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Executive Summary 
 
 
 
The Programme of Action of the 1994 
International Conference on Population and 
Development called for governments and 
other relevant organizations “... to reduce 
the recourse to abortion through expanded 
and improved family planning services” 
and stated that where it is legal, “... abortion 
should be safe”.  Induced abortion1 is legal 
in Viet Nam and the number of women 
obtaining abortions has increased 
dramatically in recent years, reaching a 
level of over 1.3 million procedures in 
1995.  In response, the Ministry of Health 
(MOH) decided to undertake a strategic 
assessment of abortion services, with the 
goal of understanding (1) how to reduce the 
recourse to abortion among Vietnamese 
women, and (2) how to improve the safety 
and quality of abortion services being 
provided.  The findings of this assessment 
are intended to assist in developing 
recommendations for policy change and 
programme modification, and to identify 
further research needs. 
 
The assessment utilized the conceptual 
framework and process advocated by the 
World Health Organization (WHO) for the 
assessment of the need for introduction of 
fertility regulation technologies.  The 
assessment was undertaken by a team of 
twelve members representing the MOH, the 
National Committee for Population and 
Family Planning (NCPFP), the Viet Nam 
Women’s Union (VWU), and other national 
and international experts.  Team members 
interviewed policy-makers, programme 
                                                           
1  In this report the term “abortion” is used to refer 

to the termination of pregnancy at any gestation, 
regardless of whether pregnancy has been 
confirmed.  In Viet Nam, the term “MR”, or 
menstrual regulation, often refers to abortions 
done at less than or equal to six weeks LMP, 
while the term “abortion” is often used to refer 
only to those procedures performed at greater 
than six weeks of gestation. 

managers and providers at the national, 
provincial, district and commune health 
centre levels.  Abortion procedures were 
observed and interviews were conducted 
with women coming for abortions at the 
service delivery sites visited. 
 
 
Decreasing the Recourse to 
Abortion 
 
The high levels of induced abortion in Viet 
Nam reflect an unmet need for effective 
contraception, and the findings of this 
assessment confirm the need to improve the 
quality of care in the national family 
planning programme.  Weaknesses in the 
provision of information and counselling, 
as well as constraints in the range of 
available methods, contribute to high levels 
of unwanted pregnancy.  Although 
abortions are provided in family planning 
clinics, usually by the same providers who 
deliver contraceptive services, the team 
observed that family planning counselling 
and services in the context of abortion were 
weak or even non-existent.  This 
contributes to the many repeat abortions 
experienced by women. 
 
Several groups were noted to be at high risk 
of contraceptive failure.  Nearly 20% of 
women of reproductive age rely on periodic 
abstinence or withdrawal, often due to fear 
of side-effects or the negative long-term 
health impact of modern contraceptives.  
Currently, the family planning programme 
provides little support for users of these 
traditional methods.  Condom use appears 
to be increasing rapidly, but most couples 
report using them inconsistently, combining 
condoms with periodic abstinence.  As 
many women have little or incorrect 
knowledge of their fertile and safe periods, 
users of condoms and traditional methods 
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are at a particularly high risk of unwanted 
pregnancy.   
 
In Viet Nam, youth11 and unmarried women 
typically have little knowledge of 
reproductive physiology, sexuality or 
contraception.  Those who are sexually 
active have little access to contraceptives 
through either the national family planning 
programme or the private sector.  As a 
result many of these women come to rely 
on abortion. 
 
To reduce the recourse to abortion, the 
family planning programme will have to 
improve information and counselling about 
currently available modern methods so that 
women and men perceive them to be safe.  
Providers’ knowledge of contraceptive 
methods needs to be strengthened so that 
they are better able to inform and counsel 
clients and manage side-effects.  
Counselling and support for women 
desiring to use traditional methods will 
need to be fully integrated into the family 
planning programme.  Information, 
counselling and services for youth and 
unmarried women were found to be limited 
and in need of strengthening.  The 
assessment team also identified the need to 
further operationalize the integration of 
family planning services with abortion 
services. 
 
Many women seeking abortions were found 
to be users of traditional methods of 
contraception or condoms.  Many of these 
women were aware that they had 
experienced an unprotected act of 
intercourse or condom failure, and the team 
concluded that the introduction of 
emergency contraception in both the 
national family planning programme and 
the private sector will  also reduce the 
recourse to abortion.  This method would 
also be important for unmarried sexually 
active women who do not practice routine 

                                                           
1 Youth are defined by WHO as people 15-24 

years of age. 

contraception.  The team recommends that 
the family planning programme develop a 
strategy to introduce emergency 
contraception, using levonorgestrel which 
is currently marketed for postcoital 
contraception in the private sector in 
Viet Nam.  
 
Previous studies have suggested that a 
significant percentage of Vietnamese 
women present for abortion very early after 
their missed period and are not actually 
pregnant.  In 1996, the MOH and NCPFP 
adopted a new policy requiring 
confirmation of pregnancy with a urine 
pregnancy test.  However, insufficient 
quantities of the tests are available to meet 
the needs.  The team recommends that in 
order to reduce the number of unnecessary 
abortion procedures, providers should 
establish a diagnosis of pregnancy through 
careful medical history taking and a pelvic 
examination whenever possible.  In the 
event that the physical exam is negative or 
inconclusive, a urine pregnancy test should 
be performed prior to abortion. 
 
Other options to reduce the number of 
abortion procedures have been suggested by 
policy-makers in Viet Nam.  These include 
eliminating provider remuneration for 
abortion services that may act as an 
incentive for providers to perform 
unnecessary procedures, increasing the cost 
of abortion services, and making greater 
efforts to warn women of the dangers of 
abortion.  The team endorses the need to 
remove incentives by seeking alternative 
means of supplementing providers’ salaries 
that are not linked to the number and type 
of services provided.  However, increasing 
the fee for abortions, and specific 
information, education and communication 
(IEC) campaigns warning women of the 
risks of abortion were considered to be 
unlikely to serve women’s health needs, nor 
to reduce the recourse to abortion. 
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Improving the Safety and Quality 
of Abortion Services 
 
The team assessed the quality of care and 
safety of abortions performed at the central, 
provincial, district and commune levels, 
and observed that despite the many 
commendable efforts to improve quality of 
services, in general, existing practices still 
need improvement.  Issues identified 
include:  the technologies utilized at 
different periods of gestation; infection 
prevention procedures; the pre-procedure 
laboratory tests and pelvic examinations; 
the utilization of appropriate pain control; 
the inspection of aspirated tissue after the 
procedure; postabortion monitoring and 
counselling; the identification and 
management of immediate, delayed and late 
complications; and, the treatment of 
reproductive tract infections (RTIs). 
 
Manual vacuum aspiration (MVA) using a 
single-valve syringe is typically used in 
Viet Nam for inducing abortion in women 
up to six weeks after their last menstrual 
period (LMP).  After this gestation, 
providers in many settings use a dilatation 
and curettage (D&C) procedure up until 12 
weeks gestation.  It is recommended that 
vacuum aspiration using a double-valve 
syringe, or an electric vacuum pump, be 
introduced to replace D&C for abortion up 
to 12 weeks LMP.  Abortions are not 
currently provided in Viet Nam to women 
who are between 12 and 16-20 weeks of 
gestation, depending on the site.  In a 
number of sites, a modified Kovac’s 
procedure is employed for women who are 
more than 16 or 20 weeks gestation.  As the 
risk of complications of abortion increases  

with increasing gestational age, it is critical 
that abortion services be provided to 
women between 12 and 20 weeks LMP.  
Further consideration of the best methods 
for providing abortions in Viet Nam after 
12 weeks gestation is necessary.   
 
Infection prevention practices observed in 
the field varied, but need improvement at 
most sites.  Decontamination of equipment 
and instruments was frequently inadequate 
to protect both clients and providers from 
infection.  Sterilization or high-level 
disinfection of instruments was adequate at 
the more central level sites, but the team 
observed that practices could be improved 
by the appropriate use of readily available 
materials at more peripheral sites.  
Improper storage of processed instruments 
in liquids was common and needs to be 
addressed.  In general, infection prevention 
practices could be readily improved with 
appropriate training and supervision, and do 
not require additional expensive or 
difficult-to-obtain equipment or solutions. 
 
Many providers’ skills in conducting pelvic 
examinations prior to the procedure need 
improvement.  Further consideration should 
be given to which laboratory tests are 
necessary or most appropriate for abortion 
clients in Viet Nam.  In nearly all settings 
with laboratory facilities, clients received 
tests of their blood clotting times, but 
nowhere were haematocrit or haemoglobin 
levels determined. 
 
Appropriate pain control is frequently not 
provided to women undergoing abortions in 
Viet Nam.  Providers require training in the 
assessment of the need for and provision of 
pain control, appropriate to the client’s 
needs.  Oral analgesics, cervical blocks and 
anxiolytics should be provided as required, 
and the routine use of atropine should be 
discouraged.  
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Most providers do not adequately examine 
the aspirated tissue.  This examination is 
necessary to reduce the incidence of 
retained tissue and decrease the risk of 
undetected ectopic pregnancy. 
 
Postabortion counselling was noted to be 
inadequate in almost all settings and needs 
to be strengthened.  It generally does not 
include appropriate follow-up, recognition 
of complications or family planning 
counselling and services.  Current practices 
regarding the management of RTIs among 
women presenting for abortion and the 
routine practice of providing prophylactic 
ampicillin to all abortion clients need to be 
reviewed.  Studies of the incidence of 
postabortion infection, the epidemiology of 
RTIs in Viet Nam and local patterns of 
antibiotic resistance should be undertaken 
to inform selection of the most appropriate 
antibiotic.  
 
Draft national technical guidelines for 
providers of abortion procedures are in the 
process of review.  The recommendations 
of this assessment should be included in 
these guidelines.  Once finalized, the 
guidelines should be widely disseminated 
and supported with refresher training for 
providers on all aspects of abortion service 
delivery.  Routine supervision that 
reinforces these technical skills and 
practices in the field will also be necessary 
to support health workers in providing 
high-quality abortion services.  Given the 
growing number of abortions being 
provided in the private sector, there is a 
need to seek ways of ensuring quality of 
care in these services. 
 
The cost of abortion services is currently 
officially only subsidized for women who 
have experienced a contraceptive failure.  
In practice, however, depending on the 
clinic, it was found that either all women 
were  

expected to pay a standard rate, or no 
woman was charged.  These services should 
be made available to all women at an 
affordable price, regardless of whether or 
not they experienced such a failure.  Any 
fee should include the minimum basic 
requirements of a safe and good-quality 
abortion, according to the draft National 
Technical Guidelines. 
 
The MOH has a growing interest in the 
introduction of the use of mifepristone and 
misoprostol for medical abortion.  This is 
seen to expand options for women, increase 
privacy and potentially, to reduce the 
incidence of postabortion infection and 
infertility associated with surgical abortion.  
The assessment team concluded that only a 
relatively small population of women in 
Viet Nam would benefits from these 
advantages of medical abortion, since the 
service delivery capabilities required to 
provide this method with appropriate 
quality and safety are currently limited to 
national and provincial level hospitals.  The 
current high cost of mifepristone suggests 
that access to this method is likely to be 
limited to women with the ability to pay for 
the drug.  Given resource constraints within 
the public sector programme, the team 
recommends that priority be given to 
improving the quality of surgical abortion 
services that are currently accessible to 
nearly all women at low cost.  Additionally, 
if medical abortion does become routinely 
available, good quality surgical abortion 
services will be essential as back-up to the 
medical approach.  Further research to 
demonstrate the effectiveness of smaller 
doses of mifepristone and the feasibility of 
simple take-home protocols, as well as 
associated research to learn in more detail 
about clients’ perspectives on the relative 
advantages and disadvantages of medical 
abortion, should be conducted in a few 
select settings. 
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The Way Forward 
 
Following the assessment, the MOH has 
formed a National Technical Working 
Group on Abortion, which includes senior 
representatives of the MOH, the NCPFP, 
the VWU and other national technical 
experts.  This Group will coordinate the 
finalization of the current draft National 
Technical Guidelines for abortion services, 
develop a strategy for inclusion of abortion-
related policy recommendations in a 
National Reproductive Health Strategy, 
identify priorities for action from the 
assessment recommendations, and 
coordinate various institutions’ activities in 
implementing the recommendations. 
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Introduction 
 
 
 
Abortion has been legal and available on 
request in Viet Nam since the early 1960s, 
reflecting the Government’s commitment to 
providing reproductive choice for women.  
Services have been made widely available 
and accessible to women.  The available 
Ministry of Health (MOH) service statistics 
indicate that abortions are sought in the 
public sector by over one million women in 
Viet Nam each year, with many women 
undergoing repeat abortions.  The data also 
indicate that the number of abortions has 
increased dramatically in recent years. 
 
The Programme of Action of the 1994 
International Conference on Population and 
Development called for governments and 
other relevant organizations “... to reduce 
the recourse to abortion through expanded 
and improved family planning services.” 
and stated that where it is legal, “... abortion 
should be safe”.  The Government of Viet 
Nam has a commitment to ensuring the 
quality of reproductive health services and 
considers both reducing the recourse to 
abortion among women and increasing the 
safety of abortion procedures to be national 
health priorities.  The MOH therefore 
requested assistance from the United 
Nations Population Fund (UNFPA) and the 
World Health Organization (WHO) to 
undertake a strategic analysis of issues 
related to abortion.  The assessment was 
conducted in order to develop 
recommendations and a plan of action for 
policy changes, programme modifications 
and a research agenda, to address these 
goals in a comprehensive manner.  
 
Available studies and anecdotal reports 
suggested that there was a broad range of 
issues related to abortion that needed to be 
addressed.  These included questions 
concerning women’s perspectives and 
needs, available reproductive health 

technologies and the safety and quality of 
abortion services.  The MOH decided to 
address these issues utilizing the conceptual 
framework and assessment process 
advocated by the UNDP/UNFPA/WHO/ 
World Bank Special Programme for 
Research, Development and Research 
Training in Human Reproduction (HRP) of 
the WHO for considering strategic issues 
regarding the need for contraceptive 
introduction.  In late 1994, HRP’s Task 
Force on the Introduction and Transfer of 
Technologies for Fertility Regulation 
provided assistance to the MOH, the 
National Committee for Population and 
Family Planning (NCPFP) and the Vietnam 
Women’s Union (VWU) in the 
implementation of an assessment of the 
contraceptive method mix and the need for 
contraceptive introduction in Viet Nam 
(WHO, 1995a).  The positive experience in 
Viet Nam with this assessment process 
created interest in utilizing a similar 
framework and process in addressing other 
reproductive health issues, including 
abortion.   
 
The prior assessment of the contraceptive 
method mix in Viet Nam was based on a 
framework described in detail in the report 
and elsewhere (Spicehandler and Simmons, 
1994; Simmons et al., 1997).  The approach 
identifies key strategic questions and 
assesses them within a systems framework 
that includes an analysis of (1) the available 
reproductive health technologies, (2) the 
needs and perspectives of actual and 
potential users and (3) the capacities of the 
service delivery system.  Within this 
systems analysis, one examines whether 
specific technologies and models of service 
delivery are appropriate to the reproductive 
health needs of a population.  In turn, the 
perspectives of users on the service delivery 
system, as well as on technology must be 
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Client perspectives 
Reproductive health status 

Client

Technology 
Characteristics, 

service requirements, 
costs 

Services 
Policies, programmes, 

access, availability, 
quality of care 

understood when making decisions about 
how services should be organized and what 
technologies would be most appropriate. 
Likewise, the capability of the service 
delivery system itself must be taken into 
consideration while making decisions as to 
how best to strengthen quality of care or 
what technologies would be appropriate to 
introduce.  These three elements and their  
interrelationships must be considered in the  

broader social, cultural and economic 
context.  This systems framework for the 
strategic assessment is illustrated in 
Figure 1. 
 
In conducting a strategic assessment of 
issues related to abortion, it was decided to 
focus on the following two questions to 
guide the assessment in making appropriate 
suggestions concerning policy change or 
development, programme modification or 
interventions, and research needs: 
 

 

Social, cultural & economic context 

Figure 1.  Framework guiding the strategic approach to technology introduction 
 
 
What should be done to reduce the 
recourse to abortion?  Related questions 
include:  What are women’s perspectives 
concerning abortion, particularly in relation 
to the use of contraception?  How can pre- 
and postabortion counselling and follow-up 
care, including postabortion contraception 
be improved?  Is there an increasing use of 
abortion by youth and unmarried women 
and, if so, how can these groups best be 
provided with contraceptive services?  Is 
there a need for the programme to develop 
strategies to assist couples who are using 
traditional means of contraception 
including periodic abstinence and 

withdrawal, either to use these more 
effectively or to use more effective 
methods? Would the introduction of 
emergency contraception reduce the 
recourse to abortion and, if so, how should 
it be introduced? 
 
What should be done to improve the 
quality of abortion services and make 
them safer?  What are the critical problems 
and what are the best means of improving 
the safety and quality of existing services?  
Do existing infection prevention practices 
need improvement?  Is it necessary to 
review policies and practices related to the 
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use of MVA versus sharp curettage at 
different gestational ages?  Questions 
concerning the priorities in introducing new 
technologies to improve safety and/or 
quality of care (e.g., double-valve syringes 
for MVA, public sector pregnancy tests and 
the introduction of mifepristone for medical 
termination of pregnancy) had also been 
raised in previous programme reviews. 
 
 
Methodology of the Assessment 
 
Formation of the assessment team:  
Previous WHO experiences with strategic 
assessments in Viet Nam and elsewhere has 
confirmed the importance of incorporating 
multiple perspectives and disciplines in 
assessment teams.  The abortion assessment 
team included twelve members, consisting 
of senior Maternal and Child Health and 
Family Planning (MCH/FP) staff from the 
MOH, representatives from the NCPFP and 
the VWU, the Population Council, Hanoi 
and several obstetrics and gynaecology 
expert clinicians.  Technical support was 
provided by three individuals representing 
AVSC International and HRP/WHO.  The 
individuals participating in the team 
represented multiple disciplines and 
provided gender balance. 
 
Background paper:  A small subset of the 
team undertook a comprehensive review of 
the available literature, including 
unpublished research reports, and of the 
national legal framework concerning 
induced abortion.  A background paper was 
prepared which synthesized the existing 
knowledge and available service delivery 
data and identified important issues for 
consideration in the assessment (MOH, 
1997). 
 
