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A B S T R A C T 
 

 

 

Introduction: This study aimed to determine the barriers to the use of maternal care and family planning (MCFP) services by the 

disadvantaged Kinh people and Katu ethnic minority people in the remote and mountainous area of Nam Dong District in Central 

Vietnam.  

Methods: A survey was conducted using a random sample of 420 mothers with at least one child under the age of 5 years. These 

data were supplemented by interviews with key informants, focus group discussions and observations. 

Results: Many barriers were identified. The difficulty of the terrain made travel to healthcare centers difficult. The cost of 

treatment was a barrier for the poorest people. The quality of the services and facilities, as well as the management of these 

services was perceived to be unsatisfactory. Traditional practices were often described as being contrary to the doctor’s advice, and 

were presented as the reason for unsafe and unassisted home deliveries. Communication was difficult because of the minority 
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languages of the client groups, the prevalence of illiteracy, and the absence of mass communication in this region. Finally, 

consulting a male healthcare worker was reported to bring the women shame.  

Conclusion: There is an urgent need for the MCFP services to build both clinical capacity and health promotion activities in a way 

that is gender sensitive, cognisant of traditional practices and accessible by both illiterate and minority language speaking people. 

 

Key words: communication, costs, cultural factors, education, gender studies, information, maternal care and family planning 

services, quality of services, remote areas in Vietnam, Vietnam. 

 
 

 

 

Introduction 

 

Reproductive healthcare in Vietnam 

 

Despite many efforts, the rate of reproductive health 

problems in Vietnam remains high1, especially in 

mountainous and remote regions where healthcare facilities 

are often difficult for clients to access1(Fig 1). Particularly 

vulnerable are the Kinh poor and other ethnic minority 

groups, for whom the lack of quality health services and the 

specific knowledge and skills of healthcare workers 

compound the considerable problems of the terrain. The 

communication skills of staff in health services in Vietnam 

are not effective 2,3 and this has widened the gap in access to 

healthcare between rich and poor groups. In mountainous 

areas, a plethora of minority languages increases 

communication problems.  

 

Traditional health behavior, culture-specific practices and 

the cost of treatment are added barriers to the effective use of 

healthcare services. Births at home are celebrated with 

certain rituals such as eating chicken together. And instead 

of receiving professional assistance, women are often 

assisted by female family members, neighbors and friends. 

Experienced and inexperienced women come to assist with 

the delivery and the inexperienced women learn how to 

assist from the experienced. In this way traditional birth 

knowledge is passed from generation to generation, and the 

women see no reason to make use of professional healthcare 

facilities. 

In Vietnam’s remote areas, obstetric complications lead to 

preventable maternal deaths and morbidity1. The objectives 

of the present research were to identify local community 

maternal care and family planning (MCFP) needs, in 

particular the needs of Kinh poor and other ethnic minority 

group women, and to identify barriers to the use of local 

MCFP services. 

 

Context 

 

The present study took place among seven low-income 

communes in the Nam Dong district, Thuathien-Hue 

Province, Vietnam. Reproductive healthcare services are 

provided to these communes by the staff of Nam Dong 

District Health Centre. Nam Dong is a mountainous district 

in the south west of Thuathien-Hue Province in Central 

Vietnam, with an area of 65 052 km2 and a population of 

21 438 (Fig 1). The population density is 3.03 people per 

km2. In comparison with other mountainous regions in 

Vietnam, Nam Dong had good infrastructure and good 

transport means at its disposal5. Approximately 40% of the 

inhabitants were Katu ethnic minority people, the others 

were Kinh people. Most of these people live from 

agriculture, with rice and cassava the main products. The 

average GDP per capita is 2 398 000 VND/year 

(approximately US$160). 
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Figure 1: Map of the study area in Central Vietnam. 

 
 

Katu people form one of the 54 ethnic minority groups in 

Vietnam with nearly 50 000 members who live in Thuathien-

Hue Province and Quang Nam Province (south of 

Thuathien-Hue Province) in Vietnam, as well across the Lao 

border in the Provinces of Sekong and Savannakhet, mainly 

in the mountainous areas near the border. According to the 

ethnographic division of peoples they belong to the Austro–

Asiatic Family, although their specific descent is unknown. 

They speak the Mon-Khmer language, which is also spoken 

by other ethnic groups but in slightly different forms4,5. The 

Kinh people, however, form the ethnic majority in Vietnam.  

