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The Summary: List of Input

JICA Reproductive Health Project in Nghe An, Vietham
Phase Il

September 2000 - August 2005

September 2000 - August 2005

Prepared by JOICFP based on the data presented by Provincial Steering Committee
for the Project in MCH/FP center, Nghe An Province
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The List of Input

The list of input is made to indicate the estimated amount of the input provided to the activities
planned for the respective outputs set by PDM. It also shows the input by administrative levels, i.e.
provincial, district and commune levels. Please be noted some of the activities are still underway and to
be completed by the end of the project and, therefore, the list is to be finalized when the project ends in
31 August 2005. The list shows the input provided by the end of May, 2005. In addition, the input
granted directly by the JICA headquarters. such as the cost for long- and short-term experts and for
counterpart training conducted in Japan are not included.

It should also be noted that some of the activities are related to the different outputs and, therefore, some
input (activities and equipment) overlapping. (appearing twice or more). This is to show the whole
picture of the activities conducted for the respective outputs. The total input, therefore, exceeds the
actual sum of the actual input reported in the regular reports.

Estimated JICA's total input as of May
2005 (excluding costs for Japanese
experts and ¢/p training in Japan)

US$2.210.,000

@ Experts:

2 chief advisors, 2 administrative coordinators, 2
- Long-term experts (9 experts) v v

midwives, 2 public health nurses, 1 demographer

Planned input in PDM: Team leader,
Administrative Coordinator, Midwife, Public
Health Nurse, Demographer, and others.

MCH/FP administration,, RH survey, IEC,
Midwifery education, Community health promotion,
HMIS, client friendly servces, project management,
etc

- Short-term experts (49 experts)

Planned input in PDM: MCH/FP
administration, RH survey, IEC, Midwife,
Public Health Nurse, Community-based MCH
promotion, Project Management, and others.

@ Equipment Total: approximately US$1,332,000.-
Planned input for equipment: J.Yen 120-150
millinon (approximately US$1.1.-1.35 million)
@ Training

- C/P training in Japan 44 trainees (See the list of C/P trainees in the activity repe

Planned No. of trainees in Japan (C/P training):
13 - 16 persons/5 years

* About 20 additional C/P were trainined by a country specific

C/P training from 2003.
- Local training /workshops Total: 516 courses with 24,809
( IEC/RH seminars and trainees/participants:

dissemination workshops)

Approximately US$394,000.-
(See the list of trainings attached.)
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1 Input by administrative levels

1-1 Input at provincial level

MCH/FP center, JICA office, PWUs, PHS, etc. US$217,995 10%
1-2. Input at district level
DHCs, DWUs, etc. US$417,681 19%
1-3. Input at commune level
CHCs, CWUs, HHWs, etc.. US$1,574,550 71%
Total US$2,210,226

2 Input by outputs
Total (US$) 2,210,226 **

Output 0. Organization 268,593 12%
Output 1. Safemotherhood 1,288,709 58%

Output 2 84,401 4%
Output 3 88,139 4%
Output 4 64,425 3%
Output 5 317,518 14%
Output 6 98,441 4%

** This excludes the local administrative cost for project office

3 Proportion of Input by Activities (Training, Equipment, IEC, and others)

Equipment 1,331,975 58%

Training/Seminars 393,987 17%

IEC materials and publication 184,459 8%

CHC facility renovation 163,814 7%

Operational (local administrative) cost 223,113 10%
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Input by Activities according to the Expected Outputs

Output No. Province | District |Commune] Total
0.Organization|0. Steering Committees (SC) at all levels are
estal.)llshed and are funct'loned re.gularly and 62,919 181,692 23,982 268,593
continuously for further integration of RH
and FP services.
1. 1. Safe and hygienic delivery is promoted at
Safemotherhoo |commune level. 7,917 83,752 | 1,197,040 | 1,288,709
1. Safe and hygienic delivery is 1,883 15484 | 348,444
promoted at commune level.
1-1 Prenatal care at commune level is 1,264 4,388 60,742
1-2 Delivery Care at commune level is 2,209 29,598 92,238
1-3 Postnatal care at commune level is 76 7,065 75,234
1-4 Essential medical equipment is
utilized to all CHCs. 2485 | 27,2171 442,013
1-5 Hygienic facilities such as delivery
room, latrine, well and shower room 0 0 178,369
of CHCs are improved
1-6 Integration of RH and FP is
promoted and improved at all levels. 0 0 0
L. 2. Monitoring capacity of MCH/FP Centre
2.Monitoring and selected DHCs is improved. 59,471 24,930 0 84,401
3. Abortion 3. Number of abortion including MRs
) conducted at MCH/FP center and selected 1,104 17,802 69,233 88,139
reduction s e
districts is reduced.
4. Capacity for RTI detection and the
4. RTI development of prevention strategy is 60,263 4,162 0 64,425
improved at MCH/FP Centre
5. Quality of IEC&Motivation activities of
MCH/FP Centre and the selected districts,
5. IEC women's un.ion a.nd. DHCs in pa.rticular, for 5,667 37,686 | 274,165 | 317.518
RH promotion aiming at behavioral change
of service providers, women as well as men is
improved.
6. The system of recording, summarizing
6. HMIS and reporting health information is 20,654 67,657 10,130 98,441
upgraded.
Total (Output 1 - Output 6) 217,995 | 417,681 | 1,574,550 | 2,210,226
Grand Total:| US$2,210,226

* This total does not include the project office running
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Proportion of Input by Activities

6. HMIS

4% 0.0Organization
o

12%

S.1EC

0 0.Organization

M 1. Safemotherhood
[0 2.Monitoring
[03.Abortion reduction
Bl 4. RTI

O5.1EC

M 6. HMIS

4. RTI

3%

3.Abortion reduction
4%

2.Monitoring
4%

1. Safemotherhood
59%
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Input for Equipment by year

. Cost for
Total annual | Equipments .
. . IEC operation (local
Fiscal Year input for brought by . . Reports . . )
. materials administrative
equipment experts cost)*
2000 155,078 11680 8547 4812 51,141
2001 220,821 2362 3799 40,849
2002 455,650 30600 26640 13,149
2003 229,450 18637 35542 55,446
2004 204,103 3594 102898 2221 62,528
sub total 1,265,102 66,873 184,459 223,113
Total (USS) 1,331,975
*This includes the
initial cost of
$32,156 for project
office set up.
Equipment 1,331,975 58%
Training 393,987 17%
IEC materials 184,459 8%
Facility renovation 163,814 7%
Operational cost 223,113 10%
Total 2,297,348
Operational Input for major activities
Facility — cost and their proportion
renovation 10%

7%

IEC materials
8%

Training
17%

Equipment
58%

O Equipment

B Training

O TEC materials
I Facility renovation
B Operational cost
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Trends In Indicators

JICA Reproductive Health Project in Nghe An, Vietham
Phase Il

September 2000 - August 2005

September 2000 - August 2005

Prepared by JOICFP based on the data presented by Provincial Steering Committee
for the Project in MCH/FP center, Nghe An Province
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TFR

national benchmark
1999| 2000| 2001 2002 2003| 2004|data source 2005 2010
Whole Gountry| ~ 2.33 225( 228|212 223|557 Pobulation Fews 2.0
Nghe An 28 2.79 2.6 24 2.67|PDM Indicator matrix
3
25 | .—-\I\./.

.

2 I NI NN NN NS SN NN NN NN SN NS N NN NN NN NN NN EEEEEEEEERE]

15 —— Whole Country
| —=— Nghe An
1 IIIIIIIII
national benchmark
05 | 2010
0

1999 2000 2001 2002 2003 2004

—346—




MMR (No. of maternal deaths/100000 live births)

1999 2000 2001 2002 2003 2004 |data source natzl?)ggl ben;g;"(‘)ark
Whole Country
Data not 80 70
available
PDM
Total Nghe An 42.9 19.2 23.8 25 11.6]Indicator
matrix
MMR

80

70 #55 s

60 -

50 —— Whole Country

40 |- Data not available

—=—Total Nghe An

30

20 /r’—\\ .........

10 + national benchmark

2010
0
1999 2000 2001 2002 2003 2004
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IMR (Infant deaths/1000 live births

national benchmark

1999 2000 2001 2002 2003 2004|data source 2005 2010

Whole Country 36.7 31.2 31 26 21 24|HSY 30 25

Total Nghe An 93 9 8.7 79 PDM. Indicator
matrix

HSY - -Health Statistical Yearbook

IMR

40
35 | ‘\_\

30

I ..

20 | v —e— Whole Country
—=—Total Nghe An
15
10 - *\
s T ] e

national benchmark
0 2010

1999 2000 2001 2002 2003 2004
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% of Commune with physicians (M.D.)

national benchmark
1999 2000 2001 2002 2003 2004 |data source 2005 2010

Whole Country 33.9% 51.1% 56.1% 61.5% 65.4% 65 80
Nghe An 62 132 183 173 194 208[HSY
Nghe An 13.3% 28.3% 39.3% 37.1% 41.4% 44.3%|HSY

HSY - -Health Statistical Yearbook

% of Communes with Medical Doctor

100.0%
90.0%

S0.0%IIIIIIIIIIIIIIIIIIIlllllllllllll am

70.0% |

60.0% —

50.0% —— Whole Country
—#— Nghe An
40.0% B /.\-/./.
30.0%
0 - || wmmmmu=a=
200% / national benchmark

10.0% 2010
0.0%

1999 2000 2001 2002 2003 2004
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% of Commune with trained midwifery staff (A.D.in
obstetrics and/or midwife)

national benchmark
1999 2000 2001 2002 2003 2004 |data source 2005 2010

Whole Country|  84.2% 92.4% 87.7% 91.3% 93.1% 100 100
Nghe An 323 418 399 460 454 469|HSY
Nghe An 69.3% 89.7% 85.6% 98.7% 96.8%| 100.0%|HSY

HSY - -Health Statistical Yearbook

% of Communes with Trained Midwifery Staff
(A.D. in Obstetrics and/or Midwife)

120.0%

100.0% =

80.0%

60.0% | —— Whole Country
—=— Nghe An
40.0%
20.0% ggil(;)nal benchmark
0.0%

1999 2000 2001 2002 2003 2004
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Low birth weight
(% of live birth with low birth weight below 2500g / 100 live

births)
national benchmark
1999 2000 2001 2002 2003 2004 |data source 2005 2010
Whole Country 7 6.5 HSY <7 <6
corriculated
Nghe An 4.6 3.8 47 3.0 2.5 [from MCH/FP
data matrix
loriginal data
[Nghe An
No.LBW 1928| 1580 1787| 1215|  1100|MCH/FP data
matrix
Total Live birth] 41754 41919 41620 37895 40331 43257 mgtljiiFP data
HSY - *Health Statistical Yearbook
Rate of Low Birth Weight less than 2500g
per 100 live births
G “ErreerReseresaeesen
5
4 | —A— Whole Country
—&— Nghe An
3
2
1 national benchmark
0 2010

1999

2000

2001

2002

2003

2004
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No. of women received at least one prenatal check-up

national benchmark

1999 2000 2001 2002 2003| 2004|data source 2005 2010

Whole Country

MCH/FP data
matrix

Nghe An 55,304| 53,190 52,898 188,509| 125,059

No. of women received at least one
prenatal check-up

200000
180000

160000 /\
140000 / \
120000 /

100000 / —e—Nghe An

80000
60000 * o ¢
40000 |-
20000

0

1999 2000 2001 2002 2003 2004
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Prenatal check—ups

national benchmark
1999| 2000| 2001| 2002| 2003| 2004|data source 2005 2010
Whole Country| 1.9 2l 21 22 25 HSY I
CHC data
non—mountainous 3.04 3.2 3.3 3.2 3.34|PDM Indicator matrix
mountainous 2.2 2.5 2.6 2.84 2.75|MCH/FP Center

HSY - -Health Statistical Yearbook

Average No. of prenatal checkups per

pregnant woman

3.5

25 —

1.5

—— Whole Country

=/x— mountainous

0.5

—E— non-mountainous

1999 2000 2001 2002 2003 2004
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% Delivery at CHC

national benchmark

1999 2000 2001 2002 2003 2004|data source 2005 2010

Whole Country - | -

non-mountainous 655 642 648 664| 644| DM Indicater
matrix

mountainous 404 40.6 399 43.9 411 PDMl Indicater
matrix

% of Deliveries at CHC

70
o | — L —
50
40 = - */.\. —A— non-mountainous
30 —®— mountainous
20
10 |
0

1999 2000 2001 2002 2003 2004
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% Delivery at all medical facilities

national benchmark

1999 2000 2001 2002 2003 2004|data source 2005 2010

Whole Country |

Project benchmark2005

non-mountainous 038| 939| 941 957 96| oM Indicater 05
matrix

mountainous 60.9 61.3 613 64.5 725 PDMl Indicater 60
matrix

% Delivery at medical facilities (CHC,

DHC, hospital, etc.)
100
edeccecccccscccacene Koorerereres P ITTTTTTPere) P,_._.__...——-*n-n‘rm—.‘ ..........
80
60 == - — .7_/_._(_. -t
—A— non-mountainous
40 | —E— mountainous
Project
B benchmark2005
20 .
(whole province)
non—mountainous
0 ............
1999 2000 2001 2002 2003 2004 mountainous
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CBR (No.

of live births/Total population x 1000)

1999 2000 2001 2002 2003 2004data source ”at'2°0'5a; Projsesion
Whole Country 205 19 175 17.7|HSY 180
carriculated
148 146 14.4 13.0 136 14.2 |from MCH/FP
Nghe An data matrix
No. of live births 41754|  41919] 41620 37895 40331 43257 mftt'.ﬁ FP data
Total Population | 2822910 2.865.940| 2,891,784| 2904973 2.955532| 3,045.800 mgt':{( FP data
HSY - -Health Statistical Yearbook
CBR (Nghe An)
20.0 IR NN NENNENNNNNNNNN NN NN NN N NN NN NN N NN N NN N NN NN NN N NN ]
15.0 4 4 ﬁ‘\k_’._’_q
10.0 ‘ —— Nghe An
5.0 national
projection
0.0 2005 — 2010
1999 2000 2001 2002 2003 2004 ecccece
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TT2

national benchmark
1999 2000] 2001| 2002 2003| 2004|data source 2005 2010
Whole Country 90 88.6 89 89.3 91 [
% Nghe An
non—mountainous 95.1 95 95.7 94 97.2 PDM. Indicater 95.0
matrix
mountainous 738| 861| 758 856 89.1|7°M Indicater 85.0
matrix
No.(Nghe An)
non—mountainous 25533 95 95.7 94 97.2
mountainous 11132 86.1 75.8 85.6 89.1
38980
22275

% of Pregnant Women Recieved 2 TT vaccination

100
920

80

70

60

50

1999 2000 2001 2002 2003

2004

—— Whole Country
—=— non-mountainous
—A— mountainous

national benchmark
2010
non—mountainous

—359—




00T

£00C 7007 100 0007

dA O

uon.Ioqe g

J[OYAA) Sanpadoad Aq suon.ioqe Jo "oN

(Anunod

0
000°001
000002

v00¢

£00¢

007

100¢

0007

dno
uon.oqe

000°00€

000°00%
000°00S
000°009

(uy 3y3N) saanpadoad Aq suonaoqe Jo "oN

0
000°C
000
0009
000°8
000°0T
000°C1
000‘PT
00091
000°8T

0l0¢ G0o¢
y}iewyouaq [euoljeu

xLijew e3ep d4/HOW
xLijew e3ep d4/HOW

ASH
ASH

90.JNos ejep

300 e A [BONSIEIS YIESH - - ASH

v¥E€6_ [68G |1 |y¥g Ll [6GG G [Z6L€E) 3oL
92¢v _|6¢c€ |98L'G |€c¢c9 |cc6¥ uorJoqe
¥0EG  |[GEQ [9G¥'6 |GEE€L |vI8'9 N
¥00Z _ |€00Z _ [¢00¢ 100z 0002
uy aysN
G00'86€ [28E0VY [LEL'1GY [€02 €0G 3oL
0S1'0¢ |GV6'EE [GE08C |G980E uorjoqe
218'G9E |GEV V0¥ [10L 1 ov [8EEOLY an
¥00Z [€00Zz [200Z2 |100Z  |000Z

J3UNoo 8|0y

saJnpadsoud jo adA}l Aq suoipoqy JO 'ON

—360—



yie

youaq

uoneu Y00¢ €007 7007 100C 0007 6661
3
s | | 000°
‘
000'¢
2601 ¢
. 1 000°¢
‘
0007
3
000°s
AN O (193u3d JA/HDOIN)
uonJoqyv | 0&:@000&@ %Q uonJaoqe jo "oN
99344 GE6'| 0€°1 £C6 086'| 0681 €861 si9|qe} uod]| ‘G|
€ L09 191€ eG1°l 86L 1LG] 1LE uonosfurg] /1| |
109 !
9944 ¢6¢ €8¢ (045] 08 9¢ 0 sa|qeoafu]f ‘g |
93.4 14 6 09 ] 901 LO] uonezijug| g|
GG 90¥'| €LL 61¢’) LLE'L 0€0! 601 uoipoqy| ‘0|
144 L96°] 008°¢C 091°¢ 1G8°C G881l Gele R=Al
vooz|ed gc0'1[Si01 1061 £16 569 1822 USTHSSUT ANl
—6661 =1ep|€ 0¢¢ 6G6¢ 8G¢ 961 661 86 juswiealy pue uoneulwexs AYjIUaUl[ g
a0 4ejuso |0l [N Zz4AN ¢06°L 1 G91've 8198 €8¢ 19404 uoljeuiwexs ‘UAH[ -/
d4/HOW|®°44 991 16 V8 14 (¥4 19A 10N sse|o
934 1GEY GL1E 8181 0L 6v¢ 194 10N (2|dnoo /sse|o) uoneonps yyesHy| ‘9
. . . . q
A
o€ _ ¥ ozv'ze  [g8s'Ll 1262 2e8 {2611 loorzt J0je.100eT
0€ ¥ G8¢ 96¥ 8.8 44} 6LG 08¢ Ael-x| 'y
0¢ 10¥°61 LSTYI L69°1¢ 698°G 9¢8¢ 9¥0¢ punosenn| ‘¢
08l _ 01 701 vl 04} L0l LE] Gl souepusne AdAllRq| 'z
0l 8€9°L €89 L8EE LOV'L 1LG] 8961 sdn-)o9yo |ejeusid| |
9o4nos eyep| (ANA 000°)
ooud un ¥00¢ €00¢ ¢00¢ 100¢ 000¢ 666

23ep 3UsI|d d4/HOIW

—361—



CPR

national benchmark

1999(  2000( 2001 2002 2003| 2004|data source 2005 2010
Whole Country 75.2 75.5 73.9 76.9 75.3 75.7|HSY 78.0
Total Nghe An 80.24 80.92[ 81.25|PCPFC Nghe An
Modern method 1999( 2000 2001 2002) 2003] 2004
Whole Country 57.9 61.1 64.7 63.5 64.6|HSY
Total Nghe An 77.86] 78.28| 78.57[ 79.07|PCPFC Nghe

HSY - -Health Statistical Yearbook

Contraceptive prevalence rate (CPR)
any methods
82
80 |- u
78 00 00 0000000000000 OOOCOSONOSNOSGNOSNOSNOSNOSNOSNOSNONONOSNOSNOSNOSNOSNOSEDPO +Wh01e CO ntr
u
a4 | "—‘\/ —=— Total Nghe An
72 e
70 national benchmark
1999 2000 2001 2002 2003 2004 2010
CPR for modern methods

85

80 ._’_.-—-I—/‘.

75 |

20 | —&— Whole Country

—=— Ngeh An
65 ‘/A\‘/i
60 |-
A
55
1999 2000 2001 2002 2003 2004
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% of mothers and newborns who received at least
one postnatal home visits

national benchmark
1999 2000 2001 2002 2003 2004 |data source 2005 2010
Whole country - -
project benchmark2005

[Nghe An | 40.0
non-mountainous 66.4| 684 745 g2|  85.4|"PM Indicator

matrix
mountainous 442 448 503 40|  425|"PM Indicator

matrix

% of mothers and newborns who received postnatal
home visits: mountainous vs non-mountainous districts

100

_—"

80
60
40 -
20

e

—— non-mountainous

project benchmark
2005(whole province)

1999 2000 2001 2002 2003 2004

—364—




Use of HBMR (% of CHCs organizing HBMR)

1999 2000| 2001| 2002| 2003| 2004|data source ”atz"(’)’(‘);' be”;g;‘z)ark
Whole Country |
Nghe An 74
e e 839 874 91.1| 953|PPM Indicator 1.5 g5
matrix
B 831| 852 86.1| 942|PPM Indicator 145 45
matrix

120

100

80

60

40

20

% of Pregnant women using HBMR (home
based maternal record)

AAAAAAAAAAAAAAAAAAAAAAAAAAA

1999 2000 2001 2002 2003 2004

—&— Whole Country

—— non-
mountainous

—&— mountainous

project benchmark
2005(whole
province)
non-mountainous

mountainous %5

P

—365—




MCH/FP Center - Client Data 1996-2004

JICA Reproductive Health Project in Nghe An, Vietham
Phase Il

September 2000 - August 2005

September 2000 - August 2005

Prepared by JOICFP based on the data presented by Provincial Steering Committee
for the Project in MCH/FP center, Nghe An Province
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Executive summary

Four years after the Baseline Survey (2001) was conducted to study reproductive health
(RH) service delivery in the public sector in Nghe An province, in 2005, the Japanese
International Cooperation Agency (JICA) requested the Population Council to conduct a
Final Assessment (FA) of the RH project in Nghe An Province. Two years ago (2003),
also at JICA’s request, the Population Council conducted a Mid-term Assessment (MTA)
of RH project activities for necessary adjustments of the implementation of Phase II of
the project in the remaining years 2003-2005.

The objective of the final assessment is to investigate changes in the quality of RH
services provided to clients after several years of project implementation, through a set of
six project outputs: including: (1) improvement of hygienic and safe delivery at the
Commune Health Centers (CHCs); (2) enhancement of monitoring competencies of the
Provincial Maternal and Child Health/ Family Planning Center (MCH/FP Center) and
District Health Center (DHCs); (3) reduction of abortions at both provincial and district
levels; (4) improvement of detection and treatment of Reproductive Tract Infection(s)
(RTIs); (5) improvement of the quality of IEC activities; and (6) improvement of Health
Management Information System (HMIS) work. The final assessment also aims to
assess the relevance, efficiency, effectiveness and sustainability of the RH project in
Nghe An. Based on the results of this assessment, recommendations are made for RH
services in the future

The final assessment uses the same instruments and contents as in the Baseline Survey in
2001, with the same study population, In addition, some information is investigated to
explain further project outputs as designed in the Nghe An Reproductive Health Project
proposal document .

Both qualitative and quantitative methods are combined in the study method. The
quantitative method used the Situation Analysis approach with the health facilities
selected for the survey. The provincial MCH/FP Center and all DHCs of 19
districts/towns are surveyed. CHCs are selected randomly from the list of CHCs
surveyed in the 2001 study. The research teams combined the qualitative study method

at 8 districts according to JICA selection, including half mountain and half plains districts.
The qualitative study provides a more in-depth insights on the changes in RH services in
Nghe An, and provides supplementary more information which cannot be obtained from
the quantitative study.

In March 2005, 6 survey teams, including 18 researchers and 2 supervisors, visited 77
health facilities providing RH services (each team worked at a health facility for one full
day), including the provincial MCH/FP center, DHCs of 19 districts/towns and 57 CHCs.
The researchers conducted a facility inventory; interviews with questionnaires with health
providers; observations during antenatal care (ANC) and RTI service provision process;
interviews with ANC and RTI clients after they received services at the health facility.
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At the health facilities, qualitative data collection was also conducted. The researchers
facilitated focus group discussions (FGDs) with local people (separate groups for women
and men) of reproductive age, and in-depth interviews with health leaders and managers,
officers of different sectors and organizations (Women’s Union, Commission for
Population, Family and Children (VCPFC), and People’s Committee), community leaders,
population collaborators, and village health workers (VHWs).

The researchers also carried out observations of 347 cases of interaction between health
providers and their RH clients at these selected health facilities, including 250 ANC cases
and 97 cases of RTI/STD examination. 96 health providers were interviewed, 77 health
facilities were checked and 340 ANC and RTI/STD clients were interviewed at their exit
(exit interviews).

The survey team also conducted 33 FGDs with health leaders, health, population,
Women’s Union and local authority officers at both district and commune levels; women
and men of reproductive age; and 19 in-depth interviews with provincial and district
health leaders. A total of more than 800 people participated in interviews in this study.

This study has some limitations. Firstly, the sample size of CHC in this assessment is
smaller than that of the baseline study in 2001. Another limitation is that in the 2005
study, there is additional information requested by the donor, but there was no such
information in 2001 study. Thus, in these cases, no comparison can be made.

The main results and recommendations based on 6 outputs
1. Improvement of hygienic and safe delivery at commune health centers:

In comparison with 2001, fundamental conditions of infrastructure for hygienic and safe
delivery improved at the time of the evaluation. In the final assessment in 2005, the
percentage of CHCs with a separate delivery room is higher than that in 2001 (86%
compared with 59%). The percentage of CHCs with delivery rooms which met infection
prevention and safety standards is also higher than 2001 figures; however, there is still a
significant difference between CHCs in mountainous areas (76%) from those in the plains
areas (94%).

Compared to 2001 figures, the percentage of CHCs with clean delivery kits and iron
tablets increased significantly (49% with clean delivery kits and 65% provide iron tablets
for pregnant women, in comparison with 25% and 47% respectively in 2001).

This positive change shows that much attention has been given to ANC services for
pregnant women and substantial improvements made. The percentage of pregnant women
receiving ANC is very high and all CHCs have a supply of HBMR to distribute to
pregnant women. The percentage of pregnant women with ANC visits is 87% in the
mountainous communes and 97% in the plains communes. The percentage of pregnant
women with sufficient tetanus vaccination shots is 88% in the mountainous and 97% in

1
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the plains communes. The percentage of deliveries assisted by trained health providers is
81% at the mountainous CHCs, lower than that among the plains CHCs (97%). The
average number of ANC visits per pregnant woman is 2.7 times in the mountainous areas
and 3.7 times in the plains areas. The first ANC visit of women in their first pregnancy is
early, at the gestation age of 15.6 weeks on average. In general, these figures are higher
than those in the baseline survey in 2001 and also higher than the projected indicators set
before the start of project implementation.

Counseling is now given more attention during ANC service provision. More than 80%
of health providers, during their counseling sessions, mention important messages
relating to safety in pregnancy and delivery. These messages include “nutritional diet
during pregnancy”; “workload and rest during pregnancy”; clients are counseled on the
“early discovery of warning signs during pregnancy’’; ANC clients are reminded of the

importance of sufficient tetanus vaccination shots.

There is substantial improvement in MCH services in both mountain and plains districts.
However, due to difficult geographical characteristics, scattered residential areas,
traveling disadvantages and the difficult economic situation of the mountainous districts,
mountainous local people have limited accessibility to the health facility. Qualitative
study shows that there are still women who deliver at home

Recommendations:

e It is necessary to ensure that all deliveries outside health facilities are safe and
hygienic and with assistance from trained health providers (VHWSs or midwives)
in using clean delivery Kkits.

e Encourage and mobilize further coordination of local authorities (People’s
Committee) to provide some financial support for better use of sterilizing
instruments such as steam sterilizers and sterilizing boilers provided to CHCs

2. Improvement of monitoring competency of staff from the provincial MCH/FP
center and DHCs.

Monitoring activities to lower level are well respected. Members of the monitoring teams
are trained on monitoring skills and content and they understand that the goal of
monitoring is to support the lower implementation level to solve problems to improve
their work, rather than only to find out shortcoming for criticism.

100% of DHCs are monitored by staff from the provincial level, 100% of CHCs are
monitored by staff from the district level and only 7% of CHCs are monitored directly by
the provincial level. Monitoring activities are more regularly conducted in the plains
areas than in the mountainous ones.

Technical shortcomings discovered during monitoring are often addressed immediately
through coaching at the site, or referral for training at the district level after the
monitoring trip. Other difficulties and problems addressed in the monitoring trips that

11
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need support from relevant sectors and organizations are also resolved except those
which require a large budget.

In addition to health system supervisors, monitoring-team also include representatives
from the local authorities, health and population sector and women’s unions. Local health
managers also believe that monitoring improves the quality of health examination and
treatment services provided by the health facilities. They highly appreciate the
monitoring skills of officers from the provincial MCH-FP and DHCs. Monitoring
activities not only contribute to the improvement of RH care services at the local level,
but also improve the monitoring competency of monitoring officers at the provincial and
district health levels.

There are difficulties in involving representatives from all the sectors and organizations
in the monitoring trips. Monitoring skills of members are uneven due to lack of training.
Particularly in the mountainous districts, some monitoring officers are not trained on
monitoring and supervision.

Recommendations:

e To organize supplemental training on monitoring skills and content for untrained
and new monitoring officers.

e To find solutions for absences of several monitoring team members in a trip

e To increase the traveling budget for monitoring team members.

e To consider additional approaches to supplement infrequent monitoring trips
(once or twice a year) by routine activities and higher frequency. For example,
increase the quality of monthly and quarterly meetings of health providers

e To encourage and mobilize cooperation of local sectors and organizations,
including the local people, to increase the budget for CHCs to fix problems
relating to infrastructure that are found during monitoring trips.

3. Reduction of abortions at the provincial and district levels

The final assessment shows significant reduction in the number of abortions being done
in facilities of the Nghe An Provincial Health Service. Health facility statistics collected
through the final assessment show that there is an average of 26 cases of abortion per
month in each DHC. This figure in the baseline survey (2001) was an average of 37 cases
per month. Factors contributing to the reduction include increases in distribution of
contraceptives through health and population networks, and in information on
contraceptive options for clients. Contraceptive availability was not part of the 2001
survey; the 2005 study found that contraceptives such as IUDs, oral contraceptive pills,
and condoms are available at about 80% to 90% of health facilities. Injections are
available at 74% of health facilities. Availability of contraceptives helps reduce the
number of unexpected/unwanted pregnancies and unsafe abortions.

v
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The 2005 evaluation shows that the majority of DHCs (90% in the mountainous and
100% in the plains areas) provide counseling after abortion. This indicator is lower at the
commune level, with 52% among mountainous CHCs and 69% among plains communes.
The prevalence of post-abortion counseling is rather low at the CHCs partly because
abortion are generally not provided at CHCs.