Preparation of assessment instruments:  
The assessment utilized a qualitative 
methodology, including interviews with 
policy-makers, programme managers, 
abortion providers and clients, as well as 

observations of service delivery at various 
levels of the health service system.  After 
reviewing available data collection 
instruments from other research and 
evaluation activities related to the topic of 
abortion, draft interview and observation 
guidelines were developed by a subset of 
the team.  These were reviewed and 
modified by the full team at the beginning 
of the field activities. 
 
Field activities:  Following initial planning 
and review of the draft instruments, the 
assessment team conducted interviews and 
observations during the period 22 May to 5 
June, 1997.  Interviews were conducted 
with senior reproductive health policy-
makers, national programme managers and 
representatives from the MOH, the NCPFP, 
the VWU, the Youth Union, national 
obstetrics and gynaecology experts, and 
representatives of international agencies 
and non-governmental organizations active 
in reproductive health. 

Interviews were conducted with local 
programme managers and providers, 
service statistics were reviewed and, when 
possible, observations of service delivery 
were conducted at twenty service delivery 
sites in six provinces.  The sites were 
chosen to represent a range of conditions, 
including varying geographic and 
demographic situations and different levels 
of external programme support.  In Hanoi, 
interviews and observations were 
conducted at the Institute for the Protection 
of the Mother and Newborn (a national 
referral centre) and the Hanoi Medical 
University Obstetrics and Gynaecology 
Hospital, and interviews were conducted 
with the Hanoi MCH/FP Centre managers.  
In northern Viet Nam, the team visited the 
provinces of Thai Binh (the MCH/FP 
Centre, the Provincial Hospital and Thai 
Binh Medical University) and Hoa Binh 
(the MCH/FP Centre, the Provincial 
Hospital, Mai Chau District Health Centre 
and two commune health centres).  In 
central Viet Nam, the team visited the Hue 
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Provincial Hospital, the Hue MCH/FP 
Centre, the Huong Tra District Health 
Centre and one commune health centre.  In 
southern Viet Nam the team visited Hung 
Vuong and Tu Du Hospitals in Ho Chi 
Minh City (both national obstetrics and 
gynaecology referral hospitals), as well as 
the An Giang Provincial MCH/FP Centre, 
the Provincial Hospital, the Chau Thanh 
District Health Centre and one commune 
health centre in the delta province of An 
Giang. 

It is important to note that the Hanoi 
Obstetric and Gynaecology Hospital and 
the Hue MCH/FP Centre are both 
participating in the Reproductive Health 
Program (RHP) which is a collaborative 
project with the MOH and three non-
governmental organizations; Pathfinder 
International, Ipas and AVSC International.  
The RHP focuses on strengthening clinical 
training and the quality of care in 
reproductive health services, including 
abortion, within the MOH MCH/FP 
network.  The project was initiated in four 
provinces and is now expanding to a total 
of eight provinces.  

Interviews conducted with programme 
managers and providers assessed their 
knowledge, attitudes and skills, and elicited 
their perceptions and suggestions on 
training needs, programme management, 
logistics and other programme adaptations 
to improve quality of care in service 
delivery.  Clinic observations focused on a 
broad range of issues related to the quality 
of care in abortion services. 

Interviews were conducted with 
approximately eighty women who were 
either waiting for an abortion or were ready 
to leave the postabortion recovery room.  
The discussions focused on the women’s 
perspectives of both contraception and 
abortion.  These included their experience 
with and attitudes toward both 
contraceptive technologies and the service 
delivery system, the factors which 

influenced their choice of service sites, the 
care and advice they had received before 
and after the procedure, including 
contraceptive services, and their 
experience, if any, with complications of 
prior abortions. 
 
Analyses and report-writing:  Analysis of 
interviews and observations involved a 
process of ongoing discussions among the 
team members during the fieldwork.  After 
returning from the field, a subset of the 
team drafted sections of the report, which 
were reviewed and discussed by the full 
team and revised accordingly.  Further 
discussions with key individuals were held 
to brief them on the team’s findings and 
initial recommendations, and to solicit their 
input.  A draft report of the assessment 
team’s findings and recommendations was 
circulated for review before the production 
of this final document.  
 
Dissemination workshop:  A two-day 
workshop was held during the first week of 
September 1997 to present and discuss the 
draft findings and recommendations.  The 
workshop was attended by relevant 
stakeholders, including:  MOH, NCPFP, 
VWU and other government officials; 
provincial level programme managers and 
staff from these organizations; members of 
non-governmental organizations active in 
the field of reproductive health; researchers 
from a number of universities and research 
institutes; and, representatives of 
international organizations and donor 
agencies assisting in the field of family 
planning and reproductive health in Viet 
Nam.  Small group and plenary sessions 
were organized to encourage comments and 
in-depth discussion and to reach consensus 
concerning the recommendations.  The 
workshop participants were encouraged to 
prioritize the recommendations and to 
develop action plans for implementation.
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Background Information 
 
 
 
Policy and Programme Context 

The population of Viet Nam is estimated to 
be 75 million with an annual growth rate of 
2.2%.  Since the 1980s, Viet Nam’s 
population policy has encouraged a 
maximum of two children per family, 
spaced three to five years apart.  The legal 
age of marriage is 18 years and women are 
recommended to delay childbearing until a 
minimum age of 22.  Strong political and 
social norms reinforce these policies at the 
local level. 

Abortion in Viet Nam has been legal since 
1945 and services have been available on 
request since the early 1960s (Johansson et 
al., 1996a).  Both contraception and 
abortion services are widely available as an 
integrated part of the basic health care 
services provided by the public sector.  The 
NCPFP and the MOH jointly implement the 
national family planning programme.  
Family planning services and abortions are 
provided through the MOH network of 
clinical sites that include:  central and 
provincial hospitals; provincial MCH/FP 
centres; district hospitals and health 
centres; intercommunal polyclinics; and 
commune health centres.  The NCPFP’s 
family planning fieldworkers at the 
commune level are responsible for IEC 
activities and the distribution of oral 
contraceptives and condoms.  They are 
supported by volunteer workers, typically 
members of commune level mass 
organizations, including the VWU. 

A physician, assistant physician or a trained 
midwife with MOH approval can legally 
perform abortions.  First trimester abortion 
services are provided at provincial hospitals 
and MCH/FP Centres, district health  

centres, and intercommunal polyclinics.  
Abortion up to six weeks after the last 
menstrual period (LMP) is available at 
some commune health centre on a routine 
basis, depending on the availability of 
trained staff and equipment, and is provided 
at other commune health centres on a 
periodic basis by mobile teams coming 
from the district level.  The majority of 
second trimester abortions are performed at 
provincial and central hospitals. 

Most urban and rural women have good 
physical access to health care services.  In 
addition to the commune level health 
centre, the average rural woman lives only 
7.5 km from the nearest hospital (WHO, 
1995b).  The health sector has, however, 
suffered from a severe shortage of 
resources since the economic crisis of the 
1980s.  Consequently, the quality of 
available health services is often weak, 
particularly at the peripheral levels.  This is 
due in part to the low level of motivation of 
workers resulting from low salaries, and the 
lack of adequate medical equipment, drugs, 
and other supplies.  In response, the 
Government has implemented a number of 
changes in its health policies since 1989, 
including introducing user fees, legalizing 
private practice and allowing the sale of 
medicines on the open market.   

Women’s ability to access and utilize health 
information and services depends partly on 
their literacy and their status in society.  
Vietnamese women have a relatively high 
social status, protected by laws declaring 
equal rights to women and guaranteed 
access to maternal and child health care.  In 
Viet Nam, 84% of women are literate and 
the majority participate in paid 
employment. 



- 11 - 

Types of Abortion Procedures 

In Viet Nam, the term menstrual regulation 
is used to designate the performance of 
MVA up to six weeks from the woman’s 
LMP, whether or not pregnancy has been 
established.  The term abortion is often 
used to refer to procedures that are 
performed from six to 12 weeks LMP, and 
are performed by means of D&C, or less 
often, by MVA or electric vacuum 
aspiration.  However, throughout this report 
the term abortion is used to refer to all 
methods for inducing abortion, regardless 
of the length of gestation.  

The principal method of second trimester 
abortion utilized in Viet Nam is referred to 
as a “modified Kovac’s procedure”.  In this 
technique, labour is induced through extra-
amniotic saline infusion using a condom-
covered catheter, without prior ripening of 
the cervix.  This procedure is used between 
approximately 16 and 22 weeks from LMP, 
depending on the centre.  With few 
exceptions, abortion services are not 
available to women between approximately 
12 and 16 weeks LMP.  

Trends in Abortion in Viet Nam 

The number of abortions reported in public 
health service statistics has increased over 
the last two decades.  The most rapid rise 
occurred between 1976 and 1987 when the 
number of abortions increased more than 
tenfold from 70,281 to 811,176 (Goodkind, 
1996).  According to the most recent 
service statistics, over 1.3 million abortions 
were performed in 1995.  This represents 
over one third of pregnancies ending in 
induced abortion.  Approximately 60% of 
these abortions occurred up to six weeks 
LMP, with 40% taking place after six 
weeks. Although reliable national-level 
data are not available, data from several 
small studies suggest that only about 1% of 
women seeking abortion in the public 
sector are under 20 years of age, while 60-
70% are over 30 (Do Trong Hieu et al, 

1993; Johansson et al., 1996b; Trinh Huu 
Vach et al., 1997).  However, anecdotal 
reports suggest that the incidence of 
abortion among adolescents and youth in 
urban areas has increased dramatically in 
recent years, with many of these women 
seeking abortions in the private sector.  The 
number of abortions that are performed in 
the private sector is unknown, but is 
estimated to also be high. 

The total abortion rate is defined as the 
average number of abortions a woman 
would be expected to have during her 
reproductive lifetime, given current age-
specific abortion rates.  Data from the 1994 
Viet Nam Inter-Censal Demographic 
Survey (VNICDS, 1995) produced an 
estimated total abortion rate of 1.25.  This 
is likely to be an underestimate and is 
substantially lower than a 1994 estimate of 
2.5 calculated on the basis of abortion 
service statistics (Goodkind, 1996).  In the 
three small studies mentioned above, more 
than half of the women seeking abortion 
had previously obtained an abortion.  The 
general abortion rate or the number of 
abortions that would be experienced by 
1,000 women age 15-44 was estimated to 
be 100.1 per 1,000 women in 1992 
(Goodkind, 1996). 

Complications of Abortions 

When performed with appropriate quality 
of care, first trimester induced abortion 
using MVA technique is a very safe 
procedure.  A few studies of immediate 
complications associated with first trimester 
abortions have been conducted in Viet 
Nam, and a question about women's 
experience of complications has been 
included in national surveys.  Interpretation 
of the results of these studies is difficult, 
however, since most have been 
retrospective, relying on clients’ subjective 
assessment and recall.  They have also 
utilized differing definitions of the signs 
and symptoms of various complications 
making comparisons difficult.  
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Nevertheless, available data suggest that a 
small but not insignificant proportion of 
women undergoing abortion in Viet Nam 
experience medical complications including 
haemorrhage, retained tissue and infection 
(Järnbert, 1996; VNICDS, 1995).  Case 
control studies in Viet Nam have also 
demonstrated strong associations between a 
history of abortion and experience of both 
pelvic inflammatory disease and ectopic 
pregnancy, this latter association being 
mediated through a history of pelvic 
inflammatory disease (Nguyen Thi Nhu 
Ngoc, 1995; Le Anh Tuan and 
Chongsuvatwong, 1996). 

Maternal mortality in Viet Nam is low in 
comparison to many other countries in 
Asia.  A recent national study estimated the 
maternal mortality ratio to be around 137 
per 100,000 live births, compared to an 
average maternal mortality ratio for the 
Asia region of 390 (MOH, 1997).  
Approximately 5% of the maternal deaths 
were attributable to induced abortion in this 
study.  However, most of the abortions 
associated with mortality took place at 
home, performed by a non-medical person.  
Haemorrhage following the abortion 
accounted for 40%, and infection after 
abortion for 20% of maternal deaths in the 
survey.  The remainder were due to 
perforation of the uterus, postabortion 
tetanus and poisoning by a drug used to 
induce the abortion. 

Women’s Perspectives on Abortion 

Pregnancy termination was considered to be 
a sin in traditional Vietnamese society but 
has become more widely accepted among 
younger women in recent times (Johansson 
et al., 1996b).  Many women, however, 
continue to make a moral differentiation 
between early menstrual regulation when 
the fetus is not yet formed and considered 
to be a “blood clot” or a “bean seed”, and 
later abortions which destroy a fetus.  Thus, 
many women attempt to go for a menstrual 
regulation as early as possible when they 

consider themselves to be pregnant.  
Whether the abortion is early or late, many 
women consider that it is better to have an 
abortion than to have a child for which 
family resources are inadequate to provide 
proper care (Gammeltoft, 1996). 

Women view the experience of abortion 
with considerable worry and fear, and 
abortions are seen by many as having 
significant negative health consequences 
(Whittaker, 1997).  Abortions are to be 
avoided if possible, and are not considered 
by women to be a substitute for the use of 
contraception.  Yet many women consider 
that using traditional contraceptive methods 
such as periodic abstinence and withdrawal, 
with abortion as a backup, poses less risk to 
their health and ability to work than the use 
of modern contraceptive methods, such as 
the IUD (intrauterine device) or oral 
contraceptives (Gammeltoft, 1996, 
Johansson et al., 1996b.). 

Patterns of Contraceptive Use 

In 1994, the most commonly used 
contraceptive method in Viet Nam was the 
IUD, used by approximately one-third of all 
married women of reproductive age.  The 
next most common methods were 
withdrawal and periodic abstinence, 
representing 11 and 10% of married 
couples, respectively.  Use of other 
methods was low, with 4% using condoms, 
2% oral contraceptives, 4% female 
sterilization and only 0.2% relying on male 
sterilization (VNICDS, 1995).  Until 
recently, injectable contraceptives had only 
been available in the private sector, but a 
project to develop a national strategy for 
the introduction of DMPA (depot-medroxy 
progesterone acetate), while strengthening 
quality of care for all methods, has been 
under way in three provinces.  The RHP has 
also provided DMPA in its four provincial 
MCH/FP Centre sites.  Based on this initial 
experience, the NCPFP and the MOH are 
currently expanding availability of DMPA 
to ten additional provinces and further 
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expansion is planned in the future.  
Norplant has been provided in the context 
of small projects in some provinces, but has 
not been introduced in the national 
programme.  Postinor, a postcoital 
contraceptive for routine use, is available 
over the counter in pharmacies in urban 
areas.  Spermicides are not available in 
either the public or private sectors. 

A variety of constraints to a broad range of 
contraceptive options have been 
documented in various studies.  These 
include inadequate available information, 
strong provider biases and a lack of 
availability of some contraceptive methods 
at service sites.  In addition, the family 
planning programme is targeted only to 
married women and their husbands, and 
contraceptive services are typically 
unavailable to single people and youth. 

Contraceptive Use Prior to 
Abortion 

According to the 1994 VNICDS, 58% of 
women who reported having had abortions 
stated that they were using contraception in 
the month prior to becoming pregnant.  
This is consistent with several smaller 
studies of women seeking abortion in which 
40-60% were using contraception prior to 
becoming pregnant, with the majority of 
these relying on traditional methods (Do 
Trong Hieu et al, 1993; Johansson et al, 
1996b, Trinh Huu Vach et al., 1997).  It is 
important to note that in several of these 
studies, where detailed information is 
available, many of the non-users of 
contraception or users of traditional 
methods had previously used modern 
methods, but had discontinued due to side-
effects or fear of the health consequences. 

Reproductive Tract Infections 

Abortion procedures present a potential risk 
of introducing pathogens from the lower 
reproductive tract into the upper tract.  

Although good epidemiological data remain 
scarce, the prevalence of sexually 
transmitted infection appears to be low 
among Vietnamese women attending family 
planning clinics.  In a 1995 study conducted 
among MCH/FP clients in Hanoi and Ho 
Chi Minh City, 2.3% were infected with 
chlamydia, 0.5% had a positive culture for 
gonorrhoea, and 0.4% were positive for 
syphilis (Do Trong Hieu and Stoeckel, 
1996).  A study conducted by the Institute 
for the Protection of Mothers and 
Newborns in Hanoi also found similar low 
rates of gonorrhoea and syphilis, a rate of 
trichomonas infection of 0.6% among 
asymptomatic women and bacterial 
vaginosis in about 2.5% of women.  
However, candidiasis was found in over 
20% of women attending the clinic (Phan 
Thi Kim Anh et al., 1996).  In a recent 
study at the Hue MCH/FP Centre which 
focused on symptomatic women, 3.1% 
were found to have trichomonas, 6.7% 
bacterial vaginosis and 12.5% candidiasis.  
This study also found one case of 
gonorrhoea, four of chlamydia and five of 
syphilis, among the 480 symptomatic 
women (Phan Thi Lien et al., 1998).  
Reliable data concerning the prevalence of 
RTIs among rural women are scarce.  Many 
providers report high rates of 
gynaecological infection among rural 
women, but some evidence suggests that 
overdiagnosis may be common.  Viet Nam 
is in the early stages of the HIV/AIDS 
(human immunodeficiency virus/acquired 
immune deficiency syndrome) epidemic 
with only 4,141 cases of HIV infection and 
500 cases of AIDS officially reported since 
1992 (WHO, 1996a), but this is likely to 
represent a considerable underreporting of 
the prevalence. 
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Reducing the Recourse to Abortion 
 
 
 
The high levels of abortion and the 
frequency of repeat abortion documented in 
MOH statistics and a variety of research 
studies were reviewed in the previous 
chapter.  The field observations and review 
of local statistics by the assessment team 
confirmed that, in a number of the sites 
visited, abortions were more frequent than 
live births and that a substantial proportion 
of the women seeking abortion services had 
had one or more previous abortions. 
 
Policy-makers, programme managers and 
providers interviewed all reported that they 
thought that too many abortions are taking 
place.  They also agreed that in many 
places, the frequency of induced abortion 
appears to be increasing, and that there is a 
need to reduce the need for women to resort 
to abortion.  The assessment team 
concluded that the high levels of abortion 
represent a response to the current high 
levels of unwanted fertility, which in turn 
reflect high levels of unmet need for family 
planning services.  Therefore, the question 
of how to reduce the high rates of abortion 
among women in Viet Nam should be re-
phrased as a question of how to provide 
better family planning services to meet 
these unmet needs for contraception.  
 