Women bear responsibility for the household and the 

upbringing of the children, and also for much of the agrarian 

work. Men are the final decision-makers in the family. For 

postnatal women, the maternity-leave time depends on the 

assistance of family members. For Katu people this means 

family members on the father’s side; for Kinh people more 

often it is family members on the mother’s side. 

 

In Vietnam, the quality of family planning (FP) is low as 

evidenced by a high contraceptive failure rate: the average 

number of children born to women in the mid-land, 
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mountainous, coastal, central Vietnam and the Central 

Highlands areas is more than 3 or 41. Each year, Vietnam’s 

population increases by one million1. The number of women 

receiving pre-natal care and assisted deliveries by health 

professionals is low, so obstetric complications remain high 

in these areas1.  

 

Methods 

 

Participants 

 

This study was limited to women who were married, of 

reproductive age (15–49 years), and who had delivered at 

least one child within the previous 5 years. 

 

At the time of the present study, in the seven communes 

there were 1109 women who had a child under the age of 

5 years. Sixty of these women were selected randomly from 

each of the seven communes, giving a sample size of 

420 women. The response rate was 100%. 

 

Data collection 

 

An oral questionnaire was developed by the authors 

(Appendix I). Data collection was achieved with the 

assistance of 21 trained interviewers, who performed the 

interviews in households. During the process of data 

collection in the field, interviewers were helped by local 

translators who spoke the Katu or Van Kieu language. These 

data were supplemented by the following: 

 

♦ The collection of secondary data regarding MCFP 

activities, focusing on the quality of the MCFP 

information management system. Secondary data 

were collected from the reports of the communal 

health centres, the district hospital and the local 

authority. 

♦ Interviews with key informants (the heads and staff 

members of the communal health centers who are 

responsible for MCFP activities, as well as the 

managers and MCFP staff at district level). 

♦ Observations, carried out with the help of 

checklists, to evaluate the MCFP facilities and 

equipment in communal health centers, the 

communication skills, and the quality of antenatal 

care. The observers were senior researchers and 

trained research assistants. 

♦ Two focus groups in each of seven communes 

(n = 14 focus groups) to identify MCFP health-

seeking behavior in the specific context of 

mountainous area, focusing on economics, culture, 

gender and verbal and non-verbal communication 

between MCFP service users and providers. The 

women in the focus groups all had at least one child 

under the age of 5 years. One of the two focus 

groups in each commune included women who had 

no antenatal care, or who delivered at home, or who 

used no contraceptive method. Group 2 women 

were those who had received antenatal care, or who 

had delivered at the clinic, or who used a 

contraceptive method.  

 

These data were recorded using cassette recorders and by 

notetaking.  

 

Analysis 

 

Checklist data collected from the interviews were entered 

and analyzed using EPI-INFO vers. 6.04 (WHO, Geneva, 

Switzerland) combined with SPSS vers. 11.0 (SPSS Inc, 

Chicago, IL, USA). Correlation of study variables was 

performed using χ
2 test to define statistical significance  

(p < 0.05).  

 

Key informant and focus group data were analysed by 

developing flowcharts and matricies of emergent themes. 

 

Results 

 

Of the presented results, the percentage results shown 

(Tables 1–4) and discussed are derived from the 
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questionnaire data, and the quotations are from the focus 

group discussions. 

 

The informants were predominantly of the Katu ethnic group 

(70%) however 30% were Kinh people. Most of the 

informants were poor farmers (80%) of traditional ancestral 

beliefs (75%). 

 

Distance, cost and quality 

 

At the time of the study, most families in Nam Dong had 

modern forms of transport available. 55% of the research 

population had a bicycle and 17% a motorbike. No-one lived 

further than 5 km from the nearest health center. Despite 

this, many women complained about the distance to the 

health center. They reported that, apart from the main road, 

the paths and roads were in bad condition, often steep and 

rocky, and full of puddles and slippery in the rainy season.  

 

The cost of service in a professional healthcare center was 

20.000 VND(approximately US$1.30). This was regarded as 

a high price for the financially disadvantaged people of Nam 

Dong, although it was lower than the cost of service for 

people in cities such as Hue City. Service costs could also be 

increased by the additional cost of medicine or special 

treatments. 

