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Maternal health care utilization in Viet Nam: increasing ethnic inequity
Mats Malqvist,? Ornella Lincetto,” Nguyen Huy Du,¢ Craig Burgess® & Dinh Thi Phuong Hoa®

Objective To investigate changes that took place between 2006 and 2010 in the inequity gap for antenatal care attendance and delivery
at health facilities among women in Viet Nam.

Methods Demographic, socioeconomic and obstetric data for women aged 15-49 years were extracted from Viet Nam's Multiple Indicator
Cluster Survey for 2006 (MICS3) and 2010-2011 (MICS4). Multivariate logistic regression was performed to determine if antenatal care
attendance and place of delivery were significantly associated with maternal education, maternal ethnicity (Kinh/Hoa versus other),
household wealth and place of residence (urban versus rural). These independent variables correspond to the analytical framework of the
Commission on Social Determinants of Health.

Findings Large discrepancies between urban and rural populations were found in both MICS3 and MICS4. Although antenatal care attendance
and health facility delivery rates improved substantially between surveys (from 86.3 t0 92.1% and from 76.2 to 89.7%, respectively), inequities
increased, especially along ethnic lines. The risk of not giving birth in a health facility increased significantly among ethnic minority women
living in rural areas. In 2006 this risk was nearly five times higher than among women of Kinh/Hoa (majority) ethnicity (odds ratio, OR: 4.67;
95% confidence interval, Cl: 2.94-7.43); in 2010-2011 it had become nearly 20 times higher (OR: 18.8; 95% Cl: 8.96-39.2).

Conclusion Inequity in maternal health care utilization has increased progressively in Viet Nam, primarily along ethnic lines, and vulnerable
groups in the country are at risk of being left behind. Health-care decision-makers should target these groups through affirmative action
and culturally sensitive interventions.

Abstracts in G 13, Francais, Pycckuii and Espaiiol at the end of each article.

Introduction

Large disparities in health outcomes exist between countries
and within them. These differences are largely defined and
perpetuated by social structures and mediated by material and
behavioural factors and by aspects of health-system delivery.'
These socially-determined and unjust differences, termed
inequities, will pose a great challenge for policy-makers and
health-care planners as the deadline for achieving the Millen-
nium Development Goals (MDGs) approaches and the need
to look beyond 2015 looms ahead.? The MDGs have fuelled
enormous efforts to improve public health and well-being
throughout the world, but they inherently lack an equity
perspective. Countries” attempts to reach the MDGs at the
national level may result in improved health for the more
prosperous segments of society but can leave disadvantaged
groups, such as ethnic minorities, the urban poor and migrant
populations, in a worse situation than before.” General public
health interventions also tend to reach and benefit the more
prosperous groups in society first. Thus, efforts to attain the
MDGs, however commendable and necessary, tend to widen
the inequity gap in health.’ The gap in health indicators within
a society cannot be assessed by looking at aggregated data,
which often conceal large and morally unjustifiable differ-
ences between the health of the social majority and of poor,
marginalized minorities.** For a full grasp of the vulnerable
position of these groups, it is essential to look at subnational
data, disaggregated along the structural determinants of
inequity. However, insufficient and dysfunctional national
and international reporting systems make this difficult to do.
Health-care planners need to rely instead on estimates and
data obtained through surveys, such as the Demographic

and Health Surveys (DHS) and the Multiple Indicator Cluster
Surveys (MICS),** and even when survey data are available,
they are rarely comprehensive or used by policy-makers.”

Maternal mortality has traditionally been used as an
indicator of and a proxy for health system performance and
quality because of the complex, multifaceted character of
the interventions involved in skilled birth attendance and
emergency obstetric care.® Measuring maternal mortality is
difficult because of underreporting in many societies and
because different definitions are used.’ The fifth MDG, which
sets targets for maternal health, involves not only indicators
that measure maternal mortality, but also access to reproduc-
tive health services, including antenatal care and skilled birth
attendance. These crucial components of the continuum of care
for mother and child can be measured and used to assess the
degree of inequity in health care delivery.