A number of other assessments and 
evaluations, including the 1994 Assessment 
of the Need for Contraceptive Introduction 
in Viet Nam conducted by the MOH, the 
NCPFP and the VWU, have reviewed the 
strengths and weaknesses of the national 
family planning programme and have made 
a variety of recommendations for 
improving access, availability and the 
quality of care in service delivery.  The 
findings and recommendations of these 
reports are available elsewhere and will not 
be reviewed here in detail, but several 

important generalizations that emerge from 
these studies are summarized below. 
 
With the MOH network of service delivery 
sites extending down to the level of the 
commune health centre, and the NCPFP’s 
network of community level family 
planning motivators and collaborators, 
family planning services are theoretically 
accessible and available to the majority of 
the population.  However, insufficient 
attention has been given in the past to the 
needs of unmarried youth and the 
involvement of men in family planning.  
Despite good access and availability of 
services for most women, there continue to 
be high levels of unmet need.  This is a 
reflection of weaknesses in several 
dimensions of the quality of care in 
available services.  In particular, limited 
contraceptive choice, inadequate 
information and counselling concerning 
contraception and other reproductive health 
issues, and weak technical competence of 
providers in providing family planning 
services, have been noted in a number of 
assessments (WHO, 1995a; Jain et al., 
1993).   
 
Information provided to clients has been 
observed to be unbalanced and to be of 
insufficient detail to enable users to make 
informed choices among contraceptive 
methods.  IEC materials are frequently 
unavailable at health service sites, and what 
does exist tends to be superficial and 
unbalanced in nature.  Information given to 
clients often reflects providers’ biases 
toward long-term methods such as the IUD, 
and against methods such as oral 
contraceptives and condoms.  The concept 
of counselling as an interactive process is 
not well developed in Viet Nam.  
Counselling is often not provided because 
health workers typically lack the necessary 
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training and skills and view counselling to 
be the responsibility of community-based 
NCPFP family planning fieldworkers.  
Insufficient information provided to clients 
has contributed to the emergence of many 
myths and misconceptions among 
community members concerning the 
potential side-effects and health risks of 
using modern contraceptive methods.   
 
The frequent lack of availability of methods 
such as oral contraceptives and condoms at 
MOH service delivery sites has also 
contributed to limiting the contraceptive 
options available to women and men. 
 
Weaknesses have also been observed in 
providers’ technical competence, such as in 
the assessment of contraindications and the 
maintenance of aseptic technique, 
particularly in providing clinical methods 
such as the IUD (Jain et al., 1993; UNFPA, 
1993).  This may contribute, along with 
inadequate counselling, to the apparent high 
rates of reported side-effects and early 
discontinuation among IUD and oral 
contraceptive users, and the commonly held 
beliefs about the health risks associated 
with use of these methods. 
 
The existing limitations in the quality of 
care in family planning services are 
important determinants of the high levels of 
unmet need and resulting unwanted fertility 
that lead to high levels of abortion in Viet 
Nam.  This report does not focus on overall 
strategies to improve the quality of care in 
the national family planning programme, 
but rather presents the assessment team’s 
observations and recommendations with 
regard to several specific issues of 
particular direct importance in reducing the 
recourse to abortion.  The following 
sections of this chapter focus on:  (1) 
improving family planning in the context of 
abortion services; (2) meeting the special 
needs of groups of contraceptive users with 
a high risk of failure and unwanted 
pregnancy, including users of condoms and 
traditional methods; (3) unmarried youth 

and single women who typically lack 
access to contraceptive services; (4) the 
expansion of contraceptive options through 
the introduction of emergency 
contraception as a backup method to reduce 
the risk of unwanted pregnancy; and (5) 
other policy options to reduce the recourse 
to abortion.  Recommendations are 
presented at the end of each section. 
 
 
Strengthening Family Planning in 
the Context of Abortion Services 
 
The team observed that in all provincial, 
district and commune health centre sites, 
first trimester abortion services are 
provided in the centre’s family planning 
clinic or procedure room.  Furthermore, at 
all sites where MVA is provided, including 
commune health centres, abortions are 
typically performed by the doctors, 
assistant doctors or secondary midwives 
who have responsibility for providing 
clinical contraceptive services.  Despite the 
physical linkage of family planning and 
abortion services, a review of service 
records and interviews with clients revealed 
that a substantial proportion of abortion 
clients were undergoing their second, third 
or more abortion and were not using 
contraception.   
 
Clearly, a woman undergoing induced 
abortion is in need of contraceptive 
counselling and services, and the visit 
presents the opportunity for this interaction 
within the service delivery system.  
However, the team observed that the 
provision of information and counselling 
concerning contraception for abortion 
clients was weak in nearly all settings, 
reflecting many of the shortcomings that 
characterize family planning services more 
generally. 
 
Most providers understand that information 
and counselling should be a part of the 
services that a woman receives.  They 



- 16 - 

typically told team members that they 
routinely inquire about a woman’s 
contraceptive use, provide information 
about a broad range of methods and assist 
the client in making a choice.  Observations 
of client-provider interactions before, 
during and after the procedure, however, as 
well as discussions with clients reveal that 
in many cases no information about 
contraception was provided.  When some 
information was given to a client, it 
typically consisted of a superficial mention 
of available methods with little information 
about the health benefits of contraception, 
effectiveness of individual methods, the 
necessary details concerning their effective 
use, or what to expect in terms of potential 
side-effects.  In most sites there were few, 
if any, IEC materials available.  Where 
some IEC materials were present, they 
usually consisted of a poster or flip chart, 
and only rarely were there materials for a 
client to take home for further 
consideration. 
 
Although privacy in the form of a separate 
room or a screened-off space was made 
available for counselling in many of the 
provincial and district level sites, 
interactions with clients were unidirectional 
rather than the interactive process required 
for counselling.  Providers’ biases in favour 
of IUDs were often evident, with other 
methods mentioned only if a client did not 
want to use an IUD.  Many clients felt that 
they had not received sufficient information 
about contraception and were eager to ask 
questions to the assessment team members 
interviewing them.  Providers often did not 
solicit questions from the clients and the 
women were hesitant to ask questions.  This 
was reinforced by the prevailing medical 
model of interaction that does not 
emphasize the importance of informing the 
patient or client.  In some cases there was 
an apparent social distance between 
providers and clients, particularly in rural 
areas, which seemed to inhibit women from 
asking questions to their providers. 
 

Not surprisingly, the team found that 
clients’ knowledge about contraception was 
limited in terms of the methods available, 
and that clients often lacked, or had only a 
superficial understanding of, the 
characteristics, modes of action, 
effectiveness, potential side-effects and 
risks of various methods.  This was 
particularly true for less educated women 
and youth.  Clients had many concerns 
about the risks of modern contraceptives.  
For example, many believed that the use of 
contraceptives, particularly use of the IUD, 
results in weakness and an inability to carry 
out the hard work required in daily life.  
Backaches, continuing bleeding and a 
variety of other symptoms were also 
considered to be common with IUD use.  
Oral contraceptives were thought to lead to 
weakness, to being “hot”, or to an increased 
risk of cancer, and were considered 
inappropriate for either long-term use or for 
use by young women.  Female sterilization 
was often reported to cause 
feeblemindedness and an inability to work, 
while vasectomy would lead to craziness 
and impotency in men.  Although most 
clients understood that abortion carried 
risks of adverse outcomes or complications, 
these potential risks were considered to be 
less serious and of a short-term nature in 
comparison to those of modern 
contraceptive use. 
 
The majority of policy-makers and 
programme managers at different levels 
highlighted inadequate family planning 
counselling as the greatest shortcoming in 
the quality of abortion services.  Most 
spoke of the need for training in counselling 
for providers to improve their 
communication skills and to help them 
understand the nature of counselling as 
opposed to the presentation of information.  
In several of the provincial and district 
level sites, training in counselling had been 
provided through annual refresher trainings 
in family planning.  In some sites, this 
training had been provided to doctors 
working in the family planning clinic, but 
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not to the midwives who were more likely 
to be responsible for actually providing 
counselling.  
 
In several of the RHP sites which had 
received special inputs, including an 
intensive one week training course for staff, 
client counselling in family planning was 
seen to reflect these more intensive inputs.  
In these clinics, staff had increased 
awareness of the importance of counselling 
and more IEC materials were available.  
The actual information provided to clients, 
however, remained limited and superficial 
in nature and dialogue with clients was not 
always encouraged. 
 
Programme managers at some sites, 
including these RHP sites, had 
experimented with assigning specific staff, 
usually midwives, as full-time designated 
counsellors for family planning and 
abortion services.  They reported that this 
adaptation in service delivery had led to the 
development of increased motivation and 
skills on the part of these providers and 
improved counselling services. 
 
Several central and provincial MOH 
officials noted that responsibility for family 
planning counselling has been delegated to 
the NCPFP with its network of community 
level motivators.  Family planning IEC 
materials are distributed to these 
fieldworkers, and it was reported that 
insufficient budgets are available to the 
MOH for providing family planning IEC 
materials at the health service sites.  As a 
consequence, health centre providers often 
do not consider information and counselling 
in family planning for clients to be their 
responsibility.  The perspective that 
information and counselling is not an 
integral part of clinic-based service delivery 
is reinforced by provider remuneration for 
abortions, based on an equivalency scale 
with other operative procedures.  In some 
sites, the remuneration for abortion 
procedures was shared with those 

designated to provide counselling, while in 
other sites it was not. 
 
The shortcomings in the provision of 
information and counselling concerning 
contraception in the context of abortion 
services represents only one aspect of 
information and counselling required in 
these services.  Information for the client 
about the procedure itself, the expected 
course of events following the procedure, 
the nature of potential side-effects and 
complications, the warning signs requiring 
immediate return to the clinic, and other 
postabortion counselling is also a critical 
component of quality care.  The team 
observed similar weaknesses in counselling 
concerning these facets of abortion care, 
with many women receiving little or no 
information on these topics.  These aspects 
of pre and postabortion counselling will be 
discussed in greater detail in the next 
chapter of the report which is concerned 
with improving the quality of abortion 
services. 
 
The quality of family planning provided 
with abortion services depends not only on 
the provision of information and 
counselling, but also on the availability of 
the contraceptive methods to support client 
choice.  As the responsibility for 
community distribution of condoms has 
now been delegated to the family planning 
motivators, the team found that condoms 
were not available in the family 
planning/abortion clinics in many of the 
service sites visited.  Oral contraceptives 
were also noted to be unavailable in a 
number of the sites.  Furthermore, most 
providers in northern Viet Nam, and some 
in the south, were unwilling to insert an 
IUD immediately postabortion, even for 
those women who desired one and did not 
have other contraindications. 
 
Some providers stated that the abortion visit 
itself was not an appropriate time for family 
planning counselling and services due to 
the psychological stress being experienced 
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by the client.  They preferred deferring 
counselling and the provision of 
contraceptives until the client’s return visit, 
which in most sites was scheduled for seven 
to 10 days later.  However, providers 
everywhere agreed that only about 10% of 
abortion clients actually return for their 
follow-up visit, often only if they are 
experiencing some difficulty.  The majority 
of providers interviewed did not understand 
that a woman could become fertile as little 
as ten days after the abortion, and many 
thought that contraception became 
necessary only after the resumption of 
menses. 
 
Recommendations: 

@ Family planning services for clients 
must be an integral part of abortion 
care.  This must be communicated to 
programme managers and providers at 
all levels.  Counselling should be 
considered to be an essential 
component of abortion services. 

@ The capabilities of staff to provide 
effective, balanced information and 
counselling to clients should be 
strengthened.  This will require 
training, IEC materials and supervisory 
support.  Intensive training utilizing 
innovative approaches will be required 
to assist providers acquire the 
necessary new skills and overcome 
current well-established attitudes and 
practices.  Training in counselling 
should be provided to all doctors and 
midwives involved in contraceptive and 
abortion service delivery.  Guidelines 
and other materials to support 
providers’ skills in counselling should 
also be provided.  Designation of 
dedicated family planning/abortion 
counsellors on a rotating basis at each 
site should be encouraged to foster 
development of the necessary attitudes 
and skills, as well as the perspective of 
counselling as a required component of 
service.  Training alone is unlikely to 
result in the required improvements in 

counselling skills and changes in 
providers’ IEC practices, and therefore 
it needs to be supported by routine 
monitoring and technical supervision 
and refresher training to facilitate 
ongoing improvement of providers’ 
skills. 

@ IEC materials for clients concerning 
both abortion and contraception must 
be available wherever abortion services 
are provided.  Materials on 
contraception should provide more 
detailed information about appropriate 
use of each method, its effectiveness, 
potential side-effects, warnings signs 
indicating a return to the clinic, and 
necessary follow-up visits.  Information 
should be provided in a balanced 
manner, utilizing simple, non-medical 
terminology.  Specific materials on 
abortion should be developed and made 
available.  Materials should be 
available in sufficient quantities for 
women to take home for further 
consideration. 

@ Increased attention should be given to 
privacy for clients receiving 
counselling. 

@ The full range of appropriate 
contraceptive methods should be 
available at abortion service sites.  This 
should include both oral contraceptives 
and condoms.  Postabortion IUD 
insertion should be provided to clients 
desiring this method, as long as 
contraindications are not present.  
Specific mechanisms for referral of 
clients desiring male and female 
sterilization should be facilitated from 
sites where these methods are not 
available. 

@ Efforts to strengthen IEC and 
counselling in the national family 
planning programme should build upon 
the experience and lessons learned from 
special projects such as the RHP and 
the DMPA Introduction/Quality of Care 
project which have included efforts to 
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develop new approaches for 
strengthening counselling in 
reproductive health services. 

@ Further research is needed concerning 
women’s and men’s attitudes towards 
abortion; their decision-making 
processes concerning the use of 
contraception and abortion; and their 
abortion-seeking behaviours, including 
their use of traditional abortifacients 
and the seeking of abortions outside of 
the medical sector. 

 
 
Women at High Risk of Unwanted 
Pregnancy 
 
There are several groups of women who are 
at increased risk of unwanted pregnancy, 
including those relying on traditional 
methods of contraception, those relying on 
condoms for family planning, unmarried 
youth and single women.  The team’s 
observations and recommendations for how 
the family planning programme can provide 
improved services to these individuals and 
therefore reduce their need for abortion are 
discussed below. 
 
Users of traditional methods:  In 1994, 
21% of married women of reproductive age 
(one third of all contraceptive users) stated 
that they were relying on traditional 
methods, primarily withdrawal or the 
“calendar method”, for contraception 
(VNICDS, 1995).  At least one study has 
demonstrated that the proportion of women 
in both urban and rural areas who use 
traditional methods has been increasing in 
recent years (Gorbach et al., 1996).  
Although data concerning the use-
effectiveness of traditional methods in Viet 
Nam are not available, international 
experience suggests that between 5 and 
20% of women using these methods may 
experience pregnancy in a one year period 
(Hatcher et al., 1994).   
 

Various studies of women seeking 
abortions in Viet Nam reveal that 
approximately a quarter of these clients 
report that they have been using traditional 
methods (Do Trong Hieu et al., 1993).  
Data concerning their previous use of 
modern methods is generally not available.  
Little is known about women’s knowledge 
of reproductive physiology and their 
menstrual cycle, including beliefs about the 
fertile and infertile phases or “safe periods”.  
At least one anthropological study, 
however, suggests that many women have 
limited knowledge and inaccurate beliefs.  
In fact, many believe that they are fertile 
during menstruation and “safe” during their 
mid-cycle (Gammeltoft, 1996). 
 
Interviews with providers revealed that 
most do not consider periodic abstinence or 
withdrawal to be appropriate methods of 
contraception and thus they do not inquire 
about their clients’ beliefs and practices 
regarding these methods.  They also do not 
provide information or support to enable 
clients who would like to use traditional 
methods to do so more effectively.  Some 
IEC materials were found to be available at 
some centres providing a brief description 
of how a woman can calculate the safe and 
unsafe days for intercourse during her 
menstrual cycle, but as noted above, these 
materials were generally not available for 
the clients to take home.  It was unclear to 
what extent these materials might be 
available from the family planning field 
motivators.   
 
An important exception to these general 
observations was the report that  staff at the 
Institute for the Protection of Mothers and 
Newborns have been involved in a project 
to teach women to use a sympto-thermal 
(basal body temperature and cervical 
mucous) approach to natural family 
planning in three provinces.  These courses 
included 40 hours of training for each client 
and were targeted to Catholics and urban 
intellectuals, many of whom were reported 
to be unwilling to use modern methods.  
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Further evaluation of the success of this 
approach was not available.  Other 
providers expressed scepticism as to the 
feasibility of the basal body temperature 
method or whether the cervical mucous 
method could be successfully taught to 
women in rural areas.  
 
Interviews with clients coming for abortion 
revealed that a substantial number in both 
urban and rural areas reported that they had 
been using traditional methods including 
periodic abstinence or withdrawal at the 
time they became pregnant.  The most 
striking observation was that the majority 
of these women had been previous users of 
more effective modern methods.  Many had 
previously used the IUD, while some had 
tried oral contraceptives.  Many of these 
women, however, had discontinued after 
only a few months of use after experiencing 
side-effects such a prolonged spotting with 
IUDs or headaches or feeling “hot” with 
oral contraceptives.  Others had 
discontinued these methods because of fear 
of the negative impact of long-term use of 
modern methods.  Several researchers have 
pointed out that although the IUD remains 
the most widely known and popular method 
among women in Viet Nam, it is widely 
considered to be a cause of a variety of 
negative physical effects.  Women report 
that it diminishes the capacity for physical 
labour and, more generally, it is considered 
to be a “burden on women’s health” 
(Gammeltoft, 1996; Le Thi Nham Tuyet, 
1994).  Although the clients interviewed 
realized that traditional methods are less 
effective, given the availability of backup 
abortion services, they prefer these methods 
to the more effective modern methods with 
their perceived negative health effects. 
 
These observations suggest that improving 
the provision of information, counselling 
and follow-up support to women 
concerning common side-effects of IUDs 
and oral contraceptives are critical in 
helping women who want to control their 
fertility with more effective methods.  

Improved information and counselling for 
women could help them understand that 
these effects often diminish or disappear 
after several months of use and would also 
help counter women’s fears of the negative 
long-term consequences of use of modern 
effective methods.  It would also help them 
identify which symptoms signify that they 
might have a problem requiring medical 
attention. 
 
Recommendations: 

@ Women who desire to use traditional 
methods need more information and 
better support from providers about 
how to use these methods more 
effectively.  Appropriate counselling 
and IEC materials are needed to help 
women understand their menstrual 
cycles, and the fertile and safe periods 
in their cycles. 