 

Most mothers (97%) used prenatal-care services or prenatal 

examinations. Many women complained about the poor 

quality of maternal care. Some said, for example, that the 

toilets at the health center were not clean so they had to go 

into the forest to relieve themselves, which they did not like. 

Others complained about the postnatal-care room, which did 

not have enough patient beds. Further complaints related to 

the communication skills and the general knowledge of the 

healthcare workers.  

 

Communication 

 

The quality of health education in relation to mother-and-

child care and family planning was such that it was not 

effective. During observed consultations, 84% of the women 

were educated, either by brochures or the oral 

communication of doctors. However, all of these education 

efforts were inadequate, based on national communication 

skills standards. A common problem was the language 

barrier, for instance when Kinh health workers attempted to 

communicate with minority (Katu) women over 30 years of 

age who did not speak the Kinh language. In addition, most 

of communication material used at the health centre were 

written in Kinh.  

 

Illiteracy is problematic in the mountainous area. The 

percentage of illiterate informants (36%) was high compared 

with the national mean in Vietnam2, partly because of poor 

education, partly because of the phenomena of ‘re-illiteracy’ 

(people who have achieved literacy then lose this skill due to 

lack of practice). The illiteracy was higher among Katu 

people than among Kinh People (Table 1). 

 

Table 1:  Illiteracy among interviewees in according to 

ethnic group 

 

Ethnic group n (%) 

Kinh (n = 100) 10 (10) 

Catu & Van Kieu (n = 320) 142 (44) 

 

 

Only one-third of the informants had access to radio or 

television, so they missed out on mass communication of 

health information in the area. They also had inadequate 

knowledge about opening hours or even the location of the 

communal health centers. 

 

The attitudes of the healthcare workers themselves led to 

other instances of poor communication: many clients 

complained about their negative attitudes.  

 

Tradition and culture 

 

Many women used antenatal and postnatal examination 

services (97% and 93%, respectively), but the proportion of 

home deliveries remained very high at 45% (Table 2). Of 

those who delivered at home, most women delivered alone 
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or were attended by a traditional midwife (47.3%), whereas 

38% of women were helped by others during delivery 

(Table 3). 

 

Table 2:  Place of delivery for children of informants 

 

Delivery place n (%) 

Home 188 (45.2) 

Communal healthcare center 129 (31.0) 

Hospital, district polyclinic  91 (21.9) 

Midwife’s home  1 (0.2) 

Other 7 (1.7) 

Total 416† (100) 
 † Four cases not reported. 

 

 

Table 3:  Distribution of birth assistants in home 

deliveries 

 

Birth assistants  n (%) 

Health care worker 27 (14.7) 

Traditional midwife 37 (20.1) 

Self-delivery 50 (27.2) 

Others†  70 (38.0) 

Total 184 (100) 
                  †Friend, neighbour, husband, mother-in-law. 

 

 

The percentage of home deliveries was much higher (81%) 

for the ethnic minority people than for the poor Kinh people 

(19%). One reason for this was the persistence of traditional 

and culturally specific customs and knowledge. Deliveries at 

home were more personal and familiar to the Katu women 

than deliveries in the communal health center or district 

hospital. Many home deliveries also occured without any 

assistance, either at home or in the field. One informant said:  

 

There was a Katu woman who gave delivery in the 

forest, she had to help herself and bit off the umbilical 

cord then tied it with the root of a tree. 

 

Gender-specific issues 

 

At home, women are assisted by women and men cannot 

witness the event of the delivery. Women reported that they 

felt ashamed to go to the communal health care centers, 

where they are often assisted by men. One said, ‘When I was 

in the communal health center and saw a man I didn’t want 

to be there, so I left’. 

 

The high proportion of male healthcare workers in the 

communal health centers was one reason a substantial 

number of the informants gave for feeling uncomfortable at 

going to the clinic. One of the informants mentioned:  

 

One woman who was the wife of a village healthcare 

worker and called for her husband’s help when she 

was in labor. Her husband asked others to take her to 

communal health care center and she was so 

ashamed of this she gave delivery alone from then on. 

She never called her husband again. 

 

Another woman said: 

 

In the communal health center, when one ethnic 

woman came, one female health worker helped her to 

give birth but there were two other male assistants 

which made her feel too ashamed to come back 

again. Some women give delivery alone and they 

themselves cut the umbilical cord because of being 

ashamed.  

