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SUMMARY 

The National Control of Diarrhoeal Diseases Programme (NCDDP) of Viet Nam 
conducted a Short Programme Review (SPR) from 17 to 22 June 1996. at the end of its 
mid-term Plan of Action 1993-1995. The review was conducted in collaboration with WHO 
and UNICEF. 

Since its inception in 1982. the NCOOP has developed into a truly national programme. 
with high implementation of activities in most parts of the country. Major activity areas 
include in-service training of health workers in case management and supervisory skills. 
pre-service training in medical schools and secondary medical schools. and communication and 
the procurement and distribution of ORS. 

In 1992. NCOOP had conducted a Focused Programme Review (FPR) to evaluate its 
past perfonnance. and to identify future directions. The FPR was conducted in collaboration 
with WHO and UNICEF. and four priority areas were examined in depth. namely: 
(i) activities to strengthen the teaching of COO and EPI in secondary medical schools; 
(ii) activities to strengthen the teaching of COO in medical schools; (iii) supervisory skills 
training and supervisory activities at provincial and district level; and (iv) communication 
activities. 

Based on the recommendations of the FPR. the NCOOP developed a mid-term Plan of 
Action for 1993-1995. Ouring that period. the NCOOP was assisted at regular intervals by 
WHO and UNICEF to implement specific activities. However. budget constraints were 
becoming increasingly important. making the feasibility of maintaining the broad. vertical 
implementation strategy uncertain. More recently. the NCOOP developed an interest to move 
towards Integrated Management of Childhood Illness (lMCI). as reflected in its recent 
involvement in the nationallMCI working group. 

As the mid-term plan has come to an end. the NCDOP perceived a need to conduct a 
comprehensive programme review. to evaluate its past perfonnance and identify how it should 
proceed in future. To this effect. the NCOOP conducted a Short Programme Review. in 
collaboration with WHO and UNICEF. A team of four external facilitators completed the SPR 
with national staff and other knowledgeable persons. The team developed recommendations 
covering all activity areas in which the programme is currently involved. and developed a 
two-year workplan to implement the recommendations. 

The recommendations to the NCOOP were: 

Planning 

(I) The NCOOP should focus its activities on key target groups and geographical areas in 
greatest need of support. Criteria to develop a more focused Implementallon strategy should 
include: 

• the epidemiologic pattern of diarrhoea (disease burden of diarrhoea in children under 
five) in different geographical locations; 

• the utilization of different kinds of health services in the various locations; and 

• current case management practices at health facilities and in the home. 
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Areas with ethnic minorities may require greater attention_ in line with the above 
criteria. This supports the national policy of equity of access to health care. 

(2) To develop the implementation strategy, the NCOOP needs to review and collect (where 
needed): 

• epidemiologic data on diarrhoea from the regions and provinces; 

• data on the utilization of health facilities in different geographical areas (see also 
section Training); 

• data from a Health Facility Survey (HFS) representing all levels. including the 
commune level (see also sections Training and Monitoring and evaluation); 

• data from other sources, such as a planned World Bank National Health Survey. 

N .B. In relation to the World Bank Survey, the COD secretariat will liaise with the 
survey design group to ensure that key questions will be incorporated which would help 
to identify high priority areas. 

(3) Towards the end of 1996. when the above-mentioned data are available, the NCDDP 
should hold a strategy meeting at central level to review these data and make the necessary 
strategic decisions. Input from WHO and UNICEF to this meeting could be sought. 

(4) Following the strategy meeting at central level, regional planning meetings should be 
held. Sufficient time for effective planning of provincial activities needs to be allowed during 
these regional meetings (three days would be adequate). Consideration should be given to 
organizing these regional planning meetings jointly with the national ARI Programme to 
maximize resources and promote collaboration. 

(5) It is critically important that the NCDDP continues efforts to secure local and external 
resources. 

• the NCDDP should continue to be active in advocating the need for a regular budget 
line in the MOH budget; 

• the CDD secretariat should organize a donors' meeting. including bilateral donors 
and NGOs (possibly in conjunction with ARI, nutrition and other national 
programmes) to present strategies and plans, and to seek additional budgetary 
support; 

• the NCDDP should collaborate more actively with other disease control programmes. 
As an initial step, there should be a greater level of co-ordination with the national 
ARI Programme to combine training, supervision and communication activities. 

Training 

(6) On a national scale, the NCDDP has achieved high coverage levels in training health 
workers m case management and supervisory skills. However, provinces remain where 
training coverage is considerably below the national average. Information on case 
management practices of trained staff and training needs is currently limited. 

The strategy on training should specify that adequate supervision of trainees needs to 
take place after training, and that sufficient supplies should be available in the health facilities 
to practice standard case management. 
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The recommendations 7 to 12 provide guidance on issues to consider in the development 
of that strategy. 

(7) There are concerns that there is a trend towards decreased utilization of Commune 
Health Centres, to the benefit of the private sector. The training of Commune Health Workers 
(CHW) is currently an important activity area of the NCDDP. and potentially large numbers of 
staff in commune health centres require training. The MOH should detennine to what extent 
care is sought at this level. and should document trends in utilization of these services. 

Studies to document the utilization of different types of health facilities and the 
determining factors are currently conducted in Viet Nam by the Department of Planning and 
Finance in the Ministry of Health. in collaboration with the Johns Hopkins University. The 
NCDDP should liaise with the responsible authorities to obtain relevant infonnation and should 
use the information in the development of its training strategy. 

(8) The NCDDP has only limited information on case management practices of trained 
health workers. The Health Facility Survey conducted in 1995 was small in scope, and 
involved only provincial and district hospitals. There is no information about the perfonnance 
of Commune Health Workers. The NCDDP needs more data on case management practices of 
health workers at differellt levels. The NCDDP should conduct a larger-scale Health Facility 
Survey. 

(9) There are concerns about the quality of training of Commune Health Workers in CDD 
case management. The training currently lasts three days and consists of lecrures on case 
management, communication and prevention. Following the above-mentioned Health Facility 
Survey, the NCDDP should revise the training methodology. WHO recommends that CDD 
case management training meets the following criteria: 

• a minimum duration of three days: 

• use of interactive teaching methods, with substantial time devoted to hands-on clinical 
practice: 

• a minimum of one trainer per four participants: and 

• at least three cases managed by each participant under supervision of the trainer. 

(10) The NCDDP has established a good network of four Diarrhoea Training Units (DTUs) 
and eight mini-DTUs to serve as centres for clinical training of provincial and district health 
staff, as well as centres for pre-service training of medical srudents. However, anecdotal 
evidence suggests that the quality of case management practices and training activities in the 
centres is variable. 

The NCDDP should conduct a fonnal evaluation of the DTUs and mini-DTUs. to 
assess: (i) the quality of case management practices of the staff. (ii) the quality of training 
conducted, and (iii) the adequacy of the equipment and supplies. WHO will provide examples 
of protocols used in other countries to the NCDDP. 

(II) CDD training has already been included in the curricula in all medical and secondary 
medical schools. The NCDDP should continue to strengthen pre-service training. with 
particular attention to the training of new teachers. 
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(12) Physicians and pharmacists in the private sector are playing an increasingly important 
role in the provision of health care in Viet Nam. There are serious concerns about their 
non-rational use of drugs. The National Committee for the Rational Use of Antibiotics is 
currently conducting a study on the sale. use and distribution of drugs and the results will soon 
be available. 

If the NCDDP decides to focus efforts on private physicians and pharmacists to 
intluence their management practices. more information will be needed to develop effective 
interventions. In that case. the NCDDP should consider conducting surveys. for example, 
simulation visits. 

(13) The NCDDP has made good progress in strengthening the teaching on CDD case 
management in medical and para-medical schools. The NCDDP should sustain activities in 
this area, to ensure that teachers in the schools have participated in a CDD basic education 
workshop. NCDDP should provide adequate materials for the students. 

(14) More efforts should be made to conduct combined training on case management with 
ARI (particularly at district and commune level). 

Supervision 

(15) The NCDDP should give priority to strengthening the supervision of clinical case 
management. The NCDDP should facilitate increased collaboration between staff from the 
Hygiene and Epidemiology units. Clinical practitioners involved in CDD case management 
training in DTUs and mini-DTUs. should also conduct jointly supervisory visits. 

(16) As limited resources are available to conduct supervision. the NCDDP should give 
priority to providing supervision to participants after training. in particular after training in 
DTUs and mini-DTUs. Training plans should include plans for supervisory visits, with 
adequate allocation of funds. The first supervisory visil to newly trained staff should take 
place about six weeks after the training. Staff from the DTU or mini-DTU should be involved 
in conducting the supervisory visits. 

(17) The NCDDP should ensure that supervisors from the different systems. i.e. Hygiene and 
Epidemiology and clinical services, have clear terms of reference and should also ensure that 
they are equipped with supervisory checklists to standardize the quality of supervision. 

Communication 

(18) The NCDDP should follow the recommendations and plan of activities developed during 
a visit by a WHO staff member in November 1995 (see Annex 7). Emphasis should be 
placed on (a) finalization of messages by conducting home trials and group discussions, 
(b) increased collaboration with the Women's Union, and (c) the use of mass media, 

Support should be sought from UNICEF for materials development, and for local costs 
of the Women's Union collaboration. and for the production and pretesting of television spots. 

