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 This study aimed to identify factors associated with the use of modern 

contraceptive service among rural married women of reproductive age in 

Myanmar. A cross-sectional quantitative study was conducted among 648 

married women aged 18-49 years (4 townships with the lowest contraceptive 

prevalence (n=316) and 4 townships with the highest prevalence (n=332). 

This study found that women in townships with low prevalence of modern 

contraceptive use were more likely to be illiterate and manual workers or 

farmers, to have lower education and no regular income, other religions than 

Buddhism, and higher number of family members and children, compared to 

those with high prevalence. In addition, they responded negatively to the 

accessibility, availability, affordability and acceptability of contraceptive 

services, and lower satisfaction with the services. This study suggests that 

the Myanmar government should promote contraceptive services more 

aggressively for women of reproductive age in rural areas that reflect ethnic 

minority cultures. 
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1. INTRODUCTION 

Many women in low- and middle-income countries (LMICs), including the Asia Pacific region [1], 

[2], continue to die from pregnancy complications [3]. Contraception helps prevent unwanted pregnancies, 

improve the health of mothers, newborns, children, and adolescents, and improve the lives of families and 

nations. Providing contraceptive services to all women living in LMICs [4], who want to avoid pregnancy, 

would reduce preventable maternal death [5], unintended pregnancies by 68% [6], unsafe abortions by 2%, 

and maternal mortality by 62% [7]. Family planning can also improve maternal and child health outcomes, 

empower women, and enhance environmental sustainability by limiting number of population [5]. 

Numerous factors of modern contraceptive use have been identified in previous research. For 

example, personal characteristics of women, such as age, were associated with access to and use of 

contraception [8]−[11]. An Indian study showed that younger women use contraception more than older 

counterparts [12]. The education level of women also associated with modern contraceptive use in Turkey 

[13], Sri Lanka [8], and the Asia Pacific region [1]. Women’s paid employment were also associated with 

modern contraceptive use in East Asia countries such as Japan and South Korea [14]. The number of children 

a woman bears also influences modern contraceptive use [8] and method choices, as has been found among 

migrant workers in Thailand [15]. In addition, years since marriage, ethnicity, and partner’s occupation were 

found to be associated with contraception use [8]. 

https://creativecommons.org/licenses/by-sa/4.0/
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Globally, more than 214 million women of reproductive age lack access to contraception [7]. While 

stock shortages may contribute to these access gaps, the relationship between contraceptive availability and 

use is still poorly understood. Supply chain issues vary across countries, and the contexts that ultimately 

affect method availability and stock shortages may vary. Policy environments for family planning are also 

likely to contribute to differences in contraceptive stock shortages and method availability across health care 

services [16]. Although there was no disparity in the availability and access to services among women in 

Malawi [11] many studies have shown that the availability and accessibility of family planning services are 

limited in rural areas, which may make women in rural areas less likely to use contraceptive methods [17], 

[18]. To our best knowledge, however, studies on the availability, accessibility, and affordability of modern 

contraceptive services among rural women of reproductive age are limited [10]. 

In Myanmar, the majority of unintended pregnancies result in unsafe abortions, making abortion a 

major cause of hospital admissions. Pregnancies with abortive outcomes remain 6th leading cause of morbidity 

in Myanmar with 2.6% of total hospital admissions in 2012 [19]. Enhancing the prevalence of modern 

contraceptives can diminish unwanted pregnancies, thereby reducing abortion rates and maternal morbidity and 

mortality. Myanmar's contraception program is aligned with the National Population Policy (2002) which stated 

that “Improve health status of women and children by ensuring the availability and acceptability of birth-

spacing services to all married couples voluntarily seeking such services [20]. The Myanmar government has 

established the Family Planning 2020 initiative to achieve up to 60% modern contraceptive coverage and reduce 

the unmet need for family planning to less than 10% by 2020 [21]. Although there had been gradual increase in 

modern contraceptive use among married couples from 13.6 percent in 1991 to 38.4% in 2007 [22], annual 

growth rate for modern contraceptives was 0.4% [23]. In 2019, the modern contraceptive coverage in Chin State 

was 34.2%, and in Yangon region it was 77.6%. However, Myanmar is far away from reaching its 

commitments towards sustainable development goals and family planning 2020 commitments [24]. The 

contraceptive use rate is lower in rural areas than in urban areas [25]. Understanding the differences between 

rural areas with high and low prevalence of modern contraceptive use may help design strategies to increase the 

use of modern contraceptive methods. The study to address this gap is warrant. 