 

The focus group qualitative data suggested that women’s 

health was potentially compromised when they went back to 

work in the fields too soon after delivery due to inadequate 

maternity leave. This is not only a socio-economic and 

cultural issue, but also a gender issue.  

 

Contraception 

 

Another issue that derives from gender relations is the use of 

contraception methods. Women are responsible for 

contraception, rather than both women and men. More than 

60% of all women use contraception, while less than 20% of 

all men use contraception methods (Table 4).  
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Table 4:  Use of contraceptive methods among 

interviewees 

 
Contraceptive methods n (%) 

Intra-uterine device  120 (29.0) 

Depot injections 89 (21.5) 

Condoms 41 (9.9) 

Male sterilization 28 (6.8) 

Female sterilization 14 (3.4) 

Ogino Knauss method 34 (8.2) 

Withdrawal method 0 

Abstinence  (self-control) 18 (4.3) 

No contraception 73 (17.6) 

Total 417†  (100) 

 † Three cases not reported. 
                  The figures on condom use were based on distribution and not 

on actual use.  It is likely that not all condoms distributed were 
used. 

 

 

Women complained about the side-effects of the most-often-

used IUD, saying it increased their weakness and tiredness6. 

Less than 10% of all men used condoms. The reasons given 

by the women were discomfort for man, and a decrease in 

sexual enjoyment. The analysis of the focus group 

discussions about why men didn’t use condoms included:  

 

Itchy for the wife; afraid of the condoms having 

holes; bad smell; dirty; sometimes painful for the 

wife. 

Other reasons included:  

 

It was annoying to use condoms, at night we had to 

sit up, turn on the light and blow up a condom... we 

were also afraid [of conceiving] if our husbands 

didn’t use a condom when they were drunk.  

 

One woman said that she didn’t want to use condoms 

because she loved her husband: 

 

He already has to work hard, [so] we shouldn’t make 

him feel uneasy. 

 

A considerable number of women did not use any 

contraceptive method. Reasons for this were given as the 

wish for more children; the wish for a son; discomfort; 

negative health consequences; and a fear of complications. 

The wish for a son was often asserted, mainly because a son 

carries on the family line and plays a responsible role in 

certain ritual family tasks, while the daughter often leaves 

for another family in another commune when she marries.  

 

Healthcare workers’ attitudes 

 

Some women complained about the attitude of healthcare 

workers, which they thought was not enthusiastic enough. 

Some felt alienated in these circumstances. One woman said: 

‘Healthcare workers often say, “You are always ill and come 

here everyday”’. Another complained that a healthcare 

worker asked her: ‘Why do you still get pregnant?’ These 

comments offended them and made them less likely to visit 

the communal healthcare center for any reason.  

 

Many Kinh and ethnic minority people, especially those who 

have more than three children (and so have gone against the 

family planning policy of the country under which couples 

are encouraged to have only 1–2 children), don’t dare visit 

the communal health center or the district hospital for 

antenatal care or delivery for fear of censure (although there 

is no actual penalty for additional children). 

 

Discussion 

 

The problems and issues involved in enhancing the 

accessibility of MCFP services in Central Vietnam are 

diverse and broad. There are issues concerning the providers 

of health care, the users of health care, and the environment, 

public policies and poverty. The problems of the service 

providers’ lack of communication skills and poor quality 

services are fundamental.  

 

Communication failure is a larger problem than the personal 

styles of the workers, especially when many healthcare 

workers speak a different language from the local women. 

Written information, for instance brochures, was no 
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substitute for oral communication, because a substantial 

number of the target women could not read or write.  

 

Healthcare users' behaviors, such as unassisted home 

deliveries, present risks, both for both mother and child. 

Such behavior is not easily changed, especially when home 

deliveries are part of the culture of the mainly Katu ethnic 

minority people. Appropriate healthcare information is 

needed to change such practices. In addition, both local 

women and healthcare workers must be assisted to be 

sensitive to viewpoints different from their own. 

 

Gender issues must be considered if access to services is to 

be improved. A higher proportion of female healthcare 

workers will motivate local women to use the services. 

However, it must also be recognized that men are the main 

decision-makers, so men should be involved in any 

communications about birth and childcare, even young 

adolescents and not yet married men.  

 

A further factor to consider is the quality of the services. 

While the facilities are adequate for basic maternal care, the 

skills, attitudes and practices of healthcare workers and also 

of health management require improvement. Longer and 

more specialized education of healthcare workers and their 

managers could improve the service quality significantly.  