(19) The NCDDP should contact the Committee for Rational Use of Antibiotics. and 
organizations supporting mass media, to discuss possibilities for collaboration and support. 

(20) The NCDDP should intensify its contact with other sectors in the government, such as 
the Ministry of Education and Rural Development, as an additional avenue of communication 
activities. NCDDP should publish health education articles in their journals. 
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Monitoring and evaluation 

(21) Formal evaluations of the case management practices of trainers and of the quality of 
training in DTUs and mini-DTUs should be carried out. 

(22) As mentioned above, the NCDDP should conduct a standard Health Facility Survey. A 
sample of health facilities selected from areas with both high and low levels of programme 
implementation should be chosen for the survey. A stratification by type of health facility 
(provincial hospital. district hospital. commune health center) would provide information on 
the quality of case management provided at the various levels. This is essential to focus future 
training activities. For external validation, WHO recommends that a consultant be requested 
to collaborate in the implementation of that survey. 

ORS production and distribution 

(23) The NCDDP should review existing data from health facilities to determine if the 
distribution system is effective in providing adequate quantities of ORS. UNICEF should 
suppOrt NCDDP in this review. The proposed HFS would also provide data for this. 

I. BACKGROUND 

The National Control of Diarrhoeal Diseases Programme (NCDDP) was initiated in 
Viet Nam in 1982. After initial implementation in four test provinces, the NCDDP gradually 
expanded its activities and is currently operational nationwide. 

The NCDDP is based in the National Institute of Hygiene and Epidemiology (NIHE). 
Staff representing the NCDDP are operational at all levels through the system of preventive 
health services. This includes three regional Institutes of Hygiene and Epidemiology (also 
referred to as Pasteur Institutes), namely in Ho Chi Minh City. Hue and Na Trang: Hygiene 
and Epidemiology Stations (HES) in all provinces: and Hygiene and Epidemiology Brigades 
(HEB) in all districts. The NCDDP has been able to train at least one staff in most communes. 

Over the past years, the NCDDP has increasingly emphasized the need for collaboration 
with the curative services to implement activities. Staff from DTUs, mini-DTUs, and 
provincial hospitals are now involved in the implementation and follow up of training activities 
in different provinces. 

Since its inception the NCDDP has chosen the case management strategy to achieve its 
objective of reducing diarrhoea-associated mortality in children under five years of age. Its 
main activities related to increasing access to ORS, and training health workers in standard 
case management. As it developed, the NCDDP introduced case management training in 
medical and secondary medical schools, and started supervisory skills training. 
Communication activities were launched in the early I990s, and more recently, the NCDDP 
developed its preventive strategy of promoting breast-feeding and optimal feeding practices. 



- 6 -

In 1992. the NCDDP in collaboration with WHO and UNICEF. conducted a Focused 
Programme Review. with the aim of reviewing past activities. to analyse selected problems and 
to set new priorities for future activities. Four priority areas were examined in depth. namely: 
(i) act;"ities to strengthell the teaching of CDD and EPI in secondary medical schools. 
(ii) acri"ities to strengthen the teaching of CDD ill medical schools. (iii) supervisory skills 
training and sllpen'isory acri"ities at pro"incial alld district lel'el. and (iv) communication 
actil'ities. Key recommendations to the NCDDP included: 

In the area of strengthening the teaching of CDD and EPI in secondary medical 
schools: 

(a) All schools should have an adequate number of COO and EPI modules and other 
relevant teaching materials and equipment. 

(b) All schools should have two teachers trained in diarrhoea case management at the 
DTU and two teachers trained in EPI with special emphasis on methodologies. 

(c) All schools should use the revised curricula in a similar way with the same 
number of hours allocated for the subjects. 

In the area of strengthening the teaching of COO in medical schools: 

(a) Medical schools should improve the patient/student ratio. 

(b) Medical schools should assure funding for free food in OTUs. 

(c) The NCDOP should allocate funds for continued printing and distribution of the 
V ietnamese version of Readillgs on diarrhoea. so that each student can have a free copy. 

In the area of supervisory skills training and supervisory activities: 

(a) The NCDDP should develop a mid-term (three years) detailed plan of action for 
all CDD activities including supervisory skills training. The plan should state the 
current training coverage. targets and subtargets; specify the target audience for each 
type of course; specify criteria for content and methodology of course; outline the 
timetable of activities; and specify sources of funding. 

(b) As supervision is integrated. the review team recommended training all staff 
doing supervision in each Hygiene and Epidemiology Station (HES) and Brigade (HEB). 

In the area of communication activities: 

(a) Future training courses should put more emphasis on learning and practising the 
inter-personal communication skills. 

(b) Future courses should give equal attention to the messages about home care. 

(c) Orientation seminars for private physicians and pharmacists should continue. 

The NCDDP used the recommendations and the related workplan to develop its 
mid-term Plan of Action 1993-1995. Annual workplans based on the mid-term plan were 
subsequently developed every year. 
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During the period under review, WHO provided regular support to the NCDDP, to 
follow up on the recommendations of the FPR. particularly in the areas of planning, 
strengthening of CDD teaching in medical and secondary medical schools. communication and 
evaluation. This provided opportunities 10 review progress. identify weaknesses, and make 
further recommendations for strengthening the NCDDP. 

As the implementation of the mid-term Plan for 1993-1995 has come to an end. the 
NCDDP decided 10 conduct a comprehensive review to evaluate its past performance and to 
identify how it should proceed in the future. To this effect, this Short Programme Review was 
conducted in collaboration with WHO and UNICEF. The recommendations of the review will 
be used to finalize the annual Plan of Action for 1996. 

2. THE SHORT PROGRAMME REVIEW 

The Short Programme Review (SPR) is a new 1001 developed by WHO's Division for 
Child Health and Development (CHD). The SPR was held from 17 to 22 June 1996. It was 
preceded by one preparatory day, and followed by a final discussion. 

2.1 Objectives 

The objectives of the SPR were to: 

(a) compare previous plans and intentions with subsequent performance in major 
activity areas: 

(b) assess progress towards programme objectives and targets; 

(c) identify solutions to problems and develop recommendations in major activity 
areas: 

(d) develop suggestions for a detailed one-year workplan. 

The review covered the period since the Focused Programme Review had been held in 
September 1992. 

2.2 Participants 

The review team was composed of the Programme Manager and national programme 
staff; representatives from regional and provincial Hygiene and Epidemiology centres, medical 
school. mini-DTU and from the Ministry of Health; two UNICEF staff members; three WHO 
staff members and one WHO consultant, to act as facilitators. Not all participants were able to 
participate on a full-time basis. Separate discussions were held with Dr G. Cuboni. WHO 
Representative in Viet Nam. The list of participants is attached in Annex I. 
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2.3 Methods used 

The Short Programme Review includes the following methods: 

• a review of documents; 

• group discussions with programme staff and other persons knowledgeable about 
specific activity areas; and 

• plenary discussions with all participants. 

The review was conducted on the premises of the National Institute of Hygiene and 
Epidemiology (NIHE). 

2.4 Steps completed 

The following steps were completed: 

• Preparations 

Dr Virtanen briefed the Programme Manager and his staff about the SPR, and 
assisted in finalizing the arrangements. The availability of relevant documents was 
checked (see Annex 2), and preliminary discussions were held on issues that the 
NCDDP considered important. The WHO Representative and the Programme Officer, 
Health, from UNICEF were also briefed. 

• Introduction 

On Day I, participants met in a plenary session. The objectives of the SPR, the 
methodology and the agenda were introduced. National staff gave a brief overview of 
what the programme had achieved during the period under review in the areas of 
planning, training and communication. Data relating to the programme's subtargets for 
1995 were presented and briefly discussed. 

For the review of activities starting the next day, it was decided that participants 
would work in two groups. One group would review training activities, while the other 
group would review activities in the areas of planning, supervision, communication, 
monitoring and evaluation, and ORS. Participants were assigned to one of the groups 
based on their responsibilities, allowing for a consultation between the groups to take 
place during the review. A set of relevant programme documents was made available to 
each group. 

• Assessment of how well the programme implemented its plans and intentions in 
major activity areas 

On Day 2 and 3, participants met in the two groups to review the activities in the 
respective activity areas. The mid-term Plan of Action 1993-1995 was used as basis for 
the review. Programme staff had already completed the worksheet Assess how well the 
programme implemented its plans and intentions in major activity areas that is used to 
organize the information in this step, as samples of the worksheets had been sent to the 
NCDDP in advance for translation. The groups used the completed worksheets as a 
starting point for the discussions. The information provided was reviewed and 
completed, particularly with respect to the quality of activities. To make an assessment 
of quality, participants used the checklist Questions and criteria for assessing the quality 
of activities in major activity areas, which is part of the SPR guidelines. 
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In the afternoon of Day 3. participants met in plenary session. The groups 
presented their findings. which were further discussed. Problems were identified and. 
six problems were selected for further analysis. 

• Assessment of the overall achievemems 

As part of the review of activities. indicator findings were discussed as they 
related to case management practices in health facilities and in the home. and to the 
subtargets set for 1995. Participants also reviewed the methods by which the data had 
been obtained. and identified the limitations of the data. 

• Identification of solutions to problems 

The group discussed the six problems in further detail. prioritized those needing 
most immediate attention. and identified feasible solutions. 