Most health providers at the district level and about three-fourths at CHCs are trained and
retrained on post-abortion counseling. IEC activities and counseling on abortion
reduction are conducted in coordination with many different sectors and organizations.
The content of health education on abortion reduction not only explains the risks of
abortion but also the benefits of using contraceptives to reduce unwanted pregnancy
leading to abortion.

However, according to some health providers working at DHCs in mountainous areas ,
the number of abortions in these districts is higher than the plains districts. Researchers’
observations of clients coming for services at the health facilities in mountainous areas
found that health providers do not make use of opportunities to provide counseling on
contraceptive methods for their clients, including ANC and RTI clients.

Recommendations:

e Understand the link between the prevalence of contraceptive users and abortions
in the mountainous districts

e Encourage the medical abortion method (by using abortifaecient) for mountainous
districts of Nghe An because this methods is safer than the surgical one.

e Train health providers on how to integrate counseling on reduction of abortion not
only for abortion/FP clients but also for ANC and RTI clients.

e Emphasize the benefits of modern contraceptives to avoid unexpected pregnancy
rather than overly focusing on abortion risks.

4. Improvement of Reproductive Tract Infection (RTI) detection and treatment

Overall, 87% of DHCs and 82% of CHC:s in the province provide RTI examinations and
treatment. The majority of health providers (more than 90%) working at both
mountainous and plains DHCs are trained on RTI diagnosis and treatment. The
percentage of health providers receiving training on RTI counseling at the district level is
higher in the mountainous ones than the plains ones (93.% compared to 84%).

The 2005 final assessment found that all DHCs provided wet-mount tests. This figure is
significantly higher compared to 53% in 2001. The percentage of DHCs that can do the
test has doubled in comparison to 2001 findings. Gram-stain testing is provided by 60%
of mountainous districts and 78% of plains ones.. These two findings indicate great
improvement in the provision of lab tests for RTI diagnosis at the district level.

Health providers discussed the following topics with their clients: history of STD
symptoms (47% at district and commune level); gynecological history (73% at district and
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80% at commune level), and menstruation history (district: 80%; commune: 65%).
Information that most health providers neglected to discuss with their clients included the
risk of multiple partners (only 13% of district health staff and 2% of commune health
staff discussed on this topic); counseling on condom usage (7% district health staff and
5% commune health statff) and advising them to bring partners to come for examination
(13% district health staff and 4% commune health staft).

Counseling provided by the MCH-FP Center is much better than at the lower level.
Some counseling content is covered more often by plains CHCs than the mountainous
CHCs, such as counseling on menstruation; RTI transmission risks; and switching
contraceptive methods for RTI clients. Topics discussed more often at mountainous
communes are safe sex and the importance of a strict compliance with prescriptions in
STD treatment.

Infection prevention/control is not been strictly followed in pelvis examinations. In
pelvis examinations in mountainous CHCs, 45% of health providers at DHCs and 44% at
CHCs washed their hands with soap before starting the exam. The respective figures for
health providers at the plains DHCs and CHCs are higher than in mountainous facilities --
83% and 78%. Observers did not find any health providers who provided condoms to
RTI clients to use to avoid transmission to and from their spouses or sexual partners.

Apart from health facilities, RTI examinations and treatment are provided on an
ambulatory basis in the community through campaigns of gynecological examination and
treatment, and family planning (FP) campaigns that integrate health education on
hygiene for women and environmental hygiene.

Recommendations:

e Maintain and strengthen DHCs received training on RTI tests and diagnosis so
that they can be developed into RTI reference testing centers, where specimens
can be referred from CHC

e Organize refresher training for health providers to provide correct and quality
counseling on RTL

e Improve infection prevention/control in pelvis examination

e Keep on the strengthening of campaigns on MCH-FP care including
gynecological exam and treatment. Strengthen health education prevention on
hygiene and the use of clean water.

e Invest in developing clean water sources to reduce the prevalence of
gynecological. infections:

e Monitor treatment for RTI clients until they finish the prescription to avoid re-
infections

e Health providers in Nghe An believe that RTI prevalence is very high among
women in Nghe An because they only rely on clinical diagnosis. Encourage them
to use relevant tests for RTI diagnosis to avoid unnecessary and irrelevant
treatment.

Vi
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5. Improvement of the quality of linformation Education Communication (IEC)
activities

IEC activities are not only conducted at the health facilities but also in the communities.
The majority of health facilities (90%) have IEC materials on FP, antenatal care,
breastfeeding, and nutrition for pregnant women. About three-fourths of health facilities
provide material on childcare, post-partum care, STD prevention and HIV/AIDS
prevention. The percentage of health facilities at the commune level that have IEC
materials is higher in the final assessment compared with the baseline survey. For
example, IEC materials on breast-feeding were available at 80% of CHCs in 2001, and at
98% of CHCs in 2005; and IEC materials on nutrition increased from 87% to 96%.

Over 95% of the surveyed DHCs and CHCs report that IEC materials on RH are provided
by the JICA project. However, only 32% of the health facilities report having enough
materials for distribution to clients. Most clients can read IEC materials at the health
facilities.

Apart from IEC activities at the health facilities, the project also works with the Women’s
Union (WU), population collaborators, and VHW networks to implement activities in the
communities. There is a high diversification of IEC channels and forms, including small
plays, contests, videos, radio broadcasts, cassettes, and developing small village libraries
These materials are assessed by the local people to be relevant, easy to understand and
attractive.

Focus Group Discussion(s) (FGDs) show that IEC activities are very effective and useful.
IECs directly help local residents understand the significance of MCH care, raise
awareness-- particularly for women-- and encourage behavior change. People know
more about the CHCs, where they can come for health care services, gynecological
examinations, ANC, tetanus vaccinations and delivery.

However, IEC materials are not provided in ethnic minority languages/dialects. Health
education in the mountainous areas is still difficult because the mountainous people live
in scattered spaces and their living and working customs and lack/shortage of electricity;
make it harder to organize meetings for IEC activities.

Recommendations:

e Consider the relevant IEC forms and channel for each ethnic minority group.
Focus on audio channel (pre-recorded cassettes in the ethnic minority languages)

e In difficult geographic areas, make use of traditional events such as fairs or
festivals for health education, in combination with provision of services ANC,
gynaecological examinations and Family Planning (FP) services)

e Continue training to improve skills for IEC officers, including WU members,
population collaborators and VHWs.

6. Improvement of the quality of HMIS management

Vil
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The project provides computers for DHCs and training on HMIS for health officers. At
the commune level, the project provides training for midwives on how to fill data in the
standard form for input in the computer.

The HMIS system is useful for management, monitoring and direction to the lower
implementation level. With HMIS, coordination between the provincial and district level
provides better technical guidance of MCH care.

At the commune level, forms are sufficiently recorded (77% of CHCs). At the commune
level, regularly reports are sent to the higher level but only 88% receive feedback. This
figure is higher among the plains than mountainous communes. FOR CHCs receiving
feedback from the higher level, 60% concern professional issues, and the rest are other.
This figure is higher among plains areas.

Due to the limited skills of officers in charge, despite training courses provided,
midwives at the CHC face many difficulties in filling out the forms, especially midwives
from mountainous areas. Some health providers are unaware of the importance of
accurate and precise data, which adversely affects the quality of information and data sent
to the higher level. Another difficulty is staff change at the district level; newcomers are
not trained on computer skills and HMIS software.

Recommendations:

e To operate HMIS effectively, provide more investment in the commune level
because they make a lot of mistakes. Improvements will help midwives record
more precisely. Encourage CHC heads and physicians or assistant physicians to
assist in reporting. Strengthen training in monthly meetings so that the district
officers can directly help commune midwives.

¢ Organize additional training for newly hired HMIS officers for both district and
commune level.

Evaluation of the relevance, efficiency, effectiveness and sustainability of the JICA
program in the RH system in Nghe An Province

Relevance

The final assessment shows that the project’s objectives correspond well with the
National Strategy on Reproductive Health 2001-2010, with a focus on the improvement
on women’s RH.

The establishment of the Project Steering Committee (PSC) at all levels (province,

district and commune) with representatives from the local authorities, health sector,

CFPC and WU is appropriate in implementing a health project in the rural area. It
encourages collaboration among several local institutions and organizations. Various
project activities (such as training of midwives, provision of medical equipment to health
facilities as well as the training and distribution of IEC materials through local Women’s
Union network) target the urgent need for improvement of women’s RH status and
strengthens health providers’ technical competency and the capacity of other
organizations in providing RH care to women at all levels, especially the grass-roots level.

viii
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Efficiency

In general, there is readiness (also called package approach) at the surveyed health
facilities in terms of infrastructure, equipment, human resources and logistics to provide
various RH services for clients, particularly antenatal and post-partum care.

The readiness/package approach substantially improved in comparison with the baseline
survey in 2001. Study results show that JICA’s financial support plays an important role
in enhancement of the health status of the community and facilitates long term impact of
RH care and FP in Nghe An

e In general, infrastructure meets requirement for adequate services, particularly
RH care for mothers. Infrastructure has been upgraded to satisfy basic conditions
for improvement of RH care services at the commune level.

e Most health providers are trained on ANC skills and treatment of pregnancy
related complications and apply their skills in their daily work. Project training is
effective and of good quality, meeting local level requirements.

e Most health facilities have IEC materials on FP, antenatal care, breastfeeding,
mother’s milk and childcare. The logistics system to provide clean delivery kits
and iron tablets for women greatly improved in comparison with that in 2001.

e Most health facilities have officers trained on HMIS, and commune midwifes are
especially trained on recording data into forms to submit to the district level.
District officers are trained on software to input and process the data for
consolidation and report to the provincial MCH-FP Center. HMIS system
operates well at the DHCs.

e (Coordination among different sectors and organizations (health, population, WU,
as well as other organizations) at the local levels in MCH/FP care is efficient and
convenient. Close coordination is shown most clearly through regular meetings
of the population committee with the participation of other sectors and
organizations; and through close collaboration in campaigns of dissemination and
the provision of contraceptives.

e Monitoring activities not only help improve the RH care services at the commune
level but also enhance the monitoring competency of the provincial MCH-FP
Center and DHCs.

Effectiveness

The quality of the services provided to clients at health facilities improved: the
readiness/package approach is a fundamental factor in improving the quality of service
provided to clients. Particularly, the provincial MCH-FP Center, an agency with high
technical competency, provides good technical direction in RH care throughout the
province.

1X
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e With a focus on women’s health, the RH Project funded by JICA makes a
substantial impact on the improvement of community health and an increase of
awareness of the local people, especially women at reproductive age. The increase
in awareness contributes to behavior changes in seeking RH services. RH care for
mothers indicators show the effectiveness of the RH/FP program in terms of good
impact on women’s behaviors. The percentages of pregnant women who receive
ANC services, two Tetanus vaccination shots, and deliveries assisted by trained
health providers all increased. The average number of ANC visits increased in
comparison with the 2001 study.

e Similar to the results of the baseline study, the final assessment shows a good
relationship between health providers and clients.

e Counseling before and after abortion is mainly provided at the district health
facilities where abortions are performed. Interviews with questionnaires show
that the majority of health providers attend training on counseling on abortion
reduction. Interviews with community officers show that counseling on reduction
of abortions including encourage of contraceptive using to avoid the need for
abortion is also disseminated through IEC activities in the community, through
networks of WU, VHW and population collaborators

e Local officers highly appreciate JICA’s contribution: JICA’s support is
acknowledged to promote significant improvements in RH care in Nghe An,
particularly at the grassroots level. The presence of long-term Japanese
adviser/experts working in close cooperation with Vietnamese counterparts has
made exchanges of knowledge and experience very effective.

e The training/study tour to Japan is a good opportunity for key staff at the
provincial and district level to learn more about women’s RH services and apply
them appropriately to the Viet Nam context.

Sustainability

In this evaluation, results and interviews with local leaders show optimism and desire to
sustain achievements of the project as well as to sustain activities which improve the
quality of services:

e A Project Steering Committee (PSC) with participation of important organizations
and sectors in addition to health, including the local authorities, population sectors
and Women’s Union, helps to guarantee the sustainability of the project because
RH care for women is also the technical function of these organizations and
sectors

e Local leaders show strong commitment to sustaining project activities, and have
a plan for this purpose. For example, sustaining project activities can be done by
integrating technical training for midwives into existing regular meetings of
midwives at the district level, and by integrating monitoring activities on RH care
into other technical monitoring activities of the health sector.

e Local officers’ heightened awareness of the benefits of the improvement in RH
care for women is an important foundation for the continuation of activities for
good quality service provision.
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In conclusion, the final assessment conducted in 2005 has shown improvements in all six
project outputs. The plains area has a higher achievement. However, the health facilities
in the mountainous area have made achievement which is higher than initial plans
projected would be the case. This assessment also indicated that the RH project in Nghe
An is relevant, effective and efficient and that local partner is already strongly committed
to sustainability of the project. .

There is a need to think about all possible improvements and lessons learnt from this
assessment as part of the development of future activities for this and related projects.

X1
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Chapter 1

Introduction

1.1 Background

Reproductive health in general and MCH/FP in particular are given great attention from
the Party, the government and authorities of different levels, with concentration of
resources and support. In the past few years, MCH care services receive investments not
only from the state and local budgets but also from international organizations. Nghe An
is one province that receives many assistances from international agencies but that
fromthe Japanese International Cooperation Agency (JICA) for the RH program has been
a long-term and comprehensive support. With JICA’s support, many of the interventions
aim to improve the quality of RH care for women, including upgrading equipment and
facilities, construction of toilets, training on professional skills for health providers,
training on IEC and provision of IEC materials and health education in the community.

Direct impact on the targeted beneficiaries and lessons learned for future initiatives are
always an expectation for the implementation of any intervention. JICA has conduct
many studies and evaluations to meet this requirement.

In 2001, with JICA support, the Population Council conducted the “Baseline Survey on
the RH services provided by the public sector in Nghe An province” to evaluate the
quality of RH services, with a focus on: antenatal care, STD treatment and prevention,
and abortions provided at public health facilities. The survey was conducted at a time
when funding activities for the RH program conduct in health facilities in half of the
districts of Nghe An had been in place for three years and JICA was preparing for
expansion of intervention activities in the remaining districts of the province.

The baseline survey in 2001 applied the Situation Analysis mention developed by the
Population Council, which has also been applied in other countries to assess the quality
of FP services programs. This method helps evaluate the readiness of a health facility in
organizing provision of RH services and the quality of services that clients receive.

As of 2003, Phase II of the RH project, with financial support from JICA (here by called
JICA Project), was implemented at all health facilities of 19 districts and towns of Nghe
An for over two years. JICA requested the Population Council to conduct a Mid-term
Assessment to evaluate the interventions of the RH program and its strengths and
weaknesses to make necessary adjustments for the implementation of the project in the
remaining time in Phase II (2003-2005). The midterm assessment was conducted in
April 2003, and showed little difference from the baseline survey in 2001 in terms of
content and methodology. This assessment focused on some limitations in
implementation of the project in the health units, including management, relevance,
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effectiveness and efficiency of the project (standards set according to JICA’s “Guidelines
on Monitoring and Evaluation” (1996)).

In the mid-term assessment, RH-related contents were investigated including antenatal
care with focus on FP, counseling before and after abortion with referral to FP services
after abortion; the availability and system of FP services provision and the coordination
of different sectors and organizations in the field of MCH/FP services provision at local
levels. In addition to the from the quantitative study applied in the Baseline Survey, in
the Midterm Assessment, a qualitative study was also conducted to collect additional
information, which was unavailable in the baseline survey conducted at health facilities.
The results of the mid-term assessment were used by the RH Project Management Unit of
Nghe An to adjust the activities for the remaining two years of the project (2004 and
2005)

The year 2005 is the final year of the RH project of Nghe An province. JICA again
requested the Population Council to conduct the final assessment of the project. The
objective of this evaluation is to investigate changes in quality of RH services in
comparison with findings from the baseline survey in 2001. Based on the assessment
findings, recommendations are made for RH services in the future. The evaluation study
is based on the sample from the baseline survey, with focus on some targeted
beneficiaries and with the same survey contents. This study has some supplemental
information to clarify the results of the project outputs designed in the first phase of the
project.

Since 2001, when the baseline survey was conducted, many changes in the health system
in general and the RH services in Nghe Anh in particular can be observed. For example,
the Ministry of Health (MOH) issued the Guidelines and National Standards of RH Care
in 2003. The MOH also passed the national targets of health care at the CHCs for the
period from 2001-2010. MOH policies and regulations of are implemented nation-wide,
so Nghe An must follow and implement these policies. Therefore, the final assessment of
the Nghe An RH project will refer to these targets and the above-mentioned MOH
standards.

Another change that may affect RH service provision, particularly contraceptive methods,
is the integration of the National Committee for Child Care and Protection (NCCCP) into
the National Committee for Population and FP (NCPFP) to establish a new agency: the
Vietnam Commission for Population, Family and Children (CVPFC) in 2002. Previously,
the NCPFP played a key role in the national population and FP program.

Another important development in this period is the piloting of the Health Management
Information System (HMIS) by MOH in many provinces and cities, including Nghe An

province. Therefore, the final assessment of the project should consider any possible
impact from above changes on the project implementation.

1.2 Objectives of the final assessment
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Objectives of the final assessment of the project include:

- To evaluate the improvement in RH care services based on six project outputs in
comparison with the 2001 Baseline study.

- To evaluate the relevance, efficiency and effectiveness of the RH program in Nghe
An province through the package approach on the readiness and the quality of RH
services provided to clients, with focus on ANC and care for RTIs, counseling after
abortions, and contraceptives.

- To evaluate the relevance and the sustainable development of the project and draw
lessons for future projects.

In Phase II of the JICA project, there are six outputs, including: (1) improvement of
hygienic and safe delivery at the CHCs; (2) enhancement of the monitoring competencies
of the Provincial MCH/FP Center and DHCs; (3) reduction of abortions at both
provincial and district levels; (4) improvement of detection and treatment of RTIs; (5)
improvement of the quality of IEC activities; and (6) improvement of the HMIS.

According JICA’s “Guidelines on monitoring and evaluation” (1996 and 2004),
efficiency helps evaluate the methods, procedures, terms and costs of the project with a
view to productivity. The relevance of the project is expressed by whether the project is
in correspondence with the country’s needs and designed in alignment with the national
master plan. Effectiveness helps evaluate the achievements of the project against its
initial objectives and the attributes of the results. Sustainability evaluates the autonomy
and sustainability of the project after the termination of the cooperation.

1.3 Study methodology

The final assessment of the project also uses the research methodology and instruments
of the Situation Analysis method developed by the Population Council to evaluate the
quality of FP and RH services in developing countries. This methodology was also
applied in the baseline survey of the Nghe An RH project in 2001 and its mid-term
assessment in 2003. The use of the same research methodology and instruments for the
study help compare the data of different studies to measure changes in readiness and
quality of RH services provided to clients.

In this study, quantitative research instruments including facility inventory, interviews
with structured questionnaires with health providers and clients and observations of
service provision process are used.

In order to gain profound insight on the nature of the changes in RH care services in
Nghe An, to investigate and find out new information, it is limiting to use interviews or
observations only. Aqualitative study is also used in this final assessment, including in-
depth interviews and FGD with relevant study populations of RH services.
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Sampling of health facilities

In the final assessment of the project, all of the district/town health facilities in the
province are surveyed. At each district, the survey is conducted at the ob-gyn.
departments. Also in each district, based on the list of CHCs selected in the baseline
study, 3 CHCs are randomly selected for evaluation. Thus, selected facilities includes the
provincial MCH-FP Center (MCHFPC), 19 DHCs and 57 CHCs, of which there is one
health facility at the provincial level, 100% at the district level and about 12% of health
facilities at the commune level.

Among 77 selected health facilities, a quantitative study was conduct at the MCH-FP
Center and 8 districts according to JICA’s list, including 4 mountainous and 4 plains
districts. These districts are H-ng Nguy®n, Nghi Léc, Quunh L-u; Y?2n
Thunh; T--ng D--ng; Anh S-n; Qu0 Phong and Quu Hip. Ineach of
the districts, one of selected communes are again randomly selected for an additional
qualitative study. Thus, in the final assessment of the project, a total of 77 health
facilities participate in quantitative, of which 17 facilities participate in both qualitative
and quantitative studies.

Research instruments
Quantitative instruments include:

Facility inventory

Interviews with questionnaires with health providers

Interviews with ANC and RTI clients with questionnaires

Observations of the service provision process: ANC and RTI examination
Examination of regular reports of statistics; HMIS (at the pilot districts) and
monitoring reports.

°poow

Qualitative instruments include:

a. In-depth interviews with leaders and senior officers of the MCH/FP center
(provincial level)

b. In-depth interviews with some heads of obstetric department and FP team
leaders (district level)

c. FGDs with leaders/mamanager of authorities, the population/FP programs,
health sector, and women's union at the district and provincial levels;

d. FGDs with commune leaders

e. FGDs with men and women of reproductive age at the commune level

Data collection is conducted at the MCH-FP center, DHCs and selected CHCs. At each
facility, the survey team conducts a facility inventory, interviews with questionnaires
with 2 health providers, observation of the service provision (ANC, RTI/STD
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examination), interviews with questionnaires with clients (ANC, FP). In the qualitative
study conducted at the district and provincial level, the research team facilitates an FGD
with health managers, authorities, representatives of WU and PCPFC; and in-depth
interviews with 2-3 managers of the obstetric department or FP team leaders. At the
commune level, the qualitative study includes one FGD with community leaders/
population collaborators, VHWs, WU members; one FGD with women and another with
men of reproductive age.

There are a total of 77 facility inventories, 96 interviews with health providers, 250
observations of ANC service; 97 observations of RTI service provision; 340 ANC and
RTI clients; 33 FGDs with health leaders and local leader and the local people of all the
three levels; and 19 in-depth interviews with health managers participating in the final
assessment.

1.4. Organization of the research

Before developing the research instruments and study method, the project team made a
planning trip to Nghe An, meeting with the JICA Office and the provincial MCH/FP
Center of Nghe An province. The objective of the visit was to discuss with the Center
and JICA the responsibilities of the project management unit in the field study, including
transportation means for the research team; arrangement of the survey schedule as agreed
with the Population Council, as well as contact with local authorities, organizations and
health facilities selected for the study. The project team also investigated the HMIS as
well as the monitoring activities at the local level, at JICA’s request. The trip helped
finalize the research instruments and field-work schedule.

The Population Council team directly provide training on qualitative and quantitative
instruments for data collectors in Hanoi. Researchers include teachers and physicians of
the Public Health and Obstetrics Departments of Hanoi Medical College. Moreover,
there are masters (MA) and doctors (Ph.D) and physicians with specialty level I and II
working in different health facilities. Through training, research instruments were further
improved through researchers’ feedback both in terms of contents and language.

Field survey was conducted from 06 to 23 March 2005. There are two research groups,
with three teams each. Each group has a supervisor. According to the planned survey
schedule agreed between PC and the Nghe An MCH/FP Center, both research groups
worked independently. The provincial MCH-FP Center sent staff to accompany each
research group, supporting them in contacting with the local organizations and providing
logistical support to the field team .

Each survey team comprises of three members, including two physicians (one an
obstetrician). According to the plan, each team stays at a surveyed health facility for a
full day. Two physicians conduct observations of examination or procedure process
(ANC or RTI), a facility inventory and interviews with health providers. The expert in
social sciences is responsible for exit interviews with clients; and conducts FGDs and in-
depth interviews in health facilities where a qualitative study was added.
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All researchers/experts participating in the field-work of this assessment are medical
experts and officers working for central state agencies or in Hanoi to ensure the
objectiveness of the study. JICA strongly supports this approach. All the team members
are very experienced in research and most of them have participated in research in public
health or situation analysis research in the past.

1.5. Data processing and analysis

Filled-in questionnaires are checked and processed in Hanoi. Quantitative data are
inputted twice (double entry) and processed in EP-info software. Tape-transcribing
qualitative analysis is also done in Hanoi. Senior researchers of the Population Council
write the reports and will submit the report draft to JICA in early June 2005. Based on
JICA’s comments on the first draft, the Council’s revised and final report will be
submitted by the end of July 2005.

1.6 Limitations of the study

Firstly, regarding sample size, and similar to the baseline study, all 19 districts/towns are
selected for the survey at the final assessment. The results of the survey at the DHCs
represent the general situation of the DHCs of the province and can be compared with the
results of 2001. However, only three CHCs are selected from each district for the survey.
The total number of CHCs participating in this survey is only half of that in the baseline
study. The two studies have different CHC sample sizes and comparison in some
indicators may not be very accurate .

Regarding study method, according to the request of the donor, the content of the final
assessment (2005) is not completely similar with those in the baseline study (2001).
Therefore, some quantitative information in the final evaluation cannot be compared with
that in the 2001 baseline survey. For example, in the baseline survey (2001)
contraceptives were not surveyed because the JICA project placed more emphasis on
hygienic and safe delivery and the provision of contraceptives were under the
responsibility of the health and population programs. In the final assessment, the donor
highlighted availability and provision of contraceptives as a preventive method to avoid
unexpected pregnancy and unwanted abortion. The same limitations apply to HMIS
monitoring and operating indicators.

Under the regulation of the MCH/FP center of Nghe An, abortions (including
“Menstruation Regulation” (MR)) are provided at the district level only, there are no
abortion clients at the CHCs. Experience from the baseline study (2001) was that there
were few abortion clients who came in on the survey day. In the final assessment, again,
abortion clients are not surveyed and observed. As a result, there is no information on the
quality of abortion service in this report. Post-abortion counseling is added to the
evaluation instead.
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Preparations for participants in the qualitative study are made by the MCH-FP Center
staff in collaboration with study sites. Selection of participants in FGDs at the commune
level is done by the commune and there may be a bias in the selection of participants.
Communes tend to select participants who are more experienced with interviews rather
than provide a truly random selection of particpants.

With the stipulation that six clients be selected at each health facility, the number of
clients does not reflect the actual proportion of clients coming to receive services. The
number of clients surveyed is also higher than the baseline survey-- only 3 clients a day
coming to receive RH services at a CHC were selected.
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Chapter 2

Description of the study sample

2.1 Characteristics of the surveyed health facilities and clients

A total of 77 health facilities in Nghe An province participated in the final assessment,
including the provincial MCH/FP Center and 19 DHCs, accounting for 25% and 57
CHC:s accounting for 74% of the total. The health facilities in rural areas account for
78%, while those in the urban areas account for 22% of total health facilities surveyed.

At the time of the survey, two selected CHCs did not have clients because the midwives
were absent from the CHC on the day of observation. A total of 347 clients came for RH
services (ANC, RTI examination and treatment) at the CHCs. Excluding the two CHCs,
an average of 4-5 clients come for ANC and RTI services at each health facility in a day.

The researchers observe the process of examination, service provision, and
communication between health providers and clients. Of the 347 observations, ANC
cases are the majority, with 72% compared with 28% of RTI clients. The clients are also
interviewed at exit. 340 clients were interviewed, of which 72% are ANC clients and
27% RTI clients. Seven clients refused to be interviewed.

Out of 250 ANC clients, 41% are pregnant for the first time (primigravida), 42% for the
second time, and 17% for the third time. 60 women paid their first ANC visit (accounting
for 24% of the total). The average gestation age at first antenatal visit is 15.6 weeks.

2.2 Demographic, economic and social characteristics of the interviewed clients

Age, marital status, and the number of living children: all of the interviewed clients
are married women. 56% of them are 20-29 years old, 30% at 30-39, and a few are over
40 or under 19 years of age (10% and 4% respectively). About 32% of the clients do not
have children yet, 57% have one to two children. Approximately 10% have three or
more children.

Ethnicity, educational level and occupation: About 78% of the interviewed clients are
Kinh majority, 22% of other ethnic minorities, including H’Mong, Sandiu, Dao, etc. and
the majority report no religious affiliation. Regarding educational level, 9% finished
primary education, 44% finished lower secondary education and 31% have graduated
from higher secondary education level. The percentage of clients who did not finish
primary education or obtained university or college training level is low (below 10%).
About 64% of them do farming work; 16% are civil servants; 13% have their own
businesses or services. Clients with other occupations are rather few (less than 3%).
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2.3 Demographic, economic and social characteristics of interviewed health
providers

Professional level: A total of 96 health providers are interviewed in the final assessment
of the Nghe An project, 63% are midwives, 20% are obstetric-pediatric assistant-
physicians, 14% obstetric physicians and 2% assistant physicians of other specialties.
These statistics are similar to the 2001 baseline survey, in which midwives and obstetric-
paediatric assistant-physicians were the major health providers included in the sample
study on RH service provision at the district and commune public sector health facilities.
In the plains districts, more obstetric physicians are interviewed than in the mountainous
districts, while the reverse is true for midwives and obstetric-pediatric assistant-
physicians. The plains CHCs have more midwives and less obstetric-pediatric assistant-
physicians than mountainous CHCs (81% compared to 68% and 19% compared to 24%
respectively).

Age, gender, marital status and number of living children: 93% of health providers
are married women and nearly half of these women are between 30-39 years old (46%),
and one-third are 40 years of age and over. The majority (83%) have one or two children,
one-seventh (13%) have 3 or more children and very few (4%) have no children.

Ethnicity and religion: All health providers claim no religious affiliation and most are
Kinh majority (89%); and 11 percent are from other ethnic groups

2.4 Demographic characteristics of health leaders and local officers of different
sectors and organizations at the provincial, district and commune levels involved in
FGDs and IDIs

A total of 51 provincial officers and 8 district officers participated in FGDs or IDIs.
They are provincial health leaders, leaders of the MCH center, district health leaders
(Head or Deputy Head of DHCs, Head/deputy Head of Obstetrics Department; FP team
leaders); WU officers (Chairperson/vice chairperson), and officers from the Committee
for Population, Family and Children (CPFC). On average, provincial officers are 53
years old, while district officers are 45 years of age. 60% are male and all district
officers being Kinh majority, accounting for 77%. Most are married.

At the commune level: 82 commune leaders participate in focus group discussions.

