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ABSTRACT 10 

Background: Women’s health outcomes are influenced by the lack of access to health care 11 

and their inability to make decisions for themselves. This study was conducted to identify the 12 

association between women's empowerment and the problems in assessing health care among 13 

currently married women aged 15-49 years.  14 

Method: A secondary analysis by using Myanmar Demographic and Health Survey (MDHS) 15 

(2015-16) data, which included all 15 regions of Myanmar. In the study, (7,759) eligible 16 

currently married women aged 15-49 years were included. 17 

Result: Among eligible women, 52.43% (95% CI: 0.51-0.53) had problems in accessing health 18 

care. Women with medium and high empowerment scores were less likely to experience 19 

problems in accessing health care compared to women who got low score (aOR=0.85, 95%CI: 20 

0.73-0.98) (aOR=0.55, 95% CI: 0.47-0.65) respectively. Women from rural area (aOR=1.41, 21 

95% CI:1.15-1.72) and women living in Chin State, one of the least developed states, 22 
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(aOR=1.84, 95% CI: 1.38-2.46)  had faced more problems in accessing health care, on the other 23 

hand, the problems were seen to be reduced in the case of women aged over 35 years 24 

(aOR=0.66, 95% CI: 0.47- 0.94), and those who had an educated husband (aOR=0.76, 95% 25 

CI: 0.66-0.86), a husband with a white collar job (aOR=0.71, 95% CI: 0.56-0.89), and those 26 

living with an extended family (aOR=0.74, 95% CI: 0.66-0.84).  27 

Conclusion: The study showed when the women are more empowered, they might have less 28 

problems in accessing health care. These finding would contribute to the policy formulation in 29 

reducing health inequity issues in terms of increasing women's empowerment by enabling 30 

women getting equal right to education and jobs.  31 

Key words: women's empowerment, problems in accessing health care, Demographic and 32 

Health Surveys, Myanmar, knowledge, decision power, beating, labour force 33 

1. Introduction 34 

In recent years, women's empowerment has become an important issue globally. It can 35 

be defined as women having the ability to make their own decisions and also being able to act 36 

accordingly (1). Women's empowerment is context-specific, and it is determined by various 37 

aspects. Women’s empowerment is influenced by the women's level of education, employment 38 

for cash status, extent of media exposure, and spousal age difference (2). There is substantial 39 

evidence that the life of women living in low-income countries is characterized by exclusion, 40 

and this is reflected in their poor access to basic health care and services (3). Women's 41 

empowerment has a profound influence on the use of health services that could be linked to 42 

reproductive health outcomes (4,5). 43 

A group of study, mainly conducted in Asia and Africa, showed that women's 44 

empowerment is linked with contraception usage (6,7), lower fertility(8) and longer birth 45 

intervals(9). In Ghana, aspects of household decision-making, perceptions of spousal abuse, 46 
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and spousal age differences were associated with women's utilization of health care. If the age 47 

difference of the couple is narrower, the women are more likely to be involved in the household 48 

decision-making (2).   49 

Though out-of-pocket financing has decreased from 81% to 65% of Myanmar’s total 50 

health expenditure between 2014 and 2015 after increases in public spending, out of pocket 51 

financing still remains the primary method of payment for health services in the country. 52 

Though the government of Myanmar aims to extend accessing to a Basic Essential Package of 53 

Health Services (EPHS) to the entire population by 2020, as of the data collection, health 54 

facilities charged patients fees for maternal and child health services (10,11). A study was done 55 

in 2018 stated that attainment of universal health coverage in Myanmar in the immediate future 56 

will be very challenging, as a result of the low health service coverage, high financial risk, and 57 

inequalities in access to healthcare. Health care utilization indicators are low such as family 58 

planning needs satisfied: 75.9%, at least four antenatal care visits: 55.5%, full immunization: 59 

55.2%, institutional delivery: 37.1% and skill birth attendance: 60.2% (12). 60 

In the recent Myanmar census report (2014), maternal mortality ratio was 282 per 61 

100,000 live births, making it the second highest among South East Asian countries (13). The 62 

majority, 62%, of maternal deaths occurred at home and 14% died on their way to hospital due 63 

to late referrals, primary delays, and long distances to travel (14). A qualitative study was 64 

conducted internally displaced person who stayed in the camps in Kachin State by the Gender 65 

Equality Network in 2013. The findings of the study provided insights on health problems 66 

experienced by women. Furthermore, lack of access to health care by the women and inability 67 

to make their own decisions on contraceptive usage led to increased reproductive health 68 

problems and highlighted gender inequality issues in Kachin State, Myanmar (15).  69 