Viet Nam, a country with a growing economic and public
sector, is going through an economic and demographic transi-
tion.'” Historically, the country has pursued the socialist goal
of achieving universal health coverage. Hence, its health-care
infrastructure covers a very large fraction of the population.
Viet Nam has also set an example for the world in terms of mo-
bilizing the population during health promotion campaigns.
This was evident during tetanus eradication and Expanded
Programme on Immunization activities."" With a steady de-
cline in maternal mortality, child mortality and malnutrition
over the past decades, Viet Nam has also exceeded expecta-
tions for a middle-income country.’> However, evidence points
to growing disparities in health outcomes and inequity in
health has started to gain attention in recent years.>>* The
Vietnamese Ministry of Health has prioritized maternal and
child health over the years and has made efforts to improve the
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health of mothers and children, but even
in this area great inequities exist.'>'* In
a previous paper we used data from the
MICS3 survey conducted in 2006 to
report on these differences in maternal
health care utilization, particularly in
antenatal care and skilled birth atten-
dance."” Data from MICS4, conducted in
2010-2011, is now available. The rapid
social development that has taken place
in Viet Nam in recent years makes it im-
portant to examine changes in the equity
gap linked to antenatal care attendance
and delivery in health facilities. The aim
of this study is to examine these changes.

Methods
Data sources and sampling

The Multiple Indicator Cluster Survey
(MICS) was designed by the United Na-
tions Children’s Fund (UNICEF) for the
collection of internationally comparable
data. The General Statistics Office in Viet
Nam has conducted the MICS over the
past decade. MICS3 covered 8356 house-
holds and 10063 women aged 15-49
years. Response rates were nearly 100%
for households and 94.1% for women,
respectively. MICS4 covered 11 642
households and 12115 women aged
15-49, and response rates were 99.8%
for households and 96.3% for women,
respectively. The surveys included three
sets of questionnaires: (i) a household
questionnaire used to collect informa-
tion on the household, its members and
dwelling characteristics; (ii) a question-
naire administered only to women of
reproductive age (15-49 years) living in
the household; and (iii) a questionnaire
on children younger than 5 years living
in the household, administered to moth-
ers or caretakers. The English-language
MICS questionnaires were translated
into Vietnamese, pre-tested and sub-
sequently modified and revised for the
Vietnamese context. The questionnaire
for women included modules for child
mortality and maternal and neonatal
health. The sampling method used has
been reported in detail elsewhere.'®"
For this study, data from MICS3 and
MICS4 were extracted and analysed with
authorization from UNICEE.

Variables of interest

The dependent variables were antenatal
care coverage and place of delivery,
which are recognized as key determi-
nants of maternal health and indicators
of progress towards MDG5. For MICS,
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antenatal care coverage is defined as
the percentage of women aged 15-49
years — among those who had aliveborn
during the two years before the survey —
who received antenatal care from skilled
health personnel at least once. “Skilled
personnel” includes accredited health
professionals such as midwives, physi-
cians and nurses, but not traditional
birth attendants. Place of delivery is
dichotomized as delivery in a health
facility (private or public) or outside the
health system (home delivery).
Inequity is commonly defined as
an unjust difference between social
groups attributable to socioeconomic
determinants.! For this study we used
as independent variables the following
structural determinants, which cor-
respond to the framework proposed by
the Commission on Social Determinants
of Health: maternal education, mother’s
ethnicity, household wealth and place

of residence.’ To capture differences
between the most disadvantaged groups
and the general population, we dichoto-
mized all independent variables. Ethnic-
ity was defined on the basis of maternal
lineage as either Kinh/Hoa or non-Kinh/
Hoa. The Hoa are ethnically Chinese.
Although they are the sixth largest mi-
nority group in Viet Nam, their living
standards are on a par with those of the
Kinh majority. Maternal education was
defined as either having attended school
or never having done so. Household eco-
nomic status was determined by means
of an asset and household economic
status index developed using principal
component analysis to calculate a wealth
score. The assets considered were radio,
television, mobile phone, telephone,
refrigerator, bicycle, motorbike, car and
boat. Household status was based on
floor, roof and wall material, type of fuel
used, number of rooms used for sleep-

