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ABSTRACT 

 

Whilst the period before birth is filled vid controls there is a gap in the contact with the health 

care system after birth. In low and middle income countries where the rates of home 

deliveries are high home visits during the first month after delivery can improve the neonatal 

care at home and identify risk babies, reducing neonatal morbidity.   

 

AIM 

The aim of this paper was to analyse the content of postnatal care at home and see if there 

were any differences in care practice if the mother belonged to an ethnic minority, had a low 

educational status, was poor or if difference was seen related to age. The aim was also to 

investigate the number and quality of home visits by health personel. 

 

METHOD  

Secondary analysis of data from the NeoKIP project (Neonatal health -Knowledge Into 

Practice) in the Quang Ninh province was used. Six percent of all live births were randomised 

and mothers were interviewed using a semi-structured interview form. Data was analysed 

with a focus on socio-economic status and postnatal care practices and rate of home visits.  

 

RESULT  

There were differences in postnatal care practices associated with socio-economic status. The 

ethnic minorities stated practice of exclusive breastfeeding to a larger extent, had a high 

quality of cord care and left the health facility after delivery earlier. Similar numbers for 

breastfeeding were seen among the poor. Age and education did not seem to affect care 

practices. Home visits were few, of low quality and did not more frequently occur among 

mothers who delivered at home. Home visits were not associated with socio-economic status.  

 

CONCLUSION 

Postnatal care practices vary between groups of different socio-economic status but a low 

status does not automatically result in inferior care. The home visits in the Quang Ninh 

Province in Vietnam can, if the quantity and quality of them is improved, be a tool to reach 

mothers who deliver at home or holds a low socio-economic status, improving neonatal health 

and improve health equity. 
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POPULÄRVETENSKAPLIG SAMANFATTNING 

 

Medan tiden före förlossning är fylld av hälsokontroller finns det ett tomrum i kontakten med 

sjukvården tiden efter förlossningen. Syftet med den här studien var att kartlägga hur vården 

av spädbarn såg ut de fyra första veckorna efter förlossningen i Vietnam och hur denna 

varierade efter moderns etniska tillhörighet, ålder, utbildning och ekonomiska status eftersom 

tidigare studier i Vietnam visat att etniska minoriteter söker vård mer sällan och har en hög 

neonatal dödlighet. Syftet var också att utvärdera frekvensen och kvaliteten av hembesök 

under den här tiden. Studien gjordes som en del i NeoKIP (Neonatal health –Knowledge Into 

Practice), ett forskningssamarbete mellan Uppsala universitet och hälsoministeriet i Vietnam. 

Sekundär data från semi-strukturerade intervjuer med sex procent av alla förlossningar valdes 

ut randomiserat och totalt intervjuades 813 mödrar. Efter detta utförddes statistiska analyser 

med programmet SPSS för att hitta signifikanta skillnader i postnatal vård och hembesök 

mellan mödrarna med olika socioekonomisk status.  

     De etniska minoriteterna tenderade att amma exklusivt i en högre utsträckning och 

initierade amning tidigare. Liknande tendenser hittades bland de mödrarna med låg 

ekonomisk status. Ålder och utbildningsnivå verkar inte påverka den postnatala vården av 

spädbarnen. Hembesöken var få och höll inte särskilt hög standard. De mödrar som förlöstes 

hemma hade inte en större chans att få ett hembesök och det fanns inte några samband i 

socioekonomisk stauts bland de mödrar som fick hembesök.  
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BACKGROUND  

 

Neonatal mortality  

The global number of neonatal deaths is great; 3.3 million babies die each year according to 

recent estimates (1). 3.3 million are approximately the same number of babies that are born in 

the US during one year or the number of deaths caused by malaria and AIDS combined (2). 

To reach the Millennium Development Goal 4 which aims to reduce under five mortality by 

two thirds over the period 1990-2015 the under five mortality has to decrease to 4 million 

2015 from 7,6 million deaths 2010 (3)  

   The under-five mortality rate has decreased significantly during the last decades but the 

same positive development has not been shown for the neonatal mortality rate. As a result the 

neonatal mortality is constituting a larger part of the under five mortality, estimated to 40 % in 

2006 (4). The neglect for research and funding to improve neonatal deaths was illuminated in 

an article series in the Lancet (4, 5, 6, and 7). These articles resulted in greater attention to the 

neonatal mortality, increased financial support and changed policy in UNICEF and WHO 

among other improvements.  However, there are still challenges left to overcome to improve 

the neonatal health. Consistent funding is needed as well as more research and there are too 

few people involved in view of the size of the problem (8).  

   Many studies have shown that the immediate care after birth and the care practice at home 

are of great importance for the newborn’s wellbeing and development as will be described 

below. The UNICEF report 2009 also stated that postnatal care is an area of urgent attention 

since women seek postnatal care less often than antenatal care, even when they could have 

benefited from post-partum care. The postnatal care was neglected during the weeks after 

childbirth even when the delivery was professionally supervised. A study performed in Egypt 

has shown that great improvements can be made regarding basic hygiene and nutrition 

practices with cost effective minor changes (9). It was confirmed in the UNICEF report 2009 

that the nutrition and hygiene status in the household are the most significant determinants for 

the risk of ill health faced by the newbornand the mother.  

 

Postnatal care  

Umbilical cord  
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Approximately 36% of the neonatal deaths occur due to infections. Omphalatis can lead to 

sepsis which is, together with pneumonia, the most common infection leading to neonatal 

death. (4) Proper cord care practices is therefore of great importance. 

   What is proper cord care is however debated, especially regarding the use of antiseptics. 

The WHO recommends clean cord practice overall, including clean instruments for the cord 

clamping and hand hygiene, followed by dry cord care that should be cleaned if soiled (10).     

A systematic review made by Zupan J et al could find no difference in skin infections and 

omphalitis using topical antiseptics or not. There was however a trend towards less 

colonization of bacteria if topical antiseptics were used (11). The review summarised the 

results of ten RCTs performed in high income countries. How well this applies on low- and 

middle income countries, where systemic infections and omphalitis are more common, is 

uncertain.  

   Several observational studies performed in low- and middle income countries suggest that 

use of antimicrobial agents protects against tetanus and reduces morbidity and mortality (12-

14). A study performed in Nepal with 15000 participating new-borns could show that use of 

chlorhexidine application of the cord significantly reduced the events of infections and 

neonatal deaths compared to the two control groups where either dry cord care or cleaning 

with soap and water where practised (15). Recently a randomized controlled study was 

performed in Germany regarding the difference between dry cord care and application of 

chlorhexidine. They could show that even in a developed country with an environment with 

good hygiene the cord related adverse effects were significantly lower when the use of 

chlorhexidine was practised. Included in cord related adverse effects were omphalitis, skin 

infection, bleeding, pus etc. (16).  

