }’nfdrh‘lanon Pictures can also improve

comprehension when they show relatlonshlps lamong ideas or when they show spatial
relationships: Plctures can change adherence to health instructions, but emotional
response to plqtuxes_affects_whﬂthm_th.e;gmeasa;);dﬁcmasq target behaviors. All
people can bénefit, but people with low literacy skills are espec;iaﬁy likely to benefit.
Spoken information can, with the help of picturcs, be recalled to a high degree by
people with lowjliteracy skill. People with very low literacy ;kills can be helped by
spoken.directions, plus.pictures to take home as. teminders.or by pictures plus very
simply worded captions«{(Houts P'S, et al,2000).

Too much information, long words used in complex sentences and technical
language are confusing. It is important that materials distributed with lower reading
levels have a'clear core message delivered with simple language.

Pictorial health messages have benefits such as

e Noticed, have constant impact and communicate health messages effectively.

e Break illiteracy barrier.
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The study was done in India to determine the opinion of general public

towards implementation of pictorial warnings on cigarette packs and it revealed that

more than 90% were aware the healthumessages and there was a positive response for

/ packs (HRIDAY AND AFTC,

In Jamaica, mother-held plCt 1a1 Veloped aiming to raise

implementation of pictorial war
2010)

awareness and appropriate alth  seeking. ~in_response to prodromal
symptoms of imminent g | acceptability of a patient-held

pictorial card nonths after the cards

aind 6
were introduced. it reveale : the wareness and response to symptoms
improved significansly and fhere’ was- 2" “marke = eclampsia incidence.
Moreover, interviewed wi 3 health , eSS10Na ( primary and secondary
levels to assess theigfeaction fo this tool and they me L hat the card was seen as
widely acceptable'and increase S Io) 1 Awareness ¢ prodromal symptoms of
eclampsia and their di . ymptoms with antenatal mothers

(MacGillivray 1, et al, 2004).
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2.6 Community Participation

Community is a group of people living in the same defined area sharing the
same basic values and organization and same basic interests. Participation implies the
right and responsibility of people to make choices and therefore, explicitly or
implicitly, to have power over decisions which affect their lives (Rifkin SB, et al,
1988).

v

Rifkin and colleagues-defined commumity participation as: ‘a social process
whereby specific groupsswith' shared needs living in a defined geographic area
actively pursue adentificationof their needs, take decisions and establish mechanisms
to meet these needs (EyreR and/Gauld R} 2003).

The rationalgt for pursuing corimiimity participation includes promoting
positive health behavigral change; imprqﬂving service delivery; mobilizing human,
financial and other material (incl{iding in—l%';indJ)j resources for health services; and as a
means of empowering the commumty Con’lmumty participation initiated by outside
actors is only likely to be effectwe and lastmg 1f the local community achieves a sense
of ownership (Jacobs B and Price'N, 2003). 2/ .

The Alma-Ata  declaration states "[IILe'Lf;éople have a right and duty to
participate individually and collectwely in thg planmng and implementation of their
health”. If community partlclpatlon is not an 1ntegral part, health programs are
unlikely to sugcmdMMMinmry health care is based on practical,
scientifically’sound and socially acceptable methods and technolegy made universally
accessible to individuals and families in" the commumty through their full
participation and at a cost that the community and country can afford to maintain at
every stage. of their, development.in the spirit of self reliance and self-determination
(USSR, 1978).

Community participation is measured by using framework and Rifkin
identified five factors which influence the community participation. These factors_are
(1)) needs assessment, (2) leadership, (3) organization, (3) resoutrce mobilization jand
(5) management. Community participation is measured to examine process rather than
impact of community participation in health programs. For each factor, a continuum is
developed with wide participation at one end and narrow participation at the other.

Then the continuum is divided into a series of points and a mark is placed at the point
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which most closely describes participation in the health program. These indicators do

not value wider community participation as good or bad nor do they correlate with

improved health status. They are iteII ded to show describe the changes and show the

reproductive age'w e ofe ) essment alone places the indicator at the
narrow end of the.spe . It moves towards broa cipation with actions that

involve community e

Figure 8: Pzﬁimtion viewed as a Spider-gram

Fr‘ﬁ%i“@.! RHEVNINEINT

eadersth refers to whom the existing leadergp represents and hoﬂoes the

A W IANT I TVEC AL,

leadershlp represents only the small and wealthy minority and continues to act in their
interest. The indicators moves toward the wider end if the leader ship represents the

variety of interests present in its constituencies.
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Organization: The program with community organization created by planners
will see the indicator at narrow end of the continuum. Where community organization
such as village health committee and willage leadership team incorporate or create its
own mechanism for introducing health program, the mark will fall near the board end.

Resource mobilization 1s a symbol of e¢otamitment to a program. Participatory
maternal health education program commlttee has role to decide on allocations
according to the existing resources. A pomt at the narrow end of the spectrum would
be one which showed a progsam with a small commitment of indigenous resources
(money, manpower, materials) and/or limited decisions about'how local resources are
allocated. Flexibility should be exercised‘lin deciding how these resources can be used.

Management grefess o /not onfy “the management of the organization
responsible for the program but also-the management of the program itself. Decision
and management sfructures favored by}pa%ticipatory maternal health education

program committee indicate wide range of ﬁ'hrticipation.

i

2.7 Participatory Action Researeh "'{j"— '

Participatory action fekearth ‘was origi’ﬁeﬁﬂz‘developed in Latin America. The
common ground for development of PAR wals concern about marked inequalities in
the distribution of tesources and power between those whogare privileged and
dominant, anhd fw&md and-oppressed-(Liamptittong P and Ezzy
D, 2005). "+ i

Participatoty action research is defined as ‘systematic inquiry, with the
collaboration of those affected by the issue, for the purpose of education or effecting
social.change’. The participatory. action research. approach. is characterized by six
major criteria: (1) lit is participatory; (2) it is cooperative; (3) it is-a co-learning
process; (4) it involves systems development and local capacity building; (5) it is an
empowering process_for participants; and (6) it achi€ves a balance between‘tesearch
and action; One'of the main characteristics of PAR is that it ¢liminates the traditional
distinction between the researchers and the researched (Morisky D, et al, 2004).

Participatory research is a process through which members of an oppressed

group or community identify a problem, collect and analyze information, and act upon
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the problem in order to find solutions to promote social and political transformation
(Selener D, 1998).

ee principal activities: research, education

Participatory research comb
and action. It is a research m ,I:ﬂ vhich. people are actively involved in
conducting a systematic as t of a social phéhomenon by identifying a specific
problem for the purpo s of solvin o it. It 1 rocess because researcher
and participants togé er analyze ai , auses of and possible solutions
to the problem address 1ty since findings are
implemented in ormaiot practica e processes are conducted in a
participatory wa wee side researcl nd part elener D, 1998).

The Chinese pro I ember; if I do, I know”
illustrates the importance of lgarning b o (Park K, 2005). Action research is
“learning by doing’ learn: an_action-process; . emorizing” one in the
narrow sense - a:group/of p _p_le, u;ﬁ : ,v}: ) em, do something to resolve it, see
how successful their efforts were, an fji ot satisfied, try again (Brein RO, 1998).

A simple model of the cyelieal natur he typical action research process has

four steps: plan, act, obse rV "r ef.-'

ﬂ‘UEJ’J‘l’IEJVﬁWEJ’lﬂ‘i
Qﬁﬂﬂﬁﬂ‘iﬂmﬂﬂmﬂﬂﬂ
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CYCLE1

Figure 9: Simple Action
Source: Brein RO, 1998

Planning' i discussions among the

\e and the hoped for

participants. \AGti:

improvement t

ﬁh 0 on 1 1 be deliberate and
ion in PAR is the 'research' portion of PAR - here the changes as

strategic. Obse

outlined in the plﬁ observed for its effects and the context of the situation.

fri ﬁ!ﬂnﬁﬁmﬁﬂ 440 ) b
cons en evaluat their'concerns ur-Rolls'K and Hughes
1, 2000).
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They take an active role from the beginning of the project and, through this active

participation, they gain new knowledge and skills and hence increased self-
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confidence; and it is believed to empower the local community and assist them to
change their lived situation (Liamputtong P and Ezzy D, 2005).

ent because of the following reasons.

PAR is used in community de
1. It assists those who ar ' prived to gain self-confidence and

pride in being a n to community life.

2. It allows res oups for the insights and

knowledge people have-and

ath}:’n pr
the proble face.

_]%iI fgir tly responsive to people’s need.
in %}eﬁ; w.- entation en due to lack of
¢

l‘fa d communities in project planning and

;’*,_-1, S
o

(¢) Weak linkage among proje s‘aﬁd‘ m essential component of projects.

(b) Delays

involvement

organization.

(d) Limited support by g encies & istic initiatives taken by villagers.

PAR B

e, ,_ 15
promise for overcommf these ngaging a wide variety of

. . .
groups aIld mrmrrim DILO.O] 1) mliil'l‘-l‘ll“’i 112411010 i" (] lmplementatlon

et al, 199

(Jongpiputva

PartlclpaH action researe ully employ@with migrant children

and youth along the borders of China, Myanmar and Thailand by the Save the

o ﬂ@lﬁ%ﬂ%‘ﬁmﬁ i

h were empowered to define their own problems and appropriate

Y G Rt o A

“ and SC, 2001).
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2.8 Precede-Proceed Planning Model

PRECEDE-PROCEED model is based upon the principle of participation
which assumes that success in achieving behavior change in any population is
enhanced when individuals in the target population have the opportunity to assist in
the prioritization of problems and in developiag and implementing the solutions
(Windsor R, et al, 2004).

PRECEDE-PROCEED-model sz developed by Green, Kreuter and associates
(US Department of Healthrand“Human Services, 2005) and the framework originated
in the 1970s. Firstly, thé model was based on the premise that just as medical
diagnosis precedesa treatment plan. Inll991, proceed was added to framework, in
recognition of the emergence of and neeéL for health promotion interventions that go
beyond traditional educational approaches:—fo changing unhealthy behaviors. Precede-
Proceed is not considered a behavior theo'i];y ﬁér se, it is a conceptual framework for
practice, or planning model (Glanz ALl '1997)

This framework prov1des a comprehenswe guide to planning and
implementing health promotion* Activities' -fn-nlne phases; the first five involve
diagnosis or needs assesstient”and “the Jast "_-f,dur imvolve implementation and
evaluation (Valente TW, 2002) The first ﬁmteps are diagnostic, addressing both
educational and environmental issues! These includes: (1) social assessment, (2)
epldemlologrcall, -assessiment,(3)-behavioral and cavironmental assessment, and (5)
administrative=and policy assessment. The last four steps compfise implementation
and evaluation which are (6) implementation, (7) process evaluation, (8) impact
evaluation, and i9) outcome evaluation. (US Department (;f Health and Human
Services; National Institutes of Health,,2005)

The starting point of the model is an assessment of the quality of life and any
social problems experienced by the population. It then identifies any specific health
problems that contribute to quality of life_and establishes which of these should be
prioritized !, These are then.analyzed to establish both. environmental and, behavioral
risk factors. Further analysis identifies the plethora of factors that influence health
behavior grouping as predisposing, reinforcing and enabling factors (Tones K and
Green J, 2004). The last four steps comprise program implementation and evaluation

which are process evaluation, impact evaluation and outcome evaluation. Process
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evaluation gauges the extent to which a program is being carried out according to
plan. Impact evaluation looks at changes in predisposing, enabling and reinforcing

factors that influence the likelihood that behavioral and environmental change will

]
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Figure 10: Precede-Proceed model Source‘-Green and Kreuter 1991 (From Gla@ et al, 1997)

ARIANN I URIINYA




48

The strength of the Precede-proceed model is the attention given to identifying the
multiple factors that affect the health status as a basic for focusing in the subset of the
factors that need to be addressed by the proposed intervention (Tones K and Green J,
2004).

Using the Precede-Proceed model, the various.individual and environmental
factors influencing praetice of ma‘ternﬂi health in-antenatal, delivery and postnatal
period including breastfeeding and family planming practice are analyzed in terms of
predisposing, reinforcing.and enabling factors.

Predisposing  fagtorss axe | the antecedents that provide the rationale or
motivational for a behavior includingg individual’s knowledge, attitude, beliefs,
personal preferences, existing = skKills, and self-efficacy beliefs. In this study,
“Predisposing fa€tors Jrefer tg the factorslﬂleading to motivation to practice including
the women’ knowledge and attitudes tlgbwaifd maternal health during antenatal,
delivery and pestnatal perlod mcludmg breastfeedmg and contraception and
socioeconomic characterigtics’ such as age educat1on occupation, total family
income, number of pregnancy, an&number of’ ﬁvmg child.

“Knowledge” is défined as acqumh‘g :}ﬁésw understanding of facts and
information and also to generalize, integrate a—’dalﬁlply this information with a view to
solve the day to day proble-:rxn'éii:n the life situat;io'r; ?I(_u}nari KS. 1994).

“Attitﬁéel&pmsanls_bﬂhﬂﬂs_mhichggmgumoi@nal component and
psychologicalbasic. It represents the ability to be receptive to ncw ideas or different
ways of th1nk1ng about a situation. Strong feelings of concern for nutrition and health
status and the motlvatlon for active participation in educatlon program denote a
favorable attitude (Kumari, KS..1994).. Attitude .has.been.defined .as a relatively
enduring organization ~0f beliefs around ,an object, subject or concept which
predispese one to respond in some preferential manner. An attitude includes three
components:

(a) A cognitive or knowledge element
(b) An affective or feeling element, and
(c) A tendency to take an action (Marriem-Webster)
The utilization of antenatal care and postnatal care were more likely influenced

by women’s knowledge about danger signs during pregnancy, delivery and postnatal
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period. The pregnant women who had good knowledge on antenatal care had the
lowest percentage of inadequate ANC utilization compared to those with poor
knowledge was found out from the study done among pregnant women at health
centers in Indonesia (Erlindawati, et al; 2008).

Among rural-to-urban migrant women in China, the women who have attended
5 times or more antenatal carc had a s‘ia‘lftistically significant higher knowledge score
than those who had less antematal visits (Zhao Q, 2009). From the survey done in
Indonesia, the woman with low knowledge about problems during delivery tended to
use traditional health prowidess for their delivery when compared to woman with high
knowledge of danger signs (Sugiarto T, 2IDO7).

A hospital-based gross seectional ;stiidy to determine the factors related to
regular utilization of amtenatal ‘care {ANCT)' among postpartum mothers in Indonesia
showed that high knowledge mothers kneljw the benefit of ANC for their health and
their babies' health. Mothers of oW level of knowledge on ANC were 3.53 times
more likely to have igregular ANC visit than the hlgh level group. Postpartum mothers
with negative attitude towards ANC were 5-'69* times more likely to attend irregular

ANC visit than positive attittide gtoup (Effend’rR -’e'l al, 2008).

The main reason for the non-use, of gostnatal health services is the lack of
awareness Or 1ot percelvmg "a need for it (Anchrya LB and Clealand J, 2000). The
study done amgngidesﬁmanﬂmen_maealedmghuimzapon of postnatal care
was much lower in women with negative attitude and low utilizatidn of post natal care
has been related t0 women’s lack of knowledge about its 1mp0rtance and their lack of
perceived need (Dhaher E, 2008).

In Uganda,, the mothers’ ,awareness .of .postnatal seryices. significantly
(p<0.001) influenced the utilization of postnatal senvices as most of the mothers
(70%) 'were knowledgeable about postnatal services and among them, quite a large
proportion (82%) utilized the services (Annet N, 2004).

Even though the knowledge is not the only one factor which impact behavior,
Qian and Yue state that one of the main factors shaping behavior is knowledge.
Behavior is the human action or reactions for adapting to and changing the

environment. Knowledge is the summarization of fruit and experiences by the human
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activities of understanding and practicing, and includes intelligence (Qian W and
Chen Y, 2002).

In socioeconomic factors, maternal education act as a stand-in variable for a
number of background variables representing a. woman’s higher socio-economic
status, thus enabling her to seek proper medical care whenever she finds it necessary.
Literacy of women showed a significant assoCiation with respect to utilization of
antennal care services as_women withfrprimary education was more likely to have
inadequate antenatal utilization'(Erlindawati, et al, 2008) (Etfendi R, et al, 2008). The
first antenatal check upan the first trimester was very low among illiterate mothers
and mothers with' secondagy and higl%er education were more likely to obtain
institutional or skilled attendancefdelive'ry’ ‘and postnatal check up (Yuesdian PP,
2009). - ' d

Similarly, it was observed that as ']"pdlieation of women increases so did the
likelihood of having postndtal health’ care’ ('Dhakal S, et al, 2007) (Annet N, 2004).
However, the study done among Pale%tmran women showed that education level of
women was not significantly assoetated wrth-f‘eeervmg postnatal care (Dhaher E, et al,
2008) and similar was found among WOl‘néI’L ';ﬂ;' Saudi Arabia (El-Gilany A and
Hammad S, 2008 ). Furthermore woman’s edpcatron was not significantly associated

with early initiation of breastfeedmg (Turan JM and Say L,2003):

importantpredictorfor‘enhancing utilization
of maternal hedlth care (Yuesdian PP, 2008), it is also not a significant predictor for
utilization of antenatal care scrvices (Erlindawati, ct al, 2008), also not with obtaining
postnatal care (Ef—Gilany A and Hammad S, 2008 ) (Dhaher E, et al, 2008) (Annet N,
2004),.and.not significantly associated with.€arly, initiation.of breastfeeding (Turan
JM and Say L, 2003).