• Development of recommendations and a workplan 

Based on the conclusions of the problem-solving process. recommendations were 
developed for each activity area. These recommendations were reviewed by all 
participants. revised and finalized. They were than translated into concrete activities. A 
workplan was developed which will serve to revise the existing annual plan for 1996. 

The recommendations and the workplan were discussed in a meeting held on 
24 June 1996. Participants included staff from the NCDDP. the WHO representative. 
UNICEF staff. and one of the facilitators. This provided an opportunity to clarify the 
rationale behind the recommendations. and for WHO and UNICEF to commit support to 
selected activities. 

The schedule of activities is allached in Annex 3. 

3. SUMMARY OF FINDINGS 

The National Programme for the Control of Diarrhoeal Diseases in Viet Nam aims to 
reduce mortality and morbidity associated with diarrhoeal diseases in children under five years 
of age. To move towards these objectives, emphasis is given to improving case management 
in health facilities and in the home. The promotion of breast-feeding and improved nutrition is 
pursued as a main preventive strategy. During the period under review (1993-1995), the 
NCDDP concentrated its activities in the following activity areas: 

• planning 

• training 

• communication 

• supervision 

• monitoring and evaluation 

• procurement and distribution of ORS 

• research 
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A description follows of how well the NCDDP implemented activities in each of these 
activity areas. except for the area of research which was not included in the review. The 
subheadings under each activity area reflect major activities or activity-blocks as described in 
the mid-term Plan of Action for 1993-1995. 

3. I Planning 

3. I. I Planning at central level 

The Plan of Action for 1993-1995 specified the activities to be conducted in the major 
activity areas and included the timing of the activities on a monthly basis. However. the plan 
did not provide any further details. for example on who would be involved in the activities. 
methods and funding requirements. 

Based on the mid-term plan, the NCDDP developed annual workplans. These plans 
were presented and finalized during annual review and planning meetings. The NCDDP 
convened these meetings yearly around November or December. The meetings involved 
between 100 and 200 participants from regional. provincial, and district levels. The meetings 
served as a forum to review experiences of the past year and to identify achievements and 
constraints. A review of reports showed that most time was dedicated to formal presentations. 
In 1993 and 1994. WHO staff participated in the meetings as external resource persons and 
partners in programme implementation. In their current format, the meetings seemed to be too 
short and too large to allow an effective review and planning of activities at peripheral level to 
occur. 

Further discussion about the planning process revealed that plans were based on the 
principle of achieving national coverage. rather than on specific criteria that would include an 
assessment of needs. For example in the area of training, the NCDDP had cumulative data 
about total numbers of staff trained, but did not have detailed information of where the trained 
staff were located. Nor did planning include a clear consideration of disease prevalence in 
different geographical areas. though results from household surveys showed that the incidence 
of diarrhoeal diseases in some areas was low (one episode per child per year). There was also 
concern that the plans did not clearly reflect how the implementation of activities in the 
different activity areas were linked. Nor did they describe how the quality of planned activities 
would be ensured. or how follow up would be provided. 

3. I .2 Planning at peripheral level 

Each province develops annual health plans. Most provinces included COD activities in 
their plan during the period under review. NCDDP staff were in principle available to provide 
support in the preparations of these plans, which was usually done at the beginning of each 
year. The review team did not have an opportunity to review the provincial plans. 

3. 1. 3 Resources 

The NCDDP is largely dependent on external sources of funding, UNICEF and WHO 
being the main contributors. This budget has decreased considerably over recent years, which 
made it uncertain whether the high level of activity as reflected in the plans could be 
maintained. The NCDDP received government funding (US$ 140000) for the first time in 
1995. However, these funds where specifically designated to respond to emergencies and were 
mainly used for activities related to cholera control. 
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The NCDDP functions as a centralized programme, with funding being channelled 
through the national secretariat to the regions and provinces. Very few resources are 
mobilized at the lower levels. There is limited collaboration with other programmes (e. g. 
ARI). which would allow for sharing of available resources. 

3.1.4 Conclusions 

The NCDDP considers planning to be important, as evidenced by the annual review and 
planning meetings. Implementation has been effected in all provinces, with high reported 
coverage of activities. The underlying principle in planning was to achieve national coverage, 
rather than to focus on those areas and target groups that were most in need. Written plans 
contained little detail about who should be involved in the activities. how related activities were 
linked and the funding requirements. Given the constraints in funding. there was no certainty 
whether activities could be implemented as planned. 

3.2 Traininll 

Training of health workers is a main thrust of the NCDDP and many activities were 
planned and implemented in this area. The NCDDP aims to have at least one trained health 
worker and an adequate s\'pply of ORS in each commune. To achieve this, each province 
should have at least five trained trainers. The NCDDP therefore emphasized the importance of 
the training of trainers. particularly in the area of in-service and pre-service case management 
training. The NCDDP also aimed to train all staff with supervisory responsibility in 
supervisory skills. and was recently involved in conducting breast-feeding counselling training. 

3.2.1 In-service training of health workers 

(a) Training of trainers 

The NCDDP had planned to conduct 12 training courses for trainers during the period 
of review, aiming at training at least one person in each province. All courses have taken 
place. These six-day courses were most often conducted in DTUs or mini-DTUs using WHO 
training materials. Trainers were staff from the DTU and provincial Hygiene and 
Epidemiology Stations (HES), sometimes assisted by national programme staff. Trainees were 
clinicians working in provincial hospitals and mini-DTUs. Twenty participants were usually 
trained per course by four facilitators, and clinical practice included five cases per participant. 

The quality of the courses was found to be generally good. However, programme staff 
expressed some doubts about the quality of training carried out in ORT corners of paediatric 
departments, which served as training sites if there was no DTU or mini-DTU in the province. 
Clinicians who were trained as trainers were later supposed to train hospital staff at provincial 
and district levels, and plans were usually prepared during the last day of training. However, 
it was uncertain how much of the plans could be carried out. Difficulties were encountered in 
the amount of coordination needed to conduct follow-on training, including the permission 
from the director of the hospital concerned, collaboration with the local HES, and ensuring 
funding from the central level. Follow-up of trainees was also not done regularly. 

(b) Case management training 

Most planned courses on diarrhoea case management were implemented, 21 out of 24 at 
provincial level, and six out of 12 at district level. Training methods were based on WHO 
guidelines, and since 1994, the communication component Advising Mothers has been an 
integral part of the training, in line with the NCDDP's emphasis on inter-personal 
communication activities. 
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The duration of the courses was four days at district level. At provincial level the 
duration was five days, including one day for planning of training and setting up ORT corners, 
Clinical practice was included, and the average facilitator:participant ratio was 1:4 or 1 :5, 

Lack of funds or a delay in their receipt was the most common problem in realizing the 
planned courses, which sometimes had to be postponed or were conducted outside the peak 
seasons (May-July and September-November), Non-availability of facilitators also posed a 
major problem, in particular in the south, where many doctors work in private practice, 
National programme staff were unable to routinely monitor the quality of this training. 

(c) Case management training on cholera 

Following the intercountry course on the management and the control of cholera for 
participants from Cambodia, Lao People's Democratic Republic and Viet Nam, conducted in 
Hue in June 1995, two case management courses on cholera had been conducted, These 
courses took place in Hue and Ho Chi Minh City. Two more courses were planned but could 
not be realized due to lack of funds. The training lasted for four days. WHO CDD case 
management training materials and the Guidelilles for cholera cOlllrol were used, Lack of 
cases during training was a constraint, 

(d) Commune Health Worker training 

The NCDDP implemented the planned 330 courses for commune health workers with 
financial support from UNICEF, A commune health worker team typically consists of an 
assistant-doctor, a nurse and a midwife, 

Trainers were CDD staff from HES or HEB. The courses lasted three days and were 
based on the WHO training modules of the CDD Supervisory skills course for case 
management, communication and prevention, One day was usually allocated for case 
management training. The focus of the case management training was to teach the commune 
health workers how to use Plan A of the diarrhoeal disease treatment chart, The ratio of 
facilitator: participants was very high, around I :30. Concerns were expressed about the 
quality of this training, in particular about the training methodology used. The NCDDP did 
not have any data about the performance of commune health workers after training has been 
completed. 

The training of CHWs elicited a discussion about their importance as primary care 
providers, Some participants felt that CHWs were not fully utilized, and that care was 
increasingly sought from private practitioners. This trend might be area-specific. However, 
other participants felt that CHWs were still among the most important care providers, as was 
also found during a recently conducted Focused Ethnographic Studies (FES). It was evident 
that more data are needed before conclusions on this matter could be drawn. 

(e) Other training 

The NCDDP conducted several courses for chiefs of the departments of emergency and 
infectious diseases, so that they could familiarize their staff with diarrhoeal case management 
practices. 
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3.2.2 Pre-service training of health workers 

(a) Strengthening the teaching on diarrhoeal diseases in medical schools 

The initial workshop to strengthen the teaching on diarrhoea in medical schools (Meded) 
was held in 1990 in Viet Nam. and a follow-up workshop on Meded activities was conducted 
in 1993. All eight medical schools and the military medical school have included CDD into 
the curriculum of medical students, uniformly following the national trealment guidelines. 
Mini-DTUs had been established in medical schools to provide a training site for hands-on 
practice. The WHO training materials for medical students, in particular Readings on 
Diarrhoea. are commonly used, and most schools pursue interactive teaching methods. 