   Antiseptics, and especially chlorhexidine, seem to have favourable effects when used in a 

setting with generally poor conditions. Aside from this appears dry cord care to be enough, if 

the care of the new-borns follows appropriate hygiene routines.     

 

Thermal control  

Hypothermia in the new-borns is considered to be a major contributing factor to morbidity 

and mortality in low- and middle income countries (17). Low temperature in the infant is 

associated with higher risk for infections, coagulation defects, acidosis, brain haemorrhage 

and other serious conditions (18, 19). 

   The neonates are mainly at risk of heat loss by conduction, evaporation, radiation and 

convection (20). These risks can be avoided by not letting the newborn come in contact with 
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cold surfaces, keeping it dry and avoid excessive bathing, preheating the delivery room and 

proper wrapping of the new born child (21).  

   The technique of placing the infant skin to skin to the mother after birth, kangaroo mother 

care (KMC), was pioneered by Ray in the early 80s and showed good results on thermal 

control (22). Since then has many studies been done investigating the benefits of Kangaroo 

care. A Cocherane review was done recently including 16 trials (2588 infants) of witch 11 

was performed in low income countries on beneficial effects of low-birthweigth infants 

(<2500g) when the KMC method was implemented. Several positive results were found, 

neonatal mortality and morbidity was reduced at discharge and the mothers could leave the 

health facility earlier. Mother-infant bonding was also improved, maternal satisfaction and 

breastfeeding increased (23). KMC is now considered to be an important intervention to 

decrease neonatal mortality and morbidity in low- and middle income countries.       

  

Breastfeeding 

Breastfeeding is a fundamental pillar stone in newborncare. Early initiation and exclusive 

breastfeeding come with a wide range of benefits such as prevention of hypothermia and 

hypoglycaemia and risk reduction of infections such as omphalitis, diarrhoea, acute 

respiratory infections and septicaemia (24). Several studies have shown that non-exclusive 

and non-breastfeeding heightens the risk of late neonatal death (24, 25, and 26). 

   The evidence for the favourable effects of exclusive breastfeeding is solid and proved in 

numerous of professionally performed studies and interventions.  A large systematic review 

done on breastfeeding and infant development is the WHO multi-country pooled analysis 

(27). There it was shown that infants of the age up to two months who were not breastfed had 

significantly heighten mortality with an OR 5, 8. The primary cause of death was due to 

infectious diseases. More recently was a systematic review performed by LM Lambertil et al 

linking reduced breastfeeding and overall infant mortality (28). 18 RCT, cohort and 

observational studies were included. Infants aged 0-5 months who were predominantly 

breastfed had an RR for mortality of 1.48, if the infant was partially breastfed the RR rose to 

2.84 and if it was not breastfed the RR was 14.40 compared to infants being exclusively 

breastfed. The RR for mortality of neonates was also increased with a RR 2.96 among those 

partially breastfed but the data on exclusive breastfeeding and outcome in this group was 

limited in the review material. The authors suggested that the outcome could be trusted in 

spite of this since the estimated effect size was large. 
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   As concluded in the review above, few studies have been done on impacts of exclusive 

breastfeeding during the neonatal period. However, case control trials performed in low- and 

middle income countries have shown that lack of exclusive breastfeeding increase risk of 

early (29) and late (30) initiation sepsis. A study performed in Ghana including over 10.000 

mothers evaluated the importance of early initiation breastfeeding in 2006 (31). The authors’ 

conclusion was that 22% of all neonatal deaths could be saved if the breastfeeding was 

initiated within the first hour of life and that 16% could be saved if feeding was initiated 

within the first day.       

   The evidence for early initiation and exclusive breastfeeding as major determinants for 

infant health and survival is profound and accepted in the academic world. Nevertheless is the 

proportion of exclusively breastfed infants under the age of five months only 47-57% in the 

regions of Africa, Asia, Latin America and the Caribbean (32). There are many factors 

contributing to these low numbers Urbanization is a world-wide trend that leads to an overall 

decrease in breastfeeding numbers. For example, the breastfeeding rates declined significantly 

during the 70s in China when the country went through major changes that included increased 

infant feeding formulas and mothers going back to work. Similar trends followed in rural 

areas but the changes in breastfeeding habits happened faster and earlier in urban areas (33). 

    Minority groups tend to breastfeed to a larger extent in many studies, explained by their 

seclusion and willingness to follow traditions of the group (34, 35). For example did the 

ethnic minorities breastfeed to a larger extent compared to the majority in a study performed 

in China, but they practiced exclusive breastfeeding to a lower extent, giving their children 

water and other drinks in accordance with traditional believes (36). 

   A review of sub-optimal infant and young child feeding practices in Vietnam was made to 

understand different aspects contributing to malnutrition among infants and young children. 

They found three major obstacles facilitating sub-optimal feeding practices; marketing of 

breast milk substitutes, poor knowledge among the mothers and lack of proper knowledge and 

information among the health care staff (37). Another attempt to understand different factors 

affecting breastfeeding was made in Vietnam using material from in-depth interviews (38). 

The 23 participating mothers were all positive towards breastfeeding and many stated that, if 

possible, they were willing to feed the baby 12-24 months. It was, however, not common to 

believe in the importance of exclusive breastfeeding. Many gave their babies additional 

liquids or food to prevent dehydration, adapt the child to food since they had to go back to 

work, according to traditional believes or simply because they believed formula feeding to be 

more nutritive and better than ordinary breast milk. Factors affecting these choices of feeding 
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practices were media and commercials of formula feeding, health professionals’ advice, 

support from husbands, advice from relatives and friends, employment, lactation problems 

and soar nipples.   

   In summary the different factors affecting breastfeeding practices are complex, including 

both socio-economic issues and traditional and cultural beliefs. To achieve maximal result in 

infant feeding education and inventions health care staff should consider these elements when 

planning the programmes.   

 

Home visits 

In a global perspective most neonatal deaths occur at home (4). While the time during 

pregnancy is filled with ANC visits there is a gap in the contact with the health care 

postpartum. This can be explained both by a lack of routine from the health services but also 

by a low care seeking behaviour related to cultural and religious beliefs of isolation of the 

woman and child the time after birth (39).  

   Several studies have been made to address this issue with home visits as a solution. For 

example a trial performed in Bangladesh where 9211 mothers were included (40). They could 

show that a visit day one after birth resulted in a lowered mortality with 67% and 64% if the 

visit where performed on day two. However the coverage of skilled health attendance at 

delivery was low, approximately 10%, and the NMR was 48; possibly suggesting that the 

good results only applies in a setting with very high NMR and low birth attendance.   