 

Other problems obstruct major improvements. Even if both 

doctors and clients speak Vietnamese, their differing ways of 

thinking is an additional barrier. The doctor must learn to 

listen and the client must learn to be assertive. Working 

against this is the low educational level of the local women, 

and the fact that listening skills are not emphasized in the 

education of doctors in Vietnam.  

 

Overall, poverty plays a major role in low access to health 

services. Rapid developments in the Vietnamese economy 

are increasing the economic gap between rural and urban 

areas. Doctors may prefer the city to remote areas, and a lack 

of quality medical staff impacts negatively on the quality of 

remote area services.  

Recommendations to enhance the accessibility of 

healthcare facilities 

 

As a result of this research, recommendations have been 

made to improve the healthcare facilities at communal and 

village levels for poor and ethnic women among the seven 

communes in Nam Dong mountainous district, Thuathien-

Hue Province. Context-specific and gender-sensitive 

approaches to capacity building and health promotion are 

essential. Interventions should focus on improvements in the 

quality of the facilities; the specific knowledge of the 

healthcare workers; communication between clients and 

doctors; the number of female healthcare workers; and the 

knowledge and motivation of local people.  

 

It may be a mistake for MCFP to focus only on married 

women in the reproductive age of 15–49 years who already 

have a child. Involving young adults who are not yet married 

may broaden access and encourage debate about traditional 

practices. If different opinions are respected, this may lead to 

mutual understanding and contribute to change. In the 

education of women, group activities are important. 

Information, education and communication methods and 

materials must be culturally appropriate and easy to 

understand. 

 

Conclusion 

 

In comparison with other mountainous regions in Vietnam, 

Nam Dong has good infrastructure and those who live there 

enjoy good means of transport7. These factors should 

enhance the accessibility of healthcare centers. The 

communal health centers offer basic emergency obstetric 

care, but many problems impact on the usefulness of the 

services. 

 

This study has identified issues of poverty, illiteracy, 

traditional beliefs, gender insensitivity and communication 

skills as negatively impacting on the quality and usage of 

these healthcare centres. These issues are common to many 

rural health systems, especially where ethnic minorities 
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represent a significant proportion of the local population. 

Maternal and neonatal morbidity and mortality are key 

health indicators. Without attention to the issues identified 

by this study, rural women will continue to be disadvantaged 

at their time of great need, the birth of the next generation. 
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Appendix 1: The structured questionnaire set 

Form III 

Department of Social Medicine  

Hue Medical Faculty  

Study in Nam Dong district  

QUESTIONNAIRES OF HOUSEHOLD SURVEY 

STUDYING ON THE SITUATION OF USING MATERNAL CARE AND FAMILY PLANNING SERVICE OF MARRIED WOMEN 

AGED 15-49 IN NAMDONG DISTRICT, THUATHIEN-HUE PROVINCE 

 

 

Village……………………………………………………………. 

Name of household………………………………………………..  

Name of interviewee………………………………………………. 

Name of interviewer……………………………………………….. 

Date………………………………………………………………. 

HUE – 2003 
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PART I: SOME CHARATERISTICS OF HOUSEHOLDS AND FAMILY MEMBERS 

 

1.1 How many persons live frequently in your family, please? . . . . . .people  

Number of married women aged 15-49 (born from 1988-1954) in the household ...............persons.  Please give individual information with details 

as follows:  

 

No  Name of interviewee  Date of birth Main occupation Education level Ethnic Religion 

1  
      

Select and fill the appropriate number to above form corresponding with column and row.  

 

Occupation Education level Ethnic Religious 

Farmer: 1  Handicraftsman: 6 Illiterate: 1  Kinh: 1  “Worship”: 1  

Worker: 2  Housewife: 7  Reading, writing: 2  Chinese: 2  Buddhism: 2  

Officer: 3  Retired: 8 Primary: 3  Katu: 3  Catholic: 3  

Businessman : 4 Ill health :9 Secondary: 4  Van kieu : 4  Confusionism: 4  

In school: 5  Unemployed: 10 High school: 5  Other 5  Other: 5  

 Fisherman: 11 University / over: 6  ...................  ...........................  