It is anticipated that income has a positive impact on the utilization of maternal
health care as higher family income of pregnant women had the lowest percentage of
inadequate utilization of ANC. services [(Erlindawati, et al, 2008) and mothers” with
low family income were more likely to have irregular ANC visit (Effendi R, et al,
2008). Conversely, among women in Saudi Arabia, utilization of postnatal care was
not significantly associated whether the family income was satisfactory or not (El-

Gilany A and Hammad S, 2008).
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Since, occupation of mother is considered to be one of the factors which
influence uptake of maternal health care, housewives were 7.25 times (95% CI =
2.94-18.18) more likely to have had pestnatal care than women who reported farming
as their main occupation (Dhakal S, et al, 2007). Nevertheless, maternal wok was not
significantly associated with receiving postnatal earc whether the woman was house
wife or work outside (El=Gilany A and Hammad S,.2008).

Parity of women and.number ofihildren alive are the important predictors of
maternal health care utilizations Even though women with three or more children were
less likely to have'had pestnatal.care in Nepal (OR = 0.16; 95% CI = 0.04-0.51) than
a woman with one or two children (DhLdkal S, et al, 2007), larger family size and
number of living children wasnot signiﬁé@nﬂy predictor for postnatal care uptake (EI-
Gilany A and Hammad.S, 2008) (Dhaher E-; et al, 2008) (Annet N, 2004). Having had
more pregnancies was associated with.a lo{}’erléhance of postnatal care utilization (p =
0.001) (Dhakal /S, et al, 2007) In corftrast Panty such as primigravida and
multigravida were not 51gn1f1cantly related among women in Saudi Arabia (El-Gilany
A and Hammad S, 2008) and-also among-‘{women in Indonesia (Effendi R, et al,
2008). JE2 -’ !

Enabling factors are the antecedentEt enable motivation to be realized;
they can affect behaV10r dlrectly or 1nd1rectly through an environmental factor
including the @L&W&eg and.resources.neeessary for behavioral
and environmental outcomes (Glanz K, et al, 1997). In this study;™ Enabling factors”
refer to the availability and accessibility to maternal health education service such as
women’s group health education, and health education pamphléts and handbooks.

Media ,is,. a, medium .through. which. a. woman could..obtain knowledge/
awareness/ information.and exposure to at least one of the media was sufficient. The
study done in India showed that empowerment factors such as education and exposure
to _mass media show positive relationship towards maternal care utilization.”Prenatal
care utilization 18 also very highlamong media exposed mothers; that is, 6.1.1 percent
among media exposed mothers to 31.2 percent among non-media exposed mothers
(Yesudian P P, 2009).

The community based home visiting program was conducted using parenting

curriculum and encouraging contraceptive use among African American adolescent
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mothers. Adolescent mother’s parenting attitudes and beliefs were significantly
improved but the program was effective neither in reducing the odds of repeat
pregnancy nor improving use of hormenal contraception (Barnet B, et al, 2007).

A prenatal and infancy home visitation program on the maternal life course of
women was conducted among urban black women and nurse visited women had
fewer subsequent pregnamcics, fewer closely spaeed subsequent pregnancies and
longer intervals between the birth of ﬁrst and second child were found out 3 years
after the program ended (iKitzman HR; et al, 2000).

Understanding ofsthe importancelof postnatal eare i1s vital to improved uptake
of postnatal carcThe uptake of postﬁl‘atal care might be associated with health
education and counsgling seceived during antenatal visits and the delivery. Women's
empowerment factors such as edueation?*exposure to mass media and household
autonomy play a major role in the utilizatil(]')n of maternal health care (Dhakal S, et al,
2007). ;1

Reinforcing factors arc those elements that appear subsequent to the behavior
and that provide continuing reward or 1ncent1fve' for the behavior to become persistent
such as social support, peer i fitienct; signiﬁéanf.;‘;fhers, and vicarious reinforcement.

refet: t(Fthe' community’s support and village

2

In this study, “Remforcmg factor
health volunteers’ supports which come from part1c1pat10n of village leader, village
health committgeﬁau.xﬂiar%gggid;ad;@ssandirajmng ofvillage licalthivolunteers.
Commuhity participation is the key to the success=of virtually every
community-based ' development project. In 1980, Thailand government decided to
decentralize prin;ary health care system based on the Villaée depot approach and
introduced..a program.in which. training selected ,community .members as village
health volunteers (VHVs), village health communicators (VHCs) as|well as traditional
birth attendants (TBAs) in addition to government health and family planning
services. A _community participation_in family planning study was_carried out to
determine the community participation and it was revealed that knowledge abott the
family planning program was increased and services were greatly accessed as benefits
of community participation. Moreover, participation of community was valued as an
important strategy for helping to manage and implement family planning service. Life

has changed lot and the erosion of traditional behavior pattern was happened.
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Community participation was visible and increasing in the family planning activities
even that have no overt and immediate economic benefits. This study recommended

that to be more cost-effective, th. should be integrated more thoroughly

with high degree of communi mnern-Attig B, et al, 1993).

AU ININTNGINS
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CHAPTER 111
METHODOLOGY

3.1 Site of the study

This study was taker is located in the east central
part of Myanmar. There a ps and 15513 villages in
Shan State.

This study in, and Lone War (Kyout
Ngat) villages whic an State. The total
population in t oductive age women

comprises of 30%.

vithin reproductive age

3.3 Study Population

Pa-O women of ag ,,.iaﬁ#‘f 9 _#k al -. : one Chin, Tee Lone and Lone

War (Kyout \gat

3.4 Research I“—'I* o

Participatory Action Research using qualitative and quantitative approaches

was used.

ot mrmw N
AN TUANINGAE
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Maternal Health
Education Program

- Pictorial maternal health
education handbook

’S eroup health

- Wo
- Knowledge !
- Attitude

- Practice/Intention to |
practice of early
antenatal visit, at leas

- Knowledge
- Attitude
- Practice/Intention to

= practice of early

antenatal visit, at least
3 antenatal visits,
delivery by skilled birth
attendant, postnatal
visit, early initiation

3 antenatal visits
delivery by skilled bi
attendant, pos
visit, early initiatig
and exclusive and exclusive

breastfeeding, and

usage of contraception

breastfeeding, and

usage of contraception ‘

Pre Intervention Sur A Post
Intervention Survey, kil
*'!113;1 ¥
I e
3.5 Project procedure "_;?"_ }; w {';_.,
Phase I: Preparation Phase — ——
P Fre I
Active,contac the community leader > leaders, village leadership
team, healt -'"“m-‘mm outinthe communities in 3
villages. The zappc ' mumtnity and research
team. Populatioﬂf reproduct s updated @ acquired from each
village.
Training.of facilitagrﬁ s

8 el IV VIa WE"IT)°d

. T@ain the facilitators for good interpersonal communication and facilitating

skill which in turns buildin. ug the self efficacy. <= e/
WSS neaae-

community meeting.
e To produce the facilitators who can be able to make an efficient training of

village health volunteers.
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Three facilitators from 3 villages were identified. The facilitators were selected based
on the following criteria.

Inclusion criteria

e The woman who is ac

°
—
=
9]
£
o
3
=]
£
=
=
()

(0)e]
[¢)
o
=
o
g
w2

e
=
a
4
o

(t)e]
(¢}
i
=]
—*
=
(¢}

et
after the training to ensure. the

strategies prior to study 1 _ﬂw

by the reseaic and medical officer fro m .

ed lesson content and delivery

ties of facilitators were monitored

Phase II: Pre
Three P women who have at least middle ed@ion were trained as

interviewer for prefn ﬁost intervention da%}ollectlon These women were trained

for ¢ for making a
good int r‘u EI ore, io“cmmm view.

e intervention survey wa‘s conducted by usmg structured questlonnalre in

q IAELTS. mmﬂﬁ"ﬂmﬁ B

health in antenatal, delivery and postnatal period including breastfeeding, and family

planning of the reproductive age women were assessed.
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Phase III: Activity Plan and Implementation
All the activities were carried out through participatory approach and the

e first stage was to establish the program’s

activity plan was divided into 4 stages

committee, the second stage

third stage was the tra ining of communits unteers and development of
pictorial maternal he educa e fourth stage was the

implementation of matern

Stage 3.1: Est ; \ ¢ Ith education program
committee N

Before e 10 eeting with a focus

on orientating the i ot nderstand the methods

h community leader,

village leadership commitee i attendants, auxiliary

Reproductive age women

M ININGI0S.

estabhsﬂnent of participatory mat;cenal health education program and also throughout

9 EIAIIIUUNIINYAY

Meeting was conducted with the aim of explaining the purpose and utility of
the program and also for obtaining their support and cooperation in the successful

implementation of the program.
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The existing problems concerning maternal health during pregnancy and
postnatal period including breastfeeding practice and family planning practice were

identified. Moreover, current perceptions of the problem were described, so the

for implementation of participatory mate tion program.

and short and long term solutions for

Step 2: Problem analys

solving these problems_wes ed.| The activities to solve the problems

.

education program, goals,
al health education

‘ ‘L for administering the

N

participatory m \
personnel responsibi i e, onitor and evaluation and the budget

determined. Furthermore,

were conferred.

# - ]
The village health volunteers were ed and the opinion on pictorial

maternal health education .,qw gx' J ' ed for participatory maternal health

T

education program w
-
n LY
The new i’l-F o

Step 4: *'ﬁmﬁ_ﬁﬁ Qi
entation of health
education program, the effectiveness of the program and the munity participation

were discussed in r}onthly ongoing meetings, especially the problems which must be
solved..i der e | ogram;.these. were, lesson learnt
ol d O VT WEN 1119
U
ORI ﬂﬁﬂ‘ifljllﬂﬁﬂil'] N
|
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Stage 3.3: Development of Pictorial maternal health education handbook and
training of village health volunteers

Lihealth education handbook

book was developed with the
discussion of the women o -productiv mmumty for understanding
insight of the knowledge, attitud E aternal health and family

b

planning. Moreover, meeting with ' i ate calth education program’s

pretest the handbook. Fhe handb ' "- o ctorial health education

handbook in cul d ¢ y app: te L , strations which was

Pretesting oFithe i S
v vas pretested with the

reproductive agﬂ«omen traditional birth attenda .Q

s and a
clarity, cultural approprlateness and language used before production. Moreover, the

iﬁiﬁﬁﬁﬂpﬁdﬂ By W

e pictorial maternal health education handbook was reviewed and revised

AR INYaY

iary midwife for the
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o Training of village health volunteers

5 to 7 village health volunteers were selected from each village depends on

good interpersonal

on and. jfj:l" tatin in turns building up the

v e
self efficagy. .;1#’-:1’,1*_.:.

o To produce th _L_h.z' h’éa who can be able to organize

d k g g
an maejwig

hand at | micsgwell.

health education session and can
‘-“ﬁmmmmm:mmmm-mumﬁ, ition handbOOkS to
if . .

VOIY dboc effectively in

|

communicating w omen.

The Vlllage health volunteers were trained not only to provide information on
mate alth .ca a 0 estions and raise
personal ¢ g bout th %I Fhl vi agﬂn Elvgiﬁ j‘sld be able to

motlvamthe subject to take posmve control of her 11fe and by learning to understand

9 RTRIASHINBRIIN AL

o Antenatal, delivery and postnatal care (danger signs, diet, hygiene,
antenatal check up and tetanus vaccination, and safe and clean
delivery)

o Breastfeeding
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o Family planning
o Facilitating and communicating skills

Responsibilities of village heals unteers were as follow.

o session.

o ﬁ)s to women during group
* :

o

iﬂ% !education handbook and

1 health education

program

In order i ( ! h educai , all women (about
300) received servi ucation program. There
were approximal i’ C; J age a re grouped into 3 - 5

groups depending

to 20 women.

Women’s group health educ T
B Lt T

J
Wom: _Wgrf:'fr_n—/ited' to at{gﬂd o

it oy

essign-which was held in

women’s homesvillageleader s home- e VAN S Home
. parficipants and it took
about an hour. M ternal hea ducation handbook was given to women and short

presentation was conducted by village health volunteer by using maternal health

AN BRI NEIA T

sessiorm'ill cover breastfeeding and family planning. The village health volunteer

AR A TR

education course was held in every week and the announcement of schedule was
made in the village via village leaders, traditional birth attendants, village health

committee’s members and village health volunteers.
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Phase IV: Monitoring and evaluation of participatory maternal health education
program

ticipatory maternal health education program

Monitoring and process evaluation,of; DA
Monitors

Participatory maternal health education programscommittee was the key agent for

monitoring and proce d r
- Faclhtatoy H
- Auxiliary midwi —

- Village
Village h
- Medical officg

- Researchg

Responsible per

Facilitators and
committee’s membe

the wvillage health
> accomplishment.
the monitored book

Auxiliary midwife the monitored book

g oup discussion  with

aluation.

Medical office : __;;_‘.:;u:'_z—_"ﬁ“—’l J monitored book

discussion  with
women for evaluation.

3. Supervised the facilitators and

& = o/ auxiliary midwives doing group
. : ith s=.women for

P !‘_‘ '0'
k'- ation. i

Actions of monitors

A WIANIT ANV

The monitor book included the followings:
- Name, age, address of women.

- Number of group health education sessions carried out.
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- Number of women who received maternal health education handbook and

attended group education session.

ceived maternal health education handbook.
%xoup education by village health
nd/

&e i on sessions and the reason
e

- Personal details of women who r

- Personal details of w

volunteers.

- Personal detai
for not aﬁ?
(b) A woman fro

About

further focus group discussion.
Va d 10
-

recall of “course and any m or suggestions were
asked. - Nl 18y \
cer-and auxiliary mid

(c) The res vife observed facilitators

discussion and their

au s
F L |
and village withpartic pants and rate facilitator’s and village

: it pport r onal skills ad adherence

(d) The focus group discussion was con dueted with village health volunteers for
i i ¥ r_-"‘ > . .
evaluating thei ihteet= work, “th ities related to maternal health

education, monitoring and
health-educati 1 satisfacti ns faged during the health

oughout the participatory maternal

(¢) Feedback i

e y month, aken with the village leaders, village

health volunteers, auxiliary midwife, village health committee members,

-depth interview with health committee member, traditional birth attendants,

Sl sttt et

program.
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Assessment of community participation (See Annex G)

Activity (1): Number of participants (participatory maternal health education

ting since problem identification until the

Activity (2): Rifkin

program’s committee) engaged in eve
e dimensions influencing
al pentagram framework:

i)

needs assessment, leaders { ¢ i management and organization.

participation that coul

For each factor, a five-point ra o scale that measures the degree of participation is
provided, ranging fi gainioaal (vanl o maximal (ranked 5) with three levels in
between of restri 1ked 4) (Eyre R & Gauld

R. 2003).

Needs assessmey

Resource
mobilisation

-

S X
an the program can

Needs assessment is t Who™T
determine whatproblem might exist in a group of reproducti

Leadership refers to ﬂ)m the existing lea@hlp representatlves and how does the
towa iety of interest group of all

partners.

mmmmmz nHrRY”

Resource mobilization is a symbol of commitment to a program. Participatory

€ women.

maternal health education program committee has role to decide on allocations

according to the existing resources.
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Management refers to management of the program. Decision and management
structures favored by participatory maternal health education program committee

indicate wide range of participation.

end of the program. scussion was cted to monitor the community

participation in five o arca : sment, leadership, resource

Outcome evaluation

Quantitative data coll
One group pre-test post-test desi; ed to evaluate the effectiveness of

the health edugation n. A structured as administered and face

to face interte ;pm”?_sf p
Post ihterve mplémenting the health

) "
education pro among reproduct oe women to ass

knowledge, attltude and practice/intention to practice of maternal health care in

"R )| EJ b L1l
AN TUANINGAE

the improvement in
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3.6 Data Collection

3.6.1 Qualitative Data Collection
Sampling

Purposive samplin

respondents in qualitative data

collection.
Individual In-depth Interview ex D)a—
In-Depth Int informants such as members of health

committee, traditiona and auxiliary m Were employed to seek
nd oe

on the participatory

n individual in-depth interview.

