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Objectives of the assessment phase

In view of producing an early non-communicable diseases (NCD) diagnosis guideline, a periodic
health examination (PHE) guideline for the general population, and the outlines of quality
management system, all to be implemented at grassroots level in Vietnam, we performed a global
assessment of the situation with the following objectives:

1. Identifying best international recommendations pertinent to the EU-HF project in
the form of:

a. Recommendation on early NCD diagnosis and identification of relevant
framework adequate to resources-constrained setting;

b. Tools and recommendations on periodic health examination in the general
population;

c. Frameworks and recommendations in the area of quality management in the
domain of health care with a focus on primary care in resource-constrained
contexts of intervention.

2. Assessing the context of intervention in Vietnam with regards to:

a. Current MoH’s orientations, policies and legislation relevant to NCD and
primary care;

b. The quality of care in grassroots public facilities in the country;

Other macro-level interventions supported by other agencies with NCD
and/or primary care as a target
3. Finally, measuring the gap between objectives set by international
recommendations and the current capacities and state of the grassroots healthcare
system in Vietnam in view of laying out recommendations for the future phases of
the project, recommendations to be submitted to an upcoming event organised with
the MoH’s MSA.

Material and method

Literature review
We focused our review on 3 types of documents:

® Guidelines on quality management and monitoring and evaluation produced by:
O Major agencies such as the WHO or the World Bank;
O National agencies.

® Scientific articles focusing on NCD management and quality management in primary health
care in low- and middle-incomes countries;

® Complete reports on actual quality management exercises carried out by trusted sources
such as the EU, the World Bank, the WHO, the OECD.

We used PubMed, Google Scholar for articles, and the general Google engines for report. We used
the following key-words:

® Primary care, primary health care;

® Quality management, framework, guideline, recommendations, report, criteria;



® Resources-constrained settings, low-income, poor;

® Monitoring and evaluation;

® Non-communicable disease;

® Periodic health examination, periodic health assessment, screening;

® Early detection and primary care for relevant NCDs

We also reviewed references from the key reports and guidelines we selected to expand our search.
We then restricted the review to documents showcasing a well-defined, comprehensive global
approach as a handful of papers and reports were covering the issue only very partially. Those
documents are nevertheless cited in the annexe of the current report.

Policies and Legislation review

We combined a review of plans, circulars and decisions issued by the Vietnamese MoH in regards to
services operated at grassroots level and quality management in the public healthcare system, all of
which were already available on the EU-HF’s server and translated into English (owing to the work
performed by other teams of the EU-HF on QM in hospitals and health financing).

In parallel, we conducted targeted interviews with MoH’s officers in charge of NCD and quality
management from the MSA and the DPM to document current trends and orientations at central
level.

Identification of current interventions

We used our network and our contacts within the MoH to identify significant interventions in
relation to NCD, primary care and QM in Vietnam. Owing to a lack of coordination in international
interventions in Vietnam and an absence of a central repository of public health interventions in the
country, it is very likely that we missed interventions carried out by smaller entities such as CSOs
and/or NGOs.

Quality and modalities of healthcare services delivery in Vietnam

We initially planned to perform a quick review of practices in a handful of CHCs, but this was before
the World Bank released a major survey on quality of services in CHCs across the nation, with more
than 1000 physicians interviewed and reviewed, along with hundreds of CHCs. We then revised our
framework to limit our field exploration to an ongoing NCD programme supported by the MoH’s
DPM and the WHO in the Ha Nam province to complete the wide picture offered by the former
survey.

Gaps identification

We finally combined our review of the international literature against policies and means deployed
by the MoH to identify mismatches, future challenges, and means of implementation of our future
products.

We focused analysis on:
[] Stewardship at central level;
[J Available human resources;
(] Available structural inputs at primary care level;

(] Currentinformation system.



Findings synthesis following the WHO’s framework on HCS
assessment and proposed way forward

General assessment

Table 1 summarises key findings from our assessment in a format derived from the WHO health
care system QM framework. The intent here is to present the context in view of our future
objectives to open the discussion and support our conclusions and recommendations.