Recognizing the widespread irrational and excessive use of drugs in Viet Nam, a 
workshop on teaching the rational use of drugs in medical schools was conducted in 1995, 
using the managemeOl of diarrhoea as an example. Since then, the NCDDP has conducted 
several more workshops for teachers of medical schools on the rational use of drugs. The 
duration of these workshops is normally three days. 

The responsibility for Meded activities is directly with the NCDDP and thus with the 
Ministry of Health. However, to date, the Ministry has not provided staff for the DTUs in 
medical schools, which makes the staffing totally dependent on the cooperation of the director 
of the teaching hospital. The topic of food for diarrhoea patients on Plan B is also not 
provided in all mini-DTUs. In general, there was concern that the issues of nutrition received 
insufficient atteOlion. both in the management as well as the teaching on diarrhoeal diseases. 
However. aggreSSive promotion of drugs by drug companies, lack of adequate drug regulations 
and the financial pressure on doctors to directly sell drugs to patients for profit were 
considered the major constraints to improving case management practices, even among health 
workers who have been trained. In this regard, some concerns were expressed about the 
practices in DTUs and mini-DTUs, which may not be a role-model as desired. Plans have 
been made to conduct yearly workshops for staff from medical schools and DTUs, to discuss 
the problems encouOIered and identify solutions. 

(b) Strengthening the teaching on diarrhoea in secondary medical schools 

CDD activities in secondary medical schools are carried out in collaboration with the 
Department of Training in the Ministry of Health. These schools are involved in the training 
of assistant-physicians, nurses and midwives. Activities to improve the curriculum of teaching 
CDD and EPI in these schools have been ongoing since the early 1990s, in collaboration with 
the EPI programme. An evaluation of the CDD/EPI teaching in secondary medical schools, 
and a follow up on the Plan of Action 1994-1995 was conducted at the end of 1995, with the 
support of WHO. 

All 60 secondary medical schools are following the same curriculum. Twenty-one hours 
are allocated for teaching the theory of diarrhoeal diseases to aSSistant-doctors, and ten hours 
for teaching nurses and midwives. Students learn how to mix ORS in the ORT corner of the 
school and then practise clinical case management during a two-day clinical practice conducted 
in a provincial or district hospital. However, this clinical practice is not only dedicated to 
CDD, but also to other conditions. The materials used during the training are the WHO 
modules Treatment and prevention of diarrhoea, and Advising mothers. It was estimated that 
approximately 50 schools were following the recommended teaching methods. The remaining 
10 kept the materials in the library and would not allow the students to borrow them. 
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Overall. there seemed to be variability in the quality of teaching on CDD in secondary 
medical schools. The lack of materials was also a problem. The NCDDP was aware of the 
challenge. and was particularly interested in ensuring appropriate training for all tutors and the 
provision of adequate amounts of materials. This is in line with the recommendations made by 
the evaluation team. 

3.2.3 Supervisory skills training 

In addition to case management training. the NCDDP invested in supervisory skills 
training following the recommendation of the Focused Programme Review that all staff 
responsible for supervision in the HES or HEB should participate in supervisory skills training. 

During the period under review, over 50 "Supervisory skills" courses were conducted 
for CDD staff in the Hygiene and Epidemiology Stations and Brigades. at provincial and 
district level. A translated version of the WHO materials was used. Although Hygiene and 
Epidemiology staff at these level (at provincial and district level) are responsible for different 
programmes. no concrete steps had been taken yet to coordinate supervisory skills training 
with other programmes. 

Planning of supervisory skills training was not coordinated with the planning of case 
management training. As a consequence, not all the officially designated supervisors in the 
HES and HEB had been trained in diarrhoea case management. 

Section 3.3 on Supervision. describes in more detail the findings related to the 
functioning of the supervisory system. 

3.2.4 Breast-feeding counselling training 

The NCDDP is a member of the National Breast-feeding Committee (NBFC) and staff 
participated in the 40-hour "Breast-feeding counselling: a training course." which was 
introduced in Viet Nam in April 1993 under the auspices of the NBFC's Secretariat, the 
Division of Maternal and Child Health and Family Planning (MCH) in the Ministry of Health. 
The NBFC has since expanded the training to all provinces as part of its efforts to implement 
the Baby Friendly Hospital Initiative. Many 40-hour courses have been conducted, primarily 
for staff from maternity wards in hospitals designated to become baby-friendly, and ten 
hospitals had been designated baby-friendly. 

The NCDDP, recognizing the importance of appropriate breast-feeding support in the 
management and prevention of diarrhoea, also started implementing the 40-hour course in 
1995. Participants were clinical staff dealing with infants and young children in selected 
provinces. So far, one training-of-trainers course and three 40-hour courses have been 
implemented, in collaboration with the NBFC. 

The review team agreed that the NCDDP's involvement in breast-feeding counselling 
training was a positive development which needed to be strengthened as part of the national 
plan to implement breast-feeding activities. This training would also fit within the NCDDP's 
interest to implement IMCI, which includes basic breast-feeding support and referral-level 
breast-feeding counselling services. However. as there are different partners involved in the 
area of breast-feeding counselling training, a detailed review could not be done in the context 
of the SPR. It was therefore felt that this area could be subject to a separate review, involving 
all relevant parties. 
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3.2.5 Conclusions 

The NCDDP conducted many training activities. in most parts of the COUntry. For case 
management training. the secretariat emphasized the training of trainers. However. it faced 
difficulties in ensuring that these trainers were abk to conduct appropriate follow-on training 
as the responsibility for this rests with provincial and district authorities. There was no 
follow-up planned after training. and routine supervision might not meet requirements for 
providing adequate suppOrt to newly trained panicipants. Planning of training activities at 
central level does not follow specific criteria. It was therefore not clear whether the training 
reached those health workers in greatest need. nor was there sufficient information on health 
worker performance after training. A considerable effon was put in training of community 
health workers. however there were serious concerns about the quality of this training. and the 
effectiveness of involving CHWs as a priority target-group. 

3.3 Supervision 

Supervision was conducted by national and regional programme staff at provincial level. 
and by staff from the Hygiene and Epidemiology Stations and Brigades at lower levels. 
Supervisory visits to provincial and district hospitals were conducted in collaboration with staff 
from DTUs and mini-DTUs. Supervisory checklists have been developed for all levels adapted 
from the WHO materials. The organogram in Anne)( 4 illustrates the supervisory system. 

The NCDDP staff conducted supervisory visits to seven provinces in 1993 as planned. 
Seven visits were also planned for 1995. but only panially implemented due to lack of funds. 
The NCDDP was able to conduct some supervision in conjunction with other activities that 
require a visit to the province. or in collaboration with other programmes. 

At peripheral level the staff from HES and HEB are officially responsible for conducting 
supervisory visits on a monthly basis. The same staff are responsible for supervising other 
programmes. Although the NCDDP did not have a speCific budget to support this supervision. 
visits were conducted. though less frequently than planned. 

The supervision provided by staff from HES and HEB focused on logisticS. These 
supervisors were not in a position to supervise clinical case management, at least not for staff 
in provincial and district hospitals. The supervisory skills training as currently conducted has 
not provide them with the necessary skills to provide clinical supervision. To overcome this 
problem, the NCDDP has encouraged staff from DTUs, mini-DTUs and trainers from 
provincial hospitals to conduct clinical supervision, in particular to follow up on newly trained 
staff. In some provinces. there is now good collaboration between the HES and the clinical 
sector. and supervisory visits are conducted jointly. In other provinces collaboration has not 
yet been established. 

3.4 CommunicatioD 

The NCDDP has been involved in communication activities since the early 1990s. The 
emphasis has been on training of health workers in inter-personal skills training. most recently 
using the WHO-developed materials Advising mothers. 

During the period under review. five courses on communication skills were completed 
for trainers involving 150 participants. The materials included simple counselling skills. 
demonstrations using rice water and ORS and the use of communication materials as leaching 
aids. The principles taught in this course are compatible with those in Advising mothers. 

Other activities included 10 two-day workshops for private doctors and pharmacists to 
introduce them to the principle of standard case management and to inform them about the 
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dangers of the irrational use of drugs. Two test seminars for leaders of the Women's Union 
and Red Cross were successfully conducted as planned in 1995. 

In order to define future directions and to prioritize the problems to be addressed 
through communication activities, Focused Ethnographic Studies were conducted in three 
regions in 1995. The results identified a need to focus on appropriate antibiotic use and on 
improving feeding practices. Following the finalization of these three studies, a WHO 
consultant visited Viet Nam in November 1995 to support the NCDDP in defining the priority 
messages to be promoted, to determine the most appropriate methods to be used, and to 
develop a plan for future activities. Todate, the NCDDP has been unable to implement the 
recommended activities, in panicular the pre-testing of messages and adoption of materials. 
The reasons for this were not clear. 

3.5 Monjtorin& and eyaluation 

A system for routine reponing of CDD activities exists. The routine monitoring is 
programme-specific above the commune level, i.e. it is not linked to, EPI or ARl. Communes 
are supposed to provide monthly repom to the district and provincial authorities (HEB and 
HES). Reporting from the provincial to the regional and central level should take place on a 
quarterly basis. During the period under review, routine reponing to the centre was not 
always complete, and the COO secretariat attempted to follow up missing repons. 