There is limited understanding in Myanmar regarding the relation between 70 

empowerment of women and health service utilization including reproductive, maternal, and 71 
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child health by married women. The study aimed to explore the level of women’s 72 

empowerment, to provide insight into the link between women's empowerment and problems 73 

in accessing health care services for women and potentially to inform policy around both, using 74 

a comprehensive and conceptually-driven index of women’s empowerment among currently 75 

married women by using Myanmar Demographic and Health Survey (MDHS) (2015-16) data.  76 

2. Materials and Methods 77 

This study used the data from the first MDHS conducted between 2015 and 2016. The 78 

DHS was a nationally representative cross-sectional survey on demographic and health 79 

indicators of women and members of their households, which was implemented by the Ministry 80 

of Health and Sports, Myanmar with technical assistance from ICF (Rockville, Maryland, 81 

USA). Detailed methods and data collection procedures had been published elsewhere (16). 82 

Briefly, a two-stage cluster sampling design (441 clusters, 30 households per cluster) was used 83 

and stratified by urban and rural status in 15 states and regions. Administratively, Myanmar 84 

consists of seven states representing the mountainous areas and eight regions representing the 85 

plain area and most of the regions are relatively more developed (13). Rural and urban areas 86 

are defined according to Ministry of Home Affairs, Myanmar. According to definition, the 87 

urban area should meet more than 20 criteria such as large population, availability of basic 88 

public services: transportation, electricity, safe drinking water, etc (17).  89 

A standardized questionnaire was used to collect the data on demographic, social, and 90 

behavioural indicators, including health status and reproductive health of all men and women 91 

aged between 15 and 49 years in selected households. The focus of the analysis was on 7,759 92 

eligible currently married women aged 15-49 years. The sample was restricted to married 93 

women because some indicators to calculate women’s empowerment were only available for 94 

currently married women: namely decision-making power and some labour force participation 95 
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items (relative to husband) were not available for unmarried women. A conceptual framework 96 

was constructed to meet the aim of the study (Figure 1). 97 

 98 

Figrue 1. Conceptual framework 99 

2.1 Outcome variable 100 

Problems in accessing health care were the outcome variables of interest.  In the MDHS 101 

2015-16, all women were asked, “When you are sick and want to get medical advice or 102 

treatment, is each of the following a big problem or not?  (1) Getting permission to go to the 103 

doctor? (2) Getting money needed for advice or treatment? (3) The distance to the health 104 

facility? (4) Not wanting to go alone?” The outcome variable was categorized by recoding "yes” 105 

responses to the items “getting permission to go to the doctor”, “getting money for advice or 106 

treatment,” and “not wanting to go alone” in the study. A study which conducted as multi-107 
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country analysis of DHS data, presented distance to the health facility did not affect the 108 

women's ability to make the decision for herself (18), therefore, distance to the health facility 109 

was not included in the consideration of problems in accessing health care in the study. Those 110 

who had encountered all or some problems in three domains were categorized as having 111 

problems in health care access and those who did not encounter any problem in all three 112 

domains were categorized as having no problems (Figure 2).  113 

 114 

Figure 2. Scoring system for access to health care  115 

2.2 Exposure variables 116 

             The composite variable of women's empowerment index was constructed from 17 117 

indicators selected based on the previous literature [4,18] and categorized them into four 118 

domains namely, women’s labour force participation, decision-making power, women’s 119 

disagreement with the justification of wife beating, and women’s knowledge. Women’s labour 120 

force participation was measured by six items: work in the last 12 months, for whom the women 121 
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work, women’s occupation, types of payment, work throughout the year and earns more than 122 

her husband. Decision-making power was assessed through four items: who made decisions 123 

about women’s own health care, household purchases, visits to family members, and husband’s 124 

earnings. Women’s disagreement with the justification of wife beating was evaluated in five 125 

items: neglecting children; going out without husband’s permission; arguing with husband; 126 

refusing sex; and burning food. The women’s knowledge component included formal 127 

education level (no education, primary, secondary, and higher) and access to media (television 128 

and radio in the household). To obtain the score of each domain, the summative index of the 129 

domain was calculated. The index for each domain was divided by the number of items that 130 

means for decisions and wife beating indicator, we divided with five because there were five 131 

items in each domain. For labour force, we divided by six, because it had six items. Regarding 132 

women’s knowledge domain, we divided by seven. After which, each domain was equally 133 

weighted and combined into the single, composite index of women’s empowerment.  134 

 For bivariate and multiple logistic regression analysis, the total score of the composite 135 

index was then divided into terciles of low, medium, and high levels to avoid categorical bias, 136 

see (Figure 3). 137 
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 138 

Figure 3. Scoring system for domains of women’s empowerment 139 

Other relevant socio-demographic factors, included in the MDHS data, were considered 140 

as independent factors in the analysis. The occupation variable was recoded to white collar 141 

workers (professional/ technical/ managerial/ clerical) and blue-collar workers 142 