 Other: 12    

1.2 How many generations are living in your family? 1 2 3 4 generation   

1.3 Has your family had enough food in the year?   

           1. Starving food                  3. Rather enough  

           2. Enough                           4. Not knowing/ not defining  

1.4. What is the main source of your family income?  

                                              Main source                      Other   

                                             (only one answer)                          (multiple choices)  

2 Farmer                                                       1  

3 Gardener                                                    2  

4 Cultivator                                                  3  

5 Salary                                                        4  

6 Businessman                                              5  

7 Other (Specify)                                          6  

 

1.5. What is the economic level of your family compared with your commune? (according to classifying of local authority)  

1. Rich              4. Poor  

2. Rather           5. Starving  

3. Average        6. Not knowing  

1.6. According to your own estimation, what is your family economic level (give the total income)   

1. Rich ............VN$/household/year  

4. Poor ............VN$/household/year  

2. Rather ............VN$/household/year  

5. Starving............VN$/household/year  
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3. Average ............VN$/household/year  

6. Not known...........VN$/household/year  

 

1.7. Type of house (combine with observation)   

1. Cottage                                      4. Brick house  

2. Cottage with ground walls        5. Buildings  

3. Brick, ground wall house          6. Other (specify) ......................................................................  

 

1.8. Furniture (combine with observation and multiple choice):  

1. Radio-cassette   5. Buffet    

2. Color TV  
  

6. Frige  
  

3. Black white TV    7. Arm -chairs   

4. Fan    8. Other (write clearly)    

   

1.9. Means of transportation of your family (combine with observation and select multiple possibilities):  

 

1. Bicycles    5. Small truck 

2. Motor    6. Truck, car   

3. Boat    7. Other (write clearly)   

4. Buffalo car  
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PART II: USAGE OF MATERNAL CARE AND FP SERVICE IN THE RECENT DELIVERY 

 

Ask only women having children under 5 years old. If they have more than one under 5, the youngest child is talked about (he or she was born 

after 1997)  

Name of mother: .......................................................                 Age: .............  

 

No  Question  Name of child......................................  

1.  Date of birth of the child ( asking for full date 
of birth)  

........./ ......../.............  

2.  How many kgs was your newborn?  1. Did not weigh  
2. 2Weighed .........kg  
3. Do not remember  

3.  What was the place of delivery?  1. At home ( come to Q6 )   
2. Commune health station  
3. Hospital, Polyclinic  
4. Traditional Birth Attendant’s (TBA) home  
5.  Other ...................................  

4.  Why did you come there for delivery (multiple 
choice)  

1. Near your house   
2. Accessible  
3. Belief in health workers   
4. Welcome from health workers   
5. Cheap price  
6. Comfortable  
7. other (specify) ......................... 
8. 8. do not apply  

5.  Type of delivery  1. Normal   
2. 2. Caesarian section  
3. 3. Intervention  
4. 4. Other.......................................  

6.  Who assisted you when you delivered at home?  1. Health workers  
2. 2. Midwife Assistance  
3. 3. Self  
4. 4. Other people (specify) .................  

7.  Did you have an examination in the period of 
pregnancy?  

1. Yes  
2. 2. No  
3. 3. Do not remember  

8.  Where had you got the examination?  1. At home  
2. 2. CHC  
3. 3. Hospital, District centre  
4. 4. TBA’s home  
5. 5. Other ...................................  
6. 6. Does not apply   

9.  If yes, how many times were you examined 
during pregnancy?  

................times  
8. Do not apply   
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10.  When you had the examination, did you have: 
 
 
If possible, ask for the certificate of pregnancy 

examination to check the information  

 
1. Have a certificate  
2. Not have a certificate 3.  
3. Had but lost it  
4. Do not remember 

1. Weighing, measuring the  

 

height 
 
 1. Yes:                 2. No:                  3. Other............  

4.Do not remember  

 
 
2. Testing urine :   
 
1. Yes:                   2. No:  

3. Do not remember  

 
 
3. Measuring blood pressure:  
 
1. Yes:                    2. No:  

3.Do not remember  
 
4. Abdominal exam (fetus, fetal heart beat, uterus height):  
1. Yes:                     2. No:  

3. Do not remember  
 
5. Using iron tablets:   
1. Yes:                      2. No  

3. Do not remember  
 

6. Anti-tetanus (AT) injection   
1. Yes:                     2. No  

3. Do not remember  

 