   A review performed by Gogia S et al evaluated 5 RCT on the subject of home visits (41). 

They could only find one trial with solid evidence of reduced infant mortality related to home 

visits, although the other studies pointed in that direction. In their subgroup analysis it was 

concluded that higher benefits where found in neonatal health if the project covered curative 

care costs, like injections of antibiotics. The authors also illuminated that all of the trials 

where performed in southern Asia in countries with high neonatal mortality, NMR>45, 

suggesting that generalization to other areas with lower NMR to be uncertain.  

   A RCT performed in Bangladesh in 2010 (42) was made to follow up previous trials which 

had shown that well trained community health workers can, via home visits, identify and refer 

sick newborn to hospitals and thereby reduce neonatal mortality (43-47). 10.006 babies were 

included in the study and 73% received at least one visit. The identified sick new-borns where 

referred to the hospital and the project covered transport and health costs. Out of the 38 deaths 

that occurred only 38% happened among the babies who had received a home visit. The NMR 

among the new-borns who received no visits were 55.3 while the NMR was substantially 
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lower in the population who had received at least one home visits, 12.3. The neonatal 

mortality rate in the study area of Mizapur, Bangladesh was 24 and the rate of home delivery 

was high. Approximately 70% of the study group delivered at home and only 15% had skilled 

health attendance.     

   Home visits can also have other care related benefits improving neonatal health. A cluster 

randomized trial, (on observational data), in Bangladesh proved this (48). They evaluated the 

effectiveness home visits within three days postpartum had on breastfeeding techniques. In 

their study with 3495 participants only 6% experienced difficulties with breastfeeding 

technique among the mother who received a visit by a community health worker compared to 

34% among the mothers who received no visits.   

   A RCT performed in Syria including 874 mothers could show that home visits can increase 

the level of exclusive breastfeeding (49). The mothers in the study received 1-4 visits by a 

community health worker or no visits at all. After 4 months 28.5-30% of the mothers who had 

received any home visit practiced exclusive breastfeeding while only 20% of the mothers who 

had received no visit did so.  

   In conclusion there is much to be gained in improved neonatal care by the use of home 

visits and also a possibility to reduce neonatal mortality, especially for babies delivered at 

home.  

 

Socio-economic factors related to health inequalities 

The socio-economical determinants that affect the individual’s health are complex and 

multifaceted. Dahlgren’s and Whithead’s social model of health brings an overview of the 

different circumstances which contributes to the individual’s health (picture 1).  A 

commission appointed by the WHO reviewed the evidence of the relationship between social 

and environmental factors and health in 2003 (50). They pointed out that the lower down an 

individual is on the social scale the higher is the risk of illness and premature death. As an 

example the life expectancy differ among the most and least advantage people in the USA by 

20 years (51). Health inequality is an important subject to discuss and try to counteract since it 

is present in almost all societies and increasing in many countries (52-54).  

   That poverty affects the individual’s health negatively has been shown in many studies (55, 

56). The different factors explaining this are lack of access to clean water, malnutrition, low 

access to health facilities etc. All these explanations follow a cause-effect association which is 

easy to comprehend. The fact that child mortality is the factor most affected by poverty is 

understandable as early childhood is a period of vulnerability (57). Similarly, neonatal 
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mortality rises with increasing poverty (4, 58). A third factor associated with increasing 

neonatal and child mortality is a low level of education in the household where the child is 

raised. There is evidence that a higher level of education, especially of the mother, limits the 

negative effects even in a relatively low income. The compensation mechanism is suggested 

to be a greater understanding of the health system, leading to a better utilization of the 

existing resources (59).  The age of the mother is yet another important factor regarding child 

mortality outcome. A particularly group vulnerable is adolescent mothers. A multi country 

analysis of young mothers in low- and middle income countries pointed out that these women 

were less likely to report mistimed birth, to use maternal health services and to know how to 

prevent sexually transmitted diseases to the child (60). The analysis pointed out that the 

majority of the young mothers had a low socio-economic status, no economic autonomy and 

low exposure to mass media.      

      Poverty, low education and young age cannot, however, alone explain health inequalities. 

There are examples of good health despite of low income in China and Kerala, India, for 

example (61). Rate of illness also varies in groups of high income, lower ranking staff 

suffered more illness compared to higher ranking staff, despite their overall relatively high 

income (50). This indicates that the individuals’ status within a group determines health. 

Belonging to a minority group is also known to be a risk factor for illness. A study 

illuminating this problem was performed in Australia, comparing Aboriginal and Torres Strait 

Islander peoples’ health. The minority population of Aborigines had a shorter life expectancy 

compared to the Torres Strait Islander peoples that sustained even when adjusted for poverty 

and educational level (62). Hence, belonging to a minority group is a substantial risk factor 

for illness throughout life.    

 

Whitehead M., Dahlgren G. 1991. What can be done about inequalities in health? Lancet 338:1059-1063. 
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The situation in Vietnam  

Vietnam has during the last decades experienced huge economic growth. After the American 

war in the mid-80s the practice of planned economy changed into a market economy. The 

reform is called the Doi Moi. This has resulted in an annual growth rate of 8% the last two 

decades with only a mild setback during the financial crisis (63). Regardless, Vietnam is still a 

country dealing with poverty, ranked 108 out of 178 countries on the Human Development 

Index (64). In spite of this Vietnam has relatively good health care but it still has a high 

number of neonatal mortality, 63.000 deaths reported annually with a population of 82 

million. This makes Vietnam one of the 42 countries contributing to 90% of child mortality 

worldwide (65). The Vietnamese government has acknowledged this problem and made it a 

priority area, issuing a directive to improve newborn care and survival. 

In the past the under 5 mortality has varied with the political developments in the country, 

increasing during the war and drastically decreasing in the post war period and during the 

economic changes. The level of the neonatal mortality has not changed as much during the 

same time, being rather constant with small variations in both directions. However, the NMR 

has changed within groups during this time period, decreasing for some and increasing for 

others. The NMR has increased in groups of ethnic minorities during the period 1985-2000 

and decreased among the majority Kinh population (66). The 53 ethnic minority groups 

constitute 23% of the population and are scattered over the country (67). Several different 

studies have been made to explain these differences in Vietnam. Language barriers provides 

one explanation (68) another is the inability to pay or misunderstanding of informal fees paid 

to ensure high quality care (69). The minority groups live in remote mountain areas (70), are 

less prone to seek care (71), have a lower education and economic status (72) and a higher 

frequency of home delivery (73). These patterns are likely an effect of seclusion and tradition 

among the minority groups but also a response to language barriers and discrimination.  

