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Abstract- Evidence-based findings of completion of continuum of care among pregnant women can be proved to fulfill further
activities for improving maternal health. It is aimed to develop intervention package for main care givers of pregnant women and
to study its effect on continuum of care. Quasi-experimental study is done among 200 preghant women and their main care givers
from rural areas of Yangon region. To develop intervention package, Focus Group Discussions of pregnant women, main-care
givers and midwives is done. Continuum of care among pregnant women and awareness of main care givers will be assessed by
pretested questionnaire in both intervention and control cluster. Perceptions on continuum of care among main-care givers will be
explored by In-depth Interview. Three Focus Group Discussions was conducted including pregnant women, main care-givers and
midwives in separate session respectively. This qualitative analysis is ongoing for development of intervention package.
Pretesting for quantitative data collection was done among 20 pregnant women and their main care-givers. The health education
intervention for main care- givers of pregnant women will be done by trained midwives. Outcomes assessment are expected to be
completed by June 2021 by mixed methods. By developing health education package for main care givers, important factors for
health of pregnant women can be reached to family level within community and the results are hope to be helpful for current
activities of maternal health promotion in Myanmar.

Index Term: Intervention Package, Main Care-givers, Pregnant Women, Continuum of Care, Myanmar

I.INTRODUCTION
Maternal health from pregnancy to post-natal period is inseparable for the needs for health care. The links between the

home and the first level health care facility and improving health status of mothers can be strengthened by an effective continuum
of care (CoC) [1,2]. An operational continuum of care with accessible, high quality care is essential before and during pregnancy,
childbirth, and the postnatal period for preventing problems for mothers and babies. The dimensions of continuum of care by
WHO guide to address continuous care from home to health center and hospital [3]. A systematic review suggested that
continuous uptake of antenatal care, skilled birth attendance, and postnatal care is necessary to improve maternal health outcomes
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in low- and middle-income countries [4].The WHO ANC model highlighted to have first ANC contact during the first 12 weeks’
gestation, followed by contacts at 20, 26, 30, 34, 36, 38 and 40 weeks’ gestation. The number of ANC visits is recommended
from four to a minimum of eight times [5]. Pregnancy related complication can be appropriately managed by the care of a health
professional with midwifery skills because of early recognition of danger signs and an effective timely referral to a well-equipped
facility [6]. The postnatal period following childbirth is a vulnerable phase in the lives of mothers [7]. Therefore, the WHO
recommended mothers to receive postnatal care within the first 24 hours followed by postnatal check-up on the second or third
day, and then on the seventh day after delivery [8]. Improved coverage of ANC, delivery attended by SBA and PNC as continuum
of care among pregnant women have been regarded as keys to improve maternal health outcomes [1].

In Myanmar, MMR was 250 per100,000 live births in 2017 which is higher compared to that of South East Asia region
,137 per 100.000 live births [9]. Completing continuum of care among Myanmar pregnant women is important to reduce MMR to
91 per 100,000 live births by 2030 [10, 11, 12]. However, there are some problems to fulfill continuum of care of pregnant
women in Myanmar because of inadequate antenatal care, unawareness on importance of early antenatal visit, antenatal timing
and minimum antenatal care frequency, unrecognition of 6 weeks post-natal periods and incomplete post-natal care [13,14,15].
Myanmar women from rural areas are not utilizing the ANC services adequately [16]. The ANC and delivery by skilled birth
attendants, number of ANC visit in third trimester of pregnancy, receiving complete health education package were significantly
associated with PNC utilization among mothers in hard to reach areas of Myanmar [17].Antenatal care booking and post-natal
utilization are related by social factors such as influenced of mother-in-law, relatives’ advices, male involvement and
misconceptions [18,19]. Therefore, the WHO recommended to involve men and mobilize community during pregnancy,
childbirth and after birth, particularly in rural settings with low access to health services [20,21]. For maternal health
improvement, the WHO also proposed interventions at the individuals, families and community level where the role of men and
other influential of family are mentioned important for awareness raising. For interpersonal processes, social support and working
together within families, health education intervention is highlighted as a broad perspective [22].