To date, there have been few studies conducted to understand modern use of contraceptives among 

married women in rural Myanmar [26]. However, to our best knowledge, there is no study on availability, 

accessibility, affordability, and acceptability of modern contraceptive methods among rual married women of 

reproductive age in Myanmar. Due to limited studies, this study aimed to examine factors associated with the 

use of modern contraceptives among rural married women of reproductive age. The findings can be utilized 

to develop strategies for enhancing the utilization of contemporary contraceptives and to provide 

policymakers with information to facilitate program enhancement. 

 

 

2. METHOD 

2.1.  Study design and population 

A cross-sectional descriptive study using quantitative data collection methods was conducted from 

January to April 2017 in Myanmar. This study collected primary quantitative data from married women of 

reproductive age (18-49 years) living in rural Myanmar using a semi-structured questionnaire. Inclusion 

criteria were women classified as currently married according to traditional and cultural practices, who had 

used modern contraception in the past and who were currently using modern contraception. Women who 

were not classified as currently married according to traditional and cultural practices (e.g., widowed, 

separated, cohabiting), women with mental disorders that prevented them from answering the questions, or 

women who refused to participate in the study, were not included in this study.  

The sample size was calculated with the formula of n=Z (1-α/2)2 {(P1×(1−P1)+(P2×(1−P2)}/(d2) 
[27], where n is the required sample size, z is the Z statistics for predetermined an error, P1 and P2 are 

prevalence of contraceptive use, and d is the margin of error. We used a 95% confidence interval, an 

acceptable error of 5%. Based on Health Management Information System data, the average prevalence of 

modern contraceptive use in the four rural areas with the highest prevalence was 91.4%, and the average 

prevalence in the four rural areas with the lowest prevalence was 15.3% [25]. This calculation determines that 

a sample size of 316 is required from each group, for a total of 632 women. 

This study selected subjects using the multi-stage sampling method. First, among 305 rural 

townships in Myanmar, except Yangon, we divided the townships with high and low contraceptive use rates 

based on data from the District Health Information Software 2 platform of the Ministry of Health and Sports, 

with a contraceptive use rate of 43.5% in rural areas [28]. We purposively selected the four townships with 

the highest and four lowest rates of modern contraceptive use. Mogok township of Mandalay Region, Minhla 

township of Magway Region, Zigone township of Bago Region and Dawei township of Tanintaryi Regions 

were selected as townships with the highest modern contraceptive prevalence, and Matupi township, Mindat 

township, Tongzang township and Paletwa townships of Chin State were selected as townships with lowest 
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modern contraceptive prevalence. One rural health center was randomly selected from each of the selected 

townships, and then one village served by the selected rural health center was selected for data collection. 

Around 80 women of reproductive age in each township were selected for quantitative survey questionnaires. 

Women aged 18-49 years were invited through an invitation letter, and those who consented to participate 

were included in the data collection. A total of 648 married women aged 18-49 living in the township with 

the lowest contraceptive prevalence (n=316) and married women living in the township with the highest 

contraceptive prevalence (n=332) were included.  
 

2.2.  Variable measures 

A semi-structured questionnaire developed by the research team. The questionnaire was pre-tested 

with 80 married women aged 18-49 years. Cronbach’s alpha was 0.886, and 97% of respondents provided 

valid data. The independent variables were classified into four categories: sociodemographic variables, past 

contraceptive experience and reasons for method choice, availability and accessibility of service, quality, 

affordability, and acceptability from rural women of reproductive age.  

Sociodemographic variables encompassed age (categorized into three groups: <25, 25-39, or 40+), 

religion (Buddhist or others), current pregnancy status (non-pregnant or pregnant), number of household 

members (segregated into two categories: <5 and 5+), number of children (categorized into three groups: 

None, 1, and 2+), ability to read Burmese (cannot read, can read), education (primary school or lower, middle 

school, high school or higher), income (no regular income, or regular income) and type of jobs (housewives, 

manual workers, farmers, vendors, government, others). 

Variables related to availability of service included service delivery point (health centers or 

hospitals, private clinics, drug stores, or others), service provider (doctor, nurse, midwife, auxiliary midwife, 

other, no answer), experience of unavailability of service (yes, no or no answer), service provider can always 

provide service (yes, no, or no answer), experience with stock out of medicine (yes, no, or no answer). 

