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NOTE 

The views expressed in this report are those of the part1c1pants in the Review of Integrated 
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SUM:MARY 

Between 26 November and 14 December 2001, a team reviewed the status and 
implementation of the Integrated Management of Childhood illness (IMCI) strategy in VietNam. 
IMCI has been in operation since 1996, and a review was carried out in 1999. The main 
emphases of the fmdings of that review were on the need to develop all three components of 
IMCI and to expand implementation systematically. 

In addition to examining the achievements and constraints of implementation of!MCI, the 
present review aimed to focus particularly on the relationship ofiMCI to the programmes, 
projects and institutes which work for the health of mothers and children at all levels. 

The review team examined the organization and management of IMCI at all levels, with 
particular emphasis on the role, strengths .and weaknesses of the national level IMCI Technical 
Group and Steering Committee. The team visited provinces, districts and communes to observe 
the implementation ofiMCI as well as aspects of programmes concerned with the health of 
mothers and children at all levels. In HaNoi, Ho Chi Minh City and elsewhere as the 
opportunity arose, the team held discussions with staff of a wide variety of programmes, 
institutes, nongovernmental organizations (NGOs) and other bodies concerned with child health 
and IMCI. 

The main issues arising from the review are: 

Organization and management 

IMCI is seen as a strategy, the intention of the Ministry of Health being that all 
programmes concerned with the health of children less than five years of age will adopt its 
approaches as a basis for their activities. In practice, although there has been good collaboration 
in the development of IJ\1CI guidelines and materials and some programme staff have taken part 
in IMCI training, IMCI has not yet been adopted as a strategy to any great extent by the vertical 
programmes that provide most of the direction and resources for child health. 

The structure, position and resources of the IMCI Technical Group were quite appropriate 
for the early stages of implementation of IMCI, but the demands during the present phase of 
expansion now require a focus with more capacity and authority. 

The vertical nature of the health system makes it difficult for managers at any level to plan 
jointly or to make use of resources across project boundaries. Present donor policies tend to 
contribute to the verticality of the system. This situation makes it difficult to fund integrated 
activities such as IMCI unless they have been built into the original designs of the funded 
projects. Some major donors (United States Agency for International Development (AUSAID) 
and Danish Agency for Development Assistance (DANIDA) in particular) have done this, and 
the projects are providing training on a large scale in eight provinces. Much of the rest of the 
IMCI activity has been funded on an ad hoc basis, which makes long-term planning or 
development difficult. 
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Training and follow-up 

More than 600 commune health workers (CHWs), mainly doctors, assistant doctors and 
nurses, have received in-service training in the past two years. The quality of training and its 
effect on health worker performance are encouraging. The training, however, has been spread 
too thinly over a large number of provinces, and most provinces have only a handful of districts 
and communes in which IMCI activity is taking place. Under these circumstances IMCI has not 
become a major focus in most of the operational provinces. 

Pre-service medical training has started in one medical school and will soon start in others . 
The medical schools are excited about this development, which is well fourided and will in the 
near future provide a large number of doctors and other CHW s with an understanding of IMCI. 
The only concern is that no effort has been made to plan the preparation of provinces and 
districts in conjunction with the IMCI training of the doctors and others who will come to work 
in their health facilities. 

Pre-service training is also planned in secondary medical schools. The potential output of 
these schools is enormous, but the team was concerned that the insertion ofiMCI into this 
training had not been adequately planned. 

Given that neonatal mortality is currently the largest contributor to infant mortality in 
VietNam, there is a great need to improve basic newborn resuscitation/care as well as the 
management oflow birth weight, premature and sick newborns at all level in the country. The 
team explored ways in which IMCI training could be linked, through training and follow-up, to 
the development of skills in antenatal, delivery and postnatal care. 

Strengthening the health system 

IMCI has m3:de some contribution to the strengthening of the health system. Drugs 
supplies are generally well organized, but IMCI has provided useful impetus to ensuring that the 
minimum drugs are available. 

There are a number of small-scale experiments with integrated supervision, but none are 
being widely applied and the IMCI Technical Group has not been able to develop a standard 
approach to supervision. 

Referral is a problem in many remote and disadvantaged areas. The team found that 
CHW s were managing well in areas where referral is not possible, using their previous training 
supplemented by Annex E of the Treat the Child Module. Work is under way to provide 
guidelines and other support to referral hospitals. 

Community child health 

There are many community health activities in VietNam which have a bearing on the 
health of mothers and children. IMCI has recently started the introduction of community-based 
activities focusing on the 16 key family practices ofiMCI. This does not target areas where 
IMCI training is being implemented. There is at present no specific IMCI community activity in 
the country, but IMCI has a role to support and assist the coordination of the existing community 
activities. The IMCI Technical Group need to define this role and to select and develop 
appropriate tools for the provinces, districts and child health programmes to use. 
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Recommendations 

The report contains a number of proposals for action under each topic. The following list 
is of those proposals to which the review team gives high priority: 

1. Coordination of IMCI activities at national level 

Appropriate elements of the IMCI strategy need to become an integral part of all 
programmes concerning the health of children. 

The Ministry of Health should facilitate the adoption of the IMCI strategy by programmes, 
including national programmes and NGO interventions, by establishing a body charged with 
responsibility for: 

• technical support to policy development on integrated care of mothers and children, 

• advocacy for the IMCI strategy, 

• coordination of the use of integrated tools and methodology by programmes and 
projects concerned with the health of mothers and children, and 

• promotion of operational research and development aimed at enabling effective 
integrated child and mother care, including the development of tools for effective 
integrated supervision and community activities. 

This body should be provided with the staff and funds to carry out these tasks and should 
be situated within the Ministry of Health at a decision-making level from which it can actively 
promote the implementation of policy by concerned programmes and institutes. 

2. Joint planning for mother and child health at provincial level 

In order to address both the absence ofiMCI approaches in projects and the lack of inter 
programme and donor coordination, the IMCI Coordinating Body should work with the 
Department of Project Coordination to develop a joint mother and child health programme at the 
provincial level which makes use of IMCI approaches and tools. 

A model for a process of planning which would include the concerned mother and child 
health programmes, the provincial health office and interested donors may be developed in three 
provinces currently under consideration for a project to be funded by the European Commission 
(see page 13 of this report). 

This model may provide a starting point for the development of ''basket funding" for 
mother and child health on a larger scale. 

3. Collaboration with vertical child health programmes 

The IMCI Coordinating Body should explore with each of the vertical child health 
programmes and NGOs and other partners practical ways in which elements of IMCI, such as 
integrated training or supervision, or approaches to counselling, nutrition and breastfeeding, can 
be applied to the programmes. The aim would be to plan for the use by the programmes, using 
their own resources, ofiMCI methods and tools. 
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4. Sharing of experience on IMCI implementation 

The IMCI Coordinating Body should arrange for the documentation and sharing among 
provinces, districts and partners of useful experiences in the implementation ofiMCI. These 
might include the development and use of tools for integrated supervision, different training 
schedules, coordination among vertical programmes and experience in community health 
development. This may be achieved through periodic meetings at national or provincial level, 
through visits to implementation sites and/or or through circulation of reports and materials. 

5. Adaptation of guidelines 

The IMCI Coordinating Body, in collaboration with appropriate programmes and 
institutions, should undertake a formal review of the IMCI clinical guidelines in the light of 
technical developments and changing needs to ensure that the guidelines are effective, practical 
and relevant to the needs of children in VietNam. 

6 . Skills development for child health and IMCI 

In-service training 

The IMCI Coordinating Body should ensure that priority for in-service training is given to 
achieving the targets for training coverage in those provinces and districts that have already 
started training. 

The operational research agenda of the IMCI Coordinating Body should include 
examination of practical and effective options for skills development ofhealth workers in 
different situations, for example formal and informal on-the-job training and support through 
integrated supervision. Alternative training methods should not be used without the agreement 
of the IMCI Coordinating Body. 

Follow-up after training is an essential part of the skills development process. The follow
up must be planned and budgeted as part of all in-service training, and linked to the regular 
supervision system. The IMCI Coordinating Body should monitor its implementation and 
results. 

Pre-service training 

IMCI should continue to be introduced into the pre-service training in medical schools, the 
methodology being developed on the basis of experience shared among the schools. The 
implementation ofthis training should be coordinated with the introduction of integrated child 
care in provinces, so as to ensure that new graduates are supported in the use of integrated child 
health skills. 

The introduction ofiMCI into secondary medical schools should be planned carefully 
case-by-case, to ensure that IMCI is an integral part of the curriculum and to avoid imbalance 
between the :Supply of trained paramedical staff and the capacity of the provinces and districts to 
supervise and support them. · 

Training in perinatal care 

A contribution to the reduction in perinatal and neonatal mortality may be made by 
coordinating the training of midwives and the training of commune and district level health staff 
who care for children, so that both have the skills needed to resuscitate newborn infants and to 
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provide clinical care for neonates. Coordination may be achieved through the use of the Young 
Infant element ofiMCI in pre-service and in-service training of midwives. Guidelines on the 
integrated management of pregnancy and childbirth are becoming available from the Ministry of 
Health and WHO and may be used to support training of both CHWs and midwives. 

Appropriate equipment for the resuscitation of newborn infants should be made available 
in all health facilities and for all health workers providing delivery services. 

7. Community child health 

The IMCI Coordinating Body should take specific action to defme what IMCI can offer to 
community health development and to ensure that community projects take advantage ofiMCI. 

The first step should be to gather information on the various projects in community child 
health that are under way in VietNam. The analysis of this experience should be used to select 
and develop tools to guide provincial and district health authorities, NGOs and others in 
strengthening community programmes for the health of mothers and children in their particular 
settings. 