7. Pregnancy hygiene education   
1. Yes, by talking only  

2. Yes, using pictures  

3. Yes, other ....................  

4. No                     5.Do not remember  

6 Do not apply 

11.  When you are pregnant, did you get AT 
injection?  1. Yes                           times   

2. No  
3.Full -vaccinated AT before  
4..Do not remember  

5. Do not apply  
12.  Within 42 days after delivering, have you been 

visited by health workers?  1. Yes  
2. No  
3.Do not remember  

13.  If yes, how many times did the health workers 
visit for examination?  .............times   Do not apply   
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PART III. USAGE OF FAMILY PLANNING SERVICE OF CHILD-BEARING AGED WOMEN (Women were identified in Part I) 

 

3.1. How old were you when you had the first menstruation? . . . . . . . . ..........years old  

3.2. How old were you when you get married the first? . . . . . . . . . . years old  

3.3. Please tell about all your pregnancies and deliveries from the first to the last time, do not skip (include number of miscarriages or abortions).  

 

Pregnancy     Year    Time of 

pregnant 

period  

( months )    Mode of 

termination    Place of delivery 

and abortion    Sex of 

newborn    Alive or not    Dead when how 

many years old? If 

<5 years, record the 

months    
1.         
2.         
3.         
4.         
5.         
6.         
7.         
8.         
9.         
10.         
11.         
12.         
3.4. What are the FP methods that you know? Please tell each?  

 

1. IUDs                                         4. Sterilization                               7. Withdrawal   

2. Pills                                           5. Vasectomy D                               10. Abortion   

3. Condoms                                   6. Ogino-Knause D                          11. Other  (specify).............................................  

 

3.5. What are the FP method that you are using now?  

 

1. IUDs                                          6. Vaginal pills   

2. Pills                                            7. Withdrawal   

3. Condoms                                    8. Other (specify) ........................... 

4. Sterility                                      9. Do not need to use FP method ( gotoQ3.7 )   

5. vasectomy   

 

3.6. Where did you receive these FP devices? (multiple choice)  
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1. Hospital/ polytechnic clinic                      4. Private doctor   

2. CHC                                                          5. Population -FP collaborator   

3. Buying in the market                                 6. Other (specify)............................   

 

3.7. Why don’t you use FP devices? (multiple choice )  

 

1. Want to have more children                         3. Want to have sons                   5.Harmful for health   

2. Uncomfortable                                             4. Not available                           6. Other reasons:  ................................................  

 

 

PART IV: EVALUATE KNOWLEDGE AND ATTITUDE OF MATERNAL CARE AND FP SERVICE USERS 

Knowledge  

 

4.1. Is there a CHC in your commune?   

1. Yes  

2. No  

3. Do not know (go to Q 4.6)  

 

4.2. Do you know where the CHC is?   

1. Yes, it locates ......................... 1. < 5 km                   2. 5-10 km                3. >10 km  

2. Do not know                            8. Do not apply  

 

4.3. What does CHC help you when you come there for pregnant examination?  

1. Blood pressure                                               6. Measuring height and weight   

2. Pregnant examination                                    7. AT injection   

3. Testing urine                                                  8.Hygiene education for pregnant women   

4. Blood test                                                      9. Do not know   

5. Abdominal exam (Uterus height,                  10. Other ………………………………   

fetal heart beat, presentation)  

 

4.4. Do you know the working time of CHC?  

Opening time                                             Closing time                                                 Guard  

1. Yes, at ........in the morning                   1. Yes, at ........in the afternoon                     1. Yes  

2. Do not know                                         2. Do not know                                              2. No  

                                                                                                                                         3. Do not know  

 

4.5. Do you know type of daily services in the CHC?  

1. Treatment of common diseases                   6. FP service   

2. EPI (AT)                                                     7. Buying medicine   

3. Pregnant examination                                  8. Health education   

4. Birth assistance                                           9. Do not know   

5. Post natal care                                             10. Other : ..............................  
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4.6. Do you know the reasons for your pregnancy check up (multiple choice)?  

 

1. Discovering early high risk of pregnancy       

2. Monitoring the development of fetus       
3. Following the consultants of health workers       
4. Have been vaccinated AT       
5.Other (specify ) .............................................       
6. Do not know       

Satisfied usage on Maternal care and FP (Applied to women who have used maternal care service and FP counseling at CHC)  

Notice: Scoring available columns correspond to Agree/Disagree attitudes.  