They are heads of CHCs, CPC officers, WU officers, population collaborators, VHWs,
with the average age of 41. Female officers account for 60%. 71% are Kinh majority, the
remaining are Thai minority (28%). The average duration of work experience is high,
11.9 years. All are married with 2.4 children on average. 80% of them do farming work
(along with their part-time jobs as population collaborator, WU officer, etc.).

At the commune level, 147 community residents particpated in focus group discussions
with an average age of 35. Women account for 52% of the participants. 73% are Kinh
majority and 27% are Thai minority. The percentage of married interviewees is 90%

with 1.9 children on average. In general, average educational level completed is lower
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secondary school. They mainly do farming work, accounting for 92% of occupations. A
few are in business-related occupations.

10
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Chapter 3.

Results of evaluation

The results from the final assessment in 2005 will be presented in the order of the outputs
of the project, which are: (1) improved safe and hygienic delivery at commune health
centers; (2) strengthened monitoring capacity of the provincial MCH-FP center and
district health centers; (3) reduced cases of abortions at the provincial and district level;
(4) improved detection and treatment of STIs; (5) improved quality of Information-
Education-Communication (IEC) activities; and (6) improved quality of health
management information system (HMIS). In addition to analysis of these outputs, some
relevant indicators are used to compare between the mountainous and plain (non-
mountainous) areas and the results between the baseline survey (2001) and the final
assessment study (2005).

3.1. Improvement of clean and hygienic delivery at the commune health centers
(CHCO)

Improvement of safe and hygienic delivery is one of the first outcomes of the project.
Antenatal and postpartum care is reportedly provided at all of the surveyed health
facilities. To ensure safe delivery, the pregnant mother is encouraged to register for
pregnancy examination early, keep a Home-based Maternal Record (HBMR) at home,
receive sufficient examinations and counselling, have two tetanus vaccinations and her
delivery must be assisted (at home or at the CHC) by a health provider who is trained in
midwifery. There should be sufficient facilities and conditions for a safe and hygienic
delivery at the delivery space, usually at the health center. These conditions include a
hygienic delivery room, sterilized instruments and health providers trained in midwifery.
The delivery process should strictly follow the procedures standardized by the Ministry
of Health and in particular, every labor must be monitored by partograph.

Indicators for a safe and hygienic delivery are assessed below:

a. Improved infrastructure and essential conditions for clean and hygienic
delivery

Infrastructure plays an important role in safe and hygienic delivery. Sufficient essential
facilities helped improve safe and hygienic delivery in Nghe An. In the final assessment
study in 2005, 100% (in both the plain and mountainous areas) of the DHCs have a
separate delivery room. The percentage of CHCs that have a separate delivery room is
lower in the mountainous areas (76%) compared with that in the plain areas (94%). In
comparison with the baseline study in 2001, the percentage of CHCs with a separate
delivery room in the whole province has increased significantly from 60% in 2001 to
86% in 2005.

11
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In considering hygienic conditions of the health centers and their delivery rooms
(cleanliness, ventilation, privacy, safety, sufficiency of instruments and essential drugs
for delivery) in 2005, significant improvement has been observed in comparison to
observations made in 2001, particularly at the commune level. Such indicators as usable
toilets, clean toilets, availability of a working telephone line, sufficient lights and clean
water, are of better quality at the CHCs in the non-mountainous regions than those in the
mountainous regions and showed a significant improvement from the baseline study
conducted in 2001 (table 3.1).

Table 3.1: Percent of health facilities with sufficient conditions for clients, by type of facility

2001 2005
DHCs CHCs All MCH- DHCs CHCs All
FP
center

Enough waiting room for

57.1 259 30.7 100.0 42.1 52.6%* 50.6

clients

Usable toilet 1000 767 803  100.0 89.5  94.7%k% 935
Clean toilet 714 697 700 0.0 42.1 649 584
Permanent electricity 952 862  87.6 100.0 100.0%**  93.0%*x 048
supplied

Available working 90.5 17.2 285  100.0 100.0%%* 87 7k#x 90.9
telephone line

Clean examination area 100.0 94.0 949 100.0 94.7 100.0%** 98.7
Sufficient clean wateratthe o5 o 5 c 2e9 1000 100.0% 89.5% 922
examination area

Separate space for 857 362 438 100.0 73.7 509 571
counselling

Privacy during 100.0 784 818 100.0 94.7 737 792
examination

Privacy during 71.4 24.1 314 100.0 842  45.6%* 55.8
counselling

(n) 21 116 137 ] 19 57 77

Facility inventory, * P value<0.05; ** p value<0.01; *** Pvalue<0.001

One of the conditions for hygienic delivery is the availability of boiled water for the
midwife to wash her hands before assisting the delivery. The 2005 evaluation shows that
containers of boiled water are available in nearly 90% of the CHCs in the mountainous
and plain districts while this figure is lower (92%) among the mountainous communes
compared with those in the non-mountainous communes (97%). Noteworthy progress is
shown in comparisons made between the figure of 73% of CHCs with available boiled
water containers in the baseline survey in 2001 and that of 95% in 2005 survey. The final
assessment study in 2005 also indicates that about 97% of the CHCs have Ergomtrin or
Oxytocin available at the delivery room. There is no difference between the plain and
mountainous areas but there is an increase among CHCs with Ergomtrin or Oxytocin
available at the delivery room in 2005 compared to the baseline survey. (Table 3.2)
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Table 3.2: Delivery room status in 2005

Mountainous districts

Non-mountainous

districts

Province

DHC CHC Al DHC CHC Al MCH/ DHC CHC Al
FP
center

Well-ventilated 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Dirt can come

through 20.0 20.0 20.0 0.0 94 73 0.0 105 140 13.0
Window has a

screen/curtain 70.0 88.0 829 889 875 878 1000 789 877 857
Working spot light ~ 100.0 76.0 829 1000 81.3 854 100.0 100.0 789 84.4
Have lamp/lantern

to use during

blackout 90.0 84.0 857 100.0 719 780 1000 947 772 818
Have a container of

boiled water 90.0 920 914 889 969 951 1000 89.5 947 935
Have a container of

boiled water with a

wooden handle

longer than 20cm 90.0 88.0 886 66.7 90.6 854 1000 789 895 87.0
The floor is clean 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Have a cabinet to

store equipment 1000 960 97.1 100.0 969 97.6 100.0 100.0 96.5 974
Have oxytocin or

ergometrin 1000 960 97.1 889 100.0 97.6 100.0 947 982 974
Have a kit for

neonate esuscitation  100.,0  80.0 85.7 100.0 68.8 75.6 100.0 100.0 73.7 80.5
Resuscitation box is

stored in a separate

sterile tray 1000 680 77.1 889 65.6 70.7 100.0 947 66.7 74.0
Clean, sterile cloth

for covering

instruments 80.0 76.0 77.1 556 719 683 1000 684 737 727
Boiled soap in

closed box 80.0 72.0 743 222 813 683 1000 526 772 714
Used water is

drained into a

closed tank outside ~ 100.0  52.0 657 88.9 65.6 70.7 1000 947 596 688
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Mountainous districts Non-mountainous Province

districts
DHC CHC Al DHC CHC Al MCH/ DHC CHC Al
FP
center
labor room
Facility Inventory

Facilities for antenatal and postpartum care are also sufficient at most of the DHCs and
CHC:s in both the mountainous and plain regions, including equipments such as fetal
heart rate detectors, Sphygmomanometera, delivery kits, pelvimeters, and aspirators. In
particular, the availability of neonate resuscitation equipment is also important for the
safety of the newborn. In 2005, these instruments are available in 80% of the CHCs in
the mountainous communes and 67% of those in the non-mountainous communes.

The percentage of the health facilities with sufficient delivery instruments increased in
2005 compared to 2001. For example, the percentage of CHCs having neonate
resuscitation kits increase from 57% in 2001 to 74% in 2005; the percentage of the CHCs
having Ambou ball increased from 28% in 2001 to 49% in 2005. Sterilization
instruments such as instrument boilers and steam sterilizers also increased (from 87% in
2001 to 97% in 2005).

Despite the sufficiency of equipment and instruments at the health facilities, it is still
found that stethoscopes and sphygmomanometers are not of good quality in 40% of
CHC:s in the non-mountainous communes and over 50% of those in the mountainous
communes.

Ultrasound dianogsis is a safer procedure (in contrast to X-ray method) and very useful
for obstetric care and treatment. It helps health providers detect warning signs during
pregnancy (twin pregnancy, hydro-amnios, marginal placenta and placenta preavia) as
well as during labor (measuring fetal head, estimating fetal weight for prognosis of the
delivery). Ultrasound dianogses increase the safety for pregancy and delivery. The final
assessment in 2005 shows that this service is provided in 70% of the DHCs in the
mountainous districts, compared with 45% of those in the non-mountainous districts. At
the commune level, this service is provided at only 3% of the CHC:s in the non-
mountainous area.

The availability of essential drugs for ob-gyn emergency treatment is very important to
ensure safe delivery. Essential and/or alternative medicines for ob-gyn care and delivery
are available in most of the surveyed health facilities, including oxytocique, medicines
for treatment of toxemia and eclampsia, pain killers, medicines for allergia and shock
treatment, infusion solutions, anti-biotics, and hormones. Availability improved in 2005
(see table 3.3). Oxytocique (oxytocine) is now available at 95% of the CHCs in the
mountainous communes and 100% of those in the non-mountainous ones in 2005. This
figure shows a great improvement in comparison to 2001 (91%) and 2005 (98%).
However, in both studies, it was found that Ag Nitrat and Agyrol - eye drops are rarely
available in all health facilities at both commune and district levels.
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Commodities for emergency cases: Transportation means for emergency cases are
available at all DHCs and only at one-fifth of the CHCs. At DHCs, transportation means
are mainly cars. At the commune level, transportation means are mainly arranged by
clients themselves. There is not a big difference between the mountainous and non-
mountainous health facilities. The percentage of health facilities that referred emergency
cases to the higher level in 2005 (47% of DHCs and 60% of CHCs) is less than that in
2001 (62% at DHCs and 65% at CHCs). This reduction may be due to the improved
skills of health providers who are now more capable to deal with complicated cases.

Table 3.3: Percent distribution of available essential drugs for management of
Ob-Gyn emergency, by type of medicine and facility

Survey in 2001 Survey in 2005
MCH/
DHC CHC Al FP DHC CHC Al
center
1. Treatment of toxemia
& eclampsia
Diazepam 100.0 54.3 61.3 100.0 94.7 59.6 68.8
Magnesium sulfate 47.6 41.4 42.3  100.0 47.4 26.3% 32.5
Dopegyt 14.3 3.4 5.1 100.0 47.4% 42 1%** 44.2
Hypothiazid 85.7 68.1 70.8 0.0 89.5 57.9 64.9
2. Pain relief /killer
Lidocain/xylocain 100.0 75.0 78.8 100.0 100.0 80.7 85.7
Paracetamol 100.0 99.1 99.3 0.0 78.9% 98.2 92.2
3. Anti-spasmodique
Spasrmaverine 14.3 12.9 13.1 100.0 21.1 22.8 234
Papaverin 100.0 96.6 97.1 100.0 100.0 98.2 98.7
4. For allergia and shock
treatment
Epinephrin/Adrenaline 100.0 87.1 89.1 100.0 94.7 96.5%%* 96.1
Promethazine 66.7 68.1 67.9 0.0 21.1%**  26.3%%* 24.7
5. Tetanic Toxoid 71.4 6.0 16.1 0.0 10.5%** 53 6.5
6. Agyrol — eye drop 28.6 20.7 21.9 100.0 15.8 21.1 20.8
7. NitratAg — eye drop 9.5 0.9 2.2 100.0 53 53 6.5
8. Infusion solutions
Clorua Natri 9%o0 95.2 78.4 81.0 100.0 100.0 77.2 83.1
Glucoza 100.0 93.1 94.2 100.0 100.0 96.5 97.4
9. Anti-biotics 100.0 100.0 100.0 100.0 94.7 96.5 96.1
11. Hormones
Oxytocin 100.0 95.7 96.4 100.0 100.0 100.0* 100.0
Ergometrin 66.7 66.7 100.0 57.9 0.0 60.0
(n) 21 116 137 1 19 57 77

Facility inventory; * P value<0.05; ** p value<0.01; *** Pvalue<0.001

A clean delivery bag is one of the tools that ensures hygiene and safety for delivery in
places other than health facilities. The percentage of mountainous CHCs that provide
clean delivery bags is 40% compared with 56.3% of the non-mountainous CHCs. The
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percentage of DHCs with clean delivery bags is not high for both mountainous (20%) and
non-mountainous (22%) areas. The low number for DHCs may be may be due to less
need for the bags because they are only used for the case of delivery at home, which falls
to the CHCs to oversee. The percentage of CHCs that have iron tablets to provide
pregnant women is rather high (65% for all CHCs in both mountainous and non-
mountainous areas) while this figure is lower at the district level (10% among
mountainous DHCs and not available among non-mountainous DHCs). In comparison
with 2001figures, the percentage of CHCs that have clean delivery bags and iron tablets
significantly increased (49% of CHCs have clean delivery bags and 64.9% of CHCs
provide iron pills for pregnant women, compared with only 25% and 47% respectively in
2001). This shows a great improvement of and attention paid to ANC activities.

Training: most health providers were trained at a training institute or attended some
advanced training courses on antenatal and postpartum care. They were also trained to
screen prenatal cases with high risk of complications (Table 3.4). There is not a big
difference among health providers at the mountainous and non-mountainous areas or
between district and commune levels. No difference inthis indicator between the two
studies (2001 and 2005) may mean that the same training content was kept during the
implementation of the project.

Table 3.4: The percentage of health providers having learnt skills in school or
from clinical practice on ANC

Results from the baseline Results from the final assessment in 2005
study in 2001
DHCs CHCs All MCH/F DHCs CHCs All
P center
Perform prenatal risk screening 97.6 98.3 98.1 100.0 97.3 98.2 97.9
Use partograph to manage labor 87.8 80.2 82.2 100.0 91.9%  100.0%** 96.8
Manual removal of placenta 95.1 77.6 82.2 100.0 94.6  98.2%** 96.8
Start IV infusion 100.0 97.4 98.1 100.0 100.0 100.0*  100.0
Check Hemoglobin 26.8 11.2 15.3 0.0 5.4%%** 10.7 8.4
Bimanually compress the 87.8 767 796 1000 757  S3.6** 632
uterus (internal) ' ’ ‘ ’ ’ ' '
Bimanually compress the 1000 931 949 1000 946 9Ll 926
uterus (external)
Repair an episiotomy 100.0 94.8 96.2 100.0 100.0 98.2 98.9
Repair a cervical laceration 80.5 49.1 57.3 100.0 81.1 67.9% 73.7
Suture (repair) vaginal 902 629  70.1 1000 892 OLI¥** 905
Lacerations ) ) ’ ’ ’ ’ )
: th
aniieaiiibe o 61.0 397 452 1000 757  69.6%* 726
aceration

Perform reflex testing 58.5 49.1 51.6 0.0 56.8 35.7* 432
Perform speculum examinations  100.0 98.3 98.7 100.0 100.0 98.2 98.9
Perform bimanual examinations ~ 100.0 93.1 94.9 100.0 91.9 100.0* 96.8
(n) 41 116 157 2 37 56 95

Interviews with health providers; * P value<0.05; ** p value<0.01; *** Pvalue<0.001
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Interviews with health program managers at both provincial and district levels shows that
the activities of the reproductive health project funded by JICA made a valuable
contribution to the readiness of health facilities in providing clean and safe delivery
services in terms of infrastructure, equipment and human resources:

After 7 years of implementation of the project funded by JICA, all the delivery
rooms have been upgraded and we are performing ‘hygienic deliveries’. In general
JICA provided rather sufficient equipment along with standardized training
programs, etc. At the CHCs, midwives received fundamental and comprehensive
training. Delivery assistance procedures were standardized. A strength of this
district is the health service provider network including midwives, ob-gyn
department and FP sector are closely coordinated. The 2nd strength lies in the
strict technical regulations. Modern facilities and medicines are rather sufficient.”
(Male, aged 43, FP team leader of Nghi Loc district)

“It has improved a lot. In addition, instruments and facilities for midwifery are
more sufficient and of better quality. Nowadays, we have a sterilizer while we
carry out the procedures “manually” (without any facilities) but the procedures are
now standardized. Secondly, four conditions must be met during the delivery: clean
mother, clean delivery, clean delivery room and clean health provider.” (Male,
aged 46, Head of Gynaecological Department of DHC in Hung Nguyen district)

“Thanks to the financial support from JICA, safe and hygienic delivery is improved
because midwives now understand what to do during counseling, performing to
ensure safety for the mother and newborn. Midwives are also trained on technical
skills to minimize complications and maternal mortality. Facilities for emergency
treatment and clean midwifery such as steam sterilizers are sufficiently provided.
Midwives know how to handle the steam sterilizers for instrument sterilization”
(Female, FP vice team leader, Que Phong District)

b. Improved antenatal and postpartum care

Indicators to evaluate the quality of ANC and management are measured by the regular
statistics at the surveyed health facilities. In general, these indicators are signficantly
improved. The percentage of pregnant women who received ANC is 88% in the
mountainous communes and 97% in the non-mountainous ones. The percentage of
pregnant women receiving sufficient tetanus vaccinations is 88% in the mountainous
communes and 98% in the non-mountainous ones. The percentage of mothers who were
assisted by trained health providers during delivery is 82% in the mountainous communes,
lower than that in the non-mountainous communes (98%). The number of ANC visits
per pregnant woman is 2.7 on average for the mountainous communes, lower than that in
the non-mountainous communes (3.7 times). There is an increase in these indicators in
comparison with the 2001 study, showing improvements in safe and hygienic delivery
(table 3.5).
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The use of HBMR is one of the activities to ensure safety for delivery, to monitor
pregnancy and detect or anticipate any risks during pregnancy. This activity is now
successful in Nghe An province. HBMR is available at 100% of all CHCs in both
mountain and non-mountainous communes. The percentage of sufficiently and correctly
recorded forms is 92% (mountain CHCs) and 97% (non-mountainous CHCs). This
indicates an improvement compared with 2001 figures, when only 78% of health
facilities reported that they knew how to use the form for MCH service provision and
management of pregnant women

Table 3.5: Indicators on ANC in 2000 and 2004

2000 2004
CHCs CHCs

Percent of pregnant women who attend ANC 92.1 96.3
visit
(n) 93 56
Percent of deliveries assisted by health
providers 91.0 86.9
(n) 115 57
Average of ANC visits of delivered women 2.78 33
(n) 116 57
Percent of pregnant women vaccinated with
2 AT 91.2 93.4
(n) 99 57

Facility inventory

Interviews with women of reproductive ages also show good management of pregnant
women through the MCH form. Through this HBMR form, the health center, as well as
the pregnant women, know the schedule of ANC visits and health status of the mother
and the fetus:

“I was provided with the HBMR in the first month of my pregnancy for monitoring
and ANC care. This book helps me rememberthe scheduled ANC visits, if I forgot
to pay the visit, the collaborator would come to remind me.” (Woman, aged 30,
NhOn thunh, Y®n Thunh)

“Each family was provided with one HBMR book. In the first 3 months of my
pregnancy, I had an antenatal check-up once a month. I had a vaccination shot in
the sixth month. I had ANC visits until delivery. Even in the 7th and 8th months, 1
still went to the health center for monitoring the fetus, ultrasound examination
helps me know whether there was any change of fetus’s head presentation. For
those who live far away from the health center, or they can’t come to health center,
the village health workers would provided ANC at home." (Woman, aged 27, Tam
quang, T--ng D-—-ng)

Pregnant women visiting health centers will have more oppportunities for counselling on
health care during pregnancy. In the final assessment of the project, a total of 250 clients
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came to the centers for ANC at the surveyed CHCs and DHCs. Information from
observations of clients coming for ANC at health facilities and from exit interviews with
clients is an input to assess the quality of this service.

Observation of 250 ANC service provision cases shows that, while providing counselling
to clients coming for pregancy examination, health providers mentioned important
information relating to safety in pregnancy and delivery. The message of “nutritional diet
during pregnancy” was mentioned in 95% of ANC cases at CHCs (both mountainous and
non-mountainous areas) and in 93% cases at mountain DHCs and 84% at the non-
mountainous DHCs. There are similar figures for health providers discussing
“appropriated working pattern and rest during pregnancy” with clients. In most of the
ANC cases (89% of those in the mountainous CHCs and 82% of those in the non-
mountainous CHCs), clients were counseled on the “early discovery of warning signs
during pregnancy”. This indicator is rather high among mountain districts (93%)
compared with the non-mountainous districts (68%). The majority of ANC clients were
reminded of sufficient tetanus vaccination shots (82% in mountain communes and 91% in
non-mountainous ones; 98% in mountain districts and 74% in non-mountainous ones).
Counselling has improved since 2001 (table 3.6).

Table 3.6: Percentage of ANC clients receiving counselling on related issues, by

type of facility
Results of the survey in Results of the evaluation in 2005
2001
DHCs CHCs All MCH/ DHCs CHCs All
FP
center
Nutrition during 929 919 921 1000 885 947 92.8
pregnancy.
ffPPf"P“ate. work/rest/ 857 876 873 1000  87.2 88.2 88.0
iving conditions
Health providers
Inform client on fetal 92.9 &5.7 86.9 100.0 96.2 929 94.0
health & risk
Theneedoftwotetanus o) 5 ¢55 g6 1000  85.9 86.4 864
vaccination shots
Number of ANC visits 83.3 80.0 80.6 100.0 73.1 72.8 732

Effect of iron tables/
axit folic

Provider told the client
when to come back
Come to a clinic if any
warning signs appear
ANC observation questionnaire; *** Pvalue < 0.001

66.7 55.7 57.5 100.0 80.8  71.6*** 748
85.7 87.6 87.3 100.0 923 97.6 96.0

76.2 65.2 67.1  100.0 80.8  85.8*** 844

Among clients coming for ANC on the survey day, 60 clients were in their first
pregnancy. ANC clients bearing their first child had their first antenatal check-up at an
average gestational age of 15.6 weeks. The average of gestational age of ANC clients at
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the mountainous CHCs is 14.6 weeks and 16.9 for non-mountainous CHCs. There is no
difference between DHCs and CHCs. In comparison with the baseline survey in 2001,
the first ANC visit of pregnant women in 2005 is earlier (15.6 weeks compared with 29
weeks in 2001). This indicates that IECs have significant impact on women’s awareness
of the importance of ANC and early pregnancy examination.

For clients on first ANC visit, health providers at both district and commune levels
provided improved ANC services, including measuring clients’ weight, pulse rate and
blood pressure. Measuring clients’ pelvis was conducted properly for 73% of the cases
with less than 20 weeks of gestational age and there is no difference between the
mountain and non-mountainous areas.

Table 3.7 Percent age of first ANC visit clients receiving various services, by
gestational age and facility.

Results of the survey 2001  Results of the evaluation

study 2005
Gestational age: <20 weeks > 20 weeks <20 weeks > 20 weeks
Measured client’s weight 318 76.0 97 g 100.0%%*
Measured client’s pelvis 36.4 40.0 533 33 3%
Measured blood pressure and
pulse rate 95.5 93.3 100.0 100.0***
Checked for anemia 45.5 40.0 70.8%* 75,05
Checked for edema 54.5 58.7 64.6  66.7%*
Measured abdominal
circumference 81.8 973 50.0 100.0*
Measured the uterine fundal
height 90.9 98.7 75.0 100.0
Palpated client’s abdomen ]18 947 47 g 01 7%*
Listened to fetal heart beat 773 100.0 4 ek 75 Qkk
(n) 22 75 48 12

ANC observation questionnaire; * P value<0.05; ** p value<0.01; *** Pvalue<0.001

When a partograph is used appropriately, it is very helpful for the midwife or health
provider to detect cases without progress during labor to have timely interventions or
referral for timely treatment. Most of the health staff are trained in using the the
partograph correctly. In the final assessment of the project in 2005, the percentage of
health providers who used partograph equipment at DHC:s is high, with 89.5%
(mountainous) and 80% (non-mountainous). This percentage is 100% at mountainous
CHC:s and 97% in the non-mountainous CHCs. The overall percentages of health staff
using the partograph in 2001 are 73.2% (DHCs) and 60.3% (CHCs) and have largely
increased in 2005, with 85.3% and 98% at the district and commune level respectively.
However procedures and records on the partograph at the CHCs are still a concern. At
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the CHCs, the midwife often assists the patient alone during delivery (she needs to wear
sterilized gloves for the procedures) and she also has to record on the partograph at the
same time (this violates the sterility rule). Additionally, the midwife or health provider
cannot use partograph for the cases of delivery at home. However, if there is another
assistant (who is an intern or a nurse) to help the midwife, it is neccessary to use
partograph to monitor labor of all patients.

While CHCs mainly manage pregnancy and provide services for normal deliveries, there
are cases of deliveries with complications with patients that were provided with
preliminary care at CHCs. Therefore, health providers at CHCs should also learn about
common complications in pregnancy and how to deal with these cases. In the
questionnaire for interviews with health providers, four questions relating to
complications during pregnancy were asked to assess health providers’knowlege and
skills.

Interviews with health providers show that many of them have adequate diagnosis and
timely treatment for 28-week pregnant women with vaginal bleeding. The procedures
adopted are to monitor signs of labor (by 63% of health providers of DHCs and 44% of
CHC:s in the mountainous areas and 72% and 48% respectively in the non-mountainous
areas) and to monitor the amount of bleeding (by 68% of health providers of DHCs and
76% of CHCs in the mountainous areas and 72% and 74% respectively in the non-
mountainous areas). Regarding treatment, two correct procedures were reported,
including vaginal examination (by 74% of health providers from DHCs and 60% CHCs
in the mountainous area and 83% and 68% respectively in the non-mountainous areas)
and monitoring blood pressure and pulse rate (by 53% of health providers from DHCs
and 88% from CHCs in the mountainous and 89% and 81% respectively in the non-
mountainous areas).

For the case of toxemia, 100% of health providers at the district and commune level
reported that it is necessary to measure pulse rate and blood pressure; 100% from DHCs
and 88% from CHCs in the mountainous areas and 100% and 97% respectively in the
plain areas thought that it is neccessary to detect protein in urine. Two appropriate
treatment procedures are the use of sedatives and medicines for hypertension treatment,
which were mentioned by many health providers and the number of those who gave
correct answers in the non-mountainous CHCs is larger than their colleagues in the
mountainous areas: 53% of health providers in DHCs and 64% in CHCs in the
mountainous areas compared with 61% and 68% respectively in the plain areas
mentioned pain killers; 60% of health providers in DHCs and 56% in CHCs in the
mountainous areas compared with 78 % and 68% respectively in the plain areas
mentioned medicines for hypertension treatment.

For cases that have suspected infections after delivery (puerperial infection) , the majority
of interviewed health providers report correct management procedures, such as
examining whether discharge is smelly (79% of health providers at DHCs and 72% of
CHC:s in the mountainous areas compared with 89% and 71% respectively in the non-
mountainous areas). The majority of health providers (about 90%) also reported two
correct monitoring procedures, including uterus contraction and discharge.
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For the case of hemorrhage after birth, the majority of health providers at the district and
commune levels report correct procedures as follows: taking the patient’s pulse and blood
pressure; massaging perineal uterus; ergotime injection; and checking whether there is
laceration or episiotomy and IV infusion .

During interviews with provincial, district and commune health managers, some said that
the MCH care program, particularly ANC, safe and hygienic delivery and post-partum
care are significantly improved. Health facilities are now reliable placesthat attract
women to come for examination and delivery:

“Pregnant women have 4 periodical ante-natal check-ups, scheduled in a HBMR
book. Each woman has two copies. Any warning signs are recorded in the book
and they also receive counselling on health care during pregnancy. Most of the
women come to the CHC for delivery. Only the complicated cases are sent to
DHCs. Within 42 days after the birth, they have two post-partum care visits to
check whether puerperal infections happens, whether the milk gland is blocked, to
give instructions to other family members and remind the mothers to keep hygienic
practices after birth. In the first week of the newborn,a midwife comes to examine
the umbilicus, whether any other infections appear and the baby’s growth.”

(male, aged 35, Head of CHC, Quynh Ba)

“I think that after the implementation of the project, the prevalence of deliveries at
the CHCs largely increased. Nearly 100% of the pregnant women gave birth at the
CHCs. This is firstly due to the improvement of the delivery room - a spacious,
well- ventilated and clean room with reliable equiment and facilities to attract
more clients. The second factor is midwives who have been trained on fundamental
knowledge and skills to strictly follow procedures from how to wash hands, to wear
gloves ..., to many more important procedures, which is a very good improvement”.
(Male, aged 44, head of gynecological department of Nghi Loc DHC)

The pregnant women know the necessity of health care during pregnancy and the health
center as a place to come for ANC:

“Previously, talking about ANC but I didn’t know where and how many times to go
for ANC or the danger of not having ANC or tetanus vaccinations. Since the
implementation of the project and its dissemination and education, women’s
awareness has improved and many of us attended meetings for experience
exchange when collaborators distributed leaflets for pregnant women. For those
who are expecting their second or thirdchild, they come to CHC for ANC without
reminder.”(Woman, aged 40, Hung Thong, Hung Nguyen)

“During pregnancy, it is necessary to regularly monitor growth of weight and
health status. Since the beginning of pregnancy until one month after the birth, the
woman needs to take iron tablets regularly to avoid anemia and she should go to
the CHC for ANC, in the first 3 months, 6 months and closer to the birth to monitor
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the fetus and discover any warning signs for referal if need be.” (Woman, aged 36,
Hoi Son, Anh Son)

“ANC aims to detect potential complications and any warning signs that may affect
the fetus and the mother.” (Woman, aged 31, Quynh Ba, Quynh Luu)

"During pregnancy, the woman needs to have two tetanus vaccination shots and
have at least three ANC visits." (Woman, aged 35, Chau Quang, Qui Hop)

"In fact, during pregnancy, the woman should firstly ensure appropriate workload
and diets to have sufficient nutrition for the child’sl growth.” (Woman, aged 34,
Nghi Xa, Nghi Loc).