8. Implementation of IMCI in the coming years 

In addition to the above-mentioned activities to strengthen the organization and 
management ofiMCI, the implementation ofiMCI in the next 12 to 24 months should focus on: 

• consolidating implementation in the provinces currently involved with IMCI. This 
should include the development and implementation of all three components ofiMCI to 
provide full coverage in those districts in which IMCI is introduced. Implementation 
should include strengthening the role of the provincial health authority in coordinating 
IMCI activities and providing technical support to districts; 

• making possible the implementation of all three components of IMCI by developing and 
introducing in these provinces IMCI tools and approaches for: , 

)> strengthening health services, including integrated supervision and monitoring 

)> strengthening community activities relating to the health of mothers and 
children; and 

• working with the concerned programmes to improve monitoring of maternal and child 
health programme activities to provide information needed at each level to assess the 
outcome of the programmes and activities strengthened by IMCI. 
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INTRODUCTION 

Status of child health in VietNam 

VietNam has made impressive gains in child health during the past decades. According to 
official health statistics, the infant mortality rate (IMR) fell from an estimated 160 in 1960 to 
under 40 deaths per 1000 live births in 1999. Under-5 mortality has fallen faster than IMR, 

1 
reaching 42 deaths per 1000 live births in 2000. More than 96% of children under-one year of 
age were fully immunized against six common diseases and rates of infection and mortality from 
these diseases have been considerably reduced. 

There is a close association between provision and use of reproductive health services and 
infant and child mortality. In the period 1995-97, 71% of deliveries were attended by trained 

2 3 
health personnel , 71% of pregnant women received two tetanus toxoid immunizations and 8% 

4 
of newborn babies had low birth weight. 

Available data suggest that VietNam's performance in reducing maternal mortality has 
been remarkable. From 1990 to 1999, the maternal mortality rate was reduced from 200 to 100 

deaths per 100 000 live births.
5 

These overall national rates on maternal care obscure large 
differences in maternal mortality among regions. The Central and Northern Highlands, which 
are rural and mountainous and are home to populations living in remote areas, have the highest 

6 
levels of mortality- up to 418/100,000 live births. Most maternal deaths occur in the 
postpartum period, a vulnerable period also for the infant. 

A number of issues in child health call for improvement. As other causes of infant 
mortality decline, neonatal mortality remains high and accounts now for the largest number of 
infant deaths. Child malnutrition remains a major problem in VietNam, with more than a third 
of children under 5 years of age being underweight and stunted. Newly emerging diseases, such 
as HN/AIDS and hepatitis B, and health hazards such as accidents and injuries are increasing 
among children. The knowledge and habits of parents and communities regarding child health 
and nutrition are still limited. Access to safe water and sanitation and care for disabled children 
remain to be improved, particularly in remote and mountainous areas. 

1 
General Statistical Office. 

2 
National Strategy on Reproductive Health Care 2001-2010. 

3 
NCPFP 1999. 

4 
General Statistical Office 2000. 

5 
National Strategy on Reproductive Health Care 2001-2010. 

6 
IDT/MTG Progress Report, VietNam United Nations Country team, July 2000. 
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There are growing disparities in child health indicators among regions and populations. 
Children in remote and mountainous areas have generally poorer health and nutritional status. 
The growth of the market economy is emphasizing the direct association of poverty with infant 
mortality. These significant differences in child health indicators refleet the large regional 
disparities in socio-economic levels and access to health services. 

Investments in preventive interventions such as immunizations and vitamin A 
supplementation and primary health care interventions such as control of diarrhoeal diseases 
(CDD) and acute respiratory infections (ARJ) have played an important role in VietNam's 
achievements in maternal and child health. These programmes have been built vertically from 
the central to the commune level, and have little association with each othet. Although these 
programmes have individually been successful, the lack of integration has resulted in overlap in 
many activities such as training, monitoring and supervision. This imposes a burden on 
commune health workers (CHWs) and compromises the quality of care. 

History of IMCI in VietNam 

The Ministry of Health officially endorsed Integrated Management of Childhood illness 
(IMCI) as a strategy for improving child health care in 1996. That same year it also established 
an IMCI Steering Committee and an IMCI Technical Group (IMCITG). The IMCI training 
material was adapted and field-tested in 1997. The first IMCI facilitators' training course was 
held in March 1998, followed shortly by the training of provincial and district health authorities 
in two pilot provinces (Son La province in the north and Soc Trang province in the south of the 
country). The same year the training of commune health workers started in Mai Son district (Son 
La province) and My Tu district (Soc Trang province). 

During the early implementation phase, the activities were mainly focused on the first 
component (Improving Health Workers' Skills). After the national IMCI review and planning 
meeting in Aprill999, the expansion phase started and the IMCITG made efforts to include 
activities for improving the health system (IMCI component 2) and improving family and 
community practices (IMCI component 3). 

On 21 October 1999, the Minister ofHealth issued directive No 08/1999/CT-BYT, 
promoting IMCI as an important strategy to achieve national objectives for child health and 
urging the disease-oriented programmes, departments in the Ministry of Health and provincial 
health services to take part in the implementation ofiMCI in the country. The IMCI strategy is 
stated in the Strategy for People's Health Care and Protection for the Years 2001-2010, which is 
the primary policy document for health sector development in VietNam. The review team noted 
that despite this, few documents on child health or primary health care make explicit mention of 
IMCI. 

IMCI is being supported by the Ministry of Health and several international donors in 
VietNam and as of December 2001 is being implemented to some extent in 37 districts in 
30 provinces. 
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Background and rationale of the review 

In 1996, VietNam moved to introduce IMCI in an attempt to improve and rationalize the 
care of children and to overcome some of the problems associated with the vertical structure of 

7 
the health care system. In 1999, after two years of implementation, the progress was reviewed. 
The main recommendations of the review addressed the organization and management of IMCI 
and the importance of implementing all three components of IMCI in order to achieve the 
maximum benefit from the strategy. A plan for expansion of implementation was made on the 
basis of the findings of that review. 

An important concern of the first review was the status and situation· of IMCI in the health 
system. This continues to be an issue, and the terms of reference of the present review focus in 
particular on the relationship ofiMCI to the programmes, projects and institutes which work for 
the health of mothers and children at all levels. 

Objectives of the review 

> To evaluate the components of all three components ofiMCI in VietNam in relation to 
their objectives and the feasibility for long term implementation of the operational 
methods and procedures that have been used so far. 

> To examine the actual and potential role of IMCI in the broader framework of child 
survival and development. 

> To provide a basis for decisions on the future development ofiMCI as an element of 
maternal and child care. 

> Perinatal and neonatal mortality and morbidity account for a large part of infant 
mortality in VietNam, and these are determined to a great extent by the health of the 
mother. The review aimed to explore how to establish links between activities using the 
IMCI strategy and ongoing and new interventions targeting neonatal, prenatal and 
perinatal health, malnutrition and maternal health. 

The review team 

In order to have the features and the benefits of an external review and also to grasp 
differences in the implementation of the IMCI strategy within various region of the country, the 
review team included a WHO consultant, WHO staff from the country and regional offices, 
members of the national IMCITG from the north and the south and advisers from partner 
agencies. The members of the review team are listed in Annex 1. 

Method of work and activities 

During the first week the team gathered in HaNoi, reviewed documents provided by the 
IMCITG and the concerned programmes and institutes, and visited a wide range of concerned 
programmes; institutes, departments, nongovernmental organizations (NGOs), donors and other 
bodies to interview the key informants. Visits in HaNoi are listed in Annex 2. 

7 
Review of the early implementation of the Integrated Management of Childhood illness 

(Jlv1CI) and planning for expansion, April1999. (WP)CHD/ICP/CHD/001-E. 
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During the second week the team divided into two groups for visits to provinces. One 
group visited two provinces in the north of the country (see Annex 3) and the other visited 
Ho Chi Minh City and two rural provinces in the south of the country (see Annex 4). 

Discussions were held, using guiding questions prepared beforehand. The clinical 
performance ofllv1CI-trained staff was observed when possible at provincial; districts and 
commune health facilities. Equipment and drugs required for IMCI were inspected. Discussions 
were also held with obstetric staff, and equipment for delivery and resuscitation was inspected. 
Clinic and supervision records were reviewed. 

Following the provincial visits the team reassembled in HaNoi and summarised the data. 

Immediately after the provincial visits, the review team had a debriefing meeting with the 
IMCITG. A special meeting of the Interagency Support Group was organized at which the team 
presented for discussion its preliminary findings, conclusions and recommendations. The 
meeting invitation, agenda and list of participants are included in Annex 5. This was followed by 
a short workshop attended by staff of various departments and programmes. Possible solutions 
to some of the major constraints identified by the team were discussed. The focus was on the 
organization and management of WCI. During this period there were also several meetings with 
theiMCITG. 

The review team prepared its final conclusions and recommendations following this 
meeting and discussed them with the WCITG, the WHO Representative and the Deputy Director 
of Project Coordination Department of the Ministry of Health. 

FINDINGS 

1. ORGANIZATIONS AND MANAGEMENT 

1.1 Centralleve1 organization 

The IMCI Steering Committee, which was established in 1996, has provided high-level 
technical and political support to the introduction and implementation ofiMCI. The IMCI 
Steering Committee represents most of the programmes and departments that are concerned with 
WCI. It has the potential to provide both technical and political suppo,rt to the decisions and 
activities of the WCITG both through the individual departments represented in its membership 
and as a whole. In practice the Steering Committee has proved valuable in providing visibility 
and legitimacy to IMCI at a high level, particularly through its Chairman (Permanent 
Vice-Minister of Health, Professor Pham Manh Hung) but it has been much less actively 
involved with the technical issues and concerns of the Technical Group. The changing demands 
ofiMCI may make such involvement more important in the future. 

In 1996, an IMCI Secretariat was established to organize the initial stages ofintroduction 
and implementation ofiMCI. The Secretariat was renamed the IMCI Technical Group 
(IMCITG) in 1998. The IMCITG has been an effective body during these early phases. It has 
provided direction and drive to the enterprise and successfully guided the adaptation of 
guidelines and the orientation of national and provincial level bodies. It has overseen the training 
courses for facilitators and supervisors and supported the training courses and follow-up in 
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provinces, using funds made available for the purpose from various donors. As the scale of 
implementation of the training and the number of donors and other players has increased, the 
IMCITG has found it progressively more difficult to keep track of events. 