A cost-effectiveness study was conducted in 1993, in collaboration with WHO, covering 
the southern part of the country. The study provided interesting information on case 
management practices, and emphasized the need for actions to rationalize the use of drugs. 

In 1994 and 1995, the NCDOP conducted household surveys in five provinces. A 
translated version of the WHO ARI/COO Household Survey Manual was used and a WHO 
consultant came to Hanoi in 1994 to train national staff in the methodology. The following 
surveys were conducted without external participation. An error in translation of one of the 
breast-feeding questions was detected after the survey had been conducted in Haiphong. This 
made the result for the exclusive breast-feeding rate unreliable. 

In October-November 1995, the NCOOP conducted a health facility survey covering 
four provincial and 10 district hospitals in three regions. A review of the results showed that 
the sample size of observed health workers was very small; case management had been 
observed in a total of 17 diarrhoea patients. This was surprising as the survey was conducted 
in what is reportedly the high diarrhoea season. The data therefore must be interpreted and 
used with caution. It was also noted that the HFS did not cover any facilities at the commune 
level. 

An imponant activity which had not yet been evaluated was the quality of training of 
private doctors and pharmacists, and the impact on their performance. It was also found that 
there is no routine monitoring mechanism in place for DTUs and mini-DTUs. Therefore 
limited information is available on the quality of training activities conducted in those units. 

3.6 Procuremem and distribution of ORS 

During the period under review, the NCDDP procured ORS through external impons. 
The imports matched the estimated quantities specified in the mid-term plan, except in 1996 
when there was a shortfall. However, according to estimates from WHO and the Ministry of 
Health, the amoums are less than the true annual requirements. Reports from the provinces 
supported that there were shortages. 
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Currently the NCDDP imports four million sachets to five million sachets per year. 
Since 1993, it has worked to set up a local factory, with the help of UNICEF. The factory is 
expected to start operating in the second half of this year, with an initial production of one 
million sachets per year, to be gradually increased to fully meet the national requirements. 

The strategy for achieving self-sustainability in the production of ORS has not yet been 
worked out, as the NCDDP planned to continue providing ORS at low costs (to cover the 
production and transport costs) to both the public and the private sector. This would not allow 
them to make any profit, which would eventually be necessary. 

The review team endorses the plans to initiate local ORS production in 1996, with a 
step-wise phasing out of imports. 

4. ACillEVEMENTS IN IMPROVING CASE MANAGEMENT PRACTICES IN HEALTH 
FACILITIES AND IN THE HOME, AND PROGRESS TOWARDS TARGETS 

The team reviewed selected results of the household surveys (1994 and 1995) and the 
recently conducted health facility survey results (see Annex 5). Data on progress towards 
1995's sub-targets were discussed (see Annex 6). However, as there were some 
methodological difficulties associated with the collection of some of the data, they could not be 
used as a basis for firm conclusions on progress. The existing data are helpful in deciding on 
certain priorities for the future. 

4.1 Case mana~ement in the home 

The three rules of home case management are (i) to give increased amounts of fluids, 
(ii) to continue feeding, and (iii) to seek treatment outside the home when appropriate for a 
child with diarrhoea. Survey results showed that: 

• between 60 % - 88 % of caretakers knew about giving increased amounts of fluids and 
72 % - 87 % of the caretakers actually gave increased amounts of fluids; 

• almost all caretakers knew about continued feeding and they effectively continued to 
feed the child during a diarrhoeal episode, namely between 95%-99%; 

• caretaker knowledge of care-seeking, however, was considerably lower namely 
between 45 % and 92 %. 

These fmdings are very encouraging, but indicate a need for continued efforts to 
increase caretakers' knowledge about the three rules of home case management, in particular 
about giving increased amounts of fluids and when to seek care. 

A striking fact was the discrepancy between the high rates for continued feeding 
reported in the surveys, and the recommendation of the FES to prioritize messages that 
promote continued feeding. This provided a clear illustration of the limitations of survey data, 
if seen in isolation. While the HHS measured the number of cases that continued to receive 
food during the episode of diarrhoea, the FES examined whether caretakers gave the child 
food more often during an episode of diarrhoea. The latter is the desired behaviour as it helps 
to counterbalance the effect of a reduced appetite. It was found in the FES that caretakers did 
continue to give food, but they did not increase the frequency, nor did they prepare more 
easily digestible foods. Thus, feeding practices were suboptimal and would need reinforcing. 
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4.2 Case mana2'ement jn health facjUtjes 

The findings of the recently conducted health facility survey showed: 

• the number of cases correctly assessed: 71 % 

• the number of cases correctly rehydrated: 82 % 

• the number of caretakers correctly advised on home case management: 82 % 

• the number of dysentery cases given appropriate antibiotics: 100% 

The non-rational use of drugs was found to be very high. 

As only 17 cases were observed, the team felt that these fmdings did not permit any 
conclusions about case management practices in health facilities in general. There is a need 
for a large-scale survey, ensuring adequate numbers of cases. 

4.3 progress towards subtar2'ets 

In line with the conclusions above, it was also difficult to reliably assess the progress 
that had been made towards the 1995 subtargets. With regard to data presented in Annex 6, it 
should also be noted that the figures used for training coverage are cumulative figures, based 
on training records. The NCDDP did not have detailed information about the number of 
facilities with trained staff in service. The NCDDP also indicated that in secondary medical 
schools, not all teachers who were responsible for teaching CDD had been trained. In 
particular those tutors who were newly appointed still needed to participate in a workshop. 

5. PROBLEMS IDENTIFIED AND FURTHER ANALYSED 

Based on the fmdings in each activity area, and the review of indicator results, six 
problems were identified for further analysis. They included: the training strategy, 
supervision, the communication strategy, procurement and distribution of DRS, evaluation of 
key programme activities, and the raising of external funds. The review team met in a plenary 
session to discuss these problems, based on a Ust of focused questions prepared by the 
facilitators. This enabled participants to synthesize the fmdings from the discussion about the 
different activity areas, and to identify solutions in a coherent way. 

The overriding factor identified in the analysis of the problems was the lack of a clear 
implementation strategy that would enable the NCDDP to use its limited resources in the most 
effective way. The team sought solutions that would enable the NCDDP to develop a more 
focused approach in implementing activities, and identified the following principles: 

• to concentrate on areas where the prevalence of diarrhoeal diseases in children under 
five years of age is highest, including those areas with ethnic minorities; 

• (0 focus training activities on those health professionals who are in highest need of 
training and who are primary care providers. This might include the private sector; 

• to ensure a high quaUty of case management training, and to provide supervision to 
all newly-trained staff; 
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• to seek increased collaboration with other programmes. in particular ARI. to 
implement combined activities in the areas of training. supervision and 
communication. 

For each problem. conclusions where drawn on feasible actions to be taken. keeping 
these principles in mind. The conclusions formed the basis for the development of the 
recommendations of the review. 

6. CONCLUSIONS AND RECOMMENDATIONS 

6. I Conclusions 

During the period of review (1993-96). the National COD Programme in Viet Nam has 
achieved high levels of implementation in all major programme components. particularly in 
training and communication. The NCDDP has attempted to fully function as a national 
programme and has been able to carry out activities in all four regions and many provinces 
throughout the country. Thc NCDDP is currently playing an active role in pilot-testing an 
imegrated approach to the 11IIegrated Mallagemelll of Childhood IIllless (IMCI). with the 
intention to implement it on a larger scale once initial experience has been gained. The 
transition phase from the current mainly disease-specific approaches to the full introduction of 
integrated delivery will take at least two to three years. During that period. it will be 
important to continue COD programme efforts and to sustain the important achievements 
made during previous years. One step towards greater degrees of integration between 
programmes, which will be essential for the implementation of IMCI. is to achieve 
coordination between COD and other relevant programmes such as ARI and Nutrition. In 
practice. this can be achieved by combining activities (in particular training. communication 
and supervision) during the transition phase. 

The NCDDP has been highly dependent on the availability of external resources; over 
recent years these have considerably decreased. Given the tight funding situation of the 
NCDDP. it seems unlikely that it will be able to maintain the high level of implementation 
overall. and particularly in all parts of the country. The NCDDP must develop clear strategies 
for the transition phase to IMCI. prioritize its activities accordingly and focus on parts of the 
country which are in greatest need. Towards the development of that strategy the following is 
recommended: 

6.1.1 Workplan 

To implement the recommendations, the team developed a workplan for 1996-1997. 
which is attached in Annex 8. Programme staff will use this workplan to adapt the annual plan 
for 1996. 

Agreement about the recommendations and the workplan was reached during plenary 
meeting on the last day of the review. Final discussions were held in a meeting of programme 
staff with the WHO Representative, and UNICEF and WHO staff. For most activities, a 
source of funding was identified. 
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6.2 Recommendations 

6.2. I Planning 

(I) The NCDDP should focus its activities on key target groups and geographical areas in 
greatest need of support. Criteria to develop a more focused implementation strategy would 
most meaningfully include: 

• the epidemiologic pattern of diarrhoea (disease burden of diarrhoea in children under 
five) in different geographical locations; 

• the utilization of different kinds of health services in the various locations; and 

• current case management practices at health facilities and in the home. 

Areas with ethnic minorities may deserve greater attention, in line with the above 
criteria. This supports the national policy of equity of access to health care. 

