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EXECUTIVE SUMMARY
This study draws on a mixed methods design to explore the perspectives of ethnic minority women in six provinces in
the central highlands and northern mountainous regions of Viet Nam, answering the key questions:
•	According to the data available, what is the status of ethnic minority women’s access to and utilization of maternal
health and family planning services? What is the extent, if any, of inequalities in access to maternal health care
and family planning services compared to national estimates and within the ethnic minority population?
•	What are the reasons for women not having access (or having inadequate access) to maternal health care
services?
The objective of this report is to enhance understanding of childbirth practices, maternal health-seeking behavior and
the ways in which existing health service provision may be failing to meet the needs and preferences of ethnic minority
communities. The report is based on original survey data from 4,609 ethnic minority women from 60 communes and
focus groups discussion (FGDs) and interviews with more than 100 ethnic minority women, health care providers and
village leaders. The report covers key reproductive, maternal, newborn and child health (RMNCH) indicators related
to health care access, disaggregated by four dimensions of inequality (place of residence, education level, economic
status and ethnicity).
The report delivers both promising and disappointing messages about the state of ethnic minority women’s access to
maternal health and family planning services. The situation is better with respect to some indicators and subgroups
of the population. For example, we found minimal difference in the use of modern contraception utilization amongst
ethnic minority participants compared to national estimates; coverage for community-based maternal health services
is relatively high in Bac Kan, with more than 75% of women receiving antenatal care from community health centres
(CHC); and more than 85% of women from Tay and Gia Lai had their last birth attended by skilled health personnel. On
the other hand, low coverage and inequalities still persist for most indicators related to health care utilization compared
to national estimates. The inequalities within the ethnic minority population in this study were to the determinant of
woman in disadvantaged subgroups; that is, the poorest, the least educated, those residing in specific regions and
who were from certain ethnic groups. There is still much progress to be made in improving RMNCH indicators and
reducing inequalities related to maternal health care access.
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THE STATE OF INEQUALITY BETWEEN ETHNIC MINORITIES AND NATIONAL ESTIMATES
The study revealed inequalities across all ethnic minority groups in terms of national figures. The largest gaps in coverage
– between ethnic minority participants and national figures – were reported for antenatal care coverage (at least four
visits), followed by institutional deliveries, births attended by a skilled health personnel and content of antenatal care.
Inequalities were also reported for antenatal care coverage (at least one visit), although to a lesser extent than the four
above-mentioned maternal health interventions.
•	
Antenatal coverage (at least four visits) was 58 percentage points lower amongst ethnic minority participants
than national estimates (16% vs. 74%).
•	The proportion of institutional deliveries differed by 53 percentage points between ethnic minority participants
and national estimates (41% vs. 94%).
•	The proportion of births attended by skilled health personnel differed by 45 percentage points between ethnic
minority participants and national estimates (49% vs. 94%).
•	
Adequate content of antenatal care (e.g., blood pressure measurement, blood and urine testing) was 38
percentage points lower amongst ethnic minority participants than national estimates (18% vs. 56%)
•	
Antenatal coverage (at least one visit) was 23 percentage points lower amongst ethnic minority participants
than national estimates (73% vs. 96%).

THE STATE OF INEQUALITY WITHIN THE ETHNIC MINORITY POPULATION
The composite coverage index is a single indicator that summarizes the level of coverage across the spectrum of
maternal and reproductive health interventions. It includes nine indicators: antenatal coverage (at least one visit),
antenatal coverage (four or more visits), antenatal care within 16 weeks of gestation, content of care, skilled attendant
at delivery, institutional delivery, post-natal health check for newborn within 48 hours of birth, modern contraception
utilization and health insurance coverage. Overall, the composite coverage index value was 44% for ethnic minority
participants, with substantial differences across subgroups in the study, ranging from under 35% to over 80%. The
composite coverage index can be used to indicate overall progress towards achieving universal coverage for health
care (index value of 100%).
•	There was a place-of-residence gap in coverage of more than 20 percentage points between Dak Nong and
Bac Kan and four other provinces (Son La, Lai Chau, Kon Tum, Gia Lai). There was minimal place-of-residence
inequality amongst the four regions with the lowest levels of coverage for maternal and reproductive health
services.
•	There was a poorest-to-richest difference of more than 40 percentage points in combined interventions
coverage; average coverage was 25% in the poorest quintile and 67% in the highest quintile.
•	There was a level-of-education gap of 50 percentage points in combined interventions coverage; average
coverage was 25% for those with no education and 75% for those with secondary schooling or higher education.
•	There was an ethnicity gap of close to 25 percentage points in composite coverage index levels between Tay
and other ethnic groups. Ba Na and Hmong had the lowest composite coverage index levels (below 35%).
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Overall, the results on composite coverage of maternal and reproductive health interventions indicate large inequalities
within the ethnic minority population in this study, according to different dimensions of inequality. On the other hand,
however, even the most advantaged subgroups (e.g., the richest, the most educated, those residing in Dak Nong and
Bac Kan, and Tay women) reported lower levels of maternal health care coverage than national estimates.

WHAT ARE THE REASONS WHY WOMEN DO NOT ACCESS MATERNAL HEALTH CARE?
Qualitative methods were used to investigate potential reasons for suboptimal access to maternal health care, based
on the perspectives of ethnic minority women, health care providers and village leaders. Four themes were identified.
The first theme reflects women’s views that pregnancy and childbirth are healthy and normal processes and it is not
necessary to visit health professionals unless there are complications with pregnancy or labour. This was a dominant
theme that we call cultural and social acceptability of maternal health services, and includes factors that make it
possible for women and her family to accept maternal health care services. The second theme relates to women’s views
that maternal health care services are under-resourced and the benefits of attending do not outweigh the potential risks
and costs of attending health facilities. We call this theme appropriateness in the quality of maternal health services,
which examines whether the quality of services provided addresses women’s needs. The third theme relates to the
geographic remoteness of many ethnic minority communities, especially in northern mountainous regions, and the
need to journey to distant locations to receive maternal health care. We call this theme the physical accessibility of
maternal health services, which refers to whether health services can be reached, both physically and in a timely
manner, without experiencing undue hardship. The fourth theme relates to women’s limited financial resources – we
call this affordability of maternal health services and important elements include direct costs of services, opportunity
costs related to loss of income and indirect costs such as transport to get to health facilities.

IMPLICATIONS OF HEALTH INEQUALITY MONITORING
The results of this study provide evidence on key RMNCH indicators related to maternal health care utilization. These
findings provide evidence that will assist the Ministry of Health (MoH) in improving maternal health indicators in ethnic
minority communities and to develop public health strategies for the improvement of health services. In general, our
findings showed that no single solution is available to increase the utilization of maternal health services in ethnic
minority communities in Viet Nam. Broad-scale poverty alleviation strategies and interventions to address adolescent
health and education provide an entry point to increase utilization of maternal health care services and improve the
health of women and children. We found a positive and accepting attitude towards some but not all maternal health
services amongst women in our study areas, evidenced by the finding that more than 70% of participants utilized
antenatal health services at least once during their last pregnancy.
The prominent attitude amongst women was that childbirth is a natural rite of passage and home delivery is preferred
to institutional deliveries unless complications occur. Difficult access to health care personnel and facilities, in addition
to unaffordable costs (direct, indirect and opportunity) of attending health facilities in remote areas were amongst the
major reasons for preferring home delivery and limiting access to antenatal care during pregnancy. For most women,
institutional delivery was not perceived as the most acceptable and appropriate solution. Women’s preference was to be
close to the family and home during labour and childbirth: they viewed local delivery services at the CHC as inadequate
and the perceived benefits of attending CHCs and other health facilities did not outweigh the potential harms and high
costs of getting there. Although there was reluctance amongst women for institutional deliveries, there was little to no
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reluctance to have a female skilled birth attendant present during home deliveries. The real challenge, however, is that
CHC health personnel generally do not attend home deliveries unless there is a complication or emergency. Village
ethnic minority birth attendants who are trained for home deliveries are not available in many communes and, where
they are available, they are perceived as young, inexperienced and lacking the supplies needed for a safe delivery.
Consequently, in the absence of skilled health personnel who are willing or able to support deliveries in the home
environment, many women continue to deliver with the support of elder women in the community.

RECOMMENDATIONS
Community-based education to increase awareness about the importance of safe delivery will benefit the community.
Strategies are also needed to reduce the distance and costs by bringing either the community closer to CHC services
or bringing the CHC services closer to the community. The partnership between CHC health personnel and village
ethnic minority midwives could be strengthened to improve births attended by skilled health personnel within home
settings. At the same time, the quality of community-based health services needs to be improved in order to enhance
local families’ confidence in the expertise of local health personnel and the added value of having a skilled attendant
at delivery. This should include improving the professional status of village ethnic minority midwives through improved
professional development, stable incomes and better integration into health systems and local facilities.
The involvement of local stakeholders including mother-in-laws or mothers, husbands and traditional birth attendants is
essential when planning and implementing maternal health interventions, as these individuals are key decision-makers
in determining access to and utilization of maternal health services. Future efforts to improve access to maternal
health services must be comprehensive to increase the acceptability, accessibility, affordability and appropriateness of
maternal health care services. Interventions are needed to address the degree of vulnerability and inequalities within
the ethnic minority population (place of residence, economic and education levels, ethnicity), adjusting and adapting
service delivery to local conditions to ensure its sustainability.

EXPLORING BARRIERS TO ACCESSING MATERNAL HEALTH AND FAMILY PLANNING SERVICES IN ETHNIC MINORITY COMMUNITIES IN VIET NAM

9

1
INTRODUCTION
In response to global advocacy movements such as the Safe Motherhood Initiative and the UN Millennium Development
Goals (MDGs), prioritization of reproductive, maternal, newborn, and child health (RMNCH) in developing countries
has increased substantially in recent decades. Much progress has been made globally, as illustrated by improvements
in maternal and child mortality rates: since the early nineties, both have decreased by 45% and 50%, respectively
[1]. Despite this progress, improvements have not been uniform across settings and there is much work to be done
to ensure equitable RMNCH outcomes are reached both between and within countries. Within countries, disparities
between women and children belonging to high versus low socioeconomic groups, between ethnic minority and majority
groups, and those living in rural versus urban areas are widely acknowledged [2, 3].
While important gains have been made, maternal and neonatal mortality rates are still unacceptably high in many
countries. Globally, approximately 830 women still die each day due to preventable causes related to pregnancy and
childbirth and 99% of these deaths occur in low- and middle-income countries (LMICs) [2]. Maternal mortality and
morbidity is highest amongst the poorest populations in Sub-Sahara African and South Asia, which together account
for more than 85% of maternal deaths worldwide [1]. In 2009, an estimated 2.6 million stillbirths occurred across the
globe and about three quarters of them took place in South Asia and Sub-Saharan Africa [4]. A vast majority of these
deaths could be prevented if more equitable access to high quality health services during pregnancy and childbirth
is achieved.