(agricultural/manual). Before doing the multivariable logistic regression analyses with 143 

confounders’ adjustment for survey sampling design, univariate and bivariate analysis were 144 

done.  DHS sample weights were used in all analyses to make sample data representative of 145 

the entire population [19]. Only variables with significant association in the bivariate analyses 146 

were included in the multivariable logistic regression model. Reference categories were set 147 

according to MDHS (2015-16) report [13] and coding system [20]. Odds ratio and 95% 148 



9 

 

confidence interval (CI) were calculated for the final model. All analysis was used svyset 149 

command in STATA 14. 150 

3. Results 151 

3.1 Background characteristics 152 

Table 1 shows the background characteristics of currently married women aged 15-49 153 

years. Among them, 47.14% of currently married women had a primary education level, and 154 

73.94% were living in rural areas. Regarding respondents’ occupation, 29.26% of women were 155 

not working and only 5.57% of women were working as white collar workers. In terms of 156 

familial and marital composition, half of the women were in a nuclear family type while 157 

49.19% were in an extended family type. Among married couples, the majority of the wives 158 

were younger than their husbands. Education level of respondent’s husband showed that 159 

36.25% had no education and incomplete primary education, and 54.44% had complete 160 

primary and some secondary education. Regarding the occupation of respondent’s husband, 161 

majority of them were blue collar workers.  162 

3.2 Problems in health care access 163 

 In Table 1, the distribution of problems in accessing health care among currently 164 

married women across background characteristics is shown. Among currently married women, 165 

52.43% (95%CI: 0.51-0.53) had problems in accessing health care. A total of 36.02% of the 166 

women with high empowerment experienced a few problems while 56.57% of women with 167 

low empowerment index scores experienced more problems in accessing health care. 168 

Experience of problems in accessing health care varied by respondent’s age, educational level, 169 

and wealth quintiles. Women living in rural regions, 51.34% experienced problems while 170 

36.87% of those living in urban areas encountered problems in accessing health care. Women 171 

whose husbands had lower educational and occupational status faced more problems. 172 
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Regarding family structure, 52.25% of women from nuclear families had problems while 173 

42.77% of those from extended families faced problems in accessing health care. 174 

Table 1. Distribution of background characteristics and status of problems in health care access 175 

among currently married women age 15-49 year (N=7,759) 176 

Background characteristics n (%) 

Problems in health 

care access 

No problem in health 

care access 

4,068(52.43) 3,691(47.57) 

Women’s empowerment    

 Low 2650 (34.15) 1,499 (56.57) 1,151 (43.43) 

 Medium  2,555 (32.93) 1,272 (49.78) 1,283 (50.22) 
 High 2,554 (32.92) 920 (36.02) 1,634 (63.98) 

Age    

 15-19 228 (2.93) 119 (52.54) 109 (47.46) 
 20-24  834 (10.74) 418 (50.11) 416 (49.89) 
 25-29  1,258 (16.22) 610 (48.44) 648 (51.56) 
 30-34  1,505 (19.40) 721 (47.90) 784 (52.10) 
 35-39  1,482 (19.10) 687 (46.32) 795 (53.68) 
 40-44  1,283 (16.53) 601 (46.87) 682 (53.13) 
 45-49  1,169 (15.07) 535 (45.77) 634 (54.23) 

Education    

 No education  1,197 (15.38) 738 (61.86) 459 (38.14) 

 Primary  3,656 (47.14) 1,908 (52.19) 1,748 (47.81) 
 Secondary  2,285 (29.46) 912 (39.89) 1,373 (60.11) 

Higher   621 (8.01) 131 (21.13) 490 (78.87) 

Occupation    

 Not working 2,270 (29.26) 1,060 (46.71) 1,210 (53.29) 

 White collar  432 (5.57)  133 (30.78) 299 (69.21) 
 Blue collar  5,057 (65.17)  2,485 (49.34) 2,572 (50.66) 

Residence    

 Urban  2,022 (26.06)  746 (36.87) 1,276 (63.13) 
 Rural  5,737 (73.94)  2,945 (51.34) 2,792 (48.66) 

Region    

 Kachin  238 (3.07)  144 (60.63) 94 (39.37) 
 Kayah  40  (0.52)  22 (55.80) 18 (44.20) 
 Kayin  201 (2.59)  117 (58.45) 84 (41.55) 
 Chin  66 (0.85)  48 (73.14) 18 (26.86) 
 Sagaing  828 (10.67)  254 (30.64) 574 (69.36) 
 Taninthayi  174 (2.24)  80 (46.01) 94 (53.99) 
 Bago  780 (10.05)  287 (36.80) 493 (63.20) 
 Magway  642 (8.27)  325 (50.56) 317 (49.44) 
 Mandalay  837 (10.79)  327 (39.05) 511 (60.95) 
 Mon  278 (3.58)  95 (34.22) 183 (65.78) 