   It is likely that discrimination is an important obstacle for mothers seeking care. In a 

qualitative interview study in rural Vietnam adolescent mothers stated that they felt 

discriminated and given low quality care from the health facilities since their economic status 

was low and that they could not pay  official fees. Many were also afraid or too shy to attend 

ANC checking since they had bad experiences from the health care system, feeling roughly 

treated and meeting a bad attitude from the health care staff (74). 

   When a society experiences rapid growth it brings an opportunity for greater equity in 

health care with more resources to distribute and opportunity to change, improve, life styles 

and communities. Provided that the changes are lead that way. Likewise, there is a risk that 
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unprivileged and marginalized groups are not able to take part of the development and falls 

further behind, facing inflation and rising prices on fuel and food.  

 

 

The NeoKIP project 

Several intervention studies have been done where local groups of women are gathered to 

highlight the problems of neonatal mortality and postnatal care. These local networks can 

effectively disseminate knowledge and render positive changes behavioral changes. Inspired 

by such studies a research collaboration was formed between Uppsala University, Uong Bi 

General Hospital and the Ministry of Health (MoH) in Vietnam 2005. The collaboration 

resulted in the study NeoKIP-Neonatal Health, Knowledge Into Practice (ISRCTN44599712). 

The purpose of this study was to examine a method of knowledge transfer known as 

facilitation using a population-based cluster randomized design. The hypothesis is that access 

to evidence-based knowledge from national guidelines issued by the MoH together with 

interaction between caregivers and key people in society will lead to a change in care patterns 

and subsequently improvement of neonatal health and lowering of neonatal mortality 

numbers. 

   The baseline survey was conducted during 2006 collecting data of neonatal deaths from the 

Quang Ninh province situated in the north-east part of the country housing one million 

inhabitants. The NMR varied from 16 to 44 per 1000 births. The study was conducted in the 

eight districts with the highest NMR with an average of 24. Each district has its own district 

hospital with the exception of Uong Bi where there is a regional hospital. The districts are 

divided in a total of 90 communes which each have its own community health center (CHC) 

and hold a population of 350.000 people. Data of births and neonatal deaths was collected 

from hospital records, CHC records and reports from village health workers to the CHC: s. 

The intervention started in 2008 and ended in the middle of 2011.  

 

AIM 

The aim of this study is to describe the postnatal care given to the newborn child during the 

neonatal period in northern Vietnam and to find different factors affecting the care given. I 

will focus on the care given by the mother at home, breastfeeding practices and home visits 

given by CHC staff and how different socio-economic factors, such as ethnicity, education, 

poverty and age of the mother are associated with care practices, breastfeeding habits and 

chance of receiving a home visit. It has been shown in previous studies in this project that 
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ethnic minorities attend antenatal health care to a lower extent (75) and that they have higher 

number of neonatal deaths (76) even when adjusted for other socio-economic factors. Do the 

ethnic minorities also differ themselves when it comes to postnatal care and home visits?    

 

METHOD 

Study design 

A case-referent study was conducted since the start of the intervention in the NeoKIP project. 

All neonatal deaths were listed as cases and six percent of the live births in the study area 

were the referents. Six to eight weeks after delivery the mothers were interviewed in their 

homes by trained data collectors using a semi structured interview form. The interview 

included questions about the socio-economic status of the mother and father, what kind of 

care the family received from the health system and how the care of the newborn child was 

conducted at home. The latter included questions about hygiene routines, feeding practices, 

care of the umbilical cord and methods to keep the baby warm. Finally, the mother was asked 

if home visits had been conducted and, if so, the number and quality of them.  

   This study is based on interviews with mothers of surviving children, performed within the 

NeoKIP project from July 2008 until July 2011. The information mentioned above about the 

care practises of the newborn child were processed and analysed by the socio-economic status 

and age of the mother.           

 

Ethical approval  

Ethical approval for the NeoKIP trial was obtained from the Vietnamese Ministry of 

Health and the Research Ethics Committee at Uppsala University. 

 

Data analysis  

Four variables ethnicity, education, age and economic status were used. Ethnicity was divided 

into the binary Kinh and non-Kinh. Educational status was divided into the binary no 

education if illiterate or could only read or write, and educated if finishing primary school or 

higher. The economic status was calculated from the household using an asset score where 

factors such as roofing of the house, access to water, sanitation and electricity, ownership of 

motorbike, car, television set, refrigerator and electrical stove etc. were valued and presented 

as quintiles of wealth in the population in the data set. The economic status was divided into 

the binary poor if belonging to the lowest quintile, and non-poor if not. These different 
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variables were used in regression, computing different odds ratio for different levels of 

postnatal care.       

   Pearson Chi-Square test was used for p-values. The statistical software used was PASW 18. 

Copyright IBM. 

 

RESULTS 

907 mothers were chosen to be interviewed and 813 interviews were completed. The 94 

missing interviews consisted of 18 which never were conducted due to mistakes in data 

collecting, 21 had moved outside of the study area, 9 declined and 46 could not be found.  

 

Background data  

In the interview the mother was asked about her and her husband´s age, occupation, 

educational level and ethnicity. The mean age of the mothers was 25.4 and 28.8 among the 

fathers. The most common occupation among the parents was farming, it was however very 

common among the mothers to be housewives, approximately 25%, whilst this was very 

uncommon among the men. The ethnicity and the educational status were in most cases 

similar of both parents. 5% of the mothers had difficulties with the Vietnamese language and 

needed an interpreter for the interviews. The respondent stated if she belonged to an ethnic 

minority. 302, or 37.2 % of the respondent belonged to one of the following minority groups; 

Thanh Phan, Thanh Y, Cao Lang, Hoa, Tay, San Diu, San Chi and Dao. Among the fathers 

this number was slightly less, 34.1%. The mean age was lower among the mothers belonging 

to an ethnic minority, 24.3 versus 26.1 among the majority Kinh population. 80 of the mothers 

were adolescent (aged 19 or less) and the majority of them belonged to an ethnic minority. 

The educational level was also lower among the minority mothers, 41.4% was illiterate or had 

not finished primary school but could read and/or write. Among the Kinh mothers there was 

only 6.5% who had such a low education. There were no connections between educational 

status and age of the mother. The minority mothers also belonged to the poorest 20 percentile 

to a larger extent, 43.7% were poor compared to only 5.3% of the Kinh mothers.  