(2) To develop that implementation strategy, the NCDDP needs to review and collect 
(where needed): 

• epidemiologic data on diarrhoea from the regions and provinces; 

• data on the utilization of health facilities in different geographical areas; 

• data from the a Health Facility Survey (HFS) representing all levels, including the 
commune level; 

• data from other sources, such as a planned World Bank National Health Survey. 

N.B. In relation to the World Bank Survey, the CDD secretariat will liaise with the 
survey design group to ensure that key questions will be incorporated which would help 
to identify high priority areas. 

(3) Towards the end of 199, when the above-mentioned data are available, the NCDDP 
should hold a strategy meeting at central level to review these data and make the necessary 
strategic decisions. Input from WHO and UNICEF to this meeting could be sought. 

(4) Following the strategy meeting at central level, regional planning meetings should be 
held. Sufficient time for effective planning of provincial activities needs to be allowed during 
these regional meetings (three days would be adequate). Consideration should be given to 
organizing these regional planning meetings jointly with the national ARI Programme to 
maximize resources and promote collaboration. 

(5) It is critically important that the NCDDP continues efforts to secure local and external 
resources. 

• the NCDDP should continue to be active in advocating the need for a regular budget 
line in the MOH budget. 

• the CDD secretariat should organize a donors' meeting, including bilateral donors 
and NGOs (possibly in conjunction with ARI, nutrition and other national 
programmes) to present strategies and plans, and to seek additional budgetary support 
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• the NC~DP should collaborate more actively with other disease control programmes. 
As an Inlual step. there should be a greater level of coordination with the national 
ARI Programme to combine training. supervision and communication activities. 

6.2.2 Training 

(6) On a national scale. the NCDDP has achieved high coverage levels in training health 
workers In case management and supervisory skills. However, provinces remain where 
training coverage is considerably below the national average. Information on case 
management practices of trained staff and training needs is currently limited. 

The strategy on training should specify that adequate supervision of trainees needs to 
take place after training, and that sufficient supplies should be available in the health facilities 
to practice standard case management. 

The recommendations 7 to 12 aim to provide guidance on issues to consider in the 
development of that strategy. 

(7) There are concerns that there is a trend towards decreased utilization of Commune 
Health Centres. to the benefit of the private sector. The training of Commune Health Workers 
(CHW) is currently an important activity area of the NCDDP, and potentially large numbers of 
staff in commune health centres require training. The MOH should determine to what extent 
care is sought at this level, and should document trends in utilization of these services. 

Studies to document the utilization of different types of health facilities and the 
determining factors are currently conducted in Viet Nam by the Department of Planning and 
Finance in the Ministry of Health, in collaboration with the Johns Hopkins University, United 
States of America. The NCDDP should liaise with the responsible authorities to obtain 
relevant information and should use the information in the development of its training strategy. 

(8) The NCDDP has limited information on case management practices of trained health 
workers. The Health Facility Survey conducted in 1995 was small in scope, and involved only 
provincial and district hospitals. There is no information about the performance of Commune 
Health Workers. The NCDDP needs more data on case management practices of health 
workers at different levels. The NCDDP should conduct a larger-scale Health Facility Survey. 

(9) There are concerns about the quality of training of Commune Health Workers in CDD 
case management. The training currently lasts three days and consists of lectures on case 
management, communication and prevention. Following the above-mentioned Health Facility 
Survey. the NCDDP should revise the training methodology. WHO recommends that CDD 
case management training meets the follOWing criteria: 

• a minimum duration of three days; 

• use of interactive teaching methods, with substantial time devoted to hands-on clinical 
practice; 

• a minimum of one trainer per four participants; and 

• at least three cases managed by each participant under supervision of the trainer. 

(10) The NCDDP has established a good network of four DTUs and eight mini-DTUs to 
serve as centres for clinical training of provincial and district health staff, as well as centres for 
pre-service training of medical students. However, anecdotal evidence suggests that the 
quality of case management practices and training activities in the centres is variable. 
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The NCDDP should conduct a fonnal evaluation of the DTUs and mini-DTUs, to assess 
(i) the quality of case management practices of the staff. (ii) the quality of training conducted, 
and (iii) the adequacy of the equipment and supplies. WHO will provide examples of protocols 
used in other countries to the NCDDP. 

(11) CDD training has already been included in the curricula in all medical and secondary 
medical schools. The NCDDP should continue to strengthen pre-service training, with 
particular attention to the training of new teachers. 

(12) Physicians and pharmacists in the private sector are playing an increasingly important 
role in the provision of health care in Viet Nam. There are serious concerns about their 
non-rational use of drugs. The National Committee for the Rational Use of Antibiotics is 
currently conducting a study on the sale, use and distribution of drugs and the results will soon 
be available. 

If the NCDDP decides to focus efforts on private physicians and pharmacists to 
influence their management practices, more infonnation will be needed to develop effective 
interventions. The NCDDP should conduct surveys. for example, simulation visits. 

(13) The NCDDP has made good progress in strengthening the teaching on CDD case 
management in medical and para-medical schOOls. The NCDDP should sustain activities in 
this area, to ensure that teachers in the schools have participated in a CDD basic education 
workshop. The NCDDP should provide adequate materials for the students. 

(14) More efforts should be made to conduct combined training on case management with 
ARI (particularly at district and commune level). 

6.2.3 Supervision 

(15) The NCDDP should give priority 10 strengthening the supervision of clinical case 
management. In order to achieve this, the NCDDP should facilitate increased collaboration 
between staff from the Hygiene and Epidemiology units. Clinical practitioners involved in 
CDD case management training in DTUs and mini-DTUs, should conduct joint supervisory 
visits. 

(16) As limited resources are available to conduct supervision, the NCDDP should give 
priority to providing supervision to participants after training, in particular after training in 
DTUs and mini-DTUs. Training plans should include plans for supervisory visits, with 
adequate allocation of funds. The first supervisory visit to newly trained staff should take 
place about six weeks after the training. Staff from the DTU or mini-DTU should be involved 
in conducting the supervisory visits. 

(17) The NCDDP should ensure that supervisors from the different systems, i.e. Hygiene 
and Epidemiology and clinical services, have clear terms of reference and should also ensure 
that they are equipped with supervisory checklists to standardize the quality of supervision. 

6.2.4 Communication 

(\ 8) The NCDDP should follow the recommendations and plan of activities developed 
during a visit by a WHO staff member in November 1995 (see Annex 7). Emphasis should 
be placed on: (a) finalization of messages by conducting home trials and group 
discussions; (b) increased collaboration with the Women's Union; and (c) the use of mass 
media. 
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Support should be sought from UNICEF for materials development. and for local costs 
of the Women's Union collaboration. and for the production and pretesting of television spots. 

(19) The NCDDP should contact the Committee for Rational Use of Antibiotics. and 
organizations supporting mass media. to discllss possibilities for collaboration and support. 

(20) The NCDDP should intensify its contact with other sectors in the government. such 
as the Ministry of Education and Rural Development. as an additional avenue of 
communication activities. The NCDDP should publish health education articles in their 
journals. 

6.2.5 Monitoring and evaluation 

(21) Formal evaluations of the case management practices of trainers and of the quality of 
training in DTUs and mini-DTUs should be carried out. 

(22) The NCDDP should conduct a standard Health Facility Survey. A sample of health 
facilities selected from areas with both high and low levels of programme implementaiton 
should be chosen for the survey. A stratification by type of health facility (provincial hospital. 
district hospital. COllimune health center) would provide information on the quality of case 
management provided at the various levels. This is essential to focus future training activities. 
For external validation. WHO recommends that a consultant be requested to collaborate in the 
implementation of that survey. 

6.2.6 ORS production and distribution 

(23) The NCDDP should review existing data from health facilities to determine if the 
distribution system is effective in providing adequate quantities of ORS. UNICEF should 
support NCDDP in this review. The proposed HFS would also provide data for this. 
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ANNEX 1 

LIST OF PARTICIPAtiTS 

i 
i ParticiJr.!nts Position 
1 
I 1. Prof. Dang Due Trach M~nager, CDD Programme - NlHE 
I 
i 
i 2. Dr. Giuseppe Cubolli \\tEO Represel\lative for VIET NAM 
I I 
1 ., Dr. G. Hirnsehali \J.olIO Staff I ". I 
I I 
I Dr. Morionna Villanent VvlfO Staff I 14. ! 
I I 
15. Dr. B. Daelmans 'NHO Staff I 

I 
I I 

~ Dr. Anthony Stewan WHO Staff I 
i 

Health Project Officer - UNICEF Vie! nam 
I 

17. Ms. Anny PelleTS I 
I I 
I DrlMs. Cao Vie! Hoa Health Project Officer - UNICEF Viet nam I 
18. I 
I 1 
1 Dr. Do Gia Caoh CDD secretariat- NllIE I 19. 1 
1 1 
1 10. Dr. Nguyen Auh Dung CDD secretariat- NllIE 1 

I 
I 1 
I 11 Dr. Tran Dai Thang CDD secretariat- NIHE I 
1 '" 