11 

 

 Rakhine  454 (5.85)  245 (53.84) 209 (46.16) 
 Yangon  1,042 (13.43)  476 (45.69) 566 (54.31) 
 Shan  901 (11.61)  489 (54.24) 412 (45.76) 
 Ayeyarwaddy  1,083 (13.96)  676 (62.42) 407 (37.58) 
 Naypyidaw  194 (2.50)  106 (54.43) 89 (45.57) 

Husband’s occupation    

  White collar  661 (8.52)  198 (30.00) 463 (70.00) 

 Blue collar  7,098 (91.48)  3,433 (49.06) 3,665 (50.94) 

Husband’s education    

 Incomplete primary and 

none 
 2,813 (36.25)  1,535 (56.65) 1,278 (43.35) 

 

Complete primary and 

some secondary 
 4,224 (54.44)  1,938 (45.89) 2,286 (54.11) 

 Complete secondary and 

higher 
 722 (9.31)  171 (23.63) 551 (76.37) 

Wealth quintile    

 Poorest  1,622 (20.90)  1,131 (69.72) 491 (30.28) 

 Poorer  1,586 (20.44)  903 (56.94) 683 (43.06) 
 Middle  1,555 (20.04)  710 (45.64) 845 (54.36) 
 Richer  1,509 (19.45)  569 (37.70) 940 (62.30) 
 Richest  1,487 (19.16)  378 (25.44) 1,109 (74.56) 

Polygamy    

 No other wives  7,321 (94.35)  3,436 (46.94) 3,885 (53.06) 
 Have other wives  420 (5.41)  242 (57.72) 178 (42.28) 
 Don’t know  18 (0.23)  13 (73.38) 5 (26.62) 

No. of living children    

 No child  917 (11.82)  399 (43.49) 518 (56.51) 

 1 - 3  5,437 (70.07)  2,512 (46.20) 2,925 (53.80) 
 4 and more  1,405 (18.11)  781 (55.54) 624 (44.46) 

Inter marital age difference    

 Same age  818 (10.54)  375 (45.89) 443 (54.11) 

 Husband>wife  5,276 (68.00)  2,554 (48.44) 2,722 (51.56) 
 Wife>husband  1,665 (21.46)  759 (45.60) 906 (54.40) 

Family structure    

 Nuclear  3,942 (50.81)  2,060 (52.25) 1,882 (47.75) 

  Extended  3,817 (49.19)  1,626 (42.77) 2,191 (57.23) 

3.3 Associations between women’s empowerment and problems in health care access 177 

Table 2 presents the regressions result examining the relationship between women’s 178 

empowerment and problems in accessing health care among currently married women. Women 179 

who had either medium or high levels of empowerment had smaller odds regarding problems 180 

in accessing health care after controlling for other factors, 15% (aOR=0.85, 95% CI: 0.73- 181 

0.98) and 45% (aOR=0.55, 95% CI: 0.47- 0.65) lower respectively. Women over 35 years of 182 
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age faced fewer problems in accessing health care compared to younger women. Women aged 183 

40-44 years had around a 34% reduction (aOR=0.66, 95% CI: 0.47-0.94) in encountering 184 

problems in health care access in contrast to women aged 15-19 years. Regarding residence, 185 

women who lived in rural areas have 1.41 times (aOR=1.41, 95% CI: 1.15-1.72) higher odds 186 

of encountering problems in accessing health care than those who lived in urban areas. Turning 187 

to regions, most of the developed regions and states showed a 27%-77% reduction in the odds 188 

of having problems in accessing health care compared to those in Kachin State, holding all 189 

other factors constant. Chin State had 1.84 higher odds (aOR=1.84, 95% CI 1.38-2.46) to 190 

encounter problems in accessing health care.  191 

The husband’s education was also a significant factor in the likelihood of women 192 

having problems in health care access. Compared with women whose husbands had no or 193 

incomplete primary education, there were lower odds of experiencing problems in health care 194 

access among those whose husbands either had complete primary (aOR=0.76, 95% CI 0.66-195 

0.86) or complete secondary (aOR=0.41, 95% CI 0.31-0.54) education. Women whose 196 

husbands hold white collar jobs experienced a 29% reduction in the odds of having problems 197 

in accessing health care (aOR=0.71, 95% CI 0.56-0.89). From the family structure point of 198 

view, the women who lived in an extended family had a 26% reduction in experiencing 199 

problems in health care access compared with those who lived in a nuclear family (aOR=0.74, 200 