Table 1. Characteristics of mothers interviewed for Multiple Indicator Cluster Surveys
(MICS) 3 and 4, Viet Nam, 2006 and 2010-2011

Characteristic No. (%) P
2006 2010-2011
(MICS3) (MICS4)
(n=1023) (n=1363)
Household economic quintile/status
Fifth? 172 (16.8) 305 (22.4) =
Fourth 195 (19.1) 268 (19.7) =
Third 194 (19.0) 240 (17.6) =
Second 178 (17.4) 223 (16.4) =
First 284 (27.8) 327(24.0) 0.001
2nd to 5th quintiles 739 (72.2) 1036 (76.0) =
Poorest quintile 284 (27.8) 327 (24.0) 0.037
Ethnicity
Kinh/Hoa (majority) 726 (71.0) 1076 (78.9)
Non-Kinh/Hoa (minority) 297 (29.0) 287 (21.1) <0.001
Maternal education
Attended school 906 (88.6) 1273 (93.4) -
Never attended school 117 (11.4) 90 (6.6) <0.001
Marital status
Currently married 995 (97.3) 1342 (98.5) -
Not married 28 (2.7) 21(1.5) 0.04
Place of residence
Urban 226 (22.1) 542 (39.8) -
Rural 797 (77.9) 821 (60.2) <0.001
Maternal health care utilization
Skilled antenatal care at least once
Yes 883 (86.3) 1255 (92.1) -
No 140 (13.7) 108 (7.9) <0.001
Place of delivery
Health facility 780 (76.2) 1222 (89.7) =
Home 243 (23.8) 141 (10.3) <0.001
@ Wealthiest.
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ing, availability of electricity and water
and type of toilet facilities.” Households
that scored in the lowest quintile were
considered poor and the rest, non-poor.

Data analysis

We used multivariable logistic regres-
sion to analyse effects and associations
between maternal health care utilization
and the structural determinants of inter-
est. We stratified all structural deter-
minants to detect changes over time in
subgroups. We used Pearson’s y* tests to
detect differences between groups, with
a P-value of <0.05 considered indicative
of statistical significance. We performed
statistical analyses with STATA ver-
sion 12 (StataCorp. LP, College Station,
United States of America).

Results

In total, 9473 women were interviewed
for MICS3 and 11663 for MICS4. In
this study, we included women aged
15-49 years who had given birth two
years before the interview. This resulted
in a total sample of 2386 women. The
mean age of the women was 27.6 and
27.4 years in MICS3 and MICS4, re-
spectively (P=0.41). Socioeconomic
status differed significantly between the
women interviewed in the two surveys
(Table 1). MICS4 had a significantly
larger proportion of women who were
non-poor, had attended school and
belonged to the ethnic majority. It also
had a larger proportion of women from
urban areas than MICS3. Maternal
health care utilization differed between
the two survey samples as well. A larger
proportion of women had delivered in a
facility and had attended antenatal care
in MICS4 than in MICS3. The rate of
home delivery rate dropped significant-
ly, by more than 50%, between MICS3
and MICS4 (Table 1). However, despite

an overall increase in maternal health
care utilization, the rate of delivery at
health facilities remained significantly
higher among women from non-poor
households (Fig. 1), which shows that
the equity gap persisted. A comparison
of antenatal care attendance among dif-
ferent household economic groups re-
vealed similar findings (data not shown).

When data were stratified by place
of residence, large disparities were noted
between urban and rural areas. In both
surveys, almost all women living in
urban areas reported having received
skilled antenatal care and having deliv-
ered at a health facility (Table 2). Thus,
the changes in maternal health care
utilization described previously took
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place entirely in the rural population
and further analysis will focus on this
subgroup.