Distance from home to service delivery point (less than 1 mile, more than one mile or no answer), mode of 

transport (walking, bicycle, other, or no answer), duration of travel time (less than one hour, more than one 

hour, or no answer), easy to travel in all seasons (yes, no, or no answer) for accessibility of service, and 

payment for contraceptive services (yes, no, or no answer) and cost for contraceptive service (cheap, 

moderate, expensive, do not know, or no answer) for affordability to services.  

In addition, variables related to knowledge have 3 choices: know, do not know, or no answer.  These 

3 choices are for the questions for knowledge on contraceptive methods and acceptability of services, 

knowledge on current contraceptive method, knowledge on other suitable contraceptive method, knowledge 

on mechanism of contraceptive method, knowledge on side effects, knowledge on follow up date, and 

knowledge on other suitable contraceptive method. The question on experience of side effects has 3 choices 

for answer: yes, no, or no answer.  The opinion about health care provider’s skill has 6 choices for answer: 

excellent, good, neither good nor bad, bad, worse, or no answer. The duration of waiting time has 4 choices: 

less than 30 minutes, 30-60 minutes, do not remember, or no answer. For the question on satisfaction with the 

services has 3 choices: yes, no, or no answer. 
 

2.3.  Statistical analysis 

All statistical analysis was performed using the SPSS 16 software package owned by Mahidol 

University. Chi-square test and Fisher exact test were used to examine the differences in the distribution of 

independent variables between townships. The townships with high and low prevalence of modern 

contraceptive use, are dependent variables. 
 

2.4.  Ethical consideration 

This study was approved by the Ethical Review Committee of the Department of Medical Research, 

the Ministry of Health and Sports, Republic of the Union of Myanmar (No: Ethics/2016/138). This study was 

also approved by the Ethical Committee of the Faculty of Public Health, Mahidol University (COA: MUPH 

2016-143).  After receiving clearance from both Ethical Review Committees, data collection process was 

conducted.  

 

 

3. RESULTS AND DISCUSSION 

3.1.  General characteristics of respondents 

As shown in Table 1, approximately 80%-90% of the women were 25 years of age or older, could 

read Burmese, had a secondary school education or lower, and reported not being pregnant. Approximately 

70% of the subjects were Buddhists, more than 60% were housewives, had 2 or more children, and had 5 or 

fewer family members in their households.  
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3.2.  Modern contraceptive use 

Figure 1 shows that the most commonly used contraceptive method in both groups was the injection, 

followed by the pill, and implants were more common among women in low-prevalence townships 

(p<0.001). The Ministry of Health is committed to providing voluntary contraceptive services to all married 

couples in Myanmar in accordance with the National Population Policy (1992), and mandated free 

contraceptive pills in 2010, while hormonal implants have been introduced in Myanmar since 2012 in 

collaboration with Population Services International (PSI). Our study found that use of long-term 

contraceptive methods, such as implants or intrauterine devices, was generally low among Myanmar women. 

Interestingly, the use of implant was higher among women in townships with low contraceptive use than in 

townships with high use. A national data in Myanmar also revealed that the injection method is mostly 

common in Myanmar women, regardless of place of residence [28]. Another study among Myanmar youth 

using Myanmar Demographic and Health Survey (2015-2016) data [29] showed that regardless of whether 

they were married or not, Myanmar adolescent women were the most likely to use injectable contraceptives, 

followed by oral contraceptives [30]. This method is widely used because it is available in almost all private 

and public hospitals, is inexpensive, easily accessible, and easy to use. 

Figure 2 shows the reasons for choosing the contraceptive method currently used. Women in 

townships with low contraceptive use were more likely to respond with “husband’s recommendation” or 

“belief in safety,” while women in townships with high contraceptive use were more likely to respond with 

“own will” or “health worker recommendation.” These differences in contraceptive choice suggest that the 

use of modern contraceptives is significantly related to women’s autonomy, as shown in a study from the 

Democratic Republic of Congo [31] and that it is important to discuss this. This suggests that limited 

decision-making autonomy due to unequal power dynamics between women and men in the household is a 

barrier to using modern contraceptives. This finding suggests that education about contraceptive methods 

should target both men and women. 