Due to good health care and monitoring during pregnancy, the number of pregnant
women delivering at the CHCs increased. Complications are assessed to be reduced
significantly and delivery is assessed to be safe. Good ANC provided to pregnant women
helps detect many potential difficult delivery/complications for timely referral. Facility
inventories shows that about 60% of the CHCs reported referals to higher levels. This
figure is higher among health facilities in the non-mountainous areas and is reduced in
2005 compared with that of the baseline survey in 2001. In-depth interviews also show
similar results in that safe midwifery improves maternal and child health protection in
Nghe An province:

“Obstetrical complications are significantly reduced. There hasn’t been any
maternal mortality cases for 4 years. This is the only district without any maternal
mortality for 4 consecutive years. Other obstetrical complications such as
haemorrhage, umbilical infections and others have been minimized and safe
delivery is ensured.”  (Male, aged 49, Head of Nghi Loc DHC)

“For example, obstetrical complications used to happen, but no more now.
Support included training on skills and knowledge and equipment. There was no
aspirator at the CHC, newborns died of asphyxia. Now with additional support,
they know when and whether it is necessary to refer the case to higher level.
Secondly due to hygienic delivery, there are almost no cases of peurperal
infections.” (Female, FP team leader, Yen Thanh district)

Apart from safe and hygienic delivery, post-partum care is also more closely monitored.
Apart from counseling on FP and breastfeeding during ANC visits in the last 3 months of
pregnancy, etc., the patient is also monitored in the post-partum period:

“In general, after delivery, 70% of mothers receive post-partum care visits for 42
days by the CHCs, to monitor for any complications or problems. New mothers are

visited at least 25 first days after delivery. “ (Male, aged 52, Vice Head of Yen
Thanh DHC)
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“After delivery I still monitor the patients and provide counselling on nutritional
diet, etc and instructions on FP and contraceptives.” (Female, aged 35, Head of
Gynaecological Department of Anh Son DHC)

c. Limitations

Despite significant improvement in MCH care in the non-mountainous districts, there are
still many difficulties in the mountainous areas. With difficult geographical
characteristics, scattered clusters of inhabitants, harsh transport and economic difficulties,
local people’s accessibility to health facilities is still limited:

“I can confirm that clean delivery rooms are available at 100% of the 456
communes, including 252 mountainous ones. However, it is more difficult to
attract the local people in the mountainous communes to go to the CHCs because
they live too far away. The CHC is beautiful but not used, there are only I or 2
cases per year. Only women living in the nearby villages come to deliver at the
CHC, most others deliver at home. Our village health volunteers come to assist
them with the clean delivery bags.”(Male, aged 48, Head of Planning Department,
MCH Center)

“Health education has increased their understanding, but they don’t have money to
travel for one day from home to the CHC. So only those who live near the CHCs
come to give birth there, if they live far away, they will deliver at home. The only
means to travel from home to the CHC is by ‘taxi-bikes’ (xe lai), which costs from
40 to 50 thousand dong while they earn their living day by day.” (Female, Head of
Gynaecological Department of Tuong Duong DHC)

“It takes at least 6 hours to walk non-stop from the center of the commune to the
farthest village. It often takes a man 4 hours to walk but for pregnant women, it’s
impossible.” (Male, aged 42, Head of Children, Family and Population Committee
(CFPC) of Tuong Duong district)

Home deliveries are still very few nowadays, and happen mainly in the mountainous
districts. The reasons are due to the long distance to the CHC, old customs or or no
knowledge of potential birth date because clients are too busy. Deliveries at home,
assisted by traditional birth attendants not longer happen. Therefore, the role of village
health workers (VHWs) and the CHCs are very important because they are trained and
living near the local people:

“Due to the mountainous terrain characteristics and in fact, some villages are too
far away, it takes 5 to 6 hours to walk to some villages. As a result, the percentage

of pregnant women coming to our CHC is still low. We have tried many ways to
motivate and encourage them to give birth at the CHC. During ANC visits, we also
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provided them with a clean delivery bag and midwives and ob-gyn assistant
physicians are also intructed to assist deliveries at home. In using the clean delivey
bag, health providers and VHWs can use them very well for deliveries both at the
CHC and at home.”  (Male, Head of surgery department, Que Phong DHC)

“VHWs are often called for assistance at birth if they live nearby, though those
living in the far-off villages often give birth at home, they only go to the CHC when
they have difficulty or to the DHC when it is impossible to manage it at the CHC.”
(Male, aged 40, Head of Tuong Duong DHC)

"Deliveries at home are still common in my commune. For me, I gave birth to both
of my daughters at home. My house is 5 kms away from here. It is very difficult to
travel... and due to old customs. We invited VHWs to come for assistance during
delivery."(Female, aged 39, Tam Quang, Tuong Duong)

Due to distance, it is not feasible to rigidly encourage pregnant women living in far-off
villages to give birth at the CHCs. Instead, it would be more relevant to provide
additional training for VHWs to perform safe and hygienic delivery. For deliveries at
home, despite the VHWS’ technical assistance, it is still very important to have the clean
delivery bag to avoid infections for both the mother and the newborn, particularly tetanus
infection at birth (umbilical tetanus).

On the other hand, provision of equipment and tools for safe and hygienic delivery
should be considered to ensure relevant application in the particular context of each CHC.
All the CHCs should not be supplied with the same equipment and facilities becausee
each CHC has to adapt to different conditions. Though some health providers say that
support of these facilities is relevant and of use, others believe that the provided facilities
are not put to good use.

Local health facilities are responsible for some medical instruments remaining unused.
Reasons are the lack of necessary conditions to use the equipment-- no electricity, for
example-- or lack of electric voltage to use it (weak electric wire from the electric pole to
the CHC). Consequently, some provided instruments are not used:

“The equipment that we can’t use is the steam sterilizer provided by JICA due to
the lack of electricity for its operation. Electricity is available but it is difficult to
ask for an electric wire with sufficient capacity for its operation. Secondly, if
electricity is not available, it can operate by wood-fire, but the staff'is too lazy to
get firewood. Another equipment is goose lamp, which can’t be used without
electricity.” (Male, Head of Surgery Department of Que Phong DHC)

However, some health providers also state that certain equipment and facilities are not
relevant with the local context, causing waste.

“Support of equipment should be based on the contextual situation. Take toilets as
an example, in some CHCs, there are 3 septic-tank toilets. Cam Son CHC is an
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example, one toilet had been constructed when another was built by an ODA
funded project and finally the third toilet was built under this project, which is not
very necessary. In many CHCs, there are 2 toilets, which is not necessary
according to the level of the CHCs and the number of in-patients and clients while
there is a lack of other infrastructure such as water source and places for patients
living far away from the CHC, or a kitchen.” (Male, aged 46, Vice Head of Anh
Son DHC)

In summary, MCH care and clean and safe midwifery has remarkably improved in the
past years. It has not only changed the health providers and local people’s awareness of
MCH care but also made dramatic change in ante-natal and post-partum care. However,
there are still some limitations and difficulties in these activities in some mountainous
areas in Nghe An province that requires some adjustments and solutions for future
interventions.

3.2. Capacity of MCH/FP Center and district in monitoring the lower
implementation level

Monitoring is one of the most important components of health management. In the past,
monitoring was mixed with inspection. Monitoring in the Vietnamese context was
understood as an investigation for shortcomings to provide criticism. Recently,
particularly under the implementation of the project, the managers are trained in
monitoring and aware that it aims to support colleagues at lower levels to improve their
work.

In the final assessment in Nghe An province, the capacity and quality of monitoring of
MCH activity carried out at the communes by the provincial level (MCH/FP Center) and
district as well as at districts by the MCH/FP Center was also assessed. This assessment
is not only made through reports of managers at the higher level but also through the
assessment of monitored providers at the lower level.

a. Training on monitoring

Training on monitoring helped improve the knowledge of monitoring officers. In in-
depth interviews and FGDs with health managers, the majority report that they attended
training on monitoring and understood the fundamental objective of monitoring activities
is to help improve the quality of health care and service provision.

“I highly appreciate this training course because we did not understand monitoring
before. We even thought that monitoring means inspection/control. After I
attended the training, we understood that monitoring is not to inspect but to
support others.” (Female, Vice Director of provincial MCH Center)

“Before the RH project funded by JICA, we did some monitoring but we did not
have clear objectives and contents for our monitoring activity. We mainly came to

check how the local officers at the lower level worked and gave criticism. Since the
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implementation of the project, and after attending the training, we understand that
the objective of monitoring is to support officers at the lower level for their
improvement and consolidation of knowledge and to encourage them for good
work” (Female, aged 45, Head of Quy Hop DHC)

“The training is very useful, i.e. after the training I have improved my knowledge of
how to monitor and evaluate, how to develop a monitoring plan, how to check...
through the lessons learnt we understood better, how to conduct monitoring
activities, to give marks and to write a monitoring report... in general I found it
very useful.”  (Male, aged 52, Vice Head of Yen Thanh DHC)

Most monitoring officers are trained on monitoring skills so their skills are clearly
improved. In-depth interviews show rather good evaluation of their monitoring skills:

“Regarding monitoring, it is so far quite good, firstly the monitoring officers are
trained on monitoring skills, secondly, and most of them have good monitoring
knowledge and have plenty of time. At least 5-7 monitoring trips with the Japanese
experts provided a lot of experience. I think monitoring and evaluating skills are
very good” (Male, aged 52, Vice Head of Yen Thanh DHC)

“At the beginning, I was not used to monitoring plans but after the training, I feel
confident. Now we can develop a plan for a monitoring trip, what to monitor, who
does what and what to emphasize on the final assessment day, how to have support
from different levels, how to encourage them and give feedback without criticism.
Monitoring is gradually improved. ” (Male, aged 50, Head of Planning Department,
provincial MCH Center)

“We are all trained on monitoring skills at the MCH center. Besides, I also
attended a training courses by module so I think monitoring skills of this officers in
this center are quite good.” (Male, Head of Surgery Department, Que Phong DHC)

District officers also appreciate monitoring skills of officers from the provincial MCH
center in making good plans, their knowledge, calibre of communication skills and
working style. They provide good examples for officers at the district level in
monitoring activities:

“Monitoring skills of provincial officers are generally good and particularly when [
started working here, I experienced a monitoring trip by all provincial female
midwives. Among them, there is only one physician who I think has very good
monitoring skills. They worked very seriously and openly. It is often better to have
monitoring at the district level by the provincial officers than at the commune level
by the district officers. They make better preparations at the province, officers at
the commune level often have more difficulties due to their limited conditions.”
(Male, aged 43, FP team leader, Nghi Loc district)
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“In fact, provincial monitoring officers have many good skills that we should learn.
The first is communication skills. We also have but not very good communication
skills. Or skills to guide commune midwives to practice, they always show good
ways to give feedback and comments. They also found shortcomings and support in
such a way that the commune midwife acknowledge their mistakes by themselves
for improvement.” (Female, aged 36, FP vice team leader, Que Phong district)

“Provincial monitoring officers came many times, the strength of acquiring their
skills is quick. Whenever they came for monitoring district officers obtained some
more experiences and techniques.” (Male, Head of Obstetric Department, Yen
Thanh DHC)

“I found the monitoring skills of provincial officers very strong. They had a
monitoring trip at the district, we learnt experiences that they had very good
attitude, they were very sympathetic and shared with our difficulties. They did not
criticize the district or commune but gave very tactful feedback, encouraging the
local office to improve the project of JICA at provincial and district level.” (Female,

aged 50, Vice Chairwoman of WU of Anh Son district)

b. Monitoring activities

Monitoring of health facilities is conducted through two channels: the province monitors
both the district and commune level health facilities and the district monitors the

commune level. Facility inventories show that monitoring is conducted at all district and

commune facility levels. All of the DHCs are monitored by the province, 100% of
commune health facilities are monitored by the district level. About 60% of the CHCs
report that monitoring trips are conducted once a month. One-third of the DHCs also

report monthly monitoring visits. Monitoring activities are more frequent in mountainous
rather than plains areas (table 3.8). The percentage of health facilities monitored in 2005

is higher than that in 2001 (see in data set).

Table 3.8: Percentage distribution of health facilities that were monitored, by facility

Mountainous districts Plains districts
DHCs CHGCs All DHCs CHGCs All

Currently monitored 100.0 100.0 100.0 100.0 100.0 100.0
(n) 10 25 35 9 32 41
Frequency

Once a month 20.0 60.0 48.6 44 .4 62.5 58.5
Every 3 months 20.0 16.0 17.1 333 18.8 22.0
Every 6 months 30.0 12.0 17.1 11.1 6.3 7.3
Other 30.0 12.0 17.1 11.1 12.5 12.2
(n) 10 25 35 9 32 41
Monitored by

Provincial MCH center 100.0 8.0 343 100.0 6.3 26.8
DHCs 0.0 100.0 71.4 0.0 100.0 78.0
(n) 10 25 35 9 32 41

Facility inventory
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Interviews with health providers show that 72% participated in monitoring activities,
84% in the mountainous districts and 60% in the plains district. In-depth interviews with
local officers indicate that training on knowledge and skills are more regularly organized,
and efficient scheduling plans. In general, CHCs are monitored once a year by provincial
level managers, and once or twice at the district level. In some areas, monitoring is
conducted three or four times:

“We conducted monitoring trips once a month to the selected districts and once a
quarter to non-selected districts.” (Male, age 50, Head of Planning Department,
provincial MCH center)

“We organize monthly monitoring to CHCs. We plan to organize at least two

monitoring trips a year to each commune” (Female, age 45, Head of Quy Hop
DHC)

“We monitor 2 times a year at most at the commune level. We divide this district
into 3 regions and whenever we conduct monitoring, we visit the whole region,
including several communes.” (Female, age 50, Head of Obstetric department
Tuong Duong DHC)

“According to the monitoring schedule, each CHC is monitored every 3 months, or
every 2 months for some CHCs. We organize 4 monitoring trips a year at each
CHC.” (Male, Head of Surgery Department, Que Phong DHC)

As regulated, monitoring trips by the higher level should be conducted by a team with
representatives from local authorities, the health sector, CFPC, Women’s Union and
sometimes with participation of experts. For each monitoring trip, the monitoring team
coordinates with members of the commune steering committee, including the People’s
Committee, CHC, CFPC and local Women’s Union (WU). All members of the
monitoring team have separate responsibilities, using a standard checklist. For example,
health representatives are responsible for technical procedures and protocols; WU
representatives are responsible for IEC activities, and hygiene; CFPC officers for IEC
activities and supply of contraceptives, etc. Local commune authorities are responsible
for infrastructure, equipment and consider whether the recommendations of the
monitoring team are feasible.

“Representatives from the Commune People’s Committee (CPC) are responsible
for considering whether recommendations by the team are feasible while the WU
representatives are responsible for encouraging local women because they can
approach them more easily. Representatives from the CFPC have better
understanding of the context and they go to visit the commune regularly to
encourage and educate on public health. We are working on the technical side so
we guide on procedures and detect shortcomings.” (Male, age 35, Head of
Gynaecological Department Anh Son DHC)

“The role of the MCH center and DHC team is to provide technical support. We
divide ourselves into small teams. The chairman of the CPC should look at his/her
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own limitations and decide on the budget for improvement of certain infrastructure
of the CHC. Members of WU and CFPC collaborate with the health sector to
encourage local women to seek ANC and use CHC services and IECs. Health
providers are responsible to determine their strengths and weaknesses of daily RH
care services so that monitoring activities can be enhanced toward the
improvement of RH care objectives.” (Male, age 50, Head of Planning Department
of provincial MCH center)

"In the monitoring trip conducted by district and provincial level, they arrange a
group of members to monitor technical procedures, some directly interview
midwives, conduct observations and record shortcomings and give feedback
immediately. In IEC education activities of the commune WU, the [monitoring
committee] can supplement information if important information is omitted. The
steering committee members give feedback on our specific shortcomings or request
the CPC to make written commitments on financial investment on improvement of
CHC infrastructure." (Male, age 35, Head of Quynh Ba CHC)

"In 2004, a total of four monitoring trips by the district and two by the provincial
level [were conducted]. There are three monitoring targets: firstly the progress of
project implementation, secondly, the technical procedures and services provided
at the health center and thirdly, the basic infrastructure at the CHC, particularly
those related to RH care. They check carefully from the speculum to steam
sterilizer and examination and treatment procedures. Monitoring is conducted
according to the checklist provided by JICA." (Male, age 58, Head of CHC, Nghi
xa, Nghi Loc)

However, at the district level, not all the representatives participate in monitoring trips.
Some interviewees from the mountainous districts confirm that monitoring trips are
mainly conducted by the health sector, but with irregular participation of members from
CFPC and the Women’s Union:

“So far, mainly officers from the DHC carried out the monitoring activities and
sometimes members of WU and CFPC participated in monitoring, at important
events only.”  (Female, age 36, FP vice team member of Que Phong district)

“In general, there are many different members in the monitoring team, but it’s hard
to have them all. The main and regular members are from the management board,
heads of department, followed by midwives, population team leaders and WU
members. But normally the population and WU reprehensive do not attend often
enough.” (Female, age 50, Head of obstetric department of Tuong Duong DHC)

“Monthly monitoring at the commune level is mainly conducted by the health
sector. Sometimes, if members from other sectors, such as WU members or CFPC,
are free then they will join. District authorities rarely join and the vice chairman
of PPC only join in important events. They are very busy.” (Female, Head of
obstetric department, Quy Hop district)
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c. Effectiveness of monitoring activities:

Interviews with questionnaires with health providers show that 86% of commune health
providers and 78% of district officers believe that monitoring is very effective, and
respectively, 11% and 22% assess that monitoring is fairly effective. There is no
significant difference in the assessment of the mountainous and plains health providers.

Monitoring not only improves RH activities at the local level but also the monitoring
skills of provincial and district officers. Interview respondents say that monitoring tasks
help improve management skills in provincial and district project implementing activities.

“l understand that, thanks to this monitoring activity, I can assess the activities at
the local level and draw lessons and experiences to improve my management
[skills] and direction of local level activities.”” (Male, age 52, chairman of CFP
Committee of Anh Son district)

“If we conduct frequent monitoring, then the program is effective and the
evaluation of effectiveness of the program is precise. For the health sector,
monitoring is very important and it decides the quality and success of the program.
Monitoring is based on the performance of annual evaluation indicators of the
Evaluation Board, so even when the JICA program is finished, monitoring is still
conducted according to the requirements of the targeted programs.” (Male, age 56,
chairman of CFP Committee of Quynh Luu district)

“After each monitoring [trip], I think there will be changes in management because
the monitoring officers also obtain experience and know what to improve and
supplement to accomplish their tasks, secondly, gynaecology is related to the lives
of both the mother and the baby-- it is important that any shortcoming or shortages
need to be dealt without delay. Only monitoring helps you meet these requirements.
The manager may not see the shortcomings in his daily work but after monitoring,
these shortcomings become much more explicit.” (Male, age 43, FP team

leader of Nghi Loc district)

In general, most CHCs highly appreciate the benefits of monitoring trips conducted by
province and district officers. Local officers also say that monitoring is very useful and a
good opportunity for them to review their performances more objectively. Monitoring is
now considered a supportive activity, i.e. technical limitations are identified and
addressed by monitoring officers from higher levels and difficulties are recommended for
discussion by local officers. Monitoring helps improve the quality of health care services
provided by CHCs:

"Through the monitoring, we understand the shortcomings in technical procedures.
I was instructed to improve techniques and shortcomings so my work becomes

more and more effective". (Female, age 33, population collaborator, Quynh Ba,
Quynh Luu)
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“After each monitoring, I found an improvement in technical skills and
management at the CHC. However, some difficulties are impossible to deal with,
such as limited budget, or professional knowledge, which is not the same for all
health providers. This could be solved by recommended training. Therefore,
training after each monitoring was organized annually. There was one training
course for secondary nurses and assistant physicians in Obstetrics and Paediatrics
in the province in 2003. Much improvement has been made since the
implementation of monitoring under the JICA program.” (Male, age 58, head of
CHC Chau Quang, Qui Hop).

We learned a lot and understood the effects of the program after each monitoring.
After monitoring interviews, there is a review on whether our performance is
adequate. It is very useful for the commune officers.” (Female, age 48, Vice
chairwoman of CPC, Nhan Thanh commune, Yen Thanh)

Discussions with local officers show that a review meeting is conducted to discuss
shortcomings and any problems to find out solutions and assign responsibilities after each
monitoring trip. Findings relating to technical aspects are immediately discussed on the
spot and reviewed again in the next monitoring trip. Difficulties and problems
encountered in the monitoring with participation of the related branches and
organizations are also addressed:

“The addressed problems are assigned to relevant officers for solutions. For
example, if the monitored CHC has difficulty with it financial budget, the CHC
manager must report to the CPC to call for support. If the problem is the midwife’s
record book, she would be assigned to ensure that the problem is solved, with a
deadline”. (Female, age 36, FP vice team leader, Que Phong district)

“Most of the related problems are solved. For example, if the partograph is
recorded incorrectly this month at the CHC, they will improve it in the next month.
Or if the counselling is not very good, then they will improve it in the next month.”
(Female, age 45, FP team leader, Hung Nguyen district)

"In the previous years, IEC activities were not wide enough [in scope]; we
recommended organizing more training courses for the CHC, CFPC officers, and
WU members from the commune to village levels periodically."(Female, age 49,
Chairwoman of WU, Nghi Xa commune, Nghi Loc)

"In general, any difficulty is taken care of immediately during the monitoring trip,
including technical support." (Male, age 43, Head of CHC, Hanh Dich, Que Phong)

Problems related to district level are also dealt with immediately, including organization
of training for improvement of skills:

“For some shortcomings, we can coach right away, but for some other it takes time
to give support. The procedure of washing hands, for example, is taught but if it is
not ensured then we organize a training immediately. Or some technical issues,
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such as in cases of an ectopic pregnancy leading to repetition of curettage-- if this
happens at some CHCs, we then organize training. We have monthly meetings on
the 4" every month with midwives in the whole district; we invite gynaecological
physicians to talk about this disease. For heads of CHC, we also organize monthly
meetings on the 5" and we do the same for them.” (Male, age 52, Vice Head of Yen
Thanh DHC)

“Similarly, after the monitoring, we give guidance on professional skills during
monthly meetings with midwives, such as skills on measuring the pelvis, i.e. each of
us is responsible for dealing with certain problems/shortcomings.” (Female, age 36,
FP vice team leader Que Phong district)

However, not all problems discovered during monitoring could be solved by the
following monitoring trip. Results from the qualitative study show that only 20% of the
officers at the mountainous CHCs report that all shortcomings found in the monitoring
are dealt with and 80% of the health facilities report that the issues are only partly
rectified. These percentages are 66% and 34% in the plains areas. The unsolved
problems are mainly related to infrastructure and requests for larger budgets to improve
the CHCs. It is not easy to deal with these issues, particularly in poorer areas:

“It costs 15 million dong to repair the house ceiling and floor but we cannot afford
it. The steps, for example, can be painted with our budget, or we can afford to
improve some others such as a sign in front of the delivery room or cleaner water.
1t is very difficult to get financial support from the commune, particularly if it is
related with the management mechanism.” (Male, age 48, Head of Planning
Department, provincial MCH center)

“It is impossible to deal with all problems. Sometimes, they tell us that they cannot
solve that problem due to the requirement of extra budget and others. They can do
it only with support from the CPC, otherwise, they cannot.” (Male, age 35, Head of
Obstetric department of Anh Son DHC)

“Issues related to improvement of infrastructure such as housing and
improvements of rooms depend on the local budget so it is impossible to deal with
them immediately.” (Male, age 46, Head of Obstetric department of Hung Nguyen
DHC)

“It seems that the only difficulty is the lack of funds. Because the center is very
short on funds despite the recommendations made, the advance was too little.”
(Female, age 50, Head of Obstetric department of Tuong Duong DHC)

“It is not necessary to deal with all problems because it depends on many factors.

For the commune, it is impossible to improve all infrastructures immediately or to
provide all medical instruments.” (Male, age 44, Vice chairman of CPC, Chau

Quang, Qui Hop)
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d. Some difficulties in monitoring activities

Some respondents report inadequate cooperation among the steering committee in the
monitoring activities, leading to untimely solutions for problems found in monitoring:

“Now I am not working there, if another also left, | wonder what the successor was
handed. There is no communication. There should be cooperation and regulations
for the steering committee. Because of inadequate planning, it is impossible to
monitor each other’s work. The successor can’t continue the predecessor’s work,
so problems may not be solved.” (Male, age 42, Chairman of CFP committee of
Tuong Duong district)

Others report that due to lack of additional training for new monitoring officers replacing
retiring ones, monitoring activities are adversely affected:

“There are very few trained monitoring officers, so some officers who were not
trained on monitoring skills still had to conduct monitoring. Their monitoring
skills are not very good.” (Female, age 50, Head of Obstetric department of Tuong
Duong DHC)

“Monitoring skills are not the same for all officers. Some trained officers have
retired and the new officers don’t have the same skills.” (Male, age 44, Head of
Gynaecological Department, Nghi Loc DHC)

On the other hand, some responses bring up the limited time for monitoring tasks because
of already heavy workloads, and difficulties in arranging monitoring activities with
participation of all principals. This problem is specific to the local commune and the
steering committee is recommended to provide a relevant solution:

“We are part-time officers. Our main responsibilities relate to many activities with
different content so we have limited time... for example, if we are responsible for
monitoring remote areas, it is harder to coordinate.” (Male, age 49, Head of Hung
Nguyen DHC)

“Some times, all WU members are sent for training in Vinh City, so it is difficult to
form a monitoring team.” (Female, age 50, President of WU of Yen Thanh district)

“If monitoring is organized once a year within a sector we can have all members
[participate], but sometimes although health sector officers can arrange their time,
the officers from other sectors are busy. Despite that, it is a requirement for all to
participate in the monitoring, but it is hard to have staff and members from all
sectors participate in monitoring teams for all 43 communes. Last years, only we
had sufficient members to participate in monitoring in about 17, 18 communes.”
(Male, age 48, Head of Quynh Luu DHC)

“The difficulty of monitoring is due to inappropriate planning, too many targets for
monitoring, selection of inappropriate priority issues, too limited time.
Additionally, many activities and tasks overlap, leading to poor management of
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time and progress of the monitoring trip and finally, low quality.” (Male, age 49,
Head of Nghi Loc DHC)

Lack of funds is also a concern in monitoring activities, particularly in the mountainous
districts where travelling and transportation are more difficult:

“We are provided with monitoring allowances only, but no financial assistance for
travelling. Sometimes, it costs us 300,000 VND to travel to a commune, but we
don’t receive financial support. This also affects the quality [of monitoring]
because it is necessary to encourage officers’ enthusiasm in financial terms. We
have to pay with our own money for travelling, and receive no financial support
from the center. ”(Female, age 36, FP vice team leader, Que Phong district)

“To tell the truth, we have many difficulties because this is a mountainous area.
Travelling is very harsh, mainly by motorbike. If the commune is far, then we have
to borrow motorbikes to drive there. There is no allowance. Only monitoring at
communes with 20 km distance is eligible for travelling payment, otherwise, we
have to pay out of pocket.” (Female, Head of Obstetric department of Quy Hop
DHC)

“Support for monitoring officers is too little. They have many difficulties, many
monitoring trips while there is no support for petrol expense or no allowance.
Travelling allowance for a monitoring team is only VND 88,000 a month.” (Male,
age 44, Head of Obstetric department of Nghi Loc DHC)

In some cases, staff shortage leads to irrelevant assignment of district monitoring officers
to the lower level. This adversely affects the quality of monitoring:

“In fact, commune officers attend more training than those at the district level. The
difficulty is that there are not enough physicians to do monitoring so midwives and
gvnaecological assistant physicians are assigned to do monitoring.

Gynaecological physicians are also available at some CHCs, so when the
gvnaecological assistant physicians came for monitoring, there will be difficulties
due to discrepancies in professional knowledge. Secondly CPC authorities do not
find monitoring important, so they don’t prioritise it.”” (Female, FP team leader,
Yen Thanh District)

Difficulties occur when the monitoring officers do not meet with local authorities to
discuss solutions to local CHC problems:

“The first difficulty is related to the commune authorities. They are too busy so
sometimes it is hard to meet with the responsible officer.” (Male, age 46, Head of
Obstetric department, Hung Nguyen DHC)

e. Suggestions to improve monitoring activities:

Many report that human resources are the most important factor in improving monitoring
activities. Monitoring officers should be trained not only in monitoring skills but also in
professional knowledge and provided more support to carry out this task:
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“In order to improve monitoring activities, I think firstly, monitoring officers
should always be provided with updated professional knowledge and regular
training. Professional as well as other knowledge is changing year by year.
Technical knowledge is constantly changing, for example. This method is good this
year, but there will be a new, better method next year.” (Female, Vice Head of

provincial MCH center.)

“According to me, monitoring officers should be trained officially with professional

skills to ensure quality of monitoring. Without training, they don’t know what to

monitor, even give incorrect instructions, I think monitoring is very important.”
(Male, age 57, Vice Director of Provincial Health Department)

“In order to improve monitoring effectiveness, the first requirement is to have
professional officers.  Additionally, travelling expenses should be supported to
encourage more frequent monitoring trips. If they have to pay by themselves,
monitoring will be limited.” (Female, age 50, Head of Gynaecological of Tuong
Duong DHC)

“We find that the monitoring method is fine but monitoring officers should be
trained on planning skills so that they have the skills to deal with issues and
improve shortcomings relevant to the local context rather than strictly follow the
forms provided by JICA.” (Female, age 36, FP vice team leader, Que Phong DHC)

Effective scheduling to ensure participation of officers from all sectors and branches is
very important in improving the quality of monitoring. It is also necessary for local
authorities to provide support and recognize responsibilities in health care in general and
RH care in particular to enhance the effectiveness of monitoring.