@ Pilot programmes to train women to use 
the cervical mucous method and other 
simple methods of fertility awareness 
need to be tested and evaluated. 

@ Further in-depth, user perspective 
research studies of couples relying on 
traditional methods need to be 
conducted.  These studies should 
include a focus on individuals’ prior 
contraceptive use and their attitudes 
towards both modern contraceptive 
methods and abortion, their 
understanding of the fertile and safe 
periods in their menstrual cycle, and 
other issues related to the use of natural 
family planning methods.  This 
information is needed to develop 
programme approaches to assist these 
couples in the more effective use of 
natural and traditional methods. 

@ Emergency contraception (discussed in 
detail later) should be made available 
to women relying on traditional 
methods of contraception.  It is an 
important backup method for women 
relying on periodic abstinence who 
experience unplanned intercourse, or 
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for couples relying on withdrawal when 
there is a failure to withdraw before 
ejaculation. 

@ There is a need to increase providers’ 
capacity to inform clients about 
contraceptive side-effects, to 
appropriately manage side-effects and 
complications of contraceptives and to 
support women with switching among 
various modern methods. 

 
Condom users:  Although only 4% of 
married women of reproductive age were 
relying on condoms for contraception in 
1994 (VNICDS, 1995), studies of clients 
seeking abortion suggest that many (up to 
25% in some studies) report having become 
pregnant while using condoms (Do Trong 
Hieu et al, 1993; Nguyen Minh Thang et 
al., 1997).   
 
It is likely that condom use has increased 
substantially in recent years for several 
reasons.  Condoms are now distributed door 
to door at the community level by the 
NCPFP community motivators.  In the last 
three years the non-governmental 
organization known as DKT has launched a 
very successful condom social marketing 
campaign and is now marketing two brands.  
Nearly 31 million condoms were sold in 
1996, with sales limited by the availability 
of supplies.  Condoms would appear to be 
becoming a popular alternative for couples 
that are concerned about potential health 
effects of other methods such as the IUD 
and oral contraceptives.  Furthermore, there 
is a growing awareness of the risk of 
sexually transmitted infections, including 
awareness of the increasing levels of HIV 
infection in Viet Nam, which may be 
contributing to an increased interest in 
using condoms. 
 
In reviewing family planning statistics at 
the provincial and district levels, the 
assessment team noted rapid increases in 
condom use reported in recent years.  Many 
providers, however, thought that there may 

be substantial over-reporting of condom 
use, as acceptance of this method allows the 
couple to meet social and community 
expectations for contraceptive use, without 
necessarily using the method.  Providers at 
many sites complained that since NCPFP 
field staff were now given responsibility for 
condom distribution, condom supplies were 
no longer regularly provided for 
distribution at family planning clinics in 
health service facilities. 
 
Interviews with abortion clients confirmed 
that a substantial number reported being 
condom users.  However, the vast majority 
did not use them every time they had 
intercourse, but rather used condoms only 
when they considered themselves to be in 
the fertile period of their menstrual cycle 
and thus at risk of pregnancy.  As noted 
earlier, many misconceptions concerning 
the fertile periods in the cycle existed 
among the women interviewed, which is 
likely to contribute to their experience of 
“contraceptive failure”.  Improper use is 
also likely to lead to pregnancy among 
some condom users.  For example, some 
providers reported that the practice of the 
man putting a condom on just prior to 
ejaculation was common.  Very few women 
reported condom tears or leakage as the 
probable cause of failure. 
 
Among the younger women interviewed, 
particularly in urban hospital settings, 
condom use was common, but irregular.  
Condoms are likely to be the only 
contraceptive method available to most 
single people and youth, since they can be 
purchased over the counter at drug shops. 
 
An important observation that emerged 
from interviews was that condom users had 
typically received no instructions on how to 
use condoms properly, and they were too 
shy to request further information from 
whoever had provided them.  Condom users 
had also not been informed about what to 
do if they experienced a condom failure. 
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The team noted that condoms represent an 
important contraceptive option for many 
people, including those for whom high 
efficacy is not a priority, for those 
experiencing side-effects with other more 
effective methods, for youth and others who 
may have limited access to other 
contraceptive methods and, perhaps most 
importantly, for anyone who may perceive 
themselves to be at risk of a sexually 
transmitted infection. 
 
Recommendations: 

@ Providers must present condoms as a 
legitimate contraceptive option, in 
addition to their role in preventing 
sexually transmitted infections.  
Condoms should be made available at 
family planning clinics and commune 
health centres, in addition to being 
distributed by community-based 
motivators and through the private 
sector.   

@ Both public and private sector 
providers need to be trained to provide 
appropriate information and 
counselling to men and women 
choosing to use condoms to facilitate 
their consistent and correct use.  
Although it is important to stress 
consistent use, condom users should 
also be given the necessary information 
and counselling to support the use of 
condoms in conjunction with safe 
period and fertility awareness methods. 

@ Provide condom users information 
about, and easy access to, emergency 
contraception in case of condom 
breakage or inconsistent use. 

@ The female condom, spermicides and 
other barrier methods such as 
diaphragms represent other potential 
options for couples currently using male 
condoms.  Small scale studies to 
familiarize programme managers and 
providers with these methods and to test 
their acceptability among Vietnamese 
women and men should be conducted. 

 
Unmarried youth:  In recent years, the 
reproductive health status and behaviour of 
youth in Viet Nam has received increased 
attention.  To date, however, relatively few 
studies of their sexual behaviour, 
contraceptive knowledge and practices, or 
utilization of abortion have been conducted.  
The data that is available suggest that youth 
have very limited knowledge of basic 
physiology, sexuality and contraception.  
Their sources of information are often 
limited to friends and to the superficial 
information provided in schools.  Although 
sexual activity appears to be increasing 
rapidly, particularly among urban youth, the 
data suggest that very few have actually 
used a contraceptive method.  When 
utilized, contraception tends to be used in a 
sporadic manner.  Significant proportions 
of abortions among youth are repeat 
abortions.  Second trimester abortions have 
been reported to be more common among 
unmarried youth than among older married 
women (Belanger and Khuat Thu Hong, 
1996; Chu Thi Xuyen, 1992; Le Thi Nham 
Tuyet, 1996; Vu Quy Nhan and Ngo Dang 
Minh Hang, 1996; Järnbert, 1996). 
 
Contraceptive services in the national 
family planning programme are targeted to 
married couples and are generally 
unavailable to single youth.  Pharmacies are 
also reported to be reluctant to sell condoms 
to young people.  In recent years a number 
of pilot programmes have been developed 
that target youth, providing basic “family 
life education”, including topics concerning 
sexuality and contraception.  These 
programmes have typically not included the 
provision of contraceptives or other 
reproductive health services. 
 
Providers in the urban hospital settings 
visited by the assessment team, as well as 
several private sector abortion providers 
interviewed, estimated that 30% or more of 
the abortion clients in their clinics were 
young, unmarried women.  It is difficult to 
be certain since these women report that 
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they are married to avoid the social stigma 
associated with their unmarried status.  The 
abortion clinics in large urban hospitals 
offer anonymity to unmarried youth and 
thus draw clients from the surrounding 
districts.  Likewise, private sector abortion 
services are also favoured by young people 
for the increased anonymity that they offer. 
 
Due to the social stigma associated with 
pregnancy among youth and the frequent 
lack of understanding of the physiology of 
pregnancy which results in late recognition 
of the pregnancy, some young women delay 
seeking abortion until after the first 
trimester of pregnancy.  Providers in many 
centres reported that the majority of second 
trimester abortions were provided to youth.  
Although many providers were reluctant to 
perform these late procedures for both 
medical and personal reasons, they 
considered it to be both their responsibility 
and a social service to assist in resolving 
the social problems created by pregnancy in 
young unmarried women.  Very few single 
young women choose to carry their 
pregnancies to term due to the strong 
stigma, but providers noted that older 
unmarried women were more likely to do 
so. 
 
The young women interviewed had very 
little knowledge concerning contraceptive 
options.  Few had used contraceptives, and 
among those women who did, irregular 
condom use was most common.  These 
women were eager to receive more 
information and counselling concerning 
contraception, but had found it difficult to 
access such information since the national 
programme focuses on married couples. 
 
Recommendations: 

@ Culturally appropriate, effective 
“family life education” activities should 
be developed for youth.  Such activities 
should be provided through the basic 
educational system and Youth Union 
activities, as well as through other 

innovative mechanisms such as non-
governmental organization-sponsored 
youth clubs.  The educational content 
should include topics of reproductive 
anatomy and physiology, sexual 
development, sexuality and 
contraception.  These activities should 
be targeted to both young women and 
young men. 

@ Culturally sensitive models of providing 
unmarried youth with contraception 
and abortion services should be 
developed and tested.  These services 
must have strong counselling 
components.   

@ Condom availability for youth should be 
increased.  This will provide an 
important option for the prevention of 
both pregnancy and sexually 
transmitted diseases among sexually 
active young people. 

@ Increasing the knowledge and 
availability of emergency contraception 
is likely to provide an important option 
in preventing abortion among youth 
who may be more likely to have 
unplanned or unanticipated unprotected 
intercourse. 

@ Further research among youth in both 
urban and rural areas is needed to 
better understand their existing 
knowledge regarding reproduction, 
sexuality and contraception, as well as 
their patterns of sexual behaviour and 
their use of contraception and abortion. 

 
 
Introduction of Emergency 
Contraception 
 
Emergency contraception refers to a 
regimen or device that is used to prevent 
pregnancy after unprotected intercourse, or 
after an observable contraceptive failure.  
The various regimens or devices used for 
emergency contraception are less effective 
than ongoing methods of modern 
contraception, but substantially decrease 
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the chances that a woman will become 
pregnant.  Emergency contraception used in 
the event of a contraceptive failure or 
unprotected intercourse would contribute to 
a reduction in the number of unwanted 
pregnancies that may otherwise result in 
induced abortion. 
 
There are several methods of emergency 
contraception available for clinical use, 
including (1) the estrogen/progestin 
combination of ethinyl estradiol and 
levonorgestrel known as the Yuzpe method, 
(2) levonorgestrel-only regimen and (3) the 
copper intrauterine device IUD. 
 
Levonorgestrel tablets (0.75mg) are 
commonly available over the counter in 
pharmacies in urban areas in Viet Nam, 
marketed by Gedeon Richter as a routine 
postcoital contraceptive method known as 
Postinor.  They are sold in four or ten pill 
strips, with the four-tablet strip costing 
about 2,000 Vietnamese Dong (VND) (less 
than $0.20).  Package inserts or written 
instructions for use are generally not 
available with the four pill strip.  One tablet 
after intercourse is the recommended 
dosage of Postinor for postcoital use.  
Combined oral contraceptives and IUDs are 
also readily available in Viet Nam. 
 
In 1995, Dr. Nguyen Thi Nhu Ngoc and her 
colleagues at Hung Vuong Hospital 
conducted a study on the knowledge of, and 
attitudes towards, emergency contraception 
among family planning providers from 
district hospitals and commune health 
centres in and around Ho Chi Minh City.  
The research included focus group 
discussions and in-depth interviews 
(Nguyen Thi Nhu Ngoc et al., 1996).  The 
study showed that most providers were not 
familiar with the term emergency 
contraception, yet they were aware of the 
concept and had heard of the Yuzpe 
method, Postinor and the emergency use of 
the copper IUD.  Many of the providers 
were misinformed about how to use the 
methods, however, and half mentioned 

other methods such as vaginal douching 
which are unlikely to be effective.  They 
were generally misinformed about the 
dosages required for the various hormonal 
emergency contraceptive regimens, the 
timing of the doses, and the length of time 
after unprotected intercourse within which 
each should be applied.  Most providers 
expressed the need for more information 
about emergency contraception. 
 
In Hanoi, training courses in contraception, 
including a component on emergency 
contraception, were provided in 1996 for 
300 pharmacists from drug shops 
throughout the city with support from 
Pathfinder International and DKT.  In this 
course the use of combined oral 
contraceptives for emergency contraception 
(the Yuzpe method) was emphasized and 
pharmacists were encouraged to repackage 
oral contraceptive pills into the appropriate 
dosage of two times four tablets (a total of 
eight tablets) of low estrogen oral 
contraceptives.  Evaluation of this training 
revealed that increased knowledge among 
pharmacists concerning contraception, 
including emergency contraception, was 
transmitted to other staff working in these 
drug shops who had not received direct 
training.  IEC activities promoting 
emergency contraception using either the 
Yuzpe method or Postinor have yet to be 
targeted to potential clients in Viet Nam. 
 
The assessment team observed that most 
providers were familiar with the term 
emergency contraception, but confused the 
concept with “routine” postcoital 
contraception using Postinor.  Providers 
stated that they did not recommend the use 
of Postinor to clients as a routine 
contraceptive, as they considered it 
ineffective and were concerned that it might 
replace the use of more effective methods.  
There was considerable variation in 
providers’ knowledge of how long after 
intercourse it could be given and still be 
effective, ranging from a few minutes to 36 
hours.  All considered one tablet to be the 
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recommended dosage.  Many providers had 
a superficial knowledge of the Yuzpe 
method, but could not provide accurate 
details concerning its use.  Very few 
considered IUD insertion as an option for 
emergency contraception.  Most providers 
said that few clients ever asked about what 
to do in the event of unanticipated, 
unprotected intercourse.  In urban areas, 
however, some providers noted that they 
received many telephone calls requesting 
more information on the use of Postinor, 
particularly from youth. 
 
Many clients interviewed in urban areas 
had heard of Postinor, but they had little 
knowledge of how to use it.  They 
considered it a postcoital method that 
needed to be used very soon after 
intercourse.  Women in rural areas were 
less likely to have heard of Postinor.   
 
It is difficult to assess the potential demand 
for emergency contraception based on the 
limited discussions possible during this 
assessment.  Among abortion clients 
relying on condoms or traditional methods 
who were interviewed, relatively few could 
point to a condom failure or a specific 
episode of unprotected intercourse that had 
resulted in their pregnancy.  However, it 
must be kept in mind that both condom use 
and withdrawal tended only to be practiced 
when the women considered themselves to 
be in a fertile period of their cycle and 
many misconceptions regarding safe 
periods existed.  Many women relying on 
condoms and traditional methods reported 
that they frequently experience occasions 
where their husbands have unexpectedly 
returned from long absences or have 
returned home after drinking and, as a 
result, the couples have unanticipated and 
unprotected intercourse.  Emergency 
contraception would provide an important 
contraceptive option for these women.  As 
it would presumably be available over the 
counter, emergency contraception would 
also greatly expand the contraceptive 

options available to youth who lack access 
to most other contraceptives. 
 
Recommendations: 

@ A comprehensive strategy for 
introduction of emergency 
contraception should be developed.  
Guidelines with detailed suggestions for 
planning introductory activities for 
emergency contraception are available 
from the Consortium for Emergency 
Contraception (Consortium for 
Emergency Contraception, 1996).  
These can be summarized as follows: 

@ A focussed, in-depth assessment of 
potential users’ needs and perspectives, 
health providers’ knowledge and 
attitudes toward emergency 
contraception, and the capabilities of 
both public and private sector sources 
to provide the method with the 
necessary information and counselling 
to support appropriate use needs to be 
conducted.  Such an assessment is 
necessary to determine appropriate 
messages to be targeted to different 
groups of potential clients, appropriate 
channels of distribution, the content of 
necessary training for providers in 
different sectors including health 
service sites, community-based 
distributors and the private sector. 

@ Drug regulatory requirements of 
introducing an emergency contraceptive 
product based on existing approved 
formulations need to be determined.  It 
is recommended that a single, dedicated 
product be chosen for hormonal 
emergency contraception.  
Levonorgestrel would be preferable as 
it has recently been demonstrated to 
have both significantly decreased 
nausea and vomiting and potentially 
increased efficacy in comparison with 
the Yuzpe method, and it is readily 
available as Postinor in Viet Nam. 

@ If levonorgestrel is the selected 
emergency contraceptive product, the 
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MOH should arrange with Gedeon 
Richter for Postinor to be repackaged 
in two tablet packets and re-labeled 
with a different brand name for sale as 
emergency contraception.  This will 
decrease provider and client confusion 
with Postinor as a postcoital 
contraceptive. 

@ Distribution plans for both the public 
and private sector need to be developed.  
Distribution channels selected should 
include those outside of the national 
family planning programme, so that 
those who do not currently have access 
to these services (such as unmarried 
youth) have access to emergency 
contraception.  Given the impressive 
success of social marketing campaigns 
promoting the sale of condoms and oral 
contraceptives in Viet Nam, this 
approach would merit particular 
attention as an option.  Emergency 
contraception should be considered as a 
means of backup support for routine use 
of other contraceptive methods, and 
should be made available wherever 
other contraceptive methods are 
provided, including in the context of 
abortion services. 

@ An IEC strategy and campaign based on 
the initial assessment should be 
developed.  IEC materials that meet 
client information needs should be 
developed and tested.  This is likely to 
include printed materials as well as 
media for mass media campaigns, 
depending on the findings and 
conclusions of the initial assessment.  
Providers in the public and private 
sectors will require training to provide 
the necessary information and 
counselling to assist clients in 
appropriate use of emergency 
contraception and answer any questions 
or need for support that may arise.  
Involvement of a broad range of groups 
with interests in reproductive health, 
including the community mass 
organizations, will be important 

throughout the introductory process, 
particularly in building support for the 
introduction of emergency 
contraception at different levels, and in 
reaching potential clients following 
actual introduction of the product. 

@ Emergency contraception should be 
initially introduced in pilot areas to 
facilitate close monitoring and 
evaluation.  Following evaluation and 
dissemination of the results, activities 
can be refined and improved prior to 
expansion on a national basis. 

Other Policy Options to Reduce the 
Recourse to Abortion 

Policy-makers and providers suggested 
several other options to reduce the number 
of abortion procedures in Viet Nam.  These 
included reducing unnecessary procedures 
by using pregnancy tests; eliminating 
provider incentives; increasing the costs to 
clients of services; and increased emphasis 
on warning women of the potential risks of 
abortion. 

Use of pregnancy tests to reduce 
unnecessary procedures:  Abortion 
procedures may be performed on women 
who are not pregnant if a prior diagnosis of 
pregnancy is not established by means of 
either a physical examination or a 
laboratory pregnancy test.  A study of 923 
women coming for abortions in Thai Binh 
Province found that 17% of these women 
were not pregnant.  These results would 
suggest that approximately 136,000 early 
abortions a year in Viet Nam may be 
unnecessary (Trinh Huu Vach et al., 1997). 