Among women in rural areas, the
proportion of those who were poor was
similar in the two surveys (34.3% and
36.8%, respectively; P=0.29). However,
the MICS4 sample had a slightly higher
percentage of Kinh women (70.4%
versus 64.4%; P<0.01) than the MICS3
sample, as well as a higher percentage of
women who had attended school (89.9%
versus 85.6%; P<0.01). In the sample
of rural women, all socioeconomic
variables — household economic status,
maternal education and maternal eth-
nicity — were associated with maternal
health care utilization in both surveys.

Fig. 1. Equity gaps in delivery in health facilities, by maternal ethnicity and education
and household economic status, Viet Nam, 2006 and 2010-2011
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Table 2. Maternal health care utilization, by place of residence, Viet Nam, 2006 and 2010-2011

Maternal health care utilization No. (%)
Urban Rural

Yes No P Yes No P
Skilled antenatal care
2006 (MICS3) 221 (97.8) 5(.2) - 662 (83.1) 135(16.9) -
2010-2011 (MICS4) 531 (98.0) 11(2.0) 0.87 724 (88.2) 97 (11.8) <0.01
Health facility delivery
2006 (MICS3) 224 (99.1) 9 - 556 (69.8) 241 (30.2) -
2010-2011 (MICS4) 532 (98.2) 10(1.8) 033 690 (84.0) 131 (16.0) <0.001

MICS, Multiple Indicator Cluster Survey.
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Table 3. Results of multivariate regression showing change between MICS3 and MICS4
in the relative odds of maternal health care utilization in the rural population,
by maternal and household socioeconomic indicators, Viet Nam, 2006 and

2010-2011

Maternal age was not associated with
antenatal care attendance or place of
delivery in the univariate regression
and was therefore excluded from the
multivariate model. Table 3 shows the
odds ratios (ORs) for absence of skilled

Maternal health care 2006 (MICS3) 2010-2011 (MICS4)
utilization antenatal care and home delivery among
No./n OR(95% CI) No./n OR (95%CI) women in rural areas, by maternal and
No skilled antenatal care household characteristics. The elevated
Household economic status odds among poor women persisted
2nd to 5th quintiles 34/524 1 10/519 1 acrosssurveysand the OR for delivering
Poorest quintile 101/273  256(143-457)  87/302 454(204-100)  athome for women belonging to ethnic
Maternal ethnicity minorities versus women of Kinh/Hoa
Kinh/Hoa (majority) 30/513 . 13/578 : ethnicity increasedrf‘ourfold between
Non-Kinh/Hoa (minority) ~ 105/284 340(188-6.16)  84/243 539(258-113)  YLSC3and MISCA (Table 3). Although
Maternal education the rate of ho.me delivery decreallsed
among both Kinh/Hoa and non-Kinh/
Attended school 75/682 1 44/738 1 Hoa women. the drop was ereatest in
> p 8
Never attended school S5/115  285(173-471)  30/83 703384129 e firt group (Fig. 2). Thus, inequity in
Home delivery this area has increased. Similar improve-
Household economic status ments between surveys were not found
2nd to 5th quintiles 71/524 1 13/519 1 for antenatal care attendance, which
Poorest quintile 170/273  2.84(1.78-4.51) 118/302  4.69(2.34-9.39) improved significantly only among non-
Maternal ethnicity poor Kinh women in rural areas (Fig. 3).
Kinh/Hoa (majority) 61/513 1 10/578 1
Non-Kinh/Hoa (minority) 180/284 4.67 (294-743)*  121/243  18.8(8.96-39.2)° Discussion
Maternal education
Aenclzd sdhesl 150/682 ] 74/738 1 This study has shown the persistence of
Never attended school 91/115  348(200-604)  57/83  339(185-621)  inequities in maternal health care utili-

(l, confidence interval; MICS, Multiple Indicator Cluster Survey; OR, odds ratio.
@ Confidence intervals for MICS3 and MICS4 do not overlap.

