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Maternal and Neonatal Program Effort

Viet Nam

Results from the 2005 survey

Worldwide, over 500,000 women and girls die of complications related to pregnancy and childbirth each year. Over
99 percent of those deaths occur in developing countries such as Viet Nam. But maternal deaths only tell part of the
story. For every woman or girl who dies as a result of pregnancy-related causes, between 20 and 30 more will develop
short- and long-term disabilities, such as obstetric fistula, a ruptured uterus, or pelvic inflammatory disease.

Viet Nam’s maternal mortality rate continues at an unacceptably high level. Although maternal mortality figures vary
widely by source and are highly controversial, the best estimates for Viet Nam suggest that some 2,000 women and
girls die each year due to pregnancy-related complications®. Additionally, approximately another 40,000 women and
girls will suffer from injuries or disabilities caused by complications during pregnancy and childbirth each year?.

The tragedy and opportunity—is that most of these deaths can be prevented with cost-effective health care services.
Reducing maternal mortality and disability will depend on identifying and improving those services that are critical to
the health of Viet Nam’s women and girls, including antenatal care, emergency obstetric care, adequate postpartum
care for mothers and babies, and services for family planning and sexually transmitted infections (STIs), including
HIV/ AIDS. With this goal in mind, the Maternal and Neonatal Program Effort Index (MNPI) is a tool that reproductive
health care advocates, providers, and program planners can use to

= assess current health care services

= identify program strengths and weaknesses

 plan strategies to address deficiencies

= encourage political and popular support for
appropriate action

= track progress over time

Health care programs to improve maternal health must be supported by strong policies, adequate training of health
care providers, and logistical services that facilitate the provision of those programs. Once maternal and neonatal
programs and policies are in place, all women and girls must be ensured equal access to the full range of services.

Population (2005) 84,200,000
Births attended by skilled personnel 85%
Total fertility rate (average number of children born to a 2.2

woman during her lifetime)

Contraceptive use among married women, ages 15-49, modern 57%
methods

Children who are exclusively breastfed at ages <6 months 15%

Sources: Population Reference Bureau— Women of our World 2005; The World’s Youth 2006; UNFPA—State
of World Population 2005; UNICEF Global Database on Breastfeeding Indicators 2006; World Health Organi-
zation Global Monitoring and Evaluation Indicators 2006.

This publication was produced in May of 2006 with funding from the United States Agency for International Development.
It was prepared by the POLICY Project.



Maternal mortality refers to those deaths that are caused
by complications due to pregnancy or childbirth. These
complications may be experienced during pregnancy or
delivery itself, or may occur up to 42 days following child-
birth. For each woman who succumbs to maternal death,
many more will suffer injuries, infections, and disabilities
brought about by pregnancy or childbirth complications,
such as obstetric fistula.® In most cases, however, mater-
nal mortality and disability can be prevented with appro-
priate health interventions.*

Some of the direct medical causes of maternal mortality
include hemorrhage or bleeding, infection, complications
from abortion, hypertensive disorders, and obstructed
labor. Differences in regional contexts, including differ-
ences in societal, cultural and economic factors and barri-
ers to access, are reflected in the significant variance of
maternal mortality indicators by region (see box). In Asia,
hemorrhage and sepsis contribute significantly to mater-
nal deaths. Anemia and obstructed labor each cause a
tenth of the deaths in Asia (see chart).

Because most maternal deaths occur during delivery and
during the postpartum period, emergency obstetric care,
skilled birth attendants, postpartum care, and transporta-
tion to medical facilities if complications arise are all nec-
essary components of strategies to reduce maternal mor-
tality.® These services are often particularly limited in
rural areas, so special steps must be taken to increase the
availability of services in those areas.

Social, cultural, religious, and personal reasons support
the persistence of some traditional practices that can
negatively affect women’s health outcomes, such as fe-
male genital cutting and early marriage. Efforts to reduce
maternal mortality and morbidity must address societal
and cultural factors that affect women’s health and their
access to services. Women’s low status in society, lack of
access to and control over resources, limited educational
opportunities, poor nutrition, and lack of decision-making
power contribute significantly to adverse pregnancy out-
comes. Laws and policies, such as those that require a
woman to first obtain permission from her husband or par-
ents, may also discourage women and girls from seeking
needed health care services—particularly if they are of a
sensitive nature, such as family planning, complications
from abortion, or treatment of STIs.