One person from heal mim ditional birth attendants were
chosen from each of 3 S{& "EE shdy

Guideline ared HFI, ‘Jf-_.g {1 dividual in-depth interview will take
around 45 minutes to our.—the inte was taped with the consent of the

Focus Group Disc
R R

Focus Group, 1% See Annex B &
ocus ‘—W{ 5 (FG. g'l; (See Annex

®)
Focus @up Discussions were utilized for gett@ detailed qualitative
information from the women of reproductive age about knowledge, attitude and
e gomen of reproduc :

practﬁo tﬂ tliﬂle ,ﬂfﬂ)ﬂT ich was used
for develo rally and lo opuiate pictorial maternal health education

handbook.

ARSI A Sy

health education course, pictorial maternal health education handbook and any
concern or suggestions for the participatory maternal health education program.

8 — 12 women of reproductive age participated in each FGD.
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FGD guideline prepared and each FGD took about 2 hours. The discussion
was taped with the written consent of the participants and note taker recorded the

data.

The selection of the participants was base the following criteria:
y LY

Inclusion Criteria

Hea olunteers (See Annex E)
Three focus group diScussions we ted with village health volunteers

for evaluating their volunteer. work ka ¢ maternal health, their activities

related to atern it . porting throughout the

participatory rnal health educatio ;"icj , problems faced

during the hea ”"hc
Village health volunteers from each of study village p m] ipated.

FGD guldelfe was prepared and it t about 1 % to 2 hours. The discussion

ZUE TN
QRN TUNM NN
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3.6.2 Quantitative Data Collection
Data Collection Tools (See Annex A)

The questionnaire was develope nglish and translated back into Burmese

&

language, then translated into F
The questionnai ic characteristics of the

respondent, knowledge actice concerning maternal

health in antenatal, delive stnatz peri%, and family planning.

Data Collectio

Individua eTv 'was ‘used ¢ interviewer read the

questionnaire to the i as their an \\ A

Reliability and vali

The que oe women were asked

for pretesting. Cron alculated to measure reliability of

the data collection too coefficient was 0.7. Moreover, the

content validity and face validity was cheek xperts after constructing the draft

questionnaire. The quest{y ,-L

esting reliability and validity.

e

Sam D le SlZe l&@‘ NHNIINo

LAY
There are ab n all three villages.
4

In this study, census was used for pre and post intervention survey.

Selection of responden ts

Wﬁﬁ?-ﬂﬂﬂﬁﬂﬂ’]ﬂ‘i

. oman who is willing to participate.

SV gr et st Tl T

Exclusion Criteria
e  Women who are not mentally sound.

e  Women who have hearing and speech difficulty.
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o Women who engage with severe illnesses.

Phase V: Analysis and reporting of
3.7 Data Analysis :
3.7.1 Qualitativ

The d

discussion through tape recorde i rosschecked with respondents

before translating thenm_into English. lation - glish language was done by

entry was done an . Descriptive statistics

such as mean, stand etermined. Paired T-test
attitude at pre and post intesvention. McNem: s test was used to compare the
difference of categorical ab. pre:, post intervention. The level of
g A«Etﬁﬁﬁf FANe
significance set at 0.05.
Wy

For k cdg cerning about the

according to the

The knowled e part consisted of 19 questions and the score is 1 for correct

iziﬁﬁwﬁiq i lal o m

- High owledge > 80% of total score

9 TS EM AN Y

Attitude was measured in 3 categories according to the Likert scale (McDowel
& Newell, 1996). The attitude part consisted of 13 questions and the questions
consisted of both negative and positive aspects. For positive questions, the score was

given 3 for agree, 2 for uncertain, 1 for disagree. For negative questions, the score
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was given 3 for disagree, 2 for uncertain, 1 for agree. The highest score was 39 and
the lowest score was 13. The level of attitude was divided into 3 levels such as:

- High attitude: > 80% of total score

Both in quantitative and itative data ¢ ion, the purpose of survey was
explained beforesinterview a i S o ke k\.‘ respondent.

The responder efe Jfgel free to | ¢ withdrawal any time
throughout the interview. | Vas nair ain it oughout the interview. The name
of the responden 1 ded an vas coded h‘-‘ ey questionnaire. All

the data was kept confidentia ,'.-f' d none uestionn: _\‘ could be traced back to

Ethical approva i L ired fro cal Review Board, Chulalongkorn

University.

i
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CHAPTER IV
RESULTS

This chapter include etation of the data obtained and

analysis based on the q 7 women of reproductive age
and qualitative da en, health committees,

traditional birth attcndants, auxili idwife and participatory maternal health

post interventio Bthasstudy.r
4.1. Quantitative Stu Ty

t de uate the effectiveness of
health education progr ing-pi proving knowledge, attitude
and practice regarding mate L h tal, delivery and postnatal period
breastfeedlng and famlly_,pig;yfgq'np 3 oup in Myanmar. Face to face

data. Follo S, 5 entmg the health
education pro gfj ,
In this : ion, analysis was divided into two parts}m (1) pre-intervention

findings of reprodlftiaage women and (2ufectiveness of participatory maternal

zmmm 1w ) Y g

postnat perlod breastfeeding andéamlly planning and comparlson of these w th pre-

o LIRS G NN INY

1nformat10n regarding maternal health care were presented as follow.
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4.1.1. Pre-intervention findings of reproductive age women
Pre-intervention findings obtained from the reproductive age women were

presented as below. The participants i

between 15 — 49 years who were resi e PaO villages in Shan State in
Myanmar. s

of selected variables

study were the women of reproductive age

language skill.

All the » e Tar & 1 rs which was within
reproductive age t s 30.47 and proportion
of the women gr E@fi} ﬁ all age g . All of the women
proclaimed Buddhi ir religion ajoril X en were married (80.2%)

il '.f..‘i r

attended school and more 2  th en (52.5%) completed primary
education. Similarly, more {

and few of ther

(53.9%) had primary education
e women (68.9%) were
gardener w O ~grew e leaves, onion 7 Jn' les. The level of

economic status-had t] otal family income in
kyat. While tota 1' 1onthly family income ranged from 1000 (1.3 USS$) to 100,000 (130
USS$) kyat, more than half of the women ha nthly family income less than 10000

ﬂﬂﬁf’lﬁﬂ;ﬂﬂﬁ?ﬂ &Ll b i
amaqmm UAIINYIA
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Table 4.1: Socio-economic Characteristics (n=257)

73

Variables Frequency Percentage

Age

15-24 74 28.8%
25-34 91 35.4%
35-49

Range = 15 — 48, Mean =

‘//!92' 35.8%

Religion . J

Buddhist i ” 100%
Marital status -

Married / 80.2%
Single 3.5%
Divorced, Widow 16.3%
Education

Never go to scho 14.8%
Primary educati i ~ 52.5%
Secondary educatio é‘ 27.2%
High school 4 4.3%
Higher educatio 1.2%
Husband’s educati

Never go to school 14.6%
Primary education 53.9%
Secondary education 27.7%
High school 3.8%
Occupatio

Housewife , « 12.8%
Farmer | v—i . 15.6%
Gardener = e 68.9%
Others (Teachengud : 2.8%
Average family income per month (kyats)

<10000 (<15 USS$) 'y, 134 52.1%

10001.-+20000 (15-25 US$) 17.9%
2000130000 (25-35USS) 14.0%
>30000 (>35S ] 16.0%

RangeﬂlOOO (1.3US$) — 100,000 (130USS), Mean = 18852.1, SD = 17644.31
e/

SRS LU B85

Fluently in Burmese language (speaking, 27.6%

writing, reading)
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4.1.1.2. Fertility background
Fertility background of the reproductive age women who were ever

married and currently married was

age between 14 and 20 ,‘\\‘ early martidges racteristics of rural women.
Majority of the wome 7 %) e e 1d nearly half of the women

experienced 4 times or more.of being pregna an one third (39.1%) of them

ermined in table 4.2. Although age at first

experienced abortion whe o had history of child death. Half of the women had

less than 2 childréh, howeVer,the ¢ *\ anged from 1 to 8.

Table 4.2: Fertility Related Ch:

Variables r 4 I f 'g’,_:" - " Frequency R Percentage

Age at first marciage (u

14 -20 75.3%
21-25 17.7%
25-49 7.0%
Range = 14 — 34, Mean= 19
History of pregnaney (n = 215)
Yes - - 96.3%
No i{ ,i.-- I 3.7%
Number of pregnancy (n = ;ﬂ'b)'F_ A o
1 o {:}f o 21.7%
2 19.8%
3 S mememe—————————————————— ’ 16.5%
4 e — . 14.0%
>4 “' e 28.0%
Range=1-12,
History of abortion (n 207)
Yes 39.1%
g iéo .9%
69.1%
% ?
Qﬁ&ﬁkﬁaﬂjm qu I IEJ,] EJ
Yes 16.4%

83.6%
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Table 4.2: (Continued) Fertility Related Characteristics

Variables Frequency Percentage

Number of child death (n = 34)

1 29 85.3%

2 2 5.9%

3 // 3 8.8%
Number of child alive ( , é

1 - 23.9%

2 D 29.4%

3 % 18.3%

4 N 13.2%

>4 15.2%
Range=1 -8,

4.1.1.3. So alth care
Places ich tepro : en received knowledge

regarding maternali health care ineh ding 2 : elivery, postnatal care,
breastfeeding and fami e 4.3. Almost half of the
women (41.6%) stated t ~knowledge regardi g maternal health care from

their relative and frie em (36.2%) mentioned the

primary source was health p ."...mmu. :

;-_;rr-—— _‘ =
Table 4.3: Channels fromr wihich _,» e.; uctive omen received knowledge of

antenatal care, de y/planning (n = 257)
o &

kf_‘ Percentage

Relatives and riends — 41.6%
Directly from J! h m 36.2%
professionals

Parents 25a0 9.7%
Heal
take:ﬂnwwﬂmwmn‘f
Book: s magazines

TeleV1510n and radio 2 O'S%QJ

Accessibility is one of the important factors that influence to women in

obtaining information on maternal health care, decision making and practicing

maternal health care in antenatal, delivery and postnatal period, breastfeeding and
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family planning. Referred to table 4.4, even though more than one third (39.7%) of
the reproductive age women ever seen health education materials such as pamphlets

or handbooks, 25.3% ever received those materials and few of them (8.6%) ever

attended health education trai

Table 4.4: Accessibility -.,_i:_ jcation‘tle d training (n = 257)

Variables Cy < Percentage
Ever seen health W % 7%
pamphlets or han ; —

Ever received hea 25.3%
education pamphlets

handbooks

Ever attended health 8.6%

education training

ication program

4.1.2. Effectiveness of parti \\ ed

Effectiveness: of pa ma

lucation program using
pictorial maternal health educa '----’---_-e 1500 s assessed by comparing knowledge,

. . iy JI il ; .
attitude and practice egaf ding -maternal care in antenatal, delivery and

postnatal period, breastfeeding gm / plé t pre and post intervention.
e - a Y ]
4.1. 777’777 “\i th care pre and
post intes
t.!gl 4.5 showed reproductive age women’@vowledgc concerning

antenatal care, deliv; ry and postnatal care, breastfeedlng and family planning at pre

i AL 1L (k19w

famlly nning were determined as follow.

Q‘W']Mﬂifu UAIINYAY
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Table 4.5: Percentage of women answered correctly to knowledge items (n= 257)

Correct response

No Statement Pre- Post

Intervention  Intervention

1 Antenatal care (8 items 60.6% 94.5%
2 Delivery (1 item) / 87.9% 97.7%
3 Postnatal care (1 it ' / 79.8% 95.3%
4  Breastfeeding ( . ] | %, 95.4%
5  Family pla@ , g3 69, 98.1%

Ja ot COrTY statements regarding
knowledge in pre-in tage of correct response
increased in a response in each

Table 4.6: Percentage of wo S ponse to attitude items (n= 257)
: Correct response
No Post
Intervention

1 al care ) . 67.1%
2 Dehvery ( iy 1% 61.1%
3 Postnatal dcg 3 1tems . 84.4%
4  Breastfeeding (4 items) . 58.7%
5 Family planniﬁ&items) 63.7% 72.3%

Eesfra)e%qea H a ;‘\Lf] rds maternal
health qe in three categories such as high, moderate and low. Majority of the women

(70.3%) had low knowledge while39.7% had high. Similarly, more than twio-third of

ARIRIAGRAATIRYIN Y
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Table 4.7: Level of knowledge and attitude towards maternal health care in pre-
intervention

Variables Frequency (%)

Knowledge High 102 (39.7%)
Modera 111 (43.2%)
‘/// 44 (17.1%)

—

Attitude 45 (17.5%)
194 (75.5%)
18 (7.0%)

\ik

Table 4.8 edge and attitude concerning maternal

health care such ivery, postnatal care
breastfeeding i “pre. ¢ . Wilcoxon Signed Rank
test was used to iffer of reproductive age

samples T-test.

e ey ] ) .
Table 4.8: Knowledge Fmaternal health care pre and post intervention (n
=257) T

Var i LU vEntion p-value

ean (SD)

16.5(227) <0.001

3
18 — 39@ 32.1 (4.67) <0.001

post intervention were analyzed dby using Mc—Nelgr chi-square test. Eg)le 4.9

and post intervention.

Intention to practice antenatal care in terms of antenatal visit with health

professional within first 3 months of pregnancy and having at least three antenatal
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visits during pregnancy were significantly increased post intervention with p-value
<0.001. Likewise, intention to have skilled birth attendants for delivery and postnatal

checkup with health professional also significantly increased at post

intervention.

Intention to practic c of carly ir i ive breastfeeding and feeding
colostrums were signif “’i:n-b ased with 1. Although feeding water
to baby during first 4 months.was ver ic group, intention to do

that practice was signiti n regards to contraceptive

used, usage of any metho ac t1 =- ntly different among
married women pie and po i \ , i o ntervention, intention to
use of any contraceptive method wa , ~ e sed among the women who

are not currentl aArric

Table 4.9: Change in intg aCti o€ T g maternal health care pre and post
intervention (n =257)

Mec- p-value

Intend to have antenata 'ﬂ

visit with health T T
professional within .mgr "_!:‘" v 5;1 4
months of'preg \
'R ———————icoan ) 252 (98.1% )~ 755148 <0.001

No ”*’_
Intend to lvlﬂ at lea
antenatal visits
Yes 216 (84.0%) 250 (97 3%) 27.225 <0.001
(16 0 7%
ﬁi ‘LLEJJJ NYNINEINT
ants

(do or/AMW/MW /trained '

’Qﬁﬁﬁﬂﬂimﬁﬁdwﬁﬂmﬂﬁ
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Table 4.9: (Continued) Change in intention to practice regarding maternal health
care pre and post intervention (n = 257)

Variables Pre- Post Mec- p-value
i tion intervention Nemar
X2

Intend to have postn

check up with heal

professionals

Yes 139.(54.19 87.940 <0.001
No - 118(45.9%)

Intend to have
initiation o

Within 1 hour 86.26 <0.001

127.008  <0.001

Intend to feed
baby during fi
Yes

No

2%) 113391  <0.001
5 (79.8%)

Intend to have exclusiv e

éﬁ%umw ynIREANg
aﬁfﬁﬁ%ﬁﬁ%mlgmwawagl

Yes y——%‘ 4022 <0.001
among marrled -women (n
Int d to practice of

No 35(68.7%)  25(49.1%)
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Table 4.10 determined the result of informal interview with the women who
had delivery after implementation of health education program. All the results were

described in number because of the s le size.