Many women in Viet Nam seek abortions 
within six weeks of LMP (or within the first 
two weeks after their missed period), when 
a pelvic examination to determine 
pregnancy is likely to be inconclusive.  In 
response to the growing concern about the 
potentially high number of unnecessary 
abortion procedures, the MOH and the 
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NCPFP issued a new policy in 1996 stating 
that all women seeking an abortion should 
have a urine pregnancy test before the 
procedure.  The test is to be provided free 
to registered contraceptive users and at a 
charge for other women.  To date, the 
NCPFP has purchased and distributed about 
400,000 of the Quickstick urine HCG 
pregnancy test kits.   

Data from the Thai Binh study indicate that 
this test is very effective.  It was found to 
have a sensitivity of 97.2%, a specificity of 
95.7%, a positive predictive value of 99.1% 
and a negative predictive value of 88.2% 
among women less than six weeks LMP.  
Repeat testing one week later for women 
initially testing negative increased the 
sensitivity, specificity and positive 
predictive values to above 99% and 
improved the negative predictive value to 
97.5% (Trinh Huu Vach et al., 1997).  The 
manufacturer reports that the test is 
sensitive to 40 mIU of HCG, which, in most 
cases, would show positive results within 
seven to ten days after fertilization.   

The team observed that these pregnancy 
tests were available in most, but not all, 
clinics visited.  Where available, quantities 
of the tests were usually not sufficient to 
use for all women coming for an abortion.  
Therefore, providers typically relied on a 
medical history and pelvic examination to 
determine pregnancy and used the 
Quickstick test only when the physical 
exam was inconclusive.  This appears to be 
a sensible and pragmatic adaptation of the 
new policy.  In some sites, the cost of the 
pregnancy test was included in the fee for 
the abortion, while in others it was provided 
for an extra fee to clients of approximately 
11,000 VND ($1.00). 

Providers expressed concern about the 
stability of the Quickstick test strips 
supplied in the bulk packages.  The 
containers hold 15 tests and there is a 
warning on the label that says it should not 
be opened more than 20 times.  Clinic staff 

report that the tests sometimes change 
colour and become ineffective before all 15 
tests are used.  

Interviews with clients investigated their 
perspectives on the use of pregnancy tests 
and their willingness to return if their 
pregnancy test was negative.  Most women 
considered the price to be affordable and, if 
properly informed of the reasons for asking 
her to return for a follow-up exam if 
negative, the majority considered it 
acceptable, and even preferable.  However, 
the cost of the test and the difficulties in 
returning to the clinic are likely to remain a 
significant barrier for some poor women, 
particularly those living far from service 
delivery sites. 

Recommendations: 

@ Providers should establish a diagnosis 
of pregnancy before performing an 
abortion.  Pregnancy tests should be 
available at all sites where abortions 
are performed and should be used if the 
pelvic exam is negative or inconclusive.  
If the pregnancy test is negative, 
unavailable or too expensive for the 
woman, the provider should request the 
woman to return for a repeat 
examination after six weeks LMP, at 
which time a pelvic examination is more 
likely to be conclusive.  If women are 
not able to return without undue 
hardship, providers will have to make 
case by case decisions regarding 
whether or not to delay the procedure. 

@ The stability of the bulk packages of 
Quickstick pregnancy tests should be 
tested under the environmental 
conditions of service delivery sites in 
Viet Nam. 

Increasing the fee for abortion services:  
Some providers and policy-makers 
suggested that increasing the fee for 
abortion services would discourage women 
from using these services.  According to 
this argument, if abortion services were 
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more expensive, women would be more 
likely to rely on contraception to control 
their fertility.   

The assessment team believes that such a 
policy would not reduce women’s demand 
for abortions or change their contraceptive 
use behaviour.  Rather, women would 
probably seek alternative, more affordable 
means of terminating their unwanted 
pregnancies, potentially from illegal and 
possibly dangerous sources.  This would 
also result in the loss of an important 
opportunity for the public sector to provide 
counselling and contraceptive services to 
women who desire to control their fertility. 

Warning women of the risks of abortion:  
Other providers and policy-makers 
suggested that placing greater emphasis on 
warning women of the health risks of 
abortion in IEC activities would reduce the 
number of abortion procedures.  
International research and experience has 
demonstrated that vacuum aspiration for 
abortion, if properly performed, is very safe 
and does not contribute to a higher 
incidence of future infertility, cervical 
incompetence, congenital anomalies in 
future pregnancies or other long-term 
negative health effects.  The majority of the 
risks are due to complications that result 
from poor quality practices.  These 
complications can be avoided by employing 
good technique, including strict infection 
prevention practices.  Women clearly must 
be well informed and understand the 
potential risks and complications associated 
with abortion procedures.  However, the 
assessment team felt that IEC campaigns to 
emphasize the risks of abortion would be 
likely to increase women’s already existing 
anxiety about abortion, without increasing 
contraceptive use or reducing the demand 
for abortion.  Increasing women’s anxiety 
or fear could even lead to their delaying 
seeking abortion until later gestational ages, 
when the risk of complications is increased. 
Eliminating provider incentives:  Health 
care providers are currently paid 

supplemental fees according to the number 
and type of “operative” procedures that 
they perform each month.  For example, 
providers receive approximately 5,000 
VND ($0.45) for an abortion or an IUD 
insertion procedure, and approximately 
30,000 VND ($2.50) for a female 
sterilization.  The remuneration varies 
slightly by province, but is intended to 
supplement providers’ low salaries.  There 
is concern among decision makers in the 
NCPFP and the MOH that this policy could 
potentially encourage providers to either 
overreport or perform procedures 
unnecessarily.  Although the assessment  
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team encountered no evidence that these 
payments to providers for abortions lead to 
increased numbers of unnecessary or 
unwanted procedures, the potential for this 
occurring is real and thus incentive 
payments for abortions, as well as for 
contraceptive services, should be 
eliminated. 

Recommendation: 

@ The MOH should seek alternative 
means of supplementing providers’ 
salaries so that payment is not linked to 
the number and type of services 
provided. 
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Improving the Safety and Quality of Abortion Services 
 
 
 
A framework developed by Ipas for 
describing the quality of abortion care is 
useful for assessing the safety and quality 
of abortion services at any level of the 
health care system (Leonard and Winkler, 
1991).  The seven elements of quality that 
constitute this framework are:  (1) 
appropriate abortion care technology - the 
availability of safe and effective 
technologies; (2) technical competence - 
the proficiency with which all members of 
the health care system perform tasks 
involved in abortion care; (3) interactions 
between women and providers and staff - 
how providers communicate with clients 
and how clients are treated by all members 
of the service delivery system; (4) 
information and counselling - information 
to enable clients to understand what to 
expect during and after the abortion 
procedure and counselling that helps clients 
in making decisions, asking questions, and 
expressing concerns; (5) postabortion 
family planning and reproductive health 
care - ensuring access to a range of 
contraception and other health care services 
for women who seek abortion; (6) 
equipment, supplies, and medications - the 
availability of essential and appropriate 
equipment, supplies and medications at all 
sites providing abortion; and, (7) access to 
care - high-quality abortion services are 
available, and women know how to obtain, 
and are able to benefit from these services. 
 
The following section describes the 
assessment team’s observations of these 
components of service delivery that are 
essential elements of safe and good-quality 
abortion services. 
 
 
Technical Aspects of the Abortion 
Procedure 
 

Equipment for vacuum aspiration:  The 
vast majority of abortions in Viet Nam are 
performed during the first trimester.  MVA 
is the most common method for abortion up 
to six weeks LMP, while D&C is the most 
common method from six to 12 weeks 
LMP. 
 
Single valve MVA syringes are typically 
used in Viet Nam for abortion up to six 
weeks LMP.  However, the team observed 
that in some sites providers use single valve 
MVA until eight to 10 weeks, beyond 
which they use D&C up to 12 weeks.  A 
small number of double-valve MVA 
syringes were available at some sites for 
abortions from six to 12 weeks, but D&C 
was more commonly performed during this 
period.  In several referral level sites, 
electric vacuum aspiration was used for all 
gestational ages up to 12 weeks LMP. 
 
The RHP has introduced the use of the 
double-valve syringe in its four project 
sites, replacing D&C for abortions from six 
to 12 weeks.  In another province, the team 
visited a district in which double-valve 
syringes had been purchased and introduced 
without provider training.  Providers in this 
district felt that there were more problems 
and complications with the double-valve 
syringe, so they continued to use only the 
single-valve for up to 10 weeks LMP. 
 
The new draft National Technical 
Guidelines for abortion recommend the use 
of vacuum aspiration up to 12 weeks LMP.  
However, double-valve syringes are not 
locally manufactured and were reported to 
be not consistently available in sufficient 
quantities in Viet Nam.  Phamatech, the 
local distributor of single-valve MVA kits 
manufactured by Ipas, does not currently 
have an adequate supply of double-valve 
kits.  The RHP currently supplies double-
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valve kits and appropriate size cannulae to 
clinics under its project and the World Bank 
is planning to support a large-scale 
purchase and distribution of double-valve 
syringes in the near future. 
 
One site visited by the team had been using 
electric vacuum aspiration machines 
without any problems, but had recently 
switched completely to MVA for a special 
project.  The team felt that as long as 
electric vacuum aspiration was considered 
appropriate for service setting, the source of 
vacuum, whether electric or manual, did not 
matter.  Under suitable conditions, and in 
the hands of a qualified provider, electric 
vacuum aspiration is appropriate and does 
not need to be replaced by MVA.  
However, MVA must be available at all 
sites that use electric vacuum aspiration for 
use as a back-up in the event of an electrical 
power failure.  The team noted that electric 
vacuum aspiration machines manufactured 
in China, Germany, and the United States 
were available and in use in the field.  The 
critical action for improving the quality of 
abortion services is to change from routine 
D&C to vacuum aspiration, not to change 
between sources of vacuum. 
 
MVA equipment is currently purchased by 
the NCPFP for distribution to the MOH 
MCH/FP network down to the commune 
level.  In some provinces, the provincial 
level People’s Committee also buys MVA 
equipment directly from Phamatech to 
increase availability.  It was reported that 
the single-valve syringe kit with cannulae 
costs 440,000 VND (US $40), while the 
double-valve syringe kit costs 
approximately 770,000 VND (US $70).  
The electric vacuum aspiration machines 
manufactured in China, which are reported 
by providers to work well, cost 
approximately 660,000 VND (US $60).  
The team was told that the high cost of 
MVA equipment limits availability of 
sufficient quantities in many sites.  
 

Recommendations: 

@ Double-valve MVA syringes should be 
introduced in all sites where abortion is 
performed beyond six weeks LMP, 
including Commune Health Centres 
visited by mobile teams.  Appropriate 
training, monitoring and evaluation 
should accompany the introduction of 
this technology.  If the supply of double-
valve MVA syringes can be sustained, 
then the shift from D&C to MVA will be 
a significant step in improving the 
quality and safety of abortion services 
in Viet Nam. 

@ Based on an evaluation of this 
introduction, the NCPFP and the MOH 
may consider replacing single-valve 
syringes with double-valve syringes for 
all sites that perform abortion beyond 
six weeks LMP.  The double-valve 
syringe can be used, with adapters, for 
all gestational ages up to 12 weeks 
LMP.  Commune health centres where 
abortion is only performed up to six 
weeks LMP should continue to use 
single-valve syringes. 

@ A full range of cannulae sizes for each 
procedure needs to be made available, 
and training given to ensure that the 
appropriate size cannulae is used for 
the gestational age. 

@ Sufficient quantities of syringes and 
cannulae must be made available at 
each service delivery site.  In each 
clinic there must be a large enough 
supply to enable the necessary 
equipment processing to be conducted 
between clients.  The actual number of 
kits needed at any one clinic will 
depend on the client load of the clinic. 

 
Estimating gestational age:  Selecting the 
safest and most appropriate method of 
abortion depends on an accurate estimation 
of gestational age.  Estimating gestational 
age is done by combining information 
gathered in a variety of ways, including 
from the medical history, a bimanual pelvic 
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examination and, where available, 
pregnancy testing.  If available and 
indicated, ultrasound may also be used. 
 
Medical history:  During the medical 
history, providers typically asked the client 
when she expected her missed period.  In 
Viet Nam, gestational age is commonly 
calculated from the expected date of a 
woman’s missed period, rather than from 
LMP.  In other words, a woman who is two 
weeks from the expected date of her first 
missed period is assumed to be six weeks 
from LMP, based on a 28-day menstrual 
cycle.  Dating gestational age from the 
expected date of the missed period may 
lead to a less accurate estimate than dating 
from LMP if the woman’s cycle is not 
regularly 28 days.  Additionally, in Viet 
Nam the acronym “LMP” is at times used 
by service providers to refer to “last missed 
period” rather than “first day of the last 
menstrual period”.  Internationally 
produced materials on abortion, including 
scientific literature, training documents, and 
equipment instruction guides, refer to LMP 
to mean “first day of the last menstrual 
period”.  The use of the commonly accepted 
international definition of LMP in Viet 
Nam would help to prevent potential 
confusion. 
 
Bimanual pelvic exam:  The team observed 
that clients commonly receive two 
bimanual examinations by different 
providers.  The first screening examination, 
conducted by a midwife or doctor, is to 
diagnose pregnancy and to check for signs 
of infection, but the assessment team found 
that the results of this exam are often not 
communicated to the operating provider.  
The second, performed by the operating 
provider, is required to determine 
gestational age by the size of the woman’s 
uterus and to assess uterine position.  
Women interviewed during the assessment 
often described these exams as being 
invasive, embarrassing and uncomfortable. 
 

Programme managers reported that many 
providers, especially midwives and 
assistant doctors, are not sufficiently trained 
or experienced in doing bimanual pelvic 
examinations to determine the size of the 
uterus or pelvic abnormalities.  The 
majority of the bimanual exams observed 
by the team were conducted using a one-
finger technique.  The determination of 
uterine size is done by palpation of the 
dimensions and volume of the uterus, and a 
one-finger exam does not allow the 
clinician to feel the entire uterus.  Pelvic 
abnormalities that could complicate an 
abortion procedure, including ectopic 
pregnancies, are also easily missed with a 
brief, one-finger palpation of the uterus. 
 
Recommendations: 

@ Where possible, providers should be 
encouraged to minimize the number of 
pelvic examinations received by each 
woman.  Where the organization of 
services requires more than one exam, 
the findings of the first should be 
communicated to the second provider. 

@ A thorough bimanual examination is 
critical to ensuring the safety of the 
abortion procedure, and efforts should 
be made to improve providers skills in 
conducting such examinations. 

 
Pregnancy testing:  Good-quality 
pregnancy tests are an important addition to 
the range of diagnostic tools and skills 
necessary to confirm or rule out pregnancy, 
both clinically and for women at home.  
Pregnancy testing capability is one of many 
important elements necessary for improving 
the quality of abortion services.  As 
described in the previous chapter, most sites 
visited had Quickstick pregnancy tests, 
although the quantities were insufficient in 
some cases. 
 
Ultrasound:  In facilities where ultrasound 
is available (primarily, but not limited to, 
tertiary care hospitals) it is used to confirm 
intrauterine pregnancy pre-procedure when 
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the bimanual pelvic examination is 
inconclusive or when ectopic pregnancy is 
suspected.  In some sites women are asked 
to return for ultrasound 10 days post-
procedure if the provider is concerned that 
the abortion procedure is incomplete.  This 
places an additional financial burden on 
women that could be avoided in many cases 
if thorough tissue exam was a routine part 
of the abortion procedure (see below). 
 
Laboratory testing:  At service points 
above the commune level, laboratory tests 
for bleeding and clotting times are routinely 
performed in Viet Nam prior to the abortion 
procedure.  There was a lack of consensus 
among providers as to whether certain 
coagulopathies which would justify the use 
of these tests are common.  In many 
countries, haemoglobin or haematocrit tests 
are performed before abortion, in part 
because of the association between anaemia 
and haemorrhage.  Despite the high 
prevalence of anaemia documented among 
women in Viet Nam, screening for anaemia 
prior to abortion was not observed.  
 
Recommendations: 

@ The appropriateness and cost-
effectiveness of current laboratory 
screening practices for abortion clients 
needs to be reviewed. 

 
Pain control:  Quality abortion care 
requires adequate pain control to ensure 
that the client experiences a minimum 
amount of anxiety and pain and the least 
risk to her health.  The type of pain control 
should be determined based on an 
assessment of the individual client’s needs.  
Vacuum aspiration, whether MVA or 
electric vacuum aspiration, can be done 
using lighter levels of pain medication than 
that required for D&C. 
 
The team observed a variety of pain control 
regimens used for vacuum aspiration.  At 
some sites providers did not give any pain 
medication, explaining that women can 

tolerate the pain of abortion.  Women, 
however, consider the procedure to be 
extremely painful and are very concerned 
about the pain they will experience.  The 
team considered that expecting women to 
undergo the procedure with little or no pain 
control to be unnecessary, particularly as 
various pain control regimens that are safe, 
inexpensive and easy to administer, are 
readily available in Viet Nam. 
 
Only rarely was an oral analgesic used.  
The most commonly used medication for 
“pain control” was atropine, 0.25 mg 
intramuscular injection, given pre-
operatively to nearly all clients.  Interviews 
with providers indicated that many 
perceived this to be an appropriate use of 
this drug and did not understand the 
mechanism by which it acts.  A 
paracervical block using lidocaine was 
offered at only a few tertiary level sites, 
while diazepam was sometimes given by 
oral, intramuscular or intravenous route.  
Pethidine, by either intramuscular or 
intravenous route, is used in some sites in 
northern Viet Nam, while thiopental, given 
intravenously as a general anaesthesia, was 
used at one site visited in the south.  
Women who received thiopental were 
observed to be medicated beyond the point 
of conscious sedation and were unable to 
respond to physical and verbal stimulation.  
A lighter dose would have been sufficient 
to induce a state of depressed consciousness 
while not interfering with the woman’s 
ability to be responsive.  While a client may 
specifically request general anaesthesia, the 
provider should determine the safest and 
most appropriate pain control regimen.  If 
the provider recommends general 
anaesthesia, the client must be advised of 
its risks and benefits. 
 