 

 

 
 

Figure 1. Type of current contraceptive method among rural married women aged 18-49 years in townships 

with low and high prevalence of modern contraceptive use 

 

 

 
 

Figure 2. Reasons for choosing current method of contraception among rural married women aged 18-49 

years in townships with low and high prevalence of modern contraceptive use 
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3.3.    Factors associated with modern contraceptive use 

3.3.1. General characteristics of participants 

When comparing general characteristics of women between townships with low and high prevalence 

of modern contraceptive use as shown in Table 1, women in townships with low prevalence of modern 

contraceptive use were more likely to be less than 25 years of age (p<0.01). Although Myanmar youth 

reproductive health services reduced maternal and child mortality, unplanned pregnancies were more common 

among young women and resulted in complications possibly due to young women’s lack of knowledge of 

appropriate contraceptive methods, and low levels of contraception use [31]. In addition, women in townships 

with low prevalence of modern contraceptive use were more likely to have lower education, being unemployed 

or being manual workers/farmers (p<0.0001). Women with higher education reported to use more of modern 

contraceptives in other LMICs [32], including the Democratic Republic of the Congo [33], Turkey [12], 

Ethiopia [34], [35], Uganda [36], and Burkina Faso [37]. These results were similarly observed among 

Myanmar migrant workers in Thailand [10]. Women living in townships with the highest prevalence of modern 

contraceptions had more economic opportunities than women living in townships with the lowest prevalence, 

located in the hilly region of northwestern Myanmar. Agriculture was the main source of income in these 

townships. Creating occupational opportunities at the township level would increase the use of modern 

contraceptions. Having regular income empowers women to make decision in their household. Women having 

their own income have more freedom to make decisions concerning consumption and use of services. Women 

with incomes are more likely to use modern contraceptions than women with financial restrictions [38]. 

Women's participation in the labor market and education leads to reduced gender inequality, reproductive health 

rights, and decision-making at national, community, and family levels [39], [40]. Similar findings were revealed 

in Uganda [36] and Burkina Faso [37]. Furthermore, women in townships with low prevalence of modern 

contraceptive use were more likely to have a religion other than Buddhism, and live-in households with five or 

more family members, and two or more children (p<0.05). Religious beliefs may have some indirect influences 

on contraceptive usage, which may have influence on fertility [41]. Buddhist women tended to use modern 

contraceptions more often than non-Buddhist women. The association between religion and modern 

contraceptive use has also been found in other LMICs [32], South-east Asia [41], India [42], Bangladesh [43], and 

Nigeria [44]. Women living in townships with the highest prevalence of modern contraceptive use tended to have 

fewer children than in townships with the lowest prevalence of modern contraceptive use. Similar results were 

found in Egypt [32], Indonesia [45], and other LMICs [3], as well as in 17 sub-Saharan African countries [46]. 
 

3.3.2. Availability of service 

In Table 2, women in townships with low rates of modern contraceptive use were more likely to 

receive contraceptive services from non-government organization, or private clinics, and from auxiliary 

midwives or other workers (p<0.001), while they were less likely to report experiencing the inability to use 

services due to lack of availability, or lacking of contraceptive services (p<0.001). On the contrary, previous 

studies in rural Zambia [17], Ethiopia [10], and Indonesia [45] indicated that women in rural regions were 

less inclined to utilize contraceptions due to restricted availability of services. One possible reason is that 

NGOs or private clinics play a vital role in increasing availability of contraceptive services. Lacking of 

stocks and few methods availability restrict choices for contraception, forcing individuals to choose methods 

that may not suit their preferences and needs [16]. In terms of limiting contraceptive choices, stock shortages 

and method availability ultimately promote situations that are likely to inhibit the use of modern methods, 

and increase contraception discontinuation [47]. Interestingly, our study found that people living in high-

prevalence townships reported experiencing more medication stock shortages, and experience of 

unavailability of service. This may be due to the higher use of contraceptions in high-prevalence townships. 
 