1.1

INEQUITABLE ACCESS TO HEALTH SERVICES

Most health systems continue to benefit advantaged women over disadvantaged women. Even when maternal health
services are technically available and accessible, underutilization of services may result if the services are deemed
inappropriate or undesirable by patients [5]. The challenges associated with achieving equitable access to maternal
health services are therefore twofold in that they relate to both supply-side (health system) and demand-side (patient
or client health-seeking) deficiencies [6]. Each side of this equation tends to reinforce the other: if health systems do
not offer adequate facilities, infrastructure, medicines, human resources and culturally appropriate health services,
then women and their families will be unlikely to utilize them. At the same time, low demand for high quality services
can result in limited mobilization and political will to rectify existing health system limitations. For this reason, there is
an ongoing need to better understand the specific barriers to health care utilization amongst disadvantaged populations
in order to ensure equitable access for all.
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1.2

REPRODUCTIVE, MATERNAL, NEWBORN AND CHILD HEALTH IN VIET NAM

In Viet Nam, now classified as a lower-middle income country, 75% of the population resides in rural areas, and more
than 9 million individuals identify as ethnic minorities (non-Kinh) [7]. Urban, rural, socioeconomic, gender and ethnic
disparities in literacy rates persist, particularly amongst the Hmong ethnic group [3]. Viet Nam is home to 53 ethnic
minority groups, most of whom live in mountainous or remote areas with limited socioeconomic development and
low access to transportation. Consequently, ensuring all women have equal access to quality health services during
pregnancy and childbirth is a significant challenge.
Improving the health of women and children is policy priority in Viet Nam, as evidenced by the government’s National
Strategy on Reproductive Health and National Plan for Safe Motherhood (NPSM). In 2012, the Ministry of Health
(MoH) renewed the NPSM and Newborn Care 2011-2015, with a specific focus on underserved populations and
regions [8]. To address the disparities in RMNCH between regions and ethnic groups, the government of Viet Nam has
committed to improving the capacity of the health care system, especially at the primary level in ethnic minority and
remote areas. However, recent data show that wide disparities continue to persist in RMNCH outcomes and coverage
indicators between regions, ethnicities, and income groups. For instance, while the national Maternal Mortality Ratio
(MMR) has dramatically reduced in Viet Nam from 165/100,000 live births in 2002 to 69/100,000 live births in 2010
[9], the MMR in 225 of the most remote, ethnic minority and mountainous districts remains as high as 104/100,000
live births [10], with the MMR amongst ethnic minority groups being four times higher than that of the Kinh (majority)
ethnic group [11].

1.3

BARRIERS TO HEALTH SERVICE UTILIZATION

Home-based delivery rates are high amongst ethnic minority women in northern mountainous provinces, ranging from
40-60%, whereas most deliveries occur in a health facility in lowland regions and amongst the Kinh majority [12]. A
study based on data collected more than 10 years ago for the 2006 Multiple Indicator Cluster Survey (MICS) found that
ethnicity, household wealth and education were all significantly associated with antenatal care coverage and skilled birth
attendance [13]. These determinants of maternal health care utilization were closely related to each other; however,
the effect of ethnicity was more significant than wealth and education. Ethnic minority mothers from poor households
were at a three-fold risk of not attending any antenatal care, and six times more likely to deliver without assistance
from a skilled birth attendant. The results demonstrate that ethnicity is an important social determinant for maternal
health care utilization in Viet Nam, and that ethnic minority women form a clearly disadvantaged group. Unfortunately,
despite efforts to improve the capacity of the health care system in ethnic minority and remote areas, there has been
little improvement in these statistics over the past decade. The 2014 MICS survey [14] revealed wide inequalities in
key indicators (e.g. antenatal coverage, institutional deliveries) between ethnic minorities and Kinh.

1.4

EVIDENCE GAPS AND RESEARCH NEEDS

Limitations in current data underscore the need for more comprehensive and in-depth investigations of the barriers in
accessing maternal health and family services amongst women in ethnic minority and remote communities across Viet
Nam. Many of the currently documented barriers to service access do not fully explain low service attendance and are
based on scarce and often insufficient information. For example, most available studies on maternal health care and
family planning have analyzed differences between Kinh and ethnic minority groups overall, but fail to disaggregate
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results between the numerous and diverse ethnic minority subgroups due to data limitations. Furthermore, while
existing studies often cite the remoteness or long travel distance to health facilities as a major barrier, the utilization
of services remains low in many community health centres (CHCs) located in close proximity to the village [15, 16].
“Traditional customs” and “culture” are claimed to account for low maternal health service utilization, but these are often
conflated, vaguely defined, and can conform to prevailing stereotypes regarding the ‘otherness’ and ‘backwardness’
of ethnic minorities [17].

1.5

STUDY AIMS

This study draws on a mixed methods design to explore the perspectives of ethnic minority women in six provinces in
the central highlands and northern mountainous regions of Viet Nam, answering the key questions:
•	According to the data available, what is the status of ethnic minority women’s access to and utilization of
maternal health and family planning services? What is the extent, if any, of inequalities in maternal health care
access compared to national estimates and within the ethnic minority population?
•	What are the reasons for women not having access (or having inadequate access) to maternal health care
services?
The communes were part of a larger group of ethnic minority communes identified by the MoH as having low maternal
health service utilization. The objective of the study is to enhance understanding of childbirth practices, maternal
health-seeking behavior and the ways in which existing health service provision may be failing to meet the needs
and preferences of ethnic minority communities. The results provide unique, large-scale survey data on key RMNCH
indicators related to health care access, disaggregated by four dimensions of inequality (place of residence, education
level, economic status and ethnicity). Focus group discussion (FGDs) and semi-structured interviews were conducted
with ethnic minority women, health care providers and village leaders to explore the attitudes, beliefs and experiences
that shape the environment for health service delivery and influence women’s health seeking behaviors.
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2
METHODOLOGY
A concurrent mixed methods study was conducted in January 2016 to collect data on maternal health and family
planning services. A proportionate stratified random sampling procedure was used to select 60 communes across
three northern mountain provinces and three central highlands provinces: Bac Kan (6 communes), Lai Chau (16
communes), Son La (16 communes), Kon Tum (8 communes), Gia Lai (9 communes) and Dak Nong (5 communes).

2.1

MIXED METHODS DESIGN

The research ethics review board of the University of Toronto, Canada, approved the study protocol. The Ministry
of Health and appropriate provincial and commune-level authorities provided approval to implement the study. The
research is based on a mixed methods approach for the purposes of breadth (quantitative) and depth (qualitative) of
understanding, and to obtain different but complementary data on access to and utilization of maternal health services.
Quantitative survey data and qualitative interview data were collected during the same phase of the research process
and each method was given equal priority. Together, the data provide a comprehensive picture of indicators of maternal
health and family planning amongst a diverse group of ethnic minority women in geographic regions that have been
under-researched and reasons for low maternal health service utilization.

2.2

QUANTITATIVE PHASE

Survey data were collected from a non-randomized sample of 4,609 ethnic minority women with at least one live birth
in the last 2 years. Data were collected from 27 ethnic minority groups in total; however, the disaggregated results in
this report focus on 9 groups that had sample sizes of more than 100 women participants (e.g., Ba Na, Dao, Gia Rai,
Ha Nhi, Hmong, Mnong, Sedang, Tay, Thai). The primary focus of the quantitative phase was on collecting large-scale
comparable data related to key indicators of RMNCH services across diverse provinces and ethnic minority groups.
Thirty indicators relating to antenatal care, interventions at birth, postnatal care and contraception care were selected
for inclusion in this report. The generated data can be used for policies and programmes, and to monitoring progress
towards Sustainable Development Goals (SDGs) and other internationally agreed upon commitments. With reference
to existing literature, these indicators were selected on the basis of importance and relevancy for improved RMNCH
outcomes [18]. The selected indicators are listed in Table 1.
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TABLE 1. Selected RMNCH indicators used in this report
CATEGORY

INDICATOR
Antenatal care coverage – at least one visit (%)*
Antenatal care coverage – at least four visits (%)*
Antenatal care within 16 weeks gestation (%)*

Antenatal care

Location of ANC checks (%)
Provider of ANC checks (%)
Content of antenatal care (blood pressure, urine and blood testing) (%)*
Institutional deliveries (%)*
Births attended by skilled health personnel (%)*

Interventions at birth

Health care provider (%)
Location of deliveries (%)
Cost of delivery depending on location (%)
PNC health checks for newborn within 48 hrs. of birth (%)*

Postnatal care

Provider of PNC checks (%)
Location of PNC health checks (%)
Contraception prevalence – modern and traditional methods (%)

Contraception care

Contraception prevalence – modern methods (%)*
Demand for family planning satisfied (%)

Maternal health and family planning
interventions, combined
Health insurance

Composite coverage index (%)
Health insurance coverage (%)*
Health insurance utilization (%)
Staffing (%)
Infrastructure (%)
Supplies - neonatal (%)
Supplies - antenatal (%)

Quality** of CHCs

Drugs - child (%)
Drugs - neonatal (%)
Drugs - antenatal (%)
Infection control (%)
Training (%)
Availability of contraceptions (%)

* Indicator is part of the composite coverage index.
** Adapted from relevant items on The Rapid Health Facility Assessment (R-HFA) tool [19].
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QUESTIONNAIRE OF INDIVIDUAL WOMEN
The primary data source for the quantitative phase was a field-based survey of ethnic minority women who delivered
in the last 2 years based on a modified UNICEF MICS 5. The standardized questionnaire included 45 items entailing
demographic variables, living conditions, antenatal care coverage, antenatal care content, skilled attendant at delivery,
institutional deliveries, postnatal care, perceptions of barriers to maternal health services, family planning and contraception
practices, and health insurance utilization. The translated version of the survey was pre-tested and refined prior to
fieldwork. Villages leaders and health workers notified women who had delivered in the last 2 years that a research
study would take place on a specific day and women were invited to a central location to participate in the study. The
research team visited the households of individual women who did not or could not come to the central location on
the first day of data collection in each commune. Participants were informed of the nature and objectives of the study,
consented to participate and received a small remuneration for their time. On average, data were collected from 60%
of women in each commune who delivered in the past 2 years. Random sampling was not feasible given the nature
of these difficult to reach communes combined with time and budget constraints. The research team included 24
female field researchers trained on the survey instrument and interview techniques. The field researchers conducted
the interviews one-on-one and in private at the CHCs or at the respondent’s home; each interview lasted approximately
20 minutes. For the most part, participants could converse in Vietnamese because most were young (under 30 years)
and had engaged in formal education. In a few communes where women could not speak Vietnamese, interpreters
were hired to translate and explain survey items in the local language.
QUALITY OF CHCS AND ECOLOGICAL CHARACTERISTICS (COMMUNE-LEVEL)
The quantitative phase also included an ecological assessment in 60 communes, including key indicators of CHC quality
and information on commune characteristics such as distance to the district hospital and main modes of transportation.
A health facility checklist was used to collect information on quality of health centres (CHCs) based on a modified version
of The Rapid Health Facility Assessment (R-HFA) [19]. Staff at CHCs completed the 66-item checklist on indicators
for maternal health services at the primary health care level, including the availability of infrastructure, personnel,
supplies and medications for essential maternal health and neonatal care. The research team verified all responses.
A 10-item ecological checklist developed specifically for this study was used to collect demographic commune-level
information from commune officials.