Proper administration of pain control 
medications is critical for safety and for 
clinical- and cost-effectiveness of the 
medication.  In a number of sites the team 
observed that providers did not allow 
sufficient time for the pain control 
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medication to take effect before beginning 
the procedure.  Consequently, the woman 
suffered unnecessary pain and the drug was 
wasted.  Aspirating before injecting 
medications was also frequently neglected, 
including during paracervical blocks using 
lidocaine.  Direct administration of 
lidocaine into blood vessels can result in 
toxicity and even death.  These outcomes 
are easily avoided by aspirating before 
injecting the drug. 
 
An effective paracervical block requires 
that the anesthetic be injected just under the 
epithelium of the cervico-vaginal reflection. 
The team received conflicting reports as to 
whether the longer needles required to 
effectively administer paracervical blocks 
are available.  In addition, a local 
anaesthetic injection at the tenaculum site 
prior to application of the tenaculum 
reduces cervical pain.  This procedure was 
also not observed in the sites visited.  
Furthermore, a slower application of the 
tenaculum than that observed would also 
reduce pain and prevent vaso-vagal 
reactions. 
 
Providing psychological support to a 
woman undergoing an abortion procedure 
will significantly reduce client anxiety and 
discomfort, and make the procedure quicker 
and easier for both the provider and the 
client.  The degree of support offered varied 
from site to site, but in two sites where staff 
were observed to interact with the clients 
during the procedure, the clients tended to 
be more satisfied with their experience and 
appreciated the interaction. 
 
Recommendations: 

@ Provider must be encouraged to provide 
adequate pain control for all abortion 
procedures based on an assessment of 
individual client needs.  Over sedation 
should be avoided. 

@ Pain control for vacuum aspiration 
should include an oral analgesic (such 
as ibuprofen or acetaminophen), 

combined with local anaesthesia (a 
paracervical block) using a readily 
available anaesthetic such as lidocaine.  
For very anxious clients an oral 
anxiolytic such as diazepam could be 
added. 

@ The routine use of atropine for the 
purpose of pain control should be 
discouraged.  Atropine, however, 
should always be available to treat 
severe vaso-vagal reactions. 

@ Appropriate length needles and local 
anaesthetics should be made available 
for administering paracervical blocks, 
i.e. a 22-gauge spinal needle or needle 
extender. 

@ Pain control medications for abortion 
should be included on the essential drug 
list. 

@ An investigation into the use of 
paracervical blocks with normal saline 
instead of lidocaine should be 
undertaken.  This technique has been 
documented to be effective and could be 
used as a safe, inexpensive alternative 
in any service delivery setting. 

 
Uterine sounding:  Many providers were 
observed to sound the uterus with a metal 
sound prior to beginning an MVA abortion 
procedure.  This step is unnecessary and 
increases the risk of infection and 
perforation, as well as the client’s 
discomfort.  Determination of the direction 
of the endocervical canal can be 
accomplished by the careful introduction of 
the flexible cannula.  The Ipas cannula, 
which are the most commonly used in Viet 
Nam, has markings that allow the provider 
to note the uterine depth, which can also be 
helpful in preventing uterine perforation.  
However, sounding the uterus prior to 
dilation for D&C is appropriate. 
 
Recommendation: 

@ The practice of sounding the uterus 
prior to MVA procedures should be 
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discouraged, and replaced by the use of 
flexible MVA cannula for determining 
the depth of the uterus. 

 
Examination of tissue:  Only a few 
providers were observed to routinely 
examine the aspirated tissue following each 
procedure to assure complete evacuation of 
an intrauterine pregnancy.  Some providers 
relied on other signs to indicate complete 
evacuation, such as the quantity of aspirated 
tissue collected or the gritty sensation felt 
when the cannula passes over the surface of 
the evacuated uterus.   
 
Many providers were unfamiliar with the 
examination of aspirated tissue.  A recent 
study found that providers were unable to 
identify products of conception in aspirated 
tissue nearly 50% of the time (Trinh Huu 
Vach and Bishop, 1996).  The importance 
of routine visual tissue exam following 
each procedure is underscored by the risks 
of missing an ectopic pregnancy and the 
complications that may result from 
incomplete evacuation.  Providers at the 
Institute for the Protection of Mothers and 
Newborns reported a rising incidence of 
ectopic pregnancy among their clients, 
while the team heard reports of a high 
incidence of molar pregnancy in southern 
Viet Nam.  Without adequate tissue 
examination, women with incomplete 
uterine evacuation and ectopic or molar 
pregnancies are more likely to be missed. 
 
Recommendation: 

@ Providers should be trained to conduct 
visual tissue examination of aspirated 
products, and to correctly determine the 
completeness of tissue and the presence 
of abnormal tissue.  They should be 
encouraged to conduct such an 
examination following every abortion 
and, where possible, to send unusual or 
inconclusive tissue for laboratory 
examination.  A thorough investigation 
should be performed to exclude ectopic 
pregnancy if no villous tissue is present. 

 
 
Technical Issues in Postabortion 
Care 
 
Recovery room:  In most sites, women 
were not monitored or evaluated by 
qualified staff during the immediate post-
procedure recovery period.  The team 
observed several recovery rooms where 
women in severe pain were left completely 
unattended.  Furthermore, women were 
often not informed of how long they should 
stay in the recovery room. 
 
During the client’s stay in the recovery 
room it is important to observe her 
condition, to ensure she is recovering 
appropriately from medications and to 
detect any signs or symptoms of immediate 
postabortal complications (such as pain, 
heavy vaginal bleeding, and signs of 
internal bleeding).  It is also an important 
opportunity for the woman to rest before 
resuming her daily activities.  The recovery 
room also provides an opportunity to 
review postabortion care instructions with 
the woman, to offer her support for her 
emotional experiences related to the 
abortion, and to provide family planning 
counselling. 
 
Recommendation: 

@ Ensure that a qualified provider with 
appropriate clinical and counselling 
skills attends women in the postabortion 
recovery room. 

 
Provision of postabortion antibiotics:  At 
all sites antibiotics were routinely 
recommended for clients following 
abortion.  In most cases, the dosage was 
either 1 or 2 grams of ampicillin per day for 
three to five days, while in one site, the 
provider recommended 1 gm of amoxycillin 
per day for five days.  In some clinics 
antibiotics were free or included in the 
overall fee for the procedure, while in 
others women were given a prescription to 
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purchase antibiotics at a pharmacy.  
Providers speculated that many women 
would not be willing to pay an additional 
charge for postabortion medications, and 
that most women do not complete a full 
course of antibiotics, even if they are 
provided at no extra cost.  Given the low 
rate of return for follow-up visits reported 
by providers, little is known about actual 
client compliance with the antibiotic 
regimen. 
 
Several health professionals expressed 
concern that high levels of resistance to 
ampicillin exist in Viet Nam due to 
excessive prescribing by providers and 
failure to complete antibiotic treatment by 
clients.  Too little is known about antibiotic 
resistance or the epidemiology of RTIs in 
Viet Nam to warrant the discontinuation of 
routine postabortion antibiotics at this time.  
However, the use of doxycyclin, which is 
inexpensive and readily available in Viet 
Nam and covers a broader spectrum of 
microorganisms (including chlamydia and 
potentially gonorrhoea) may be a more 
appropriate drug for postabortion use. 
 
Recommendations: 

@ The current practice of prescribing 
antibiotics for all postabortion clients 
should continued, but providers should 
be encouraged to use an antibiotic such 
as doxycycline which is readily 
available and known to be effective for 
a broader range of postabortion RTIs. 

@ There is need for further study into the 
local epidemiology of RTIs and 
postabortion infection, antibiotic 
resistance patterns and client 
compliance, in order to determine the 
need, and most appropriate antibiotic, 
for postabortion use. 

 
Routine postabortion follow-up: 
Providers report that only approximately 
10% of clients return for postabortion 
follow-up care in government-run clinics.  
Providers usually inform women to return 

either seven to ten days post-procedure or if 
they experience the warning signs of 
complications.  However, most women 
leave the clinic without a clear 
understanding of these warning signs and 
many may not return for financial reasons.  
 
Recommendations: 

@ A follow-up visit should include an 
assessment of the client’s general health 
status, a speculum and bimanual pelvic 
examination, treatment of any identified 
problems (including RTIs), and 
contraceptive counselling and method 
provision or follow-up if a method has 
already been given. 

 
Management of the complications of 
abortion:  Providers reported that abortion-
related complications rarely occur.  The 
true incidence of complications is unknown 
from services statistics or available 
research, and provider estimates are likely 
to be incomplete.  Clients interviewed 
during the assessment suggested that if they 
were to experience any complication they 
would not return to the site of the original 
procedure, but would seek treatment 
elsewhere.  Thus, providers may not be 
aware of complications that occur following 
procedures performed in their clinics.  
During the fieldwork the team assessed the 
service delivery system’s ability to manage 
a number of different abortion-related 
complications. 
 
Haemorrhage:  Considerable variation in 
definitions of haemorrhage were 
encountered.  Some providers defined 
haemorrhage as severe blood loss of greater 
than 500 cc while others defined 
haemorrhage as bleeding of any amount for 
more than seven days postabortion.  This 
inconsistency in definition makes it 
impossible to accurately assess the 
management of haemorrhage as a 
complication of abortion. 
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Blood transfusions were generally, but not 
uniformly, available at provincial and 
district hospitals, but not at lower levels of 
the health care system.  Blood is collected 
from voluntary and paid donors when it is 
needed and is rarely stored in blood banks.  
In most sites blood is not routinely screened 
for infectious diseases such as HIV and 
hepatitis.  Products for use as plasma 
extenders were not available. 
 
Retained tissue (also referred to as 
“retained placenta” and “retained products 
of conception”):  As discussed above, 
providers do not routinely examine the 
aspirated products to ensure that all tissue 
has been evacuated from the uterus.  
Retained tissue appears to be more common 
where single-valve syringes and only 6 mm 
cannulae are used for abortions up to 10 
weeks LMP, presumably as a result of the 
cannulae being too small for the more 
advanced pregnancies.  The consequences 
of retained tissue include haemorrhage and 
postabortal infection, and can be reduced by 
visually examining the tissue aspirated for 
each procedure, and when necessary, re-
aspirating the uterus before the client leaves 
the clinic. 
 
There were no reports of postabortal 
syndrome (haematometra).  It was 
suggested that providers in Viet Nam may 
use the term “retained placenta” to refer to 
postabortal syndrome.  The incidence is 
expected to be low, but diagnosis is 
important because the treatment is 
immediate re-evacuation of the uterus, 
followed by oxytocic drug therapy.  Onset 
of symptoms, including intense lower 
abdominal cramping and pain, diaphoresis 
and lightheadedness, is often immediate but 
may occur several days after the abortion 
procedure.  
 
Uterine perforation:  The incidence of 
perforation is unknown, but doctors in 
tertiary level hospitals report that they treat 
occasional cases of perforation, usually 
referred from other facilities. 

 
Cervical trauma:  There were no reports of 
cervical laceration or perforation (a low 
incidence would be expected).  The 
observed use of single toothed tenacula and 
mechanical dilators, especially by 
inexperienced providers, can result 
occasionally in cervical trauma. 
 
Postabortion infection:  Cases of 
postabortal endometritis and pelvic 
infection were reported to the assessment 
team.  Clients are treated on an outpatient 
basis or are admitted to the hospital, 
depending on the severity of the infection.  
Most clients are provided with routine 
postabortion antibiotics, but as both the 
incidence of postabortion infection and 
compliance rates with these medications are 
unknown, the impact of routine prescription 
of antibiotics on reducing postabortion 
infection rates is unclear. 
 
Recommendations: 

@ The use of a standardized definition of 
severe haemorrhage as greater than 
500 ml blood loss should be encourage 
to ensure consistence with international 
guidelines. 

@ More data is required on the incidence 
of complications of abortion in Viet 
Nam.  A prospective study of the 
incidence of immediate, delayed and 
late complications of abortion, designed 
to differentiate this incidence by level of 
service delivery in the health care 
system, should be undertaken. 

 
 
Infection Prevention 
 
Proper infection prevention practices are 
critical to the safety of clients, providers 
and support staff, particularly with the 
increasing prevalence of hepatitis and HIV 
in Viet Nam.  Infection prevention practices 
for abortion and other clinical services were 
observed to vary from site to site.  
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Typically, providers who had received in-
service training under special projects of 
the MCH/FP Department of the MOH 
better understood the importance of, and 
utilized, proper infection prevention 
practices to minimize clients’ and their own 
risk of contracting infectious diseases.  
Interviews with clients revealed that the 
perceived cleanliness and hygienic 
conditions in the clinic were an important 
factor in their choice of abortion provider 
and satisfaction with the services received. 
 
Sterile versus clean procedure room:  
The team observed that most abortions 
were performed in a clean procedure room, 
which is sufficient for this type of 
procedure.  At several referral hospitals 
abortions were performed in a nearly sterile 
procedure room.  Entry was restricted and 
providers did a surgical scrub and used 
sterile gowns, gloves and drapes.  The team 
was impressed by the commitment of these 
hospitals to the reduction in the likelihood 
of infection.  However, such intensive 
measures are not essential if the providers 
adhere to a proper no-touch technique for 
abortion, whereby only those parts of the 
instruments that pass through the cervix 
need to be kept sterile.  Maintaining a 
sterile facility for outpatient abortion 
procedures is an unnecessary use of scarce 
hospital resources. 
 
Gloves and handwashing:   Most sites had 
an adequate supply of gloves which were 
properly processed and re-used.  However, 
one commune health centre had no gloves, 
a situation that placed both the provider and 
clients at risk of infection.  Many providers 
were observed not to wash their hands 
before or after putting on gloves for the 
procedure.  This is a simple, yet important 
step in preventing infection. 
 
Recommendation: 

@ Ensure that sufficient quantities of 
gloves are available for abortion 
service providers and support staff who 

come into contact with contaminated 
instruments and body fluids. 

 
Antiseptics:  The vagina and cervix should 
be swabbed with a water-based antiseptic 
solution after insertion of the speculum and 
prior to beginning the abortion.  At all of 
the sites, providers swabbed the vagina and 
cervix, but in most cases they used an 
alcohol-based solution or benzalkonium 
chloride, rather than a water-based 
antiseptic solution.  Alcohol-based 
solutions cause discomfort to the client, and 
burn and damage the mucous membranes of 
the vagina, predisposing it to infection.  
Studies show that benzalkonium chloride 
can become contaminated with bacteria 
such as pseudomonas and is inactivated by 
organic materials, including cotton gauze 
(Tietjen et al., 1992). 
 
Recommendation: 

@ The use of water-based antiseptics 
should be encouraged in all clinic sites 
where antisepsis of the vagina and 
cervix is performed (including for both 
abortions and IUD insertions).  The use 
of alcohol-based or benzalkonium 
chloride solutions for asepsis should be 
avoided. 

 
Instrument processing:  The following are 
the internationally accepted steps for the 
processing of abortion equipment, and other 
instruments, safely and effectively.  The 
steps should be followed in the order 
outlined below. 
 
Step one – decontamination:  Used 
instruments and gloves should be immersed 
immediately after use in 0.5% chlorine 
solution to protect all staff (especially those 
who handle and clean the instruments) from 
hepatitis and HIV infection.  Some sites 
skipped this step, while others used an 
ineffective solution, such as water and 
detergent.  At other sites, providers 
decontaminated the equipment in a solution 
of Precept, yet many of them were unclear 
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about how to mix it and the instructions had 
faded from the container.  Precept can be 
effective, but is expensive and is commonly 
not prepared properly, and would be better 
replace by chlorine products that are widely 
available, easy to use and inexpensive. 
 
Step two – cleaning the instruments:  All of 
the sites cleaned their equipment properly 
with detergent and water.  In none of the 
sites visited by the assessment team were 
there reports of shortages of supplies 
needed for this step. 
Step three – high-level disinfection or 
sterilization:  After cleaning, all 
instruments must be either high-level 
disinfected or sterilized (except for the 
MVA syringe or glass bottles of electric 
vacuum equipment which need only be 
disinfected as they do not come into contact 
with the woman’s body).  The majority of 
the sites visited had one or two plastic 
MVA syringes that are used 50-100 times 
before being discarded.  The team observed 
that the same syringe was used for multiple 
consecutive clients, without processing 
between clients.  At a few sites the MVA 
syringes are boiled after cleaning, which 
may cause the syringes to crack.  Plastic 
cannulae can be boiled and in fact, this is 
considered to be the easiest and least 
expensive method for the high-level 
disinfection of cannulae.  However, the 
team observed that most providers soaked 
the cannulae in a chemical solution rather 
than boiling them.  In some sites, the 
cannulae were left in the chemical solution 
too long, while in others they were taken 
out after too short a period for proper 
disinfection.  Furthermore, most of the 
providers did not rinse off these chemicals, 
which are irritating to mucous membranes. 
 
The team observed variations in practice 
with regard to the reuse of cannulae.  Some 
clinics discarded the cannulae after a single 
use, some re-used them, and some required 
that the client purchase their own sterile 
cannulae on site.  The MOH has considered 
adopting a single use policy in order to 

reduce postabortion infection rates.  The 
assessment team felt that such a policy 
would cause an unnecessarily rise in costs 
to either the health care system or the 
clients.  It would be less expensive and of 
greater benefit to adopt improved infection 
prevention practices which would allow 
providers to safely reuse most equipment 
including cannulae. 
 
Lubrication of the O-ring of the MVA 
syringe after decontamination and cleaning 
is critical to its maintenance.  Several 
providers complained that it was difficult to 
pull the arms of the syringe back when 
preparing the vacuum, which is an 
indication that the O-rings have been 
inadequately lubricated.  In the field, 
providers use various substances as 
lubricant, including silicone (supplied by 
Ipas with the syringes), vegetable oil, 
antibiotic ointment, and other unknown 
oils.  Lubricants may vary, but must not be 
petroleum-based. 
 
Step four – storage:  After processing, 
MVA syringes and cannulae should be 
stored in a dry, covered, high-level 
disinfected or sterilized container.  
Sterilized instruments should be stored in 
sterile packs or dry, covered, sterile 
containers.  At a few sites, instrument 
storage followed these guidelines, but at 
most sites instruments were improperly 
stored in either water or in a disinfectant 
solution, and used directly from the 
solution.  This is problematic as disinfectant 
solutions are caustic to mucous membranes 
and possibly toxic to clients.  Also, 
pathogenic organisms grow in many liquid 
solutions including water and 
benzalkonium chloride. 
 