3.3.3. Accessibility and affordability of services 

In Table 3, most women in townships with lower prevalence of modern contraceptive use reported 

longer travel distances and travel times to service centers and that they were not easily accessible in all seasons 

(p<0.0001). They also had fewer opinions about the cost of services, and relatively few women (about 30%) 

reported that they were cheap (p<0.0001). Women living in hilly or coastal areas appear to have limited access 

to contraceptive services due to the long distance and travel time to health centers. Our study supported that by 

showing women in townships with low prevalence of modern contraceptive use experienced longer travel 

distance and travel times to service centers, and less easy access in all seasons, in consistent with a previous 

study in Myanmar [26]. The Ministry of Health recruited two new health inspectors in 2012 to reduce the 

workload of midwives, allowing them to focus more on maternal and child health. This is in line with previous 

studies, showing that women in rural areas are less likely to use contraceptions due to limited access to services 

in rural Zambia [17], Ethiopia [10] and Indonesia [45]. Consequently, it is essential to offer affordable services 

for women in townships where the utilization of modern contraception is low. 
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Table 1. Comparison of general characteristics of rural married women aged 18 to 49 years in townships with 

low and high prevalence of modern contraceptive use 
Characteristics Total (n=648) Modern contraceptive use p-value  

Low (n=316) High (n=332)  
n (%) n (%) n (%) 

 

Age group 
       

<25 80 (12.3) 50 (15.8) 30 (9.0) 0.006 
25-39 372 (57.4) 164 (51.9) 208 (62.7) 

 

40+ 196 (30.2) 102 (32.3) 94 (28.3) 
 

Ability to read Burmese 
       

Cannot read 65 (10.0) 61 (19.3) 4 (1.2) <0.0001 

Can read 583 (90.0) 255 (80.7) 328 (98.8) 
 

Education level 
       

Primary school - 90 (13.9) 68 (21.5) 22 (6.6) <0.0001 

Middle school 273 (42.1) 135 (42.7) 138 (41.6) 
 

High school+ 285 (44.0) 113 (35.8) 172 (51.8) 
 

Religion 
       

Buddhist 457 (70.5) 131 (41.5) 326 (98.2) <0.0001 

Others 191 (29.5) 185 (58.5) 6 (1.8) 
 

Income  
       

No regular income 237 (36.6) 165 (52.2) 72 (21.7) <0.0001 

Regular income 411 (63.4) 151 (47.8) 260 (78.3) 
 

Type of job 
       

Housewives 367 (56.8) 165 (52.2) 202 (60.8) 0.025 
Manual workers 159 (24.6) 91 (28.8) 68 (20.5) 

 

Farmers 54 (8.4) 32 (10.1) 22 (6.6) 
 

Vendors 43 (6.7) 15 (4.7) 28 (8.4) 
 

Government 22 (3.4) 11 (3.5) 11 (3.3) 
 

Other 3 (0.5) 2 (0.6) 0 (0.3) 
 

Current pregnancy status 
       

Non-pregnant 596 (92.0) 283 (89.6) 313 (94.3) 0.027 

Pregnant 52 (8.0) 33 (10.4) 19 (5.7) 
 

Number of Household members 
       

<5 418 (64.5) 148 (46.8) 270 (81.3) <0.0001 

5+ 230 (35.5) 168 (53.2) 62 (18.7) 
 

Number of children 
       

None 64 (9.9) 16 (5.1) 48 (14.5) <0.0001 

1 184 (28.4) 64 (20.3) 120 (36.1) 
 

2+ 400 (61.7) 236 (74.7) 164 (49.4) 
 

 
 

Table 2. Comparison of availability of service and types of contraceptive methods among rural married 

women aged 18 to 49 years in townships with low and high prevalence of modern contraceptive use 
Characteristics Total (n=648) Modern contraceptive use p-value 

Low (n=316) High (n=332) 
n (%) n (%) n (%) 

 

Availability of services         

Service delivery point    
   

 

Health centers or hospitals 378 (56.5) 132 (41.8) 246 (74.1) <0.0001 

INGO/private clinics 94 (10.3) 65 (20.6) 29 (8.7)  

Drug store 55 (8.5) 17 (5.4) 38 (11.4)  

Other 14 (2.2) 11 (3.5) 3 (0.9)  

No answer 107 (16.5) 91 (28.8) 16 (4.8)  

Service provider  
 

 
 

 
 

 

Doctor 20 (3.1) 3 (0.9) 17 (5.1) <0.0001 

Nurse 17 (2.6) 4 (1.3) 13 (3.9)  

Midwife 437 (67.4) 163 (51.6) 274 (82.5)  

Auxiliary midwife 25 (3.9) 17 (5.4) 8 (2.4)  

Other 15 (2.3) 13 (4.1) 2 (0.6)  

No answer 134 (20.7) 116 (36.7) 18 (5.4)  

Experience of unavailability of service  
 

 
 

 
 

 

No 419 (64.7) 172 (54.4) 247 (74.4) <0.0001 

Yes 120 (18.5) 47 (14.9) 73 (22.0)  