2.3

QUALITATIVE PHASE

Qualitative data were collected from 12 communes to explore pregnancy and childbirth practices and differences
(and similarities) between ethnic minority subgroups with respect to barriers to maternal health service utilization. The
qualitative sample included more than 70 women who were of reproductive age and had delivered at least one child.
Interview data were also collected from 35 health care providers and village leaders, based on purposive sampling
procedures. The qualitative research phase provides a contextualized understanding of childbirth practices, maternal
health-seeking behavior and the ways in which existing health service provision does or does not meet local needs
and preferences.
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FOCUS GROUPS DISCUSSION AND INTERVIEWS
The data sources included FGDS with ethnic minority women of reproductive age and semi-structured interviewers
with health care providers and village leaders. Questions were structured around open-ended questionnaires and
focused on exploring the attitudes, beliefs and experiences that shape the environment for service delivery. For
example, questions included, “Where do women in this community prefer to deliver their babies? What are the reasons
for choosing that location?”, “Who makes the decision to deliver in that location?”, and “Where do women receive
information on maternal health care and is the information sufficient?” The qualitative phase of the study provided insight
into the barriers to maternal health services and reasons why some women don not access health care, or access it
inadequately, even when it is made available. FGD participants in each commune included both women who delivered
at home and women who delivered at a health facility in order to explore varying viewpoints and barriers related to
accessing maternal health services. Study participants provided informed consent and received a small remuneration
for their time. Six Vietnamese researchers and two Canadian researchers collected conducted the qualitative fieldwork
following methodologies described by Huberman and Miles [20] as a guide. The research team was trained in interview
techniques and facilitation of FGDS. All interview guides were pre-tested and refined prior to fieldwork.
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2.4

ANALYSIS

Non-identifiable data was stored on Microsoft Excel and analyzed with IBM SPSS 23.0. Quantitative data was sorted
according to demographic, geographic and/or socioeconomic characteristics. Data on place of residence, education
level, economic status and ethnicity were used to categorize ethnic minority populations into sub-groups.
•	
Place of residence is described in terms of provinces, with populations categorized into six subgroups: Bac
Kan, Lai Chau, Son La, Kon Tum, Gia Lai and Dak Nong.
• Level of education reflects the highest level of education attained by a woman and four subgroups are specified:
no education, primary school, middle school and secondary school or higher education.
• Economic status is described in terms of a household assets index, which includes ownership of 12 possible
assets (e.g., electricity, motorcycle, latrine) and is a proxy for living standards (welfare) and household income
(wealth). On the basis of the wealth index, populations are categorized into five subgroups, the quintile (bottom
20%) with the lowest scores representing the poorest members of the population and the quintile (top 20%)
with the highest scores representing the richest.
• Ethnicity consists of 9 subgroups: Ba Na, Dao, Gia Rai, Ha Nhi, Hmong, Mnong, Sedang, Tay and Thai.
These four dimensions represent common sources of inequalities across populations in LMICs. All qualitative data were
transcribed, translated into English and analysed according to a content analysis approach [21]. Initial analysis was
guided by the thematic areas defined in the interview and FGD guides, while a second stage identified sub-themes,
as well as contradictory views. The qualitative findings are used to contextualize and understand the patterns in health
service utilization and non-utilization identified in the quantitative phase and to identify barriers and reasons why
women cannot or choose not to use maternal health services. Feature profiles provide a more detailed description of
childbirth practices and maternal health-seeking behavior amongst three ethnic minority groups (Hmong, Sedang/
Ca Dong and Ba Na) that had the lowest maternal health indictors in the study. The feature profiles represent only a
small sample of stories that can be told about the attitudes, beliefs and experiences that shape service delivery and
influence women’s health seeking behaviours.

2.5

LIMITATIONS

The study has several limitations. The data collection took place over a short period of time (3 weeks) within 60
communes that were identified by MoH has being the most vulnerable and disadvantaged and cannot claim to represent
the situation amongst wider ethnic minority communities, especially those living in more advantaged circumstances
or regions. Furthermore, it was difficult and sometimes impossible to reach women who lived at the furthest reaches
of the commune (at high altitudes or deep in the forest). Studying ethnic minority communities in Viet Nam can be
difficult due to political sensitivities and the government tends to closely monitor the process. This can be particularly
problematic for ensuring confidentiality and collecting qualitative data. The fieldwork team benefited from a collaborative
relationship with the United Nations Population Fund and Ministry of Health, who facilitated access to communities,
and a research partner (Mekong Development Research Institute) that has extensive fieldwork experience in ethnic
minority communities. Government and CHC staff served as gatekeepers to communities, with some surveys and FGDs
conducted within the CHC, which may have created biases in how the research team was perceived and inhibited
discourse on the nature and quality of maternal health care provided by state services.
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3
SETTING THE SCENE
Of the women who were interviewed for the survey, 3,119 (68%) resided in the three northern mountainous provinces
(Bac Kạn, Lai Chau, Son La) and 1,490 (32%) resided in the three central highlands provinces (Kon Tum, Gia Lai,
Dak Nong).
Hmong and Thai were the two most common ethnic groups. Each group had over 1,000 participants and together
constituted more than 50% of the sample. Ba Na, Sedang and Dao were the second most common ethnic groups
with 300 to 500 participants per group, and together made up 26% of the sample. Gia Rai, Ha Nhi, Mnong and Tay
were the third most common ethnic groups with 100 to 200 participants per group and together made up 15% of the
sample. There were smaller numbers of Mang, Khang, Kho Mu, Nung and other ethnic minority groups.
Women trended towards having little education: more than half had no formal education or had completed elementary
school only. There were wide regional and ethnic group variations in women’s level of education. The proportion of
women with no formal education was highest in the northern provinces of Lai Chau and Son La (53% and 40%,
respectively) and amongst Hmong (61%) and Ha Nhi groups (59%), who live mostly in the northern provinces. In
contrast, the proportion of women with no formal education was lowest in the central highlands province of Dak Nong
(17%) and amongst Tay women (1%).
Families had predominantly low standards of wealth and welfare. Overall, 52% of households were classified ‘poor’
or ‘near poor’ and had an average of 6 of 12 possible assets, indicating fairly low living standards. The proportion of
households classified as poor/near poor was highest in the central provinces of Dak Nong (64%) and Kon Tum (61%)
and amongst Mnong (85%) and Sedang (75%), who live mostly in the central provinces. In comparison, the proportion
of households classified as ‘non poor’ was highest in Lai Chau (63%) and amongst Tay groups (72%). Interestingly,
poverty levels were lower in the central provinces, but levels of education were lower in the northern provinces. More
than 90% of women were engaged in agriculture as a main source of livelihood. Overall, 80% of households owned a
mobile phone, but relatively few had Internet access (12%).
The majority of women were age 25 and under. Overall, 50% of participants were ages 19 to 25 years, few were
over the age of 35 years (7%) and 9% were considered ‘youth’ (ages 15-18). The sample included 39% primiparous
women and 61% multiparous women. On average, participants had two children of their own and six persons living
in the family house.
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TABLE 2. Description of participant population, women’s survey (N=4,609)
N

%

Bac Kan

394

8.5

Lai Chau

1.233

26.8

Son La

1,492

32.4

Kon Tum

511

11.1

Gia Lai

712

15.4

Dak Nong

267

5.8

Hmong

1,283

27.8

Thai

1,087

23.6

Ba Na

447

9.7

Sedang

407

8.8

Dao

336

7.3

Gia Rai

176

3.8

Ha Nhi

171

3.7

Mnong

168

3.6

Tay

155

3.4

Other

379

7.9

1,727

37.5

745

16.1

1,440

31.2

697

15.1

1,895

41.1

Near poor

493

10.7

Non-poor

2,221

48.2

15-18 years

405

8.8

19-24 years

2,280

49.5

25-30 years

1,229

26.7

30-34 years

546

11.9

35-55 years

324

6.9

PLACE OF RESIDENCE

Ethnicity

LEVEL OF EDUCATION
No education
Primary education (Grades 1-5)
Middle school (Grades 6-9)
Secondary or higher education
ECONOMIC STATUS
Poor

AGE
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Commune-level data indicate long distances to hospitals in Lai Chau and Son La. Government officials at each commune
office provided data on commune-level ecological characteristics. The findings indicate that motorbike was the main
form of transport in 54 communes (90% of sample) and walking was the main form of transport in the remaining 7
communes (10%). The average distance between the commune and district hospital ranged from 30km in Dak Nong to
55km in Lai Chau. On average, it took the longest length of time to reach district hospitals from communes in Lai Chau
and Son La (more than 2 hours); in other provinces, the amount of time was approximately 1 hour. The communes
in Lai Chau and Son La also had the longest average distances to national roads (more than 30 km). In contrast, the
average distance to CHCs (from the furthest household in the commune) was 6km and much shorter than the distance
to hospitals; it took an average of 30 minutes from the furthest household. Distances to CHCs ranged from 4km in Gia
Lai to 8km in Lai Chai, indicating distance to CHCs was fairly uniform across provinces.
Overall CHC quality scores were slightly higher in the central highlands region compared to the northern mountainous
region (averages of 66% vs. 61%, respectively). Based on a multivariate health facility checklist, a scoring system was
used to assess each CHC on 10 key dimensions of quality (e.g. staffing, infrastructure, supplies etc.) and overall quality
(Table S1). Scores are presented as proportions (%) out of a possible perfect score of 100% (see Supplementary Table
1). The largest contributor to low quality scores was drug supply – child, delivery and antenatal medicine supplies
were very low across all provinces and communes. Notably, only 45% of CHCs had safe delivery kits in stock – and
CHC staff commonly reported this as a concern during fieldwork. There was a great deal of variation in CHC quality
between provinces: CHCs in Dak Nong province had the highest average quality score (71%), a full 13 percentage
points higher than the province with the lowest CHC quality, Son La, (58%). Average scores for staff training were
consistently high across all provinces (range: 77%-97%). However, there were large gaps between provinces in terms
of CHC staffing, with Bac Kan and Son La scoring the lowest on this dimension (63%) and Dak Nong scoring the
highest (90%). There was wide variation in the availability of contraceptives between provinces (range: 33-77%), with
CHCs in Gia Lai having the lowest stock levels.
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4
TRENDS AND RELATIONSHIPS IN RMNCH INDICATORS
This section reports the main findings from the women’s survey related to key maternal health intervention indicators,
including: antenatal coverage (at least one visit); antenatal coverage (four or more visits); antenatal care within 16 weeks
gestation; content of care; skilled attendant at delivery; institutional delivery; post-natal health check for the newborn
within 48 hours of birth; modern contraception utilization; and health insurance coverage. Qualitative insights in this
section are used for the purposes of illustration, elaboration and clarification of the results. Supplementary Table 2
contains detailed results on specific indicators, by different dimensions of inequality.