“The CPC'’s role should be enhanced to improve monitoring results. Midwives’
skills have gradually improved but there is lack of infrastructure. To have safe
midwifery, a hygienic environment is also important-- in some CHCs, the floor has
been ruined. It takes time to get support from the commune authorities to upgrade
it. We also have difficulties in clean water sources, particularly for communes in
remote areas. Support from commune authorities is limited. We want our clients
to keep hygienic while we don’t have clean water for them. So it’s hard to meet the
requirements.” (Female, age 36, FP vice team leader, Que Phong District)

“The issues related to commune budget are difficult to deal with. It’s easier if the
commune authority pays attention to the issues, otherwise, it is very difficult. The
second issue is related to members of the monitoring team. If representatives from
WU, CFPC, etc., know their responsibilities, they will be very enthusiastic. But
some are not clear on their role in the project, so their contribution is limited.”
(Male, age 50, Head of Planning Department of Provincial MCH center)

It is necessary to have financial support to improve monitoring activities:
“Another important point is the limited budget for the monitoring team.”
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(Male, Head of Surgery Department of Que Phong DHC)

“Monitoring should be provided with financial support. For example, in our
population sector (VCPFC), monitoring activity has its own annual budget to cover
petrol expense, travelling means and all expenses are reported.” (Male, age 42,
Chairman of CFPC, Tuong Duong district)

“I am responsible for monitoring at the commune, so travelling is a difficulty.
There should be certain incentives to encourage the monitoring officers’
enthusiasm and responsibility not only in spiritual but also reasonable financial
terms.” (Female, age 38, President of WU of Hung Nguyen District)

“I know that not every one feels comfortable when money is mentioned but
according to me, financial support is necessary to do a good job.” (Male, age 43,
FP team leader of Nghi Loc district)

Reservations were also expressed about the monitoring checklist and that monitoring
methods should be changed to avoid boredom:

“During monitoring, there should be some change in the form of monitoring rather
than using the same content and method all the time. The questionnaire provided
by JICA is kept the same for all communes, but for some very good communes we
would like to change the content with questions related to ANC service or ob-gyn
emergency treatment. The same questionnaire is used at the beginning and
repeated at the end of the year, so it’s quite boring.” (Male, age 45, FP team
leader, Quynh Luu district)

“The questionnaire and checklist developed by JICA project are used year after
year without any change in the contents, it’s very boring” (Female, FP team leader,
Yen Thanh district)

Thus, monitoring is a good way to address difficulties, solve problems and maintain
quality of performance. However, to ensure effectiveness of monitoring, it is necessary
to invest in human resources to improve monitoring capacity; to increase training for new
officers; to develop a stable staffing plan to ensure sufficient members of the monitoring
team, and provide financial support for monitoring activity. There should be a
mechanism to ensure frequency and favourable conditions for monitoring activities.

3.3. Reduction of abortions at the provincial MCH-FP Center and DHCs
a. Abortion rate

Reduction of abortion is one of the targets of the Viet Nam population, FP, and RH
strategy for the period 2001-2010. It is also the project objective in Nghe An, where the
prevalence of abortion is high. The project final assessment collected information on
abortions at the district and provincial level, based on service statistics in 2004. The data
is processed into monthly averages. Results show that averages of 26 abortions a month
are performed at the DHCs. The number of abortion clients of the MCH-FP center is 751
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persons per month. The number of abortions at the public health facilities reduced in the
recent years, from 37 cases a month on average at the DHC in 2001 down to 26 cases in
2004.

The qualitative study (FGDs with health leaders) also provides more information on
abortions of Nghe An. In general, since the implementation of the project, the prevalence
of abortions has improved:

“The abortion rate was 30.2% in 1998, reduced to 28.4% in 2001 and down to
21.6% in 2004. But Nghe An is still the province with a high abortion rate. We are
making efforts to reduce this prevalence.” (Male, Vice Director of MCH center)

“Since the implementation of the project, the prevalence of abortion significantly
reduced. Take for example, while in 1999, there were 148 cases of abortion and 7
cases of MVA, in 2004, these figures were 56 and 2 respectively. ”(Male, Head of
Surgery Department of Que Phong district)

“Previously the abortion rate was quite high, but it has dramatically reduced in the
last two years. This means that in 2004, there were only more than 100 cases in
the whole district, with 23 communes. There were only 73 cases in my center in
2004.” (Female, age 45, FP team leader, Hung Nguyen District)

However, some respondents state that the abortion rate has not decreased or that the
decrease is insignificant and the statistics are not accurate. Officers from mountainous
districts report that the abortion rate was still very high. This may be due to the fact that
the DHC is the only choice for abortion clients in these districts because of traveling
constraints. In the plains areas clients from one district can seek services from another
district for many reasons, including proximity.

“Despite the availability of the statistics, it is still difficult to assess the situation if
the people do not go the DHC in their residential area but to DHCs outside their
own, or to higher level facilities. There are many health facilities providing
abortion services so the statistics cannot be accurate.” (Male, age 43, FP team
leader, Nghi Loc district)

“Abortion services provided by private health facilities are very common in other
places. But in my district, Quy Hop, it is limited except for some illegal units.
Women here mainly come for FP services, and in fact, the abortion rate is still very
high. Personally, I think the statistics are not accurate, the abortion rate is much
higher than before. For some districts may not record everything, but in Quy Hop,
we recorded all.” (Female, Head of Obstetric department, Quy Hop DHC)

“According to the population officers, abortions tend to increase, not only among
people of reproductive age, but also increased among teenagers in particular.”
(Male, age 42, Chairman of CFPC, Tuong Duong District)
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Teenage abortion is also a concern. A reason cited for teenage abortions is limited IEC
and education on adolescent RH. It is therefore, necessary to implement programs on
gender and sex education for youth.

“This may be due to many social factors, but according to me, there is not sufficient
dissemination, communication and education on RH and sex, particularly for
adolescents. I think we should integrate education on RH in the curriculum for
pupils very soon. This is good preparation for them. Many pupils become are
vulnerable due to lack of awareness. But their awareness is raised thanks to I[ECs
on gender and sex, rather than education at school where information is inaccurate
or introduced only in primary school.” (Male, age 48, Head of Provincial Planning
Department)

“Clients also include adolescents because they are not educated [on RH]. There is
no project to teach RH. Adolescent clients are also hesitant to mention RH issues
or access information. People would like to hear about it, but dare not [talk about
it]; they are not provided with sufficient information, so the abortion rate is very
high.” (Male, age 42, Chairman of CFPC of Tuong Duong district)

b. Availability of contraceptive methods.

The final assessment shows that contraceptives are sufficiently available at all health
facilities in Nghe An province. Intra uterine devices (IUDs), condoms, and contraceptive
pills are all available at most of the health facilities. 100% of DHCs (both mountainous
and plains) provide IUDs, while 88% of mountainous CHCs and 91% of plains CHCs
have IUDs. Condoms are available at 90% of mountainous DHCs and 78% plains, and at
88% mountainous CHCs and 91% plains CHCs. Contraceptive pills are available at 70%
of mountainous DHC and 78% plains DHCs, 80% mountainous CHC and 84% plains
CHC. Injections are more available in the mountainous than plains areas, 90% at
mountainous DHC and 44% at plains DHC; and 88% at mountainous CHC and 66% at
plains CHC (table 3.9). Thus, the most common three methods provided in the
Vietnamese government FP program, including IUDs, condoms and contraceptive pills
are available at all the DHCs and CHCs, regardless mountainous or plain. Availability
provides more options for clients in contraceptive methods, and may contribute in
reducing unexpected pregnancy.

Table 3.9: percentage of health facilities with available contraceptive services and
methods, by type of facility
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Mountainous district Plains district Province

DHC CHC Al DHC CHC Al MCH- DHC CHC Al
FP
center

Contraceptive pill 70.0  80.0 77.1 77.8 84.4 82.9 100.0  73.7 825 80.5
Contraceptive pill

with progestin only 20.0 20.0 20.0 333 313 31.7 100.0 263 263 273
IUD 100.0  84.0 88.6 100.0 90.6 92.7 100.0 100.0  87.7 90.9
Condom 90.0 88.0 88.6 77.8 90.6 87.8 100.0 842  89.5 88.3
Injectables 90.0 88.0 88.6 44.4 65.6 61.0 100.0 684 754 74.0

Facility inventory

Availability of contraceptive methods is also confirmed during in-depth interviews with
health sector managers at both provincial and district levels. The majority confirm the
sufficiency of contraceptive provision in the program. Contraceptive methods are
provided through the population and health sector, and the health sector is responsible for
provision of sufficient contraceptives, particularly clinical methods such as IUD insertion,
sterilization, and injections while the population sector is responsible for non-clinical
methods such as contraceptive pills and condoms. The availability of contraceptive
methods helps reduce unexpected pregnancy and unsafe abortions.

“Regarding availability, I know contraceptive methods are always available.
Through the population channel or from our center, we provide sufficiently for all
districts. Whenever they have the demand we supply them immediately. Through
many monitoring trips we also find that they have a sufficient quantity of
contraceptive methods.” (Female, Vice Director of MCH center)

“There are two sources that supply (contraceptives): one is from the population
sector and the other is from the provincial MCH center. There is no lack of
contraceptives-- we have all - IUD, condoms, and oral pills.” (Male, Head of
Obstetric Department, Nghi Loc DHC)

“There are many types of modern contraceptives here but 80% of clients use IUDs.
The injection method is not used here. Injections are provided at the communes.
Some are plentiful, because they are provided by both population and health
sectors, including condoms and contraceptive pills available at the village level
and distributed by collaborators. They have all the types. We focus on pills and
condoms.” (Male, FP team leader, Quynh Luu district)

c. Post-abortion counseling
At health facilities: Apart from provision of contraceptives for frequent users, health
facilities also provide counseling on contraceptive methods to abortion clients. The 2005

evaluation shows that the majority of DHCs (90% mountainous and 100% plains ones)
provide post-abortion counseling. This figure is lower at the commune level, with 52%
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in the mountainous communes compared with 69% in the plains communes, partly
because this service is generally not provided at the commune level.

Health providers at the district and commune levels who are trained on the importance of
post-abortion counseling can help reduce repeat abortion cases. Most district health
providers and three-fourths of their colleagues at the commune level are trained on
counseling on abortion. This figure is higher in the mountainous than plains areas.
Health providers are re-trained with additional content for post-abortion counseling.
Nearly 90% of district health providers and 70% at the commune level received re-
training on counseling on abortion. This figure is higher among mountainous DHCs than
plains ones. There is no difference among trained health providers between mountainous
and plains communes.

Health facilities help reduce unnecessary abortions via health providers’ seizing
opportunities to provide counseling on contraceptives to clients, including those coming
for RTI/STD examinations and treatment and ANC clients.

The final assessment shows that counseling ANC clients on contraception is still weak,
with only 23% of ANC clients in the mountainous DHCs and 11% of plains DHCs
receiving counseling on FP after delivery during their visit to health facility. Counseling
on FP provided is 9% at the mountainous CHCs 13% at and plains CHCs.

Few health providers (below 7%) at both levels provide counseling to RTI clients on
condom use as not only a contraceptive but also for prevention of RTI/STDs. There are
no health providers at the district level that provide counseling on switching
contraceptive methods for RTI clients. The percentage of health providers that suggest
switching contraceptive methods is higher in the plains communes than the mountainous
ones (26% compared with 15%).

Interviews with ANC and RTI clients at district and commune health facilities show that
most clients (from 95% to 98%) are aware of contraceptive methods. This shows the
effect of the propaganda and education activities and reflects clients’ attention to and
need for contraceptive methods. A high percentage (82% to 97%) of clients know of the
primary contraceptive methods, including pills, [UDs and condoms. The percentage of
clients of different areas that know contraceptive injections is a little lower, from 40% to
70%.

At the community level: In-depth interviews and FGDs also show that Nghe An province
pays sufficient attention to abortion issues and strategies for abortion reduction. IEC
activities and counseling to reduce abortion are provided with coordination of other
sectors and branches:

“Regarding the reduction of abortion, the MCH center had a meeting and made a
plan to coordinate with the WU and the CFPC to develop a joint strategy among

the three sectors. The WU and CFPC are responsible for IEC activities; the health
sector is responsible for counseling and IEC dissemination. Counseling aims to
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prevent repetition of abortions and promote the use of modern contraceptives after
abortions. For those who never had an abortion, IEC aims to raise the awareness
of the dangers of abortion as well as reasons for abortion and how to use
contraceptive methods. We also have a plan to provide counseling for women of
reproductive age and adolescents. However it is still difficult to provide counseling
for adolescents.” (Male, age 50, Head of Planning Department of MCH Center.)

“In order to reduce the abortion rate, we enhance health education and motivation
among the local people and promote the use of modern contraceptive methods.
When a client has an unexpected pregnancy and comes for an abortion, we provide
counseling on the use of contraceptives before and after the abortion. We also
introduce 3 or 4 methods for her selection and provide her with the contraceptives
she prefers. We provide relevant counseling to avoid repetition of abortion.”
(Female, age 45, Head of Quy Hop DHC)

In general, the commune WU plays an important role in IEC activities while provision of
counseling on abortion is mainly provided by population collaborators or VHWs. At the

CHC, midwives will directly provide counseling for abortion clients at both the commune
or district health centers.

“Counseling on abortion is made with collaboration among the WU, CFPC and
health sector where the health and population sectors play an important role.
Before the abortion, the population collaborator, in coordination with the
midwife provides counseling and after the abortion, the midwife will take care
of the patient.” (Male, age 58, Head of CHC, Chau Quang, Qui Hop)

“Counseling before and after abortion is done by both population collaborators
and health providers. They come to encourage the client to use contraceptive

methods more effectively to avoid any dangers to their health.” (Female, age 45,
President of commune WU, Nhan Thanh, Yen Thanh)

Health education and counseling aimed at reducing the abortion rate have an emphasis on
the dangers of abortion to avoid multiple abortions. Therefore, not only managers and

officers but also local people, especially men have understood about the risks related to
abortion:

“We provide health education to women of reproductive ages to raise their
awareness of the harms of abortion to their health and psychological health
through a talk at the commune or in coordination with the WU. In addition, we
also talk about contraceptive methods to reduce unexpected pregnancy.”
(Male, Head of Surgery Department of Que Phong district)

“In the recent years, the number of abortion has decreased due to a wide health
education campaign for women on the risks of abortion and other abortion-related
factors that may affect their health and lives. When women are informed, the
abortion rate is reduced. Frequent provision of contraceptive services also
improves the awareness of young couples on contraceptive methods. This results in
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increased use of contraceptive methods among young couples and those of
reproductive age, leading to a reduction of abortion rate.” (Female, age 42,
standing member of WU steering committee of Nghi Loc district)

"According to me, the harm of abortion is that it may cause after-effects such as
cervical infections. It also contributes to the deterioration of health, maybe not
immediately but later on when we get older, our health status will be
damaged."(Male, age 45, living in Chau Quang, Qui Hop)

"Abortion can be very harmful- may cause death- but also abortion cause the
uterus and the womb to thin multiple abortions leads to fragility of the uterus,
which may lead to death..."  (Male, age 50, Chau Quang, Qui Hop)

FGDs with local people living in the surveyed communes show that they are not only
widely informed on the risks of abortion but also aware of the benefits of contraceptive
methods to avoid unexpected/unwanted pregnancy and abortions:

“Contraceptive methods are very beneficial, firstly to avoid abortion, ensuring
health for the mother, secondly unexpected/unwanted pregnancy will affect their
plans in raising their children and finally if the mother participates in social
activities, then she will have difficulties. If there is an unexpected pregnancy, then
the mother will face more difficulties in raising her existing child, particularly in
the rural areas.” (Male, age 42, Chau Quang, Qui Hop)

“Contraceptives firstly prevent risks to the women’s health; secondly avoid
unexpected/unwanted pregnancy.” (Male, age 30, Nghi Xa, Nghi Loc)

“To avoid abortion, we should use contraceptive methods such as IUD insertion,

condoms or oral contraceptive pills, injections. If the woman’s body is resistant to
all the methods, then sterilization is an alternative.” (A woman, age 36, Tam

Quang)

“Abortion will adversely affect the woman’s health so it is better to use
contraceptive methods to avoid unexpected/unwanted pregnancy and to avoid
abortions.” (Female, age 29, Hoi Son)
Thus, because of IEC activities by both health sector and in the community, according to
local officers’ assessments, the abortion rate has reduced. Local residents also appreciate
the support of JICA in IEC activities on abortion prevention.
3.3. Improvement of RTI detection and treatment

a. Readiness for implementation of RTI detection and treatment

In facility inventories, 66% of health facilities in the mountainous district and 83% of
those in the plains districts report that they provide diagnosis and treatment for RTIs.
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84% of health facilities report that counseling on RTIs is provided. Counseling is
provided more frequently at the district level than the commune level.

2004 commune service statistics show that, on average, 56 gynecological examinations
are provided at the CHC in the mountainous districts in a month. This number at the CHC
in the plain district is 50. The number is higher in 2005 compared with 2001 (52
compared to 32 exams in a month).

A current problem is the limitation of laboratory tests at the CHC. Wet mount and Gram
staining and urine tests are not provided at the CHC. Therefore, it is difficult to correctly
diagnose RTIs while CHC providers still examine and treat RTIs by providing
unnecessary drugs or antibiotics. Currently, lab tests to diagnose RTIs are conducted at
the DHCs.

The project’s final assessment shows that wet mount is done at all DHCs, which is a
significantly improvement in comparison with 53% in 2001. Gram staining for microbes
or fungi is performed at 60% of the DHCs in the mountainous areas and 78% of DHCs in
the plains areas, which is double compared with 2001 figures. There is a significant
improvement in lab tests at the district level.

Detecting and treatment RTIs largely depends on professional knowledge and skills of
the health providers. Interviews with 96 health providers show that about 90% of health
staff were trained on diagnosis and treatment of RTIs for both mountainous and plains
districts. The percentage of health providers trained on counseling for clients of RTIs is
higher among mountainous district health providers compared to plains ones (93%
compared with 84%).

Health providers receive training on fundamental knowledge and also attend
refresher/advanced training. Interviews with health providers show that in the last 3
years, 89% of health providers from mountainous districts have been re-trained on RTI
diagnosis and treatment, compared with 94% of the plains districts. At the CHCs, this
figure is higher among the mountainous commune (81%) compared with 77% in the
plains communes. The percentage of health providers trained on RTI counseling is rather
high, about 94% for both mountainous and plains areas. This figure is again higher
among CHCs in the mountainous commune (86%) than in the plains communes (81%).
This means that training on RTI diagnosis, treatment and counseling is given great
attention. All health providers report that basic and re-training contribute to the
improvement of their professional knowledge and skills in RTI diagnosis and treatment.

b. The quality of RTI examination and treatment
Interviews with questionnaire with health providers show that they followed the
following procedures to a client suspected to have an RTI: the majority (76 % of DHCs

interviewed health providers) requested clients to have lab test before deciding a
prescription (74% of DHCs at the mountainous districts and 79% at the plains ones).
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However, very few health providers at CHCs prescribe the test (lower than 20%),
because laboratory is not available at most of CHC. Counseling to clients on safe sexual
behaviors was done for both district and commune level at both mountainous and plains
areas (74% and 63% of health providers at DHCs in the mountainous and plains areas
respectively; 68% and 63% those at CHCs in the mountainous and plains areas). Only
55% of health providers (in which 53% of health providers at the mountainous DHCs and
58% from plains DHCs) carried out treatment after there are lab results (table 3.10).

However, questionnaire interviews also show that health providers have some limitations
on their knowledge and performance for RTI clients. Only 40% of health providers at
DHC:s (in which 47% mountainous DHCs and 32% at plains ones report that they provide
treatment for both partners/spouses. The percentage of health providers at mountainous
and plains CHCs following this is rather low (about 20%). Only 32% asked clients about
sexual relationships in the mountainous DHCs compared with 21% in the plains districts.
This figure is also low at the commune level (44% in the mountainous CHC and 39% in
the plain CHC). Encouraging RTI clients to inform their partner/spouse of disease and
health status is rarely done by health staff (21% at all DHCs; 11% at mountainous
districts and 32% at plains districts). Counseling for RTI clients about effective
contraceptive methods will help treatment. The assessment shows that 47% of health
providers at the mountainous DHCs and 37% of those in the plains DHCs reported that
this message is provided, and is even lower at the commune level (table 3.10). In
additional training for health providers, it is necessary to emphasize the following
shortcomings.

Table 3.10: Percentage of health providers who perform necessary procedures for
clients with RTI/STD risk, by type of facility

Mountainous districts Plains districts Province
DHC CHC Al DHC CHC Al MCH/ DHC CHC Al
FP
center

Examination and

diagnosis 89.5 84.0 86.4 84.2 80.6 82.0 100.0 86.8 82.1 84.4
Treatment based on

clinical diagnosis 10.5 36.0 25.0 31.6 32.3 32.0 50.0 21.1 33.9 29.2
Requesting lab test

before treatments 73.7 16.0 40.9 78.9 19.4 42.0 100.0 76.3 17.9 427
Treatment based on

the result of lab tests 52.6 0.0 22.7 57.9 6.5 26.0 100.0 553 3.6 26.0
Recommending 21.1 72.0 50.0 21.1 77.4 56.0 50.0 21.1 75.0 53.1
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Mountainous districts Plains districts Province
DHC CHC All DHC CHC Al MCH/ DHC CHC All
FP
center
places for diagnosis
Recommending
places for treatment 26.3 64.0 47.7 31.6 67.7  54.0 0.0 28.9 66.1 50.0
Asking about sexual
relationships 31.6 44.0 38.6 21.1 38.7  32.0 0.0 26.3 41.1 34.4
Counseling on
preventive sexual
behaviors 73.7 68.0 70.5 63.2 64.5 64.0 100.0 68.4 66.1 67.7
Encouraging the
client to inform
partner/spouse 10.5 16.0 13.6 31.6 16.1  22.0 0.0 21.1 16.1 17.7
Carrying out
treatment for both
partners/spouse 47.4 20.0 31.8 31.6 194 240 50.0 39.5 19.6 28.1
Asking about the
use of
contraceptives 21.1 12.0 15.9 21.1 194  20.0 0.0 21.1 16.1 17.7
Counseling on a
relevant
contraceptive
method 47.4 40.0 43.2 36.8 226  28.0 0.0 42.1 30.4 34.4
(n) 19 25 44 19 31 50 2 38 56 96

Interview with health providers

In the final assessment of the project, 97 clients visited health facilities for RTI
examination on the survey date. Researchers observed RTI service provision and
interviewed them at their exit. The following information was obtained from
observations and exit interviews with clients:

There are not many RTI clients at the DHCs, 7 clients at the mountainous districts and 8
at the plains ones. Among the 7 RTI clients visiting the mountainous DHCs, 4 did lab
tests while 3 clients coming in for lab tests among the 8 RTI clients going to the plains

DHCs. All the clients who came for testing received results and prescriptions within the
day.

In general, for all RTI clients at all levels, the most common topics discussed are the
client’s age (83%) and ob-gyn disease history (79%). About 50% of the clients received
counseling on STD history, contraceptive history and previous abortion(s). Sexual
history, including number of partners of the client, number of partners of client’s
partner/spouse; and history of RTI of client’s partner/spouse is not discussed (table 3.11).

Counseling service provision at the provincial MCH-FP center is much better than the
lower level. There is no significant difference between the mountainous and plains areas,

except that information is reported better in the mountainous than plains area, including
STD history (51% compared with 44%), menstruation (71% compared 65%); and
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explanation of the importance of treatment of STDs strictly following prescription (78%
compared with 61%) (Table 3.11).

Counseling information on RTI prevention was mentioned sufficiently for examination
and treatment cases at the MCH-FP center, except for counseling on possible FP method
switching. However, counseling service is poorly provided at the district and commune
levels. Only 40% and 59% of clients at the district and commune levels respectively
mention the most basic information of personal hygiene. Other information is rarely
mentioned. For example, only 15% of the clients at the plain commune level receive
counseling on the risks of RTI while non of them in the mountainous commune receive
this counseling; 25% and 4% of clients at the district and commune levels respectively
are informed about the risks of having multiple partners; 14% and 3% of clients at the
mountainous district and commune level respectively receive counseling on condom
usage as a way of RTI prevention. Some messages are counseled better at the plains
communes than at the mountainous ones, including topics of personal hygiene (61%
compared with 56%); the risks of RTI transmission (15% compared with 0%); possible
FP method switching when the client contracts RTIs/STD (26% compared with 15%).
Whereas, some other messages are counseled better in mountainous districts, such as
counseling on the use of condoms (24% compared with 0%); personal hygiene (57%
compared with 25%), and safe sex (43% compared with 13%). Thus, many topics are
overlooked during the counselling process, such as information on the risk of having
multiple partners and RTI transmission.

Results are similar in comparison of data between 2001 and 2005 surveys. The
information mentioned by health providers remains similar between the two surveys,
including: RTI symptoms; obstetric history; menstruation and contraceptive history. In
contrast, the following information is rarely mentioned (below 10%): the number of
client’s partners; the number of the partners of client’s partners/spouse and client’s
partner’s RTT history. In particular, neglected information in 2005 was even higher than
2001. This means that limitations revealed from the findings of the previous surveys in
2001 and 2003 have not been addressed.

Table 3.11: The percentage of observed cases of RTI/STD examination and treatment in
which health providers discuss related issues with clients, by type of facility

Mountainous districts Plains districts Province

DHC CHC Al DHC CHC Al MCH DHC CH Al
/FP C
cente

Issues discussed
History of STD symptoms 429 529 512 50.0 435 444 100.0 46.7 47.5 48.5

Ob-gyn history 714 765 756 750 82.6 81.5 100.0 733 80.0 79.4
Menstruation 1000 647 707 625 652 648 1000 80.0 65.0 68.0
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Mountainous districts

Plains districts

Province

DHC CHC Al DHC CHC Al MCH DHC CH Al
/FP C
cente
r

Multiple/single partners 0.0 0.0 0.0 125 0.0 1.9 0.0 6.7 0.0 1.0
RTI history of client’s
partner 0.0 5.9 4.9 0.0 6.5 5.6 100.0 00 63 7.2
Used contraceptive
methods 85.7 647 683 125 543 48.1 100.0 46.7 58.8 57.7
Discussion of FP with
partner/spouse 0.0 0.0 0.0 0.0 4.3 3.7 500 0.0 25 3.1
Previous abortions 286 61.8 56.1 250 413 389 100.0 26.7 50.0 47.4
Prevention of RTI/STDs
Counsel on
RTI/SDT/HIV/AIDS 0.0 0.0 0.0 0.0 152 13.0 100.0 00 8.8 9.3
Counsel on multiple
partner risk 0.0 0.0 0.0 250 43 74 500 133 25 5.2
Counsel on condom use in
against STDs 14.3 2.9 4.9 0.0 6.5 5.6 100.0 6.7 5.0 7.2
Instruct condom use 14.3 2.9 49 125 43 5.6 100.0 133 3.8 7.2
Refer client partner for
RTI/STD care 571 559 561 250 609 556 100.0 40.0 58.8 56.7
Counsel on personal
hygiene 429 235 268 125 174 167 100.0 26.7 20.0 22.7
Counsel on safe
sex/abstinence 0.0 147 122 0.0 26.1 222 0.0 0.0 21.3 17.5
Counsel on possible FP
method switching 7 34 41 8 46 54 2 15 80 97
Others 1000 692 778 625 600 60.7 1000 769 63.6 68.8
(n) 5 13 18 8 20 28 2 13 33 48

RTI/STI observation

Infection prevention: Pelvis examination is one of the procedures in gynaecological
examination, particularly for RTI clients. Strictly following infection prevention/control
standards help reduce the risk of infection. Observations of these cases indicate how
health providers’ examination procedures adhere to these principles.

In the final assessment of the project, in preparation of pelvis examination, 46% of health
providers of mountainous DHCs and 44% of those at the mountainous CHCs wash their
hands with soap. The relevant percentages are 83% and 78% at the plains DHCs and
CHC:s respectively. There are health providers who change gloves without washing their
hands before pelvis examination, particularly in the mountainous districts (36% of DHCs
and 35% of CHCs). These percentages are lower in the plains areas, with 0% among
DHCs and 13% among CHC:s. It is noticeable that all health providers who provide pelvis
examination wear sterilized gloves, with 90% and 97% of mountainous DHCs and CHCs
respectively compared with 100% and 91% among plains DHCs and CHCs, respectively.
A comparison between the two studies of 2001 and 2005 show that the percentage of
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health providers who wash their hands with soap is 60% among DHCs and 73% among
CHC:s (in 2001) compared with those of 65% and 64% respectively in 2005. Thus,
infection prevention principles are not strictly followed in pelvis examination.

Speculum examination is often performed as part of pelvis examination procedure. The
final assessment shows that speculum examination is performed for 64% of clients
examined at the DHCs and 100% at the CHCs in the mountainous districts, compared
75% and 98% respectively in the plains districts.

In particular, in the final assessment of 2005, no RTI clients were provided with condoms,
both at district or commune level, mountainous and plains areas. In the 2001 baseline
study, the number of RTI clients provided with condoms was 17% at the DHCs and 5%

at the CHC:s. Despite availability of condoms at the health facility, health providers still
do not provide condoms to RTI clients, which raise questions about awareness of
providers about prevention methods.

¢. Campaigns to support RTI examination and treatment

Apart from RTI examination and treatment at the health facilities, the health sector also
organizes campaigns of gynecological examination and treatment in the community to
reduce the prevalence of RTI in Nghe An province. Interviews with health managers at
the district and provincial levels show that much consideration has been given RTI
examination and treatment in Nghe An and this service is provided throughout the
province:

“In the recent years, to reduce the prevalence of RTI, we organized some
campaigns to provide RH care, i.e. providing medicine for gynecological diseases
and treatment for all clients, including ANC. Since 2000, there have been many
campaigns, reducing gynecological diseases, particularly among the cases of
serious diseases or infections. ‘“(Male, age 52, Chairman of CFPC of Anh Son
district)

“We often coordinate with the CFPC to organize gynecological examination
campaigns in the whole district. Services and medicine are provided free. After
detection of the disease, we asked clients to come to the health center for further
counseling, on how to promote hygiene and health and menstruation care.” (Male,
age 43, FP team leaders, Nghi Loc district)

“We also organize periodical gynecological examination and treatment. All health
providers in our center are able to provide the service. We also organize a mobile
team to provide gynecological examination and treatment services at the communes.
We also coordinate with the CFPC to provide RH care services in the remote and
difficult areas.” (Male, Head of Surgery Department, Que Phong DHC)
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Apart from organization of the examination and treatment campaigns, IECs for women
via mass media or VHW channels are also carried out, i.e. health education on hygiene,
use of clean water and visiting health facilities when exhibiting symptoms:

“At our place, there are many campaigns aimed at reducing gynecological diseases.
Firstly, health education on the use of clean water. There is not money to provide
clean water for each household, but in some communes, a public water tap is
constructed. We instructed them how to maintain hygiene in these places.”