95% CI 0.66-0.84). 201 

Table 2. Association between women’s empowerment and problems in health care access among 202 

currently married women age 15-49 year adjusting for covariates 203 

Variables  Problems in health care access 

    Number % cOR    aOR 95% CI 

Women’s empowerment       

 Low 2650 34.15 1  1  

 
Medium  2,555 32.93 0.76***  0.85* 0.73, 0.98 

  High 2,554 32.92 0.43***   0.55*** 0.47, 0.65 

Age        
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 15-19 228 2.93 1  1  

 
20-24 834 10.74 0.91  0.83 0.58, 1.19 

 25-29 1,258 16.22 0.85  0.76 0.54, 1.06  
 30-34 1,505 19.40 0.83  0.72 0.50, 1.04 
 35-39 1,482 19.10 0.78  0.70* 0.49, 0.99  
 40-44 1,283 16.53 0.8  0.66* 0.47, 0.94  

  45-49 1,169 15.07 0.76   0.67* 0.47, 0.96  

Residence       

 
Urban  2,022  26.06 1  1  

  Rural  5,737  73.94 1.81***   1.41** 1.15, 1.72 

Region       

 
Kachin  238  3.07 1  1  

 Kayah  40  0.52 0.82  0.81 0.57, 1.16  
 Kayin  201  2.59 0.91  0.81 0.58, 1.13 
 Chin  66  0.85 1.77***  1.84*** 1.38, 2.46  
 Sagaing  828  10.67 0.29***  0.23*** 0.17, 0.32  
 Taninthayi  174  2.24 0.55**  0.52*** 0.37, 0.72  
 Bago  780  10.05 0.38***  0.35*** 0.26, 0.47  
 Magway  642  8.27 0.66*  0.62** 0.44, 0.88  
 Mandalay  837  10.79 0.42***  0.40*** 0.29, 0.54  
 Mon  278  3.58 0.34***  0.31*** 0.20, 0.47  
 Rakhine  454  5.85 0.76  0.60** 0.44, 0.81  
 Yangon  1,042  13.43 0.55***  0.67** 0.49, 0.90  
 Shan  901  11.61 0.78  0.71 0.48, 1.04  
 Ayeyarwaddy  1,083  13.96 1.1  0.95 0.65, 1.39  

  Naypyidaw  194 2.50 0.78   0.73* 0.54, 0.98  

Husband’s occupation      

 Blue collar  661  8.52 1  1  

  White collar  7,098  91.48 0.44***   0.71** 0.56, 0.89 

Husband’s education      

 
Incomplete primary and  none  2,813  36.25 1  1  

 Complete primary and some 

secondary 
 4,224  54.44 0.65***  0.76*** 0.66, 0.86 

  
Complete secondary and 

higher 
 722  9.31 0.24***   0.41*** 0.31, 0.54 

Wealth quintile      NA    NA  
 Poorest  1,622  20.90 1       

 Poorer  1,586  20.44 0.57***       

 
Middle  1,555  20.04 0.36***       

 Richer  1,509  19.45 0.26***       

  Richest  1,487  19.16 0.15***         

Polygamy     NA   NA 

 
No other wives  7,321  94.35 1       

 Have other wives  420  5.41 1.54**       

  Don’t know  18  0.23 3.12         

No. of living children    NA   NA 
 No child  917  11.82 1       
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1 - 3  5,437  70.07 1.12       

  4 and more  1,405  18.11 1.62***         

Inter marital age difference    NA   NA 
 Same age  818  10.54 1       

 
Husband>wife  5,276  68.00 1.11       

  Wife>husband  1,665  21.46 0.99         

Family structure          

  Nuclear  3,942  50.81 1  1  

  Extended  3,817 49.19 0.68***   0.74*** 0.66-0.84 

*** p<0.0001, ** p<0.001, *p<0.05 204 

cOR- Crude Odds ratio, aOR- Adjusted Odds ratio,95%CI – 95% Confidence Interval 205 

 206 

4. Discussion 207 

This study was conducted to identify the association between empowerment among 208 

currently married women and the problems in accessing health care using MDHS (2015-16) 209 

data. More than half of the currently married women had problems in accessing health care. 210 

Many studies already stated the condition especially in developing countries [21–24]. Getting 211 

permission to get healthcare, getting money for treatment and not wanting to go alone influence 212 

negatively on accessing health care in different settings [23,25–27]. 213 

After adjusting for some variables, it was found that women with medium and high 214 

empowerment, experienced fewer problems, 15% and 45% reduction respectively, in accessing 215 

health care compared to women with low empowerment. Women’s empowerment had great 216 

impact on accessing health care and it was confirmed by previous studies (5,24,28,29). 217 