Evidence-based findings of completion of CoC among pregnant women can be proved to fulfill further activities for
improving maternal health. However, there is still limited findings of interventions regarding CoC in research areas of Myanmar.
Especially in the area of improving family and main care giver’s role for promoting maternal health, intervention-based findings
are limited and needed to be strengthened by conducting further researches. This study intends to develop new intervention
package to provide health messages for main care givers of pregnant women and to study its effect on maternal health outcomes
by receiving continuum of care. The results of the study is hoped to be useful in taking CoC among pregnant women by

identifying role of main care-givers within the community.

ILMETHODOLOGY
2.1 Study design

This is a community-based exploratory sequential mixed method design for two years in Taik Kyi township and
Kyauktan township of Yangon region as intervention and control cluster. Qualitative data collection by Focus Group Discussions
(FGD) among pregnant women, main-care givers and midwives was done in the intervention township to develop intervention
package for main care-givers of pregnant women. Final outcomes of the research will be assessed by quantitative data collection
in both clusters and In-depth Interview of main-care givers from intervention cluster.

2.2 Study population

For FGD, inclusion criteria are pregnant women with any gestational periods; main care- givers of any sex with the age
between 18 years and 65 years and currently living with pregnant women under the same shelter; and midwives who are currently
working at rural health centers (RHC) and subcenters. For In-depth Interview, criteria for main care-givers of pregnant women is

similar to that of FGD. For quantitative study, pregnant women aged 18 years and above; and with pregnancy of not later than 20
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weeks gestation are eligible. Inclusion criteria for main care-givers are husband or other person who are most available to give
continuous care at any time for pregnant women; can give pregnancy related decision; living together with pregnant women under
same shelter up to 6 weeks after delivery; and any sex with the age between 18 years and 65 years.
2.3 Sample size determination

Total minimum required sample is 200 including 100 pregnant women and their main care-givers for each group. The
sample size is calculated with proportion of four and more ANC visits in control group, 0.59 [23], and assumed proportion in
intervention group as 0.9. Alpha error is considered as 0.05 with 80% power, 10% attrition rate and design effect 2.

2.4 Sampling Procedure

Development of intervention package

Use of major themes extracted from FGDs to

construct the new package for HE
|

l —
Two townships from north and south
district of Yangon region

FaCKage vevelopment rnase

Allocation of two townships into intervention and

control group
v k)
3
Intervention group (n=100) Control group (n=100) T
5
— | =
)
>
3
Baseline Assessment on background Baseline Assessment background =
characteristics characteristics
HE about CoC and information on Routine AN care and follow up
social support based on results of services
i ion package | —
Dropouts  [g l > l Drop outs |
D
n
i
At 2 weeks after delivery At 2 weeks after delivery — £
- 5
Assess Assess §
Awareness on CoC among main Awareness on CoC among main 3
care-givers & care-givers & a
Outcomes of intervention Outcomes of intervention

Figure 1: Study flow chart of intervention package development and sampling procedures

Figure 1 summarizes the study flow and sampling procedures. For qualitative method for intervention package
development, purposive non probability sampling method is used and all pregnant women, their main care-givers; and all
midwives of study area are invited by the help of local authority to participate in FGD. For quantitative method, firstly, north and
south districts of Yangon region are purposely chosen for prevention of contamination. Kyauktan township and Taik Kyi where

there is adequate rural setting and different classes of people are residing were selected among 8 and 10 townships in north and
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south districts respectively. In both townships, there is more than 3000 pregnant women and rate of AN care for four and more
times is less than 85%. From each cluster, two to three RHC villages are selected and all pregnant women and their main care-
givers who meet inclusion criteria will be chosen through a consecutive sampling for calculated sample size. For end-line
qualitative method, to explore the in-depth ideas of main care givers on continuum of care, In Depth Interview (IDI) will be done
among purposively chosen 5 main care-givers of preghant women who completed CoC and 5 main care-givers of pregnant
women who does not complete CoC respectively. At least 8 antenatal visits, birth by skilled attendance and PNC within 24 hours
after birth followed by two additional checks will be considered as criteria of CoC completion. No fulfillment of any one of these
three criteria will be taken as incomplete CoC.
2.5 Data collection methods and tools
First Phase: Qualitative data collection for intervention package development