(Male, Head of Surgery Department, Que Phong DHC)

“Knowledgeable women go to health facilities whenever there is any suspected
condition. But for some poor families, they only go to health facilities when the
disease becomes very serious. For those cases, VHWSs can provide counseling
through group discussion, private talks and encourage them to go for examination.
In general, counseling is the most important.” (Female, FP team leader Yen Thanh
district)

“There is general training on IEC at the community, VHWs also give instructions
on daily personal hygiene, in spousal intimate relationships, how to avoid
transmission between spouses, provide counseling on monogamous spousal
relationship to avoid infection transmission; those women who work under water
streams are advised to clean up carefully in the evening. The prevalence of
infection has been limited. In the last campaign, the prevalent infections were
mainly discharge and microbes and flagella , no case of candidiasis.” (Male, age
40, Head of CHC, Hoi son, Anh Son)

Apart from organization of examination and treatment and health education, more
investment on infrastructure for clean water is also planned in areas without clean water
to reduce RTI prevalence:

“There are more investments in infrastructure for clean water from mountain
creeks. Among 13 communes, only 5 communes have water pipes. The water is
considered unclean because it is not processed. We are constructing a water
Station at the water source, using rubber pipes. The district also directed 7
communes to construct the system, but not yet for remote communes.”’(Male, age 50,
Vice Head of Que Phong DHC)

However, gynecological disease control faces many difficulties, firstly because of the
people’s limited awareness of personal hygiene and sexual hygiene in spousal
relationships. Besides, water source for daily use is not clean in some communes, there is
also lack of medical instruments for gynecological examination for campaigns and the
comprehensive treatment of RTIs. Health providers and local authorities are aware of
these difficulties and have suggested some initial solutions.
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"The women in the remote areas are often more uneducated so if we provide
treatment to the wife only, but not for her husband, she may contract the infections
again.” (Male, age 40, Head of CHC, Hoi Son, Anh Son)

The people, particularly the women, have to work very hard while there is no clean
water. The women often use water from streams or wells, which is not clean
enough so they easily contract gynecological diseases. Besides, in sexual
relationships, many do not want to use condoms, leading to high risk of contracting
STDs.” (Male, Head of Surgery Department of Que Phong DHC)

"In each campaign, 200-300 people are provided with examination and treatment
in a morning, so it is hard to avoid accidental transmission of diseases from one to
another because there are only 8 sets and 8 speculums in the commune. In a recent
campaign, for example, we provided examination for 480 clients for 2 days so we
had to borrow instruments from other communes but there were not enough.
Personally, as a health provider, I didn't feel comfortable with the infection
prevention principle." (Male, age 40, Head of CHC, Hoi Son, Anh Son).

“We provided treatment for women according by giving a standard prescription.
We asked them to come back after they finished the dose. But we are not sure if
they do come back, that's why the prevalence of women with chronic diseases is
still high and it is hard to provide thorough treatment for women.* Male, age 48,
Head of Quynh Luu DHC)

Male partners’ participation is still limited.

“Not only women, but men should also be aware of these issues. It is possible that
the husband transmits the disease to his wife, so men should participate in this
activity. For the WU, when we provide health education on FP, we encourage
some men to participate in the activity. Some even provided Magie aprons for our
1IEC session. also It was successful but rare. It is very difficult to encourage male
participation. They always think that it's women's business. ” (Female, age 37, Vice
President of WU, Quy Hop District)

“It is noticeable that only women learn from women, men do not know anything, so
finally many women want to do FP but their husbands do not want to, which is an
obstacle. Particularly, husbands should be provided with counseling on the use of
contraceptives. Fungal diseases or RTIs not only effect women but also men in
winter, if they do not wash their bodies and have sex immediately after coming back
home from a drinking party, it may cause RTIs. (Male, age 57, Vice Head of Quy
Hop DHC)

There are some concerns about funds for implementation of activities:
“In general the local people support the implementation of the activities. The

difficulty, however, is the limited budget. In this mountainous area, budget for
health providers' travel is very limited. It is very difficult to travel and transport in
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the remote areas, secondly if we carry out activities at an appropriate time it will
be effective, otherwise it is impossible to do any thing if we organize activities
during cropping season, thirdly the prevalence is higher in the remote areas.”(Male,
age 52, Chairman of CFPC, Anh Son District)

In the phase II of the project, JICA also conducted a survey on the prevalence of pregnant
women contracting RTIs in 10 communes of 4 districts in Nghe An Province (in 2002).
Through this survey, the health providers' competence of RTI diagnosis at the provincial
MCH-FP center as well as of the survey districts improved. The center organized
training on skills of clinical diagnosis and tests for health providers in 19 districts in the
province. This intervention aimed to improve the quality of health providers' competence
in diagnosing and dealing with RTI clients in Nghe An.

Before this survey, health providers in Nghe An believe that the prevalence of RTI
among women was very high. Similar with other regions in Vietnam, RTIs are often
diagnosed based on health providers' clinical experience without lab tests (of fungus,
trichomonas, microbes/bacteria, etc.).Among district health providers, it is believed that
prevalence is still very high.

“The prevalence of women contracting RTIs is still rather high in Quynh Luu. This
is because the people in Quynh Luu mainly do farming work, which is very hard
and difficult to maintain proper hygiene. They are too busy earning a living so do
not have time to take care of themselves. Gynecological diseases are rather
common among women who participated in the RTI examination and treatment
campaigns.”  (Male, age 48, Head of Quynh Luu DHC)

“The percentage of infections is still rather high. According to our statistics in the
RH examination campaigns conducted every year, about 80% of women have
RTIs.” (Male, age 42, Chairman of CFPC, Tuong Duong district)

“The prevalence is still very high in the community. Nearly 90% of women at
various levels, contract STDs, such as vaginal infections and cervical infections
level I.” (Female, age 45, Head of Quy Hop District)

Health providers in Nghe An believe that the prevalence of women contracting RTIs is
high based on their clinical experience, but without lab tests. The survey on the
prevalence of pregnant women with RTIs in some districts in Nghe An are based on lab
results and show a lower rate of infection (36%).

3.5 IEC activities

IEC on health care and RH care plays a crucial role in providing information and
hopefully changing health care and health-seeking behaviours. This activity is given
much attention in the JICA project. IECs evaluation in this study includes health
providers’ participation in counselling and providing information to clients during service
provision, training for IEC officers and IEC effectiveness in raising awareness and
changing behaviours.
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a. IEC activity at the health centers

Inventory at the health facilities show that RH information is provided in all IEC
materials in the service provision system. The majority of health facilities (over 90%)
have sufficient materials on FP, prenatal care, breastfeeding, and nutrition for pregnant
women. Approximately three fourth provide IEC materials on child care, post-partum
care, STD prevention, and HIV/AIDS prevention and control. There is not a significant
difference between the mountainous and plains areas. In comparison with the 2001
baseline survey, the number of health facilities with IEC materials on breastfeeding,
childcare and nutrition for pregnant mothers and primary health care (PHC) increased in
the final assessment.

In 2005, most of the health facilities (95%) report that IEC materials are provided by the
JICA project, at both commune (95%) and district (95%) levels. These figures are higher
than that in 2001 (68%; 67% and 71%, respectively). The use of IEC materials from
other sources such as the Ministry of Health or CFPC declined during this period.

Despite the availability of IEC materials in the majority of health facilities, when asked if
there are enough materials to distribute to clients, 32% of the health facilities report that
the quantity is sufficient, 64% report that the quantity is not enough for distribution and
only 4% report have no materials for distribution. The percentages of health facilities
with IEC materials for distribution to clients is higher in 2005 compared to 2001, which
is indicated in the improvement of the IECs on MCH care (table 3.12).

Table 3.12: Percentage of health facilities with IEC materials
for distribution to clients, by year

2001 2005
‘Available, enough 26.3 32.5
available, not

enough 61.3 63.6
Not available 12.4 3.9
Total 100.0 100.0
(n) 137 77

Facility inventory
Interviews with ANC clients and gynecological examination and treatment (RTI) clients
show that the majority have read the IEC materials provided at the health facility, with no
difference between the mountainous and plains areas, and, again, the number is higher
compared to 2001 (table 3.13). Clients primarily receive information on pre-natal care
(78%). Only one-third says that they received other types of materials.

Table 3.13: Percentage of clients given IEC materials, by type of facility
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2001 2005
DHC CHC All MCH/ DHC* CHC* All

FP kk
center

Read at the health 529 436 452 429 762 743 741
facility

Bring home 1.5 7.5 6.5 0.0 13.1 18.9 17.1
Read at the facility and 00 24 20 49 107 52 74
bring home

(n) 68 335 403 7 84 249 340

Client interviews,; *(P<0.05); ** (P< 0.001)

Observation of service provision shows that health providers actively participate in health
education and counselling on MCH care. This finding is analyzed in sections 1, 3 and 4
under assessment of the quality of provided services.

b. IEC activities in the community

IEC activities target clients at health care facilities and also in the community. Interviews
in the qualitative study show that IEC activities supported by JICA were successfully
carried out with coordination and participation of many different branches and sectors,
particularly the CFPC, the WU and the health sector. IEC activities are quite diversified,
combining many different communication channels. IEC is disseminated directly by WU
members, P/FP collaborators, and VHWs in the form of exchange meetings, resident
clusters meetings, and distribution of materials, leaflets, and newspapers. Information
dissemination is also conducted via mass media such as loudspeakers, posters, video
tapes, plays and more comprehensive IEC campaigns:

“Everyone in Nghe An province knows about the IEC activities for health care.

The reason is that the project steering committee at the communes includes the WU,
population officers, and local authorities, so many workshops on health care, ANC
and post-partum care, reduction of abortions were organized. Therefore, the IEC
activities have improved and became ingrained in the minds of women and the WU
local officers.” (Male, aged 50, Head of Planning Department of provincial MCH
center)

“The WU organized contests at the village level,; once or twice a year during the
IEC campaigns on RH care, the second selection round is at commune level, then
at the district level. This is a very interesting approach because people like to
directly see the images. Previously we disseminated information by giving lectures
in the meeting hall; they listened attentively but then forgot easily. Now they can
see what the uterus looks like, where the fetus lies and how it grows, which is much
more interesting.” (Male, aged 45, FP team leader, Quynh Luu district)
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“Currently, IEC activities have been made theatrical, by organizing contests,
forums, using Magie aprons, we introduced members of the club, inviting midwives
to come to give a talk. We transform RH knowledge into poem and, folk songs so
that everyone can memorize the knowledge more easily. ”’(Female, aged 50, Vice
President of WU of Anh Son district)

Forms of activities are very diversified and relevant to the local context, even in more
difficult areas without electricity:

“They provided each commune a set of loudspeakers to organize talks to
disseminate on FP. However, for some communes in the remote areas such as Lien
Hop, Nam Son, Bac Son, where electricity is not provided yet, they come to talk. If
there are all mountainous people in the communes, then I come to provide
counseling in their own language so that they can understand.” (Female, Head of
Obstetric Department of Quy Hop DHC)

FGDs and in-depth interviews show that JICA provides IEC materials mainly through
WU channels. Bookshelves, with 43 different titles are provided by JICA in most project
villages, including material on care for pregnant mothers, adolescent reproductive health,
FP, etc. for borrowing. In the ethnic monitory regions, the materials are translated into
the local language.

“JICA provided materials to all WU branches. For the first time, all WU branches
have a bookshelf. I provided books to all branches, except for the propaganda
posters, which were only provided to each village. It is very convenient.”’(Female,
aged 50, Vice President of WU, Anh Son district)

“Members can borrow books, in rotation, in this way, counseling is provided to
everyone. In addition, we (WU) have public dissemination, integrated in the
meetings." (Female, aged 49, President of WU, Nghi Xa commune, Nghi Loc)

"There is a bookshelf at the CHC, I still have two books. Whenever I go for health
examinations, I borrow one book to read, and share it with other women. When we
finish, we can borrow another book. I think it's good to maintain this activity in
Nhan Thanh.”(Male, aged 33, Nhan Thanh, Yen Thanh).

“Materials provided by JICA are sufficient, with good illustrations, helping deepen
understanding after reading. We also read the materials then interpret them in the
local language for dissemination to ensure readers can understand correctly the
messages of effective contraceptive methods.” (Female, aged 41, member of WU
steering committee, Que Phong district)

In order to successfully implement RH care IEC activities, the project organizes training
for IEC officers, and includes supplies of sufficient IEC equipment:

“We are also happy that JICA provided us with IEC equipment, including
loudspeakers. We also have a set of loudspeakers in the commune, but we have to
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bring it to the commune, then they often borrow them for their dissemination on RH,
sometimes with our video tapes. 1 feel happy that all communes have loudspeakers,
even the population sector has their own. We have enough I[EC
equipment.”(Female, aged 50, Vice President of WU Anh Son District)

“I think JICA supported a lot in terms of infrastructure, materials, knowledge, IECs,
such as loudspeakers, radio, and IEC equipment from the district to the commune
level. JICA provided loudspeakers for the district and amplifiers for 34 communes
for dissemination.” (Female, aged 42, member of WU steering committee, Nghi
Loc district)

“Regarding IEC equipment, we are provided with loudspeakers and bring them
with us wherever we go for dissemination. At the end of 2004, we were provided
with an amplifier, so we have enough equipment for IEC activities, even in the
remote communes, we organize ourselves to bring the equipment there for IEC
activities.” (Female, aged 37, Vice President of WU, Quy Hop district)

c. Evaluation of effectiveness of IEC activities

Figures show that IEC activities are effective and practical for the local people.
Respondents say that IECs are directly beneficial to the local people in raising their
awareness of the importance of MCH care and hopefully lead to behaviour change.
People are more aware that they should go to health facilities for health care,
gynaecological examinations, ANC, tetanus vaccinations and to deliver at local health
facilities:

“Due to IEC, the people's awareness has improved somewhat, more FP is done
because there are less deliveries at home and more deliveries at the health facilities,
except for the case of very difficult travel or if women live too far away from a
health facility. In general, IEC is effective for the local people.” (Male, aged 43,
FP team leader, Anh Son district)

“In general, IEC activities were extensively implemented... [like] encouraging
women to go to health facilities for gynaecological examination. Previously, they
did not go for examinations but now they voluntarily go for gynecological
examinations. RH care, particularly in gynecological diseases, are given more
attention and the women have started using medicine for genital washing. Female
staff at the CHC even boils water to give women instructions on how to wash so
that they can practice at home.” (Female, aged 50, President of WU, Yen Thanh
district)

"Thanks to IEC activities and dissemination, and information provision through
mass media, nowadays most pregnant women go to health facilities for ANC. This

is not only beneficial to them but also to society. Once your fetus is healthy, you
can give birth to a healthy child."(Male, aged 35, Chau quang, Qui Hop)
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In general, local residents believe that IEC content is relevant and commensurate to their
educational and understanding level. They believe that information on MCH care and
adolescents RH care are easy to understand and helpful for improvement of fundamental
knowledge for behaviour change. IEC materials are also relevant for both women and
men, and in urban as well as rural areas. Moreover, more attractive forms of
dissemination, such as theatrical performances of small plays, resonate with local people,
attracting the participation of many

"According to me, the content of the books are very useful for spouses and for
adolescents, with the information that you may not know or are still worried about
and you can learn from the experiences and lessons given in the books. The
content is relevant and easy to understand.” (Male, 31, Nghi xa, Nghi Loc)

"We found the materials provided by JICA quite understandable, we understand
clearly the risks of abortion, its consequences, and the concerns of having many
children in a short time." (Female, aged 40, Hung Thong, Hung Nguyen)

"Some women did not go to school due to difficult family situations, so they cannot
read. Books and leaflets with illustrations are helpful for them to understand what
food is good for health. "(Female, aged 32, Hoi son, Anh Son)

"Information in the leaflet is understandable even for people with the lowest
educational level. According to me, it is very easily to understand. Some with low
educational level can understand the content because of illustrated images in the
books. I think the materials are relevant within the local context.” (Male, aged 43,
Tam Quang, Tuong Duong)

In particular, some IEC activities were aimed at attracting males and other family
members' participation in RH care activities:

“We participated in WU contests. In IEC activities campaigns, we encouraged 48
men participating in the contest from the commune to district level. Previously we
had one-way communication, i.e. one-way transmission of knowledge without
discussion and particularly visual aids and tools to attract the local people. It is
relevant with the local people's educational level.”(Female, aged 50, Vice president
of WU, Anh Son district)

"Many forms, movements and community participation in IECs in the form of plays

were done to attract male participation. We staged small plays and invited them to
participate."  (Female, aged 40, Hung Thong, Hung Nguyen)

d. Difficulties encountered with IEC activities:

Despite certain successes, IEC activities alsoo faced difficulties. The primary difficulty
is local residents’ low educational level and ingrained traditional beliefs, which is hard to
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change. Many still believe they need to sons to continue the family line. This detracts
from IEC activities on family planning.

"Educational levels are different among the local people. For example, two-thirds
of the people in Nghi Xa are Christiann and their attitudes are hard to overcome.

1t is very difficult to encourage them to have abortions. They cannot do that
because they are afraid of sin. Secondly, they typically want to have many children.
The percentage of IUD insertion iss very high, but after several years they have it
removed, leading to unexpected/unwanted pregnancy. They do not have it removed
at our CHC, but went to other CHCs nearby." (Female, aged 52,YT village, Nghi
xa, Nghi Loc).

"There are still cases of woman having three children. Firstly, because some
women livee in remote areas, they go to the field to farm most of the day, so their
awareness of having single sex children is still limited, so they are encouraged to
have a third child. "(Female, aged 43, Chau Quang, Qui Hop)

"According to the local custom here, if they don't have a son, they will continue to
have more children, ignoring others' advice and they do what they want. We can't
imprison them. Some women keep having babies until there is a son.” (Male, aged
27, Hanh Dich, Que Phong)

In the mountainous districts, despite JICA's provision of sufficient IEC equipment and
materials, impact of the activities is minimal due to low educational levels. Very few
people are literate in the Kinh majority language (Vietnamese), so these materials are
often impractical:

“Many materials and equipment are provided. But the difficulty is due to limited
educational level and knowledge. Materials are distributed at home, but they are
often neglected...Some can read and write but others cannot, they only see the
images so they don't understand everything. Take Kh’Mu and H'Mong as examples,
the people don't know any Vietnamese or Thai words so translation is another
difficulty. Because the majority of women are dependent on their husbands, women
who come for examination are often accompanied by their husbands for translation,
otherwise, they do not understand.” (Female, aged 50, Head of Obstetric
Department of Tuong Duong district)

“Since the implementation of the project, we are provided with many materials,
leaflets and IECs on RH care workshops organized by JICA. In fact, the content is
quite satisfactory and detailed, but only understandable for those who can read. In
my communes, women get married early... they can't read. "(Female, aged 36, FP
vice team leader, Que Phong district)

"Because the educational level of women is very low and the region is so big,
whenever health providers come from the higher level, the main activity is still

dissemination but illiterate women do not understand. Therefore, it is necessary to
organize training on RH and child feeding, once or twice a year. It is better to
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explain to them at the training course, and then they have better understanding and
avoid having a third child."(Female, aged 32, Hoi son, Anh Son)

On the other hand, due to mountainous and remote areas customs, residents often leave
home early for farming work far away from their homes. It is difficult for information
dissemination to make substantial impact. Electricity is not available in many areas so
forms of dissemination via mass media such as television or radio are unavailable.

“The limitation in the mountainous and remote areas is that they can’t come here.
We can’t go everywhere. Only in the commune meetings can we disseminate to the
chairperson or vice chairperson of the commune WU but not all the commune WU
members can go to the villages for dissemination. In the remote areas, there are
VHW networks, but the educational level is low and due to the long distances,
women'’s healths as well as awareness are limited.” (Female, President of WU of
Tam Quang, Tuong Duong)

“Broadcast through radio is to the central region only. Television does not cover
the remote areas, which is one difficulty for information dissemination. Electricity
is not available so they can’t obtain information via television.” (Female, aged 41,
member of steering committee of WU of Que Phong district)

“There are disadvantages that limit women’s accessibility [to information]. When
they work in the field they can’t join the meetings we organize for IEC
dissemination. When they finish farming work and come back home, then we have
already finished the dissemination. Materials are fine.” (Female, aged 37, Vice
President of WU of Quy Hop district)

Moreover, men may receive information but it doesn’t necessarily lead to behaviour
changes and specific action. So far, men who participate in dissemination activities have
responded enthusiastically but it is harder to gauge if participation leads to behaviour
change

"Only the wives come for condom distribution, while their husbands are too
embarrassed. Women always concede [to their husbands]. Not many men in this
commune use contraceptive methods.” (Female, aged 25, Hanh Dich, Que Phong)

"When we come to do motivation in the families with single sex children, we are
more afraid of the husband’s presence, particularly the hot-tempered ones. We
cannot talk to them. Farmers are argumentative so population collaborators are
often hesitant in these cases. In general, the husband always makes decisions and
is always more important.” (Female aged 30, Nhan Thanh, Yen Thanh)

"Many women are dependent on their husbands, particularly those with single sex
children. They want to stop [having children] but their husbands do not. It is

necessary to motivate both of them and the population committee should have a
specific plan." (Female, aged 30, Tam Quang, Tuong Duong)
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Finally, some CHCs report that lack of [EC equipment such as diapositive film projectors;
adversely affect the information disseminated to the people:

“I found that in the district workshops or workshops organized by experts at the
provincial level a set of projectors were used to demonstrate very good films, such
as the cartoon film “The Birth of Tomy”, or “Linh’s story”. When invited to these
workshops the commune leaders, WU representatives and others enjoyed the films
very much. We watched the films several times but still found them very interesting
and would like to bring them to the communes but we don’t have the projector or
the videotapes. Many communes proposed it but we were sorry that we could not
provide them because we do not have the equipment.” (Female, aged 38, President
of WU of Hung Nguyen)

“Request for loudspeakers or radios and video players for direct IEC
dissemination have been proposed but we haven’t been provided with them until

phase II. In general, we cannot conduct dissemination activities through radio.”
(Male, Head of Que Phong DHC)

e. Recommendations for quality improvement

Interviewed health providers recommend that training for capacity building for IEC
officers is very important to success of IEC activities:

“The first is the content; secondly the IEC officers should be trained to have good
communication skills to attract audiences. With the same content, if we don’t have
good communication skills, people get bored... So it’s necessary to train
communication skills for IEC officers.” (Male, aged 45, FP team leader, Quynh
Luu district)

For the mountainous districts, IEC dissemination in minority ethnic languages is a great
need, particularly in the places where Vietnamese is not the main language:

“There should be IEC dissemination in all the languages/dialects of all ethnic
minorities, such as in Kh’Mu or H’Mong language for the Kh’Mu and H Mong
people. Kinh language can be used for the Thai because most of them can speak
Kinh. Moreover, dissemination should also be broadcasted in the languages of the
ethnic minorities; otherwise, they can’t understand it.” (Female, aged 50, Head of
Obstetric Department of Tuong Duong DHC)

Dissemination meetings should be organized around residents’ working schedules and
other constraints for more effectiveness:

“Counselling is provided in a talk, so it is more effective to organize meetings in
the evening than during the daytime. For some communes, dissemination is
organized during the daytime so only women of 15-49 years old of reproductive age
could come. Youth and husbands cannot. If it is organized in the evening there
will be more participants and more people will understand, including both males
and females, both youth and the elderly.” (Female, Head of Obstetric Department,
Quy Hop DHC)
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It is also recommended that IEC materials be distributed to everyone, especially in the
mountainous areas:

"Books on FP, for example, are not available in remote areas. In the two
bordering villages of Tam Quang district, books on feeding and teaching children
are available in villages only where there is a WU board. Leaflets on FP are
available in the nearby communes, not in remote ones however."(Male, aged 46,
Tam Quang, Tuong Duong)

3.6. HMIS Quality

One of the project activities is to improve the Health Management Information System
(HMIS), ensuring recording and reporting in a systematic and scientific way to assist
management, supervision and monitoring of MCH activities in Nghe An Province. Based
on the HMIS software provided by the MOH, Nghe An supplemented with specific
information tailored to provincial context. To carry out this activity, the project
organizes training on HMIS softwares for provincial and district officers and provides
computers to provincial and district levels for data entry and processing. These are
general health data reporting software, MCH/FP reporting software; and hospital based
HMIS software. At the commune level, midwives are trained on how to fill the forms and
send them to DHCs. CHCs send monthly reports to DHCs for entering in the district
computers then consolidating into a report to submit to the provincial level.

After more than one year of implementation, the quality of HMIS has partially improved.
The result of the final assessment show that the majority of health facilities have some
staff trained on HMIS and most of them are placed in charge of this task after the training.
However, in some plains CHCs, there are no trained staffs and in some DHCs the trained
staff does not take over the task.

In general, HMIS operates well at the district level. FGDs and in-depth interviews show
that since the application of HMIS for reporting, statistic and reporting tasks has
undergone substantial changes. The software assists the district in preparing better, faster,
more precise and more scientific reports:

“We found consistent information on MCH and FP activities obtained from the
same report forms at both district and commune level. The communes send
monthly reports to the district, the district then reports to the provincial level, who
then continues to report to the heath department and the people’s committee with
the consistent format.” (Female, Vice Director of provincial MCH center)

“Previously we had to prepare reports manually, which took a lot of time and was
very difficult. Since we’ve been provided with HMIS software everything is faster.
Information feedback from CHCs is also much faster than before. It used to take
longer time to prepare a report. When we submit our reports to the provincial
MCH-FP center, they find out immediately what is good, what needs development,
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for immediate feedback.” (Female, aged 36, FP vice team leaders, Que Phong
district)

“This system is very helpful for me, particularly for information management. For
example, previously, we had to prepare reports manually, which was not effective
or precise. Secondly, the reporting system is available in the computer and is
always ready whenever we need it. Previously, we filed a hard copy, and the Head
took it away for a meeting and did not return, then we lose it. Now, we must ensure
the precision of the data before entering it in the computer, while before we just did
it manually without double-checking.” (Female, aged 45, FP team leader, Hung
Nguyen district)

“Feedback to communes is given only when the communes finish their data
collection. District officers can recognize mistakes and give feedback for
adjustment when the information is incorrect. Previously health data was a major
problem for health facilities.” (Male, aged 45, FP team leader, Quynh Luu)

The survey shows that HMIS is very useful for management and direction, and
supervision and monitoring of activities at the provincial and district levels. Based on the
information system, officers can determine strengths and weaknesses, analyze, compare
to work out solutions for problems so that feedback from district to commune level is
more timely, practical and relevant:

“The system that is very useful for us is management. For example, while checking
data of neonatal mortality, maternal and newborn death, if we find high prevalence
of neonatal mortality or high prevalence of abortions, we immediately make plans
to investigate the reasons whether it is due to the low quality of ANC or the lack of
ANC visits of pregnant mothers or due to the problem of data collection. Secondly,
we can ascertain the number of ANC visits and post-partum visits for appropriate
management and direction.”  (Male, aged 50, Head of provincial MCH center)

“It is very good to have HMIS. Firstly, it saves time, the computer consolidates the
data for us, secondly it helps analyse the data and makes comparison between
different points of time. For example, it provides the information on the time when
gynaecological diseases are more prevalent, whether it is affected by seasonal
factors. I think the system is very valuable. Professional officers can find
immediate solutions, which point of time in the year the highest frequency of
pregnancies occur to focus more on contraceptive methods at that time.”

(Male, aged 45, FP team leader, Quynh Luu district)

“Yes, it is very useful. For example, we can give feedback immediately to a
commune where there is a high or low prevalence of a certain issue. It is also
easier to process data and compare data among communes.” (Female, HMIS
manager, Nghi Loc district)

“This HMIS is of great help. We know how the communes are performing, how the
situation at the commune is, including the FP situation, how many families having
a third child in the commune or other MCH indicators.” (Male, aged 43, FP team
leader, Anh Son)
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Officers at the district level also report that with HMIS, the coordination between the
province and district levels are more effective in regards MCH tasks. Facility inventories
show that after consolidation of the commune reports, most districts send consolidated
reports to the province and receive feedback from the provincial level. Feedback on
technical issues from the provincial level is reported by 44% of the DHCs and other
issues are reported by 77%. However, qualitative research shows that the main content of
the feedback from the district to commune level are mainly related with data imperfection
rather than technical support:

"As a matter of fact, we received direct feedback from the province right after we
submitted our reports or when we go for training or meetings, we received very
little feedback. Feedback from the province to district is less than from the district
to commune level. There is a closer communication between the district and
commune level." (Female, aged 38, Vice head of Anh Son DHC)

“They give feedback only when there is a discrepancy in data input by the
commune. They don’t have any other feedback to the whole report.” (Male, aged
44, Head of Obstetric Department, Nghi Loc DHC)

“There is very little feedback from the higher level to the lower level. Feedback is
mainly to HMIS officers, if there is any incorrect data, then the province will give
feedback immediately.” (Male, aged 37, CFPC, Yen Thanh district)

“An example is the problem of data collection. If there is a discrepancy between
the MCH program (reported 15 for example) while the other program (that
reported 14), then they would request us to double check. We had to deal with the
problem and respond.” (Female, aged 45, FP team leader, Hung Nguyen district)

At the commune level, facility inventories show that reporting formats are sufficiently
recorded (at 77% of communes). All communes report sending regular reports to the
higher level, and 88% receive feedback. This figure is higher among the plains
respondents than the mountainous ones. Among the communes receiving feedback, 60%
report feedback relating to technical issues, the remaining report other issues. This figure
is also higher among health facilities in the plains areas than those in the mountainous
areas.

Disadvantages

Difficulties in recording and report preparation are reported by about 80% of DHCs and
40% of CHCs. The biggest disadvantage of DHCs ( 87%) for both mountainous and
plain areas is that data submitted from the lower level can be incorrect. At the commune
level, 38 Y% also report that data recording is very difficult because they have to collect
data from different sources and data is uncorrected . CHCs in plain area find more
difficult than that in mountainous area.