O pracl

Table 4.10: Intenti ractice/prac health care of women who
able ntention L <4, w w
delivered a baby at pre.and post intervention

ention Post intervention

Had antenat ] h

professional withii ff‘{

pregnancy

Yes 10

No 1

Had at least 3 anten

Yes 10

No 1

Skilled birth assi

Yes 10

No 1

Had postnatal che

professionals

Yes 10

No 1

Had earhy f.f_’:_’:: of breastfeeding

Within 1° . 9

Within 1 daﬂfte 2

Fed baby with yellowish color fluid prior

to breast milk foﬂrums) o/

Y. ; : 5 11
6 0

U

In post intervention, most (f the women revedléd that they practiced aftenatal

q qu o € 1(%% Nﬁ m n%o%gﬂcqﬁygl at
least 3 antenatal visits. 10 out of 11 women stated that the delivery was assisted by
skilled birth attendant mainly traditional birth attendants who were trained by NGO

and only one woman was assisted by neighbor. Most of them had postnatal check up

in post intervention and early initiation of breastfeeding. Even though more than half
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of the women stated they never fed colostrums to baby, in post intervention, all of the
women fed colostrums to newborn. The practice of nutrition and personal hygiene in

antenatal and postnatal period were sho

Table 4.12 showed the differe hods. of family planning used by

reproductive age married women. The ge of 3 month injection was
46.5% while | @IUD was decreased from

44.8% to 41% an of other metho s decreased from 15.9% to
12.2%.
Table 4.11: Diffe g ami| ar ed by reproductive age married

Post intervention
(n =156)

3 month Depo injegtion 73 (46.8%)

IUD 64 (41.0%)
Oral pills 16 (10.3%)
Male condom 2 (1.3%)
Female Sterilization 1 (0.6%)
Natural method 0 (0%)
The next section prese *:"L}:"'“' “analysis of focus group discussions
and in-depth interviews of the Study

\7

]
AU ININTNGINS
QRININIUNRINYIAE
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4.2. Qualitative Study
Qualitative methods such as focus group discussions and individual in-depth

interviews were employed for evaluati f participatory maternal health education

program and its effectivene pondents and their age range are
presented in table 4.12. /

Table 4.12: Characteri nde,w to 1 T ews
\ Age R
Methodx N mer ge¢ nange
f . (years)
Focus Group D 15-46
17 - 45
In-depth Interviews 1c committe 34-44
aditional birth 42 -57
24
4.2.1. Focus Group Dis
One focus gro i - productive age women was done. Five
focus group discussions with-tk ctive age women and three focus group

onducted aiming to evaluate the

. . . . - :: '7 1
discussions with village hsgh-h:,':%nw S

pictorial haqdb' ,k',';-women’s group hea 1 and the effectiveness of

participatory -;—.W,,_.___—

4.2.1.1 lmus group discussion with reproductive m women (to describe
knowledge, traditi"nﬁeliefs and practiceii

,ﬁ AP 01000 T T
desc tr efa ctic alth care and

assess e utilization of maternalihealth care servi gs in antenatal, 1ntrE§tal and

Y RIRNTI AW AN AL

They had primary education and household income less than 35 US$ per month. The
number of children was ranged from 1 - 7. All the participants stated that they had
their first child at age less than 20 years.
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Knowledge of pregnancy
Signs of pregnancy are understood as anorexia, vomiting and absence of

t midwife, however, some of the women

menstruation. Most of them go and

lves.

t. Then I bought UCG strip
ncy”’.(mo

bsent, so I s&%eir{rural health centre and 1

used UCG strip to confirm th
“When the period was 7
from grocery to confi
“I feel lethargic and the
was told that I am pre
“I didn’t know
TBA and I was to

ickening, I consulted

checks blood pressure ': 1°0f the' ’ ive injection to the arm and vitamin
supplements”. (mother 4)
Almost all o

Ju
‘.j ef{'e ! Teasic

€ pregnant WOI‘IlCIl I'CC

e of Anti-tetanus Toxoid.

Most of the ‘wor ,mmi'ﬁimrﬁ.-b-rn-ﬁlm_f Ation they do not know

exactly for wha disease and they pUrpose.

] [!‘]

Delivery practtces

KL TEA R L1 1k e o e

hospltMy doctor and auxiliary m1dw1fe not all the pregnant women did not go due

WTATAT M NRIRPHIRE-

they didn’t pay attention and refused to go as they don’t want to stay at hospital and

don’t have enough money”. (Auxiliary midwife)
Due to distance and unavailability of trained personnel, most of them gave birth at

home with the assistance of untrained TBAs.
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“I delivered the baby in the living room of my house where there is fire place to get
warm. I called TBA to assist as it was more convenient and can save money.”’(mother

4)

All of the women took traditional me the labour pain occurred for easy
delivery. The umbilical cord | \ ly % oo shelf and the traditional
medicinal powder wa ic ilicus a 'BAs.
—

Postnatal care

The health car tal visit as they think

only sick mother ife. Women never visited

TBAs for postnatal
All the women r Ieto hs after delivery. Traditional medicine
e .\. id not have bath until 7

days after deliv ieved tha ery weak in pueperial period.

was always taken fi

After 7 days, they i -of ginger- erb (mate tha lin) for bathing
until 3 days. . £

# S
“Women should not have 'a-{:l aftet Because women are very weak at

that time and if she have s she will |

gt s o g
+

very often in her life. Moreover,

el o= e,

women’s blood, is diseases. ” (mother 5)
However :”z{rﬁirﬂ-_'n‘-ii{evniii'n‘inl-iivnmﬂﬂn-mﬁeiiii}-%;—%ﬁ:lz;r:, ed and all Of the

women applicd‘drie aditiofial medicinal liquid

.

was poured over heated brick and t the woman who was ped with blanket sat

on the brick. This was believed to be good for adjusting body mechanisms as they

“HUETENIneIns
QRININIUNRINYIAE
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Dietary practices and Vitamin supplements
Food restriction was common in PaO women during antenatal and postnatal period as

they have belief of retained placen ifficult delivery, having skin diseases,

susceptible to cold and indigestion nd vegetables which are long in
i rin ‘%;':" i 7 f retained placenta.

When I was pregna cd e 3 . & 1 d banana as it was thought

to cause difficult deliver aIne 3 %y. Apart from that I ate

“] was told not at eef, cauliflowers, mushroom and ecucumber. Because the

Workload

No reduction of workload
tasks such asreaping icking sebester DWever; some women said

‘most of the women do agricultural

work load ﬁm’ farm works during
postnatal per - ‘

“I have 7 mont H-I egnancy but I do not get rest as | am wo@ug in my own farm”.
(mother 9)

SRy NS w

didn’t anythlng apart from household chores in puerperlal period and my husband

aﬁﬁﬁﬁm@eﬁim URIINYIAY
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Breast Feeding
Auxiliary midwife and doctor asked to start breastfeeding soon after delivery. Early

initiation of breastfeeding within f rst hour after delivery was practiced in all women.

But some women wiped the ce !"u! I / rthes because the reason of yellow
color and perception of causi
“I wiped the colostrun th.the clothe bew& is not good as the color is

yellow and it is not like milk.ft-ean cause diarrhea to the baby”. (mother 7)

/ ";\‘:{a\ t\:\‘ days after delivery,
N

b
N

Exclusive breastfeeding believed because milk
production is ne
boiled rice or chewed continued breast feeding

when the mother is siek, b /8C ; ;omen stopped feeding breast milk because

Y

i

ﬂ'lJEJ’JVIEJVITWEJ’]ﬂ‘i
ammnmummmaa
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4.2.1.2. Focus group discussions with reproductive age women (for

evaluation of participatory maternal health education program)

Five focus group discussions were employed with the women of
reproductive age for evaluati aternal health education program
by discussing their rec I ﬁ e, pictorial maternal health
education handbook ﬁern sug& the participatory maternal

R—

health education W

could mention the ¢ an : 7 , danger signs, antenatal
d breastfeeding. Most
of them were still re ring knowledge from other PaO villages
because they thought t book vas interesting and all of health messages were
necessary for every w S+ 2 ” /
“[ felt very sad when I reagj,r —ouz Ma N

Phyu who died because of lack of
ss. Now | know 1t is vé{:y impc T ill tell my daughters and

birth prepar

sisters to take antenatal.carcwhentheyarc pregnant.” (39 ycars old married women)
(VL2) = : ‘
y 3
Satisfaction
1 handbook as
simpﬁmuoﬁdeﬁ\ megm a W sta e f them were

satlsﬁeqilthe handbook because health messages were written in both PaO and

aiRpT G fﬁmmﬁ’ b

paid attention before.

—

“The book was really good because all the health messages were written in PaO

language and I could read it. There were pictures so it is easy to understand for me. I



89

should have that book when I had only three children.” (30 years old married woman)
(VL1)

4.2.1.2.2. Wo ucation session

Place and time

All of the wome time for group education in

advance. Most were mnfoi ere contacted by TBA. Most of
\.

the women atte ) ‘-.-\n home or other women’s home,

N

\ '1.‘5\ ome, village leader’s home and
TBA’s home. Most of'f omer the mor

handbook and distributed to women,

some mentioned
ore going to their farms,

and some attende

Problems

All women menti _ ¢
explained one topic after oth And J:i 0 trie ) clarify the health messages.
Women were also asked th '-"-"r 5 'fa e ending health education sessions,
mostly stated that they did not’ Ay X *_,. PIC as their husbands, mother-in-laws

- i
e % e
= -

and parents ofisingle
Satisfaction- L

All of t omen were satisfied of wo s group health education session
and they were also asked why they were satisfied. The most common reason was
getti wl experience,
foll lﬁ ﬁ gﬁg% g]:w ‘gkﬁﬁ ﬁinng that the

wome d not know before.

iR BT
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4.2.1.2.3. Awareness of maternal health

Importance of maternal health care

Most of the women s

morning sickness, frequent uri
breast enlargement. P@ perc3ved
y th 1mportant the most commonly
' e%:m both mother’s and

"— . . .
nization, abdominal

cy as loss of menstruation, early

appetite in early months and

al and postnatal care was
important. There Were se
answered reason was noti
baby’s life. Th
examination by d safe delivery; one
woman mentioned al aving ) 7 could do child spacing

1 period.

important for both mother 1%2 s _health, so i see midwife in next
A b # N

pregnancy.” (22 years old aﬂ'fed‘ewq

Danger signs in anten

All of th te.at least one d i duri tenatal,
of the Womer:= .;gwme a‘} FLIhS anger signs during antenata
delivery and tnatal per10d and ﬁ:e mm :

discharge withi o -' before term, blurred

sness, foul smelling

vision, prolongegbour, tired ellow coloration of skin a fever.

Feedﬁ’oﬁg]‘:i %] amog WO&J r}dﬂngbom because

colostr'Mls have nutrients and baby can get resistance, for the reason of healthy baby,

ORI el e T

yellow color, but when we got health education handbook and attended women’s
group health education sessions, we know it’s important and needed for baby. I will
encourage other women to feed the baby with colostrums.” (39 years old married

women) (VL2)
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Knowledge of contraception
All of the women stated at least two methods of contraception and the most

commonly stated methods were 3 mc po injection and oral pills followed by

4213 FE

The focus oe health volunteers for
evaluating their l‘%ﬂ ; rnal health education,
monitoring and reportin hf?u%w ternal health education
program, their satisfact lems fac alth education program and

Reasons to bea ]
VHVs vsH i y decided to be Volunteﬁ and most of VHVs

joined participatory maternal health education programbecause of their own interest,

L TR A T

husba they were dedicated to commumty development and do not need to work

R AIHUBIINEIR Y-

member. When [ was asked by doctor, I was really interested to work as volunteer and

this was a big chance for attending training.” (38 years old married VHV) (VL1)
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Satisfaction

Most of VHVs were satisfied of their volunteer work and they were also asked
why they were satisfied. The most common reason was they could get knowledge and
experience, volunteering in health education was a good deed, and few of them were
satisfied because they could work i their free. time.

v

Continuation of volunteer work

VHVs were alsg.asked whether they would continue working as volunteer,
motivation for eontinuing and weasons for not continuing. Most of them mentioned
that they would centinugito be Voluntee{‘s and the main reason was their interest in
health education andéshaning knowledge hoewever, incentives, further trainings and
health educationgmategials Such as bookilcts and pamphlets were stated as need to
motivate them. Thrge of them “would no'} continue because of the reason of low
literacy and busywith farm work, and contlﬁued un1vers1ty education.
“I was not fluent in reading and’ Wr1t1ng so I m not confident to give education to
other women. And [ was busy with househol&' chores and farm work as I do not have
any other people to help me (39 years old mai*méd VHV) (VL1)
“I could not continue Workmg because.l have to attend university in city. But I will

work whenever I come back home on holidays.” (17 years old single VHV) (VL3)

~4.2.1.3.2. Maternal health education related activities

Women’s group ;tealth education session

All_VHVs informed. women, place and time, for group education in advance.
Moreover, VHV/ stated ;thatt TBA and village leader also helped them.for contacting
women, Most of the VHV arranged health education sessions in the women’s home,
some conducted in VHV’s home, village leader’s homeé and TBA’s home, Very few
of 'them| carriedy out in monastery, health/ committee membet’s homeg, education
committee member’s home and also at farm. Half of VHVs conducted health
education session in the morning before going to their farms, and other half conducted
in the evening. One VHV arranged education session in religious days when the

women were free. All VHVs mentioned that they used handbook and distributed to
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women, explained one topic after another together with pictures and clarified the
health messages.

VHYV were also asked whe e eve oman completed three health education

sessions or not. Most of the ‘\,‘ ! all women completed three sessions,

however, three of the

, ste n’t complete in their village
because the women migi "----, er vi ges&
VHVs Weré asked the“problems fae conducting health education
sessions, mostly stated Lk ems but two of them had
problem as thei acyulS lowes j \

“As I am not flucat in read: /anmar languages, it was

difficult to get attention and inte not confident enough

to continue this . year 01 -.

Reporting
All VHV.statedithat they -nr 2 10- ded after every health
education session. T : ﬁ ed Hg; i « 0 were assigned for their

village checked the monitoring - repOrt evers e doctors came and checked

their activities every mo th.Ii i

Suggestion

VHVs weie-asked for suggestion to-pacticipatorymatetnal health education
program and"“mos stipport from village
leaders, they co Il work more proficiently, and women an other villagers will

trust them more.

ﬂ‘UEJ’JVIEWﬁWEJ’]ﬂ‘i
QW']@NT]‘EQJ UANINYA Y
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4.2.2. In-depth Interviews
In-Depth Interviews with the key informants such as three members of health

committee, three traditional birth @ lants, and one auxiliary midwife were

employed to seek to question ' g their epin
participatory maternal I ‘Q"' on o1 ‘)al health education handbook
and community participati ——

4.2.2.1. Particip

of village leaders; |

“In previous time, w, i to other. I like women’s

group health education e’ won talk their problems, shared
J'Tif -

their knowledge and peri\'éée:“i‘héafd nued gathering and sharing their

knowledge especially in religic
el ;!"-’_-_ =

dication handbook as
simple, easy to ‘understand bo ctures and health messa They all stated that

content covered all necessary and important information and the handbook was

PR A S UBR IR A -

activities especially handbook and women’s group health education session because
the program was good for rural women who live far from health facilities and women

were empowered, so they could decided which maternal health care practice is right

or wrong.
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“Most of people in PaO villages are always busy with farm work and household
chores, and they never pay attention to health care until they get sick. They also didn’t
have chance to read health education booklets and pamphlets, so they have very
limited knowledge. Now they were exposed to health education activities and they
were empowered. They pay more attention/to‘antenatal care, safe and clean delivery
and postnatal care.” (Auxiliary midwife)

“We live in remote area_and-many pgople had never been to hospital and health
centre. I think this progrtam gave women a lot of knowledge regarding maternal care.

We all want heaith*education.enmnew born care, and other illnesses.”
|

4.2.2.2. Community parficipation

All informants mengioned that community mectings were held once in month
and sometimes, twi¢e in a month.. The ':,paf'ficipants were village leaders, health
committee members, education commiittee members, TBAs, VHVs and villagers.
There was absence of parficibants n the J'-meetings, however, at least one
representative attended. — /A .
“In first few months, all the village leaders and ia'i;her members attended community

meetings. In later months, they were busy w1tlT seasonal crops, so some of them were
absence.” (Health commit‘gete::TIhember) (VLl):. Y
“In my villagemwe.always tricd to artangemeetinginthe.daystwhen they were free
and when it WaS not market day in township. But there were stili*absence members.”
(Health committee member) (VL3)
“Our village is divided into two parts, so every meeting at least one representative for
each committee came_and shared. information to. other. members.who.were absence.
Only one health committee member from west part neyer came because she moved to
live in her farm and it is very far from village.” (Health committee member) (VL2)
The key informants stated that village leaders"and committees members helped
the program such as nominating VHVs, arranging place and giving support for VHV
training, helped announcing time and place and provided place for women’s group
health education, helped collecting check list from VHVs after every session.

The following section describes the assessment of community participation in

five key areas which was adopted from Rifkin (Rikin SB, et al, 1988).
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4.3. Assessment of community participation

Assessment of community participation was carried out by conducting
discussion at the beginning and by the end of participatory maternal health education
program. Group discussion was conducted {0 monitor the community participation in
five key areas such as needs assessment, deadership, resource mobilization,
management, and orgamzation. The part1c1pants m the discussions were village
leaders, education commitice; Vlllage leadershlp team, auxiliary midwife, health
committee, traditional _birth.~attendants, village health volunteers, women of
reproductive ager"The participants wereé explained about the aims, procedures and
spider gram for measuring the communit}ll participation.