Table 1: Summaries of findings from the contextual analysis
following the WHO framework

+ NCD management and quality are official priorities of the
current national health plan with evidence of the need to
transition from an infectious diseases control system
toward

+ Dedicated MoH department in the form of the MSA as a
single coordinator for both NCD guideline and quality
management

+ Presence of a dedicated quality management unit within
the MSA, already in charge of quality management at
hospital level

+ Strong administrative network deployed all over the
country with clear lines of management and reporting
(from MoH down to provincial departments of health,
district and CHCs, in all 63 provinces)

Governance + Regulation already issued in regards to QM at hospital level

+ A set of decisions delineating roles and responsibilities
within CHCs with some early indicators in regards to inputs

+ Recent evidence that CHC will be allowed to prescribe
essential drugs for an extended period of one month (from
7 days)

Inputs and
processes

Quality management units and mechanisms are not already
set in DoHs and districts in regards to hospital quality
management. This could differ the implementation of a QM
system at CHCs level.

QM is a substantial cultural shift within the Vietnamese
public healthcare system, response may be slow

Risks of overlap and/or lack of coordination between the
MSA and the DPM in regards to NCD management

+ Evidence of commitment towards quality management
Financing financing and prioritization, at least at the hospital level




Despite a budget has been allocated to QM management
at hospital level, it is still fairly low with a provision of 5)
billion VND over 5 years (equivalent 2.2 million USD, or
440K USD a year). This might reflect limited financial
capacities from the MoH to further invest in the coming
years on quality at CHC level.

Salaries are too low to curtail incentives for CHCs’ and
districts’ staff to run separate private clinics

Infrastructure
and
communication
technologies

The Vietnamese public healthcare system covers the entire
country with a network of 11,000 CHCs
Strong internet connectivity across the country

Evidence that, mostly in remote areas, CHCs are in poor
state and would need substantial investment to be
renovated with reported cases of facilities lacking running
water (up to 25% of mountainous areas facilities)

No computers available in consultation rooms

Health
workforce

Grassroots level facilities are almost always staffed by
medical staff, either in the form of a medical doctor or
lower-grade version of one in the form of a doctor
assistant

Low workload in public settings which should —in theory —
allow an increase in time spent per patient provided
incentives are there

Poor overall medical education with distressing results in
diagnosis and treatment capacities

Absence of continuous medical education or clinical
mentoring systems

Supply chain

Essential medicines are reported to be lacking in up to 50%
or CHCs

Information

Strong culture at MoH level to regularly issue in the form
of decisions recommendations in the domain of healthcare
service delivery covering diagnosis and treatment
Regulation in favour of information feedback to referrer
from referred-to centres

Diagnosis and treatment guidelines in the form of decisions
are not tailored based on the level of the recipient in the
healthcare pyramid

No individual records in CHCs

No information feedback to referring centre after referral




Focus on NCD early diagnosis guideline

The resources identified during this process appear as strong and reliable, essentially in the form of
the WHO-PEN implementation tool, which is, text-wise, extremely solid, just as other identified
resources to complete the list of NCD to be targeted for this assignment. Little is to be said on their
quality and on the seriousness of the effort which led to their production.

The results of the World Bank survey on the quality of care in primary care settings come as a shock
by showing how poorly physicians perform on the workplace. They lack basic knowledge on how to
lead a medical examination, to record a medical history and to come up with a rational approach to
diagnosis, both at CHC and district level. They vastly over-prescribe laboratory and morphology
tests, possibly to overcome shortcomings in clinical abilities. And they spend little time with patients
despite modest caseloads and/or workload and as such a high intensity of duty cannot be blamed to
explain those results.

Therefore, the NCD early diagnosis guideline will need to be highly visual and to go beyond the mere
listing of symptoms leading to a diagnosis and a pathway, which will be a rupture with current
documents issued by the MoH in the form of multiple separated decisions, illustrating a top-down
culture of administrative regulation when practical support should be given to medical staff in
grassroots facilities.