Recommendation: 

@ The MOH should reconsider the 
decision to adopt a policy of single use 
of cannulae and implement improved 
infection prevention practices instead.  
This should include the use of chlorine 
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based products instead of Percept for 
disinfection of instuments, a practical 
approach that has been demonstrated in 
Viet Nam in several government 
facilities working with the RHP.  The 
practice of boiling of syringes should be 
discouraged, since boiled, autoclaved 
or dry heat sterilizing syringes can 
cause them to crack.  Boiling of plastic 
cannulae, however, should be 
encouraged as a better practice than 
soaking them in chemical solutions.  
Where chemical solutions are used, the 
length of time for which the cannulae 
are soaked should be regulated to 
ensure proper disinfection and these 
instruments should be thoroughly rinsed 
with sterile water before reuse.  All 
instruments should be should be stored 
dry after any chemical disinfectants 
have been rinsed off. 

 
Eye protection:  Abortion providers may 
be splashed in the face by blood and other 
body fluids, putting them at risk of hepatitis 
and HIV infection.  At only one site was a 
face shield worn by the provider to prevent 
contamination from splashing body fluids.  
Providers were found to generally consider 
eye protection to be unnecessary, costly and 
inconvenient. 
 
Recommendation: 

@ Eye protection should be provided to all 
providers, and providers must be made 
aware of the importance of using such 
protection. 

 
Waste disposal:  Most sites did not have 
adequate disposal for sharps (e.g. needles 
and glass vials).  At one site the team 
observed that used syringes with uncapped 
needles were thrown into an open box that 
was left on the lower shelf of a table in an 
exam and counselling room.  Disposal of 
other medical waste also needs attention.  
Clinic clients and community members 
must be protected from liquid wastes, 
including blood, which were frequently 

discarded into open drainage systems.  
Cotton, dressings and other solid wastes 
should also be disposed of so as not to pose 
risks to others.  Where cannulae were used 
only once, they were thrown away without 
first being decontaminated.  This practice 
places those who touch them at risk of 
infection, including the cleaning staff. 
  
Recommendation: 

@ Waste disposal practices need to be 
improved and should be reviewed on an 
individual site basis.  Needles and other 
sharp objects must be disposed of in a 
covered, puncture-resistant container, 
placed close to the provider’s work 
space.  Needles should not be recapped 
before disposal, however, if recapping 
is unavoidable, a one-handed recapping 
technique must be used to avoid 
accidental needle stick injuries.  Where 
the practice of single use of cannulae 
continues, the used cannulae should be 
placed in a 0.5% chlorine 
decontamination solution before being 
thrown away. 

 
 
Reproductive Tract Infections 
 
The presence of gonorrhoea and chlamydia 
in the cervix prior to instrumentation of the 
uterus increases the risk of postabortion 
infection.  Diagnosis and treatment of RTIs 
is thus critical to the safety and quality of 
abortion services.  The team observed that 
RTI treatment practices varied by site, by 
individual provider, and by type of 
procedure (for example for abortion or for 
IUD insertion).  Some providers require 
that a symptomatic woman completes a 
course of treatment before they will 
perform an abortion or insert an IUD.  
Other providers prescribe post-procedure 
treatment.  In many cases providers 
exercised greater caution with regard to 
IUD insertion than abortion, requiring all 
clients to complete treatment before IUD 
insertion. 
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Where syndromic diagnosis and treatment 
of RTIs is relied upon, knowledge and 
practices varied considerably among 
providers.  Basic laboratory equipment, 
such as microscopes and stains, were 
observed in a few provincial sites involved 
in a research study of RTIs, and in tertiary 
care centres.  However, in these study sites, 
laboratory diagnosis was not integrated into 
routine service delivery and was reserved 
for research purposes. 
 
The draft National Technical Guidelines 
state that cervical infections and pelvic 
inflammatory disease are contraindications 
for abortion until they have been treated.  
Some infections, such as vaginal 
candidiasis are not contraindications, but 
until providers have the ability to make 
specific diagnoses, the more conservative 
practice of treating all infections prior to 
the procedure is warranted. 
 
Recommendation: 

@ When possible, all reproductive tract 
infections should be treated before the 
abortion procedure. 

 
 
Counselling and Client-Provider 
Interactions 
 
Both policy-makers and providers referred 
to the lack of counselling as a major 
weakness in abortion services, and 
described the need for training in 
counselling to improve the skills of all 
providers. 
 
Abortion counselling should help women to 
understand what side-effects to anticipate 
from medications and from the abortion 
procedure itself, how to differentiate these 
from the warning signs of serious 
complications, and what to do if warning 
signs are experienced.  Women also need to 
know about the rapid return to fertility 
following abortion and the available 

contraceptive options.  This information 
should be given in both verbal and written 
forms. They also need to be informed 
about, or referred for, other health care 
needs including family planning. 
 
Good quality abortion counselling needs to 
be interactive, with a two-way 
communication between provider and 
client. 
 
Providers also need information from 
clients that is best obtained in a setting that 
is conducive to discussing personal issues.  
Providers need to know a woman’s health 
history and need to be able to identify 
extreme cases of anxiety and other special 
physical and psychological circumstances 
in order to provide the safest possible 
abortion services.  Providers need to 
understand the health status of the client 
and be able to refer her to other health care 
services when necessary. 
 
The team's observations and interviews 
with clients revealed that most providers 
neglect to provide abortion counselling.  
Women were typically not informed of 
what to expect before, during or after the 
abortion procedure; neither were they 
informed of the risks, benefits or options 
for any aspect of the procedure.   
 
Women interviewed said they were under 
much stress related to their abortions and 
that there was no one to help them deal with 
their experiences.  These women want to be 
able to discuss their feelings with someone 
in private.  Women described emotional 
concerns that include the experience of an 
unwanted pregnancy, concern about the 
safety of an abortion, and where and how to 
get effective contraception.  These women 
received limited support from their families 
in dealing with these issues, and frequently 
no attention or assistance from the health 
care providers to help them address these 
problems.  At most sites the communication 
between provider and client was cursory, 
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directive and appeared to lack 
understanding of the client’s situation. 
Interpersonal interaction with clients varied 
by provider, but the team observed that in 
several sites little or no communication 
between staff and clients took place during 
the abortion procedure or in the recovery 
room.  This did not appear to be the result 
of providers being too busy, but rather the 
result of provider attitude.  Good-quality 
interaction between provider and client can 
occur even in a busy clinic.  
 
Recommendations: 

@ Ensure that abortion services are 
structured to facilitate counselling, and 
that all clients receive good abortion 
and family planning counselling. 

@ Develop client IEC materials on 
abortion including steps of the 
procedure, what women should expect 
and do during the postabortion 
recovery period including basic 
postabortion instructions, the warning 
signs for serious complications, 
information about return to fertility and 
family planning. 

@ Providers should be made aware of the 
importance of providing information 
and emotional support to women 
before, during and after the abortion 
procedure. 

Training, Supervision and 
Logistics 

Training:  There are several current 
approaches to training of abortion providers 
in Viet Nam.  The NCPFP provides funds 
for the training of some doctors, assistant 
doctors and midwives each year.  For 
example, the Hanoi MCH/FP Centre 
provides a three-month course in family 
planning that includes training in MVA.  In 
1996, 90 staff from various commune 
health centres attended this training, in 
1997 another 90 commune health centre 

staff will be trained.  About two thirds of 
the trainees pass the course and receive a 
certificate.  At the time of the assessment, 
however, vacuum aspiration (MVA or 
electric vacuum aspiration) was not being 
taught in medical, midwifery, or nursing 
schools. 

The provincial MCH/FP Centres visited 
each act as training centres for district and 
commune level providers.  Many MCH/FP 
Centres report that they have begun sending 
trainers to other clinics in their districts to 
provide on-site training.  This is an 
important training approach because it 
facilitates the process of adapting the local 
clinic environment to satisfy the 
requirements of the new or improved 
practices.  Training costs are also kept low.  
For example, if a provider goes to a central 
clinic to receive training in infection 
prevention, this one person must return to 
their home clinic and educate the staff there 
about changes in practice, organize 
purchase of any new equipment, and 
communicate basic infection prevention 
theory.  If the trainer comes directly to the 
clinic site there is an opportunity to orient 
or train a number of the clinic staff to the 
new practices.  The trainer is also in a 
position to help the site staff determine 
what changes to their current practices are 
needed to provide improved quality of care. 

Selection of appropriate trainees is key to 
changing and improving abortion practices.  
One district hospital discussed the fact that 
some of their doctors had been trained in 
family planning counselling, but none of 
their midwives had received this training.  
The staff felt the midwives would be better 
counsellors, and expressed hope that they 
could be formally trained.   

The mobile teams that visit the commune 
health centres on a routine basis have a key 
role to play in training.  The mobile team 
members need to be well trained so that 
they have the necessary abortion-related 
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clinical and counselling skills for various 
medical and environmental circumstances.   

These mobile teams are in a prime position 
to act as trainers, providing on-the-job 
training of commune level health personnel. 

While it may be necessary to conduct 
training that focuses on specific elements of 
service delivery, it is valuable to emphasize 
the reproductive health context in these 
training activities.  For example, while 
training in infection prevention is needed to 
improve practices in abortion procedure 
rooms, in fact, infection prevention 
practices throughout the whole MCH/FP 
Centre must be improved to ensure good 
quality of care.  Just as no one element of 
service delivery alone can ensure high 
quality services, training that is too 
narrowly focused and fails to consider the 
entire reproductive health context is 
unlikely to make a significant impact on the 
reproductive health of women. 

Recommendations: 

@ Include the use of vacuum aspiration 
(MVA and electric vacuum aspiration) 
for abortion in medical, midwifery and 
nursing school curricula. 

@ In-service refresher training should be 
provided.  These efforts should build on 
a curricula currently in use by the RHP, 
including the following areas identified 
by this assessment:  performing 
bimanual pelvic examinations; 
managing pain during abortion, 
including the administration of 
paracervical blocks; simple visual 
(gross) tissue examination; counselling 
on abortion and family planning; 
prevention, diagnosis and treatment of 
immediate, delayed, and late 
complications of abortion, and 
appropriate infection prevention 
practices. 

@ Follow-up and supervision of trainees 
should be an integral part of training 
and should be planned for during 
training courses.  This should including 
on-site support and supervision. 
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@ Provider training should be included as 
an integral component of the planned 
introduction of double-valve syringes 
for MVA throughout Viet Nam. 

@ The training of providers to increase 
their knowledge and skills, and address 
attitudes related to abortion should be 
integrated within a broader focus on 
family planning and a range of other 
reproductive health issues. 

Supervision:  The team observed that the 
quality of the management of health 
services affected the quality of abortion 
care received by the client at all levels of 
service delivery.  Supervision and 
management spans many dimensions, 
including the planning of activities, 
logistics, training and monitoring of 
services.  Supervision is an important 
element to ensuring quality.  Good 
supervision can facilitate change and 
develop on-site capabilities for problem 
solving.  During this assessment it was 
apparent where there was a lack of 
participatory or problem-solving 
supervision.  Staff had generally received 
little technical input and the services 
provided did not reflect the supervisors’ 
ideas of what the services should include.  

Management and supervision that includes 
on-site collaboration between supervisors 
and facility staff, and where the supervisors 
role includes facilitating the learning, 
development and involvement of the staff in 
programme management will better support 
changes in abortion practice that will result 
in improved services.  

Logistics:  Throughout the assessment it 
was found that inadequate or inappropriate 
supplies were a considerable constraint to 
the quality of abortion services.  The 
management of logistics should support the 
actual demands on abortion services.  This 
includes providing needed equipment, 
expendable supplies and contraceptive 
commodities on a time schedule and in 
quantities that meet client needs.  Financial 

support for supplies necessary to meet 
actual programme needs is required to 
ensure quality services.  

Fees for Abortion Services 

The assessment team observed that fees 
charged to clients for abortion ranged from 
14,000 VND (US $1.20) to 50,000 VND 
(US $4.50) in the public sector, and are set 
according to the type of procedure and/or 
the number of weeks gestation.  At some 
service sites the fee includes the procedure 
and other services such as a pregnancy test, 
other laboratory tests, pain control 
medication and post-procedure antibiotics.  
At other sites the fee covers the abortion 
procedure only and all additional services 
are provided at an extra cost.   

The draft National Technical Guidelines 
recommend that all women undergoing 
abortion receive a diagnosis of pregnancy 
(either by means of a pelvic examination or 
a pregnancy test), pain control medication 
and post-procedure antibiotics.  The team 
observed that at sites where the fee does not 
include all these recommended elements, a 
woman’s ability to pay determines whether 
or not she receives them.   

The NCPFP policy is to fully subsidize 
abortion services for women who are 
registered as modern contraceptive users 
and who experience a contraceptive failure.  
However, due to practical difficulties in 
implementing this policy, the assessment 
team found that some service sites require 
all women to pay for abortion services.  
Providers reported that it is difficult for 
them to determine who has actually been 
using a modern method as nearly all clients 
report that they were doing so.  Women 
using contraception supplied by the private 
sector may not be registered as a user, and a 
registered modern contraceptive user may 
not have been using the method at the time 
she became pregnant.  Thus, at most sites, 
services are either free to all women, or all 
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have to pay a standard fee.  Resources 
currently invested in the subsidy for 
registered contraceptive users may be better 
spent on ensuring that all women receive 
the basic elements of quality care, 
regardless of their ability to pay.  

Recommendation: 

@ Abortion services should be made 
available to all women at an affordable 
price (and free for the poor), regardless 
of whether or not they experienced a 
contraceptive failure.  The fee charged 
should include the minimum 
requirements for a safe and good 
quality abortion service according to 
the draft National Technical Guidelines. 

Abortion Services in the Private 
Sector 

Since 1989 private sector institutions and 
individuals have been allowed to provide 
abortion services if they have obtained 
permission from the MOH.  In addition, 
semi-private services provided by MOH 
employees in public sector health care 
facilities during non-working hours are 
becoming more common, especially in 
regional and provincial hospitals.  The 
number of private sector abortion service 
providers, with or without official sanction, 
is unknown but is believed to be growing 
rapidly in Vietnam’s largest cities and 
towns, particularly in the south of the 
country. 

Regulation of the private sector varies by 
province, and in some cases includes 
periodic inspection, short-term training 
courses and punitive fines.  In provinces 
where the private sector is prohibited from 
providing abortions, services are provided 
covertly and are far more difficult to 
regulate.  

The team gained information about the 
private and semi-private sectors by talking 
to public sector providers who are involved 

in private or semiprivate practice, and/or 
who are responsible for inspecting the 
quality of private sector services on behalf 
of the MOH.  The team also observed semi-
private abortion services at one site.  In 
addition, the team solicited women’s views 
on the private and semi-private sectors.   

Women and providers perceive the quality 
of care in the private and semi-private 
sectors to be superior due to more 
convenient operating hours, shorter waiting 
times, a wider range of services and better 
skilled providers.  For example, women 
with the ability to pay are offered a variety 
of pain control medications, including 
general anaesthesia, compared to the public 
sector where they are usually given atropine 
or nothing at all.  Moreover, a private 
physician’s office offers greater anonymity 
than a public clinic, especially for single 
women seeking abortion services.  Paying 
higher fees in the private sector for services 
appears to increase a woman’s expectation 
of respectful treatment.   

While recognizing the importance of 
women’s perspectives, the assessment team 
judged that some of these “improvements” 
do not necessarily represent better quality 
care.  For example, general anaesthesia is 
not advised for routine abortion.  Similarly,  
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shorter waiting times in one semiprivate 
setting was achieved by omitting essential 
elements of care including pre- and 
postabortion counselling, rather than by 
more efficient service delivery. 

Recommendation: 

@ As the team did not have the 
opportunity to assess adequately the 
services provided in the private sector, 
specific recommendations are beyond 
the scope of this assessment.  However, 
the MOH should seek to understand 
women’s perceptions of quality of 
services and to ensure that they are 
reflected in both the private and public 
sectors without sacrificing good 
medical practice.  As the MOH seeks to 
improve the quality of care in abortion 
services, it must also address the 
private sector and seek ways to ensure 
that good quality of services are 
provided in this sector.  Involving 
organizations of medical professionals 
may be one approach to providing a 
mechanism to foster good quality of 
care in the private sector. 

Medical Abortion 

In recent years there has been a growing 
interest in the potential role of medical or 
non-surgical abortion in Viet Nam.  
Medical abortion most often refers to the 
termination of pregnancy by means of the 
administration of the antiprogestogen 
mifepristone, followed 36-48 hours later by 
the administration of a prostaglandin, most 
often misoprostol.  Reproductive health 
policy-makers in Viet Nam see a number of 
potential advantages offered by medical 
abortion in comparison to current surgical 
approaches.  It is considered that medical 
abortion could offer clients increased safety 
through decreasing preoperative and 
postoperative complications including 
perforation, infection and the subsequent 
infertility associated with infection.  It is 

also thought to offer increased privacy, 
particularly to single women.  

A number of clinical trials and acceptability 
studies of the use of mifepristone and 
misoprostol for non-surgical abortion have 
been recently conducted in Viet Nam.  
During 1993 to 1995, Hung Vuong Hospital 
in Ho Chi Minh City participated in a 
WHO/HRP sponsored multicentre trial that 
compared the effectiveness of a 600 mg 
versus a 200 mg dose of mifepristone, 
followed 48 hours later by 400 @g of 
misoprostol.  This study demonstrated that 
both dosages of mifepristone were 
approximately 95% effective in terminating 
pregnancies of up to seven weeks LMP, but 
that the efficacy dropped with either dose 
beyond this length of gestation (Nguyen 
Thi Nhu Ngoc et al., 1997). 

The Population Council has supported two 
studies in Viet Nam comparing the efficacy 
and acceptability of medical abortion with 
that of surgical abortion.  These were 
conducted at the Hanoi MCH/FP Centre 
and Hung Vuong Hospital, among 125 and 
172 women respectively.  In both studies, 
medical abortion was approximately 95% 
effective, with 5% of women requiring 
follow-up D&C for incomplete abortion, 
continuing pregnancy or bleeding.  
Bleeding continued for a significantly 
longer period among women undergoing 
medical abortion, but there were no serious 
medical complications encountered in 
either study (Nguyen Thi Nhu Ngoc et al., 
1997; Pham Thi Tham et al., 1997). 

The proportion of women choosing medical 
rather than surgical abortion varied between 
these two studies.  In the Hung Vuong 
Hospital study, 65 of 248 women 
interviewed declined to participate in the 
study and therefore chose routine surgical 
MVA.  Of those who chose to join the 
study, 135 women chose mifepristone and 
37 chose MVA (Nguyen Thi Nhu Ngoc et 
al., 1997).  In Hanoi, about 75% of women 
offered a choice between methods chose 
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surgical abortion, including the 29% of all 
women who declined to participate in the 
study (Pham Thi Tham et al., 1997). 