4.3.1. Need assessment - ' d

At the start of the program, need}asééssment was measured by conducting
group discussions Need assessment was deglgned and conducted by the NGO to get
information for future plan and 1mp1ementat10n Village leaders, committees and
community members were explained aboutfpurposes of needs assessment and the
result of needs assessment Was explained to coﬂ;inumty members. Thus the needs

assessment was ranked as minimal. ]

At thewend of inte;\;é’ritriori, all the Viﬂageqleaders and committees stated that
they were expléinﬁdghmﬁiiﬁmdglb;ﬁnﬁsms ofneeds.assessment and survey done
in their villages. They participated in nominating the facilitators for establishing
program activities. The rescarcher designed the survey and it was conducted by
trained facilitators. They did not participate in analysis of sur\;ey; however, the result
of the.pre-intervention.suryey. was explained to.the, beneficiaries.. All.the qualitative
methads used for needs,assessment were facilitated by researcher and explained to the
community members. Women in the community, health committee, auxiliary midwife
played main role_in identifying and analyzing women’s health needs and ‘problems.
They also. ‘helped| giving detailed  plans | specifying ' responsibilities, || resource
mobilization in terms of allocation labor and resource needs, implementation
timetables and monitoring indicators of the health education program in their social

and cultural context. Thus need assessment was ranked as restricted.
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4.3.2. Leadership

All the members in leadership team and committees such as health committee,
education committee, business loan fund members were elected based on their
interest, dedication to community development and commitment in the community.
Community meeting was carried out before electing the members. The members were
selected from different parts of the VilElrge to rcpresents the whole village and work
cooperatively and effectively.

At the beginning of thesprogram, the leadership team and committee members
made decision=togcthes with wvillagers and NGO for community development
activities. Therefouse, leadership was ranké:d as fair.

By the end ofparticipatory: maternal health education program, the leadership
team and committee members Stated that-:they made decision together with villagers
and NGO for all the health pro"motion alglti\;ﬁies and improving health knowledge

among women inithe village. Therefore, leédership was ranked as fair.

J e "

= £ 4
4.3.3. Organization e tdda

Health committee mémbets helped doctoré  working in NGO and they always

have monthly meeting W1th the dogtor, V111age comm1ttees and village leaders. All of
the health act1v1t1es were 1n1t1ated and 1mp1emented by NGO, yet;the village leaders,

all committces :and_the_aommumi;LmﬂmhaL&Medggsebu@th ‘doctor. Therefore,
organization atthe beginning of the program was ranked as restrietéd.

Most of the participatory maternal health cducation prbgram activities were
initiated and fac1htated by health professionals. However, Vlllage leadership team and
health..committee participated in. participatory .maternal health..education program
implementation aiming.to improve health knowledge of reproductive age women.
They were key persons nominating village health volunteers for program and gave
support for VHYV training. Moreover, they_announced place and time for group
education, | provided! place.for. group. education, sometimes| they: collected monitor
books. They participated in monthly meeting facilitated by health professionals for
monitoring program activities. Health committee had a main role in participatory
maternal health education program implementation and monitoring. Therefore,

organization was ranked as fair.
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4.3.4. Resource mobilization

The village had business loan fund and income generation program initiated
by NGO at the beginning of the participatory maternal health education program. The
village leaders, leadership team and committees control of resources. And the usage
of the fund for health activities could not be'started at the beginning of the
participatory maternal health education programsNevertheless the community
contributed manpower to_promote weI‘IJ being of the villagers. Therefore, resource
mobilization was ranked.as restricted at the beginning of the participatory maternal
health educationprogram:

The villagethad business loan fu;‘ld and income generation program initiated
by NGO. The village leaders; leadership' team and committees control of resources.
The funding from above @wo programs Wwas distributed to health committee and
education committeg: Meetings were carrié;d (;ﬁt, and expense and future budget were
discussed with the commiftee meémbers and leadership teams. For participatory
maternal health education pfogfam, the;/-:"lal:r:anged accommodation for health
professionals, arranged places and'called fc;ﬁlllleeting, gave support to VHVs training
and support VHVs for conducting health -é':i-iiliéh..tion sessions throughout project.

Resource mobilization was ranked as open. == ¢

4.3.5. Management

All offtheactivities related to health care were started by NGO and these were
facilitated by doctor working in NGO since the health program introduced to the
villages. Commu}lity gave support to NGO to achieve the targéted goals; however, it
was difficult to call. for.meeting most of.the.time., Therefore,,management at the start
of the participatory matetnal health education.program was ranked as minimal.

Even though most activities of participatory maternal health education
program were initiated and facilitated by health professionals, village leaders and all
committees,, actively involved. in. implementation and monitoring of patticipatory
maternal health education program. They gave support to facilitator training, village
health volunteers training and women’s group education sessions. They also
organized monthly community meetings with health professionals for monitoring

progress and VHV’s accomplishment, and future planning. Village health committee
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had main role in program implementation and monitoring under supervision of health

professionals. Therefore, management was ranked as fair.

Need Assessment

Organization

Resource Mobilization

Figure 11: Commug éjartmpatlon at basel e.and end of the participatory maternal
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CHAPTER YV
DISCUSSION, CONCLUSION AND RECOMMENDATIONS

The main purpose of this study wassto. evaluate the effectiveness of
participatory maternal health education program wusing pictorial maternal health
education handbook for improving knowledge and attitude and practice/intention to
practice regarding maternal hcalth care¢ in antenatal, delivery and postnatal period
including breastfeeding and family planning among reproductive age women in PaO
ethnic group in Myanmar. "l

This study wasgdone Wlth the * expectat1on of growing utilization of key
reproductive health#'services’ and prac‘ades for improving maternal health among
reproductive age PaO women through part101patory approach.

One group pretest post- test design \gvas used and 257 reproductive age women
from three PaO villages partlclpated Intervenglon program emphasized on giving
health education on antenatal, dehvery and_-pgstnatal care in regards to danger signs,
diet, hygiene, antenatal ¢heck up and totanus yac(:ma‘uon, and safe and clean delivery,
breastfeeding and family p'lanmng conducled_ﬂly village health volunteers using
pictorial handbook which was developed n thenz_soc.lal and cultural context.

Variousimethods such as interview questionnaire, focus group discussion and

in-depth 1nterv1ew were used to collect the relevant data. '

(1) Pre- intervention assessment was conducted by using jaterview questionnaire
for collecting information on socioeconomic charagcteristics, knowledge,
attitude and dntention to practice of maternal health care in antenatal, delivery
and postnatal period including family-platining and breastfceding.

(2) Process evaluation was done for assessing 'community | patticipation and
maternal health education related activities in study villages.

(3)"@utcomeassessment avas [carriedout by, conducting(the postzinteryention
interview ‘using saine (questionnaire as pre-intervention for determining the
change in knowledge, attitude and practice/intention to practice of maternal
health care in antenatal, delivery and postnatal period including family

planning and breastfeeding.
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The effectiveness of the participatory maternal health education program was
determined by assessing the changes in (a) knowledge and attitude and (b) intention to
practice of maternal health care in regards to antenatal, delivery and postnatal care

including family planning and breastfeeding 6 mounths after intervention.

5.1. Discussion of findings 2
5.1.1. Socioeconomiecharaeteristics of participants

All the respondents wa'this study were within reproductive age of 15-49 years
old. The results showed that:imajority of 'ﬂhem (80.2%) were married and all embraced
Buddhism. Litera€y was low in the PaO as nearly 70% of the women and their
husbands had primary edugcation “or lower The PaO predominantly engage in
agriculture and cultivating of tha:na—;pet tr?e, 1}_1aj0rity of the respondents (85%) were
farmers and gardeners, and more thafi halé? of them had monthly income less than 15
US $ or 450 Baht. PaQ has their oWn langll.;age 50 two-third of the respondents were
not fluent in Burmese language Wthh m tulfn§ made them difficult to access to health
care facilities. Even though the average age at ﬁrst marriage is relatively late in
Myanmar (WHO, 20006), earfy mamage 1s Ver;LQoIhmon in PaO as three-fourth of the
married women in this study-(75:3%) got m‘ar_ﬂgg ‘before age of 20, and more than
one-third of them (39.1%) ever: had abortion. The survey done among selected
communities iﬂ:Eme—mWﬁﬁmk s:fudy as it revealed
that the mean age at marriage and first pregnancy was 20.8 yegfs and 11.8% of the
women reported being married by the age of 16 years (Mullany LC, et al, 2008).
Adolescent fertilitysand pregnancy is related to early marriage and these findings
highlighted the thigh /demand) of réproductive health'information and services for
adolescents i Pa0.ethnic group.

Regarding to knowledge and. attitude towards maternal health care, majority of
theswomenshad moderatedevelof knowledgerandwattitudenNearly thalf,ofthemsstated
that, relativés: and friends were¢ the common source (of getting reproductive health
knowledge including maternal health care and only one-third of the women received
health knowledge directly from health professionals. As the villages are far from

health facilities, one-third of the respondents have ever seen health education
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pamphlets or handbooks while 25.3% of them have ever received health education

pamphlets or handbooks and 8.6% ever attended health education training.

5.1.2. Effectiveness of participatory maternal health education program

5.1.2.1. Knowledge and attitude
The quantitative finding revealed that the women exhibited
significantly great improvemecnt in overall knowledge and attitude concerning
maternal health cares"in _.antenatal, ' delivery and postnatal period including
breastfeeding and family planaing aftef']I the health cducation sessions. There were
statistically significancerdifference of knowledge and attitude regarding maternal
health care of the wemen between ji;re and;pz)'.st intervention.

From foeus group discussioﬁs witdl; reproductive age women, every women
stated signs and importance of pregnano%z at least one danger sign in antenatal,
delivery and postnatal period, 1mportance of feedlng colostrums and they could also
state at least two methods ©f contraeeption g_nq_lts pros and cons.

Use of maternal health “care serviczz_s_;_i‘_;: influenced by attitude and cultural
beliefs and also health knov;rlédgé 1S considgffg;d_ia']s“‘one of the key factors that enable
women to be aware of their rights and health §-tatu1§.| in order to seek appropriate health
services. Raising the awareness of women about reproductive health may improve the
women's undefsta_mlmg—ofm—h_lfh_nd contr1bute to their
acceptance and utilization of available reproductive health services (Zhao Q, 2009).

Previous studies showed that the attendance at health.and nutrition education
intervention was successful in improving women’s nutrition and health care
knowlcdgeand inflienced their attitude (LN, €t al, 2009y LiuN'et al;2006) and the
awareness of imother also increased if they were informed of risks and.complications
(Pembe"A B, et al, 2009). Moreover, knowledge and attitude towards contraception
was/improyed over time following implementation, of*healthiedueationproeramrfound
in India (Daniel 'EE, et alf 2008). However, the study done in_Nepal reévealed that
there was no significant impact of health education intervention on mother’s
knowledge on breastfeeding (Bolam A, et al, 1998) and similar result on safe

motherhood issues found in Tanzania (Mushi D, et al, 2010).
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5.1.2.2. Antenatal care

Intention to practice antenatal care in terms of antenatal visit with
health professional within first 3 menths of pregnancy and having at least three
antenatal visits during pregnancy were significantly increased in post intervention
with p-value <0.001. Intention to do other health selated practices such as anti-tetanus
toxiod and dietary behaviors during piejgnancy were also significant improved after
intervention. Food restriction.during pregnancy is.one of the common and traditional
practices in PaO but intention to do this practice was significantly reduced from
57.7% to 11.7%and simalar reduction was found in workload.

Informal iaterviews with Womengwho delivered the baby showed that 10 out
of 11 women had antenatal visits within ﬁist’ 3 months and 3 antenatal visits, had ATT
and complied with other health related ’Iaehaviors. One woman who did not have
antenatal care and AT diring pregnancy Iglouiﬂ be due to being of single mother and
could not disclose about her preghancy as there are strong cultural values against
premarital sex. = o

Previous studies revealed! !fhat worﬁe{;"in group sessions were less likely to

have suboptimal prenatal care (Ickovics JR;-“ et.dl‘: 2007) and Yesudian added that

empowerment factors such as education and?gchsure to mass media show positive
relationship towards pre;lxafeilz e uliiizaton -‘('{(e,:sudian PP;+2009). Moreover,
community m_éjdja_saiuraﬁan_was_axpaciedl%;siguiﬁcamﬁpjedictors of service
utilization such as antenatal care, skilled personnel for delivery and postnatal care

found in the study conducted in Nigeria (Babalola S and Fatusi A, 2009).

5.1.2.3. Delivery
The ' findings from  this |study showed [that there was significant
increased of intention to have skilled birth attendants such as midwife, auxiliary
midwife or trained TBA after intervention with p-value <0.001, Intention to" comply
other practices related to safe.and clean delivery in terms of cleaning the floor for
delivery, preparing clean clothes, keeping soap and water ready for TBA was also
significantly increased at post intervention.
The result from informal interview showed that 3 women delivered baby at

hospital or rural health centre while the other 8 had child birth at their home because
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of the distance to health care facilities. WHO recommended that women should give
birth in a place she feels is safe; however, it must be a place where all the attention
and care are focused on her needs and safety (WHO, 1996). In the study village, 2
women were assisted by auxiliary midwife, 1-woman was assisted by neighbor and
the rest of them were assisted by trained TBA™ All of the women practiced safe and
clean delivery such as cleaning the floor for deliveryspreparing clean clothes ready to
wrap the newborn and keeping soap and water icady for TBA. But one case was
found as single mother and didmot prepare clean clothes ready for wrapping baby and
she was assisted"by ngighber because' PaO are conservative and traditional, thus
premarital sex andgsingle mother are not fllccepted in their culture.

Previous studies found that womerin group health education sessions felt
more ready for labor and delivery (Iekovies JR, et al, 2007) and being advised during
antenatal care to deliver a health Tacility ha]\d a ';huge and statistically significant effect
on place of delivery and haV1ng skilled bfrth attendant especially among the poor
(Fosto JC, et al, 2008). Snnﬂarly, the study: done in Tanzania revealed that community
based education intervention by safe mofherhood promoter showed significant

improvement in the utilization othaskilled atte—h‘déiﬂ;fe (Mushi D, et al, 2010).

. ;".-._ i
o

5.1.2.4. Postnatal care
: SW&L&M&S JLot.commoninthe=stidy village as they
perceived healthy women do not need health care or assistantafter delivery. This
research has shown the significant improvement of intention to have postnatal care
with health professionals (p-value <0.001) after health e({ucation sessions with
women,»Moreover,, other health. related, behaviors, such. as, dietary behavior, daily
workload and personal hygiene in puepeurial-period were significantly improved and
daily workload was significantly reduced. Obviously, more of the women intended to
wash hair and have shower during puepeurial period and this_percentage increased
from 7% in.pre-intervention to 44.7% post intervention.
From informal interview with women who delivered baby, 10 out of 11
women had postnatal checkup with health personnel such as midwife, auxiliary
midwife and doctors during 6 weeks postpartum. All of them complied with healthy

dietary and hygiene practices in puepeurial period.
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The result of this study was compatible with previous studies which supported
health and nutrition education intervention enabled the women to take away some of
the unhealthy traditional postpartum practices even among lower educated, rural
women and decrease the prevalence of postpartumiproblems (Liu N, et al, 2009) (Liu
N, et al, 2006). This was supported by the study dome in Nepal as the uptake of
postnatal care might be associated with health edueation and counseling received
during antenatal visits and the deliveryﬁ(;thal S, etal, 2007). On the other hand, the
study carried out in Tuskey found antenatal education program had no significant
impact on post natal cheekup svithin firsti6 weeks (Turan JM and Say L, 2003).