   Since the socio-economic status was similar between the mothers and fathers and the wealth 

was measured of the household only the mothers´ ethnicity, educational status and age were 

analysed in this study.   
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 Table 1 

 Background Data 

Educational level n (%)                    Main occupation n (%)            

Mother Father Mother Father

Illiterate 98 (12.1) 67 (8.3) Farmer 384 (47.5)
365 (45.3)

Read/Write

only 61 (7.5) 80 (10.0) Worker 70 (8.7) 173 (21.5)

Primary

completed 171 (21.1) 147 (18.3)

Government

officer
85 (10.5)

58 (7.2)

Secondary

completed
189 (23.3) 201 (25.0)

Housewife 195 (24.1) 5 (0.6)

Tertiary

completed
162 (20.0) 192 (23.9)

Student 4 (0.5) 5 (0.6)

University

degree
130 (16.0) 117 (14.6)

Other 70 (8.7) 200 (24.8)

Missing 2 9 Missing 5 7

Total 811(100) 804 (100) Total 808 (100) 806 (100)  

Postnatal care      

Stay at health facility after delivery 

The mothers were asked how long they stayed at the health facility after giving birth 

providing the alternatives less than 12 hours, 12-24 hours, 1-3 days and over three days. 

Staying less than 24 hours was defined as a short stay and leaving before 12 hours as a very 

short stay. 47.2% of the respondent stayed less than 24 hours and 17.1% left before 12 hours. 

Of the 139 mothers who stayed a very short time was the most common place of delivery at a 

CHC (40.3%) or at home (30.9%) whilst the most common place of delivery for the mothers 

who stayed longer than 12 hours was district hospital (48.5%) or at UBGH (30.6%) as shown 

in table 4. These differences were significant with a p-value <0.05. Similar numbers were 

seen when the groups of mothers who stayed a short time and longer than 24 hours were 

compared. 

   The poor and the ethnic minorities displayed a higher risk when staying a short time at the 

health facility. The poor had an OR of 1.91 (CI 1.22-2.98, p=0.004) to stay a short time and 

an OR of 2.78 (CI 1.42-3.65, p=0.001) to stay a very short time when adjusted for ethnicity, 

age and low education. The ethnic minorities had an OR of 1.88 (CI 1.33-2.68, p=0.000) to 
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stay a short time and an OR of 2.04 (CI 1.29-3.32, p=0.002) to stay a very short time when 

adjusted for poverty, age and low education as shown in table 2 and 3. Education did not seem 

to be associated with the duration of the stay as much as ethnicity and poverty and age did not 

affect the duration of the stay at all. The poor mothers delivered at CHC to a larger extent (OR 

1.9, CI 1.15-3.14, p=0.012) whilst this connection was not to be found among the ethnic 

minorities (OR 1.35, CI 0.84-2.17 p=0.212) 

Table 2  Table 3

Stay at Health Facility for a Short Time  (0-24h) 47% Stay a very Short Time (0-12h) 17.1% 

Background factor Adjusted OR CI 95% Adjusted OR CI 95%

Values calculated with binary regression multivariable analysis                                      

Age                     >19     

≤19

Economic       >20%  

status              ≤20%

1               

1.88

1               

0.97

1                                                   

1.91

Economic       >20%  

status             ≤20%

1                                                   

1.91

1.22-2.98

1                                

2.78 1.42-3.65

1                                 

0.99 1.42-3.651.22-2.98

1.22-2.98

1                        

2.04 1.29-3.221.33-2.68

Education           ≥6 

<6

1                                    

1.71

Ethnicity           maj                               

min

1                                

2.78 1.42-3.65

1.11-2.64

1                                

1.70 1.05-2.73

 

Table 4

Place of Delivery and Duration of Stay at Health Facility

Place of delivery Stay <12h n (%) Stay >12h n (%) 

CHC 56 (40.3) 69 (10.6)

District hospital 39 (28.1) 317 (48.5)

Provinical hospital 0 (0) 2 (0.3)

UBGH 1 (0.7) 200 (30.6)

Home 43 (30.9) 58 (8.9)

Other 0 (0) 7 (1.1)

Missing 21

Total 792  

Table 5

Place of Delivery and very Short Stay (<12h) and Short Stay (<24h) at Health Facility

Place of delivery OR CI OR CI

Values calculated with binary regression multivariable analysis                                 

Non Home                             

Home

1                           

7.25 4.46-11.80

1                            

3.20 1.92-5.34

Non UBGH                             

UBGH 

1                  

0.015 0.00-0.11 0.094 0.06-0.15

Non Distric Hospital 

Distric Hospital

1                          

0.386 0.26-0.58

1                          

1.07 0.81-1.42

Non Provincial Hospital 

Provivcal Hospital

1                            

0.000 0.00-

1                           

1.07 0.07-17.14

Non CHC                              

CHC

1                   

5.71 3.75-8.70

1                          

15.33 8.10-29.02
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Breastfeeding  

77.4% of the mothers stated that they practiced exclusive breastfeeding during the first month, 

21.7% used complement to the breast milk, mostly formula, and no one practiced exclusive 

formula feeding. 1.7% did not answer or did not understand the question. There was no 

significant link between the age of the mother and the stated practice of exclusive 

breastfeeding but there was a tendency of less use of exclusive breastfeeding among very 

young mothers aged 17 or less. The educational level did not affect the use of exclusive 

breastfeeding, whereas belonging to an ethnic minority or being poor heightened the chance 

of exclusive breastfeeding. The OR to practice exclusive breastfeeding among ethnic 

minorities was 1.75 (CI 1.13-2.72 p=0,013) and 1.91 (CI 1.08-3.38 p=0.025) for the poor, 

adjusted for poverty, ethnicity, age and education, as shown in table 6. The minority mothers 

did also initiate breastfeeding early (within 1 hour) to a larger extent, even when adjusted for 

poverty, education and age with a OR of 1.81 (p=0.019, CI 1.09-3.13), as shown in table 7.  

Table 6 Table 7

Exclusive Breastfeeding During the First Month Initiate Breastfeeding within 1 hour

Background factor Adjusted OR CI 95% Adjusted OR CI 95%

Values calculated with binary regression multivariable analysis                                        

1                       

0.75 0.49-1.15

1                       

1.091 0.98-1.05

1                        

0.97 0.94-0.99

1.08-3.38

1                           

1.83 1.27-2.65

1                         

0.80 0.47-1.35

1                         

0.87 0.57-1.33

1.13-2.72

Ethnicity               maj                               

min

Education     ≥6 years                               

<6 years

Economic           >20%  

status                 ≤20%

Ag                           >19     

≤19

1                          

1.75

1                         

1.91

 

Thermal control 

The mothers were asked how they kept the baby warm at home, if they used the skin to skin  

technique, wrapped the baby up and if they covered the child’s head. The most common way 

to keep the baby warm was to wrap up the baby and put a cap on the head. The skin to skin 

method was unusual and was not practiced on any of the 47 children with low birth weight 

(less than 1500g). The five mothers who used the skin to skin technique had children with 

normal birth weight.  The mothers who provided other ways of keeping the baby warm 

described using gloves, socks, handkerchiefs and placing the baby near to their body, 

although not skin to skin.   