Fig. 2. Percentage of home deliveries among rural women, by ethnicity and household
economic status, Viet Nam, 2006 and 2010-2011

zation in Viet Nam along socioeconomic
and ethnic lines through a comparison
of data on antenatal care attendance
and health facility delivery from MICS3
(2006) and MICS4 (2010-2011). On
the basis of the findings we conclude
that the rate of delivery in health fa-
cilities has improved overall in the rural

0 = 2006 (MICS3) population, but that this improvement
gp | [ 2000-20m (MICS4) has been unevenly distributed among
ethnic groups and women in different
80 P<por economic strata. Poor women belong-
ing to ethnic minorities were less likely
704 703 to deliver at home in 2010-2011 than
3 in 2006, but rates of facility delivery
@ improved more for non-poor women.

5 97 Hence, the relative odds of deliveri
2 ence, the relative odds of delivering
i 0 P<0.007 at home among poor, ethnic minor-
£ ity versus non-poor, Kinh/Hoa women
g P=0.01 387 increased significantly between MICS3
2 0 — ' and MICS4. Antenatal care attendance
E also improved between MICS3 and
30 27.5 MICS4, but the improvement was only
P<0.001 statistically significant among non-poor,

20 16.7 Kinh/Hoa women.

102 This study has limitations. Al-
10 i3 though more than 20000 households
11 ' were sampled in the two surveys com-
0 bined, a fairly small sample of women
2nd and 5th quintiles | Poorest quintile 2nd and 5th quintiles Poorest quintile was included in the analysis because
Kinh Minority those who had not had a liveborn in

the two preceding years were excluded.

MICS, Multiple Indicator Cluster Survey. This made it impossible to disaggregate

Note: Pearson’s y° test was used to detect differences between groups.
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Fig. 3. Proportion of rural mothers who did not attend antenatal care during their most
recent pregnancy, by ethnicity and household economic status. Viet Nam, 2006

and 2010-2011
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data into subgroups for sub-analyses of
maternal health care utilization in spe-
cific regions or among ethnic minority
groups. Another limitation is that the
sample may not be representative. For
example, very few poor women from
urban areas were included (11 in MICS3
and 25 in MICS4),"*” perhaps because
of an urban bias in the construction of
the asset index™ or a skewed sampling
procedure. In either case, the vulner-
able situation of the urban poor, a
particularly disadvantaged group, is not
reflected. This group is likely to have
less social capital than the rural poor
because of social exclusion and isola-
tion.”’ Furthermore, the proportion of
women belonging to ethnic minorities
was slightly higher than the national
average in both MICS3 and MICS4.

We analysed maternal health care
utilization as a proxy for maternal
mortality.”” In MICS3, the sisterhood
method was used to calculate the mater-
nal mortality ratio, which was 162 deaths
per 100000 live births."* However, the
necessary data for a similar estimation
was not collected in MICS4." This is the
reason that we resorted to using proxy
indicators.

In MICS methodology, child mor-
tality is calculated using the Brass

258

estimation technique.”” This method
provides point estimates with consider-
able variance and bias. Thus, it allows
for the study of trends but makes direct
comparisons between two time points
quite undertain.”*** In the final report
for MICS4, the mortality rate among
children less than 5 years of age whose
mothers belonged to an ethnic minor-
ity was estimated at 39 deaths per 1000
live births by the Brass method." In the
MICS3 survey, the corresponding rate
was 35 deaths per 1000 live births."
These figures, combined with decreased
mortality among Kinh/Hoa children
less than 5 years of age, point not only
to greater inequity but also to increased
child mortality among ethnic minori-
ties. However, these data come from a
relatively small sample and represent
indirect measurements. Hence, any
conclusions must be drawn with caution.
From our findings it is more legitimate
to conclude that inequity in maternal
and child health has increased in Viet
Nam, and that this also holds true for
maternal and child mortality.

The dependent variables examined
in this study, antenatal care coverage
and delivery at health facilities, were
maternal health care indicators collected
in both MICS3 and MICS4. The World

Mats Malqvist et al.