However, women's empowerment was not the only significant association with 218 

problems in accessing health care. Older women could access health care services more easily 219 

compared to younger ones. This might be due to reducing in some problems such as not 220 

wanting to go alone and getting permission to go to doctor while accessing health care. The 221 

lower the respondent’s age, the more problems in accessing health care they faced. This finding 222 

was also stated in the study done in Bangladesh (6). In the study, access to health care of 223 

married women was better if they were married to educated and had white collar husbands. 224 
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These findings were consistent in a study done in Myanmar, women whose husbands had an 225 

education at the secondary or higher levels and had decent works, had more participated in 226 

decision makings including decision on own health care [31]. Therefore, education and 227 

employment status of the husband had influence on the wife’s access to health care [5,27].  228 

 More women from the Chin State, experienced problems in accessing health care 229 

compared to those who lived in Kachin State. Other regions such as Saging Region, Bago 230 

Region, and Mon State; they showed less experience of problems in access to health care.  Chin 231 

State is one of the least developed regions in Myanmar. Its reproductive health indicators such 232 

as modern contraceptives usage was the lowest and unmet need for family planning was the 233 

highest among the regions [13].  At the same time, women from rural area still faced more 234 

problems compared to those from urban areas. It might be that geographical and transportation 235 

difficulties were one of the main causes of problems in accessing health care in different states 236 

and regions. Together with geographical and transportation difficulties, other factors, including 237 

women’s empowerment, might influence the health seeking behaviour of women [21,24]. The 238 

women who lived in extended families had less problems in access in health care in contrast to 239 

those lived in a nuclear family. It might be they had more accompanies to go to the clinic and 240 

they had other family members to take care of their children. Many studies had shown similar 241 

result [32-34]. 242 

 Since this study was secondary data analysis, study variables were limited in exploring 243 

women's empowerment and problems in accessing health care, other influencing factors such 244 

as relationship within the household members, perception on health care accessing, readiness 245 

of the health care providers which did not included in MDHS 2015-16. Women's empowerment 246 

is a complex concept and we could not include other factors; cultural contents and social 247 

contents. When we developed composite women's empowerment indicator, there might be 248 

some categorical bias. Moreover, the findings of this study could not reflect all women in 249 
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Myanmar since only currently married women were included. Further qualitative studies 250 

should be considered to get more insights to link the women's empowerment and not only 251 

health but also other development sectors. 252 

5. Conclusion 253 

The study was carried out to investigate the association between women's 254 

empowerment and problems in accessing health care. Women's empowerment is an important 255 

determinant of the ability to access health care especially in rural areas.  Women from less 256 

developed regions had more problems in accessing health care. Problems in access to health 257 

care are reduced when the women’s age is over 35 years, has an educated husband, has a 258 

husband with a white collar job, and lives in an extended family. Therefore, we believe that the 259 

findings would contribute to the policy formulation in reducing health inequity issues in terms 260 

of increasing women's empowerment by enabling women getting equal right to education and 261 

jobs.  262 

ABBREVIATIONS 263 

DHS    Demographic and Health Surveys 264 

MDHS    Myanmar Demographic and Health Survey 265 

USAID   United States Agency for International Development 266 

DECLARATIONS  267 

Ethical approval and consent to participate 268 

The datasets of the MDHS (2015-16) were accessed with the permission of ICF 269 

International. The primary demographic and health surveys data were collected in accordance 270 

with international and national ethical guidelines. The protocol for the 2015–2016 MDHS was 271 

reviewed and approved by the Ethics Review Committee of Department of Medical Research, 272 

Ministry of Health and Sports. For this secondary analysis, we got permission from Department 273 

of Public Health, Ministry of Health and Sports.  274 



17 

 

Consent for publication 275 

               Not applicable 276 

Availability of data and materials 277 

             The datasets analyzed during the current study are available in the 278 

https://dhsprogram.com/data/dataset/Myanmar_Standard-DHS_2016.cfm?flag=0 279 

Conflicts of Interest 280 

              The authors declare no conflict of interest. 281 

Funding 282 

              This research received no external funding.  283 

Author Contributions 284 

All authors contributed to protocol development. Wk completed the abstract, methods, 285 

and statistical analysis and provided close supervision on each component, such as the 286 

conceptualization, methods, statistical analysis and presentation of data, and preparation of the 287 

manuscript. Nmmh completed the statistical analysis, background, and discussion. Zlh 288 

contributed to statistical analysis, results, and conclusions. All authors read and approved the 289 

final manuscript. 290 

Acknowledgements 291 

               We would like to acknowledge USAID and ICF for their funding support and holding 292 

this 2018 DHS Fellows Program. Furthermore, we would like to express our sincere thanks to 293 

the facilitators Ms Kerry LD Mac Quarrie, Ms Elma Laguna, Ms Jennifer Yourkavitch and Mr 294 