   The respondents’ were also asked when they washed their baby for the first time and how 

often they washed them at home. The most common practice was to wash the child every day 

at home (87%) regardless of birth weight or socioeconomic status of the mother. Only 77 of 
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the children were washed direct or early after birth (within 6 hours) and 59 of them belonged 

to an ethnic minority. The mothers who washed their children early were to a larger extent 

poor and with low education, as shown in table 8. None of the low birth weight babies were 

washed early. 

Table 8

Washing of the Newborn within 6 hours after Birtrh

Background factor Adjusted OR CI 95%

Ethnicity                   maj                               

min 

Values calculated with binary regression multivariable analysis              

0.98-1.08

1.35-5.03

1                      

2.92 1.64-5.20

1                       

3.00 1.67-5.37

Education         ≥6 years            

<6 years

Economic              >20%  

status                     ≤20%

Age                              >19     

≤19

1                          

2.61

1                          

1.03

 

 

Cord and eye care 

 The mothers were asked about cord care. 62.7% practiced dry cord care, 11.7% washed with  

anti-septics only, 11.2% washed with water only and 5.9% used a combination of anti-septics 

and water, as shown in table 10. 88.8% covered the cord and only 5.4% had it exposed. When 

the variables ethnic minority, education, poverty and age were analyzed in a binary regression 

model there was a higher chance of open cord care for all these variables, the ethnic 

minorities practiced dry cord care to a larger extent (OR 1.66 CI 1.15-2.3p p=0.007, table 16) 

or washed the cord with water only (OR 2.97 CI 1.74-5.06 p=0.000, table 14). The practice of 

anti-septics was less common (OR 0.12 CI 0.05-0.29 p=0.000, table 13)  

   The respondents were given alternatives on how they took care of their babies’ eyes. The 

most common way was to clean the eyes with water if necessary (63.7%), some used eye 

drops (5.2%) and 25% used both water and eye drops. To clean the eyes with breast milk was 

not listed as an alternative but was written on the side of the question in 8 cases, as shown in 

table 12. 

   There was no difference in eye and cord care practices with regard to socio-economic 

factors. 

Table 9   

Keeping the Baby 
Warm 

Tecnique n (%) 

Skin to skin 5 (0.6) 

Wrapped up 792 (97.4) 

Cap on head  739 (90.9) 
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Table 10 Table 11 Table 12                                     

Cord Care Open or Covered Cord Care Eye Care                                     

Thecnique n (%) Thecnique n (%) Thecnique n (%)

Washed with water only 91 (11.2) Open 44 (5.4) Water 512 (63)

Washed with anti-sept 95 (11.7) Covered 722 (88.8) Eye drops 42 (5.2)

Combination of water & 

anti-sept
48 (5.9) Missing 47 (5.8)

Watre & eye 

drops
204 (25.1)

Dry care 510 (62.7) No specific 37 (4.6)

Other 63 (7.7) Breastmilk 8 (0.1)

Missing 6 (0.7) Missing 9 (1.1)

Total 807 (99.3) Total 766 (94.2) Total 804 (98.9) 

Table 13 Table 14

Washed with Water & Antisepts Washed with Water only

Background factor Adjusted OR CI Adjusted OR CI

Table 15 Table 16

Open Cord Care Dry Cord Care

Background factor Adjusted OR CI Adjusted OR CI

Values calculated with binary regression multivariable analysis                               

1                        

1.08 1.01-1.15

1                          

1.00 0.97-1.03

1                      

3.02 1.45-6.28

1                         

0.95 0.62-1.44

1                       

5.70 2.63-12.37

1                           

0.69 0.45-1.05

1                   

3.59 1.43-9.02

1                               

1.66 1.15-2.39

1                      

1.04

0.19-1.06 1                    2.97 1.74-5.06

1                    

0.62 0.20-1.91

1                            

1.29 0.75-2.23

0.99-1.10

1                              

0.98 0.94-1.03

1                    

0.44

1                    

0.72 0.23-2.26

1                            

1.26 0.73-2.18

Ethnicity                      maj                                                                    

min

Education            ≥6 years            

<6 years

Economic                 >20%  

status                        ≤20%

Age                                >19     

≤19

Ethnicity                      maj                                                                    

min

Education            ≥6 years            

<6 years

Economic                 >20%  

status                        ≤20%

Age                                >19     

≤19

 

Home visits 

To receive a home visit after delivery was not common, only 7.7% received a visit. The 

chance of receiving a visit among the ethnic minorities, who had the highest risk of home 

delivery in this sample (OR 12.8 CI 5.5-29.9 p=0.000, table 19), did not increase; on the 

contrary it seemed to be lower but the difference was not significant. Neither seemed a home 

delivery alone raise the chance of a visit. The mothers who received a visit was relatively 

equally distributed over educational level, ethnicity, age and poverty level. Nevertheless, the 

numbers point in a direction that suggests that young minority mothers, aged 19 or less, tend 

to have a lower chance of receiving a home visit (OR 0.33 CI 0.052-2.13 p=0.25, table 18) 
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   Trying to map the group which received a home visit did not result in any particular pattern 

regarding socio-economic factors. Young mothers tended to have a higher chance of receiving 

a home visit but the connection was not significant (p=0.130). Among the mothers who 

received a visit 27% delivered at a CHC compared to 17% of the mothers who did not receive 

a visit, which provided a significant difference (OR 2.18 CI 1.21-3.94 p=0.010). Likewise, a 

lower percentage, 32% compared to 47%, of the mothers who received a home visit delivered 

at a district hospital (OR 0.54 CI 0.31-0.93 p=0.026) as shown in table 16. There was no 

connection between duration of stay at health facility and chance of receiving a home visit.  

   To evaluate the quality of the home visits the respondents were asked if they got any advice 

about breastfeeding in general and breastfeeding technique, temp control, hygiene routines, 

cord care and if the cord was examined, danger signs, immunization and if any measures were 

taken after the visit. Looking at each area of information, it was not brought up in half of the 

cases. The exception was immunization which was discussed in 76% of the cases. In 

approximately half of the cases was measures taken after the visit, most commonly another 

visit in a few days, as shown in table 20. 

   Those who received a home visit seemed to practice exclusive breastfeeding to a lesser 

extent, (70% vs. 77.4%), but the difference was not significant (p=0,106). There was no link 

between exclusive breastfeeding and if the mother was given advice about breastfeeding or 

breastfeeding technique. Regarding other postnatal care practices there were no differences 

seen when comparing if they were discussed at the home visit or not.                   