 

Satisfaction in convenience     Agree    Not sure    Disagree    
1. When coming to CHC, waiting time for examination of health officers make 
you tired? (-)  1 2 3 
2. You are pleased with the health services because they followed your demands 
(+)  3 2 1 
3. CHC examination is inconvenient, that’s reason why you dislike coming there. 
(-)  1 2 3 
4. When you are at the CHC, health officers are always there. (+)  3 2 1 
5. You like buying medicine and treating yourself more than seeing health officers 
for an examination (-)  1 2 3 
6. When requested, health officers are always willing to do your examination in 
your house (+)  

3 2 1 
7. Although you come at midnight, the health officers are always ready to do the 
examination (+)  3 2 1 
Scores ............. Maximum: 21                        Minimum: 7  
Satisfaction in service cost     True Not sure False 
8. You had spent for pregnancy examination in CHC about ................ .$/time, this 
fee is appropriate (+)  3 2 1 
9. You come to the CHC because Maternal care-FP and medicine costs are cheaper 
than at other places (+)  3 2 1 
10. CHCs only think of the way you have to pay for your received health care 
services (-)  1 2 3 
11. Women don’t like to use the medicines of the CHC because of their low prices 
with low quality (-)  1 2 3 
Scores ............ Maximum: 12                          Minimum: 4  
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Satisfaction in the responsibility of health officers        
12. Health officers always take care of patients (+)  3 2 1 
13. Health officers often ask about your diseases but not your other problems (-)  1 2 3 
14. Health officers often focus on treating diseases but not making you satisfied 
nor encouraging patient involvement in the treatment process. (-)  1 2 3 
15. Health officers don’t pay attention to maternal disease symptoms when they 
are told (-)  1 2 3 
16. You feel peaceful in mind and satisfied when coming to the CHC(+)  3 2 1 
17. Health officers are impolite to the patients (-)  1 2 3 
18. Health officers are always enthusiastic to do pregnancy examination, 
delivering services and providing FP devices (+)  3 2 1 
Scores .............. Maximum: 21                Minimum: 7  
Satisfaction with CHC information     
19. Health officers always explain the causes of your diseases (+)  3 2 1 
20. You are satisfied with the health officers because of their advice concerning 
your pregnancy status (+)  3 2 1 
21. Health officers explain clearly the way of using FP devices (+)  3 2 1 
Scores ............... Maximum: 9                Minimum: 3  

Satisfaction with service quality        
22. Usually, health officers don’t tell the cause of your diseases (-)  1 2 3 
23. When coming to see the health officers, you believe in their ability to examine 
and treat (+)  3 2 1 
24. On arrival, health officers can help immediately (responsible, good first aid, 
good transportation means when patients are referred ) (+)  3 2 1 
25. You believe that health officers can deliver even a difficult labour (+)  3 2 1 
26. You believe that health officers introduced inappropriate FP devices to you.(-)  1 2 3 
27. You believe that the quality of pregnancy examination at CHC is not as good 
as at the other places (-) 1 2 3 
28. You don’t want to go to the CHC because there aren’t enough medications and 
treating facilities (-) 1 2 3 
29. You think that the presentation of health officers will help the mothers with 
their pregnancy problems by providing pregnancy examination at communes. (+)  3 2 1 
Scores ........... Maximum:24                 Minimum:8 
Total score:        
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PART V: ENCOURAGEMENT IN THE USE OF MATERNAL CARE AND FP SERVICE FROM OTHERS 

 

5.1. Who did you consult not coming to CHC for pregnancy examination in your recent delivery?  

 

1. Relatives                                          5. Health workers of CHC   

2. Friends                                            6. Private health workers   

3. Family members                             7. Other......... .........   

4. Decision of yourself                       8. Nobody   

 

5.2. Who did you consult to come CHC for pregnancy examination in your recent delivery?  

 

1. Relatives  5. Health workers of CHC  
2. Friends  6. Private health workers  
3. Family members  7. Other........................  
4. Decision of yourself  8. Nobody  

 

5.3. According to above consultants, where did you go for pregnancy examination?  

 

1. CHC                                                4. National or provincial hospital  

2. Private doctors                                5. Other ................. ........  

3. District hospital   
  

 

Name of interviewer (signature) 

 

Name of supervisor (signature) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Published 22 October 2004; modified 13 August 2008. 
Correction to second author’s name from Hoat Luu Ngoc to correct form: Luu Ngoc Hoat 