1 

1 12 . Dr. Nguyen Van Cuong CDD secretariat- NIHE I 
I 

'r Dr. Vu Dinh Thiem CDD secretariat- NIHE 
1 

I j. I 
i 1 
1'4 Dr. I.e Phuong Mai CDD secretariat- NlHE I 
I 1 . I 
I I 

115. Ms. Bui Tam Trinh CDD secretariat- NIHE 1 
I I 
1 16. Dr. I.e Van Tuan Regional CDD Staff - Pasteur Ins. MCHC I 

1 

!17. Dr. Viem Quang Mai Regional CDD Staff - Pasteur Ins. NT 
I 

1 
I 18. Prof. Nguyen Gin Khanh Ha noi Medical School 

119. Dr. Pharn Thuy Nga Breasdeeding Programme - MOH I 
1 

1 ~o . I 
I L • Dr. Nguyen Hong Ngu I Dep. for PrOiection of Maternal and Child Health I 
I 
1 1 -MOH 1 
I I I 
''''1 I ~ . Dr. Pbam Van Tae I Scientific and Training Dep. - MOH I 

1 
I 1 1 
! 22. Dr. Nguyen Xuan Hoi Mini DTV - Saint Paul Hospital in Ha noi 1 

I 

123. Dr. Nguyen Thai HOB Provindal CDD Staff - Centre of Hygiene and 
I Epidemiology - Thua Thien Hue Province 
I , 
, 2" . 11s Hl'ang Vut Nga Health Project Assistant 
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LIST OF DOCUMENTS 

Policy sta tement. 1990 
Household surye)', Hai Phong province. March-April 199~ 
Country progranulle profile, 1993 
Country progranulle profile, 199~ 
Review and planning meeting. 1993 
Review and plalll1ing meeting. 1994 
Cost-efTectiveness study on the control of diarrhoeal diseases 
Focused EtlUlographic Snldy. Phase I 
Follow-up workshop in teaching CDD in medical schools 

ANNEX 2 

To monitor implementation of the CDDIEPI Plan of Action for secondarv medical 
schools, April 1994 . 
Strenthening teaching of COOlE PI in secondary medical schools, November 1994 
Follow-up of the Focused Ethnographic Stud)' and planning for conullunication 
activities. November 1995 
Strengthening teaching of COD and EPI in secondary medical schools, November 1995 
COD Household Suryey, 1992 
Report all six traiI'ling courses on case management for distric( paediatricians. 1993 
Report on the workshop on COOl ARI conulIlmication for kindergarten teachers 
Supen"ision ur CDO programme 
Report on ten training courses on superyisory skills. 199~ 
Focused Ethnographic Snldy. Phase II (Draft) 
ToT cOllrse on diarrhoeal diseases. 1993 
Report on localmanufcll"ing of ORS 
Workshop to strengthen teaching rational use of drugs in medical schools 
DTU reports 
Training sununary 1995 
Report on the Focused Progranune Re"iew, 1992 
Mid-term Plan of Action (1993-1995) 
Progress report 1995 
Training course on the management and control of cholera in Cambodia. Laos and 
Viet Nam. June 1995 



Preparatory day 

(Day 0) 

Day 1 

Day 2 

Day 3 

Day 4 

Day 5 

Day 6 

Final Meeting 

(Day 8) 
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ANNEX 3 

Schedule 

Meeting with the Programme Manager, Professor Trach, and 
staff 
responsible for major activity areas to: 

· introduce the SPR 
· finalize the arrangements 
· discuss about issues of concern to the NCDDP 

Meeting with the Programme Officer, Health in UNICEF 

Introduction of the SPR methodology 

Presentation of the schedule 

Overview of activities in the areas of planning, training and 
communication by national programme staff 

Announcement of the two review groups, namely (i) for training, 
and (ii) for planning, communication, supervision, monitoring 
and evaluation, and ORS 

Review of activities in two groups 

Review of activities continued 

Presentation of the findings in a plenary session 

Identification of problems 

Problem analysis 

Development of recommendations 

Review of recommendations in plenary meeting 

Incorporation of the suggested revisions 

Final review of recommendations in plenary session 

Development of the workplan (programme staff and facilitators) 

Meeting of NCDDP staff with WR, Viet Nam, WHO facilitator 
and 
UNICEF staff to discuss the recommendations and the workplan 



Level 

Central 

1 
Regional 

1 
Provincial 

1 
District 

1 
Commune 

__ .line of authority 
____ • line of supervision 
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Organogram 

Clinical Services 

Central Hospital 

~ 
,. 

Provincial Hospital" -

11 
District Hospital .. --

11/ 
Commune Health / 
Centre ~ 

ANNEX 4 

Preventive Services 

National Institute of Hygiene 
and Epidemiology 

1 
Regional Institutes of 
Hygiene and Epidemiology 
(Pasteur Institutes) 

l 
Hygiene and Epidemiology 
Stations (HES) 

Hygiene *d Epidemiology 
~:gades (HEB) 

/ 
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List of Indicators 

NCDDP, Viet Nam 

eDD programme indicator Source and Result 
date 

ORT (increased fluid intake) plus continued feeding 
Proportion of all diarrhoea cases in children less than 5 years receiving increased amounts oC 
fluid and continued feeding. 

Access to ORS HHS 1995' 100% 
Proportion of the population less than 5 years with a regular supply of ORS available in their 
community. HHS 19942 100% 

100% 
Definition: 99% 
Regular = presence of DRS in stock at the time of the evaluation, and reports that sufficient 

100% stock has been available all or most of the time in the past three months to meet the needs of 
the population. 

Caretaker knowledge of the three rules of home case management HFS 1995 80% 
Proportion of mothers or other caretakers who know the truee rules of home case management. 
The three rules are (1) to give increased amounts of fluid; (2) to continue feeding; and (3) to 
seek treatment outside the home for a child with diarrhoea when appropriate. 

HHS 1995 82% 

HHS 1994 63% 
38% 
31% 
50% 

Cases correctly managed at health facilities 
Pcoportion of diarrhoea cases among children less than S years seen at heallh racilities who 
receive standard case management. Standard case management includes correct assessment and 
advice to caretakers for children who are not dehydrated (Plan A), and correct assessment and 
trealment for children who are dehydraled (PlaM B and C). 

Health facility case management capability for diarrhoea 
The proportion of health facilities with at least one health worker trained in standard case 
management (Where training inCludes practice) and with a regular supply of ORS. 

Definition: 
Regular = the presence of ORS in stock on the day of the survey visil, and facilily reports that 
sufficient stock has been available all or most of the time in the past three months to meet the 
needs of facility patients. 

ORS and/or RHF use (pre-1991 defmition of ORT) HHS 1995 87% 
Proportion of all cases of diarrhoea in children less than 5 years of age who received ORS 
and/or recommended home fluids. HHS 1994 78% 

48% 
44% 
52% 

I Thai Binh province 

2Hai Phong, Tua Thien, Dak Lak and Tien Giang provinces 
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o RS use among those who sought care outside the home . 
Proponion of aU cases of diarrhoea in children less than S years who seek care outside the home 

who received DRS. 

ORT use (increased fluid intake) HFS 1995 80% 
Proportion of aU cases of diarrhoea in children less than S years of age who actually consumed 
more fluid (e.g. ORS. food-based drinks, other recommended fluids, water) during their HHS 1995 87% 
diarrhoea than they usually consume. 

HHS 1994 84% 
72% 
75% 
86% 

Continued feeding HFS 1995 80% 
Proportion of all cases of diarrhoea in children less than 5 years who actually consumed the 
same amount, or more food during theiT diarrhoea than they usually consume. HHS 1995 97% 

HHS 1994 99% 
95% 
95% 
97% 

Cases correctly assessed HFS 1995 71% 
Proportion of diarrhoea cases among children less than S years of age secn in a health facility 
who are correctly assessed. 

Cases correctly rehydrated HFS 1995 82% 
Proportion of children less than S years with some or severe dehydration seen at health racilities 
who 3re correctly rehydrated (orally or intravenously). 

Cases whose caretakers were correctly advised on home case management HFS 1995 82% 
Proportion of diarrhoea cases among children less than 5 years seen at health facilities whose 
mothers (or other caretakers) are correc:tly advised on home case management (increased fluids, 
continued feeding, and careseeking). 

Dysentery cases given appropriate antibiotics HFS 1995 100% 
Proportion of dysentel)' cases among children less than S years seen at health facilities who are 
given appropriate antibiotics. 

Training coverage rates 
training report 

Health worken tmined in cast management 
63% Proportion of health facility workers with responSIbility for treating diarrhoea cases who have 

been trained in standard case management (training must include practice). (hospital 
staff) 

Other pro,4den tmined in case mana~ment 
Proportion of other providers (to be defined in each country) trained in cue management. 

Supervisory staff trained 60% 
a. Proportion of current health staff with supervisory responsibilities who have been trained in (RES) 

supervisol)' skills. 70% 
(REB) 
73% 

b. Proportion of current health starr with supervisory responsibilities who have been trained in (HES) 
case management. 47% 

(HEB) 
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Health facilities with trained staff 
Proportion of health facilities with at least one health worker trained in standard case 
management (training must include practice). 

Exclusive breastfeeding in children less than 4 month old HHS 1995 74% 
Proportion of children less than 4 months who arc exclusively breastfed. 