In both of the study sites, women reported 
that they chose medical abortion to avoid 
pain and surgery.  They also thought that 
medical abortion would be safer and easier 
to accept psychologically.  Women chose 
surgical abortion because they thought it 
would be faster, safer, more effective and 
easier.  The women in these studies 
perceived prolonged heavy bleeding, too 
many visits and a long waiting time until 
the abortion occurred to be negative aspects 
of medical abortion; while they perceived 
the pain and the need for surgery as the 
negative aspects of surgical abortion.  
When asked which method they would 
choose if they had to have another abortion, 
nearly all women who underwent a medical 
abortion said that they would choose this 
method again, while nearly 60% of the 
women having a surgical procedure said 
that they would choose medical abortion 
the next time. 

Another study of the efficacy of 
mifepristone has been conducted at Tu Du 
Hospital in Ho Chi Minh City, employing a 
150 mg dose of mifepristone, followed by 
400@g misoprostol two days later.  
Preliminary results from the first 200 
women show 95% efficacy, with 5% of 
women requiring surgical evacuation for 
bleeding, incomplete abortion or continuing 
pregnancy.  There were no serious 
complications.  The investigators report that 
women were very satisfied with the 
method, and after the study demand for 
medical abortion has continued, despite the 
fact that women were required to pay VND 
300,000 (nearly US $30) for the 
mifepristone (Nguyen Thi Ngoc Phuong et 
al., 1997). 

The studies at Hung Vuong and Tu Du 
Hospitals demonstrating the effectiveness 
of either a 150 or 200 mg dose of 
mifepristone are of importance in Viet Nam 

due to the high cost of the drug.  China now 
produces mifepristone tablets containing 25 
mg of mifepristone, with the cost of a 200 
mg dose being about US$ 5.00.  Based on 
the Vietnamese experience to date, the 
MCH/FP Department of the MOH is 
considering whether to use a 200 mg dose 
of mifepristone purchased from China in 
the next phase of its research on medical 
abortion.  The WHO has recommended that 
an assessment of the Chinese 
manufacturing process be undertaken to 
ensure that the drug is produced in 
accordance with good manufacturing 
practices.  These results should be available 
in the near future, and will be helpful to the 
MCH/FP Department in deciding on the 
future dosage and source of mifepristone. 

Given the MOH’s interest in introducing 
medical abortion, the assessment team 
considered the need for, and the 
appropriateness of, medical abortion in the 
context of both women’s needs and the 
service delivery system’s capability to 
provide medical abortion with the necessary 
quality of care.  The assessment team 
considered whether medical abortion offers 
a potentially significant benefit compared to 
surgical abortion, from both the clients’ 
perspective and from a medical perspective.  
The team examined if and where the 
minimal requirements for delivering 
medical abortion currently exist, and asked 
providers about the managerial and 
programmatic adaptations necessary to 
adapt services to provide medical abortion 
(Greenslade et al. 1995). 

What are the potential benefits of 
medical abortion?  In interviews with the 
team, policy-makers and physicians with 
experience in providing medical abortion  
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stated that the major benefits of medical 
abortion were that it avoids potential 
infection, uterine perforation and cervical 
laceration, that it is non-invasive, and 
enhances women’s privacy.   

Surgical abortion is often perceived by 
providers to be dangerous to women’s 
health because of the risk of infection and 
its potential long-term sequelae.  The 
introduction of medical abortion is 
therefore perceived as a means of 
preventing these health risks.  Under the 
present circumstances in which infection 
prevention practices are often weak, many 
providers discuss infection as if it were an 
expected side-effect of surgical abortion 
rather than a complication.  Avoiding 
infection may be a major benefit of medical 
abortion under these circumstances, but the 
magnitude of this benefit is likely to 
diminish as infection prevention practices 
for surgical abortion are strengthened. 

The acceptability studies showed that the 
primary reasons for many women’s choice 
of medical abortion were to avoid surgery 
and pain.  Surgical abortion is experienced 
as a very painful procedure because it is 
typically performed with little or no pain 
control in Viet Nam.  Avoiding pain may be 
a major benefit of medical abortion under 
these circumstances, although medical 
abortion also results in significant pain for 
many women.  However, the magnitude of 
this benefit is also likely to diminish when 
appropriate pain control for surgical 
abortion is implemented. 

Medical abortion is less invasive in that it 
does not require a surgical procedure.  
Women interviewed by the assessment 
team who were undergoing surgical 
abortion stated that they felt the pelvic 
examinations to be embarrassing and 
invasive, especially when performed by 
more than one provider (as was observed to 
be the norm), and when the procedure room 
lacks privacy.   

However, medical abortion also requires 
two pelvic examinations, once to estimate 
gestational age and another to check that 
the termination is complete.  Without 
further research it is difficult to confirm 
whether women would perceive medical 
abortion as less invasive than surgical 
abortion and, if so, whether this is seen as a 
significant benefit.  

Increased privacy for women undergoing 
induced abortion is another potential 
benefit of the use of mifepristone.  
However, the current treatment protocol 
that has been utilized for medical abortion 
in Viet Nam may be less private than 
surgical abortion.  It requires three clinic 
visits, including four hours of observation 
in the recovery room after taking the 
misoprostol, and two pelvic examinations.  
The unpredictable timing of the actual 
abortion also raises significant questions 
with regard to a woman’s privacy.  In the 
Hung Vuong study, somewhat less than 
50% of abortions took place in the recovery 
room within the four hours following 
administration of the misoprostol.  Toilet 
facilities were noted to be extremely limited 
at all of the sites visited.  If multiple 
medical abortions are to be provided each 
day, bed pans will have to be utilized by 
women experiencing their abortions in the 
recovery room.  For those women whose 
abortion occurs after leaving the clinic or 
hospital, access to a toilet and/or other 
personal space will be an important 
determinant of the privacy of the procedure.  
The prolonged bleeding experienced by 
women having a medical abortion (a mean 
of approximately 12 days versus four days 
for surgical abortion clients in the Hung 
Vuong study) may also make medical 
abortion less private than surgical abortion 
for some women.  Again, further research is 
needed to determine whether women 
perceive medical abortion as more private 
than surgical abortion and whether this is a 
significant benefit.   
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In considering women’s needs and 
perspectives it will be necessary to consider 
the costs of medical abortion.  The costs are 
likely to be higher for medical abortion than 
surgical abortion due to the price of 
mifepristone and the increased number of 
visits required.  The costs of the drugs for 
medical abortion are likely to be 
substantially more than the costs associated 
with surgical abortion procedures.  It is 
likely that women requesting medical 
abortion will be required to pay for at least 
a portion of these increased costs.  This is 
suggested by the observation that currently 
women must pay extra for basic elements of 
surgical abortion such as pregnancy tests, 
pain control and, in some sites, the 
postabortion antibiotics which are 
considered to be a standard part of care.  
Many women perceive the travel and 
opportunity costs of one or two visits for 
surgical abortion as high.  Those for 
medical abortion are likely to be higher.  
Unless medical abortion is heavily 
subsidized, access is likely to be limited to 
women with the ability to pay the 
substantially higher costs. 

It is difficult to predict how, under routine 
service delivery conditions, women would 
weigh the potential advantages and 
disadvantages of medical versus surgical 
abortion.  However, it is clear that 
availability of medical abortion would 
expand the potential options among 
abortion technologies and would better 
meet the needs of some women.  However, 
prior to making decisions concerning 
introduction of a new technology, it is also 
important to examine the requirements for 
the service delivery system. 

What are the requirements for delivering 
medical abortion with appropriate 
quality?  The team discussed the service 
delivery requirements for introducing 
medical abortion with providers with 
experience in medical abortion.  They 
identified a number of essential 
requirements on the part of providers and 

the service delivery system.  There must be 
the ability to:  confirm an intrauterine 
pregnancy of no more than seven weeks’ 
gestation; screen clients for the medical 
contraindications of mifepristone and 
misoprostol; assure that clients return for 
follow-up visits and assess whether or not 
the abortion is complete; perform vacuum 
aspiration or D&C for continuing 
pregnancies or incomplete terminations; 
evaluate and manage prolonged or 
excessive bleeding, pain and signs of 
infection; provide emergency backup 
services on a 24 hour basis, including MVA 
or D&C and blood transfusion; and, control 
the distribution and use of mifepristone to 
ensure that it is used only where the 
necessary emergency back up services are 
available. 

In Viet Nam these requirements typically 
are met only at central and provincial level 
facilities, and even here capabilities were 
noted to need strengthening.  Providers at 
these levels possess the skills to diagnose 
and determine gestational length through a 
clinical examination.  In addition, 
ultrasonography is available at these levels 
if it is needed to confirm an intrauterine 
pregnancy of no more than seven weeks 
gestation or to assess whether the abortion 
is complete.  Providers are qualified to 
screen women for major contraindications 
and to perform vacuum aspiration or D&C 
as needed for continuing pregnancies or 
incomplete terminations.  Blood for 
transfusion is available on-site or located in 
a nearby facility, and emergency 
transfusions can be provided. 

However, even at central and provincial 
level hospitals, service delivery would need 
to be improved and adapted to 
accommodate the safe and effective 
introduction of medical abortion.  Some of 
the most important improvements and 
adaptations also apply to surgical abortion 
and are discussed in previous sections of 
this report, including improving providers’ 
ability to counsel and to manage side-
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effects and complications such as 
incomplete abortion and prolonged or 
excessive bleeding.  In addition, the service 
delivery system must be adapted to ensure 
that women are provided with the 
information necessary to make informed 
choices among methods of abortion, to 
understand the expected side-effects of the 
procedure, the symptoms of complications 
and what to do if they occur, and to return 
for follow-up.  At present, counselling is 
weak and follow-up rates are below 10% at 
most health care facilities. 

Does the cost to adapt the system justify 
the potential benefit?  The introduction of 
medical abortion in Viet Nam would 
expand the range of options available to 
women seeking abortion and offer 
important potential benefits.  However, the 
benefits for women of medical abortion are 
unlikely to be widespread, at least in the 
near future.  The service delivery 
requirements for the provision of quality 
medical abortion services will limit its use 
to women with access to provincial level 
facilities and to those who have the ability 
to pay the increased costs which are likely 
to be associated with the method. 

The introduction of medical abortion would 
be likely to be associated with an increased 
cost to the health care system.  Not only is 
mifepristone more expensive than the 
necessary equipment and supplies for 
MVA, but also if women have to make 
three clinic visits and be accommodated 
and monitored on site for several hours 
following the administration of misoprostol, 
increased staff would be necessary.  Clinic 
facilities such as recovery beds and toilets 
would have to be expanded if women stay 
at the clinic for four hours after taking the 
misoprostol.  This requirement might be 
eliminated if home based protocols (where 
women would be treated with mifepristone 
at the time of their first visit and given 
misoprostol to take at home two days later) 
prove feasible.  This approach would also 
decrease the travel and opportunity costs of 

the currently recommended three visits for 
medical abortion, compared to two visits 
for surgical abortion.  However, research on 
the applicability of home based protocols in 
Viet Nam will be required.  Such studies 
will need to examine a number of issues:  
women’s preferences for undergoing the 
initial side effects of misoprostol in the 
clinic or at home; their ability to understand 
the signs and symptoms indicating that it is 
important for them to seek further 
emergency or other follow-up care, and the 
extent that they actually do so; and, how 
different modes of service delivery affect 
acceptability and safety of medical 
abortion. 

In any case, surgical abortion must be 
maintained to ensure that women have a 
choice of methods, to provide services for 
those women who present too late or 
otherwise have contraindications to medical 
abortion, and to manage incomplete 
abortion and other complications initiated 
by medical abortion.  Furthermore, the 
benefits of improving surgical abortion are 
likely to have a broader impact on 
improving the overall quality and safety of 
abortion services than the introduction of 
medical abortion. 

The costs of ensuring equitable access to 
medical abortion by subsidizing the price 
for the poor and of improving health care 
services below the central and provincial 
levels to support the safe and effective 
provision of medical abortion would appear 
to be of lower immediate priority than the 
immediate need to improve the quality of 
existing services for family planning and 
surgical abortion at all levels of the service 
delivery system. 
Recommendations: 

@ Given the MOH’s interest in further 
exploring the potential of medical 
abortion, the assessment team 
recommends that the Department of 
MCH/FP support a number of research 
activities to explore and evaluate how, 
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and under what conditions, medical 
abortion could best be introduced into 
the existing system.  This should 
included both service delivery research 
and research on users’ perspectives, 
and be conducted in a limited number of 
provincial level health care settings.   

@ Given the high costs of mifepristone and 
the considerable challenges to be faced 
in introducing this method more widely 
than at the provincial level, the first 
priority for improving the quality of 
abortion services should be given to the 
improvement of the already widely 
available surgical abortion services.  
This will help to ensure equitable 
access to safe and high quality abortion 
services to all women. 

 
 
Second Trimester Abortion 
 
Only rarely is abortion available to 
Vietnamese women who are between 12 
and 16 weeks LMP.  Between 16 and 20 
weeks LMP, a modified Kovac’s procedure 
(extra-amniotic saline infusion using a 
condom-covered catheter) is performed in 
many provincial and referral hospitals.  
Variation was noted, however, with one 
hospital offering this procedure as early as 
12 weeks LMP, and others performed the 
procedure only later than 20 weeks.  
Studies of the use of misoprostol to induce 
second trimester abortion are currently 
being conducted at Tu Du and Hung Voung 
Hospitals in Ho Chi Minh City. 
 

The team observed that the Kovac’s 
procedure begins in the hospital maternity 
ward with the extra-amniotic insertion of 
the condom-covered catheter.  Normal 
saline (500 cc) is slowly instilled from a 
large glass syringe into the condom, and the 
catheter is tucked into the vagina after 
having been cleaned with antiseptic 
solution.  Intramuscular ampicillin is given 
(due to a high reported risk of infection), 
and the client is sent to the ward to await 
the onset of contractions.  The saline is 
withdrawn at 12 hours, and contractions 
have often begun by this time.  If not, IV 
oxytocin is given.  If contractions still do 
not begin, another instillation of saline is 
made, with the instillation cycle repeated up 
to three times as necessary.  Following the 
start of contractions the client is transferred 
to the delivery ward where she delivers a 
non-viable fetus.  She then recovers in the 
hospital for one or two days. 
 
Providers report that the majority of second 
trimester abortion clients are young 
(including early adolescence), single and 
generally less educated women.  These 
women have not had access to 
contraception and are often either unaware 
they are pregnant until relatively late or 
have been hesitating to make the decision to 
have an abortion. 
 
The best methods for second trimester 
abortion are debated among international 
abortion experts.  However, one issue of 
central concern is that most women in Viet 
Nam are denied any access to abortion 
services between 12 and 16 (or even up to 
20 weeks) LMP.  If they arrive at the clinic 
for an abortion at 12 weeks LMP they are 
told to return in one or two months.  The 
emotional and psychological strain this 
places on women is unnecessary as other 
methods of abortion can be utilized during 
the early second trimester if safe methods 
of cervical dilatation are employed. 
 
The safety of abortion decreases with 
increasing gestational age, especially in the 
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later second trimester.  Providing abortion 
services as early in pregnancy as possible is 
critical to preventing morbidity and 
mortality.  The importance of avoiding 
delays in second trimester abortions is 
highlighted by the fact that a number of 
women seeking second trimester abortion 
do so for medical indications.  Delaying the 
procedure for a woman with an underlying 
medical problem can be particularly 
dangerous. 
 

Recommendations: 

@ The advantages and disadvantages of 
the modified Kovac’s procedure 
currently in use in Viet Nam need to be 
reviewed and alternatives identified.  
This review should be conducted with 
the input of specialists with experience 
in a range of second trimester abortion 
techniques. 

@ The lack of access to abortion services 
for women who are between 
approximately 12 and 20 weeks LMP is 
a serious limitation to current abortion 
services.  There is a need to identify an 
appropriate method for abortion at 
these gestational ages and the service 
delivery settings in which such 
abortions can be safely performed. 
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The Way Forward 
 
 
 
Abortion services are legal and readily 
available on demand to women in Viet 
Nam.  This contributes greatly to the 
reproductive health of Vietnamese women.  
Nevertheless, policy-makers and 
programme managers have had appropriate 
concerns about how to decrease the rapidly 
increasing levels of unwanted pregnancy 
and utilization of abortion, and how to 
improve the safety and quality of care of 
abortion services being provided in the 
public sector. 
 
In this report the assessment team has 
identified a wide range of issues to be 
addressed by the MOH and the NCPFP to 
achieve these two goals of reducing the 
recourse to abortion and strengthening 
quality of services being provided.  There is 
clearly much work still to be done and the 
question must be raised regarding how to 
implement the many varied 
recommendations highlighted in this report.  
At the same time, it must be kept in mind 
that there are many different Vietnamese, 
international and bilateral institutions, 
organizations and non-governmental 
organizations that are currently working in 
Viet Nam to assist in the strengthening of 
the quality of family planning and 
reproductive health services, including 
abortion.  Ongoing activities already 
include a variety efforts to implement, in 
various project settings, many of the 
recommendations made in this report. 
 
A coordinated approach will be required to 
effectively improve both the quality of 
family planning services, thus decreasing  

the recourse to abortion, as well as the 
quality of abortion services nationwide.  
Furthermore, a mechanism for the effective 
transfer of the lessons learned from various 
research and demonstration project 
activities to the national programme is 
required.  In order to facilitate this process, 
following the dissemination workshop for 
the results of the current assessment, a 
decision was taken to form a national 
Technical Working Group on Abortion.  
This Group will include senior 
representatives of the MOH, the NCPFP, 
the VWU and other national technical 
experts. 
 
The work of this Group will include a 
number of activities:  the finalization of the 
current draft National Technical Guidelines 
for abortion services; the development of a 
strategy for the inclusion of abortion-
related policy recommendations in a 
National Reproductive Health Strategy; the 
further clarification of priorities for action 
from the recommendations of this 
assessment and from other ongoing 
activities; and, the identification and co-
ordination of various institutions’ 
responsibilities to undertake specific 
activities in implementing the 
recommendations. 
 
Implementation of the recommendations 
will present significant challenges, but the 
outcomes in terms of improving the 
reproductive health of Vietnamese women 
make it well worth the effort. 
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