It must be acknowledged that a guideline alone will not solve those issues, but in the absence of a
robust plan to shore up the expertise of staff operating in primary care facilities, it could partially
offer some resources to medical professionals operating in the 11,000 CHCs covering Vietnam. Not
only should the future guideline features all symptoms in relation to the target NCDs, but it should
as well explain clearly and visually how to document a medical history, how to collect symptoms
through interrogation, observation, , percussion, palpation and auscultation through a normal and
full medical examination, regardless of the context of intervention.

The PHE record instruments which is discussed below will play a role in that domain too. It needs to
be stressed here that the average consultation time in a CHC or a district centre is 5 minutes, when
the average in European settings is in between 10 to 15 minutes. It is impossible to lead correctly a
medical examination when spending so little time, and the issue of salaries and financial incentives,
although they are not in the scope of this project, should at least be mentioned.

PHE

Periodic health examination in the at-risk population, if performed according to elementary
standards of care, will certainly help to enhance the early diagnosis, and treatment, of conditions
which otherwise will increase the global burden of disease of the Vietnamese nation.

Tools offered by the Canadian Task Force appear as simple, grounded and robust. It is not in the final
validation of risks and frequency of visits that lies the challenge of this component of the
assignment, but with designing a record instrument which will invite healthcare professionals to
actually document actively the information needed to categorise patients, to recommend frequency
of visits and finally to record information over time.



The introduction of PHE record instrument, a longer term for medical record, will change
professional culture deeply. Currently medical information at grassroots level is merely recorded on
textbooks which are the property of patients, and feature, if at all, mentions of a diagnosis and
related treatment. They also allow little accountability from professionals.

The monitoring of a patient’s health would require the centralisation of critical physiological
variables such as pulse (and its stability), blood pressure, weight, or results of a gynaecological exam,
which is a fairly simple task. Yet it would not be fully operative if CHCs do not have means to call
back patients when a check is needed. A directory of patients will as well need to be established in
each centre, based on the date of the next check, a simple tool which would allow the active follow-
up of patients at risk of developing an NCD, because of age, gender, behaviour or occupation.

This mechanism will most likely be defeated if patients nomadism persists. We trust that the
increase of quality of care in CHCs will contribute to the stabilisation of the cohort of patients
seeking care in a public facility.

We present in Table 2 a proposed summary of patient surveillance based on risks, a document
produced by the Canadian Task Force.

Table 2 Canadian Task Force PHE table

18-29 years

30-39 years

40-49 years

50-64 years

65+ years

Health Maintenance Visits

At age Annually for
ages 18-21
Every 1-3
years,
depending on
risk factors,
for age 22-29

Every 1-3 years,
depending on risk
factors

Every 1-3 years,
depending on risk
factors

Annually

Annually

Update immunization

Obtain initial/interval history
Perform age appropriate physical exam
Provide preventive screening and counseling as below

Lab and Screenings

Cancer Screening




Breast Cancer

[1  Screening at age 20, perform | (]  Perform clinical
clinical breast exam and breast exam and
counsel on benefit and counsel on
limitation of self-exams benefit and

Advise mammography or other limitation of

imaging test for patients at high self-exams

risk. Risk factors include: family [J  Conduct

history of premenopausal breast mammography

cancer (mother or sister) and every two years
personal history of or more
breast/ovarian/endometrial cancer frequently at

discretion of
clinician/patient
based on risk
factors

1 Perform clinical Perform clinical
breast exam and breast exam and
counsel on counsel on benefit
benefit and and limitation of
limitation of self-exams
self-exams 1 Conduct

1 Conduct mammography
mammography every two years
every two years through age 74 or
or more more frequently at
frequently at discretion based
discretion of on risk factors Age
clinician/patient 75 and beyond
based on risk discuss
factors benefits/limitation

Cervical Cancer
(Pelvic Exam & PaP
test)

Initiate Pap test and pelvic exam at age 21 or earlier at physician/patient discretion. | 7 |t under age 30

If under age 30, perform Pap test and pelvic exam every two years.
Perform pelvic exam and Pap test every 1-3 years depending on risk factors. Pap

test at three-year intervals only after 3

Consecutive negative results and age 30 and older. Risk factors include: failure to

receive regular Pap tests, history of

cervical tumors, infection with HPV (human papillomavirus), or other sexually

transmitted diseases, high-risk sexual
Behavior and HIV/AIDS.

perform Pap test and
pelvic exam every two
years.