4.1

FREQUENCY AND TIMING OF ANTENATAL CARE

The World Health Organization (WHO) recommends that all pregnant women receive a minimum of four antenatal
care (ANC4+) check-ups with the first visit occurring during the first trimester (< 16 weeks gestation). Antenatal visits
encourage advance planning for childbirth and promotion of clean and safe deliveries, attended by a trained health
professional [22, 23] and serve as a critical entry point into the formal health system for women in rural areas, who
may not seek the assistance of a skilled birth attendant otherwise. Utilization of these services enable clinicians to
promote healthy behaviors such as uptake of early postnatal care, immunization, healthy breastfeeding practices and
family planning [24, 25].
Comparison of study findings to national estimates indicates large gaps in ANC coverage. Overall, the proportion of
women receiving at least one ANC check-up during pregnancy was 73%, much lower than the 96% national average
[14] . Only 16% of women received the recommended four or more antenatal visits, compared to the 74% national
average. This indicates coverage gaps of 23 and 58 percentage points, respectively. ANC visits were lowest in the
first trimester compared to later stages of pregnancy: 42% of women attended ANC in the first trimester, whereas
55% attended in the second trimester and 51% attended in the third trimester. Qualitative data indicated that most
women preferred to wait to attend a health facility until they could have an ultrasound examination around 4th month
of pregnancy at the earliest (see Panel 1 on women’s perspectives on ultrasounds). There was also a tendency for
women to wait for several missed periods to be sure that they were really pregnant before investing the costs (both
direct and indirect) into visiting a health facility. Focus groups in Gia Lai and Kon Tum (where early initiation of ANC
was lowest), revealed very low awareness regarding the range of services offered through ANC.
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CHCs and private clinics were the most common locations for ANC checks. Each type of facility accounted for 50%
of ANC visits overall. In four of six regions, however, private hospitals were more popular than CHCs (Lai Chau, Kon
Tum, Gia Lai, Dak Nong). The proportion of women who attended private facilities during pregnancy was especially
high in the central highlands provinces, accounting for 64% to 82% of ANC visits. Qualitative findings suggest the
main reason for this is that women desired ultrasound services and perceived the quality of CHCs to be low. Bac Kan
was unique in being the only province where CHCs accounted for the majority of ANC visits (86%); in contrast, private
health service utilization was lower in this province (40%) than most other provinces. District hospitals were the second
most common location and accounted for 26% percent of ANC visits. A small proportion of ANC checks took place at
the family house (2%). Women who had multiple ANC checks generally attended different types of health facilities. All
women who attended at least one ANC check-up reported that she received care from a midwife, physician or nurse.

4.2

CONTENT OF ANTENATAL CARE

At minimum, ANC visits should include blood pressure measurement,
urine analysis, and blood testing for anemia and various infections; in

TEXTBOX 1. Components of effective

addition to management of pre-eclampsia and at least two doses of tetanus

antenatal services, World Health

toxoid vaccination [26]. Women at risk for obstetric complications should

Organization

also be identified through antenatal care, and healthcare providers should
counsel women and their partners on risk factors during pregnancy,
labour, and delivery. The study explored receipt of eleven specific
antenatal services outlined by the WHO (Textbox 1) [27]. Three variables
(e.g., blood pressure measured, urine testing, blood testing) comprise
the international indicator for content of antenatal care.

1.

Protection against tetanus

2. Due date estimate
3. Iron–folate supplementation
4. Nutrition and hygiene education
5. Blood pressure measurement*
6. Height and weight measurements

Comparison of study findings to national estimates indicates a large

7.

gap of 38 percentage points in content of antenatal care. Overall, 44%

8. Urine testing*

of women received blood pressure measurement, 30% had at least one

9. Clinical examination

urine test and 25% had a blood sample taken. Coverage for receipt of

10. Blood tests*

all three services (content of antenatal care) was 18%, compared to

11. Presumptive/preventive malaria

the national average of 56%. The results indicate only a few women
received the minimum, essential package of ANC services for screening
and detecting health problems during pregnancy. Coverage was higher

Counseling about danger signs

treatment
* Indicator is part of the composite
content of antenatal care

for preventive ANC measures including tetanus toxoid (68%) and ironfolate supplementation (54%), as well as due date estimates (58%). Coverage was below 50% for other components
of ANC services, including advice and counsel on nutrition and hygiene (45%) and about danger signs (39%), clinical
examinations (30%), height and weight measurements during pregnancy (40%) and presumptive/preventive malaria
treatment (8%).
Qualitative findings revealed that women sometimes received tetanus toxoid during village immunization days and ironfolate supplementation from the pharmacy, but did not attend specific ANC check-ups at a health facility. For example,
in Gia Lai, vaccines administered during pregnancy (tetanus toxoid) were typically delivered during outreach days in
the village, or women accessed the CHC specifically for this purpose if instructed to do so by a health care provider.
In some cases, ethnic groups were reluctant to have blood drawn or to receive vaccinations due to religious reasons.
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For example, some Hmong Protestant women reported that they did not receive vaccinations because ‘God protected
them’. Women’s awareness of basic antenatal care services was quite low. For example, women interviewed in Gia
Lai claimed they were never visited by a village health worker and were unaware of the need for vaccinations during
pregnancy. In Kon Tum, women pointed out that most propaganda on ANC is delivered in Kinh language rather than
the local language and is therefore difficult for them to understand. Some women stated that existing propaganda for
ANC has focused solely on the benefits for the mother, and they suggested that they may be more motivated to utilize
services if the connection between ANC and improved child health was more clearly explained and emphasized.
Some healthcare providers stated that CHCs were ill equipped to provide ANC services. For example, a CHC in Kon
Tum had an ultrasound machine but none of the staff were trained how to use it. The same CHC did not have proper
supplies to conduct blood and urine tests. In addition, a village health worker from this commune claimed he had very
little knowledge of best practices and recommendations for ANC and did not understand when or why women were
supposed to attend ANC. Lastly, safe birth kits are often provided to women by CHC staff during their last ANC visit.
Since the perceived importance of ANC is generally quite low, some women may choose to attend only once during
the third trimester to receive the birth kit.

PANEL 1
WOMEN’S PERSPECTIVES
ON THE IMPORTANCE OF ULTRASOUNDS
Qualitative data provided insights into women’s selective use of available ANC services. FGDs with women revealed
a strong preference for ultrasounds and many women were willing to travel to higher-level district or private clinics
to obtain an ultrasound in order to check the health status of the fetus and to find out the sex.
Specifically, ultrasound examinations were used to determine whether the pregnancy would be normal and “easy”
or complicated and “difficult”. A predominant attitude amongst FGD participants was that there was no need to
seek further antenatal care when the ultrasound was normal and there was nothing wrong with the pregnancy. This
may explain, in some cases, the pattern of initial access but lack of continued engagement with ANC services,
following the initial ultrasound. Ultrasound examinations also played a role in determining the place of delivery:
when ultrasound results were normal, women were encouraged by family and even healthcare providers to deliver
at home, whereas complicated cases would be referred to upper levels of health facilities. Although private clinics
provided ultrasounds, women interviewed rarely received other components of ANC services at private clinics.
Because women received vaccinations and ultrasounds independent of ANC visits, they tended to view ANC as
a non-essential service.
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PANEL 2
THE ROLE OF VILLAGE ETHNIC MINORITY BIRTH ATTENDANTS
In order to improve RMNCH indicators and encourage births attended by skilled health personnel, the MoH
with support from UNFPA has been training ethnic minority women to be skilled birth attendants. Trainees are
chosen from ethnic minority villages so that they speak the same language, are familiar with local norms and
remain accessible to local families. Given the local contexts, their education levels are generally low – most
trainees have not completed secondary school. The midwife education programs focus on theoretical and
clinical biomedical obstetrics to enable the village birth attendant (or ‘ethnic midwives’) to provide antenatal
care such as information and examination (e.g., blood pressure measurement, fundal height measurement, due
date estimation) and birth attendance in the home setting. The rationale behind educating local women to be
midwives is that it can enhance the links between health care services and the community and increase the
number of births attended by trained birth attendants. Based on information provided by CHC staff, 57% of
CHCs have at least one ethnic midwife associated with the facility. However, in 50% of communes (n=17) with
an ethnic midwife, it was reported that they did not attend a single birth in the previous year. In the remaining
communes (n=17), ethnic midwives attended an average of 16% of births and were most active in Kon Tum.
Most midwives had received 6 months of training (82%) and a smaller proportion received 12 or 18 months of
training (15%). In more than 40% of communes, ethnic midwives were not provided an allowance and in more
than 50% they were not provided with supplies or safe delivery kits. In 85% of communes, ethnic midwives
were supervised by CHC staff and attended monthly meetings.
Qualitative findings revealed that ethnic midwives did not have a prominent role in local communities and were
often perceived as young, inexperienced and ill-equipped to support the delivery process. Limited training, lack of
integration into local health systems, and limited or no health care supplies such as safe delivery kits meant that
ethnic midwives were often not appropriately equipped to offer antenatal and delivery services. An ethnic midwife
in Lai Chai commented that she received midwife training in Vietnamese; however, she did not know specific
medical and health care terms in the local language and struggled to communicate what she had learned and
provide maternal health information to local women. Ethnic minority midwives are recruited on the basis of being
able to read and write in Vietnamese, which excludes older less-educated women from being trained in skilled
birth attendance. In one community in Lai Chau, women preferred the traditional birth attendant for delivery over
the ethnic midwife because she was more mature and had more experience with deliveries; however, she was not
recruited for midwife training because she was illiterate. In one Lai Chai community, the ethnic midwife admitted
that women feel it is not necessary to call for her help since she can provide neither more skills than their mothers
nor clean delivery kits. She only has one medical pincer and pair of scissors, no medical alcohol, and uses normal
string/clew for baby cord. For women that received assistance from her during delivery, they don’t want others
in the community to know and they even avoid seeing her again; therefore, referral and worth of mouth for the
ethnic midwife’s service does not exist. Efforts to strengthen collaboration between CHC health personnel, ethnic
midwives and traditional birth attendants could improve service delivery and increase the proportion of births
attended by a skilled health personnel. Training of traditional birth attendants would enable them to improve their
skills and delivery practice and support younger midwifes, under the supervision of health personnel.
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4.3

SKILLED ATTENDANT AT DELIVERY AND INSTITUTIONAL DELIVERIES

Given the risk of maternal death is highest immediately postpartum and in the following 24-48 hours, the presence
of skilled health personnel during childbirth is a key intervention for preventing maternal and newborn deaths. Skilled
birth attendance requires a skilled attendant (registered nurse, midwife or doctor), an enabling environment (adequate
medicines, equipment, referral system and policies) and community acceptance of biomedical obstetric services.
Comparison of study findings to national estimates indicates large gaps of 53 percentage points in institutional
delivery coverage. Overall, 58% of women delivered their last child at home, whereas 41% delivered at a health facility,
compared to the 94% national average. In contrast to ANC visits, district hospitals were the most common location for
institutional deliveries. Amongst women who had a facility-based delivery, 64% delivered at a district hospital, compared
to 30% at a CHC and 5% at a district health facility. Surprisingly, given the relatively high proportion of women who used
private services for antenatal care, less than 1% of women delivered at a private health facility. Also, the percentage
of women attending ANC visits at the CHC was much larger than the percentage that delivered at the CHC (37% vs.
13%, respectively). Delivery at hospitals and CHCs was covered by health insurance, but still involved indirect costs
for families. The results indicate the average cost to families for delivery was VND 450,000 (US$20) at a CHC and
VND 2,860,000 ($130) at a district hospital. In contrast, delivery at home cost an average of ($10) VND 225,000.
Comparison of study findings to national estimates indicates large gaps of 45 percentage points in skilled attendant at
delivery coverage. Overall, 49% of women reported that a skilled health professional attended their last birth, compared
to the 94% national average. The majority of births delivered by a skilled attendant occurred in a health facility. Only
7% of women delivered at home with a skilled birth attendant. Amongst women who had a skilled attendant at delivery,
the majority (86%) reported that a midwife, physician or nurse attended their delivery, and village ethnic minority birth
attendants attended relatively few births (7% - see Panel 2). Mothers-in-laws and/or mothers were the most common
family member to be present at delivery (39%). Husbands were present at 22% of births and relatives or friends were
present at 22% of births. The presence of mothers, husbands and relatives during labour and delivery was highest in
Kon Tum, where childbirth was a communal gathering. The proportion of traditional birth attendants present during
labour was relatively low (3%), but they were more common in Gia Lai (27%) and Kon Tum (26%).