FGDs was conducted by guideline with 7 to 9 participants per session. Before data collection, objectives will be
explained and written consent; and permission to record their insights are obtained. All FGDs are held at places with privacy
without environmental disturbances. The researcher act as a moderator and note taking is be done by two trained note-takers.
Before conclusion, information obtained are confirmed with the participants to ensure what they meant in the discussion.
Second Phase: Quantitative data collection

Pretesting was carried out among 20 pregnant women and their main care-givers residing apart from study areas.
Questionnaire is prepared based on Myanmar MCH Hand Book [24] and Myanmar DHS (2015-16) [23]. Face to face interview
will be applied for quantitative data collection. The survey questions comprised of socio-demographic factors of pregnant women
and main care-givers and background obstetrics characteristics of pregnant women. Questionnaire on awareness of CoC is used to
assess main care-givers from both clusters regarding ANC, danger signs, safe delivery and PNC. Questionnaire for assessing the
outcome of intervention among pregnant women included continuum of care by ANC, safe delivery and PNC.

Recruitment and training of midwives

Midwives from two to three RHCs of both clusters will be recruited on the last day of a month in their respective
township. The investigator will explain the trial procedures and their roles in the study. The midwives from intervention group
will be trained by principal investigator and requested not to share the information got from training sessions to others apart from
the participants in the intervention group up to the intervention period. In the training of midwives, the researcher will use the
pamphlet in Myanmar language based on the finding of intervention package and MCH handbook [24] to give health education
for main care-giver of pregnant women. The content of pamphlet will include importance of AN visit, care during pregnancy, safe
delivery as first portion and danger signs during pregnancy, at birth and after delivery as the second portion.

Baseline data collection

In both intervention and control groups, baseline data will be collected at first AN visit of eligible pregnant women by
midwives. For pregnant women who come alone for AN visit, main care-giver will be invited to be along with her at second AN
visit.

Intervention package for intervention group

Intervention procedures will be done two weeks after the baseline data collection. Main care-givers of pregnant women
will be educated by trained midwives about all component of health education pamphlet provided by principle investigator.
Health education will take about 30 minutes after routine AN care procedure. After health education session, floor is opened for
discussion and individual session will be given if it is requested. Trained midwives from intervention group will be monitored by
a checklist and conducting health education will be confirmed by asking the main care-givers.

Comparison group
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Timing and procedures of recruitment is similar to that of intervention group. All eligible pregnant women will be given
routine AN care and follow-up care by midwives.
Third Phase: Awareness and outcome assessment

Awareness on continuum of care among main care-givers and completion of continuum of care among pregnant women
in both groups will be assessed after 2 weeks puerperium period. The principle investigators and trained research assistants will
collect end line quantitative data by face to face interview using pre-tested questionnaire.

End line qualitative data collection
After outcome assessment among pregnant women, In Depth Interview (IDI) will be done by principle investigator to

explore perception of main care giver on continuum of care. Before conducting data collection, objectives will be explained and
written informed consent will be obtained. All places for IDI will be considered for privacy and recordings will be done with
permission. Information obtained from IDI will be confirmed with each and every participant to be ascertained what they mean in
the interview.
2.6 Data management and analysis
First Phase: Qualitative data analysis for exploratory design by FGDs

The interviewed data will be analyzed manually and the interviews will be transcribed on the day of data collection.
Reading and checking of the transcripts by listening of audio records will be done repeatedly by the researcher. Then data will be
sorted and organized by themes focusing on perceptions, practices, preferred care, needs, barriers and role of main care givers
regarding continuum of care of pregnant women. Content analysis will be performed; and contrasts and comparisons will be
made.
Second Phase: Quantitative data analysis for explanatory design