The IMCITG has official standing as an advisory group. There are six staff in the IMCI 
Secretariat nominally employed to work on IMCI, but in practice their time is shared with other 
projects. The Group receives an annual budget of about US$3000 to cover the administrative 
costs of the Secretariat, but it has no funds for necessary meetings or other activities. 

The Review found a growing concern in the IMCITG, matched by doubts among some 
IMCI partners, about its capacity to implement the increasingly complex tasks that the full 
implementation of IMCI will require. In particular, in addition to assisting the consolidation of 
training and skills development, the further development of IMCI calls for: 

• the selection or development and introduction of operational tools, including those 
needed for integrating supervision and monitoring and for the IMCI support to 
community family health activities; 

• relevant elements of the IMCI strategy to be adopted by the programmes concerned 
with child health and included in their implementation plans; and 

• the development and support to practical approaches to joint planning, including 
donor coordination. 

Constraints 

In addition to specific technical skills, the tasks that the IMCITG needs to carry out 
reqmre: 

• the authority to promote the collaboration of national programmes and other bodies; 

• funds to pay for coordination activities and technical support; and 

• dedicated human resources to carry out an increasingly demanding workload of 
routine and new activities. 

The Review concluded that the present IMCITG does not have these things, and that this 
will hamper the future development of IMCI. 

Proposed actions 

• The Ministry of Health should review the managerial and organizational needs for the 
future development of IMCI and establish a body charged with responsibility for policy 
development, advocacy, coordination of integration of technical inputs and promotion of 
operational research aimed at enabling effective integrated child and mother care, including 
the development of necessary tools and methodology. This body should be provided with 
the staff and funds to carry out these tasks and should be situated~within the national 
Ministry of Health at a decision-making level from which the implementation of policy can 
be enforced. 
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• The IMCI Steering Committee should be maintained to support whatever coordinating body 
the Ministry establishes. This body will be referred hereafter in this report as the "IMCI 
Coordinating Body". 

1.2 Provincial level organization 

All the provinces visited had received orientation about IMCI before starting activities. 
Some had gone on to establish IMCI steering and/or executive groups. Two of the provinces 
visited by the review team had done this. The other two successfully planned and managed 
IMCI training and follow-up through the Centre of Preventive Medicine, the Department of 
Planning and the Medical Office ofthe Provincial Health Services. 

Where IMCI groups had been set up, these structures in practice did little more than bring 
together programmes and institutions which normally collaborate closely. They seemed to offer 
no obvious added value. This was particularly true because of the lack of flexibility in the use of 
the budgets of vertical programmes. When some degree of joint planning and budgeting can be 
established (see proposals below), it may be more valuable to have a coordinating group for 
mother and child health instead ofiMCI alone. 

1.3 Planning and management of integrated care 

The technical and financial support for health care for children and mothers is provided 
largely through a series of vertical national programmes and projects. These include acute 
respiratory infections (ARI), control of communicable diseases (CDD), maternal and child health 
(MCH), Malaria Control, Nutrition, Vitamin A, Deworming and Parasitic Diseases, Iodine 
Deficiency, expanded programme on immunization (EPI), Dengue Fever Control, Injury 
Prevention, Breastfeeding Promotion and Family Planning, Antenatal Care and Essential 
Obstetric Care. These programmes and projects are planned and budgeted at the national level 
with extensive fmancial support from donors. There is little collaboration among them. 

The activities of the programmes are implemented as appropriate at national, provincial, 
district and commune level. The provincial and district health offices have little or no authority 
to change the implementation plans or use the budget for other activiti~s than those planned. The 
individual programmes have their own procedures for monitoring, supervision and reporting. 

Richer provinces often have funds raised at provincial level through the People's 
Committee, and the health authorities may negotiate to use some of these funds for child health 
activities. One province (Thai Nguyen) has funded an IMCI training course in this way. This 
source of funds is rarely available in the poorer provinces, where maternal and child health 
indicators are less good. 

There is little coordination of the donor inputs into mother and child health. There are 
special groups of donors formed to address common interests such as HN/AIDS, but there is no 
group for maternal and child health. There have been tentative discussions on the possible 
introduction of Sector-Wide Approaches (SWAPS) in VietNam, but no decision has been made. 

Constraints 

The system of planning and funding described above is a serious obstacle to IMCI 
implementation. Unless a project specifically includes IMCI - as does, for example the 
Australian Agency for International Development (AusAID)-funded VietNam-Australia Primary 
Health Care Project for Women and Children, which operates in four provinces, provincial or 
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district health authorities cannot use programme or project funds for IMCI training or other 
activities. 

While recognizing the value of IMCI, some programme managers look on its methods, 
including the case management procedure and the training and follow-up, as being expensive, 
time consuming and not practical for the long term. Many programmes are not yet been fully 
convinced of the role that IMCI could play in the achievement oftheir objectives. Some, 
including BPI, nutrition and the Health Education Centre, which are represented in the IMCITG, 
have sent staff to be trained in IMCI. The National Institute for Nutrition played an active role 
in the design of the IMCI mother's card. 

Proposed actions 

• The IMCI Coordinating Body should help the vertical programmes and institutes to 
understand what IMCI can offer to the achievement of their objectives. This will require 
first that the complete range of IMCI inputs be available, including tools and approaches 
for integrated supervision and improved referral care, as well as for the strengthening of 
community health activities (see below). 

• The IM CI Coordinating Body, with the technical support of the United Nations Children's 
Fund (UNICEF) and WHO, should explore in detail with each of the vertical child health 
programmes and NGOs and other partners practical ways in which elements of IMCI, such 
as integrated training or supervision, approaches to counselling, nutrition and breastfeeding 
or the strengthening of village level communications, can be applied to the programmes. 
The aim would be to enable the separate programmes to include IMCI tools and approaches 
in their planning and budgeting for the existing projects in the next implementation period, 
and to build them into the planning for new projects. 

• In order to address both the absence of IMCI approaches in projects and the lack of inter 
programme and donor coordination, the IMCI Coordinating Body may work with the 
Department of Project Coordination to develop a joint mother and child health programme 
at provincial level which makes use of IMCI approaches and tools. 

• The proposed European Commission (EC)-funded project for three provinces (Thai Binh, 
Binh Thuan and An Giang) is an opportunity to develop a model for this approach. The 
IMCI Coordinating Body and the concerned mother and child health programmes may 
work together with the EC and other donors and agencies supporting child health in these 
provinces (at present AusAID and the United Nations Population Fund (UNFPA) to 
prepare with the provincial health authorities a joint plan for mother and child health. The 
plan would address the needs identified by the population and district authorities and would 
be implemented at provincial, district and commune levels. The donors concerned would 
be encouraged to fund the project jointly, using matching reporting procedures. 

1.4 Sharing of experience 

Different agencies, programmes, provinces and districts in the country have had different 
experiences with implementing standard IMCI and other child health procedures. Some have 
develope~ and tried different ways of achieving child health objectives. These include, for 
example, ways of training and supervising workers, and approaches to community development 
and education. Many of these are on a small scale. The Review noted that there was little 
exchange of information on these projects. Not only would such projects benefit from knowing 
about the work of others, but the process of developing a standard set of approaches for 
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integrated mother and child care child must start with a thorough examination of the experiences 
in the country. 

Proposed action 

• The IMCI Coordinating Body should arrange for the documentation and sharing among 
provinces, districts and partners of useful experiences in the implementation of IMCI. 
These might include the development and use of tools for integrated supervision, different 
training schedules, and coordination among vertical programmes and experience in 
community health development. This may be achieved through periodic meetings at 
national or provincial level, through visits to implementation sites and/or through 
circulation of reports and materials. 

2. IMPLEMENTATION OF IMCI 

IMCI activity so far has focused very largely on improving the clinical performance of 
health workers through in-service and pre-service training and ensuring the availability of 
essential drugs. There has been less activity in other essential areas of the health service, 
particularly supernsion. Work on the third component ofiMCI, improving family and 
community practices, has started on a small scale in a few communes with limited direct 
technical support of the IMCITG. 

The pressure to focus on health worker training has come in part from donors, to whom 
training offers a clear outcome, and in part from the fact that well-tried'tools exist for this 
component, which can therefore be implemented without lengthy development. As noted above, 
the IMCITG does not have the resources needed to develop the tools needed for other 
components. 

2.1 Skills development 

2.1.1 In-service training 

Achievements 

Tables 1 to 3 summarize the achievements in in-service training: 

Table 1. Distribution of IMCI training 

Administrative unit Total in VietNam Total with IMCI training activities 

Provinces 61 30 

Districts 622 37 

Communes 10 511 334 
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Table 2. Personnel trained with 11-day course 

Indicator To April1999 April1999 to Total 
"December 2001 

11-day courses 6 41 47 

11-day courses for CHW s 4 28 32 

Total staff trained on 11-day 113 846 959 
course 

CHW s trained on 11-day course 81 600 681 

Districts with IMCI-trained staff 3 34 37 . 
Provinces with IMCI-trained staff 2 28 30 

Communes with IMCI trained staff 50 284 334 

Communes with >60% staff 20 77 97 
trained 

11-day courses conducted at 5 18 23 
provincial hospitals 

Table 3. Training offacilitators 

Indicator To April April1999 to Total 
1999 December 2001 

5-day facilitator courses 2 14 16 

Facilitators 32 246 278 

National 32 19 51 

Provincial 0 226 ' 226 

Medical schools 2 42 44 

Secondary medical 3 32 35 

schools 

Training units 2 14 16 

It should be noted that the facilitators have been dravvn mainly from the north and the 
south of the ~ountry. There are few IMCI facilitators available in the central part of the country. 
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These tables show that a large amount of training has been carried out. Table 4 
summarizes the information on the quality ofthis training, using the standard IMCI indicators. 