Colorectal Cancer

Not routine except for patients at high risk. Risk factors
include: personal/family history in a

first-degree relative, specific genetic syndromes,
inflammatory bowel disease, and noncancerous

Polyps. High-risk patients should be screened more
frequently using complete

Colonoscopy at clinician/patient discretion.

Colonoscopy at age 50 and every 10 years, OR
[0 Annual fecal occult blood test (FOBT) plus

sigmoidoscopy

every 5 years, OR

[0 Annual fecal occult blood test (FOBT).
Each of the screening strategies has advantages
and

Disadvantages. Screen patients after discussion
of the

effectiveness, strength of evidence, risks, and
complexity of each testing strategy to ensure an
Informed choice. Screening after age 75 at

Prostate Cancer

Perform clinical testicular exam exam and counsel on
and provide self-exam benefits and
Instruction. limitations of
O Counsel on benefits/limitations | Self-exam.
of self-exam. [0 Perform DRE
[ Prostate cancer screening not examfor

. patients at high risk
routine. for

Prostate cancer.

Perform DRE exam for high risk patients. Risk
factors

Include family history and African-American
ancestry.

[0 Offer PSA screening at physician/patient
discretion.

Other screenings

Hypertension

Screen at every acute/non-acute medical encounter and at least once every 2 years.

Cholesterol

Every 5 years beginning at age 18 with fasting lipoprotein profile (total cholesterol, LDL cholesterol, HDL

cholesterol, and triglyceride). If the testing opportunity

is nonfasting and total cholesterol is > 200 mg/dl or HDL is <40 mg/dl, a follow-up lipoprotein profile should

be performed. Screen patients with higher risk

indications, e.g., family history of premature heart disease or hyperlipidemia, hypertension, low HDL,

diabetes tobacco use, and age, etc., more frequently. As

indicated, counsel on lifestyle changes including diet, weight management, and physical activity




Type 2 diabetes

Every 3 years beginning at age 45. Screen more often and beginning at a younger age for those who are
overweight and if risk factors are present. Risk factors include: age, first-degree relative with diabetes,
physical inactivity, race/ethnicity elevated cholesterol/lipid levels, history of gestational diabetes or birth of a
baby > 9lbs, impaired glucose tolerance or polycystic ovary syndrome. Fasting blood

glucose is preferred diagnostic test; 2-hour GTT or HbA1C acceptable

Body Mass Index

Screen for obesity. Screen annually for eating disorders. Counsel
on risks of obesity, diet management and physical activity

Infectious disease Screenings

Sexually transmitted
diseases

[ For chlamydia and gonorrhea:

[ Sexually active patients under age 25: screen annually.

[ Patients age 25 and over: screen annually, if at risk. Risk factors include: inconsistent use of
condoms and new or multiple sex partners in last 3 months, new

[ partner since last test, history of and/or current infection with sexually transmitted disease, partner
has other sexual partner(s).

[l Screen pregnant women at the firs prenatal visit and in third trimester, if at risk.

[ For syphilis:

[ Screen if at risk. Risk factors include: history of and/or current infection with another sexually
transmitted disease, having more than one sexual partner within

[J  The past 6 months, exchanging sex for money or drugs, and males engaging in sex with other
males.

[1  Screen pregnant women at the first prenatal visit and in the third trimester, if at risk.

[0 For HPV:

[l For age 26 and younger, if not previously vaccinated, counsel patients regarding the schedule for
HPV vaccine.

HIV

[ Periodic testing of all patients at increased risk and testing of pregnant women at increased risk.
Risk factors include: having received blood or blood products

[ prior to 1985, homosexual or bisexual behavior, drug abuse, history of prior sexually transmitted
diseases, new or multiple sex partners, sex partners who have

[l Engaged in high risk behaviors, and inconsistent use of condoms.