4.4

POSTNATAL CARE

Overall, 40% of women reported that their child received postnatal care within the first 48 hours of birth. The percentage
was higher amongst babies born at a health facility (76%) compared to those born at home (15%). However, 8% of
mothers who delivered in a health facility did not know whether their child received postnatal care, indicating a lack of
awareness about care provided to newborns in health facilities in the hours after birth (i.e., newborns may be taken to
a different room from the mother for PNC). Amongst those whose child received postnatal care, 85% reported that they
received care from a midwife, physician or nurse; others received care from a village health workers or birth attendant.
The district hospital was the most common location for PNC health checks for newborns, accounting for 53% of PNC
visits. In contrast, CHCs accounted for 22% of PNC visits and 21% of visits occurred in family houses. Overall, 25%
of babies who received postnatal care within the first 24 hours received follow-up postnatal visits, and 14% received
only one postnatal visit. Qualitative findings and field visits revealed there was a stronger focus in CHCs on advocacy
and outreach for ANC than PNC, as described by one FGD respondent: “The doctor didn’t tell me to go for post-natal
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care, only to go for antenatal care.” FGD participants who delivered at home commonly reported that they did not take
their newborn to the CHC following delivery. In most cases, women waited to visit the CHC for several months after
delivery until it was time to vaccinate their child. Another woman questioned why she would take her newborn to the
CHC after delivery when her child “wasn’t sick at all”.

4.5

CONTRACEPTION METHODS AND FAMILY PLANNING

Comparison of study findings to national estimates indicates relatively small to no gaps in contraception coverage.
Contraception prevalence was estimated as the percentage of women who are married, not currently trying to get pregnant,
and who are using, or whose sexual partner is using, at least one method of contraception, regardless of the method
used. Overall, 71% of women reported using a contraception method, compared to the 76% national average. The
modern contraception prevalence rate was 57% overall, which
is the same as national average. The most common modern
contraceptive methods were oral pills and the intrauterine device

TABLE 3. Contraception prevalence and type of
contraception method (%)

(IUD). Although IUDs were the most common method in the

TOTAL
(n=3,409)

northern regions, they were rarely used in the central regions
(31% vs. 7%, respectively). Some women and health care

Contraception prevalence

71.1

providers reported that IUDs were not suitable for ethnic minority

Modern method prevalence

56.5

women because farming and manual labour could dislodge

TYPE OF CONTRACEPTION METHOD

the IUD. Many women in central provinces reported that IUDs

Female sterilization

0.4

IUD

19.9

at least one Hmong Protestant community attributed sickness

Injectables

12.1

and disease to having an IUD inserted and many women decided

Implants

0.4

to have it removed. In contrast, oral pills were more common in

Pill

20.7

the central regions than in the northern regions (27% vs. 17%).

Male condom

3.0

Some women reported that they had difficulty remembering to

Lactational amenorrhoea

11.2

Periodic abstinence

0.9

Withdrawal

1.8

caused painful side effects such as lower back pain, vaginal
pain and bleeding, and irregular menstrual periods. Women in

take the pills daily. Injectables were one of the two most popular
methods in Kon Tum (35%), but not in other provinces. When
women were unsatisfied with one contraception method, the
common scenario was to try a different method until they found

one that worked for them. Male sterilization was non-existent and condom use was limited. Advocacy for contraception
utilization was almost exclusively targeted towards women and focused primary on family planning rather than protection
and prevention against sexually transmitted diseases (STIs). Qualitative interviews with women and healthcare providers
confirmed these findings - usually it is the woman who decides which contraception method to use “according to what
is best for her” and, for the most part, men only object to using condoms.
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“Before when there was no modern contraception, women would just give
birth until they ran out of eggs. My grandmother had 12 children. Women
complain about the difficulties of being a woman. They have to try out different
contraception methods until they find one that really suits them. Injection makes
women fat, the IUD is uncomfortable, and the pills make their periods heavier
or longer. We women have to find a way ourselves. Men won’t accept the use of
condoms as they don’t like them.” – Leader of women’s union, Bac Kan
The majority of women reported that their last pregnancy was planned. Overall, 75% of women reported that their last
pregnancy was planned and 25% reported that it was unplanned, with limited variance between regions and ethnic
groups. In total, 7% of women reported having a past abortion, with the highest percentage in Lai Chau (11%). The
majority of women reported that they were satisfied with the availability of modern contraceptives in their commune,
and often remarked on the relative ease of access and low cost of contraception methods. Overall, 83% of primiparous
women and 22% of multiparous women reported that they would like to have another child in the future (in both groups,
5% were undecided). There was a preference for two children; however, it was common for families to have children until
they had at least one boy (as males were expected to look after their parents in old age in many patrilineal communities).
However, women in at least one commune in Bac Kan commented that the ‘pressure’ to have a boy child was not as
strong as it was in the past. In one matrilineal community in Gia Lai province, families actually preferred daughters to
sons, and tend to continue having children until at least one daughter is born. According to FGD participants, girls are
preferred because they can help with housework beginning at a young age and they are harder working than boys,
who tend to “spoiled and naughty”.

4.6

RMNCH INTERVENTIONS, COMBINED

The composite coverage index is a score that incorporates the following nine RMNCH intervention indicators: antenatal
coverage (at least one visit); antenatal coverage (four or more visits); antenatal care within 16 weeks of gestation; content
of care; skilled attendant at delivery; institutional delivery; post-natal health check for newborn within 48 hours of birth;
modern contraception utilization; and health insurance coverage. The composite coverage index captures both the
provision and use of key maternal and reproductive health interventions. The composite coverage index can be used
to indicate overall progress towards achieving universal coverage for maternal health care. A composite index tends to
be more stable and representative of the overall situation than any one of the component maternal health intervention
indicators, which are more sensitive to factors such as small sample sizes. Disaggregation of the composite coverage
index score across four dimensions of inequality revealed a common pattern: that is, the poorest, the least educated,
and those residing in certain areas and who belonged to certain ethnic groups had lower health intervention coverage.
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PLACE-OF-RESIDENCE INEQUALITIES
Composite coverage index values were

FIGURE 1. RMNCH COMPOSITE COVERAGE BY PLACE OF RESIDENCE
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indicators in these regions were still below national estimates. Access to adequate antenatal care (four or more visits)
was 44% in Bac Kan and 33% in Dak Nong, and ranged from 10% to 17% in the other four regions. In particular,
women in Gia Lai and Kon Tum had very low coverage in terms of content of antenatal care (3% and 11%, respectively).
Coverage for skilled attendant at delivery was 50% or less in four of six provinces: Lai Châu (45%), Son La (46%), Gia
Lai (50%) and was lowest in Kon Tum (40%). In these provinces, the dominant scenario was for women to deliver at
home without a skilled attendant. In contrast, coverage for this indicator was higher in Bac Kan (62%) and Dak Nong
(77%), although still much below national average. In these regions, the most dominant scenario was for women to
deliver at the district hospital. Lastly, modern contraception utilization ranged from 45% in Gia Lai to 75% in Kon Tum.
ECONOMIC-RELATED DIFFERENCES
Mean values of the composite coverage

FIGURE 2. RMNCH COMPOSITE COVERAGE BY ECONOMIC STATUS
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attendant at delivery (26% vs. 80%) and
institutional deliveries (21% vs. 71%)
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EDUCATION-RELATED DIFFERENCES
Coverage index values were greater in

FIGURE 3. RMNCH COMPOSITE COVERAGE BY LEVEL OF EDUCATION
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ETHNICITY-RELATED INEQUALITIES
There was an ethnicity gap of close to 25

FIGURE 4. RMNCH COMPOSITE COVERAGE BY ETHNICITY
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Content of antenatal care was particularly
low for Ba Na and Gia Rai subgroups (2% and 3%, respectively). Coverage for skilled attendant at delivery was over 85%
for Gia Rai and Tay, between 50% and 65% for Dao, Ha Nhi, Thai and Mnong, and was lowest for Hmong (25%), Ba
Na (26%) and Sedang (43%) – see Panels 4-6 for specific details on delivery and childbirth practices amongst these
three ethnic groups.

EXPLORING BARRIERS TO ACCESSING MATERNAL HEALTH AND FAMILY PLANNING SERVICES IN ETHNIC MINORITY COMMUNITIES IN VIET NAM

29

5
EXPLORING REASONS WHY WOMEN DO NOT USE MATERNAL HEALTH SERVICES
This section draws on qualitative findings to explore the reasons for poor ANC attendance and barriers to institutional delivery
based on the views of ethnic minority women and health care providers who work in ethnic minority communities. We identified
four main themes, drawing on the dimensions of healthcare described by Levesque et al. [6] and Shengelia et al. [28].
Qualitative methods were used to investigate potential reasons for suboptimal access to maternal health care, based
on the perspectives of ethnic minority women, health care providers and village leaders. Four themes were identified.
The first theme reflects women’s views that pregnancy and childbirth are healthy and normal processes and it is not
necessary to visit health professionals unless there are complications with pregnancy or labour. This was a dominant
theme that we call cultural and social acceptability of maternal health services, and includes factors that make it
possible for women and her family to accept maternal health care services. The second theme relates to women’s views
that maternal health care services are under-resourced and the benefits of attending do not outweigh the potential risks
and costs of attending health facilities. We call this theme appropriateness in the quality of maternal health services,
which examines whether the quality of services provided addresses women’s needs. The third theme relates to the
geographic remoteness of many ethnic minority communities, especially in northern mountainous regions, and the
need to journey to distant locations to receive maternal health care. We call this theme the physical accessibility of
maternal health services, which refers to whether health services can be reached, both physically and in a timely
manner, without experiencing undue hardship. The fourth theme relates to women’s limited financial resources – we
call this affordability of maternal health services and important elements include direct costs of services, opportunity
costs related to loss of income and indirect costs such as transport to get to health facilities.