Health Organization recommends at
least four antenatal care visits during
pregnancy.” The National Guidelines
for Reproductive Health issued by Viet
Nam’s Ministry of Health stipulate three
or more antenatal care visits.”® The
number of such visits was recorded in
MICS4 but not in MICS3. Hence, we
were unable to analyse this variable in
our study. Skilled birth attendance is
another indicator of maternal health
care utilization commonly surveyed and
analysed. This variable was collected in
both MICS3 and MICS4 but showed a
strong interaction with place of delivery.
Only a very small number of women de-
livering at home did so in the presence of
a skilled birth attendant. Furthermore,
skilled attendance (or skilled care) at
birth connotes delivery in an “enabling
environment” with access to emergency
obstetric care if required.” We therefore
felt that place of delivery was a more
appropriate variable to include in the
analysis.

The comparison of maternal care
utilization between MICS3 and MICS4
also revealed some improvements worth
mentioning. In the five years between
surveys the rate of delivery at home was
halved. This remarkable finding reflects
the rapid economic transition occurring
in Viet Nam at present. Infrastructural
improvements and the growth of the
middle class are driving the expan-
sion and improvement of the health
system and reducing geographical and
economic barriers to health care, par-
ticularly for urban and non-poor rural
residents.”** Nonetheless, our findings
show that some vulnerable groups are
being left behind and that the equity gap
is widening. Conditions in Viet Nam
differ from those that exist in nearby
countries. In China, for example, large
discrepancies exist between urban and
rural populations in terms of maternal
mortality, but there is no evidence that
the equity gap is widening as a result of
economic expansion.’”*! Thailand, on
the other hand, has managed to close the
equity gap in the provision of maternal
care by adopting pro-poor policies and
universal health coverage.”>”

In Viet Nam, maternal health care
utilization between urban and rural
areas shows striking differences. Large
inequities exist along socioeconomic
and ethnic lines. The causes and deter-
minants of these inequities are manifold
and diverse, as has been shown in several
studies.”**** Informal payments and
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a growing private sector, together with
weak public health insurance, generate
inequities because people’s ability to
pay for services parallels the increasing
income divide in society.” Additionally,
modernization has generated greater so-
cial complexity, with fewer opportunities
for the less educated in society.”” Accord-
ing to our findings, in Viet Nam ethnic
minorities are even more vulnerable than
other disadvantaged groups during this
time of economic transition. In addition
to being less educated and poorer, ethnic
minorities face cultural and linguistic
barriers in accessing health care that are
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Increasing inequity in maternal health care in Viet Nam

compounded by a lack of culturally sensi-
tive programmes and interventions.’**’
Future efforts to reduce inequity in
health, both in Viet Nam and globally,
must be holistic; interventions targeting
vulnerable groups must be designed not
just on the basis of material wealth, but
also ethnicity and education. M
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Résumé

Utilisation des soins de santé maternelle au Viet Nam: augmentation de I'inégalité ethnique

Objectif Etudier les modifications du fossé des inéqalités, survenues
entre 2006 et 2010, en termes de fréquentation des soins prénatals et
d'accouchement dans les établissements de santé, chez les femmes
du Viet Nam.

Méthodes Les données démographiques, socio-économiques et
obstétriques des femmes dgées de 15 a 49 ans ont été extraites de
I'Enquéte en grappes a indicateurs multiples, effectuée au Viet Nam
en 2006 (MICS3) et en 2010-2011 (MICS4). Une régression logistique
multivariée a été effectuée pour déterminer si la fréquentation des soins
prénatals et le lieu de I'accouchement étaient significativement associés
au niveau déducation de la mere, a l'origine ethnique de la mere (Kinh/
Hoa par rapport aux autres), a la richesse du foyer et au lieu de résidence
(urbain ou rural). Ces variables indépendantes correspondent au cadre
d'analyse de la Commission sur les déterminants sociaux de la santé.
Résultats Des écarts importants entre les populations urbaines et
rurales ont été constatés dans le MICS3 et dans le MICS4. Bien que