Khin Kyu for their guidance and valuable advice throughout the program. Our sincere gratitude 295 

to Susy K. Sebayang, Ferryy Efendi and Erni Astuik for referred conceptual framework for 296 

women’s empowerment and Ms Kerry LD Mac Quarrie for English editing. Finally, our special 297 

thanks go to Dr. Thet Thet Mu, Deputy-Director General, Ministry of Health and Sports, 298 

Myanmar. 299 

References 300 

1.  Upadhyay UD, Karasek D. Women’s Empowerment and Achievement of Desired Fertility in 301 

Sub-Saharan Africa. Rockville, Maryland, USA: ICF Macro; 2010 Dec. Report No.: DHS 302 

Working Papers No. 80.  303 

2.  Kishor S, Subaiya L. Understanding womens empowerment: a comparative analysis of 304 

Demographic and Health Surveys (DHS) data. 2008.  305 

https://dhsprogram.com/data/dataset/Myanmar_Standard-DHS_2016.cfm?flag=0


18 

 

3.  Interaction eldis. Barriers to access of health services [Internet]. [cited 2019 Aug 10]. Available 306 

from: http://interactions.eldis.org/urbanisation-and-health/policy-findings/barriers-access-health-307 

services 308 

4.  Pratley P. Associations Between Quantitative Measures of Women’s Empowerment and Access 309 

to Care and Health Status for Mothers and Their Children: A Systematic Review of Evidence 310 

from the Developing World. Soc Sci Med. 2016 Nov 1;169:119–31.  311 

5.  Mainuddin A, Begum HA, Rawal LB, Islam A, Islam SS. Women Empowerment and Its 312 

Relation with Health Seeking Behavior in Bangladesh. J Family Reprod Health. 2015 Jun;Vol. 313 

9(No. 2):10.  314 

6.  Hasan MN, Uddin MSG. Women Empowerment Through Health Seeking Behavior in 315 

Bangladesh: Evidence from a National Survey. South East Asia Journal of Public Health. 2016 316 

Dec 10;6(1):40.  317 

7.  Morgan SP, Niraula BB. Gender Inequality and Fertility in Two Nepali Villages. Population and 318 

Development Review. 1995;21(3):541–61.  319 

8.  Hindin MJ. Women’s autonomy, women’s status and fertility-related behavior in Zimbabwe. 320 

Population Research and Policy Review. 2000;  321 

9.  Upadhyay UD, Hindin MJ. Do higher status and more autonomous women have longer birth 322 

intervals? Results from Cebu, Philippines. Soc Sci Med. 2005 Jun;60(11):2641–55.  323 

10.  Ministry of Health and Sports. Myanmar National Health Plan (2017-2021) [Internet]. The 324 

Republic of the Union of Myanmar; 2016 Dec. Available from: 325 

http://mohs.gov.mm/Main/content/publication/national-health-plan-2017-2021-eng 326 

11.  Myanmar’s Public Health system and policy: Improving but inequality still looms large 327 

[Internet]. Tea Circle. 2017 [cited 2019 Jun 10]. Available from: 328 

https://teacircleoxford.com/2017/08/30/myanmars-public-health-system-and-policy-improving-329 

but-inequality-still-looms-large-2/ 330 

12.  Han SM, Rahman MM, Rahman MS, Swe KT, Palmer M, Sakamoto H, et al. Progress towards 331 

universal health coverage in Myanmar: a national and subnational assessment. The Lancet 332 

Global Health. 2018 Sep 1;6(9):e989–97.  333 

13.  Department of Population. The 2014 Myanmar Population and Housing Census: The Union 334 

Report. The Republic of the Union of Myanmar: Ministry of Immigration and Population; 2015.  335 

14.  United Nations Fund for Population Activities. Report on Situation Analysis of Population and 336 

Development, Reproductive Health, and Gender in Myanmar. UNFPA; 2010.  337 

15.  Kachin women’s peace network, Gender equality network. Women’s Needs Assessment IDP 338 

Camps ,Kachin State. 2013.  339 

16.  Ministry of Health and Sports (MoHS) and ICF. Myanmar Deographic and Health Survey(2015-340 

16) [Internet]. Nay Pyi Taw, Myanmar, and Rockville, Maryland, USA: Ministry of Health and 341 

Sports and ICF; 2017 Mar p. 245. Available from: www.DHSprogram.com 342 

17.  Yu Mon Saw, Thet Mon Than, Yamin Thaung, Sandar Aung, Laura Wen-Shuan Shiao, Ei Mon 343 

Win, et al. Myanmar’s Human Resources for Health: Current Situation and Its Challenges. 344 

Heliyon [Internet]. [cited 2019 Aug 9];5(3). Available from: 345 

https://reader.elsevier.com/reader/sd/pii/S2405844018349983?token=0E040AFE9AD2F532114346 



19 

 