" |

5.1.2.5. Breastfeeding | 4 4

The result of this study shc;rWed that intention to have early initiation
and exclusive breastfeeding was signilﬁcaff_ltly increased among women after
intervention with p-value <£0.001. Intenflon to feed colostrums to newborn was
significantly increased from 47 1% to 97. 3% after maternal health education sessions.
Significantly more women gaveup the mtentfon to feed water to the baby within first
4 months after 1mplement1ng.part101patory materndl' health education programwith the
percentage decreased from 72. 4% n pre; 1ntervent1on to 20.2% in post intervention.
The findings from 1nforma1 interviews with women who had delivered baby showed
that 9 out of’ thg Ll women initiated bircastieeding within I hourafter delivery, and all
of them fed coiostrums to newborn. /

Previous studies found that antenatal education program had significant
related to early i;litiation of breastfeeding within 2 hours aftér birth (Turan JM and
Say L,.2003;,Chapman DI, et al, .2004), and Baker.added that early initiation of
breastfeeding.and exclusive breastfeeding for the first month of life.was increased
after large-scale community based program conducted in Bolivia and Madagascar
(Baker AJ, et al, 2006). Conversely, the peer counseling and health “education
intervention had'no significant effect on early initiation of breastfeeding (Bolam™A, et
al, 1998; Turan JM and Say L, 2003) and exclusive breastfeeding (Turan JM and Say
L, 2003; Chapman DJ, et al, 2004) as the impact of the intervention was not sustained
(Mclnnes RJ et al, 2000).
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5.1.2.6. Family planning
This study found there was no statistically significant difference of

contraceptive used among married w but the percentage of using contraception

was increased from 70.4% nce of contraceptive used in the
study villages were hig
was 37%. This could

run by NGO since 2

eptive prevalence rate which
¢ already had mobile clinic
eption such as oral pills and 3

month injection are provi in ¢ ing wever, among women who

intervention, usa reast - injection was more
commonly used. Th ack of information, communication and

education activities related . ] ¢ participatory maternal health

)

education programwhich i -Hi’a‘de‘t em vledge and misconception of

usage of family planning angrlw%?g

The findings a_showed that culturally

appropriate community-based-communication progamlead-Lo.incre
oo »
use (Daniel EE; & ndiesfinding as showing

a sed contraceptive

community bas ntervention for contraception promotion tly enhanced or had

no significant 1mpact on use of contraceptive methods (Bolan A et al, 1998; Qian X,

R ﬂﬁﬁﬁ?&lﬁ%’%ﬁﬂ‘i
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5.1.2.7. Pictorial maternal health education handbook
Pictorial maternal health education handbook was developed based on
the discussion with reproductive age PaO women in one of the study village. Informal
interviews with traditional birth attendants and .auxiliary midwife were done for
acquiring additional information.

In the handbook;, pictures were closely linked to written text and developed
culturally and locally appropuiate. All of the health.messages were written in PaO and
Myanmar language as well: The teason of this could be explained by highlighting the
language barrierin the result of the study which revealed two-third of the women was
not fluent in Burmese language as 45.9‘|% could not communicate at all and 26.5%
could only speak Burmese language. About education level, half of the women
attended primary education but they sta:!fed that it was difficult to read Burmese
language. ],. i

The result of quahtatlve analys1s revealed that the pictorial maternal health
education handbook was s1mple and easy to understand the pictures and health
messages. Importantly, it was in‘bilingual so*ft was thought to overcome the language
barrier which was common #0860 the ethn’re 'gfdups mn Myanmar.

From quantitative analys1s it was fouEhat knowledge attitude and intention
to practice ofumaternal health care and health related behaviogs  were significantly
increased after;,\ammeﬂ;gneixpidueaﬁgm Sessions.using.pictorsal maternal health
education handbook. Additional to this, the practices of maternalicalth care including
breastfeeding, nufrition and personal hygiene were 1mpr0ved obviously among
women who had child birth.

Houts and colleges explicated that the effectiveness of health communications
can be significantly inereased by in¢luding pictures in the design of new health
education materials and markedly increased attention to and recall of health education
information. Spoken information with the help of pictures will benefit all, but people
with low literacy skill§ are especially likely to benefit (Houts P'S, et al, 2006). A
previous study done in Jamaica showed that the pictorial card for raising awareness of
eclampsia was widely acceptable. The pictorial card increased the antenatal mother’s

own awareness of the prodromal symptoms of eclampsia and empowered them to
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seek appropriate care when the particular symptoms occurred (MacGillivray I, et al,
2004).

5.1.2.8. Community participation

Finding from this study indicated that the participatory approach used
in intervention empowered- the commurggy leadcrs,-health committee, traditional birth
attendance and women. Theieabilities to identify and analyze women’s problems in
terms of causes, conscquences and solutions, and analyze the existing situation
(constraints as well as rgsourges available) were increased. Resource mobilization and
allocations according to the existing reso%lrces, developing action plans to address the
priority problems and having respe)'hsibiliiie’s' in implementation of action plans were
also improved. .

The principlgiof health education in:;uthig study focused on the group discussion
technique using pictorial rnaternal Health education handbook. This helped the women
to learn from another’s experlence t0 1ﬁ£:;éa§e their awareness, competence and
confidence, get to know each otherand develép-coheswn among them.

As a result, knowledge attitude and intéﬂ];ion to practice of maternal health
care concerning antenatal, dehvery and postn;nal perlod including breastfeeding and
family plannlng of reproductlve age women were 51gn1ﬁcant1y improved. In addition
to this, commqnmﬁsgmm_kmsadﬁdgaablﬁ_and;,a;&nggm&enegs On maternal health
and qualitative-tesult revealed the high satisfaction to the program: ;

The sp1der -gram (pentagram) framework developed by Rifkin (Rikin SB, et
al, 1988) was used in this study assessing and highlighting community participation in
needs_assessment, leadership,.resource mobilization, management, and. organization.
The findings: showed ,that four key areas such as need assessmient, resource
mobilization, organization and management were improved but leadership remained
the same at the end of the program.

The. participatory maternal health education program wds initiated by health
professionals from NGO. The communities were in support of the program since they
knew it was for their own benefit. The beneficiary community involvement at the
preparation phase was not much. Though the community involvement at the activity

plan and implementation phase was encouraging, their involvement in monitoring and
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evaluation of the program was quite satisfactory. All the implementation and
monitoring and evaluation phases were driven by health professionals.

The framework and concept of the spider-gram (pentagram) itself intended to
show the changes and the process of parti¢ipation in specific health programs.
Although some changes of community parficipation in participatory maternal health
education program were described, th_ere could net*be concluded as good or bad
participation nor correlated to improvediwomen’s knowledge, attitude and intention to
practice regarding matermal health care. However, there was increased in breadth of
the participation”alonggthe continuum, which showed the increasing community
involvement in thesparticipatory, maternal]:'health education program.

There were some Shortcomings in utilizing of the framework. Firstly, the
degree of participation produced from the—lg‘roup discussions with representatives was
subjective. Secondly, the reshlt "was base:'!i on the discussion with village leaders,
health committee) traditional birtli attcndants, yillage health volunteers and some
women; the result was view of the representarttve‘s of community and not the villagers’
perspective. —— I/ '

Community particip_értion‘ 1S tli€ kefy fdi" the success of virtually every
community-based development pI‘O] ECL-4Y cmﬁmlty participation in family planning
study was carrled out in Thailand and it was revealed that knowledge about the family
planning progr‘a:m_was_lmneased_and_sermcewere_greaﬂ%agqessed as benefits of
community p'articipation. Community participation was Visible"'aﬁ'd increasing in the
family planning act1v1t1es even that have no overt and immediate economic benefits.
Participation of commumty was valued as an important strategy for helping to manage
and implement family planning service (Yoddumnern-Attig B, et.al, 1993). Similarly,
emphasis on_community involvement was the main reason of getting achievement in
increasing utilization of skilled birth attendants in community based safe motherhood
promoter intervention in_Tanzanja. This improveément is attributed to ‘the safe
motherhood, ‘promoters' commitment and 'the close collaboration with existing

community structures as well as health services (Mushi D, et al, 2010).
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5.2. Conclusion

This study was carried out in three PaO villages which are located in Taunggyi
Township, Shan State, Myanmar. The main purpose of this study was to evaluate the
effectiveness of participatory maternal health education program using pictorial
maternal health education handbook for Jdmpreving knowledge and attitude and
practice/intention to practice regarding E}aternal lhiealth eare in antenatal, delivery and
postnatal period including breastfeeding and family planning among reproductive age
women in PaO ethnic group inMyanmar.

Intervention progfamgemphasizéd on giving health education on antenatal,
delivery and postaatal care in regards to danger signs, diet, hygiene, antenatal and
postnatal check up and tetanus vacéination, and safe and clean delivery, breastfeeding
and family planning condugted by VﬂlageThealth volunteers using pictorial handbook
which was developed in their social and ciﬂtu?al context. Participatory approach was
used to develop' the partlclpatory matel’n'al health education program and both
quantitative and qualitative methods were used to evaluate the effectiveness of
participatory maternal health educatlon progra[m*

All the respondents in thig study weére' Witﬂ_t'n reproductive age of 15-49 years

old and 80.2% of them were mamed Early mgrrlage is very common in PaO as three-
fourth of the marned women in this study (73 3%) got married before age of 20. All
of the women WM&M&%&M@AS nearly 70% of the
women and “their husbands had primary education or lowefj Majority of the
respondents (85%) were farmers and gardeners and more than half of them had
monthly income 7iess than 15 US $ or 450 Baht. As PaO has t};eir own language, two-
third of the.respondents.were not fluent in Burmese language

Regarding to knewledge and attitude towards maternal health care, majority of
the women had low knowledge and attitude. Moreover, as the villages are far from
health facilities, one-third of the respondents have“ever seen health “education
pamphlets 'or handbooks while 25:3% of them have ever received health education
pamphlets or handbooks and 8.6% ever attended health education training,

In this study, pictorial maternal health education handbook was developed
based on the discussion with reproductive age PaO women, traditional birth

attendants, auxiliary midwife and health committee members. In the handbook,
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pictures were closely linked to written text and developed culturally and locally
appropriate. All of the health messages were written in PaO and Myanmar language to

overcome the language barrier.

The findings revealed that k itude and intention to practice of
maternal health care and health related b significantly increased after
women’s group education. sessions usi &natemal health education
handbook. Additional t aternal health care including

breastfeeding, nutritio 7 > improved obviously among

d to demonstrate the

program were descri C 1 ‘con ood or bad participation

maternal health care.
In conclusion, the ¢ rnal health education intervention
= 3

using pictoria handbook and g group ‘education ha itive impact on women’s

knowledge’ h‘trr"rrmmmmrninr_-n-uvir_‘i- Aal e care in antenatal

. f b Y |
delivery and pw— d family planning. And

participatory apl) vach used for developi 1patory al health education

program empowered the community representatives in identifying and analyzing the

oLkt ﬁ it L2 Fa -

evaluaﬂl of the health program.

amaﬂnimumqﬂmaa



5.3. Scope and Limitations of the study
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1. Because of time limitation, duration of study was one year, therefore the

number of pregnancies and deliveries in the study villages were not large

enough to evaluate the ch:

2. There was diffi

ice of maternal health care statistically.

emote hard to reach study

. ‘ 5 "-____‘. 'E_‘ tatofl 48 r
area and find 4 H_‘ ontro Vill&p pre-test post-test design

was used. ereforegematuration ef not be eliminated and the

practice changes @ u d .‘\\ \
3. There i / \ ring one year time.
‘ c A .

Moreover,

1 es during project time, so

they could not acces ‘. ANg intention to practice or

practice small fumber of w 5"‘ '::"'l

health education pro \

4. 44 women we 2 -" <l 0 \
participate inthe participat materne \ d

significance difference of age, mar atus bl

0 participatory maternal

nt and they did not
tion program. There was

not education and income.

This can be expla .f"’rﬂ{ (6st'of" omen migrated to Thailand, thus

they are single and in

ﬂUEJ’J‘VIEWlﬁWEJ’]ﬂ‘i

Q‘W']ﬂﬁﬂ‘iﬂd UAIINYAY
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5.4. Recommendations
e Program sustainability is one of the top concerns in development efforts.

Capacity building to village ip teams including village leaders and

book keeping, organizational
training, record er capacity building training
should be done: : 7

e Refreshment training-of vi ] nteers should be carried out from
time to time for setaining of and em ing them to work efficiently.

villages for promoting

health including family

e To enab munity nent and. contribute irces willingly towards
\' study recommends that

parent and accountable.

Regarding community ati
e For successful program ~OTASSIOOLS port was needed at the level of
- b d
community y organization partnership from NGO or
loca ﬁmk‘ e parthlpatory to
achieVedarg

Regarding village health volunt

e Village health volunteers need to be selectlvely recrulted adequately trained,

ﬁmﬁﬁmm SIS s

pI‘OJeCt

9 KA TUNN N8 2

e PaO women prefer to receive health information from peers rather than
outside experts and they also prefer to read health education materials in their
language rather than national language. Depends on their literacy, they have a

preference of pictorial book rather than words information.
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5.6. Future research suggestion
e This research should be carried out in larger population and for longer period

to get the sufficient number of pregnancies and deliveries to determine the

changes in practice of ma
e This study focus -v ealth care, so future research
should be emphas nal health care to give more
Pre-test post-te; ofl with control group should be used to eliminate the

maturatio

AU ININTNGINS
ARIAINTUNNINGAY
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Appendix A: Pre and post intervention questionnaire
Topic: A Participatory Action Research on improving Maternal Health through health

education program with pictoria handbook in PaO minority group,

Myanmar

2. Marital status
1. [ ] marrie
2. [ ] divorced

3.[ ] single
3. At which age did you get martied? .
| ot

4. What is y IH_ :
1 e X

Others ( ”', ify)

“ﬁﬁz“lﬁimamwmm

prlmary education (1-4 years of school)

ammﬁfﬁﬁimﬁw 1ANYNa Y

[ ] higher education (university)
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6. What is your husband’s education?

—_

[ ] never go to school

N~

[ ] primary education (1-4 e

3.
4
5.
7. Wha
1.
2
3

1.
but cannot read and write

eading and writing)

2.[]1No .".! Q15)

11. How many tlmes have you got pregnant until now?

- ‘.ﬂwﬁmmw NS

o ﬁ?@ﬁ_ﬂ%@%ﬂﬂ NYIAY

2.[]No

14. How many of your children are still alive now?

children.
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Part II: Knowledge of Antenatal care, Delivery, Postnatal care, breastfeeding
and family planning

15. Please answer the following statement.

No | Statement Yes | No | Don’t
know

1 First examination shoeuld be done within first 3.months.

2 | Pregnant woman should stay at heme if-she'suffers severe
headache.

3 | It is needed to'have tetantissvaccination during pregnancy.

4 | Pregnant women should .check up at least 3 times with
health personnel eg" midwife, doctor.

5 | Supplementary  vitamins jave not® nceded to take after
delivery. , : -

Morning sickness ig a danger sign in pregnant women.

Quickening'is the'sign of variability of fetus.

Severe abdominal pain is a danger sigh in pregnant mother.

O 0| [ ™

Excessive bleeding durlng dehvery can harm both mother
and fetus life.

10 | Women should go o see the health Eersonnel when she

suffers foul smelling d1scharge per vagina dyring pueperial

:J.l
period. ‘ -t

11 | Colostrums should not feed to the infant.

12 | Feeding colostrums can-premote easy: dehver-y'of placenta.

13 | Feeding colostrums can promote expulsion of breast milk.

14 | Breastfeedimngcanenhance maternal=infant contact:

15 | Newborn“gets resistance from breast milk (colostrums) and”
resists disease.

16 | Women can have children again by stopping to take pilt“or
injection.

17 | Osal pill can causesheadachesandmauseas

18 | Women, who take oral pill should take a pill everyday to
ayoid becoming pregnant.

19 | Depo injection should be taken once in 3 months to prevent
pregnancy.




16. Where do you get these knowledge?
(Can have more than one answer)

1. [ ] from parents

2. [ ] from relatives and frien
3. [ ] from books 2 :
4. [ ] from televisi
5.[ ] from schoo
6. [ ] the hea
7. [ ] direct
8. [ ] from

131

17. Have you ever sc al] pamy \ 1dBooks?
1.[] Yes :
2. [ ] Never
18. Have you received parn
1.[]Yes
2. [ ] Never i @
19. Have you ever attended ﬂ_ 7O ,“'} heal
1.[]Yes
2. &V
NG

ion for maternal health care?

ﬂUEJ’J‘VIEmiWEJ’]ﬂ‘i

amaﬁﬂimumfmmaﬂ
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Part III: Attitude of Antenatal care, Delivery, Postnatal care, breastfeeding and
family planning

20. Could you please answer the following statements?

No | Statement

Agree | Disagree | Uncertain

1 I consider antenatal care is nee
woman. \

2 I think women should

3 In my opinion, s
weeks after givi

P

4 |1 consider postnatal¢hecketip should b 7
mother feels'sick ///? \

5 | I think women J f j’ f ﬂ . *%‘

6 | I think fathe .Jjﬂrm

7 Inmythought breast o sho 310 .oa' if the mothe
is sick becaus >ctionto thebaby.

8 | I believe that brea E@M E 11

9 I suppose discussio
among couples.

10 | I believe that wome:
has no menstrual bleedi

11 | I believe that family

12 | I think that women should
baby and make difficult

13 | I suppose women should M:.gf'r
dehvery aby.

Part IV: Prac

ce of antenatal cz ' -"’\:J, reastfeeding and
family planninﬁ i m

For pregnant mother — Part A -

For mother of undef 5,ehildren, married womgn/and single women — Part B

AU INUNINEINT

Part A@ or Pregnant Mother
21. Do I'Tu take antenatal visit Wltfmldw1fe/aux1ha§1idwife/doctor withinethe first

YRR ITUNRIVNE TR E

2.[]1No
3.[ ] Undecided
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22. Do you take injection to the arm during pregnancy to prevent getting tetanus
infection?