Table 4. Quality of training 

Indicator Up to April April 1999 to Up to 

1999 December 2001 December 2001 

Mean participants for a training 20.1 +3.4 21.6 + 4.5 21.4 + 4.4 
course 

Mean facilitators for a training 8.7 ± 1.5 7.7 ±2.4 7.8 ± 2.3 
course 

Facilitator: participant ratio 1:3 -1:4 1:3-1 :4 1:3-1:4 

Mean % of course time used for 31% 45% 40% 
clinical practice 

Mean patients seen per participant 10.8 ± 5.5 13.2±6.1 13 ± 6.1 

Mean % patients with two or more 64%±_9% 66% ±15% 65 % ± 15% 
classifications 

Mean % cases correctly assessed 74.3 ± 12.2 83.8 ±__10.2 83.0 ± 10.6 

Mean % cases correctly classified 74.8 ± 10.4 85.8 ± 7 84.8 ± 8 

Mean % cases correctly treated 71 ± 18.5 85.9 ± 9 84.6 ± 11 

Percent cases correctly counselled 62.3 ± 9.3 78.2+19.7 76.8 ± 19.5 

The data arising from follow-up of trained workers reinforce the impression that the 
training was generally of high quality (see below). 

There were concerns about training being planned and carried out by the National Health 
Support Project (funded by the World Bank) where, because ofbudgetary restrictions, the 
number offacilitators was set at two for 24 participants at the beginning of the project (1999 to 
2000). After negotiation with IMCITG the number of facilitators was set at five for 24 
participants for one course in 2001. There are no plans for follow-up. This training is included 
in the tables. 

Training activities have been supported by WHO and UNICEF and by three donors: 

• Danish Agency for Development Assistance (DANIDA) has supported training and 
follow-up visits in four southern provinces. DANIDA has been working in close 
collaboration with Children's Hospital Number 1 in Ho Chi Minh City. The department of 
community health of Children's Hospital Number 1 is responsible for out-reach activities 
and IMCI implementation in several project provinces. 

• The VietNam -Australia Primary Health Care Project for Women and Children, supported 
by AusAID, has been working with Children's Hospital Number 2 in Ho Chi Minh City 
and the University of Medicine and Pharmacy to improve the skills of CHWs in four 
southern project provinces. 
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• Since 2001, the Support to Disadvantaged Areas (SDA) project funded by Swedish 
International Development Agency (SIDA) has been supporting the training of health staff 
in three northern project provinces. 

As the tables above shows, although a good number of provinces and districts now have 
some staff trained in Th1CI, in most provinces the coverage is very low: Most of the 
implementing provinces have trained staff in only a small number of districts. Less than a third 
of the communes with trained staffhave achieved the target of60% of the staff in the commune 
health station being trained. This means that in many of these commune health stations there is 
only one trained staff member, which is too few to meet the needs or to ensure the dissemination 
ofiMCI case management. · 

Although most in-service IMCI training follows the 11-day course, the team saw plans in 
one secondary medical school for a five-day in-service training on Th1CI which was to cover the 
whole set of modules. There may be other experiments underway elsewhere. 

The cost of the training course- between US$3000 and US$5000 for 24 participants- is 
expensive by Vietnamese standards and this causes concerns over the sustainability of training 
by this method, except where there are liberal donor funds. 

Proposed actions 

• The emphasis should shift to pre-service training as the mainstay of skills development. 

• The operational research agenda of the IMCI Coordinating Body should include 
examination of practical and effective options for skills development of health workers in 
different situations, for example formal and informal on-the-job training and support 
through integrated supervision. The first step in this should be to review any ongoing 
experiments of this sort. 

• Those responsible for planning in-service training for IMCI should have flexibility to adapt 
the content and method of training to suit the needs of the target group of trainees. To 
ensure the quality and effectiveness of the training, changes in content, method or duration 
of training should only be made with the collaboration and agreement of the IMCI 
Coordinating Body. 

• In order to improve the comprehension of IMCI training by CHWs, visual training aids 
should be developed, such as video and photo booklets, portraying children of East Asian 
origin. 

• In-service training should be focused on achieving effective coverage in those districts and 
provinces in which training has started. Except where donor funds are provided for 
specific provinces or districts, in-service training should not start in new provinces until 
accepta~le coverage has been achieved in those that have already started. 

2.1.1.1 Performance of trained heath workers- Follow-up 

Jhe review team observed the work of CHW s and other health staff at provincial, district 
and commune levels. In general, in busy facilities at referral and district level, doctors and 
assistant doctors tended to use the IMCI guidelines selectively or not at all. Triage of one sort or 
another was practised in several such facilities, sometimes using the IMCI General Danger Signs. 
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CHW s, who usually had more time to manage children, were observed to be following 
IMCI guidelines methodically and correctly, and providing good quality treatment and 
counselling. 

It is believed that about 45% percent ofiMCI-trained CHWs have been followed up at 
least once after training. This is not adequate. The IMCITG does not have complete information 
on follow-up . The information that the team saw shows good adherence by the CHW s to the 
skills they have learned. 

Tables 5 to 8 below show data from Vo Nhai District, Thai Nguyen Province, on the 
follow-up of 14 CHS staff and one health worker in the district hospital outpatient department 
within two months of their training. 

Table 5 . Assessment 

Correctly assessed for all danger signs 12/13 
Correctly assessed for 4 main symptoms 7/13 
Weight checked 12/13 
Immunization status checked 13/13 
Mean time - minutes 29 

(range 18 to 45) 

Table 6. Treatment 

Correctly referred 111 
Correct pre-referral treatment 1/1 
First treatment dose at CHS 5/5 
Received correct treatment 4/4 
Nutrition counselling 8/11 
Counselling on home care 12/12 

Table 7. Caretaker's knowledge 

Knew how to give oral medicine 4/5 
Knew how to give ORS 112 
Knew 3 principles of child care 6/11 

Table 8. Space and equipment 

1. Examination area 

Timing device 15/15 
Scale 15/15 
Recording forms 15/15 
Mother's card 15/15 
Examination tools 10/15 
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2. Diarrhoea treatment 

Active ORT comer 7/15 
Water for preparing ORS 6/15 
Equipment for preparing ORS 7115 

3. Immunization 

Space for immunization 15/15 
Follow schedule correctly 15/15 
Difficulties with immunization 11/15 

4. Records 

15115 
5/15 

5. Drugs 

All 10 IMCI drugs available* 0/10 
Drug management book available 15/15 
Drug management correctly recorded 5/15 

*The only deficiency in almost all cases was methylene blue. 

Proposed action 

• Follow-up after training is an essential part of the skills development process. The follow-up 
should be planned and budgeted as part of all in-service training and linked to the regular 
supervision system. The IMCI Coordinating Body should monitor its implementation and 
results. 

2.1.1.2 Linking IMCI with other in-service child health training 

There is a great need to improve basic newborn resuscitation/care as well as the 
management of low birth weight, premature and sick newborns at all level in the country. As a 
part of the effort to reduce neonatal mortality, it is necessary to improve the care of the newborn 
particularly at the commune level. Skills in resuscitation, initiation ofbreastfeeding and the 
management of the sick neonate should be strengthened. The care of the newborn and the young 
infant rests particularly with midwives at the commune health stations. 

Proposed actions 

• The MCH programme may consider introducing into the in-service training or on-the-job 
training of midwives the elements relating to newborn care from the WHO guidelines for 
Integrated Management of Pregnancy and Childbirth, which are currently being translated. 
These guidelines adopt a similar approach to the IMCI guidelines for the Young Infant. 

• To support these skills, integrated supervision (see below) should include clinical 
supervision of nurses, midwives and assistant doctors trained in essential obstetric care, 
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including care of the newborn. This is an opportunity to strengthen the supervision of all 
clinical care at conunune health stations. 

2.1.2 Pre-service training 

Medical schools 

The teaching ofiMCI to fourth and sixth year medical undergraduates started in January 
2000 at the University of Medicine and Pharmacy in Ho Chi Minh City. The experience to date 
has been encouraging. About 360 doctors graduate from the university each year. 

The university has trained teachers from medical schools. This training has been 
supported by the Netherlands-VietNam project for Improving the Teaching in Eight Medical 
Schools. The university also plans to introduce IMCI into the two-year programme for the 
Master in Paediatrics, and is providing outreach teaching for both doctors and assistant doctors in 
three provinces. With the assistance of a workshop in October 2001: 

• medical schools are now making plans to introduce IMCI into their training. So far 44 
medical school staff have been trained as IMCI facilitators. 

• Thai Nguyen Medical School, which is a community-oriented medical school, intends to 
include IMCI in the fourth and sixth years and to include it in community experience. 
This valuable approach offers the possibility of introducing students to childcare in a 
broad conununity development setting; a useful model to follow. The school expects to 
be turning out IMCI-trained students from the end of2003. The school also admits 
about 200 four-year graduates each year and expects the first IMCI-trained group to 
graduate in 2002. 

It is expected that most schools will have started training for some students by the end of 
2002. 

Secondary medical schools 

There are 70 secondary medical schools in the country; 60 at provincial level and 10 at 
central level. They graduate more than 10 000 paramedical staff each year. WHO supported a 
workshop on IMCI training in secondary medical schools in October 2001. The decision at this 
workshop was to pilot such training in two schools, Thai Nguyen and HaNoi. The methodology 
and the necessary materials were to be developed before any training started. The process would 
be reviewed after one year and two years. 

The review team visited the Thai Nguyen Secondary Medical School. The school was 
planning to start large-scale training early in 2002, using standard training material, probably 
over a period of 14 days. As IMCI was not in the official curriculum the school was seeking 
funds to pay both the teachers and the students for participation in the training. The training 
seemed to have been incompletely planned. The review team recommended to the school and 
the provincial health office that the plan be reviewed, with input from the IMCITG as needed. 