In-depth interviews with district officers also show that most of the reports submitted by
the communes have problems with data that need adjustments and correction. Data
collected from the commune level (not only mountainous but also plains communes) are
perceived to be unreliable and affect the quality of information of the whole province.
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“There is a huge disadvantage in the management information system at the
provincial level because they receive different data from different sources. In
general, data discrepancy is unavoidable. Data collection by midwives is different
between the mountainous and plains areas, sometimes, data is missing. As a result,
the quality of information management is not very good.” (Male, aged 50, Head of
Planning Department of the provincial MCH Center)

One of the mentioned difficulties is the limited competency of commune health providers
despite training-- they are not proficient in data recording. Although filling out forms are
very complicated, recording them is considered more difficult for commune officers.
District officers say that they have problems with adjusting data submitted by communes
at most every month:

“The district is responsible for consolidating data submitted by the communes.
Due to the limited competencies of midwives, they make many mistakes in data
recording. We had to send back their reports to adjust the data because if the data
is not relevant, the computer does not accept the entry. It takes a lot of time to
check the report and data.” (Male, aged 43, FP team leader, Anh Son District)

“It is true that reporting is a headache. Several training sessions have been
organized for the commune and district levels. We explain every item in the report
but they still make mistakes. For example, the total number of ANC visits should be
larger than the number of deliveries because some women come for 2 or 3 ANC
visits. But they still make this simple mistake. The computer will reject the entry of
this data so before we input the data, we have to check if the data is relevant, then
inform the midwife of her mistake and discuss our adjustments. For some
communes, this simple mistake is repeated every month.” (Female, aged 45, FP
team leader, Hung Nguyen district)

“Reports submitted by the communes are often imprecise. For example, there were
5 home-based deliveries and 10 cases at the health center, but there is not a total
number of deliveries in the report. This mistake is because the RH part is prepared
by the primary level midwives.” (Female, Head of obstetric department of Tuong
Duong DHC)

“At the commune level, reports from some communes in the plain regions are very
good, but from some mountainous communes they are very poor.” (Female, aged
44, Health statistician, Que Phong district)

District officers also say that commune officers trained on recording do not take over
reporting duties due to career change or being sent for other training. Replacements did
not attend training. On the other hand, commune officers are unaware of the importance
of the data recording, which affects the quality of information reported to the higher

"For some communes, it is due to the weak professional competency of midwives.
For some other communes, the trained staff has stopped working or been sent away
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for further training so their successors don’t do it well. For some communes, they
Jjust wanted to finish the job, so they did not pay much attention to the data.”
(Male, aged 43, FP team leader, Anh Son district)

“The emerging disadvantage is limited awareness of the reporters. They do not
invest much of their time and energy and do not pay due attention to the quality of
statistical work. They are unaware of its importance.” (Male, aged 37, CFPC of
Yen Thanh district)

Apart from insufficient computers, impractical arrangement of computers at the DHC
also affect health information management tasks:

“We have a disadvantage that the MCH data reporting team has only one computer
provided by JICA. Of course, when we use the computer for data recording, the
health center has difficulties because I am responsible for both technical work and
health information management. The computer is now located in the management
room, so we cannot arrange our own time to use it. When we want to use the
computer, it is occupied by the management staff and when they release it we are
busy again.” (Female, aged 36, FP vice team leader, Que Phong district)

“In fact, the MCH program provided us with a computer for data recording only. If
it is used for the reporting team only, all the members could learn and update the
information, so when one of us is absent the other can cover without difficulties.

But due to the lack of computers here, and it is located in this room, shared for
other purposes. Even myself, after the training, I do not have many opportunities to
practice, so it is a disadvantage. Reports are made every 3 months, so I cannot
remember everything, I have to open my notebook again whenever I prepare
reports.” (Female, aged 45, FP team member, Hung Nguyen district)

Some district officers also say that while managing this task, they still lack information
knowledge and are in proficient in dealing with the reports, leading to difficulties in
operating this system:

“The first difficulty is my competency [in regards to HMIS]. It is not very difficult
to follow all the steps of the software, but the matter is that I am away all the time. [
don’t have enough time to practice with the computer, so my computer skills are
very limited.” (Female, aged 45, FP team leader, Hung Nguyen district)

“There are many procedures with the computer. We are not trained at all on
computer skills, we learn by ourselves.” (Female, aged 36, FP vice team leader,
Que Phong district)

“The difficulty at the district level is that this is the first time information
technology has been applied in the health sector. They are trained in office skills
but the disadvantages are for the older age staff and their inattention to the new

skills, lack of computer skills.” (Male, aged 37, CFPC, Yen Thanh district)

“I did not quite understand the content of FP report processing in the training. |
studied medicine, but I have been working for the CFPC since graduation, so I am

65

—452—



not confident with my trained reporting skills. ”(Female, HMIS officer, Quy Hop
DHC)

To overcome difficulties in operating HMIS, some recommend more training for officers
in charge and stabilizing staff. Computers should not only be provided at district level,
but also to the commune level, although this will pose challenges for commune officers
to use the computers effectively:

“The first solution is to intensify training for officers in charge to increase
understanding. Secondly, the management level should ensure staff stabilization
and minimize changes in personnel. There should be adequate compensation for
the officers.” (Male, aged 50, Head of Planning Department of provincial MCH
center)

“It is obvious that in order to maintain consistent data from the commune to
district and provincial level, training is necessary. Commune officers should also
be trained on information skills. The district officers work with computers while
commune officers do not, This is a problem. It would be difficult to integrate the
commune level to the computer network in the future.” (Male, aged 37, CFPC, Yen
Thanh district)

“I would like to recommend training and supply of computers and the information
system for health facilities of 12 communes, a district town and two polyclinic
centers.” (Female, aged 44, District health statistician)

“I think JICA provided computers for the districts for data management, but it is
better if the CHCs are also provided with computers. I know that it is difficult, but
it would be much more convenient. The link from district to province is fine now,
except for that between districts and communes.” (Male, aged 44, Head of Obstetric
Department, Nghi Loc DHC)

Consistency in forms for information collection, particularly at the commune level, will
help keep recorded information short and simple:

“I think that it is better if the MOH and RH Department agree on the same form for
all levels. I know that Vietnamese information and statistics are very poor and
unreliable. It is most reliable to ask midwives about RH information. But
according to the Head of that CHC, the information is updated on the 20" monthly
as requested by local authorities, while it is recorded on the 30" monthly by the RH
program. This causes discrepancies so it is difficult to keep consistent reports.”
(Female, Vice Director of Provincial MCH center)

HMIS-related tasks require more regular training on data management and recording for
the commune level because they are the primary collection units for the HMIS.
Refresher training for replacements in the case of staff change is also recommended.
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Chapter 4

Relevance, effectiveness, efficiency and sustainability of the project

The objective of the RH project supported by JICA in Nghe An province is to improve
RH care for women through the provision of essential equipment for district and
commune health facilities; through training to improve the professional competency of
health providers, particularly midwives at the commune level; and through training
activities and provision of IEC materials to the WU, and to encourage the participation
and coordination of all sectors, organizations and associations in RH activities.

In chapter 3, the results of the final assessment of the project have been analyzed
according to six main project outputs. The project achievements can be evaluated in an
additional manner, which is often applied by JICA, i.e. the assessment of results of the
project based on four aspects: relevance, effectiveness, efficiency and sustainability of
the project. In chapter 4, these four aspects will be analyzed based on the results from the
qualitative and quantitative project assessment.

4.1. Relevance of the RH program in Nghe An

According to JICA’s “Instructions on supervision and monitoring” (1996), the relevance
of the project is evaluated based on indicators of whether the project correctly identified
the appropriate requirements of the country and whether the project was designed closely
in alignment with the overall national program/master plan.

The Nghe An RH Project, supported by the Japan International Co-operation Agency
(JICA) focuses on improvement of RH of women in the province. This project is one
among very few RH projects supported by international donors, and targets rural areas
and focuses on women’s health at all levels with an orientation to community health
promotion. The improvement of women’s RH is a high priority of the Ministry of Health
(MOH) of Vietnam in recent years. At the macro-level, the project’s objectives
correspond with those of the National Strategy on Reproductive Health in general, as well
as with those of Nghe An RH Program specifically. Following are some relevant
objectives of the National Strategy on Reproductive Health (NSRH):

Objective 2: To sustain the fertility reduction trend, to ensure the rights of
women and couples to have children and select contraceptive methods of good
quality; to reduce unwanted pregnancies and abortion related complications.

Objective 3: 7o improve the health status of women and mothers, to obtain a
further reduction in maternal mortality and morbidity, peri-natal deaths and

infant mortality between different regions and target groups, with special
attention to disadvantaged areas and to beneficiaries of government policies.
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Objective 6: To improve the RH status, including sexual health, of adolescent
through education, counseling and provision of RH services suited to different
age groups.

Objective 7: To improve the knowledge of men and women about sexual relations
and sexuality to fully exercise their rights and responsibilities towards
reproduction, to promote safe and responsible sexual relations on the basis of
equality and mutual respect to improve RH and quality of life.

At the micro-level, program relevance is reflected in many ways. Establishment of the
project steering committees at all levels (province, district and commune) with
representatives from the local authorities, health sector, CFPC and WU is totally
appropriate in implementing a health project in rural areas. It promoted strength of
collaboration among several local institutions and organizations where most local
members of the project steering committee (PSC) are at the same time leaders of these
institutions and organizations. In-depth interviews also provide insight to different project
activities (such as training of midwives, provision of medical equipment to health
facilities as well as training and distribution of IEC materials through the local Women’s
Union network). All of these activities are appropriate, with urgent need for improvement
of women’s RH status and health providers’ technical competency and capacity of other
organizations in providing RH care to women at all levels, especially the grass-roots level.
Program relevance overlaps with program effectiveness and efficiency in this assessment
as discussed below.

4.2. The efficiency of RH programs in Nghe An

Program efficiency not only reflects the productivity of program inputs in terms of
quantity but also in quality of services the program may offer to clients. Regarding the
quantitative dimension of the program, efficiency can be assessed through the readiness
of a health facility to provide services. Attention towards quality of maternal and RH care
is evident through investments to ensure the readiness of health facilities to provide
services. Important supporting components mentioned include the infrastructure of
facilities, providers’ technical competence, the availability of IEC materials and activities,
logistics, recording system and regular monitoring and supervision of the facility
activities at the higher level.

In general, readiness (also called package approach) is seen at the surveyed
health facilities in terms of infrastructure, equipment, human resources and logistics to

provide various RH services for clients, particularly antenatal, intra-partum, and post-
partum care.
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The readiness/package approach significantly improved in comparison with the 2001
baseline survey. Results from both studies show that JICA’s financial support plays an
important role in enhancement of the health status of the community, and is also evident
in the long-term impact of the program funded by JICA in RH care and FP:

e In general, the infrastructure meets the requirement of tasks, particularly RH care for
mothers. Infrastructure has been upgraded to satisfy basic conditions for
improvement of RH care services at the commune level. Clean toilets were built,
electricity and working telephone lines are now established. Separate delivery rooms
are available at about 86% of CHCs. Despite a higher figure compared to the
baseline survey in 2001, the percentage of health facilities that have separate rooms
for ANC services, FP room, and gynaecological examination is still rather low.

e In comparison with the baseline study, the percentage of CHCs that have a separate
room for counseling and with adequate privacy increased (from 44% and 24% in the
baseline survey in 2001 to 51% and 46% in the final assessment). Sufficient types of
IEC materials are available at the counseling space.

e Essential equipment is sufficient, provided by different sources, in which JICA is the
largest contributor, particularly at the commune level. Most of the equipment and
facilities provided by JICA are still in good condition and usable. However, at the
time of the final assessment study, equipment and facilities at some CHCs are still not
of good quality, for example, stethoscopes at the CHCs (46%), blood pressure
measuring devices (47%), goose lamps (30%) and vaccumn aspirators (21%) fall
below standard. At some facilities, certain equipment are irrelevant with the services
provided, such as abortion kits at CHCs (CHCs are not allowed to provide abortion
services), or steam sterilizers are not usable due to the requirement of high power
capacity, or speculums are too big. All the delivery rooms are well equipped with
amenities purchased with financial support from JICA.

e Qualitative results show that health providers believe that the strength of the project
lies in the supply of equipment for health facilities, which is based on specific
demands. Before establishing a list of demanded equipment, the project organized a
survey to determine local level needs. Therefore, the project is evaluated to be
efficient.

e The majority of health providers are trained and receive refresher training (through
the government’s programs as well as other projects). Training topics include RH,
particularly RH care for women and counseling for reduction of abortion. In the final
assessment, 92% and 84% respectively of district and commune health providers
report that they attended refresher training in the past three years, in comparison with
71% and 65% in 2001. Most health providers are trained on ANC skills and
treatment of pregnancy-related complications and apply their skills in their daily work.
Survey findings show that project trainings are effective and of good quality, meeting
local level requirements.

70

—456—



Most health facilities have IEC materials on FP, antenatal care, breastfeeding, and
childcare. The percentage of health facilities that report receiving IEC materials from
JICA in 2005 is much higher than that in 2001 (95% at the district level and 95% at
the commune level compared with 71% and 67%, respectively). The percentage of
health facilities that have sufficient materials to distribute to clients is also higher than
2001 findings (47% compared with 24%). JICA IEC materials are also distributed
through the WU network. A bookshelf provided by JICA is located at each commune
for women to read and exchange books with each other.

The logistical system providing clean delivery kits and iron tablets for pregnant
women improved since 2001 (these facilities are not included in the framework of the
JICA project). 49% of CHCs have clean delivery kits and 65% have iron tablets for
pregnant women. These figures are higher than those in 2001.

Provision of contraceptives is carried out by the government health and population
sectors. Due to effective coordination of these two networks, contraceptives such as
IUDs, oral pills, condoms and injections are available at all health facilities. The
availability of these contraceptives provides more choices for clients to avoid
unexpected /unwanted pregnancy.

The recording book system on MCH/FP data is sufficient. Most health facilities have
officers trained on HMIS, and in particular, commune officers are trained on
recording data onto forms to submit to the district level. District officers are trained
on the software to input and process the data for consolidation and report to the
provincial MCH-FP Center. Filling in forms at the commune level is done properly
and correctly in 77% of CHCs. The HMIS system operates well at the district level.
However, 89% of health facilities at the district level and 40% of CHCs report
difficulties in recording and archiving data. The main difficulty at the district levels
is due to inaccurate data recording from the commune level while the main
difficulties at the commune level are insufficiency of data, limited skills of officers
and their limited awareness of the importance of precise data recording for
management. Feedback from the higher level to the lower level is rather good.

The RH programme in Nghe Anh receives financial support from different sources,
including the government and other organizations. Funds from these sources mainly
support infrastructure, equipment supply, training for health staff and health
education for local people. In general, the objectives of these funds do not overlap
except for the construction of toilets.

Coordination among different institutions and sectors (health, population, the WU, as
well as other organizations and associations) at the local level on MCH/FP care is
efficient and convenient. This close coordination shows most clearly through routine
meetings of the population committee with the participation of other organizations
and associations; through close collaboration in IEC campaigns, provision of services
and integration of this activity into regular activities of the organizations and
associations.

71

—457—



e Establishment of project management mechanisms from the center to the commune
level utilizes the close coordination among different organizations because members
of the project steering committees are also leaders of these organizations such as
health, population, local authorities and Women’s Union, etc.

e Monitoring activities not only help improve RH care services at the commune level
but also enhance the monitoring competencies of the provincial MCH-FP center and
DHCs. Findings show that monitoring helps improve management and execution of
work at district and provincial levels. Qualitative interviews with managers also
show that monitoring is an effective tool to identify shortcomings and difficulties in
order to improve the quality of work at the lower implementation level. However, in
order to ensure quality of monitoring activities, it is recommended to invest in
additional training to raise level of competency, to provide training for new officers,
and develop a plan to ensure sufficient members of the monitoring team from relevant
organizations and associations. A mechanism to ensure more frequent and
convenient monitoring activities is also recommended.

4.3 The effectiveness of the program

According to “Instructions on supervision and monitoring” (1996), the effectiveness of
the project is to evaluate project achievements against its targets. In this report,
effectiveness will be considered in the aspect of the quality of services provided to clients
based on the six project outputs; and the effectiveness of JICA’s contribution in terms of

infrastructure, technical assistance and support of human resources to the RH program in
Nghe An.

The quality of services provided to clients at the health facilities is improved: The
readiness/package approach of the health facilities is the fundamental factor in improving
the quality of service provided. Particularly, the provincial MCH-FP center, which is an
agency with high technical competency, can promote progress in RH care in the whole
province.

e Indicators for RH care for mothers show the effectiveness of the RH/FP program in
terms of positive impact on behavior. The percentage of pregnant women who
receive ANC services at the mountainous CHCs is 88% and 97% among plains CHCs.
The percentage of pregnant women who have had two vaccination shots against
Tetatus is 88% at the mountainous CHCs and 98% at the plains ones. The percentage
of deliveries assisted by trained health providers is 82% at the mountainous CHCs-- a
little lower than plains ones (98%). Each pregnant woman at the mountain
communes makes approximately 2.7 ANC visits, compared with 3.7 times at the
plains areas. In comparison with 2001, figures in the final assessment of the project
are generally higher, indicating successful safe and hygienic delivery. These figures
are calculated based on CHC official regular reports.
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Similar with the results of the baseline study, the final assessment shows a good
relationship between health providers and their clients. Health providers exhibit a
friendly attitude towards clients, listening to them, asking questions and reserving
sufficient time for each client. Clients say that they are satisfied with services they
receive.

Information exchange between health providers and clients during counseling for
ANC clients or RTI clients is rather good, particularly at the MCH-FP center. Most
ANC and RTI clietns receive counseling on issues related to the objective of the visit
rather than comprehensive information on RH. For example, about 90% of ANC
clients at the district and commune level receive counseling on nutrition during
pregnancy, tetanus vaccinations and visits to health facilities when there are warning
signs. But very few women discuss precautions of medicine usage during pregnancy
(under 18%), or sexual relations during pregnancy (under 15%).

About 60% of RTI clients at the commune level receivedcounseling on personal
hygiene and the importance of compliance with medication prescriptions; 20% are
counselled on safe sex and possible switching of contraceptive methods. Very few
clients (below 10%) receiving services related to RTIs and STDs are counselled on
RTI prevention such as the risk of transmission, safe sex and condom usage for
prevention, etc.

Counseling before and after abortion is mainly provided at the district health facilities
where abortions are performed. Interviews with questionnaires show that the
majority of health providers attend training on counseling on reduction of abortions.
Interviews with community leaders show that counseling abortion reduction is done
through IEC activities at the community level, through WU networks, village health
workers ( VHW) and population collaborators. Counseling appears to focus on the
risks of abortion. Counseling also emphasizes the usefulness of contraceptives in
reduction of unexpected/unwanted pregnancies and unwanted abortions. Health,
population and community leaders also understand that to reduce abortion, it is
necessary to provide many choices of contraceptives for clients. A strategy, therefore,
has been established to ensure the availability of contraceptives for anyone in need.

Most health providers have conduct basic ANC as well as emergency treatment of
cases in later gestational age. The percentage of those who effectively follow these
procedures is higher than that of 2001, proving another improvement in safe delivery.

However, there are limitations in that infection prevention/control principles are still
violated in pelvis examinations. In the final assessment, in preparation of pelvis
examinations, only 45% and 44% respectively of health providers of mountainous
DHCs and CHCs wished their hands with soap. These figures are higher in the plains
areas, at 83% and 78%, respectively. There are still some physicians who do not
wash their hands (they only change gloves) before pelvis examination, particularly
among mountainous district (36% of DHCs and 35% of CHCs). This percentage is
lower in the plains districts with 0% of DHCs and 13% of CHCs.
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Most midwives receive training on the use of partograph. In the final assessment, the
percentage of health providers who use the partograph at the DHC is high 90%
(mountainous) and 80% (plains). This figure is 100% among mountainous CHCs and
97% among plains communes. The overall percentage of health providers that used
partographs increased signifcantly from 72% (DHCs) and 60% (CHCs) in 2001 to
85% for the district level and 98% for the commune level in 2005.

With a focus on women'’s health, the RH project supported by JICA has made a
strong impact on the improvement of community health and people’s awareness,
particularly for women of reproductive age. 97% of clients visiting health facilities
know of contraceptive methods. The majority (90%) of interviewed clients know
about STD/HIV/AIDS, their symptoms and about prevention. The majority of
women participating in FGDs know very clearly how to take care of pregnant
mothers and about nutritional diets for children.

Raised awareness contributes to changes in women’s health-seeking behaviors for RH
services. Pregnant women know that it is necessary to have ANC check up early
when the gestational is only about 15 weeks, which is earlier than that in 2001 (29
weeks). All pegnant women have their own home-based maternal record (HBMR)
book.

In general, RH services are convenient and accessible to clients. Clients are satisfied
with the services. The majority of clients (83%) state that the reason why they select
the commune health station is because of convenience.

Local leaders highly appreciate JICA’s contribution:

JICA support has initiated significant changes for RH care in Nghe An, particularly
at the grass-roots level. In particular JICA support impacted infrastructure,
equipment and particularly IEC materials and improvement of professional skills for
health cadres, especially for midwives or WU members at the local level.

Equipment provided by the project is relevant and include essential tools to ensure
that all CHCs are capable of providing hygienic and safe delivery.

The JICA project contributes to positive professional changes towards the
improvement of quality of services for clients and improvement of people’s

awareness, particularly for women of reproductive age.

The presence of longterm Japanese adviser/experts working in close cooperation
with Vietnamese counterpart aims to exchange knowledge and experience. This
working method help ensures the effectiveness and the relevance of the program.
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e Training courses organized by JICA for midwives at the local level or training
sessions on IECs are highly appreciated by local leaders. Training was evaluated to
be very practical and relevant.

e Training/study tour to Japan: In implementation of the project, many key staff at the
provincial and district level visited Japan for training. The training aims to increase
understanding, create opportunities for exchange of knowledge and experience on
health management at the local level, and improve MCH community activities. The
Vietnamese officers find these learning Japanese experiences to be relevant and
useful for their work in Vietnam..

4.4. The sustainability of the program

In this evaluation, results and interviews with local leaders show intent to sustain the
achievements of the project as well as the sustainability of activities to improve the
quality of RH services:

e A project management unit with participation of important organizations and
sectors including local authorities, the health and population sectors and the WU
is guarantee for the sustainability of the project because RH care for women
relies on the technical functions of these organizations and sectors.

e Local leaders show strong commitment in sustaining the project activities and
have a plan to discuss action plans for the future. For example, sustaining the
project activities can be done by integrating technical training for midwives into
routine meetings at the district level or integrating monitoring activities on RH
care into other technical monitoring activities of the health sector.

e Local project officers’ improved awareness of RH care is an important foundation
for contining activities to promote high- quality service provision.

¢ Findings show that the JICA project has positive impact in the Nghe An health
sector as well as for RH care. One way to sustain the project in the long run and
mobilize achievements is to link achievements with national sources of
investment in this sector, such as the state budget for the Population sector (CFP
committee), and the national program for health, or through other local financial
sources.
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Chapter 5

Summary and recommendations

The final assessment was carried in 77 health facilities, including the MCH-FP center, at
19 districts and 57 communes in Nghe An province. Plains and mountainous health
facilities are included in the final assessment. All surveyed health facilities receive
financial support from JICA, between 1997 at the earliest and in 2001 at the latest.

Results from the final assessment show significant improvement in RH care in Nghe An
since the baseline survey was conducted in 2001. The achievements of the RH program
in Nghe An are supported with contributions of the Government and other donor agencies.
JICA’s role is acknowledged to be very important and highly appreciated by community
leaders, professional officers at different levels, and the local people.

5.1 Achievements are assessed according to six project outputs
1. Improvement of hygienic and safe delivery at the commune health center (CHC)

Improvement of hygienic and safe delivery at the CHCs is assessed through the following
indicators: infrastructure; skilled and professional health providers (midwives); and
pregnant women’s awareness in following health providers’ advice on health care during
pregnancy (enough ANC visits and tetanus vaccination shots, etc.) and after.

In comparison with 2001, the fundamental infrastructure conditions to ensure hygienic
and safe delivery improved at the time of the final assessment survey. In the final
assessment in 2005, the percentage of CHCs with a separate delivery room increased to
86% compared with 59% in 2001. This figure is lower among mountainous CHCs (76%)
compared with the plains ones (94%). The percentage of CHCs with delivery rooms
following infection prevention/control and safety principles is also higher than that in
2001. The conditions for infection prevention and safety principles include boiled water
for midwives’ washing hands; delivery kits and neonate resuscitation equipment; the
availability of essential medicines, particularly oxytocique such as oxytocin and clean
delivery packages.

Other factors to ensure hygiene of health facilities improved in 2005 in comparison with
those in 2001, including usable toilets, clean toilets, working telephone lines, sufficient
light and clean water. Conditions are better among plains CHCs that the mountainous
ones.

The percentage of CHCs with clean delivery kits in the mountainous areas is 40%
compared with 56% of plains ones. Iron tablets for pregnant women are available at a
high percentage of CHCs (65% for both plains and mountainous areas). In comparison
with the results of the baseline survey in 2001, the percentage of CHCs with clean
delivery kits and iron tablets significantly increased (49% of CHCs have clean delivery
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kits and 65% provide iron tables for pregnant women compared with 25% and 47%,
respectively in 2001). This shows a great improvement in health care services for
expectant mothers.

Health providers, in this evaluation, midwives are trained on hygienic and safe delivery;
provision of counseling to pregnant women; detection of warning signs during pregnancy
and the use of partographs.

Readiness strengthening produces good results. The percentage of pregnant women who
receive ANC with home-based maternal record (HBMR) books is very high (100%); the
percentage of pregnant women receiving ANC is 88% at the mountainous CHCs and
97% at the plains ones. The percentage of pregnant women who have two tetanus
vaccination shots is 88% at the mountainous CHCs compared to 98% at the plains ones.
The percentage of deliveries assisted by trained health providers is 82% in the
mountainous CHCs, which is a slightly lower than plains ones (98%). The average
number of ANC visits is 2.7 times in the mountainous areas, lower than the average in the
plains areas (3.7 times). The first ANC visit of primi-gravida women is earlier, at the
gestational age of 15.6 weeks. In general, all these indicators are better than the baseline
survey results and exceed the project objectives (these indicators are presented in the
Project Design Matrix (PDM) adjusted in 2002), indicating significant improvement in
hygienic and safe delivery.

Counseling is emphasized during ANC examination. Observation of 250 ANC
examination cases show that health providers mention important points relating to the
safety of pregnancy and delivery during the counseling session. These messages include
“nutritional diet during pregnancy” (about 95% at both moutainous and plains CHCs);
“workload and rest during pregnancy” (86% of mountainous CHCs and 91% of palins
CHC:s); health providers instruct the clients to “detect warning signs during pregnancy”
(above 89% among moutainous CHCs and 82 plains CHCs); reminders about tetanus
vaccinations (82 % among mountainous CHCs and 91% among plains CHCs). The
professional competency of health providers during ANC examination remains the same.

In in-depth interviews with health leaders at the provincial, district and commune levels
of Nghe An province, the majority believe that the MCH program, particularly ANC,
hygienic and safe delivery, and post-partum care services significantly improved. CHCs
are now reliable facilities that attract women to seek ANC services and assistance for
their deliveries.

Difficulties and limitations: Despite great improvement in MCH services in both the
mountain and plains districts, there are still some difficulties, particularly in the
mountainous districts, which have geographical and traveling disadvantages, scattered
residential areas, and difficult economic situation, leading to limited accessibility to the
health facility. Women still deliver at home, although their deliveries are assisted by
VHW or midwife with the use of clean delivery kits when possible. Support from local
authorities to ensure favorable conditions for operation of the CHC is still limited (such
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as lack of conditions for operating some sterilizers). In some places, investment in
infrastructure is not adapted to the local context, leading to wasted or unused resources.

Recommendations:

e Home deliveries will remain prevalent among ethnic minorities in the
mountainous communes/district due to custom and difficulty in traveling from
home to CHC. Therefore, it is necessary to ensure that deliveries outside health
facilities are hygienic and safe, with the assistance of trained health providers
(VHWSs or midwives) and the use of clean delivery kits.

e To encourage and mobilize more coordination of local authorities for better use of
sterilizing instruments, such as steam sterilizers and sterilizing boilers provided
by the project to the CHCs.

2. Improvement of monitoring competencies of the provincial MCH/FP center and
DHCs

Monitoring activities at the lower level are well-received. The project established
monitoring teams at the provincial and district levels, including representatives from the
local authorities, health and population sector and Women’s Union. The project also
established standard monitoring tools and an annual schedule for each level. According
to the schedule, the province is responsible for monitoring the district and commune level
while the DHCs are responsible for CHCs.

All members of the monitoring team are trained on monitoring skills and understand the
nature of monitoring is to support the lower implementation level to solve problems to
improve their work, rather than only pointing out shortcomings to criticize.

Facility inventories show that all the DHCs are monitored by the provincial level, and all
CHC:s are monitored by the district level. 61% of CHCs report that monitoring trips are
conducted once a month. This figure at the DHC level is about one-third. Monitoring
activities are conducted more regularly in the plains areas than in the mountainous ones,
and the frequency of monitoring in 2005 is higher than that in 2001.

Interviews with health providers show that 72% participate in monitoring activities, with
84% among mountainous district compared with 60% among plains districts.

At the monitored health facilities, representatives from local authorities, health and
population sectors, and WU take different responsibilities to identify problems, discuss
solutions and arrange different tasks among the team members to deal with specific
problems. Technical shortcomings are often addressed immediately through technical
assistance, and training and reviews are conducted during the next monitoring trip.

In general, most CHCs express appreciation for the benefits of monitoring conducted by
the district and provincial levels. Local officers report that monitoring is very useful and
provides opportunities to review their work in a more objective way. Findings show that
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monitoring helps improve the quality of health examination and treatment services
provided by the health facilities.

Local officers appreciate the monitoring skills of officers from the provincial MCH-FP
center—the efficient preparation for the monitoring trip, professional skills,
communication, working style, and providing effective examples for the lower levels in
their monitoring activities.

Monitoring activities not only contribute to the improvement of RH care services at the
local level, but also the monitoring capacity of monitoring officers of the provincial and
district levels. Providers report that monitoring improves their management work at the
provincial and district levels.

However, not all the disadvantages and problems addressed during the monitoring trip
are solved in the next trip. Only 20% of the mountainous health facilities report that all
problems had been solved and 80% reported that some problems were solved. These
figures are 66% and 34% respectively among the plains health facilities.