1.[] Yes
2.[]No

3.[ ] Undecided

23. Do you do hard vork during p
1.[] Yes
2.[]No
3.[ ] Undecided

2.[]No
3.[ ] Undecided

25. Do you have antefatal wisits at least-3 ¢
1.[] Yes
2.[]No
3.[ ] Undecided

26. With who .h WO
1. [ ] Skilled it
2. [ ] Traditiona ;‘T i
3.[ ] Relatives :i
4. [ ] Other

MR

1.[]Yes

ammﬂifuumfmmaa
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28. Would you prepare clean clothes ready to wrap the newborn?
1.[] Yes
2.[]No
3.[ ] Undecided

29. Would you keep ady forwashingthe hands of TBAs?
1.[] Yes —
2.[]No

3.[ ] Undecided

30. Do you intend ife/auxiliary midwife after
you deliver a '
1.[] Yes
2.[]No

3.[ ] Undecided

31. Would you do ha
1.[] Yes
2.[]No
3.[ ] Undecided

32. Would youy, Ke during puepurial
period? ;
1.[] Yes =

.,!
2.[]No i

3.[ ] Undecided

1 Jﬂ ﬂ‘ﬁiﬂ ‘me‘ﬁ NHYRT

2.[]No

ARIAN ‘mJ;J NANYIAY

7 l [ ] Within 1hr of child birth
2. [ ] Within one day of child birth
3. [ ] After one day of child birth
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4. [ ] No breast feeding
5. ] Undecided
35. Would you feed your baby with the ye sticky fluid of the breast secreted prior

to breast milk?
1.[] Yes
2.[]No

3.[ ] Undecided

36. Would you feed
1.[] Yes

uring 4 mon er delivery?
o
N
2.[IN N \
. [] 0 b o 11."!.. "-.,R
3.[ ] Undecided N
37. How long bt eyl I‘}i 1"'~ b ast milk?
1.[]Up to 4 mo -

1. [ ] Up to 6 months
2.[]1Up to 1.year
3.[]1Up to 2. ,:1:,.
4. []Undeci

39. Would you intend to use contra
1.[] Yes

-Husldnsningns

(Answer only one method)

ammnimummmaa

3 [ ] Male condoms
4.[11UD

5.[ ] Female sterilization
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6. [ ] Male sterilization

7. [ ] Natural method

midwife/doctor withi
1.[] Yes
2.[]No
3.[ ] Undecid

22. When you ge you {d the arm during pregnancy to

2.[]No
3.[ ] Undecided

23. When you.get pre . would you do b g pregnancy?
1.[]Yes 55w
2.[INo

3. [ ] Undecided 'EI

24. When you get p?gnant would you do food restriction durlng pregnancy?

l.HEITJEJ’JVIEmTWEJ’]ﬂi

3.11] e01ded

q RIRAMIC AN TING I

l [1Yes
2.[]No
3.[ ] Undecided
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26. With whom would you plan to deliver the baby?

1. [ ] Skilled birth attendant (midwife, auxiliary midwife, doctor, nurse)
2. [ ] Traditional birth attendants
3.[ ] Relatives
4. [ ] Other —wcememememeev »
5. ] Undecided :

27. Would you clean thef!
1.[] Yes .
2.[]No

3.[ ] Undecided

1.[] Yes
2.[]No
3.[ ] Undecided

1.[] Yes
2.[]No
3. [ ] Undecided

30. Do you ‘— :Pi ary midwife after
you deliver a ba ;‘:

1.[] Yes !
2.[1No

lﬁﬂﬁl@%ﬂ%iwmﬂi

LY

ammnifuummmaa

W
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32. Would you consume nutritious food and not reduce food intake during puepurial
period?

1.[] Yes
2.[]No

3.[ ] Undecided

33. Would you have batl wash hait_fo @during pueprial period?
1.[] Yes ~—

2.[1No .

3.[ ] Undecide

34. When wo u ing ye

4. [ ] No breast feedi
5. ] Undecided

35. Would you feed y uid of the breast secreted prior

to breast milk?

1.[] Yes
2.[]No
Wy \
3. [] Undecided - Y J
i oy
36. Would you '1!' your baby during 4 months after delivery?
1.[] Yes

iiHEI%EJ’JVIEWITW 113

37. Ho ong do you plan to breast feed your baby only with breast milk?

amﬁﬁﬁmmummmaﬂ

3 [ ] Undecided
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38. How long would you plan to breastfeed your baby?
1. [ ] Up to 6 months
2.[]1Upto 1 year
2.[]1Up to 2 year
3.[ ] Undecided

1.[] Yes
2.[]No

1. [ ] Injectables
2.[ ] Oral pill

3. [ ] Male condoms
4.[11UD '
5.[ ] Female sterilization
6. [ ] Male sterilization

7. [ ] Natural meth

41. How long hiat i

dF

AU ININTNGINS
ARIAINTUNNINGAY
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For single/divorced/widowed women,

39. Would you intend to use contraception when you get married?
1.[] Yes
2.[]No

3.[ ] Undecided

(Answer only one methe
1. [ ] Injectables
2.[ ] Oral pill
3. [ ] Male condg
4.[]11UD

5.[ ] Female s

e e ————————— NonNtns/ - vear

AU ININTNGINS
ARIAINTUNNINGAY
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Appendix B: Focus Group Discussion Guideline for Pictorial Maternal Health
Education Handbook development

With whom: Reproductive age women

egnant?
(for mother and pregnant

1\0 Juring pregnancy? (food

C. Knowledge of pregnancs * f;l catic
1. What are the dam ﬂi'l:' ancy? Why do you think that are

D. N 7_ T
' o

atal care?

2. Who decides whe A woman receive prenatal care or not? Why those

people de01de‘7

A BT R

people do and say durmg antenatal visit?

aﬁﬁ%ﬁ%ﬁ%ﬁ URIAINYIA Y

1. What do women in your community to prepare for childbirth?

2. Are there any special herbs, substances, or practices that help with
childbirth?
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3. Where do most women in your community give birth? Why the women
prefer these places?

4. Who does usually assist delivery? What do they provide during delivery?

h and postpartum
ems during childbirth and

ostpartum? Why do you
ring postpartum? (food
fficient? Why?

o T e
What do do’if' they perce milk is not enough for the baby?

rmful or a cause of illness?

A O

engthe mother is sick?

P T ——————————————————————————————reee————— U
l v oesSthilS.debend.ocntihe. tvbe-0l.lliness shaVelliy p'.

C ceived cause?
IV.Birth Sy
1. Do

2. Ifa woman wants to delay or avoid having children, what can she do to

| T ey

What are the methods of birth spacing?

ol ﬁ@ﬁﬁcﬁwﬁiﬁwm 8.

decide?

6. Ina relationship between a man and a woman, who decides whether or not

l
1 .
omen have idea for birth spacing?

to use child spacing?

7. What are some reasons why women do not use child spacing?
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V. Importance of the maternal health care

1. Do you think problems during pregnancy, delivery and postpartum are

What do yo _ is olanne yme; eproductive age?

h? Are they too big or too small?
In What vays do = 1.:‘ i ed?

® N N kWD

Are the e ‘,"‘_l-’i 1A _SLLOoOeST1onS.d0.2he Nandboolc . nDraciical an 'l
- C1

"|
i

r
I
i¥

ﬂUEJ’JVIEJTIﬁWEJ’]ﬂ‘i
ammn‘imumqﬂmaa
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Appendix C: Focus Group Discussion Guideline for evaluation of participatory

maternal health education program

Probe: Did you i
How do the V.
Did the V aintain<the" grot v di ion lively and let everybody
participate? ‘7' : _E‘;" - 2
Did the VHV effectj,_ Iy co / the ortant information? Do you get the
information you warn LG \
Are Yousatisfied ornot2Whi?
3. AwareneSs‘abot 7 J
- What is the ortance of prenatal ce m

- What are the normal signs and symptoms during pregnancy?

Rotisy ittt

- should a woman breastfeed her baby?
- uld women feed ¢ stm‘tt ewborn? e_colos Si nt for
AR R T TTTTA D
- If a woman wants to delay or avoid having children, what can she do to prevent
getting pregnant?
- What are some of the advantages of child spacing? What are some of the

disadvantages of child spacing?
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4. Others
- What kind of problem do you have when attend home visiting and group

education? (Probe: husband/in-la areed or not, distance, transportation, time)

Closing
1. Any other suggestior or.informatio: c ike to share?
2. Thank you for giving your time and

"

AU ININTNGINS
ARIAINTUNNINGAY
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Appendix D: In-depth interview Guideline
With whom: Traditional birth attendant (TBA), Auxiliary midwife (AMW), Health

committee member

The researcher conducted the it by following the procedures as
follows: \iﬂ. /

Greetings the particip explai ng the research and asking for

cooperation to participate in.the study.
Introducing herself and ¢
Letting the partieipants ¢
1. What do you think' ] _p' orial mate ¢ cation handbook?
Probe: Is it simple and casy to ur 14 l'
Does thefboole™ covers : I y rtant i ation? What is missing
information in the beok? =
Are you satisfic
2. What do you

Probe: How did rga 2 e

o

materials, lively discussion 2 ,__L_J rﬁc

Did VHVs provide important ..-' nform
Sl T

What topic . d the VI ive nvey the important

information ".'Ejir-_iw-miui Hefied ornot?2 Why? =

h, a8 LY
3. What'de you 4 ‘
Probe: How fre ent are meeti

Does everybody in participatory maternal health education programcommittee

< RSy

at problems or obstacles occurred (for conductlng or during the meet1ng)‘7

AR N ANYIR -

q education program? How best these resources and support system mobilized?

Any other suggestion or opinion would you like to share?
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Appendix E: Focus Group Discussion Guideline
With whom: Village health volunteers
The researcher conducted the FGD b

lowing the procedures as follows:
\\ 1 »}f the research, and asking for

Introducing herself an e —

Letting the participants causally ini ‘ r%o.tell the village about she

was working.
i yrkin; nteer?
How do i job? A\\
How long d ould-oi orking as a village health

2. Maternal health €s \\
Please tell me about the maternal héalth related educatio you provide to the

'y 3:- - 2k
Probe: How did you contact womcr »__.‘" 2/

cooperation to participa ,

1. Please tell a
Probe: How did

community

—r -
i

How did you en?

HO A "—| ,' V7-{1‘;\'?’;2\'7'-*:7‘7_‘-7-Yiﬁ-?i275iic1:mi'ﬂlmﬂiir-?iiwiﬂwivs-Iil’ ¥
\Z A '
What did you \teha al, delivery,

postnatal period i luding breastfeeding and family planning?

How did you teach them?

A S ORI NIAT -

finish three sessions? What reasons do you think they don’t finish all the sessions?

ARS8y

Please tell me about the reporting of your work.
Probe: Do you fill monitor sheet after home visit and group session?
Whom do you report your activities?

How frequently do you report your activities?
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4. Satisfaction

I would like to know about your satisfaction with your volunteer job.

Probe: What constraints do you face in yo
How satisfied are you wit
5. Others \
What kind of problen P
How do you solve them?2.. :
Do you notice any dang ‘/J durmng nteer job? Please share about
your experi
Closing
1. Any other suggestion g

2. Thank you for givii

]

dF

AU ININTNGINS
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Appendix F: Summary of Participatory maternal health education program

Phase I | Preparation Phase
1.1 Active contact with the community leaders, village leadership teams,
health committee and other key persons
1.2 Update of population data of reproductive age women
1.3 Training of fagcilitators
Phase Il | Baseline data ceollection
2.1 Training of the interviewer
2.2 Pre-intervention suivey by using structured questionnaire
Phase Activity Planranddimplementation
111
Stage 3.1 | Establish participatory materﬁal health education program’s committee
Stage 3.2 | Establish paggicipatory maternal health education program
Step 1: Preblent idéniification’and diagnosis
Step 2 Problem analysis
Step@* Mobilizg supportof the'community
Step 4: Planning for inonitoring and evaluation
Stage 3.3 | Development of pictorial mateﬁlal health education handbook
Training ofivillage health volunteers (VHVS)
Stage 3.4 | Implementation of' part1c1patory ‘maternal health education program
(1) Women’s group health education
Phase IV | Monitoring and Evaluation
4.1 Monitoring the Gommumty partlclpatidn
- Visual metheds (spider gram)
4.2 Monitoring and: proeess evalu;rnlqn qf participatory maternal health
education’program
Step 1: Monitor sheet filled by VHVs
Step%—Snmﬂ—gmup—feedb*crck—decusmerwmrren
Step 3: Observation
Step4: FGD with VHVs
Step 5: Feedback meeting
Step 6: In- depth interview with health committee members TBAs and
AMW
4.3 Outconie evaluation
- Post intervention survey by using structured questionnaire
Phase Y, | Analysis and reporting of findings
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Appendix G
Ranking scale for measuring community participation in five process dimensions
Minimal 1 Restricted 2 Fair|3 Open 4 Maximal 5
Leadership Community- based No collaboratiefi amengs | Thete is some Community-based Community-based
leadership represents community- based collaborating leadership represents leadership represents
only the wealthy leadership for community |'community-based different groups in the | the variety of interests
minority and acts only health; A health leader] leadership functioning community, is active in the community and
in their interest Worker appointed by, under an outside expert - | and takes initiative in has ownership/control
outside expert works appointed;health community health of community health
independent of sogial leader/worker activities activities
interest groups
Organization | Outside expert does not | Outside expert imposes a {#Outside expert imposes | Existing community Existing community
use a community-based | community-based a community-based organizations actively | organizations,
organization, or imposes | organization or organization, but this cooperate in representing a broad
one for project, which committee, but this organization becomes community health constituency,
then remains inactive organization develops fully active activities incorporate or create
some aetivitics their own mechanisms
for introducing
community health
activities.
Needs Outside expert solely Outside expert viewpoint | Community-based Community-based Community members
assessment projects possible dominates.but leadership.assessment of | leadership is actively involved in research

problems or conducts
survey

community interests are
considered, often through
input of community-
based“leadership

community views and
needs dominates

involved in seeking out
community members'
viewpoint,.and in
analysis ofneeds

and analysis of needs
under active
community-based
leadership direction
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Management | Activities induced by An outside expe | Community-bas: Community-based The activities and
outside expert. Only appointed hea leadership involv leadership is self- supervision of the
outside expert conducts | leader/worl i managed and involved | activities are the
supervision of activities | independent in supervisor of responsibility of the

supervision of gutside ctivities b ithou activities community-based
expert contiol of activi &\ leadership

Resource Token amount Mechanism establi contrib 1"‘*“' ontinuing Considerable

mobilization | contributed by for resourcg generation 1'?‘ t\ \ ontribution of local resources contributed
community. but community=based esources, and by community or

Community-based
leadership does not
decide on any resources
allocation

leadership has no
over use of reso

community-based
leadership controls use
of funds

obtained otherwise by
community-based
leadership.
Community- based
leadership allocates
available resources

AU ININTNGINS
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Needs assessment will be assessed by the following questions.
1. How were maternal health problems in the community identified?

2. What role was foreseen for villagers in conducting needs assessment?

5. 1 ficiaries invo i ing the results?

nt, did they continue to be

7. Was it able i va E i the community such as

1 'n. ith attendants, auxiliary

Leadership will be sed by | g ques "}

es 10w does it represent these
I1
A

| FoA A o ' .. .
3. rhalistic and/otd ial limiting the prospect for wider

ity?

4. Have most of 7 ade by the lead ltedein improvements of

the mf or the poor?
i ) ‘

Organization

1. How werce

village health committee and village lead@ﬁp team focusing on
improved health knowledge of the reproductlve age women regarding

Al BRSNS WA T o

mmlttee and village leadershlp team-do they have a decision making role?

9 SR ek EeGED

4. Who staffs the village health committee, village leadership team and
participatory maternal health education programcommittee (elites or the

poor)?
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Resource mobilization is a symbol of commitment to a program and it will be

assessed by the following questions.

1.
2.
3.
4.
5.

1

‘What have beneficiaries contrib

Who has decided how reso :

Do all groups tha king role?

Which group If uence Mo ilization and ho hey do it?

l!l the ¢ (1] li_u_m

How are resources mob !

Management will be ' v he follo ,*

. What is ' / \\"
2. What are the ro heal

3.

Are the village he un f \" Q‘\ \

CO - mumty organization or

"'-.

researche

Has the decigion mz ‘P

the beginning and from

the baseline to favo Ita "P:" g,; \o e favored?
Have the management "'o_u-c-E:‘ 1den the decision-making groups?