Ensuring safe motherhood requires recognizing and sup-
porting the rights of women and girls to lead healthy lives
in which they have control over the resources and deci-
sions that affect their health and safety. It requires rais-
ing awareness of complications associated with pregnancy
and childbirth, providing access to high-quality health
services (antenatal, delivery, postpartum, family plan-
ning, etc.), and eliminating harmful practices.

Causes of Maternal Death in Asia
6%

31%

12% 6%

@ Unclassified deaths

O Anemia

W Other direct causes of death
W Ectopic pregnancy (<1%)

W Abortion

O Hypertensive disorders

W Other indirect causes of death
OHIV/AIDS (<1%)

@ Embolism (<1%)

O Obstructed labor

W Sepsis/infections

O Haemorrhage

Source: Khan, Kalid S, Daniel Wojdyla, Lale Say, A Metin Gulmezoglu, Paul F.A. Van
Look. 2006. “WHO analysis of causes of maternal death: a systematic review.”
Lancet; 367:1066-74.

World Total 400 529,000 74
Developed Regions* 20 2,500 2,800
Europe 24 1,700 2,400
Developing Regions 440 527,000 61
Africa 830 251,000 20
Northern Africa 130 4,600 210
Sub-Saharan Africa 920 247,000 16
Asia 330 253,000 94
Eastern Asia 55 11,000 840
South-central Asia 520 207,000 46
South-eastern Asia 210 25,000 140
Western Asia 190 9,800 120
Latin America and 190 22,000 160
the Caribbean
Oceania 240 530 83
Includes Canada, USA, Japan, Australia, and New Zealand, which are not in-
cluded in regional totals.
Source: AbouZahr, Carla and Tessa Wardlaw. 2004. WHO, Maternal Mortality in
2000.




In 2005, around 900 reproductive health experts evalu-
ated and rated maternal and neonatal health services as
part of an assessment in 50 developing countries.® The 14 MNPI Components Viet Nam All
results of this study constitute the MNPI, which pro- Countries
duced both m_ternatlpnal and country-specific ratlngs_of Health center capacity 20 76
relevant services. Using a tested methodology for rating
programs and services,’ 10 to 25 experts in each coun- District Hospital Capacity 60 61
try—who were f,amlllar with but not directly responsible e 0 e Bl 66 36
for the country’s maternal health programs—rated 81
individual aspects of maternal and neonatal health ser- Access to services: Urban 86 70
vices on a scale from 0-5. For convenience, each score
was then multiplied by 20 to obtain an index that runs Antenatal care 60 63
from 0-100, with 0 indicating a low score and 100 indi- Delivery care 62 55
cating a high score. The 81 items are drawn from 14
major components, the scores for which are presented Newborn care 74 68
at the right. Family Planning services at 62 56
health centers
I'Fems_from _the 14 components can be further cate_go- _ Family planning services at 73 5g
rized into five types of program effort, each of which is P :
) . district hospitals
presented below with scores for Viet Nam shown for _
selected indicators of interest. Policies towards safe preg- 67 64
nancy and delivery
A comprehensive and interactive database containing all Adequate resources 46 47
81 i_r;dli)cl:ator_scores for the 2005 Viet Nam survey is Health promotion 63 48
available at: Staff training 59 51
http://www.policyproject.com/pubs/mnpi.cfm. Monitering and research o 2
Total score (mean) 63 56
Program Effort Type Selected Indicators 2005 Score
Trained staff able to provide management of postpar- 46
Service Capacity of Health tum hemorrhage
Facilities Transportation available to district hospital in case of 30
(health center level) e e ek
Access to treatment for abortion complications 56/84
Adequate Access to Services for A b ined professional 65789
Women (rural/urban) ﬁg(r:lttass to delivery care by a trained professional atten- 5
Receive needed tetanus injection (antenatal visit) 79
Offered VCT for HIV (antenatal visit) 40
Care Received (antenatal visits, de- [“Apeto receive emergency obstetric care as needed 63
livery services, newborn care) (delivery services)
All newborn’s mouth and nasal passageways cleared 66
(newborn care)
Routinely offer postabortion family planning 57/71
Family Planning (at health center (health center/ district hospital)
and district hospitals) Routinely offer postpartum family planning 67/73
(health center/ district hospital)
Adequate Ministry policies towards pregnancy and deliv- 76
Policy and Support Functions ery services
Government budget is adequate 51