SPSS version 16 and STATA version 15 will be used for analysis. Because of adopting a quasi-experimental design,
propensity score will be used for matching of respondents to create a valid and counterfactual comparison group and to control
confounding. Descriptive statistics will be shown by frequency and percentage for categorical variables and continuous variables
will be summarized by mean and standard deviation. For post-intervention data analysis: awareness on CoC and outcomes
variables: ANC visits, birth by skilled attendance and post-natal checks between intervention and comparison groups will be
analyzed by x?2test. For effect of intervention: multiple logistic regression analysis will be applied to compare completion of CoC
between two groups by adjusting possible confounders such as awareness of main care givers, education of pregnant women,
frequency of ANC visits for current pregnancy and source of health information. The results of the model will be presented using
adjusted odds ratios (OR) with 95% confidence interval (Cl) and p value <0.05 will be set as level of statistically significance.
Third Phase: Qualitative data analysis

End line qualitative findings from IDIs will also be started from data collection to until it ended. The interviews will be
transcribed on the day of data collection by listening audio records repeatedly. Initial analysis will be started by pre-categorizing
themes. After that, main themes such as perceptions of main care-givers on continuum of care for pregnant women, their

preferred methods, problems and difficulties will be explored by performing content analysis.

II.LRESULTS
The proposal of this study was submitted to the board of studies and ethical approval has been received from the
Institutional Review Board (IRB) of University of Public Health, Yangon. It is also registered by Preliminary Registration:
PLRID-00568_V3 at Myanmar Health Research Registry, Department of Medical Research, Yangon, The Republic of the Union
of Myanmar. Focus group discussions were done within second and third week of February 2020 in Tike Kyi township. Three

FGDs included 7 pregnant women, 7 main care-givers of pregnant women and 9 midwives in each session respectively. First
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qualitative data analysis is ongoing for development of intervention package. Pretesting among 20 pregnant women and their
main care givers has been done and some areas of questionnaire are modified. After preparation of intervention package,
midwives from intervention areas will be recruited and trained about health education for main care givers of pregnant women.
Then baseline quantitative data collection will be conducted in both intervention and control areas. Follow-up data collections by

both quantitative and qualitative are expected to be completed by June 2021. Final report will be submitted at the end of 2021.

IVV.DISCUSSION

Being an intervention conducting among care-givers of pregnant women, results may be answered for some
contradictions regarding the importance of men and families for maternal health according to previous studies [21,25,26,27,28].
The WHO IFC framework highlighted to conduct interventions to address the need for improving maternal health [22]. By
conducting this study, we will have results about awareness on continuum of care among main care-givers, the completion of
continuum of care among pregnant women and the perceptions on continuum of care among main care-givers. Therefore, this can
point out the effect of health education intervention of main care-givers on completion of continuum of care. Better understanding
of the gaps in seeking care and factors contributing to the gaps can be explored for successful program implementation.
Moreover, the developed health education package is hoped to be disseminated to Township Medical Officer (TMO) and Basic
Health Staffs (BHS) from control township if there is significant improvement on continuum of care among pregnant women by
the intervention after the study.

One of the strengths of the study is intervention at community level and rural setting. Mixed methods by exploratory
sequential design is applied to be strengthen the results of the study. Intervention package is developed based on the discussion of
three groups with different experiences on continuum of care for maternal health. For main care-givers, health education is given
by trained midwives who are conducting health services in the study areas and already familiar to antenatal, intra-natal and
postnatal care of pregnant women. After intervention, not only continuum of care but also awareness and perception of main care
givers will be explored. Data analysis is planned to reduce the effect of confounders by matching and multiple logistic regression.
Moreover, this is the first interventional study among main care givers of pregnant women regarding continuum of care for
maternal health.

There are some limitations of the study is that health education package is not reached to the control clustere. For
awareness on continuum of care among main care givers, only post intervention assessment by assuming same background is
done without preliminary survey. Health education is given only one time for main care givers of pregnant women from
intervention cluster and therefore it is not ascertained to be memorized for long term. The continuous usage of pamphlets

distributed as tool for health messages is not sure for through out of antenatal to postnatal periods of pregnant women.

V.CONCLUSION
By developing intervention package for health education among main care-givers, important factors for maternal health
can be reached within close-groups who can give supports for pregnant women. For the continuum of care among pregnant
women, needs and gaps to be fulfilled will be explored by this study and may be useful for further researches. Moreover, the

results will help to determine whether it is applicable for current activities for maternal health promotion in Myanmar.
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