Table 16

Place of Delivery and Chance of Home visit

Place of delivery OR CI

CHC 2.18 1.21-3.94

Distric Hospital 0.54 0.31-0.93

Provivcal Hospital 0.00 0.00-

UBGH 1.06 0.60-1.90

Home 1.20 0.57-2.51

Table 17 Table 18 Table 19

Chance of Home Visit Chance of Home Visit age <=19 Risk of Home Delivery

Background factor OR CI OR CI OR CI

Values calculated with binary regression multivariable analysis                                                     

1               0.19 0.02-1.80

1                 

12.83 5.51-29.86

1            0.95 0.43-2.10

1                  

5.43 0.60-49.5

1                 

4.51 2.64-7.70

0.39-1.46

Ethnicity               maj 

min                               

Education     ≥6 years 

<6 years           

Economic           >20%  

status                  ≤20%                   

Age                         >19     

≤19

1               

0.75

1                

0.85

1               

1.04

0.37-1.96

1                       

1.01 0.096-12.63

1                 

3.71 2.16-6.37

0.99-1.09

1                                

0.88 0.31-2.51

1                 

1.05 1.00-1.10
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Question asked? Yes n (%) No n (%)

Advice BF 41 (65) 22 35)

Advice BF technique 21 (34) 41 (66)

Advice temp control 25 (40) 37 (60)

Advice cord care 35 (66) 28 (44)

Exam cord 33 (53) 29 (47)

Advice hygiene 25 (40) 37 (60)

Advice danger signs 25 (40) 38 (60)

Advice immunization 47 (76) 15 (24)

Measures taken after visit

None (34.9), new home 

visit (19), medicine 

(4.8), other (17.5), 

missing (23)

Table 20

Quality of the Home Visits

 

 

LIMITATIONS 

813 of the 907 randomly chosen mothers did not answer the questionnaire. The missing 

interviews consisted of 21 mothers who had moved outside the study area, 18 were lost due to 

mistakes in data collection, 9 declined and 46 could not be found. Overall the response rate 

was high and the missing mothers can be assumed to be distributed equally regarding socio 

economic status.  

   5% of the mothers had difficulties with the Vietnamese language and the majorities of them 

belonged to an ethnic minority. However, interviewer was present who could clarify questions 

if needed. There is also a problem in how the questions are interpreted by the interviewed. 

Phrases like “exclusive breastfeeding” and “keeping the cord covered” can be interpreted 

differently by different persons. However, this is taken in mind when I have interpreted my 

results. 

   Are my results applicable on the whole country? Since my results are similar to other 

studies performed in Vietnam and other mid- and low income countries is that assumption 

reasonable.    

 

DISCUSSION  

   I have shown that ethnic minorities in Vietnam are less willing to seek care, they stay for a 

short time at the health facilities after delivery and they differ as a group in postnatal care 

regarding washing of the newborn and breastfeeding. Similar but not as strong trend was seen 
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among the population defined as poor. I have also shown that the number and quality of home 

visits are poor in the Quang Ninh province of Vietnam.  

It has been shown that ethnic minorities in Vietnam are less willing to seek care (71); they 

attend neonatal care less frequently (75), they feel estranged to the health care system (74) 

and that they deliver at home to a larger extent. The fact that they stay for a short time after 

delivery supports the hypothesis that they consume less health care. Delivering at a CHC was 

associated with a shorter stay but the ethnic minorities did not deliver there to any larger 

extent, suggesting that this group leaves the health facility early regardless of place of 

delivery. Another obstacle for these mothers is that they live in remote areas (70). Keeping 

this in mind it needs to be stressed that every contact with the health care system should be 

seen as an opportunity to establish a good relation, limiting the reluctance to seek care when 

needed. Another explanation for the short stays might be the misunderstanding of informal 

fees (69), 5% in the sample had difficulties with the Vietnamese language, most commonly 

among the ethnic minorities. The fact that poverty is widespread in this group is also a 

contributing factor. However, poverty and ethnic minorities does not overlap completely, over 

half of the ethnic minorities are not poor and the group belonging to the poorest percentile left 

the health facility early regardless of ethnicity. Both the poor and the ethnic minorities are 

vulnerable groups, making it even more difficult when belonging to both groups.  

   The eye care did not differ much among the mothers and seemed to hold good quality. The 

cord care did also seem to hold good quality and here it was differences in care practice 

among different groups. Belonging to an ethnic minority, having a low education and being 

poor did all result in a higher OR ratio for open cord care (3.59, 3.02, 5.70 p<0.05). The 

WHO recommends too keep the cord exposed or covered loosely with clean cloths and dry 

cord care in general washed with water if necessary (10).  The results regarding open cord 

care suggests that some marginalised groups actually hold a higher standard in some areas of 

postnatal care. However, simply asking if the cord was kept covered or not, makes the 

information difficult to analyse. Does keeping the cord covered mean using loosely sitting 

clean clothes or not? There was also a trend among the ethnic minorities to practice dry cord 

care to a larger extent and the chance that they would wash the cord with water was tripled. 

According to the WHO the ethnic minorities therefore hold a high standard when it comes to 

cord care; practicing exposed, dry cord care washing with water only to a higher extent. 

However, is there no evidence that use of anti-septics is negative (11), a lot of studies are 

showing favorable effects to the contrary (12-15) and the information on open or covered cord 

is, as already mentioned, difficult  to value. It can therefore not be stated that the ethnic 
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minorities practice better cord care compared to the majority but their care practices do hold a 

high quality.        

   When it came to thermal control the majority of the mothers seemed to give their child 

sufficient care. The skin to skin technique was unusual but the children were wrapped and in 

many cases kept near the mother’s body. Almost all babies were washed every day at home, 

not specified how. The WHO could not find any negative effect of this regarding cord 

infection if sponge bath was practiced. The main concern for heat loss is when the child is 

washed early (within 6 hours) after birth. Underweight babies have already less resources to 

maintain their body temperature and should absolutely not be washed early (77). Luckily, 

only 2 of the 46 underweight babies were washed early. Overall 77 mothers, 9.4%, reported 

that their newborn was washed early after birth. The fact that the vast majority of these 

mothers belonged to an ethnic minority can be explained due to cultural beliefs or the fact that 

the communication and trust between the ethnic minorities and health care is insufficient. 

Either way, these babies are at risk of hypothermia.      