“It is the same giving birth at home and the health center”.
– Ha Nhi woman, Lai Chau
“When we go to antenatal care, all women know whether their delivery would be
easy or complicated. If it is easy, we’d stay at home to deliver.”
– Thai woman, Son La
“The village birth attendant told me, “It will be an easy delivery.
You should stay at home. There’s nothing to worry about.” – Thai woman, Son La
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PANEL 4
BA NA ETHNIC GROUP
– “IT IS EASY ENOUGH TO DELIVER AT HOME”
The Ba Na, one of the poorest ethnic groups, live primarily in the central highland provinces of Kon Tum and
Gia Lai. The communities revolve around a traditional calendar in which 10 months are set aside for cultivation
and the remaining two months for social and personal duties such as marriage, weaving and festivals. One of the
unique traditions is the ear piercing ceremony. When babies are one month old, their ears are pierced to signify
official acceptance of the child as a member of the village. The Ba Na have some of the lowest maternal health
indicators, according to survey results. For example, only 7% attended four or more antenatal visits, 2% received
standard content of antenatal care and 26% had a skilled attendant at delivery.
Superstition and traditional practices are strong amongst this ethnic group. A witchdoctor (usually an older woman)
is commonly invited to a woman’s home during labour to perform a ritual to promote a smooth and safe delivery.
An animal is sacrificed and the witchdoctor chants special prayers. This tradition can only be practiced at home
– not at a health facility. Typically, the witchdoctor is the first course of action during the onset of labour. There is
a strong preference for the kneeling posture during childbirth, which is thought to facilitate an easier birth. During
postpartum, women consume only very salty rice for three months, which is believed to produce breast milk and
tighten the vaginal muscles.
Pregnancy and childbirth is perceived as a healthy and normal process and women interviewed saw little reason
to visit health professionals when there was no perceived threat to their well-being. Women described normal
labour as quick and uncomplicated, lasting only one or two hours. Seeking biomedical expertise is only considered
if an emergency arises or labour is prolonged. As one woman explained to us when asked why she did not have
facility-based delivery: “Giving birth is easy. We don’t need help”. Women reported that they attend monthly village
meetings led by women’s union representatives where antenatal care and institutional delivery are promoted.
Women described the education and propaganda as not persuasive. In particular, although they were told that they
should deliver at a health facility, nobody explained why this is important; furthermore, women generally lacked
awareness of what could potentially go wrong during a delivery at home.
Facility-based deliveries are a public event and cause a “buzz” in the community. Many people go to the health
facility to greet the family and it is customary for the woman’s family to invite them to their home and host a
celebration with food and drink, placing an additional strain on limited family finances. In contrast, when delivery
happens at home, it is a private event and only a few close family members are aware of the birth; there is not the
same social obligation to host a large celebration. Women also shared that they were reluctant to access maternal
health care services because they are shy by nature and “afraid” of not being able to communicate effectively
with health professionals.
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5.1

CULTURAL AND SOCIAL ACCEPTABILITY OF MATERNAL HEALTH SERVICES

The dominant explanation for delivering at home was that childbirth was a natural process that was ‘quick’ and ‘easy’
in normal cases. Giving birth was “the same” natural process regardless of where women delivered, reported one
Ha Nhi woman. Delivery was viewed as a normal life event, or a non-event, that women were expected to endure
without showing their feelings or complaining. Health services were viewed as unnecessary unless it was a high-risk
pregnancy or labour was prolonged. The preference for home deliveries was confirmed by interview findings. Only a
minority of respondents reported delivering their last child at a health facility. Yet, many women had some access to
health services during pregnancy, indicating a selective use of maternal health services. The most commonly reported
scenario was that ‘easy’ and normal pregnancies would be delivered at home, whilst pregnancies with complications
would be delivered at a health facility. ANC checks (and specifically ultrasounds) would help women and families to
determine whether the pregnancy was either an ‘easy case’ or a ‘complicated case’, and would influence or determine
the decision amongst family members on where delivery should take place. CHC health personnel provided women
with safe delivery kits in numerous communes visited and encouraged women with low-risk pregnancies to deliver at
home. However, our study found a lack of awareness about signs of labour and symptoms that require medical care
that can lead to delays in recognition and treatment of complications during pregnancy and labour.
“I was worried that delivering at home is unsafe. This is my first child, I didn’t
know how to push.” – Thai woman, Son La
“They are worried about the delivery of the first child so they picked the health
center or a hospital. If the first childbirth went well, then for the second
childbirth they would have a home birth instead.” – Leader of women’s union,
Bac Kan
“Right from the start, I thought to myself to go to health center. I was afraid that
mother-in-laws do not know how to deliver a baby. This is my first child so I’m
afraid.” – Ha Nhi woman, Lai Chau

Nulliparious women who had not yet experienced childbirth more commonly utilized health services for delivery. The
most common reason was that they were “afraid” because they did not have experience with childbirth and did not
know how to push or deliver a baby. In this context, health facilities were perceived as safer locations than the home
in the event of complications. Furthermore, some nulliparious women perceived health facilities to be cleaner and
more hygienic than the home environment. In contrast, multiparous women who had experienced one or more healthy
pregnancies tended to deliver at home. Multiparous women preferred to stay at home for a delivery so that they could
take care of their children and family members and manage their daily household responsibilities. There were several
instances where women had delivered their first child at a health facility and delivered their next child at home. In
contrast, we did not find any women who had delivered at home and then delivered at a health facility.
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Specific preferences performed during childbirth were not conducive to or generally allowed at health facilities. For
example, women reported a preference for squatting during labor with the use of a stool or kneeling on the floor while
holding a scarf hung over the beams of the home, whereas supine delivery (lying on the back) is generally compulsory
in health facilities. There was also a preference amongst some ethnic groups to bathe with herbal water immediately
after delivery. Health facilities generally restricted bathing after delivery, although at least one CHC allowed women
to take a sponge bath in an effort to overcome cultural barriers. Furthermore, it was customary to bury the placenta
around the family home especially if the child was a boy – however, FGD participants noted that they were aware of
cases where families brought the placenta home from the health facility (so not necessarily a barrier). A common
viewpoint in northern communities was that “old customs” are no longer practiced or were not considered essential to
delivery and childbirth. FGD participants in northern regions had childbirth preferences, as described above, but were
willing to forego such preferences if they perceived a better delivery alternative was available.
Traditional practices played a stronger role in delivery practices Kon Tum and Gia Lai than other provinces. Many
women and families considered it essential to have a witchdoctor present to perform sacred rituals to “encourage smooth
births” and it was customary to have many close family members present during labour. Both witchdoctors and having
numerous people present during labour is not permitted at health facilities. A CHC clinician confirmed these findings,
explaining that women prefer to deliver at home despite a large NGO program in the area, which incentivizes women to
deliver in a facility by paying them VND 500,000 (US$25) per delivery. For women who deliver at a CHC, the district
provides VND 35,000 (US$1.50) per day to cover food costs. Although health insurance covers all institutional delivery
costs (including transportation), many women in central regions prefer to follow family customs and deliver at home.
“Some [Hmong] don’t want their body exposed to others. Some will not even
inform the village health worker about their pregnancy.”
– Village birth attendant, Bac Kan
A dominant explanation provided by health care providers was that ethnic minority women did not attend health
facilities because they are ‘shy’. However, ethnic minority women less commonly reported this as a reason for nonattendance at health facilities. Of the women who did not attend health facilities, some but not all attributed it to an
unwillingness to expose their bodies to strangers, particularly male clinicians, and there were cases of women leaving
ANC visits because female clinicians were unavailable. A unique example was a Protestant Hmong community in
Son La where women reported a preference to deliver in a dark room with only their mother-in-law or another woman
present. However, the issue of female shyness was not found in all ethnic minority communities. There were many
communities, including Hmong, where women were willing to have their husbands, male clinicians and other health
care providers present during antenatal care and delivery.
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PANEL 5
HMONG ETHNIC GROUP
– “HIGH MOUNTAIN PEOPLE PREFER TO GIVE BIRTH AT HOME”
The Hmong are one of the largest ethnic groups in Viet Nam and typically live at high altitudes in the northern
provinces of Lai Châu and Son La. The remoteness of the communities contributes to a strong sense of cultural
identity and independence. Several subgroups exist (Black Hmong, Flower Hmong) and can be distinguished by
women’s dress, as well as dialect and customs. The Hmong have no written language. Legends, songs and folklore
have been passed down orally from one generation to the other. The Hmong have some of the lowest maternal
health indicators, according to our survey results. For example, only 9% attended four or more antenatal visits
and 26% had a skilled attendant at delivery.
Geographic isolation and relatively basic transport networks present travelling difficulties for Hmong. Generally
women have to travel distant locations and on foot for several hours to reach maternal health services, which many
are unwilling or unable to do. Even in situations where women are prepared to make lengthy journeys to health
facilities, the deterioration of roads during the rainy season has a detrimental effect on accessing health care.
Barriers are not just nonexistent or expensive transportation, but also the fear of delivering a baby on the way to the
health facility, especially on unsafe or dark roads, which outweighs perceived benefits of an institutional delivery.
Pregnancy and childbirth are viewed as healthy and normal life events, and therefore most women deliver their
babies at home, except for difficult cases. As one woman told us, “It is the natural job of women, everybody does
it smoothly at home.” The mother-in-law commonly delivers the baby at home, in the sitting position on a low
chair or in a squat. Some women deliver with their husband or family members present, while others deliver in a
dark room with only their mother-in-law or another female. The mother and newborn are rinsed with warm herbal
water after delivery and a fire is lit to keep them warm. The placenta is sometimes buried either under the main
column of the house in the case of a boy or under the bed for a girl; this is believed to enhance milk production.
Mothers stay inside the house for one month after delivery for recovery and to avoid bringing bad luck to others.
Mothers eat boiled chicken for one month postpartum (mostly wings and legs) and rice but not vegetables. If the
baby has jaundice, they eat only rice. Protestant Hmong have a baby naming ceremony conducted by the priest
in the one month postpartum.
Husbands, mothers-in-law or senior family members often make the decision to engage with maternal health
service rather than the women themselves. One woman explained the central role played by the mother-in-law
when it came to making decisions about whether to go to the health facility: “I know that when I am in labor, I
should go to the CHC, but I can’t because of the long road. Also my mother-inlaw wouldn’t let us go. They were
accustomed to giving birth at home so I should be able to follow that.” Women also shared that they are reluctant
to access maternal health care services because they are afraid of episiotomies, have limited financial resources,
have concerns about discrimination at health facilities and difficulties communicating with health care providers.
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5.2

APPROPRIATENESS IN THE QUALITY OF MATERNAL CARE

The CHCs in this study were often under-resourced, and women commonly chose to either deliver at home or bypass
nearby facilities to access better services at the district hospital or private facilities. Many women were unconvinced
by the focus and quality of maternal health care provided by CHC staff, and seemed unlikely to utilize maternal health
facilities unless the quality of care is improved. CHCs tended to have limited specialized equipment, poor infrastructure
and limited capacity to handle obstetric emergencies, which caused women to “feel worried”, and oftentimes there was
only one staff member available (if any) to see patients. A common problem is that when women did seek services at
the CHC, nobody was present to provide them with care, and thus “people lost confidence in the system”. Several CHC
staff reported low confidence in their abilities to handle emergencies due to their lack of specialized expertise and proper
equipment, including drugs. Members of the research team visited a number of CHCs and found that delivery rooms
were cold and uninviting: walls were damp with mold, and rooms appeared to be rarely used. The overall atmosphere
was that CHCs are a place of illness. Despite the low quality of CHCs, some women acknowledged that healthcare
providers do the best they can with the limited resources available to them: “the CHC staff made every effort to take
care of us to the best of their ability and given conditions.”
“Even though our economic conditions were not good, I would have to choose
a private clinic for better service [over the district hospital]”.
– Thai woman, Son La
“The quality of our CHC has degraded. They [Tay] came for check-ups here
and know the situation so they decided to go to the district hospital.
There is no doctor here (at the CHC). We also lack clean delivery kits.”
– Ethnic minority village birth attendant, Bac Kan
“If the CHC is well equipped, women will deliver here. They will not have
to go to the district.” – male Hmong village leader, Bac Kan
“There is not enough modern equipment (at the CHC). They (pregnant mothers)
would feel worried.” – CHC midwife, Lai Chau