The students from this school will be working in districts in a number of provinces in the 
north and east of the country. Most of these provinces have not yet started to implement IMCI. 
Without supervision and support and in the absence ofiMCI-trained colleagues in the commune 
health stations, it is likely that most of the trainees will have difficulty implementing their IMCI 
skills. 
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Proposed actions 

• Planning of IMCI training in secondary medical schools should follow the systematic 
process outlined in the workshop. 

• As far as possible, students receiving training in IMCI should be sent to work in provinces 
where they can be supervised and supported in using their IMCI skills. 

• The introduction of pre-service training in IMCI at secondary medical schools should be 
planned in conjunction with the preparation of provinces and districts to supervise and 
support the graduates. 

• The IMCI Coordinating Body, together with the Department of Science and Training, should 
initiate the development of materials and the planning of implementation of pre-service 
training in a small number of secondary medical schools to provide a sound basis for wider 
expansion of IMCI training in these schools. 

Linking pre-service training in obstetrics and paediatrics 

The revision of curricula to include IMCI is an opportunity to close the gap between 
obstetrics and childcare and ensure that students receive a good grounding in newborn and 
neonatal care. 

Proposed actions 

• Linkage of obstetric and paediatric care in teaching may be achieved by exposing students to 
both the IMCI guideline for the care of the young infant and the guidelines for Integrated 
Management of Pregnancy and Childbirth. 

• Since March 1998, the Ministry of Health, Departments of Science and Training and 
Maternal and Child Health and Family Planning have been introducing the WHO/UNICEF 
Breast-feeding Counselling Training Course into the curriculum for midwives in 31 
secondary medical schools. In the future, the integration of elements of IMCI into the 
teaching programme for midwives needs to be linked up with the WHO/UNICEF Breast
feeding Counselling Training Course, as the two courses teach many similar elements on 
breastfeeding to students. 

2.1.3 Guidelines and materials 

The IMCI chart booklet and training materials were adapted and translated in 1995/1996. 
Various small changes have been made since then, and more than one version of the chart 
booklet is in circulation. There has not been a systematic review of the chart booklet or the 
training materials. 

The rt:view team learned that the charts are now out of date in a number of areas, including 
the management of dengue fever, and that the fever boxes in particular are seen as needing 
revision. 

Proposed action 

• The IMCI Coordinating Body should organize with appropriate programmes and institutes a 
systematic review of the IMCI chart booklet and materials. This review should primarily 
update the management of the conditions originally covered. In addition, the scope of the 



- 21 -

guidelines may be reviewed, in particular in relation to the care of the child in the first week 
of life or the inclusion of elements of psychosocial development of the infant and child. 
WHO can provide technical materials and support. 

2.2 Strengthening the health system for mother and child health 

2.2.1 Planning for implementation of IMCI 

The IMCITG adapted the WHOIIMCI Planning Guide and included instructions for the 
provincial health authorities on how to start the implementation of the IMCI strategy in a 
province. These instructions have been endorsed by the Ministry of Health. The IMCITG has 
distributed the Guide to a number of provincial authorities. The review team found that this was 
a well-prepared and useful document, but that it had not been used in the provinces visited, 
which were largely limiting their activities to the training component. 

Proposed action 

• The IMCI Coordinating Body should distribute widely the adapted IMCI Planning Guide to 
all provincial health authorities and partners working on IMCI, and be involved in the initial 
planning phase of IMCI implementation at provincial level. 

2.2.2 Drugs supplies and equipment 

Drugs for childcare are provided to commune health stations through the Department of 
Pharmacy and through some vertical programmes (ARI, Malaria Control and the Vitamin A 
Programme). In principle drugs and treatment are provided free for children under five years 
old. 

There have been experiments in revolving drug funds mainly in the DANIDA supported 
project provinces, but this approach is not generally seen as necessary. On the contrary, main 
problems related to drugs appear to be over prescription and irrational use of drugs. 

The review team found that essential drugs were generally available at commune health 
stations. The only persistent deficiency was methylene blue, which is used for skin infections. 
The regulations concerning the use of intravenous fluids by CHW s are inconsistent between 
places and need to be clarified so as to allow them to treat children with severe dehydration and 
possibly other severe classifications at the commune level. 

Essential equipment for IMCI- timing devices, scales and cups - were also available. 

None of the commune health stations had effective equipment for resuscitation of the 
newborn. 

2.2.3 Supervision 

SuperVision of mother and child care from province to district and from district to 
commune is organized vertically. Each programme or project has its own checklist, information 
requirement and supervision schedule. IMCI is generally not included in such programme 
supervision, and none of the programmes is addressing the needs of the child as a whole. 
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Supervision from provincial level involves the focal points for each programme. At the 
district level the programmes are represented by a small number of staff, and supervisory visits 
therefore combine the content of several programmes, although the information collected is 
recorded separately for each programme. 

The present supervision system is inefficient and time consuming. Attempts to integrate 
supervision are being made by the SIDA Support to Disadvantaged Areas (SDA) project. The 
project bases the supervision on the activities that are carried out to meet the defined needs ofthe 
community. This can include Th1CI. The intention is to move from programme-based towards 
geographical-based supervision and combine the supervision needs from all the vertical 
programme into a routine, integrated and supportive supervision system. 

WHO has made some attempts to collaborate with the SDA project team to develop a 
training manual and course for integrated and supportive supervision to CHW s for district health 
authorities. 

UNICEF's Community-Based Monitoring (CBM) project also gives a guide to more 
coordinated supervision. 

Proposed action 

• The Th1CI Coordinating Body, with support from WHO, should take the lead in working 
with the child health-related programmes and the Department of Planning to develop an 
integrated supervision process and tools which serve the minimum needs of all. It should 
include active support and supervision of clinical care of children as well as antenatal and 
delivery care, including the care of the newborn. It should draw on and simplify the 
techniques ofTh1CI follow-up. The first step should be to assemble and analyse the 
experience of ongoing projects. 

2.2.4 Referral care 

Referral of children with severe illness and women with complications of labour is a 
problem for many remote areas. A workshop on "Improving the Quality of Paediatric Hospital 
Care" took place in Hanoi from 21-23 November 2001. It concluded, on the basis of a review of 
paediatric care in three district and three provincial hospitals, that in general the quality of care 
for sick children at district level was inadequate, and it made recommendations for the 
introduction of improved guidelines for the care of children at referral level and other action to 
improve facilities, including closer collaboration between obstetrics and paediatrics departments 
to improve the quality of neonatal care. 

Proposed actions 

• The WHO manual "Management of the Child with Serious Infection or Severe Malnutrition 
-Guidelines for care at the first-referral level in developing countries" has been translated 
into Vietnamese, and will be adapted for use in VietNam as soon as possible. 

• The review team found that CHWs in areas where referral was difficult were managing 
children with severe classifications in the commune health stations, using their basic training 
supplemented by skills learned from Annex E of the Treat the Child module. Most 
commune health stations are supplied with second line antibiotics, including Gentamicin, and 
intravenous infusions. · 
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• The first section of the WHO manual concerns emergency triage and treatment. This is 
important for the survival of the severely ill child in busy health facilities, and its use should 
be promoted particularly for national and provincial hospitals. 

2.2.5 Health management information 

In November 2001, the Th1CITG and the Department ofPlanning ofthe Ministry of Health 
jointly submitted a proposal to WHO on how to link the Th1CI classifications with the national 
health information system. One objective of the project will be to assist CHWs in reporting 
effectively the main diseases affecting children without increasing their already heavy burden of 
registration. 

2.2.6 The private health sector 

Private pharmacies and health care workers are providing an increasing proportion of 
primary care for families. Private care is used by all economic sections of the population, but is 
more prevalent in urban and more prosperous areas. 

Private pharmacies and clinical practitioners are in principle registered with the provincial 
health office. Registration requires the fulfilment of criteria of training and experience. These 
criteria are less stringent in rural areas. There is a system of inspection, which varies in content 
and regularity. It is mainly concerned with administrative issues, but has been used by the 
malaria programme in a small-scale experiment as a channel for information and supervision. 

More than 80% of private clinical practitioners also work in the public health sector. 
Clinical practitioners are not permitted to sell medicines, although it is widely admitted that they 
do so, either directly or through partnership with pharmacies. 

The Ministry of Health acknowledges that it is difficult to ensure the quality of care given 
outside the public sector. There is no system of accreditation on the basis of continuing 
education, and the professional associations do little to control the practices of their members. 

Proposed actions 

• Private practitioners, clinicians and pharmacists, working within the community have been 
recruited into community health programmes in a few areas, apparently with success. This 
model may be considered in planning for community child health activities in the context of 
Th1CI (see below). 

• Private practitioners have been included in IMCI training in a few courses, but there is no 
information on the effect of the training. This may be extended, particularly if there is a 
move towards shorter training courses, which may be more attractive to private health 
workers. As IMCI clinical standards become more widely known and accepted, it may be 
possible to include them as part of the standard inspection system for both clinicians and 
pharmac~sts, linking the process to the distribution of educational material. 

2.3 Community child health and IMCI 

The 1999 plan for expansion ofWCI specified that all three components ofiMCI would 
be introduced in a balanced way. In practice this has not happened. The great majority of the 
work on Th1CI has been on improving the clinical practice of health workers. Activity in any 
other area, such as improving supervision and ensuring the availability of drugs, has been with 
the same aim. 
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The IJ\!ICI Mother's Card was revised and field-tested in August 1999. Since 
December 1999, it has been distributed to CHW s in most of the IJ\!ICI project districts. The 
review team found the card being used by most of the CHWs. 

In 1999, two officers from the Centre ofHealth Education of the Ministry of Health joined 
the IJ\!ICITG. In October 1999, they developed a film on IJ\!ICI implementation in VietNam. 
This film is shown to provincial and district health authorities during IJ\!ICI orientation meetings. 