Difficulties and limitations:

e Due to the fact that most of the monitoring team members work at the
management level for their own organizations and only work part-time for the
project, it is hard to schedule to accommodate all the members. The team does
not often have all desired members participating in each monitoring trip.

e Monitoring skills are uneven due to lack of training. Particularly in the
mountainous districts, some monitoring officers are not trained in monitoring and
supervision so they do not know about monitoring content or protocol.

e Lack of budget for travel leads to the limitation participation of some members
because they must pay out-of-pocket to travel to the monitoring site.

e Professional shortcomings and problems are more easily addressed than problems
relating to infrastructure. Infrastructure problems that need a big budget can not
be solved, especially in the poor areas.

Recommendations:

e Organize supplemental training on monitoring skills

e Develop solutions for absence of monitoring team members

e Provide a travel stipend for monitoring team members

e Consider a complementary mechanism to periodic monitoring trips (once or twice
a year) by routine and more frequent activities. For example, improve the quality
of monthly and quarterly meetings.

e Encourage and mobilize the cooperation of local branches and organizations,
including the local people, to mobilize funds for CHCs to deal with current
infrastructure deficiencies.

3. Reduction of abortions at the provincial and district levels
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Abortion of reduction is one target of the National Strategy of Reproductive Health Care
and also an RH project output. Health facilities statistics collected through the final
assessment of the project show that there is an average of 26 cases of abortion a month
per DHC, compared with 751 cases at the provincial center. Compared 2001 figures, the
average number of abortions per month at a DHC reduced from 37 cases (2001) to 26
cases (2004).

In-depth interviews with provincial and district health managers show significant
reduction in the number of abortions. To contribute to this reduction, provision of
contraceptives through the health and population networks have met demand for
contraceptives, and increased options for clients. Contraceptives such as [UDs,
contraceptive pills, and condoms are available at about 80%- 90% health facilities.
Injections are available at 74% health facilities. Availability of contraceptives
contributes to the reduction of unexpected/unwanted pregnancies and unsafe abortions.

Apart from regular provision of contraceptives to clients, health facilities also provide
counseling to abortion clients on contraceptives. The 2005 evaluation shows that the
majority of DHCs (90% in the mountainous and 100% in the plains areas) provide post-
abortion counseling. This indicator is lower at the commune level, with 52% among
mountainous CHCs and 69% among plains communes. The prevalence of post-abortion
counseling is rather low at the CHCs partly because this service is generally not provided
at CHCs.

Most health providers at the district level and about three-fourths of those at the CHC are
trained on post —abortion counseling. This figure is higher in the mountainous areas than
the plains ones. Health providers also receive refresher training with on content for post-
abortion counseling. Nearly 90% of health providers at the district level and 70% of
those at the commune level attend refresher training on post-abortion counseling
provision. There is no difference between trained staff at mountainous and plains
communes.

In-depth interviews and FGDs with Nghe An province leaders show that the province
focused on and developed good strategies on abortion reduction. IEC education and
counseling on abortion reduction are carried out with coordination of different
organizations and associations. The content of dissemination on abortion reduction not
only comprise abortion risks but also the benefits of using contraceptives to reduce
unexpected pregnancy leading to unwanted abortion.

Difficulties and limitations: According to health providers working at the mountainous
DHCs, the number of abortions at these districts is higher than the plains districts. Many
report that the DHC abortion statistics are unreliable because abortion clients of one
district can seek service from another district or they may also seek this service at the
private health facilities.

Observations of clients coming for services at the health facilities show that health
providers do not take advantage of opportunities to provide counseling on contraceptive
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methods for their clients, including ANC and RTI clients. 23% of clients of mountainous
DHC and 10.5% of clients of the plains DHCs receive counseling on contraceptives after
ANC service provision. This indicator is 9% and 13% respectively among mountainous
and plains CHCs.

For RTI clients, the percentage of health providers who provide instruction on condom
usage, both as a contraceptive method and as a STD prevention method, is very low at
both levels (below 7%). None of the district health providers counseled their clients on
switching to more effective contraceptive methods. The percentage of health providers
that provide counseling on the switching contraceptive methods is higher among plains
communes (26%) than the mountainous ones (15%).

Recommendations:

e Investigate to obtain the exact number of abortions of each districts, including
those are performed at private health facilities

e Better understand the relation between the number of contraceptive prevalence
rate and the number (or prevalence) of abortions in the mountainous districts

e Apply the method of medical abortion by medication for mountainous districts of
Nghe An because this medical method is safer than the surgical one

e Train health providers on how to integrate counseling on reduction of abortion not
only for abortion/FP clients but also ANC and RTI clients as well.

e Emphasize the benefits of modern contraceptives use to avoid unexpected
pregnancy rather than overly focus on abortion risks.

4. Improvement of RTI detection and treatment

In general, 87% DHCs and 82% CHCs provide RTI examination and treatment. The
majority of health providers (91%) working at both mountainous and plains DHCs are
trained on RTI diagnosis and treatment. The percentage of health providers receiving
training on RTI counseling at the district level is higher in the mountainous ones than the
plains ones (93% compared with 84%).

Health providers (over 80%) also receive refresher training. Much attention is given to
training on RTI diagnosis, training and counseling for health providers at the
mountainous CHCs. All health providers report that basic and refresher training
improves their professional skills and competency in RTI examination and treatment.

The final assessment of the project also shows that all of DHCs provide wet-mount tests.
This figure is significantly higher compared with 53% of 2001. Gram staining of
fungus/bacteria is performed at only 60% mountainous districts and 78% plains ones. In
comparison with the 2001 survey, in this evaluation study, the percentage of DHCs that
now performs this test has doubled, showing great improvement in the provision of lab
tests at the district level.
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Regarding the quality of RTI examination and treatment, interviews with health providers
show that 76% of health providers at the DHCs request their clients to take a test; 55%
provide treatment based on test results; and 68% provide counseling to clients on RTI
prevention. However, they neglect to provide treatment information for both
partners/spouses (40%) or do not encourage their clients to notify their partner/spouse of
their infections (21%).

Observations of 97 RTI clients visiting health facilities show that health providers discuss
on the following topics with clients: history of STD symptoms (47% at district and
commune level); gynecological history (73% at district and 80% at commune level) and
menstruation history (district: 80%; commune: 65%). Information that health providers
do not discuss with their clients include: risks of having multiple partners (district: 13%;
commune: 2.5%); counseling on condom usage (district: 6.7%; commune: 5%) and do
not advise clients to bring their partners to the examination (district: 13%; commune: 4%).

Counseling provided by the MCH-FP Center is better than at the lower level and in
general, plains facilities provide more consistent counseling than their mountainous
counterparts. Counseling on menstruation was provided by 60.9% compared with 55.9%;
RTI transmission risk (15% compared with 0%); and counseling on switching
contraceptive methods for RTIs clients (26% compared with 14.7%). Some topics are
discussed more often in the mountainous districts. For example, counseling on condom
usage (24% compared with 0%); safe sex (43% compared with 13%); and explanation of
the importance of strict compliance of prescription in STDs treatment (69 compared with
60%).

Infection prevention is not been strictly followed in pelvis examinations. In pelvis
examinations, 46% of health providers at DHCs and 44% of those at the CHCs washed
their hands with soap. The respective figures at the plains district and commune are
higher, with 83% and 78%. In comparison of results between 2001 and 2005, the
percentage of 2001 health providers that wash their hands with soap at the DHC is 60%
and 73% at the CHCs compared with 65% and 64% respectively in 2005.

RTI clients are not provided with condoms, a decrease from the earlier study. The 2001
baseline survey shows that 17% RTI clients at the DHCs and 5% of those at the CHCs
are provided with condoms.

Apart from health facilities, RTI examination and treatment are also provided in the
community through gynecological examination and treatment campaigns and FP
campaign that integrate IEC activities on environmental hygiene and female hygiene.
Difficulties and limitations: At the commune level, laboratory tests remain under-

developed, so RTI diagnosis and treatment are limited, leading to casual diagnosis and
ineffective treatment.
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Counseling on RTI prevention is still poor. Health providers miss opportunities to
provide information during the process of service provision, such as messages on risks of
RTT and the risk of having multiple partners.

Infection prevention/control has not yet been improve.

Recommendations:

e DHGCs receive training on RTI testing and diagnosis. Because DHCs participated
in the survey on “Reprodutive Tract Infection among pregnant women in Nghe
An province” carried out by JICA, the DHCs can develop RTI reference testing
centers to provide training at the commune level.

o Offer additional refresher training for health providers to provide correct and
quality counseling on RTIL.

e Improve infection prevention in pelvis examination procedure

e Continue the enhancement of RH care, including gynecological examination and
treatment of gynecological diseases. It is necessary to strengthen health education
on disease prevention, hygiene, and the use of clean water.

e Apart from examination and treatment and health education, invest in clean water
projects at places where clean water is unavailable to reduce the prevalence of
gynecological infections.

e Ensure that RTI clients comply with the treatment

e Health providers in Nghe An believe that RTI prevalence is very high among
women in Nghe An because they diagnose based only on clinical examination. It
is necessary to encourage them to use relevant tests for RTI diagnosis.

5. Improvement of the quality of IEC activities

IEC activities are not only carried out at the health facilities but also in the communities
in both mountain and plains areas. The majority of health facilities (90%) have IEC
materials on FP, antenatal care, breastfeeding, and nutrition for pregnant women. About
three-fourths of health facilities have materials on child care, post-partum care, STD
prevention and HIV/AIDS prevention. The percentage of health facilities at the
commune level that have IEC materials is higher in the final assessment compared with
that in the baseline survey of 2001.

Over 95% of the surveyed DHCs and CHCs report that IECs materials on RH are
provided by the JICA project. However, only 32.5% health facilities report enough
materials for distribution for clients to take home. Most of clients can read IEC materials
at the health facilities.

Apart from IEC activities at the health facilities, the project also works with the WU,

population collaborators and VHWSs networks to carry out activities in the communities.
There is high diversification of IECs, including acting small plays, contests, video
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playing, broadcast, cassette playing, and village libraries. These materials are assessed as
relevant, easy to understand and attractive by the local people.

Findings show that IECs are very effective and useful for local people. IECs help them
understand the significance of MCH care, raise awareness, leading to behavior changes.
Community residents know more about CHCs, where they can come for health care
services, gynecological. examinations, ANC, tetanus vaccinations and deliveries.

Difficulties and limitations.: There are difficulties in IEC activities in ethnic minorities
areas (Kh’Mu and H’Mong) because the majority of women do not understand
Vietnamese and often need their husbands to translate. Other difficulties are that ethnic
minority women live in scattered spaces, work all day , and the unavailability of
electricity. These factors make it difficult to organize meetings for health education.

For some health facilities, lack of some IEC equipment effect dissemination content and
distribution to the local people.

Recommendations:

e Consider forms and communication channels which are appropriate for each
ethnic minority group. Overcome illiteracy by using audio techniques (cassettes,
translations in the ethnic minority languages/dialects)

e Make use of the traditional events such as a regular market, or a festival, for
health education with provision of services (ANC, gynecological. examination
and FP services)

e Continue enhancement of training to improve skills for IEC officers, including
WU members, population collaborators and VHWs.

6. Improvement of the quality of HMIS management

In implementation of the RH program in Nghe An, the Ministry of Heath piloted and then
replicated the HMIS system. This activity was very important in phase II of the project.
The project also provides computers for DHCs and training for HMIS officers. At the
commune level, the project provides training on how to fill data in the form for input in
the computer for midwives.

After more than a year of implementation, the district officers report convenience in
reporting to the provincial level or for review or analysis of requested data HMIS is
useful for management, monitoring and direction to the lower implementation level.
Based on this information system, strengths and weaknesses are easily discovered, and
analysis and feedback is also prompt.. Feedback from the district level to the commune
level is very practical, timely and more relevant.

District officers also report that with HMIS, coordination between the provincial and
district level can improve MCH care. 44% DHCs report that feedback from the district
level is related to technical issues while 77% are related to other issues. However, the
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qualitative study showw that feedback from the provincial to district level comprise
mainly of comments on incorrect data from CHC rather than technical support.

At the commune level, the forms were sufficiently recorded (77% of CHCs). Commune
level officers report that they regularly send reports to the higher level but only 88%
receive feedback. This figure is higher among the plains than mountainous communes.
Among those receiving feedback, 60% say that feedback is related to technical issues
while the remaining is related to other issues. This figure is again higher in the plains
areas.

Difficulties and limitations of this system include the limited skills of officers in charge,
despite training courses provided. Midwives at the CHC make regular mistakes. In order
to fill in the 2-page form for HMIS, the midwife needs to collect information from
different books leading to greater possibility of inaccurate reporting; this is particularly
for primary level midwives in the mountainous areas. Most interviewed district officers
complain about mistakes in the data submitted by CHCs, which cause difficulty for data
input at the district level. Another difficulty is continuous staff change at the district
level-- newcomers are not trained on computer skills and HMIS software. Some
commune health staff are unaware of the importance of precise data, which adversely
affects the quality of information and data sent to the higher level:

Recommendations:

e To operate HMIS well, encourage more investment at the commune level.
Improvements should be made to help midwives record data correctly. Assistance
from the head of the CHC or physician or assistant physician may help. Improve
the forms at the regular monthly meetings so that the district officers can directly
help the commune midwives.

e Offer additional training when a new HMIS officer is hired, for both district and
commune level.

e Effective scheduling for the use of computers at the DHCs to ensure HMIS is
updated effectively.

5.2 Evaluation of the relevance, effectiveness, efficiency and sustainability of the
JICA program in the RH system in Nghe An Province

Relevance

The final assessment shows that the project’s objectives correspond well with the
National Strategy on Reproductive Health 2001-2010, with a focus on the improvement
on women’s RH.

The establishment of the Project Steering Committee (PSC) at all levels (province,
district and commune) with representatives from the local authorities, health sector,

CFPC and WU is appropriate in implementing a health project in the rural area. It
encourages collaboration among several local institutions and organizations. Various
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project activities (such as training of midwives, provision of medical equipment to health
facilities as well as the training and distribution of IEC materials through local Women’s
Union network) target the urgent need for improvement of women’s RH status and
strengthens health providers’ technical competency and the capacity of other
organizations in providing RH care to women at all levels, especially the grass-roots level.

Efficiency

In general, there is readiness (also called package approach) at the surveyed health
facilities in terms of infrastructure, equipment, human resources and logistics to provide
various RH services for clients, particularly antenatal and post-partum care.

The readiness/package approach substantially improved in comparison with the baseline
survey in 2001. Study results show that JICA’s financial support plays an important role
in enhancement of the health status of the community and facilitates longterm impact of
RH care and FP in Nghe An

e In general, infrastructure meets requirement for adequate services, particularly
RH care for mothers. Infrastructure has been upgraded to satisfy basic conditions
for improvement of RH care services at the commune level.

e Most health providers are trained on ANC skills and treatment of pregnancy
related complications and apply their skills in their daily work. Project training is
effective and of good quality, meeting local level requirements.

e Most health facilities have IEC materials on FP, antenatal care, breastfeeding,
mother’s milk and childcare. The logistics system to provide clean delivery kits
and iron tablets for women greatly improved in comparison with that in 2001.

e Most health facilities have officers trained on HMIS, and commune midwifes are
especially trained on recording data into forms to submit to the district level.
District officers are trained on software to input and process the data for
consolidation and report to the provincial MCH-FP Center. HMIS system
operates well at the DHCs.

e Coordination among different sectors and organizations (health, population, WU,
as well as other organizations) at the local levels in MCH/FP care is efficient and
convenient. Close coordination is shown most clearly through regular meetings
of the population committee with the participation of other sectors and
organizations; and through close collaboration in campaigns of dissemination and
the provision of contraceptives.

¢ Monitoring activities not only help improve the RH care services at the commune
level but also enhance the monitoring competency of the provincial MCH-FP
Center and DHCs.

Effectiveness
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The quality of the services provided to clients at health facilities improved: the
readiness/package approach is a fundamental factor in improving the quality of service
provided to clients. Particularly, the provincial MCH-FP Center, an agency with high
technical competency, provides good technical direction in RH care throughout the
province.

With a focus on women'’s health, the RH Project funded by JICA makes a
substantial impact on the improvement of community health and an increase of
awareness of the local people, especially women at reproductive age. The increase
in awareness contributes to behavior changes in seeking RH services. RH care for
mothers indicators show the effectiveness of the RH/FP program in terms of good
impact on women’s behaviors. The percentage of pregnant women who receive
ANC services, two Tetanus vaccination shots, and deliveries assisted by trained
health providers all increased. The average number of ANC visits increased in
comparison with the 2001 study.

Similar to the results of the baseline study, the final assessment shows a good
relationship between health providers and clients.

Counseling before and after abortion is mainly provided at the district health
facilities where abortions are performed. Interviews with questionnaires show
that the majority of health providers attend training on counseling on abortion
reduction. Interviews with community officers show that counseling on reduction
of abortions is also disseminated through IEC activities in the community,
through networks of WU, VHW and population collaborators.

Local officers highly appreciate JICA’s contribution. JICA’s support is
acknowledged to promote significant changes in RH care in Nghe An, particularly
at the grassroots level. The presence of long-term Japanese adviser/experts
working in close cooperation with Vietnamese counterparts exchanges knowledge
and experience.

The training/study tour to Japan is a good opportunity for key staff at the
provincial and district level to learn more about women’s RH services and apply
them appropriately to the Viet Nam context.

Sustainability

In this evaluation, results and interviews with local leaders show optimism and desire to
sustain achievements of the project as well as the sustainability of activities to improve
the quality of services:

A Project Steering Committee (PSC) with participation of important organizations
and sectors including the local authorities, health, population sectors and WU is a
guarantee for the sustainability of the project because RH care for women is also
the technical function of these organizations and sectors.

Local leaders show strong commitment in sustaining project activities, with a plan
to sustain the project activities. For example, sustaining project activities canbe
done by integrating technical training for midwives into existing regular meetings
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of midwives at the district level and integrating monitoring activities on RH care
into other technical monitoring activities of the health sector.

Local officers’ improved awareness of the benefits of the improvement in RH
care for women is an important foundation for the continuation of activities for
good quality service provision.
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Appendix :

Indicators in comparison with PDM, Baseline Survey (2001), Mid-Term
Assessment (2003) and Final Assessment (2005)

Indicators in RH Output indicators Baseline Mid- Final assesment 2005
Project’s PDM Survey term (whole Nghe An Province
(revised on August 2001 Assessm | Mountai Non- Whole
21, 2001)) (whole | ent 2003 nous mountai | province
Nghe An (Four nous Nghe An
Province | districts)
)
For output 1:
1. Safe and
hygienic delivery
is promoted at
commune level:
- Percent of Percent of deliveries
pregnant women used Home-Based na 96,0 97.1 87.8 92.2
using Home Based Maternal Record
Material’s Record
(HBMR)
- Percent of Percent of deliveries
deliveries assisted assisted by health 91,0 95,3 343 48,8 86,9
by health providers providers
Percent of health
facility having delivery | 24,1 7,1 48.6 51.2 41,6
kits
Percent of health
facility having lon 48.2 48.6 51.2 50.6
tables (cycles/bottle)
1.1 Prenatal care
at commune
level is
improved
- Average of Average number of
pregnant prenatal check-ups per | 2,8 3,0 2,7 3,2 33
women of pre- delivered woman (year
natal check-ups 2000)
in plane
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Indicators in RH Output indicators Baseline Mid- Final assesment 2005
Project’s PDM Survey term (whole Nghe An Province
(revised on August 2001 Assessm | Mountai Non- Whole
21,2001)) (whole | ent 2003 nous mountai | province
Nghe An (Four nous Nghe An
Province | districts)
)
districts is
more than 3
times
- Number of - Average months of 16,0 26,4 22,7 23,0 22,6
trained health health provider’s R.H
workers in training (months)
mountainous - When the last refresher | 13,7 14,7 15,8 13,5 14,5
area increased training was given
(months)
- Providers receiving 67,3 87,5 88,6 86,0 87,5
refresher training
- Percent distribution of
providers received
refresher training on:
* ANC 84,1 96,4 97,4 79,1 88,1
* Pospatum 83,2 96,4 84,6 86,0 85,7
* FP 92,5 100,0 89,7 90,7 90,5
* Counseling on FP 92,5 96,4 92,3 90,7 91,7
* Counseling on ———- 85,7 74,4 76,7 76,2
abortion
- Number of - Percent of delivered
pregnant women received T/T 91,2 96,5 88,0 97,5 93,4
women injection (year 2000)
received T/T
remains high as
much as 95%
- Referral case at | - Percent of facilities 64,2 75,0 48.,6 63,4 57,1
CHCs having referral cases
increased
- Quality of ANC Counseling to ANC clients
- Nutrition during 92,1 79,4 93,8 91,5 92,8
pregnancy
- Appropriate work/rest/ | 87,3 58,8 86,9 88,9 88,0
living conditions
- Come to a clinic if any
warning signs appear 67,1 52,9 90,0 77,8 84,4
- Need 2 tetanus
vaccination shots 86,1 52,9 86,9 85,5 86,4
- FP after delivery -— 11,8 13,1 12,0 13,6
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Indicators in RH Output indicators Baseline Mid- Final assesment 2005
Project’s PDM Survey term (whole Nghe An Province
(revised on August 2001 Assessm | Mountai Non- Whole
21,2001)) (whole | ent 2003 nous mountai | province
Nghe An (Four nous Nghe An
Province | districts)
)
Mean gestational age at
first ANC visit (month) | 29,1 17,0 14,6 16,9 15,6
Percent of clients
(ANC/RTI) who
reported obtaining all
wanted >77.0 >90 97,6 98,2 97,9
services/information
1.2 Delivery care
at commune
level is
improved
- Partograph is Percent of health
applied more than providers received
80% of the basic training on using 79,5 82,0 81,3
deliveries at CHCs partograph to manage
labor
Percent of health 92,3 86,0 89,3
facility received
refresher training on
using partograph during
last three years
- Percent of health 63.7 100.0 100.0 93.9 96.8
providers using partograph
to manage labor
1.3 Postnatal care
at commune level
is improved:
quantitative data
are not collected
1.4. Essential Percent of health
medical facility having
equipment is equipment utilized 100,0 100,0 100,0 100,0 100,0
utilized to all
CHCs
1.5. Four facilities
of CHC:s (delivery Clean examination 94,9 96,4 97,1 100,0 98,7
room, latrine, well area:
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Indicators in RH Output indicators Baseline Mid- Final assesment 2005
Project’s PDM Survey term (whole Nghe An Province
(revised on August 2001 Assessm | Mountai Non- Whole
21,2001)) (whole | ent 2003 nous mountai | province
Nghe An (Four nous Nghe An
Province | districts)
)
and shower - Percent of health
rooms) are facility having enough | 78,8 85,7 85,7 97,6 92,2
improved clean water in
examination area
- Percent of health
facility having clean 90,4 96,4 74,3 75,6 75,3
recover room:
- Percent of health 80,3 60,7 91,3 95,1 93,5
facility having working
toilet:
- Percent of health 70,0 78,6 45,7 70,7 58,4
facility having clean
toilet
- Designated room for 19,0 28,6 51,4 58,5 55,8
ANC examination
- Designated room for 65,7 60,7 82,9 95,1 89,6
delivery
- Designated counseling | 43,8 53,6 51,4 61,0 57,1
room
- Counseling room with
fully private 31,4 46,4 51,4 58,5 55,8
Delivery room
- Well — ventilated 92,0 100,0 100,0 100,0 100,0
- Possibility for dirt to enter | 20,4 21,4 20,0 7,3 13,0
- Window with a screenor | 73,0 92,9 82,9 87,8 85,7
a curtain
- Working ceiling lamp 77,4 89,3 97,1 95,1 96,1
- Working gynecological 59,9 71,4 82,9 85,4 84,8
exam lamp
- Equipped with lamp or 46,0 75,0 85,7 78,0 81,8
lantern to use during
blackout
- Equipped with a container | 75,9 100,0 91,4 95,1 93,5
of boiled water
- Equipped with a container | 62,8 60,7 86,6 85,4 87,0
of boiled water with a
wooden handle longer than
20cm
- Clean floor 84,7 100.0 100,0 100,0 100,0
- Equipped with a cabinet 79,6 100,0 97,1 97,6 97,4
for equipment
- Equipped with oxytocin or | 92,0 100,0 97,1 97,6 97,4
ergometrin
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Indicators in RH
Project’s PDM
(revised on August
21, 2001))

Output indicators

Baseline
Survey
2001
(whole
Nghe An
Province

)

Mid-
term
Assessm
ent 2003
(Four
districts)

Final assesment 2005
(whole Nghe An Province

Mountai
nous

Non-
mountai
nous

Whole
province
Nghe An

- Equipped with a kit for
neonatal resuscitation
(catheter with 4-5 mm in
diameter 20 ml bulb syringe
for suctioning infants,
sterile compresses, two
resuscitating balloons)

- Resuscitation box is
stored in a separate sterile
tray

- Clean, sterile cloths
available for covering
instruments

- Boiled soap is prepared in
a closed box

- Used water is drained into
a closed tank outside the
labor room

59,9

46,7

51,1

65,7

30,7

85,7

53,6

85,7

96,4

82,1

85,7

77,1

77,1

74,3

65,7

75,6

70,7

68,3

68,3

70,7

80,5

74,0

72,7

71,4

68,8

For Output 2
Strengthened
monitoring
capacity of the
provincial MCH-
FP center and
district health
centers

- Percent of ehealth
facilities having
supervisory visit

- Mean number of visits

- Percent of health
facilities having monthly
supervisory

- Percent of CHC was
supervised by MCH/FP
Center

- Percent of DHC was
supervised by MCH/FP
Center

-Percent of CHC was
supervised by DHC
supervised CHC

85.4

4.1

100.0

3.6

100.0

48.6

8.0

100.0

100.0

100.0

58.5

6.3

100.0

100.0

100.0

53.9

7.0

100.0

100.0
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Indicators in RH
Project’s PDM
(revised on August
21,2001))

Output indicators

Baseline
Survey
2001
(whole
Nghe An
Province

)

Mid-
term
Assessm
ent 2003
(Four
districts)

Final assesment 2005
(whole Nghe An Province

Mountai Non- Whole
nous mountai | province
nous Nghe An

- Percent of CHC reported
that problems identified
during monitoring was:
*addressed fully

* addressed partly

- Percent of CHC reported
that monitoring contributes
to improving quality of care

20.0
80.0

26.8
73.2

23.7
76.3

80.0 82.9 81.6

For output 3:
Number of abortion
conducted at
MCH/FP center
and selected
districts is reduced

- Number of abortion
conducted per month in
DHC

- Number of health
providers attended basic
training on abortion
counseling

- Number of health
providers attended refresher
traing on abortion
counseling

37,2

49,0

93.8

85.7

26,5 25,4 26,0

88.6 80.0 84.4

74.4 76.7 76.2

Output 4:
Improved detection
and treatment of
STIs

- Percent of health
providers attended basic
training on

*Diagnosis. treatment
*Counseling

- Percent of health
providers attended refresher
traing on

*Diagnosis. treatment
*Counseling

- Percent of DHC provide
vaginal discharge smear

- Percent of DHC provide
Gram stain

96.2
88.7

87.9
88.8

524

333

96.9
100.0

96.4
100.0

100.0

75.0

90.9
93.2

88.0
84.0

89.6
88.5

84.6
89.7

83.7
86.0

84.5
88.1

100.0 100.0 100.0

60.0 77.8 68.8
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Indicators in RH Output indicators Baseline Mid- Final assesment 2005
Project’s PDM Survey term (whole Nghe An Province
(revised on August 2001 Assessm | Mountai Non- Whole
21,2001)) (whole | ent 2003 nous mountai | province
Nghe An (Four nous Nghe An
Province | districts)
)
- Percent of RTI clients
receving counseling on: --
*History of STD symptoms 85.7 51.2 44 4 48.5
*Ob/Gyn history 75.5 75.6 81.5 79.4
* Mentruation 65.3 70.7 64.8 68.8
*Multiple/single partner 5.4 0.0 1.9 1.0
*RTI history of client’s 22.4 4.9 5.6 7.2
partner
*Previous use of FP 69.4 68.3 48.1 57.7
methods
*Discussion on FP with 21.1 0.0 3.7 3.1
spouse
*Previous abortion 29.9 56.1 38.9 474
*Counsel on 54.4 0.0 13.0 9.3
RTI/SDT/HIV/AIDS
*Counsel on multiple 13.6 0.0 7.4 5.2
partner risk
*Counsel on condom use in 29.3 4.9 5.6 7.2
against STDs
*Refer client partner for 18.4 4.9 5.6 7.2
RTI/STD care
*Counsel on personal 69.4 56.1 55.6 56.7
hygiene
*Counsel on safe 52.4 26.8 16.7 22.7
sex/abstinence
*Counsel on possible FP 27.2 12.2 22.2 17.5
method switching
*Explain the importance of 76.6 77.8 60.7 68.8
compliance of prescribed
treatment
OutputS:
- Women have
Improved quality of | knowledge on RH and yes yes
Information- safe motherhood
Education-
Commun}cgt.lon - Percent of facilities
(IEC) activities; having IEC materials:
*ANC
*Post atenatal care 94,2 92,9 94,3 92,7 93,5
81,8 78,6 74,3 80,5 77,9
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Indicators in RH Output indicators Baseline Mid- Final assesment 2005
Project’s PDM Survey term (whole Nghe An Province
(revised on August 2001 Assessm | Mountai Non- Whole

21,2001)) (whole | ent 2003 nous mountai | province
Nghe An (Four nous Nghe An
Province | districts)
)
* FP 93,4 96,4 88,6 92,7 90,9
*Breasfeeding 79,6 92,9 100,0 95,1 97,4
Input 6:
Improved quality of | -  Percent of facilities 56.8 >70,0 88,6 92,5 90,8
health management having good logbook
information system system
(HMIS
- Percent of facilities
trained on HMIS - - 100,0 92,7 96,1
- Percent of facilities - B >4 >1.2 >1.3
having dificulty in
managing HMIS
- Percent of facilities - - 55.6 38.1 462
reported having
difficulty in
managing HMIS

because of unreliable
data
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