Y

i

ﬂummmwmm

ammmmummmaa



Appendix H
Time Frame
No Activities Time
2009 2010 2011
D M M
e a a
c r
Reviewing literature
Writing proposal
Submit for dissertation proposal exam
Dissertation proposal exam
Revise proposal
Submit for ethical approval
Revise proposal
Pretest the questionnaire
Phase I Preparation Phase
1.1 Active contact with the community leaders, village leadership teams,
health committee and other key persons
1.2 Update of population data of reproductive age women
1.3 Training of facilitators
Phase 11 Baseline data collection
2.1 Training of the interviewer
2.2 Baseline survey by using structured questionnaire
Phase I1I Activity Plan
Stage 3.1 Establish participatory maternal health education program’s
committee
Stage 3.2 Establish participatory maternal health education progtam

Step 1: Problem identification and diagnosis
Step 2: Problem analysis

Step 3: Mobilize support of the community
Step 4: planning for monitoringsand,evaluatien

154



Stage 3.3

Development of pictorial maternal health education handbook
Training of village health volunteers (VHVs)

Stage 3.4

Implementation of participatory maternal health education program
- Women’s group health education

Stage 5

Monitoring and Evaluation

3.5.1

Monitoring the community participation
- Visual methods (spider gram)

3.5.2

Monitoring and process evaluation of participatory maternal health
education program

Step 1: Monitor sheet filled by VHVs

Step 2: Small group feedback discussion with women

Step 3: Observation

Step 4: FGD with VHVs

Step 5: Feedback meeting with participatory maternal health {

education program’s committee
Step 6: IDIs with health committee member, MW, TBAs and AMW

3.53

Outcome evaluation
- End line survey by using structured questionnaire

Data management

Data analysis

Report writing

Submit for final dissertation exam

Dissertation exam

Revision

Submit final product

155
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Appendix I
Implementation Work Plan
No Tasks/ Activities Responsible Indicatos Time Place
Person
A MI J A S (0] N| D| J M
p|aju u u e c oje|a a
r °yif n 1 g p t vic|n r
L L 1 1 3141 1
Phase I : Preparation Phase -
1.1 Active contact with the community | HH, KZQ; | # ,community sl Tee Lone
leaders, village leadership teams, health | NKL members j
committee and other key persons cooperated s
1.2 Update of population data of reproductive | KZO, NKL Village i Tee Lone
age women profilel .and ]
population” '+
data
1.3 Identification and Training of facilitators HH, KZO, | # Mfacilitaters J Nyaung
USM trained Airs Shwe
Phase II : Baseline data collection =
2.1 Identification and Training of the | HH, KZO # interviewer " Tee Lone
interviewer trained 5 s
2.2 Baseline survey by using structured | HH, KZO, | # women Tee Lone,
questionnaire Interviewers interviewed Lone
Chin,
Kyout
Ngat
Phase I1I : Activity Plan
Stage Establish participatory maternal health | HH, KZO, | List of Tee Lone
3.1 education program’s committee NKL, ZMO, j identified
Fs members
available
Stage Establish participatory maternal health
3.2 education program
Step 1: Problem identification and | HH, KZO, | # members Tee Lone
diagnosis NKL, ZMO, | attended
Fs; MPC
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Step 2: Problem analysis HH, KZO, | #+.members Tee Lone
NKL, ZMO, |.attended
Fs, MPC
Step 3: Mobilize support of the | HH, KZO;|'# members Tee Lone
community NKL, ZMO, | attended
Fs, MPC
Step 4: planning for monitoring and | HH, KZO, |4 members Tee Lone
evaluation NKL, ZMQ, | attended
Fs, MPC
Stage Development of pictorial maternal health
33 education handbook
-FGD with women of reproductive age HH, KZO, | # women Tee Lone
NKL, ZMO, j participated
Fs
-Discussion with participatory maternal | HH, KZO, | #F members, Tee Lone
health education program’s committee NKL, ZMO, | attended
Fs, MPC
- Pretesting the material HH, KZO, | Materials Tee Lone
NKL, ZMO, | available
Fs
- Review and revise the material HH, KZO, | Materials Nyaung
MW, NKL, | available- Shwe
ZMO
- Printing of pictorial handbook HH Materials Yangon
available
Training of village health volunteers
(VHVs)
-Identification of VHVss HH, KZQO, | # VHVs Tee Lone
NKL,ZMO, identified
Fs, MPC
- Training of VHVs HH, K70, | # VHVs Tee Lone
ZMO; Fs trained
Stage Implementation of participatory maternal
3.4 health education program
Women’s group health education VHVs, Fs # women Tee Lone,
received, # Lone
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Chin,
Kyout
Ngat

Tee Lone

Tee Lone,
Lone
Chin,
Kyout
Ngat

Tee Lone,
Lone
Chin,
Kyout
Ngat

Tee Lone,
Lone
Chin,
Kyout
Ngat

Tee Lone

group
education .
session
Stage 5 | Monitoring and Evaluation
3.5.1 Monitoring the community participation HH, KZ0, | # meeting
- Visual methods (spider gram) NKL, ZM@O, | cauied out, # |
Fs, MPC members j
attended
352 Monitoring and process evaluation of ;
participatory maternal health education e
program =t
Step 1: Monitor sheet filled by VHVs HH, ZMO; 3Fs | # activities wr
cargied out as J
planned il
Step 2: Small group feedback discussion | HH, KZO, |'# FGD, # A
with women NKL, ZMO, | women = - I
Fs attended ;= .~ g’y |
Step 3: Observation HH, KZO, P e TR
ZMO, Fs*
Step 4: FGD with VHVs HH, KZO, | # VHV
NKL, ZMQO, | attended
Fs il
Step 5: Feedback meeting with maternal | HH, KZO, | # meeting
health education’s program committee NKL, Fs, MPC"| ¢arried out, #
members
attended
Step 6: IDIs with health committee | HH; KZO, | #IDI
member, MW, TBAs and AMW ZMO, Fs

Tee Lone

Tee Lone,
Lone
Chin,
Kyout
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. Ngat
3.53 Outcome evaluation |
End of program survey by using | HH, KZO Tee Lone,
structured questionnaire NKL, . ’ Lone
Fs, Interviewe L . Chin,
Kyout
Ngat

HH = Htoo Htoo Kyaw Soe
KZO = Khine Zar Oo

NKL = Nam Kham Laung
ZMO = Zin Mar Oo

USM = U San Myint

MPC = Participatory maternal health education progra
Fs = Facilitators

FGDs = Focus group discussions
IDIs = In-depth interviews

AULININTNEINS
ARIAN TN NI INGINY
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Appendix J
Administrative Cost
Item Descuiption Breakdown Total
(US'$)

Facilitator Training (7 days)

- Incentives S facilitators 1 $/person x5 days 25

- Accommodation 30 $ (for S days) 30

- Food 5'$/person x.5 days 125

- Transport 30'$ 30
Trainer 2 persons

- Accommodation and food .5 $/person * 8 days 80

- Transport 40 $ x 2 persons 80
Village Health Volunteers Training (4 days)

- Incentives 15 VHVs 1.$/person/day x 4 days 60

- Food 40 $/day x 4 days 160
Training cost 590
Women’s group education session | (3450 group education
days/session) sessions 1.5 $ x 400 wemen 600

- Incentives
Project Implementation 600
Facilitators 4 facilitators 35 $/month x.9«menths (1 person) 315

18 $/person/month.x 9 months (3 | 486
person)

Village Health Volunteers 15 VHVs 1 $/day 60
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Personal 861
Personnel support (Transportation and 1000
Food)
Baseline and End-line Survey
- Interviewers 0.1  $/questionnaire  x 800 | 80
questionnaires
Community meetings 124community meetings
In-depth interviews (IDIs) 8 1DIs 2% X8 16
Focus group discussions (FGDs) 14 EGDs 108 x 14 140
Monitoring and Evaluation 236
Educational materials
Pictorial handbook 500 booklets 1.58 %500 750
Documents and Stationary
Training materials and guidelines
- Copying 4000 pages 0:07-$><4000 pages 280
- Binding 75 booklets 0.5 x 75 booklets 37.5
Questionnaires copying 850 questionnaires 0:5°% x 850 425
Others
- Books 12 dozens 458 x12 54
- Books (Lal Gyar) 1 dozen 10 $ 1 10
- Bags 20 bags 3’8 x 22 bags 66
- Paper 2 packs 58x2 10
- Pens/ Markers 40 1.2:8:x 40 48




Logistics

Total

—
/AN
77/

‘\..\""

BN

ﬂ‘lJEJ’JVIEWI‘iWEJ"Iﬂ’i
QW']ﬁ\iﬂ‘iﬂJ!JWl’mEl'lﬁﬂ
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10
100

5277.5
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Appendix K: Knowledge items of antenatal care, delivery, postnatal care,
breastfeeding and family planning (n = 257)

Correct response

No Statement Pre- Post
Intervention Intervention

1 First examination should be done withingfirsé3 218 (84.8%) 250 (97.3%)
months.

2 Pregnant woman should stay at_home“if she= 18 (7.0%) 249 (96.9%)
suffers severe headache: -

3 It is needed to_hawve tetanus vaccination during. 231 (89.9%) 253 (98.4%)
pregnancy.

4  Pregnant women should cheek up at least 3 times 223 (86.8%) 247 (96.1%)
with health persoanel eg. midwife, doctor.

5  Supplementagy vitaming are not needed to take 104 (40.5%) 223 (86.8%)
after delivery. :

6  Morning sickness is a danger s1gnL1n pregnant. 43 (16.7%) 222 (86.4%)
women. —

7 Quickening is the sign of Varlablhty of fetus. 235 (91.4%) 250 (97.3%)

8  Severe abdominal pain is a dang'er sign in 202 (78.6%) 248 (96.5%)
pregnant mother. -~

9  Excessive bleeding during dehvery ‘can’ harm 226 (87.9%) 251 (97.7%)
both mother and fetus life.

10  Women should go to sce ‘the health -ﬁe-ﬁsonnel 205 (79.8%) 245 (95.3%)
when she suffers” foul -smelling d1schargel] per
vagina during pueperial period. —

11 Colostrums should not feed to the 1nfan,t.; 112 (43.6%) 220 (85.6%)

12 Feeding colostrums tan promiote easy expulsion . 204 (79.4%) 251 (97.7%)
of placenta. |

13 Feedings eolostrums_can_promote_expulsion_of —291(86.09%) 251 (97.7%)
breast mille L

14 Breastfeeding can enhance maternal-infant 233 (90.7%) 253 (98.4%)
contact.

15 Newborn “gets resistance from breast milk 231 (89.9%) 251 (97.7%)
(colostrums) and resists disease.

16 Woemen can have children again by stopping, to. 229.(89.1%)_. 252 (98.1%)
take pill or'injection.

17  Oral pill can.cause headache and naused. 193 (75.1%) =251 (97.7%)

18 Women who take oral pill should take a pill 210 (81.7%) 252 (98.1%)
everyday to avoid becoming pregnant.

19+ Deposinjectionsshould-be-taken once in 3 monthsy, 2274(88:3%)= 253 (98.4%)

to prevent pregnancy.




Appendix L: Attitude items of antenatal care, delivery, postnatal care, breastfeeding and family planning
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Pre-Intervention

Post Intervention

No Statement Agree  Uncertain  Disagree Agree Uncertain  Disagree
1 I consider antenatal care is needed only for siek” pregnant 67 29 010 161 31 6 220
woman. (26.100) (62.6%) (12.1%) (2.3%) (85.6%)
2 I think women should not have bath 7 days aftegdelivery. 152 b ! 84 93 7 157
(59.1%) (8.2%) (32.7%) (36.2%) (2.7%) (61.1%)
3 In my opinion, sexual activity should not be initiated sintil 6 228" % 18(7.0%) w11 (4.3%) 249 4 4
weeks after giving birth. (88.7%), (96.9%) (1.6%) (1.6%)
4 I consider postnatal check up should be done only when the 183 18(7.0%) 56 102 5 150
mother feels sick. (21 2% 4% (21.8%) (39.7%) (1.9%) (58.4%)
5 I think women should not breastfeed in publicplaces. 3804 18 (10%) 151 80 4 173
3427000, 4 (58.8%) (31.1%) (1.6%) (67.3%)
6 I think father feel left out if a mother breast-feeds. o 120 #4191 6.420) 96 135 6 116
46.770%; (37.4%) (52.5%) (2.3%) (45.1%)
7 In my thought, breastfeeding should be stopped if the mothér 204 24 (9.3%) 29 188 6 63
is sick because it can pass infection to the baby. (79.4%) s pesd A (11.3%) (73.2%) (2.3%) (24.5%)
8 I believe that breastfeeding is easy and economical. 239 16 (6.2%) 2 (0.8%) 251 2 4
(93.0%) def S5 (97.7%) (0.8%) (1.6%)
9 I suppose discussion on using contraceptive is not ashamed 234 1 21(8.2%)w. 2 (0,.8%) 248 5 4
among couples. (91.1%) (96.5%) (1.9%) (1.6%)
10 I believe that women should stop using D¢pe-injection-if-she 177 40 (15.6%) 40 79 6 72
has no menstrual bleeding for a long time. (68.9%) (15.6%) (30.7%) (2.3%) (66.9%)
11 Ibelieve that family planning can improve mether’s life. 217 34 (13.2%) 6+2.3%) 241 5 11 (4.3%)
(84.4%) (93.8%) (1.9%)
12 1 think that women should not eat much as it'can enhance big 183 24 (9.3%) 50 128 4 125
baby and make difficult delivery. (71.2%) (19.5%) (49.8%) (1.6%) (48.6%)
13 I suppose women should have a.rest.at least 45 _days, after 237 16 (6.2%) , .4 (1.6%) 252 4 1
delivery a baby. (92.2%) (98.1%) (1.6%) (0.4%)
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Appendix M: Intention to practice of maternal health care related behaviors at
pre and post intervention (n = 257)

Variables Pre Post Me- p-value

intervention Nemar X2

Taking ATT(Anti Tetanus
Toxiod)
Yes
No

7.7%) 39.510 <0.001

Doing hard wor
pregnancy

Yes

No

67.837 <0.001

Reduclng food i

<0.001

delivery
Yes
No

<0.001

Preparing clean cloth
ready to wrap the n n - ; e

Yes #2238792:69 (98.1%) 0.001
No —19 (7.4%) (1.9%)
J i- '

Keeping seap and s
ready for TBA

Yes - ) 2Q () A0/73) )82 ((NQ 40713

~ <0.001
No v r‘

Doing hard ‘ﬂk during rll

puerperial d -

Yes 27 (10.5%) 10 (3.9%) 8.828 0.002
230 (89.5%) 1247 (96.1%)

SANININYINT

du puerperlal period
Yes 2‘9 (85.2%) 250 (97:3%) 25.714  11.£0.001

QRN T TINGQ
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Appendix M: (Continued) Intention to practice of maternal health care related
behaviors at pre and post intervention (n=257)

Variables Post Mec- p-value
mte t on__intervention Nemar X’

Having bath and wash hair
for personal hygiene 1'

during puerperial per od
Yes . %) 87.771 <0.001

No — 218 (8 8%) -

Having breastfeeding

Intend to have brea 27.273 <0.001

feeding™ #7222 (86.4%)
6 months - 2 years \\:Qk
Undecided 35 (136%

ﬂUEJ’JVIEWITWEJ’]ﬂ‘i
ammmmumwmaﬂ
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Appendix N: Practice of maternal health care related behaviors (n =11)

Variables Pre intervention Post intervention

ATT(Anti Tetanus Toxiod)
Yes
No

11 10
0 1

Doing hard work durin

Yes 5 1
No 6 10
——
Reducing food i -
Yes 1
No 10
Cleaning the flo
Yes 11
No 0
Preparing c
newborn
Yes 10
No 1
Keeping soap an
Yes 11
No 0
et
Place of delivery = -
Hospital or Rural Health Cont; *?-'*f" A2/ 3
Home A 8
e
Doing hard Wwerk-during-p: /
Yes w A o 0
No 11
i

Consuming 1 utritious food and not reduce
food intake dlll’lF puerperial period

11

;QH&HH&W]?WEJ‘WW |

e during puerperial perio

Yes ) ___.ﬁ.o,_u,u




Appendix O

Pictorial maternal health education handbook (Sample)
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Vitae

Name

Date of birth
Place of birth

Education

ne 1, Yangon,

velopment), 2008

radugied f \ Un1vers1ty, Thailand
Work Experience Joyein! i ‘\\\\

cli o it suburb in Yangon

ber 2008

national (US), Myanmar

¢ Officer for
Emergency Relief and Refugees, Bangkok, Thailand

November 2009 = November 2010

ﬂusqwamzw@mwma
ammmtuumfmmaﬂ
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