1 Universal offering of and counseling of all pregnant women about HIV/AIDS testing.

[l Counseling about risk factors for HIV infection

Hepatitis B

[ Periodic testing of all patients at high risk. Risk factors include: injection of illegal drugs; receipt of
a blood product for clotting disorder before 1987 and/or receipt

[ of ablood transfusion or solid organ transplant before July 1992; long-term kidney dialysis;
evidence of liver disease; receipt of a tattoo and/or body piercing by

[l non-sterile needle; risky sex practices

Tuberculosis (TB)

Tuberculin skin testing for all patients at high risk. Risk factors include: having spent time with someone with
known or suspected TB; having HIV infection, coming from a country where TB is very common; having
injected illegal drugs; living in U.S. where TB is more common

Psychosocial issues

Suicide and [ Ask all patients the following questions as a screening tool for depression: 1) Over the past two
depression weeks, have you felt down, depressed, or hopeless? 2) Over the
[ Past two weeks, have you felt little interest or pleasure in doing things? A “yes” response to either
question requires further evaluation for depression.
[ Alternatively, assess for depression with Patient Health Questionnaire-9 (PHQ-9).
[l Be aware of signs and symptoms of depression and evaluate risk factors. Risk factors include:
family/personal history, female gender, postpartum period, other
[ Medical illnesses, little social support, stress, and current alcohol/drug abuse.
[« Assess depressed patients for risk of suicide by direct questioning about suicidal thoughts,
impulses, and personal history of suicide attempts.
Family Ask all patients the following questions as a screening tool for family violence/abuse: 1) Within the past year
Violence/Abused have you been hit, slapped, kicked, or otherwise physically hurt by someone? 2) Are you in a relationship

with a person who threatens or physically hurts you? And 3) Has anyone forced you to have sexual activities
that made you feel uncomfortable? Be alert to physical and behavioral signs of abuse and neglect.

At every age
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Alcohol/Substance
abused

[l Assess current/historical use of alcohol/drugs. Brief questionnaires such as the CAGE or AUDIT
may help clinicians assess likelihood of problem or hazardous drinking.
»  Counsel about the effects of alcohol use/substance abuse.
»  Counsel not to drink and drive or ride with someone who is under the influence of alcohol
or other substance.
[« Advise pregnant women to stop drinking alcohol during pregnancy and advise them of the
potential harmful effects of drug use on fetal development.

Tobacco

Ask about tobacco use at every visit.

Advise all tobacco users to quit.

Assess readiness to quit.

Assist tobacco users in quitting. Provide brief counseling. Recommend use of pharmacotherapy (patch,
gum, lozenges, nasal spray, inhaler, bupropion—-SR)

Unless contraindicated.

[1 Counsel pregnant women to quit, and counsel parents on potentially harmful effects of smoking on fetal
and child health.

o o

O

Diet/Nutrition

[1  Counsel on the importance of a healthy diet in the prevention of disease, including limiting dietary
intake of fat (especially saturated fat) and cholesterol,

[l Maintaining caloric balance in diet, and choosing foods containing fiber (i.e., fruits, vegetables,
grain products).

[1 < Counsel to consume recommended amounts of calcium. See also osteoporosis guidelines.

Dental Counsel on the importance of annual dental assessment and dental care.
Obesity/Eating [l Screen periodically for obesity using height and weight measurements. See Body Mass Index
disorder screening section.

1 Counsel on the risks of obesity and on the benefits of physical activity and a healthy diet to
maintain a desirable weight for height.
[« Screen annually for eating disorders. Ask about body image and dieting patterns.

Physical activity

1 Counsel on the importance of regular physical activity in the prevention of disease.
[« Discuss non-traumatic weight-bearing exercise (e.g., walking) for osteoporosis prevention.

Infectious diseases

[ Advise about risk factors for human immunodeficiency virus (HIV) infection and other sexually
transmitted diseases (STDs).
[« Counsel about effective ways to reduce the risk of infection.

Injury
Prevention/Safety

[l Counsel about ways to prevent household and recreational injuries, for example:
o Alcohol and substance use

Water safety

Cigarette use/fire prevention/smoke alarm

Helmet use for sports (e.g., cycling, skiing, in-line skating, etc.)

Potential risks of tattooing or body piercing

Fall prevention measures in the elderly
o Motor vehicle safety/seatbelt use

[l Dangers of firearms possession in the home

O 0 0 OO0

Violent Behavior/

[1  Counsel about the dangers of firearms possession, particularly handguns, in the home and advise on
ways to reduce the risk of injury.