Planned action on the third component of IJ\!ICI, improving family and community health 
practices, has so far taken place only in a small number of districts, particularly those funded by 
DANIDA. In these districts VHWs and volunteers have been trained on health education for 12 
key family practices. This project is currently being evaluated. 

The Centre of Health Education and Communication collaborated with the IJ\!ICITG to 
develop training materials for trainers, CHWs and VHWs on the communication of key family 
practices to mothers' groups. The IMCITG then worked with Son La province health authorities 
(one of the pilot provinces) to introduce integrated health communication activities in MaiSon 
district. In August 2000, the Centre of Health Education trained 38 village health workers from 
two communes in communication skills and in best family practices for keeping children and 
families healthy. In July and September 2000, those trained VHWs organized several 
communication sessions for mothers' groups in their villages. The groups included women of 
childbearing age and mothers with children less than five years of age. · 

In February 2001, UNICEF introduced the 16 key family practices of IMCI to the Ministry 
of Health and institutes in a workshop. Following the workshop, UNICEF and the Ministry of 
Health's Centre of Health Education and Communication developed together a protocol and a 
questionnaire for a quantitative household survey to assess key family practices throughout the 
country. The survey tool was field-tested and finalized in April2001. In May 2001, the survey 
was conducted in eight rural districts and one urban district. Three IJ\!ICI districts were included 
in the survey. 

In August 2001, WHO hired a consultant to assist the Health Education Centre and 
UNICEF to develop a protocol and to train staff in conducting a qualitative survey to further 
assess the key family practices. The results of the survey will be used to develop and plan for 
community-based activities to target family behaviours throughout the country. The project will 
include training ofCHWs and VHWs, using guidelines which include individual elements ofthe 
IMCI chart but without IJ\!ICI' s integrating structure. 

There is no explicit intention to associate this community activity with the actual or 
planned improvement of care in the health facilities through IJ\!ICI in the districts or communes. 

Even if there are so far only a few IJ\!ICI-specific community projects, there are a large 
number of important community health projects with a bearing on the health of mothers and 
children. Two of particular significance are outlined below, but there are others with varying 
objectives run by individual NGOs, including PLAN International, World Vision and USA Save 
the Children: 

• The National Institute of Nutrition, also working with the Health Education Centre, has a 
control of malnutrition programme in districts in a number of provinces which focuses 
on the nutrition of mothers and children. For children it includes growth monitoring, 
nutrition counselling and the management of malnutrition. It is training and equipping 
VHWs and CHWs. 
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• The Support to Disadvantaged Areas (SDA) project, funded by SIDA, is working in two 
districts in one province. It uses a (PRA) approach to define the community's health 
priorities and to produce a village health plan. The district and provincial health 
authorities support the implementation of the plan. The implementation is monitored 
using an integrated supervision process. The project is seen as a pilot, and will be 
evaluated before the end of the project in 2002. It is operational in some communes in 
which IMCI training has taken place. SDA has supported the IMCI training. 

2.3 .1 The role of IMCI in community health development 

Because there are so many community health activities already in place, the role ofiMCI 
in VietNam should be seen mainly as contributing to the effectiveness of these and filling 
important gaps. In addition to providing improved clinical care, IMCI can promote closer and 
more effective ties between the community and the health services, with advantages for health 
education, nutrition, maternal care, care seeking and attention to the community's health 
priorities. 

Proposed actions 

• The IMCI Coordinating Body should take specific action to define what IMCI can offer to 
community health development and to ensure that community projects take advantage of 
IMCI. 

• The first step should be to gather information on the various projects in community child 
health that are under way in VietNam, including CBM, the SDA project, the malnutrition 
control project and the community IMCI project run by Children's Hospital No.1. 

• The analysis of this experience should be used to select and develop tools to guide provincial 
and district health authorities, NGOs and others in strengthening community programmes for 
the health of mothers and children in their particular settings. 

• Technical support should be provided for this urgent task. 

3. RECOMMENDATIONS 

The report contains a number of proposals for action under each topic. The following list 
is of those proposals to which the review team gives high priority: 

1. Coordination of IMCI activities at national level 

Appropriate elements of the IMCI strategy need to become an integral part of all 
programmes concerning the health of children. 
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The Ministry of Health should facilitate the adoption of the IM:CI strategy by programmes, 
including national programmes and NGO interventions, by establishing a body charged with 
responsibility for: 

• technical support to policy development on integrated care of mothers and children, 

• advocacy for the IM:CI strategy, 

• coordination of the use of integrated tools and methodology by programmes and 
projects concerned with the health of mothers and children, and 

• promotion of operational research and development aimed at enabling effective 
integrated child and mother care, including the development of tools for effective 
integrated supervision and community activities. 

This body should be provided with the staff and funds to carry out these tasks and should 
be situated within the national Ministry of Health at a decision-making level from which it can 
actively promote the implementation of policy by concerned programmes and institutes. 

2. Joint planning for mother and child health at provincial level 

In order to address both the absence of IM:CI approaches in projects and the lack of inter 
programme and donor coordination, the IM:CI Coordinating Body should work with the 
Department of Project Coordination to develop a joint mother and child health programme at 
provincial level which makes use of IM:CI approaches and tools. 

A model for a process of planning which would include the involved mother and child 
health programmes, the provincial health office and the interested donors may be worked out in 
three provinces currently under consideration for a project to be funded by the European 
Commission (see page 13 of this report). 

This model may provide a starting point for the development of basket funding for mother 
and child health on a larger scale. 

3. Collaboration with vertical child health programmes 

The IMCI Coordinating Body should explore with each of the vertical child health 
programmes and NGOs and other partners practical ways in which elements ofiMCI, such as 
integrated training or supervision, or approaches to counselling, nutrition and breastfeeding, can 
be applied to the programmes. The aim would be to plan for the use of IMCI methods and tools 
by the programmes, using their own resources. 

4 . Sharing of experience on IMCI implementation 

The IM:CI Coordinating Body should arrange for the documentation and sharing among 
provinces, districts and partners of useful experiences in the implementation ofiM:CI. These 
might include the development and use of tools for integrated supervision, different training 
schedules, coordination among vertical programmes and experience in community health 
development. This may be achieved through periodic meetings at national or provincial level, 
through visits to implementation sites or through circulation of reports and materials. 
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5. Adaptation of guidelines 

The IMCI Coordinating Body, in collaboration with appropriate programmes and 
institutions, should undertake a formal review of the IMCI clinical guidelines in the light of 
technical developments and changing needs to ensure that the guidelines are effective, practical 
and relevant to the needs of children in VietNam. 

6. Skills development for child health and IMCI 

In-service training 

The IMCI Coordinating Body should ensure that priority for in-service training is given to 
achieving the targets for training coverage in those provinces and districts that have already 
started training. 

The operational research agenda of the IMCI Coordinating Body should include 
examination of practical and effective options for skills development ofhealth workers in 
different situations, for example formal and informal on-the-job training and support through 
integrated supervision. Alternative training methods should not be used without the agreement 
of the IMCI Coordinating Body. 

Follow-up after training is an essential part of the skills development process. The follow
up must be planned and budgeted as part of all in-service training. The IMCI Coordinating Body 
should monitor its implementation and results. 

Pre-service training 

IMCI should continue to be introduced into the pre-service training in medical schools, the 
methodology being developed on the basis of experience shared among the schools. The 
implementation of this training should be coordinated with the introduction of integrated child 
care in provinces, so as to ensure that new graduates are supported in the use of integrated child 
health skills. 

The introduction of IMCI into secondary medical schools should be planned carefully 
case-by-case, to ensure that IMCI is an integral part of the curriculum and to avoid imbalance 
between the supply of trained paramedical staff and the capacity of the -provinces and districts to 
supervise and support them. 

Training in perinatal care 

A contribution to the reduction in perinatal and neonatal mortality may be made by 
coordinating the training of midwives and the training of commune and district level health staff 
who care for children, so that both have the skills needed to resuscitate newborn infants and to 
provide clinical care for neonates. Coordination may be achieved through the use of the Young 
Infant element of IMCI in pre-service and in-service training of midwives. Guidelines on the 
integrated management of pregnancy and childbirth are becoming available from the Ministry of 
Health and WHO and may be used to support training of both CHWs and midwives. 
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Appropriate equipment for the resuscitation of newborn infants should be made available 
in all health facilities and for all health workers providing delivery services. 

7. Community child health 

The Il\1CI Coordinating Body should take specific action to define what IIVICI can offer to 
community health development and to ensure that community projects take advantage ofiMCI. 

The first step should be to gather information on the various projects in community child 
health that are under way in VietNam. The analysis of this experience should be used to select 
and develop tools to guide provincial and district health authorities, NGOs and others in 
strengthening community programmes for the health of mothers and children in their particular 
settings. 

8. Implementation ofiMCI in the coming years 

In addition to the above-mentioned activities to strengthen the organization and 
management ofll\1CI, the implementation ofiMCI in the next 12 to 24 months should focus on: 

• Consolidating implementation in the provinces currently involved with IMCI. This 
must include the development and implementation of all three components of Il\1CI to 
provide full coverage in those districts in which IMCI is introduced. Implementation 
should include strengthening the role of the provincial health authority in coordinating 
IMCI activities and providing technical support to districts. 

• Making possible the implementation of all three components of IIVICI by developing 
and introducing in these provinces IIVICI tools and approaches for: 

)> strengthening health services, including integrated supervision and 
monitoring, and 

)> strengthening community activities relating to the health of mothers and 
children. 