No answer 109 (16.8) 97 (30.7) 12 (3.6)  

Service provider can always provide service    
 

 
 

 
  

No 51 (7.9) 35 (11.1) 16 (4.8) <0.0001 

Yes 481 (74.2) 180 (57.0) 301 (90.7)  
No answer 116 (17.9) 101 (32.0) 15 (4.5)  

Experience with stock out of medicine  
 

 
 

 
  

No 75 (11.6) 60 (19.0) 15 (4.5) <0.0001 

Yes 455 (70.2) 152 (48.1) 303 (91.3)  

No answer 118 (18.2) 104 (32.9) 14 (4.2)  
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Table 3. Comparison of accessibility and affordability of service and types of contraceptive methods 

 in townships with low and high prevalence of modern contraceptive use 
Characteristics 

Total 

(n=648) 

Modern contraceptive use p-value 

 Low 
(n=316) 

High 
(n=332) 

  n (%) n (%) n (%)   

Accessibility to services        
 

Distance from home to service delivery point       <0.0001 

Less than 1 mile 398 (61.4) 180 (57.0) 218 (65.7)  

More than 1 mile 126 (19.4) 48 (15.2) 78 (23.5)  

No answer 124 (19.1) 88 (27.8) 36 (10.8)  

Mode of transport       <0.0001 

Walking 422 (65.1) 204 (64.6) 218 (65.7)  

Bicycle 84 (13.0) 18 (5.7) 66 (19.9)  

Other 43 (6.6) 11 (3.5) 32 (9.6)  

No answer 99 (15.3) 83 (26.3) 16 (4.8)  

Duration of travel time       <0.0001 

Less than one hour 478 (73.8) 189 (59.8) 289 (87.0)  

More than one hour 60 (9.3) 40 (12.7) 20 (6.0)  

No answer 110 (17.0) 87 (27.5) 23 (6.9)  

Easy to travel in all seasons       <0.0001 

No 28 (4.3) 23 (7.3) 5 (1.5)  
Yes 506 (78.1) 205 (64.9) 301 (90.7)  

No answer 114 (17.6) 88 (27.8) 26 (7.8)  

Affordability to services       

Payment for contraceptive services       <0.0001 

No  205 (31.6) 76 (24.1) 129 (38.9)  

Yes 342 (52.8) 145 (45.9) 197 (59.3)  

No answer 101 (15.6) 95 (30.1) 6 (1.8)  

Cost for contraceptive service       0.001 

Don’t know 3 (0.5) 3 (0.9) 0 (0.0)  

Cheap 216 (33.3) 94 (29.7) 122 (36.7)  

Moderate 89 (13.7) 32 (10.1) 57 (17.2)  

Expensive 34 (5.2) 23 (7.3) 11 (3.3)  

No answer 306 (47.2) 164 (51.9) 142 (42.8)   

 

 

3.3.4. Knowledge on contraceptive methods and acceptability to services  

With regard to service acceptability as shown in Table 4, women in townships with low prevalence 

had relatively poor knowledge of contraceptive methods, their mechanisms, side effects, and follow-up dates, 

had fewer positive opinions about the skills of health care providers, and had lower levels of service 

satisfaction (p<0.0001). Factors affecting the use of modern contraceptions are women’s poor knowledge 

about family planning methods and fear of side effects, are the unmet needs for family planning services 

[33]. Husband’s influence, social support, family culture, social influence, and lack of education about 

contraception are barriers and constraints affecting married women in rural areas. Government officials 

should disseminate methods to create positive attitudes among rural women and provide education. Policy 

makers and mediators should focus on providing formal education and emphasizing the reproductive rights of 

rural women [28]. 

 

3.3.5. Recommendations  

Based on our findings, we recommend the following policy actions: First, education activities 

should focus on providing women with information about the proper use and side effects of modern methods, 

and educational activities that promote informed decision-making. Governments should develop policies that 

include the diverse needs and preferences of women with different educational backgrounds. In particular, 

more health information activities should be conducted in areas with low Burmese language proficiency, or 

non-Buddhist religions, focusing on the benefits of modern contraceptive use. Information education and 

communication materials should be developed that reflect the culture and religion of each minority language, 

and more active and regular contraceptive education should be promoted. In addition, efforts should be made 

to improve understanding of modern contraceptive use in Myanmar beyond women’s socio-economic 

empowerment, such as education, wealth, and employment, in rural areas where more than 70% of the 