   Belonging to an ethnic minority and holding strong cultural beliefs can be an advantage, 

these mothers stated that they practiced exclusive breastfeeding to a larger extent. It is always 

difficult to establish what is meant by exclusive feeding. Supplements of small portions of 

other food may be seen as natural and such a small portion of the child’s nutrition that the 

mother do not count it in. However, such misreporting should be equally distributed among 

the sample and not influence differences between groups even if the absolute numbers may be 

adjustable. Additionally, the increase in breastfeeding practice among ethnic minorities  has 

been shown in several studies (34,35). The minorities initiated breastfeeding within an hour 

after birth to a larger extent than the other groups, a factor that both is favorable for the 

wellbeing of the child and supports the thesis that these mothers, as a group, stand out 

practicing breastfeeding to a larger extent.  

   Poverty is also a factor that leads to a more prevalent practice of exclusive breastfeeding. 

However, this group did not initiate breastfeeding early in any larger extent compared to the 

sample as a whole. This is likely explained by the fact that these mothers cannot afford the 

expensive formula feeding.  

   The home visits performed in the study population was few, perhaps explaining why no 

connections to socio-economic status was to be found among the mothers who received home 

visits. Neither did the mothers who delivered at home have a higher chance of receiving a 

home visit. What could be seen was a higher chance of home visits when delivering at a CHC, 

and also connected to a shorter stay at the health facility after delivery, perhaps a 
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compensation for this. However, a short stay did not result in a higher chance of a home visit, 

the fact that mothers who deliver at a CHC and stays a short time after delivery can at best 

only partly explain why these mothers received home visits to a larger extent. The home visits 

that were conducted hold a low quality regarding postnatal care, immunization and advice of 

danger signs, all areas that in earlier studies have been considered important and have been 

shown effective to improve neonatal health (43-49).    

    

Who could benefit from a home visit? 

Belonging to a minority group or being poor is proved to be a factor contributing to illness (4, 

50, 55, 56, 58, and 62). Since these groups are found to be less willing to seek care, and have 

a feeling of estrangement or alienation in the health care system much can be gained if 

particular attention is paid to these groups, both in a short and a long perspective. In the short 

perspective improvements of the actual care of the newborn can be made, in addition to 

information about when and where to seek care when needed, resulting in decreasing neonatal 

and child morbidity. In the long perspective a good relationship can be built with the mother, 

enhancing the chance of her attending antenatal care for the next pregnancy, avoiding home 

delivery and also passing this behaviour on to her children and relatives.    

   If home visits are to be used as a tool to reach marginalized groups in Vietnam the quality of 

content must be improved. Breastfeeding, hygiene, cord care and thermal control are very 

important factors securing a safe and healthy neonatal period as discussed earlier in this paper. 

Therefore all these areas should be discussed at the home visit and the health staff must have 

accurate knowledge on what practices are to be recommended. Since advice of danger signs 

and referring sick children to a hospital has been proved to reduce neonatal morbidity, 

especially in cases of home delivery, this information and opportunity to receive help should 

be clearly communicated during the home visit. For the visits to be effective various 

interventions, such as transport to a health facility, as well as needed medication be free of 

charge.  

   It is important to stress that a home visit not is to be seen as a search for errors risking to put 

blame on the mother but a chance to have a discussion with her on finding the best solution 

for the highest quality of care for the individual child. To invigorate women in motherhood 

and to fortify a good relation with the health care system it is important to see the strengths in 

what works well in the dynamic between mother and child. For example, in this study the 

ethnic minorities reported higher numbers of exclusive breastfeeding, they initiated 

breastfeeding earlier and held a high quality regarding cord care. When trying to bring these 
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women closer to the health care system and removing obstacles for care seeking, the ideal 

situation would be if they would maintain the behaviour which is beneficial for their child.  

   Who could benefit from a home visit? First of all, all mothers should be offered a visit to a 

health care institute during the neonatal period to have a chance to discuss the care given to 

the new born child, giving an opportunity to address questions and thoughts. The neonatal 

period is a vulnerable period and whilst the antenatal period is filled with controls and check-

ups there is a gap in the contact with health care system post-partum. The mothers who are in 

need for home visits more than others are those who delivered at home or for some reason are 

reluctant to seek care. In numerous earlier studies looking at the value of home visits, 

attention to mothers who deliver at home is presented as the group who could benefit most in 

neonatal health outcome (42-47). There is also an increased risk of neonatal mortality when 

the birth takes place at home, as shown previously in the NeoKIP-study (76) As lifted in this 

paper the ethnic minorities are less likely to seek antenatal care (71), they stay for a shorter 

time at the hospital when seeking care, and many feel discriminated in the health care system 

(74), this group is also unaware of informal fees (69) and they are more likely to live in 

remote areas (70). They are also more likely to be poor and with low level of education when 

comparing to the majority population, making this group particular vulnerable and worth 

targeting for extra attention. The Vietnamese health system is subsidized to a large extent and 

prenatal care is free. To reach the poor mothers measures need to be taken to ensure that the 

care is for free and that attitudes among health care staff are unprejudiced. 

   However, it can still be costly to seek care for farmers and urban poor, when taking in cost 

of transportation and loss of working hours (78, 79). Based on all the information in this 

paper three groups can clearly be defined that would benefit from a home visit. First those 

who deliver at home, secondly the mothers belonging to an ethnic minority and third the 

urban poor. Home visits could be one step in the right direction to try to make these groups 

more included in the Vietnamese society as well as improve neonatal health.        

 

CONCLUSION 

Postnatal care varies between groups of different age, ethnicity and poverty level on some, but 

not all, of the areas that I have looked in to. This does not mean that poverty or belonging to 

an ethnic minority automatically means that the care is inferior, the two groups practiced 

exclusive breastfeeding to a larger extent and the ethnic minorities initiated breastfeeding 

earlier and had a high quality of cord care. However, these groups are in some aspects 

secluded from the health care system, possibly discriminated and less willing to seek care. 
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These differences were exemplified in this sample by their short stay at the health facility and 

their higher number of home delivery and have been shown in many aspects in the NeoKIP 

project as well as previous studies in Vietnam. A possible solution is to reach out to thes 

marginalized groups through home visits. Whilst the time before birth is filled with ANC 

visits after birth are often neglected. The home visits subject to this study did not hold a 

sufficient standard when regarding the important areas of postnatal care and they were not 

targeted in any particular way. Home visits have been shown effective to improve neonatal 

health, especially when given to mothers who delivered at home. It is also an opportunity to 

include marginalized groups in the health care system. Those who deliver at home, belongs to 

an ethnic minority or are urban poor have I defined as a particularly vulnerable group in the 

Vietnamese society who could benefit the most from a home visit. The home visits should be 

an opportunity to enhance and confirm good care practices, give advice and examine the child 

and, very importantly, listen to the needs of the mother and what that she thinks could help to 

ensure good health for her child. It can be a powerful tool if used properly to improve 

neonatal and child health as well as fight discrimination.    
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