la fréquentation des soins prénatals et les taux daccouchement des
établissements de santé se soient nettement améliorés entre les
enquétes (de 86,3 a 92,1% et de 76,2 a 89,7%, respectivement), les
inégalités ont augmenté, en particulier entre les ethnies. Le risque de
ne pas accoucher dans un établissement de santé a augmenté de facon
significative chez les femmes issues des minorités ethniques des zones
rurales. En 2006, ce risque était pres de cing fois plus élevé que chez les
femmes de l'ethnie majoritaire Kinh/Hoa (rapport des cotes, RC: 4,67,
intervalle de confiance IC a 95%: de 2,94 a 7,43); en 2010-2011, il a
presque été multiplié par 20 (RC: 18,8; IC a 95%: de 8,96 a 39,2).
Conclusion l'inégalité dans I'utilisation des soins de santé maternelle
a augmenté progressivement au Viet Nam, principalement chez les
ethnies, et les groupes vulnérables du pays risquent détre laissés pour
compte. Les décideurs des soins de santé devraient cibler ces groupes,
en mettant en place une action positive et des interventions tenant
compte de la culture.

Pesiome

npen,OCTaBHEHVIe ycnyr oxpaHbl 340p0BbA MaTepe|7| BO BbeTHame: yBeJinyeHne 3STHN4YeCKoro HepaBeHCTBa

Llenb ViccnenoBatb 3veHeHNA, KOTOpble MPOMU3OLLNVM B NEPUOL MEXAY
200612010 T. B BONPOCE HEPABEHCTBA MPY MOSYYEHN KEeHLLMHaMM
ycnyr JOPOAOBOTO yXOfa B YUPEXAEeHMAX 34PaBOOXPAHEHNA BO
BbeTHame.

MeTopabl [lemorpadunueckne, coumanbHO-IKOHOMUYECKNE U
aKyllepcKmne AaHHble AnA KeHWWH B Bo3pacTe 15-49 net Obinn
B3ATbl U3 KNACTepHOro 0bcnefoBaHnsa No MHOMMM MoKa3aTenam
(MICS), nposeneHHoro 8o BoetHame B 2006 1. (MICS3) 1 2010-2011 rr.
(MICS4). B obcnenoBaHwmm Obin MCNOMb30BaH METOA MHOTOGaKTOPHOM
NOTUCTUYECKOW perpeccum C Lenbio OnpeaennTb, HaCKOAbKO
CyLLeCTBEHHO 3aBVCUT NOMyYEHMe YCyr AOPOAOBOrO yXOaa U MecTo
POAOB OT OOPA30BaHMS, STHUYECKOWN MPUHAANEXHOCT MaTepel
(KMHB/X0a MO CPaBHEHWIO C APYrMMYM STHOCaMM), BNaroCoCToAHNA
CemMby 1 MecTa »KMTeNbCTBa (ropof UM Ceno). ITW He3aBUCUMble
nepemMeHHble COOTBETCTBYIOT aHaNUTUYECKOW METOAMKeE,
NCNoMb3yemon Kommnccuen no coynanbHbiM AeTepMUHaHTam
340POBbA.

Pe3ynbratbl B 060vix KnacTepHbix ob6cnefosaHmax, MICS3 1 MICS4,
661K 06HapyXeHbl BoNbWKE OTANYNA B YCIOBUAX OKa3aHWs
ycnyr AnAa ropofckoro v CenNbCKoro HaceneHuna. XoTa KayecTso

[IOPOAI0BOTO yXofa ¥ 06bem OKazaHna TVX YT YUpexaeHUAMM
3[PaBOOXPAHEHMA CYLECTBEHHO YNYULWNANCD B NEPUOL MEXIY
obcnegoBanvamm (€ 86,3 7092,1% m ¢ 76,2 00 89,7%, COOTBETCTBEHHO),
HepaBEHCTBO BO3POCSO, OCOOEHHO MO STHUYECKOMY MPpW3HaKy. PUcK
poXxaeHNA pebeHKa He B MEAVLIMHCKOM YUYpeXxaeHny 3HaUnTeNbHO
BbIPOC CPeAM XKEHLMH 13 STHUYECKNX MEHBLUMHCTB, MPOXKMBAOLLIMX
B CeNbCKOM MeCTHOCTH. B 2006 T. 3TOT pUCK ObiN NOYTW B NATb
pa3 Bbile, YeM Cpeau KeHWMUH STHUYECKOM NPUHAANEKHOCTH
KMHb/X0a (OCHOBHbIE 3THOCHI) (OTHOWeHMe puckos, OP: 4,67; 95%
foseputenbHbIi nHTepsan, [N: 2,94-7,43); 8 2010-2011 1. oH 6bin
yxe nouti B 20 pas Boiwe (OP: 18,8; 95% [1M1: 8,96-39,2).