Myanmar population lives, and the government should develop policies that include the diverse needs and 

preferences of women from different educational backgrounds, and making services more affordable, 

accessible, and available. Finally, training should be provided to community health workers and midwives to 

better understand women’s views and perspectives, and encourage them to effectively promote modern 

contraceptive methods.  
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Table 4. Comparison of knowledge on contraceptive methods and acceptability to services among rural 

married women aged 18 to 49 years in townships with low and high prevalence of modern contraceptive use 
Characteristics 

Total 

(n=648) 

Modern contraceptive use 

p-value  Low 

(n=316) 

High 

(n=332) 

  n (%) n (%) n (%)   

Knowledge on current contraceptive method       <0.0001 

Do not know 316 (48.8) 137 (43.4) 179 (53.9)  

Know 229 (33.8) 101 (32.0) 118 (35.5)  

No answer 148 (17.4) 78 (24.7) 35 (10.5)  

Knowledge on other suitable contraceptive method       <0.0001 

Do not know 329 (50.8) 151 (47.8) 178 (53.6)  

Know 146 (22.5) 45 (14.2) 101 (30.4)  

No answer 173 (26.7) 120 (38.0) 53 (16.0)  

Knowledge on mechanism of contraceptive method       <0.0001 

Do not know 345 (53.2) 155 (49.1) 190 (57.2)  

Know 191 (2.5) 73 (23.1) 118 (35.5)  

No answer 112 (17.3) 88 (27.8) 24 (7.2)  

Knowledge on side effects  
 

    <0.0001 

Do not know 349 (53.9) 146 (46.2) 203 (61.1)  

Know 188 (29.0) 79 (25.0) 109 (32.8)  

No information 111 (17.1) 91 (28.8) 20 (6.0)  

Experience of side effects       <0.0001 

No 248 (38.3) 78 (24.7) 170 (51.2)  

Yes 291 (44.9) 147 (46.5) 144 (43.4)  

No answer 109 (16.8) 91 (28.8) 18 (5.4)  

Knowledge on follow-up date       <0.0001 

Do not know 141 (21.8) 82 (25.9) 59 (17.8)  

Know 366 (56.5) 116 (36.7) 250 (75.3)  

No answer 141 (21.8) 118 (37.3) 23 (6.9)  

Knowledge on other suitable contraceptive method       <0.0001 

Do not know 329 (50.8) 151 (47.8) 178 (53.6)  

Know 146 (22.5) 45 (14.2) 101 (30.4)  

No answer 173 (26.7) 120 (38.0) 53 (16.0)  

Opinion on skill of health care provider       <0.0001 

Excellent 168 (25.9) 58 (18.4) 110 (33.1)  

Good 296 (45.7) 128 (40.5) 168 (50.6)  

Neither good nor bad 29 (4.5) 16 (5.1) 13 (3.9)  

Bad 0 (0.0) 0 (0.0) 0 (0.0)  

Worse 7 (1.1) 7 (2.2) 0 (0.0)  

No answer 148 (22.8) 107 (33.9) 41 (12.3)  

Duration of waiting time       <0.0001 

Less than 30 minutes 348 (53.7) 107 (33.9) 241 (72.6)  

30-60 minutes 56 (8.6) 46 (14.2) 11 (3.3)  

Don’t remember 82 (12.7) 46 (14.6) 36 (10.8)  

No answer 162 (25.0) 118 (37.3) 44 (13.3)  

Satisfaction with the service       <0.0001 

No 16 (2.5) 13 (4.1) 3 (0.9)  

Yes 523 (80.7) 210 (66.5) 313 (94.3)  

No answer 109 (16.8) 16 (29.4) 16 (4.8)   

 

 

4. CONCLUSION  

Due to limited research, to our knowledge, this is the first study to identify factors such as availability, 

accessibility, and affordability of modern contraceptions among rural married women of reproductive age in 

Myanmar. When comparing the areas with the highest and lowest prevalence of modern contraceptive use, 

women in townships with low contraceptive use reported being socioeconomically vulnerable, having less 

availability and access to services, and having high costs. This study provides recommendations to enhance the 

uptake of modern contraceptions and provides information to policymakers to facilitate program improvement. 

This suggests that the Myanmar government should be more aggressive in promoting contraceptive services for 

women of reproductive age in rural areas that reflect ethnic minority cultures. 
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