HHS 1994 41% 
16% 
36% 
6% 

Other: 

Correct knowledge of careseeking HHS 1995 92% 

HHS 1994 70% 
45% 
46% 
62% 

Correct knowledge about fluids HHS 1995 88% 

HHS 1994 87% 
81% 
60% 
79% 

Correct knowledge about foods HHS 1995 100% 

HHS 1994 98% 
96% 
96% 
98% 
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ANNEX 6 

SUBTARGETS FOR 1995 

Indicator i Current 
I status 1992) I 

II. ~umber of children covered! 90% i 
bv CDD ro rarrune I I 

2. Case correctly rehydrated 55% r 

~'~~--------------~------~----__ ~LL-L ______ ~ 13. Cases correctly advised by J5% I 
I the health workers ! I I ! I r 4. Increased fluid inlake rale I 52% 

/ 
60% 

I 80% I HFS 10/1995 I 

I I 87% I HHS 10/1995 I I I I 
15. Rational use of drug in I 25% 70% I I HFS 1011995 I I ,21,4% 

manallemem of diarrhoea 
, ! I 
I ! I 

6. Continue feeding rale I 76% 85% i 86% I HFS 10/1995 i , 
I I 97% I HHS 10/1995 

7. CDD teachers in parsmedicsl T 33% , 100% I 100% ! Training reporr I 
schools have be.:l1 u'ailled I I i I I , 

8, CDD leachers in medical 1 50% 100% i 100% I Follow-up ! 
schools have been {rained 

, 
" I , / ' !vIed. Schools 

I i 1995 I , , 
19. Training on case managemelll i 45% 1 85% I 63% ! Training repon! 

I I 
I for hospital slaffs I I , , 
r 1O.Slaff doing supervision in 1 20% 

! 
40% I 60% i Training repon 

I , 
HES ever {rained , , I 

1 LStaff doing supervision in , 15% 50% 70% I Training report 

HEB ever trained : I 
12.Train CHW on case , 30% 100% 74% Training report 

management 
I I I I 

(.) TIle report of DTUs and mini DTUs in 9-1995: 
Children with correct oral dehydration: 99,59% 
Children with correct intravenous dehydration: 89,73% 

(HFS; Health Facility Survey; HHS; Household Survey) 
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Report of mission to Viet Nam for COO Communication, 
Cathy Wolj7leim 13 - 23 November 1995 

Objectives of the mission: 

ANNEX 7 

Based on the recent Focused Ethnographic Study (FES) and on other information 
provided by UNICEF, to assist the National COO Programme to: 

define priority messages to be promoted 

determine the most appropriate methods by which these messages should 
be communicated 

help plan the activities the NCOOP should carry out 

Summary of Recommendations: 

1. The National COD Programme (NCOOP) should follow the plan of activities 
described on page 12 of this report. Emphasis should be placed on a) the 
finalization of messages by conducting home trials and group discussions, b) 
increased collaboration with the Women's Union, and c) mass media. 

2. Messages should focus on the problems of antibiotic (and other) drug use, and on 
increased feeding during diarrhoea. Regional differences in terminology and foods 
should be taken into consideration. 

3. The NCOOP should contact other organizations involved in Rational Use of 
Drugs promotion, such as Save the Children/UK and SIDA, and other 
organizations supporting mass media, such as CARE/International, to discuss 
possibilities for support and collaboration. 

4. Support should be sought from UNICEF for such items as materials development, 
and for local costs of the Women's Union collaboration and of television 
production and pretesting. 

5. Consideration should be given to developing television spots according to the 
process described in the WHO/UNICEF/COD do~ument, Radio guide. 
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Activity plan for 1996: 

1. a. Conduct home trials of messages defined for increased feeding (according to 
the methodolugy described in the FES protocol, and discussed during this visit). 

b. Conduct group discussions for messages on use of antibiotics (following a 
methodology similar to that carried out in Vinh Phu during this visit). 

Home trials and group discussions may be conducted in one region only. 
Messages will then need to be linguistically adapted to the other two regions. 

Target date: January 1996 

USE THE MESSAGES DETERMINED BY THE HOME TRIALS AND 
GROUP DISCUSSIONS for the following: 

2. Develop, pretest, and produce printed materials (leaflets) to be distributed by the 
Women's Union and the Red Cross. Target date: April 1996 

3. Give UNICEF the "new" messages and materials for integration into other 
activities. Target date: May 1996 

4. Hold initial seminars with Women's Union about the CDO programme and 
appropriate home care for diarrhoea, with emphasis on the two priority problems. 
Distribute materials for mothers. 5 seminars with 100 participants each, at 
Province level. Target date: as soon as materials are 

printed. 

5. Evaluate follow-up activities in at least two provinces after 3-months' time. 

6. Hold seminars with Red Cross, similar to those for Women's Union. 

7. Continue seminars for private sector. 

8. Develop television spots (two sets: one for North, one for South) on use of 
antibiotics. Note: the broadcasting should be repeated yearly. 

Target date: Begin development in March
April, broadcasting June-September in the 
North, September to December in the South. 

9. Monitor and evaluate exposure to television spots in urban areas. 
Target date: North: October-November 1996, 
South: January-February 1997 



Plan of activities in major activity areas 1996-1997 
National Control of Diarrhoeal Diseases Programme 

Viet Nam 

Activity Area: Planning and evaluation 

Activity For whom By whom 

Evaluate the DTUs and mini-DTUs 4 DTUs and 8 mini-DTUs NCDDP in 
collaboration with 
WHO consultant 

Conduct a Health Facility Survey Selected provinces and NCDDP in 
districts collaboration with 

WHO consultant 

Review available epidemiological NCDDP NCODP 
data to determine priority areas for 
diarrhoeal disease control. 

Review the data obtained in the NCDDP NCODP, Ministry of 
study on utilization of health Planning and Finance 
facilities 

Review available data and develop NCCDP NCDOP, 2 staff from 
an implementation strategy in 4 regions, 2-3 staff 
preparation of the annual review and from DTUs, WHO, 
planning meetings UNICEF 

Conduct 2 regional review and national, regional, NCDDP 
planning meetings provincial/ district staff 

Establish collaboration with World NCODP NCDDP 
Bank and contribute in the design of 
the WB Health Survey to be 
conducted in 1997 

When Funding 

To be planned WHO funding in 
during actual 1997 
training courses, in 
1997 

Planningl 
- Oct. WHO USS 30,000 

Survey - Nov.96 

July - September 96 MoH 

November 96 MoH 

November 96 WHO 
(3 days) 

December 96 WHO 
(each meeting 
2-3 days) 

July 96 -> MoH 

1 Including the assessment whether one survey in selected areas representing the country can be held, or whether separate surveys are needed for the North 
and the South .. 

~ 
co 

... .... 



Activity Area: Training 

Activity For whom 

Conduct 10 CDD/AM case staff of district health 
management courses. Provide facilities 
follow up to each participant after from High Plateaux 
each course and other priority 

areas 

20 participants per 
course 

Conduct 4 Training of Trainers staff from provincial 
courses on CDD case level 
management and AM in mini-
DTUs, and provide follow-up 15 participants per 
after each course course 

Conduct 4 regional supervisory staff from provinces 
skills courses and districts (HES and 

HEB) 

Conduct 4 COD case clinical staff from 
management training including selected provinces 
control of cholera 

Conduct 3 CDD/AM workshops selected secondary 
for new staff from secondary medical schools 
medical schools (ToT) 

---- - --- --

By whom When 

central, regional and 1996 -> 
provincial trainers 

central and regional 1996 -> 
trainers 

national and regional 1996 -> 
staff 

NCDDP 2 courses in 1996 

NCDDP 1996 -> 

Funding 

WHO 
including 
supervisory visits 

WHO 
including funds for 
follow up of newly 
trained trainers 

WHO 

WHO 
(EMC funding) 

WHO 

---- --

I 
x 
00 

... 
N 



Activity Area: Training 

Activity For whom 

Conduct 3 breastfeeding clinical staff from 
counselling courses (40 hours) selected districts and 

provincial hospitals 

Print materials on cholera control 
and dysentery (2000 copies) 

Translate and print Guidelines for 
the control of epidemics due to 
Shigella dysenteria type 1 

Print Readings on Diarrhoea for 
education in medical schools 

Print CDD manuals for education 
in secondary medical schools 

By whom 

NCDDP in 
collaboration with 
the national 
breastfeeding 
secretariat (MCH), 

NCDDP 

NCDDP 

NCDDP 

NCDDP 

When Funding 

1996 -> 

1996 WHO 

1996 WHO 

1996 WHO 

1996 WHO 

~-

f 
'" 
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Activity Area: Communication 

Activity For whom 

Conduct home trials for messages Home trials in 
developed based on FES selected districts 

Revise and fmalize messages 
based on the results of the home 
trials 

Develop and reproduce health 
education materials on COD and 
nutrition 

Conduct workshops on COD for Women's Union 
members of the Women's Union 

Publish messages on COD in 
journals 

Develop television messages on 
COO and nutrition 

Plan for a communication study 
(based on FES) in ethnic minority 
areas 

Activity area: ORS production 
and distribution 

Review the data of the health 
facility survey to assess the 
adequacy of the ORS distribution 
and take actions as required 

By whom When 

NCDDP August - Sept 96 

NCDDP in October-
collaboration with November 96 
WHO consultant 

NCDDP November 96 -> 

NCDDP November -
December 96 

NCDDP November -
December 96 

NCDDP November 96 -> 

NCOOP 1997 

NCDDP, UNICEF October 96 

Funding 

MoH, possibly 
UNICEF 

WHO 

UNICEF 

UNICEF 

MoH 

UNICEF 
possibly SlDA 

MoH 

MoH, UNICEF 
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