Summary

The MNPI ratings indicate that Viet Nam’s program efforts for better maternal and neonatal health have come a long
way but still have far to go. While favorable policies are common in the developing world, implementation typically
lags behind. Viet Nam needs to ensure that wise intentions are translated into high-quality, accessible services and
programs at the local level. In some respects there are large disparities in access to services between rural and urban

populations.

The following interventions have been shown to improve
maternal and neonatal health and should be considered in
Haiti’s effort to strengthen maternal and neonatal health
policies and programs.

= Increase access to reproductive health, sexual health,
and family planning services, especially in rural areas.
Due to the lack of access to care in rural areas, maternal
death rates are higher in rural areas than in urban areas.
In addition, many men and women in rural and urban ar-
eas lack access to information and services related to
HIV/AIDS and other STlIs.

= Strengthen reproductive health and family planning
policies and improve planning and resource allocation.
Although the MNPI scores demonstrate that many coun-
tries have strong maternal health policies, implementa-
tion of the policies may be inadequate. In some cases,
advocacy can strengthen policies and increase the amount
of resources devoted to reproductive health and family
planning. In other cases, operational policy barriers—
barriers to implementation and full financing of reproduc-
tive health and family planning policies—must be re-
moved.

= Increase access to and education about family plan-
ning. Another feature that relates closely to preventing
maternal mortality is the provision of family planning.
Family planning helps women prevent unintended preg-
nancies and space the births of their children. It thus re-
duces their exposure to risks of pregnancy, abortion, and
childbirth. Improved provision of a range of contraceptive
methods can prevent maternal deaths associated with
unwanted pregnancies.

eIncrease access to good-quality antenatal care. High-
quality antenatal care includes screening and treatment
for STIs, anemia, and detection and treatment of hyper-
tension. Women should be given information about appro-
priate diet and other healthy practices and about where
to seek care for pregnancy complications. The World
Health Organization’s recommended package of antenatal
services can be conducted in four antenatal visits
throughout the pregnancy.

= Increase access to skilled delivery care. Delivery is a
critical time in which decisions about unexpected, serious
complications must be made. Skilled attendants— health
professionals such as doctors or midwives—can recognize
these complications, and either treat them or refer
women to health centers or

hospitals immediately if more advanced care is needed.
Some women in rural areas lack easy access to high-
quality obstetric care, so improvements depend greatly on
early recognition of complications, better provisions for
emergency treatment, and improved logistics for rapid
movement of complicated cases to district hospitals. Reli-
able supply lines and staff retraining programs also are
critical.

* Provide prompt postpartum care, counseling, and ac-
cess to family planning. It is important to detect and im-
mediately manage problems that may occur after deliv-
ery, such as hemorrhage, which is responsible for about
25 percent of maternal deaths worldwide. Postpartum
care and counseling will help ensure the proper care and
health of the newborn. Counseling should include infor-
mation on breastfeeding, immunization, and family plan-
ning.

» Improve postabortion care. About 13 percent of mater-
nal deaths worldwide are due to abortion complications.
Women who have complications resulting from abortion
need access to prompt and high-quality treatment for in-
fection, hemorrhage, and injuries to the cervix and
uterus.

« Strengthen health promotion activities. Mass media
should be used to educate the public about pregnancy and
delivery, and community-level organizations should assist
this through systematic programs. An important step for
health promotion, in order to prevent negative maternal
health outcomes, is to have the Ministry of Health supply
adequate educational materials regarding safe practices.

To access the comprehensive and interactive database that displays all 81 indicator scores for all countries
and all survey years, please visit http://www.policyproject.com/pubs/mnpi.cfm. Copies of past MNPI

survey reports by country and associated papers are also available at the website.
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A complete set of results, including more detailed data and information, has already been
sent to each of the participating countries. For more information, contact:
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