BbiBoa Bo BbeTHame BO3pOCIO HEPAaBEHCTBO B OKasaHWM yCayr
34paBooOXpaHeHusa byaylmMM MaTepsam, B Nepayto odepefb, No
STHUYECKOMY NPU3HaKY. Kpome TOro, 1A YA3BMMBIX rpY M HaceneHmna
B [JAHHOW CTPaHe CyLLeCTBYeT PUCKYIOT He MOMyYnTb Takmne yCnyrin.
Jlnua, dopmupyiolme NOAUTUKY B 00NaCTX 34PaBOOXPaHEHNS,
JOMKHBI HaNpPaBUTb YCUAWA Ha OKasaHue yCnyr 3TUM rpymnnam
NOCPEACTBOM UHMLMATUB MO 06eCneyeHuio paBHoNpaBns 1 ydyeta
KYNBTYPHbIX OCOBEHHOCTEN.

Resumen

Utilizacion de los servicios de salud maternos en Viet Nam: aumento de la desigualdad étnica

Objetivo Investigar los cambios que tuvieron lugarentre 2006y 2010 en
la brecha de desigualdad respecto a la asistencia a cuidados prenatales y
la prestacion sanitaria en instalaciones sanitarias a mujeres de Viet Nam.
Métodos Se obtuvieron datos demograficos, socio-econdmicos y
obstétricos de mujeres de edades comprendidas entre los 15y 49
afos, a partir de la encuesta a base de indicadores mdltiples de Viet
Nam para los periodos 2006 (MICS3) y 2001-2011 (MICS4). Se realizd
un analisis de regresion logistica multivariada para determinar si la
asistencia a cuidados prenatales y el lugar de prestacion sanitaria estaban
significativamente vinculados con la educacion de la madre, la etnia
materna (Kinh y Hoa frente a otras), los recursos familiares, asf como el
lugar de residencia (urbano frente a rural). Estas variables independientes
corresponden al marco analitico de la Comisién sobre Determinantes
Sociales de la Salud.
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Resultados Se hallaron grandes diferencias entre las poblaciones
rurales y urbanas, tanto en MICS3 como en MICS4. Pese a que los
indices de la asistencia a cuidados prenatales y de la tasa de partos en
instalaciones sanitarias mejoraron substancialmente entre las encuestas
(del 86,3 al92.1%y del 76,2 al 89,7%, respectivamente), aumentaron las
desigualdades, sobre todo en funcién del origen étnico. El riesgo de no
dar a luz en un centro de salud aumentd significativamente entre las
mujeres pertenecientes a minorias étnicas residentes en zonas rurales. En
2006, dicho riesgo era cinco veces mayor entre las mujeres de las etnias
Kinh/Hoa (mayoria) (indice de probabilidad, IP: 4,67; 95% intervalo de
confianza, IC: 2,94-7,43); en 2010-2011 llegd a ser casi 20 veces mayor
(IP: 18,8;95% IC: 8,96-39,2).

Conclusién La desigualdad en la utilizacion de los servicios maternos ha
aumentado progresivamente en Viet Nam, sobre todo, entre las distintas
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etnias. Asimismo, los grupos desfavorecidos del pais estan en riesgo de
marginalidad. Las autoridades sanitarias deben orientarse hacia estos

Research
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grupos por medio de acciones afirmativas, asi como de intervenciones
culturalmente sensibles.
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