The social distance between the CHC health personnel and the community was also an issue. Some community
members were hesitant to seek CHC services because of shame, fear or lack of approachability. In some cases, CHC
staff members were not well integrated with local communities as women claimed they “did not want to bother them”.
This may be partly explained by the fact that CHC staff members work on a rolling distribution system – they are
assigned to a facility for several years at a time, and when they are assigned to a new facility, they do not speak the
local language or belong to the same ethnic group as patients. FGD participants reported that women belonging to
some ethnic groups are discouraged from delivering at a facility due to cultural and language barriers. For example, in
Bac Kan province, Hmong women are reluctant to deliver at the CHC because they do not understand Kinh language
and nurses easily get annoyed by this. Some women claimed that traditional birth attendants could better relate to
them and made women feel more comfortable than health care providers. The expertise of traditional birth attendants
was valued due to their social and emotional closeness to the community, their long experience in providing services
to mothers and infants, and the loyalty and trust established with local villagers.
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“We don’t ask the CHC staff to come to our house. We have to go there ourselves.
When it is at night, (the CHC staff) would not go to your house. Here, nobody
asked the staff to come. You go to the CHC yourself.” – Ha Nhi woman, Lai Chau
“If they have good connection with health workers, they can get better services.
The staff usually get angry when patients cannot answer and explain their
problems in the Kinh language. It depends on the connection between patients
and health staff.” – Leader of women’s union, Bac Kan
“At night when they started feeling pain, they would come find me. Like a woman
in Nam Pay, she was in labor for 1 hour but the placenta didn’t come off. She
was afraid of calling the doctor so her family called me. At night, they are afraid
of calling the doctor. Maybe they didn’t speak our language.” – Birth attendant,
Lai Chau
“A Hmong woman is ashamed that she is having her third kid. She does not want
to go to the health center for antenatal check-ups.” – Birth attendant, Bac Kan
Community-based delivery services and human resources for maternal health services within the home environment
were not accessible in many areas, despite high demand. Although there was reluctance to have an institutional
delivery, many women were willing to have a female skilled birth attendant present during home deliveries. The real
challenge, however, is that CHC health personnel did not attend home deliveries unless there was a complication or
emergency. Many communes did not have ethnic midwives and, in those that did, midwives were perceived as young,
inexperienced and ill-equipped to support labour and delivery. One commune in Kon Tum had 13 villages but only 3
ethnic midwives to cover the entire area. This means that women living in one of the 10 villages with midwife must wait
for her to make a long journey. Oftentimes, they were not called until late stages of labour and thus the midwife does
not make it in time to assist with delivery.
Hospitals were generally preferred over CHCs, however, women had mixed opinions regarding the quality of services
offered. Many women disliked that public hospitals were overcrowded and some did not trust the competencies of
doctors at district/provincial hospitals. Another widespread barrier was the “fear of having to be cut” (i.e. episiotomy
or cesarean section). In contrast, women who had delivered in a district hospital in Dak Nong were very satisfied with
services, claiming that healthcare providers “have good attitude, good equipment, better infrastructure, and more
medicines available.”
Poor attitudes towards ethnic minorities amongst staff at health facilities restricted or delayed women’s access to
maternal health care. Women commonly described disrespectful and discriminatory treatment by facility healthcare
providers, who sometimes took monetary bribes in return for better service/care. Discrimination of certain ethnic
groups with respect to transportation costs to health facilities was reported in one commune. In some contexts, women
recounted insensitivity, rudeness, neglect and even physical violence by health care staff (appeared to be more of an
issue for Hmong than any other ethnic groups). According to this participant, clinicians must learn to explain things
to the local women more patiently and not shout at them. In contrast, Tay women in the same area do not experience
harsh treatment from healthcare providers.
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PANEL 6
CA DONG ETHNIC GROUP (SEDANG)
– “WE FEEL IT’S NORMAL TO DELIVER AT HOME”
The Sedang live in the central highlands province of Kon Tum, and have strong belief in supernatural powers, with
many rituals offered to pray for good harvest, for peace and to send away bad luck. The Sedang have some of
the lowest maternal health indicators, according to survey results. For example, only 19% attended four or more
antenatal visits and 35% had an institutional delivery. This section focuses on women belonging to the Ca-Dong
(a branch of Sedang).
A witchdoctor (typically a male village elder) is commonly called during labour to perform specific rituals.
They inspect the home during delivery for sources of tension; in some cases, furniture and other objects may be
rearranged, the rope on bundled wood may be cut of loosened, or wooden fences knocked down to “release the
tension”. Usually it is the husband who is instructed by the witchdoctor to make these environmental adjustments;
this is believed to be an important role/contribution of the husband during childbirth. It is believed that women
embody their physical environment during labour and delivery. The witchdoctor is the only person who knows how
to minimize the tension in the environment in order for the baby to “come out smoothly”. The witchdoctor also
rubs the woman’s stomach and smears the blood of a slaughtered chicken on her forehead, abdomen and lower
back. This is a protective ceremony with “prayers to the gods of human protection” that is believed to promote a
safe and smooth delivery. These ceremonies can only be done at home. A woman who delivers at a health facility
must first have the ceremonies performed at home before going to the facility.
As a matrilineal society, the woman’s mother is the key influencer over maternal health service utilization, which
differs from many other groups where the husband’s family is the key influencer. Early marriage is common
and girls sometimes marry as young as age 14; after marriage, couples live in the matrilineal home. Mothers of
pregnant women tend to insist on the birthing ceremony by witchdoctors. It is customary to have many village
women present during labour and delivery. Women bathe immediately after giving birth, rest near a fire and are
given boiled water with salt to drink, which is believed to help clotted/viscous blood go back to normal and to
“clean and purify the insides of the body”.
There is little confidence in the competence and skills of CHC staff, according to the women interviewed. Women
worry that babies may slip or be dropped during delivery and may hit their heads on the hard concrete floor.
Traditional stilts houses have floors that are made out of bamboo; if babies slip at home it is believed they are less
likely to be injured. Women also shared that they are reluctant to access maternal health care services because
the roads are poor, making it difficult to get to the facility.
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5.3

PHYSICAL ACCESSIBILITY OF MATERNAL HEALTH CARE

In a number of communes, particularly in the mountainous northern regions, geographic inaccessibility made it difficult
for women to access health facilities and was especially problematic for ethnic groups such as the Hmong who tend
to live furthest away from health facilities and may have to make lengthy journeys on foot. Roads are often poor or
non-existent and it can be unsafe to travel, especially during the rainy season or a night. FGD participants expressed
fears that they might not reach the health facility in time and would deliver in transit.
“At first, I wanted to go to CHC but because it was at night and rainy then,
I gave birth at home.” – Ha Nhi woman, Lai Chau
“It is because of long distance to CHC, we are afraid of delivery on the way.”
– Ha Nhi woman, Lai Chau
“If I were pregnant again, I’d deliver at home. The road is about 2 km but too
difficult. The parents-in-law allowed me to go to the CHC, but I don’t want to go
far and in cold weather.” – Hmong woman, Lai Chau
One of the strongest themes to emerge, especially in northern regions, was the importance of delivering close to a
fire and keeping warm during and following delivery. This was more easily afforded at home than at under-resourced
CHC. There were numerous stories of women who delivered at a health facility and traveled home after delivery by
foot or by motorbike, which made them ill during the postpartum period when their bodies were vulnerable to cold
and wind. The findings suggest that the associated risks and challenges with getting to health facilities outweighed
any benefits that might be gained from an institutional delivery. Women who planned to have an institutional delivery
generally made arrangements well in advance for travel to a health facility. This often involved taxi fares and sometimes
staying in rental accommodation in the district town in the week prior to the delivery date.
Husbands, mothers or mothers-in-law or senior family members often made the decision to access health facilities.
The influence of in-laws was predominant in northern patrilineal communities (e.g., Hmong, Thai, Dao), while the role
of mothers in decision-making was strong in matrilineal communities in the central highlands (e.g., Sedang, Ba Na).
In particular, husbands are gatekeepers to health services because they are more likely than women to have access to
the transportation needed to reach health facilities. Several women reported that they went to health facilities because
their husband took them there; conversely, several women mentioned that they did not attend health facilities because
their husband was not available or not willing to take them. The role of husbands in providing access to health facilities
was particularly pertinent during labour when women needed vehicle access to reach health facilities; in contrast, some
women accessed antenatal care without their husband’s involvement because they were able to walk there on their own.
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5.4