• Working with the concerned programmes to improve monitoring ofMCH programme 
activities to provide information needed at each level to assess the outcome of the 
programmes and activities strengthened by IMCI. 
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VISITS IN HANOI 

Centre for Health Education 

Department of Family Planning and Maternal and Child Health 

Department of Paediatrics, Hanoi Medical School 

Department of Project Coordination 

European Union Health System Development Project 

European Union Malaria Control Project 

IMCI Technical Group 

National Institute of Hygiene and Epidemiology 

National Institute ofPaediatrics 

National fustitute of Malariology, Parasitology and Entomology 

National Institute ofNutrition 

National fustitute of Tuberculosis and Respiratory Diseases 

PLAN International 

Support to Disadvantaged Areas (SDA) Project, SIDA 

Save the Children Fund USA 

UNICEF 

WHO 

World Vision futemational 

ANNEX2 



-32-



-33-

VISITS IN PROVINCES IN THE NORTH 

Tuyen Quang Province 

Provincial health office and hospital 

Tuyen Quang Secondary Medical School 

Chern Hoa district health office and hospital 

Tri Phu Commune health station 

One village 

Thai Nguyen Province 

Provincial health office and central hospital 

Thai Nguyen Medical School 

Thai Nguyen Secondary Medical School 

Vo Nhai District health office 

People's Committee Office in Vo Nhai District 

Phu Thuong Commune health station 

Phu Thuong village 

Mo Ga village 

ANNEX3 
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VISITS IN HO CHI MINH CITY AND PROVINCES IN THE SOUTH 

Ho Chi Minh City 

University of Medicine and Pharmacy, Department ofPaediatrics 

Children's Hospital Number One 

Children's Hospital Number Two 

DANIDA IMCI Project 

Vietnam-Australia Primary Health Care Project for Women and Children 

Long An Province 

Provincial health office 

Provincial hospital 

Ben Luc District health centre 

Thanh Phu Commune health station 

Tan Buu Commune health station 

One private practitioner 

Vinh Long Province 

Provincial Health Office 

Provincial hospital 

Vung Liem District health centre 

Vung Liem Brigade of Hygiene and Epidemiology 

Hieu Thanh Commune health station 

One private practitioner 

ANNEX4 
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ANNEXS 

MEETING INVITATION FROM THE MINISTRY OF HEALTH 

Excellency, 

The Ministry of Health would like to invite you to the Extended International Support Group Meeting as follows : 

Time: 
Venue: 

Participants: 

8:15, December 12, 2_001 
Meeting room. Ha Noi University of Public Health, 138 Giang Vo, Ha Not 
See attached list of participants 

The meeting will focus on the following topics : 

1) Implementation of IMCI strategy in Vietnam in the past two years 2) Preparation towards application of mini-SWAP in the Health Sector 

Discussion on technical issues and development of plan on integration of maternal and child health care in line with the orientations of the Ministry of Health will be continue in the afternoon to December 13, 2001. Please see attached agenda for further information and participation. 

We would be most grateful if you could confirm your attendance, including names of participants to Mr. Bui Dai Thu or Mr. Nguyen Thanh Hoang tel./fax: 846 4319, or e-mail: amc-moh@hn.vnn.vn) . 

Thank you very much for your cooperation and support. 

PERMANENT VICE-MINISTER OF HEALTH 

PRAM MANHHUNG . 
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AGENDA 
EXTENDED INTERNATIONAL SUPPORT GROUP (lSG) MEETING 

December 12-13, 2001 
!v!oderator: Prof Pham Manit. Hung, Permanent Vice-Minister of Health 

Co-moderator: Mrs. Pascale Brudon, WHO Representative 

Time Content l Speaker 

December f2, 2001 (morning) 

8:15-8:30 Registration 

8:30-8:35 Introduction Dr. Hoang Hiep, Deputy directo~ 
ofPCD, MoH -

8:35-8:40 Opening Prof Pham Manh Hung 

Reviewing implementation ofiMCI 
Dr. Nguyen Anh Dung, IMCI 

8:40-9:00 strategy in Vietnam in the past two 
Secretariat 

years 

9:00-9:10 WHO speech WHO Representative 

9:10-9:30 Findings ofiMCI evaluation mission 
Dr. David Robinson, WHO 
consultant 

9:30-9:50 
Recommendations on llvlCI Dr. Tran Minh Nhu Nguyen, 
implementation in Vietnam \VHOIWPRO officer 

9:50-10:15 Discussion All participants 

10:15-10:30 Tea break 

10:30-10:45 Needs for IMCI expansion 
Dr. Nguyen Anh Dung, ilvfCI 
Secretariat 

MoH policy and orientations in 

10:45-11:15 
expanding IMCI in Vietnam towards 

MoH 
application of min-SWAP in the 
.Health Sector 

11:15-12:00 Discussion All participants 

12:00- Closing morning session Prof Pham Manh Hung 

December 12, 2001 (afternoon) and December 13, 2001 

Presentation and discussion on 
technical issues and development of 
plan on integration of maternal and For interested participants 
child health care in line with the 
orientations of the Ministry ofHealth 
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LIST OF INVITEE SIP ARTit:IP ANTS 

AGENCIES I NAME I ADDRESS I TEL/FAX 

A. Multilateral Agencies 

WHO Mrs. Pascale Brudon, WHO Vrm:O, 63 Tran Hung Tel: 943 3734 
Representative , D.m St, Ha Noi Fa:-..: 9433740 -
Mr. C~s Tunon, Programme brudon!2iaMn.wro. who. int 
Management Officer -- whola'ivtn:wuro.who.int 
Dr. Nadia Meyer, Medical 
Officer, 
Dr. "David Robinson. Consultant 
Dr. Tran Minh Nhu Nguyen, 
WHO/WPRO office 

·Mrs. Babara Bale, Reproductive 
Health Project 

UNICEF Mr. Morten Giersing, UNICEF "[J""Jr;JCEF Vietnam. 72 Tel: 9421170 ext. 212. 258 
Representative . R.;:;Thuong Kiet, Ha Fax: 9422641 
Dr. Ellen Barclay. l'f;:Qi Mobile: 
Chief of Health and Nutrition gnlen@unicef.o rg 
Programme 
Dr. Pham Ngoc Len. 
Project Officer - Health & 
Nutrition 
Dr. Cao Viet Hoa. Project officer 
Dr. Ha Huu Toan. Assistant 
Project Officer 
Dr. Nguyen Ngoc Trieu. Project 
Assistant 

UNFPA Mr. Orner Ertur. UNFP A 1\.JNFPA. Tel: 823 6632/3 
Representative 3iiDb Giang Vo Fax: 823 2822 
Ms. Mette Ide Dalager DaYidsen. Qmrter. Hanoi ~nhli@.llD.flliLQrg,y_g 
Programme Officer (14) f!~.t£~!!.l.lfu.?.:._QI.KYTI 
Mr. Nguyen Xuan Hong davisen(Ci'1unfna. or g. vn 
National Project Professional hong((i;unfua.org. vn 
Personnel (25) unfua-foaiif.unfua .org_vn 
Mr. Duong Van Dat. Programme 
Officer - Reproductive health (!}~li3204461 (Dat) 

UN AIDS Dr. Laurent Zessler, Country t:mAIDS. R405. 44B Tel: 9343417 
Programme Adviser ~yThuong Kiet Fax: 9343418 

unaids0metnam.ora. vn 

World Bank Mr, Andrew Steer, Country 'II1il! World Bank Tel: 9346600 
Director/Mr. Stephen Price- ·'ill Fi1x: 9346597 ~ floor, 63 Ly Thai To 
Thomas. Partnership specialist: St. Hanoi asteer({/(worldbank.org 
-Comprehensive Development and sgricethomas@worldbank.org 

Poverty Reduction! nmai0!worldbank. org 

Ms. Nguyen Thi Mai, Operations m'lga 1 @.worldbank. org 

Officer 
Asian Mr. Indu Bhushan. AWn Development Tel: 9331374 
Development · Project Economist EBmk. 7lh floor. 23 Fax: 9331373 
Bank Ms. Nguyen Nhat Tuyen, Gender ?.lml Clm Trinh St. Ha fbhushan@adb.org 

Specialist (106) ~- D.Rl.}.Y~l.!!TI:!l@?.9..!2.:.'2!:g 
Dr. Nghiem Xuan Due ADBHanoi@metnam.org.vn 
Dr. Phan Vu Diem Hang 

European Mr. Andrew Jacobs. ll»degation of the Tel: 9341300/2 
Community Development Counsellor Emopean Commission Fax: 9341361 

tro VN, Metropole Qhuong.dinhia!delvnm.cec.e 
Ccmtre. 56 Ly Thai To u.int 
Sllli:ct. HaNoi 
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EU-HSDP Mr. Paul Hamilton Mefrimex Building, 4tn Tel: 8463404, 8463405 

European Co-director of Health floor, B7 Giang Yo, Ha Fa..-.c 8463043 

System Development Project Noi hsdp@.fpt.vn 

Dr. Michel Picquet, Public health 

expert 
Dr. Nguyen Thi Mai Hien, 
National public health e:--.--pert 

EU-VN Dr. Joachim Gromot.ka, Co- 34 Hang Bai, Ha Noi Tel: 9341642 

Malaria director Fax: 9341641 

Control Dr. Frederick Gay, Regional igromotka@.vmc:R. vnn. vn 

Programme coordinator ec-rmco@Jm.vnn.vn 

Dr. Duong Due Chien. Project 
. 

officer 

B. Bilateral Agencies 

Australia Mr. Russell Miles, Second Australian Embassy Tel: 8317754 

(AusAID) Secretary (123) 8 Dao Tan St.. Hanoi Fax: 8317706 

Ms. Fiona Tarpey, Second russell .miles01.dfat. gov. au 

Secretary finona .tarnev(aldfat .gov.au 

Mr. LeVan Thanh, Programme van-thanh le@ausaid. gov.au 

Officer 
VAPHC Ms. Thea Mendelsohn. Team 129 Nguyen Hue. Tel : 08 9141424 

(AusAID) Leader District 1. HCMC Fax: 08 8377711 

Ms. Yvonne Taylor. Maternal and atJ ({iJvaohc.andi net.com 

Child Health Adviser yvonne. V APHC(Ci,az.com.vn 

France Mr. Benoit Blanc Ambassade de France Tel: 825 2719 

Medical Co-ordinator 57 Tran Hung Dao Fa:'\ : 826 4236 
Street Ha Noi cu llfrancd ilhn. Ynn. \·n 