2A5559DC471972EDC4CDD26ECB8A1F9C61D0A4EBFB391D6BAAA0101935023EE0D3B347 

50DBC58795 348 

18.  Montagu D, Yamey G, Visconti A, Harding A, Yoong J. Where Do Poor Women in Developing 349 

Countries Give Birth? A Multi-Country Analysis of Demographic and Health Survey Data. 350 

PLoS One [Internet]. 2011 Feb 28 [cited 2019 May 27];6(2). Available from: 351 

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0017155 352 

19.  Pratley P. Associations between quantitative measures of women’s empowerment and access to 353 

care and health status for mothers and their children: A systematic review of evidence from the 354 

developing world. Social Science & Medicine. 2016 Nov;169:119–31.  355 

20.  Sebayang SK, Efendi F, Astutik E. Women’s Empowerment and the Use of Antenatal Care 356 

Services in Southeast Asian Countries [Internet]. 2018 [cited 2018 Jun 21]. Available from: 357 

https://dhsprogram.com/pubs/pdf/WP129/WP129.pdf 358 

21.  The DHS Program. The DHS Program - Using DataSets for Analysis [Internet]. [cited 2019 Jun 359 

10]. Available from: https://dhsprogram.com/data/Using-DataSets-for-360 

Analysis.cfm#CP_JUMP_14042 361 

22.  I. C. F. Ministry of Health and Sports (MoHS). Myanmar Demographic and Health Survey 362 

2015–16. 2017 p. 251.  363 

23.  MEASURE DHS/ICF International. Standared Recode Manual for DHS 6 [Internet]. USAID; 364 

2013 [cited 2019 May 29]. Available from: 365 

https://dhsprogram.com/pubs/pdf/DHSG4/Recode6_DHS_22March2013_DHSG4.pdf 366 

24.  Bohren MA, Hunter EC, Munthe-Kaas HM, Souza JP, Vogel JP, Gülmezoglu AM. Facilitators 367 

and barriers to facility-based delivery in low- and middle-income countries: a qualitative 368 

evidence synthesis. Reprod Health. 2014 Sep 19;11(1):71.  369 

25.  Chiarenza A, Chiesa V, Verrept H, Dauvrin M. Evidenced Barriers and Solutions for Migrants 370 

in Accessing Health Care Services:a Systematic Review.  371 

26.  Hossen MA, Westhues A. Rural Women’s Access to Health Care in Bangladesh: Swimming 372 

Against the Tide? Soc Work Public Health. 2011;26(3):278–93.  373 

27.  Essendi H, Mills S, Fotso J-C. Barriers to Formal Emergency Obstetric Care Services’ 374 

Utilization. J Urban Health. 2011 Jun 1;88(2):356–69.  375 

28.  Moyer CA, Mustafa A. Drivers and deterrents of facility delivery in sub-Saharan Africa: a 376 

systematic review. Reprod Health. 2013 Aug 20;10:40.  377 

29.  Gabrysch S, Campbell OMR. Still too far to walk: literature review of the determinants of 378 

delivery service use. BMC Pregnancy Childbirth. 2009 Aug 11;9.  379 

30.  Shireen Assaf, Lwendo Moonzwe Davis. Does men’s involvement improve the Health 380 

outcomes of their Partners and children? [Internet]. Rockville, Maryland, USA: ICF; 2018 Jul 381 

[cited 2019 Jun 8] p. 56. Report No.: No. 64. Available from: 382 

https://dhsprogram.com/pubs/pdf/AS64/AS64.pdf 383 

31.  Mya Thandar, Win Naing, Hlaing Hlaing Moe. Women’s Empowerment in Myanmar: An 384 

Analysis of DHS Data for Married Women Age 15-49 [Internet]. ICF Rockville, Maryland, 385 

USA; 2019 [cited 2019 Aug 9]. Available from: 386 

https://dhsprogram.com/pubs/pdf/WP143/WP143.pdf 387 



20 

 

32.  OHASHI A, HIGUCHI M, ADLY LABEEB S, GHAREDS MOHAMED A, CHIANG C, 388 

AOYAMA A. Family support for women’s health-seeking behavior: a qualitative study in rural 389 

southern egypt (upper egypt). Nagoya J Med Sci. 2014 Feb;76(1–2):17–25.  390 

33.  Debnath S. The Impact of Household Structure on Female Autonomy in Developing Countries. 391 

J Dev Stud. 2015 May 4;51(5):485–502.  392 

34.  Mishra K, Mohapatra I, Kumar A. A Study on the Health Seeking Behavior Among Caregivers 393 

of Under-Five Children in an Urban Slum of Bhubaneswar, Odisha. J Family Med Prim Care. 394 

2019 Feb 1;8(2):498.  395 

 396 



Figures

Figure 2

Conceptual framework



Figure 4

Scoring system for access to health care



Figure 6

Scoring system for domains of women’s empowerment