AFFORDABILITY OF MATERNAL HEALTH CARE

Most families were affected by poverty and our findings suggest that the costs (both direct and indirect) of visiting
health facilities were viewed as a barrier in restricting or inhibiting adequate access to ANC and institutional deliveries.
Although services provided by the CHC were offered free of charge to women covered by health insurance, there was
misinterpretation and misunderstanding amongst community members, especially the most disadvantaged, about
eligibility and how the health insurance system works. Furthermore, most women desired access to better quality
maternal health services outside of the commune. Antenatal care and especially delivery involved indirect costs not
covered by health insurance, including taxis, medicines, meals and companion costs and informal payments (or bribes)
to health care providers to ensure good service and care. These indirect costs rendered attendance at health facilities
outside of the commune unaffordable for many families. In some communes, delivery in a public location such as a
health facility increased the social obligation for families to host a large celebration, placing additional strain on limited
family finances.
Perhaps more important than financial costs were the opportunity costs in terms of lost labour or income associated
with attendance at health facilities. FGD participants indicated that they were ‘too busy’ and ‘did not have the time’ to
go to the health facility including the CHC because it was essential for them to work on the farms in order to contribute
to basic household resources. In some communes, women worked in the farms right up until the time of delivery
and felt the need to return to work as soon as possible following delivery due to both financial pressures and family
expectations. For many women, long distances to health facilities meant that antenatal visits involved a full day of lost
labour, which may explain why some women attended health facilities once or twice initially to check on the status of
their pregnancy but attended no further ANC visits. There was also concern amongst women that institutional deliveries
result in episiotomy or caesarian and delays women’s return to work. On the hand, cost was not a significant barrier
for some women. The cost of delivering at the hospital is high, but many women were resourceful and planned ahead
by saving or borrowing money and were willing to pay more for higher quality services offered at hospitals.
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6
CONCLUSION
The key findings of this study include:
•	Comparison of study findings to national estimates indicates large gaps in all indicators of maternal health
care access and utilization; the only exception was coverage of modern contraception utilization.
•	Within the study population, coverage for composite maternal health and reproductive indicators was lowest
for the most disadvantaged groups: that is, the poorest, the least educated, and those from Hmong and Ba
Na subgroups.
•	Most women had access and attended at least once ANC visit, but relatively few had adequate access (four
or more visits) and coverage for content of care was low. There was a strong preference amongst women for
private health services during pregnancy.
•	In most regions, women’s preference was for a home delivery. Bac Kan and Dak Nong were the only exception,
where women preferred to deliver at district hospitals. There was low demand for delivery services at CHCs
across all regions and subgroups.
•	Barriers that prevented or limited access to maternal health services included acceptability, appropriateness,
accessibility and affordability of maternal health services.
•	There was demand for having a skilled attendant at delivery within the home environment. However, relatively
few CHC health personnel attended deliveries at home and ethnic midwives, where available, were perceived
as young, inexperienced and lacking in supplies needed for a safe delivery.
•	Health insurance coverage was relatively high but many women did not utilize health insurance for maternal
health services due to a preference for private services during pregnancy and limited demand for institutional
deliveries. There was misunderstanding amongst community members regarding eligibility for and usage of
health insurance and lower coverage amongst the most disadvantaged families.
The results of this study provide evidence on key RMNCH indicators related to maternal health care utilization and
demonstrate perspectives on maternal health services in 60 communes. These findings provide evidence that will assist
the Ministry of Health (MoH) in improving maternal health indicators in ethnic minority communities and to develop
public health strategies for the improvement of health services. In general, our findings showed that no single solution
is available to increase the utilization of maternal health services in ethnic minority communities in Viet Nam. Broadscale poverty alleviation strategies and interventions to address adolescent health and education provide an entry point
to increase utilization of maternal health care services and improve the health of women and children. A positive and
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accepting attitude towards health services in general was found amongst women in our study areas, evidenced by the
finding that more than 70% of participants utilized antenatal health services at least once during their last pregnancy.
The prominent attitude amongst women in the study was that childbirth is a natural rite of passage, and home delivery
is preferred to institutional deliveries unless complications occur. Difficult access to health care personnel and facilities,
in addition to unaffordable costs (direct, indirect and opportunity) of attending health facilities in remote areas were
amongst the major reasons for preferring home delivery and limiting access to antenatal care during pregnancy. For most
women, institutional delivery was not perceived as the most acceptable and appropriate solution. Women’s preference
was to be close to the family and home during labour and childbirth; they viewed local delivery services at the CHC
as inadequate; and the perceived benefits of attending CHCs and other health facilities did not outweigh the potential
harms and high costs of getting there. Although there was reluctance to have an institutional delivery, there was little
to no reluctance to have female skilled birth attendant present during home deliveries. The real challenge, however,
is that CHC health personnel do not generally attend home deliveries unless there is an emergency. Although village
ethnic minority birth attendants have been trained in some communes, they are perceived as young and inexperienced.
Consequently, in the absence of skilled health personnel who are willing or able to support deliveries in the home
environment, many women continue to deliver with the support of elder women in the community.
Community-based education to increase awareness about the importance of safe delivery will benefit the community.
Strategies are also needed to reduce the distance and costs by bringing either the community closer to CHC services
or bringing the CHC services closer to the community. The partnership between CHC health personnel and village
ethnic minority midwives could be strengthened to improve births attended by skilled health personnel within home
settings. At the same time, the quality of community-based health services needs to be improved in order to enhance
local families’ confidence in the expertise of local health personnel and the added value of having a skilled attendant
at delivery. This should include improving the professional status of village ethnic minority midwives through improved
professional development, stable incomes and better integration into health systems and local facilities.
The involvement of local stakeholders including mother-in-laws or mothers, husbands and traditional birth attendants is
essential when planning and implementing maternal health interventions, as these individuals are key decision-makers
in determining access to and utilization of maternal health services. Future efforts to improve access to maternal
health services must be comprehensive to increase the acceptability, accessibility, affordability and appropriateness of
maternal health care services. Interventions are needed to address the degree of vulnerability and inequalities within
the ethnic minority population (place of residence, economic and education levels, ethnicity), adjusting and adapting
service delivery to local conditions to ensure its sustainability.
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SUPPLEMENTARY TABLE 1
TABLE S1. Health facility quality (average score, %)
Total
(n=60)

Bac Kan
(n=6)

Lai Châu
(n=16)

Son La
(n=16)

Kon Tum
(n=8)

Gia Lai
(n=9)

Dak Nong
(n=5)

1. Staffing

71.1

70.8

62.5

62.5

84.3

83.3

90.0

2. Infrastructure

65.9

74.2

66.4

62.5

63.6

66.6

67.2

3. Supplies - ANC

63.1

64.2

63.3

58.0

64.2

69.8

62.6

4. Supplies - Neonatal

70.0

63.3

67.5

70.0

57.5

82.2

84.0

5. Drugs - ANC

43.0

43.3

48.7

31.2

45.0

44.4

56.0

6. Drugs – Delivery

47.5

66.6

60.9

35.9

34.3

47.2

40.0

7. Drugs - Child

47.1

29.1

40.6

43.7

28.1

86.1

60.0

8. Infection control

69.2

54.1

73.4

70.3

68.7

69.4

70.0

9. Training

85.0

80.5

89.5

77.1

87.5

85.1

96.6

10. Contraceptions

58.1

38.8

70.8

54.1

70.8

33.3

76.6

Overall quality score

63.0

60.7

65.5

57.8

62.0

66.2

70.7

Quality Dimension

Staffing includes number of staff; staff credentials/position; whether staff have specialized MNCH training (e.g. emergency
obstetric care); number of ethnic minority staff; and number of staff who speak the local language. Infrastructure
includes improved water source; functional latrine for clients; setting allowing auditory and visual privacy; power;
communication equipment; emergency transport; and overnight beds. ANC supplies include blood pressure machine;
autoclave; refrigerator for vaccines; syphilis testing kit; adult scale; HIV-testing kits; and malaria-testing kits. Neonatal
supplies include essential supplies to support newborn health: resuscitation device; weighing scale; safe delivery kits;
heater/lamp of at least 150W to keep baby warm; and autoclave. ANC drugs include iron; folic acid; tetanus toxoid;
vouchers for insecticide treated bed nets; and antimalarial for IPT. Drugs at delivery include MgSO4; therapeutic
antibiotics; oxytocin; and misoprostol. Child drugs include vaccinations for BCG; OPV (polio); measles; and DPT/
Hepatitis B. Infection control includes latex gloves; syringes in sterile packets; sterile needles; and chlorine based
disinfectant. Training includes newborn care; PNC; emergency obstetric care; family planning; reproductive health for
adolescents; and treatment of STIs. Contraceptions include IUDs; contraception pills; injectables; male condoms; and
emergency contraceptions. Supplementary Tables 2
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SUPPLEMENTARY TABLES 2
TABLE 2.1 Summary estimates for reproductive, maternal, newborn and child health indicators by total averages and
place of residence (province)
Total
N=4609

Bac Kan
N=394

Lai Chau
N=1233

Son La
N=1492

Kon Tum
N=511

Gia Lai
N=712

Dak Nong
N=267

Antenatal care coverage
– at least one visit

73.1

89.1

69.0

68.2

73.0

75.7

94.0

Antenatal care coverage
– at least four visits

16.3

43.7

10.1

13.3

16.6

11.7

33.3

Antenatal care within
16 weeks gestation

42.0

61.7

42.7

37.1

36.0

35.1

68.2

Content of antenatal care
(blood pressure, urine
and blood testing)

17.6

34.0

27.0

14.0

10.8

3.4

21.7

Births attended by skilled
health personnel

48.7

61.7

45.0

45.9

39.5

49.9

77.2

Institutional deliveries

41.3

59.4

37.5

35.0

31.3

45.3

74.9

PNC health checks for newborn
within 48 hrs. of birth

39.9

53.6

33.6

37.6

42.3

37.1

64.4

Contraception prevalence
– modern methods

56.6

68.4

58.2

49.4

74.6

45.1

53.0

Health insurance coverage

81.2

87.3

78.8

80.8

87.3

77.7

82.8

Key RMNCH indicators
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TABLE 2.2 Summary estimates for reproductive, maternal, newborn and child health indicators by economic status
1st Quintile
(poorest)
N=713

2nd Quintile
N=1288

3rd Quintile
N=818

4th Quintile
N=1176

5th Quintile
(richest)
N=614

Antenatal care coverage
– at least one visit

55.7

65.3

74.0

81.0

93.3

Antenatal care coverage
– at least four visits

5.9

9.5

11.2

20.1

42.2

Antenatal care within
16 weeks gestation

25.4

35.6

39.2

48.7

66.0

Content of antenatal care
(blood pressure, urine
and blood testing)

7.6

13.1

18.0

20.2

33.6

Births attended by skilled
health personnel

25.8

40.0

46.1

57.4

80.6

Institutional deliveries

20.8

33.5

39.2

48.7

70.8

PNC health checks for newborn
within 48 hrs. of birth

21.7

33.5

36.9

45.2

67.9

Contraception prevalence –
modern methods

54.5

56.0

56.4

58.1

57.8

Health insurance coverage

75.9

77.1

81.4

83.7

90.7

Key RMNCH indicators
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TABLE 2.3 Summary estimates for reproductive, maternal, newborn and child health indicators by level of education

No education
N=1,727

Primary education
N=745

Middle school
N=1,440

Secondary or
higher education
N=697

Antenatal care coverage
– at least one visit

57.3

75.0

81.3

93.4

Antenatal care coverage
– at least four visits

5.6

13.3

18.3

42.2

Antenatal care within
16 weeks gestation

29.2

39.1

47.0

66.7

Content of antenatal care
(blood pressure, urine
and blood testing)

11.9

17.3

18.8

29.8

Births attended by skilled
health personnel

30.6

44.7

56.4

82.2

Institutional deliveries

25.0

39.2

46.0

74.7

PNC health checks for newborn
within 48 hrs. of birth

25.0

36.9

45.1

69.3

Contraception prevalence
– modern methods

52.2

56.4

60.0

60.6

Health insurance coverage

74.5

81.5

83.8

92.1

Key RMNCH indicators
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Table 2.4 Summary estimates for reproductive, maternal, newborn and child health indicators by ethnicity
Tay
N=155

Gia Rai
N=176

Antenatal care coverage
– at least one visit

98.1

86.3

83.3

81.2

69.5

71.1

71.2

66.6

61.7

Antenatal care coverage
– at least four visits

66.4

14.7

19.6

21.8

3.5

14.2

18.9

6.5

8.5

Antenatal care within 16
weeks gestation

78.0

44.3

59.5

49.2

48.5

42.5

35.6

25.7

32.6

Content of antenatal
care (blood pressure,
urine and blood testing)

40.6

3.4

21.4

24.6

14.0

31.2

7.8

1.5

15.5

Births attended by skilled
health personnel

98.0

86.9

63.1

62.7

58.4

55.5

42.7

25.9

25.4

Institutional deliveries

98.7

83.5

54.1

48.8

57.8

50.6

35.1

20.3

22.3

PNC health checks
for newborn within
48 hrs. of birth

81.2

56.8

60.1

51.7

29.2

45.8

43.0

20.8

21.6

Contraception prevalence
– modern methods

70.9

42.1

61.0

54.9

50.0

63.4

73.7

41.1

50.3

Health insurance
coverage

96.1

89.2

89.8

86.4

74.2

80.0

87.7

71.1

74.9

Key RMNCH indicators

Mnong
Thai
Ha Nhi
Dao
Sedang Ba Na
N=168 N=1,087 N=171 N=336 N=407 N=447

Hmong
N=1,283
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