Kingdom of Mr. Paul Verle, Belgium Technical Tel: 7338761 

Belgium Resi~ent Representative Cooperation. 57 Tran Fax: 7338762 
Phu. HaNoi btcctbrrhhn. m n. vn 

Germany Mr. Wolfgang Massing. Embassy of the Federal Embassv 

Ambassador Republic of Germany. Tel: 845383617 

Mr. Jost Peter Kadel. Second 29 Tran Phu St. HaNoi Fax: 8453838 

Secretary gennanemb.hanoi1l:Hot.vn 

Dr. med. Curt Fischer. Senior Vietnamese-Gennan Tel: 8243152/161 

Adviser, Programme Director Technical Cooperation: Fax: 8243162 

(Health) Promotion of cfischenametnam. org. vn 

Dr: Yo Van Nhan, Deputy Reproductive Health. 4 nhanw0>.fut.vn 

Programme Director Tran Hung Dao gtz-of1\ra·metna m.vn 

Lux Dr. Ingo Neu Lux Development S.A. Tel/fax: 0321 - 550094 

Development Project Director VIE/0 10 Hung Yen Hospital Mobile: 0903268678 

S.A. Hai Thuong Lan Ong -
Street, Hung Yen 
Town 

Japan (JJCA) Mr. Hitoshi Ozawa, Embassy of Japart. 27 Embassv 

Counsellor Lieu Giai St. Ha Noi Tel: 8463000 

Mr. Kenji Miyagawa. Second Fax: 8463043 

secretary ozawaiW.hn.vnn. vn 
JICA 

Mr. Morisama Kanamaru, JICA Vietnam. Office Tel: 831 5005/8, (Kozo 117) 

Resident Representative 11th floor. Office Fax: 831 5009 

Ms. Enomoto Koyumi. Medical Tower, Daeha Business J icavietnamra!.fut. vn 

Adviser Centre kozo(a).fpt. vn 

Mr. Kozo Watanabe. Deputy 360 KimMa St. Hanoi j-togawa(a)f_pt. vn 

Resident Representative 

US Aid Mr. Mark Rasmuson. Deputy USAid Vietnam Office Tel: 8314580. ext 120 

' 
Director 6 Ngoc Khanh Fax: 8314604 

Mr. Ngo Tien Loi (090341 0670) mrasmuson(a)usaid-vn. org 

l9. !.D.g(cil \.!.sa!p-vn_,gr.g 
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Kingdom of Mr. Cristian Font, ' Embassy of the Tel: 7715207 
·I Spain Second Secretary and Deputy j li:i.ngdom of Spain Fax:7715206 

Head ofMission ! a5th floor, Daeha E._~_Q_~J.?Vll.@!IJ.£il. ffi;!~_,_Y_!! 
Mr. Javier Gila, Technical advisor ( !!fu.siness Centre, 360 geci._Yi~tn.?.m@fut_v..n 

11lim Ma, Ha Noi 
The Ms. Maaike Van Vliet, FL.rst IJ!!oyal Netherlands Tel: 831 5650, Van e>-.1.. 234 
Netherlands Secretary ll lfmbassy, Daeha Office Fax: 831 5655 

Ms. Nguyen Nu Hoai Van, . Tower. 360 Kim Ma nlgovhan(a).netnam.org.vn 
Programme Officer nguven.van-

nuhoai@.minbuza. nl 
Sweden Ms. Marie Sjolander, Ambassador !Embassy of .Sweden, Tel: 845 4824/5 
(Sida) Mr. Per Lundell, Counsei!or 1Nui TrueSt Fax: 823 2195 

Ms. Anna Runeborg, First \':an Phuc mr.ha@sida.se 
Secretary iHanoi 
Dr. Pham Nguyen Ha, · i Prograrhme Officer 

SDA Mr. Bjorn Wenngren. LTA Support for Tel: 8230875 
Ms. Lilian Thybell, L T A IDisadvantaged Areas Fax: 8431031 

USA Giang Vo, Ha sdatmfot.vn 
~oi 

Path USA Dr. David Hipgrave, Project Wrogramme fm: Tel: 9432856 
Manager . Appropriate Fax: 9432855 

lfechnology in Health vnharaum. vnn. vn 
1 jth Floor, 57 Quang 
I Trung. Ha Noi 

Allianz Dr. Jochen Fiebrantz. Resident I220 Duong Lang. Tel: 8349614 
Mission representati\'e 

11 

~~~g Da District. Ha Fax: 8349614 
Dr. Thomas Achim Schmidt. fiebrantz(a,netna m. or g. vn 
Resident representative ??? 

Plan Mr. Mark Me. Peak. Country jl I-8Ul floor. 58 Tran Tel: 822 0661 /83005 i 
International director !l >lhan Tong. HaNoi Fax: 8223004 

Dr. Nguyen Tien Dung, Health QJ.~I!YD.@!l~JJ:!ND ... QE~,~:D. 
coordinator 

Embassy of Mrs. Hilkka Talsio. Counsellor ;! :n Hai Ba Trung. ~ Tel: 8266788 
the Republic Ms. Sophie Biacabe Public health ; No.6. Group L Nght Tel: 8293994 
of Finland consultant i"! Tam_ Quang Ba. HN 
NHSP Dr. Nguyen Ngo Quang."National 1\ B8A Giang Yo. Ha Tel : 8462594 

Health Support Project · N01 Fax: 8461701 
~ 

SCFIUS Mr. Mathew Frey. Director l lfrth floor, 57 Quang Tel: 9432823 
i. Trung, Ha Noi Fax: 9432828 

scusvnfo@metnam.org. vn 
SCF/UK Mr. Bill Todd, Programme f. 218 Doi Can, HaNoi Tel: 8325319 

director t - Fax: 8325073 I 
l ?.cfJsh.?.!:I_@~!!.~JD.~X!LQJ:g,~:D 

SCF/Sweden Ms. Britta Ostrom, Representative: ., €i Ton That Thiep, Ha Tel:. 8232393 
; Noi Fax: 8232394 
i britta@rb.netnarh.org.vn l 

SCF/Japan Mr. Koichiro Watanabe, 
}' 

L86A Doi Can, Ha Noi Tel: 7220385 
Representative Fax: 7221355 

i sci@netnam. or g. vn 
World Vision Mr. David PurnelL Representative· ; 521 KimMa, HaNoi Tel: 7717814 

Dr. Huynh Tan Phuc, Health Fax: 7716225 
1 

coordinator wvivnm01hn.vnn.vn 
Doctors of the Dr. Nguyen Quang Ngoc, Field ; R504, B4b Giang Vo Tel: 8464688 
World programme director Building, 269 Kim Ma, Fax:8464689 

· HaNoi Dow-mdm-vn0l.f:Qt.vn 
International Mr. Jolm Geoghegan, Head of · 19 Mai Hac De, Ha Tel: 8252250 
Federation of delegation Noi Fax: 8266177 
Red Cross ifrc@!hn. vnn. vn 
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Medical Dr. Pamela Wright, Senior lA-BS Nam Thanh Tel: 7761117 
Corrunittee Technical Advisor Cong, Lang Ha, Ha Fax: 7760655 
Netherlands Noi P.~lJlt~l!!_'!'{@net!}!@ ... Y.!! 
Vietnam 
C. Ministries and National Committees 

Government Ms. Dang Mai Phuong, Deputy 4 Hoang Hoa Tham St Tel: 08043188 
Office · director 

MPI 1\1r. Duong Due Ung, Director Foreign Economic Tel: 0894?505, 8454363 
- Mr. Doan Tho Nam, Deputy Relation Department, 2 

:Pirector Hoang Van Thu St; 
Mr. Ho Viet Ha, Deputy Director Labour, Culture and 
1\1r. Do Xuan Thong, EA:pert Society Dept 
Mrs. Tran Kim Nguyen. Expert 

MoF Mr. Nguyen Tien T~1anh, Expert Bilateral Division 1, Tel: 8241430 
External Finance Dept. 
7 Phan Huy Chu St 

MARD Mr. LeVan Minh, Director International Tcl: 8437520, 7336757 
1\1r. Tran Nam Binh, ISG Cooperation Dept, 2 
Manager Ngoc HaSt 

MoSTE Mr. Nguyen Xuan Dau, Expert International Tel: 86924 79 
Cooperation Dept, 49 
Dai Co Viet St 

NCPFP 1\1r. Le Dinh Phuong, Director International Tel: 8437774 
Ms. Ta Thanh Hang, Deputy Cooperation Dept. Ngo 
director Tat To St 

VN CPCC 1\1r. Le Do Ngoc. Director Foreign Relations Tel: 8431653 
Dept. 35 Tran Phu St 

D. Minist1·y of Health 

Professor Pllam Manh Hung. l Tel: 8462433 
Permanent Vice-Minister 
Mr. Tran Trang Hai, Director International Tel: 8460593 
Mrs. Le Tim Ha, Deput)' Director Cooperation Dept 
Mr. Nguyen Van Vinh. Expert 
Dr. Duong Huy Lieu. Director Plan.l)ing Dept Tel: 8464058 
Mr. Truong Viet Dung, Deputy 
Director 
Prof. Nguyen Van Dip, Director Science & Training Tel: 8464918 
1\1r. Pham Quae Baa, Deputy Dept 
director 
1\1r. Nguyen Dinh Khuong, Finance & Accounting Tel: 8461977 
Director Dept -Mr. Ngo Toan Dinh, Director Organisation and Tel: 846225l 
Mr. Nguyen The Hung, Deputy Manpower Dept 

- director 
1\1r. Nguyen Dinh Loan. Director MCHIPFP Department Tel: 8464060 
Prof. Goran Dahlgren, Acting 
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Dr. Hoang Thi Hiep, Deputy Project Coordination Tel: 8232584 
director Dept 
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