« Counsel to keep guns away from children and recommend the voluntary removal of guns from the home.

« Counsel patients identified at high risk for violence about the risks of violent injury associated with easy

access to firearms and with intoxication.

« Counsel high-risk patients to learn non-violent approaches to conflict resolution (or refer them to

counseling).

11




The proposed way forward

Early diagnosis of NCD: towards a handbook for primary care professionals

Outlines

Owing to the observed severe limitations of diagnosis and treatment capacities in staff operating at
grassroots level, and considering certain underlying factors such as an heterogeneous access to
medical degrees, or the lack of continuous medical education, all of which translating into poor
practices during the medical consultations (no medical history taking, extremely short consultations
despite a low workload), it appears that the compilation of various criteria to establish a diagnosis,
or a diagnostic orientation, will not be enough to shore up the quality of NCD identification at
grassroots level as discussed earlier.

More of a guideline, it is a real handbook which should be produced with:

0

A first section dedicated at the principle of a medical consultation, its essential steps from
medical history documentation down to auscultation and how to document findings in the
future PHE record instrument;

NCD section for each of the target condition selected by the MSA. Each section would
feature:

o Minimal epidemiology with estimations in term of prevalence at community level to
make figure tangible at CHC level;

o Risk factors including age, gender, behaviour, occupation and family medical history;

o Essential symptoms which should trigger further investigation and/or referral to a
higher level

o Where applicable: emergency signs (mostly in the realm of cardio-vascular diseases)

A recap of essential risks per major at-risk groups based on age, BMI and gender and
consultation frequency recommendation;

An overarching principle: making the handbook highly visual with infographics (such as in
figure 1) and pictures, in an A4 format. As such, NCD sections will show a first visual page
with essential information, and 2 pages, more textual, with listed symptoms, clinical steps to
identify them, clinical pathways.

The first page in each section would then be ready to be spun off into a smaller handbook
for para-medical staff and CHW if desired, assembling essential information which would be
easy to grasp

12



Figure 1: example of an infographic for breast cancer
diagnosis from IHAD
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Process
The process will require a few steps before printing:
1. Collecting for each NCD:
o Epidemiology;
o Risk factors;
o Clinical signs;
o Laboratory norms;

o Laboratory and/or morphological explorations available at CHC level and/or at
district level;

o Detection of medical emergencies;
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o Clinical pathways;
o Recommendations for patient monitoring;
o And compiling steps for a clinical examination.

2. Prior validation of the content of the guideline by clinical experts and members of the
Technical Review Board through a workshop;

3. Design of visuals

4. Piloting of a first version of the handbook for a month in selected provinces and collecting
feedback through focus groups;

5. Presenting the findings through a workshop and collecting new feedback;
6. Revising the handbook;
7. Producing a mock-up to be submitted to the TRB

8. Final iteration on the handbook following TRB recommendations;

Content Early validation Early production
production: of the content with visuals
March 2017 [\ Elgels A0k April 2017

Submission to Revision Field feedback
TRB July 2017 June 2017 May 2017

Final revision Validation Printing
September 2017 October 2017 November 2017

9. Validation and printing.

It is important to note here that the final validation of the TRB is not part of the initial TOR as we
cannot control how quickly the TRB will be assembled and meet, but we would like to set the bar at
this level.

Introduction of the periodic health examination in at-risk populations through a recording
instrument

Outlines
The periodic health examination instrument will rely on the prior handbook:

14



0

0

0

0

A recap of risk factors will be presented in the handbook;

The handbook will stress the need to record individual information in strict fashion.

Patient identification;

DOB;

Gender;

Medical history;

Family risk factors;

Occupation and/or exposure to hazardous chemical;

A weight and BMI chart with thresholds triggering further action;

A blood-pressure chart with thresholds triggering further action;

A table to feature consultation history with reason of each consultation, date, conclusion

(treatment or exploration);

For women, a table on a separated sheet, featuring the history of breast examination and

gynaecological examination and conclusions;

For men, a table on a separated sheet, featuring the history of prostate examination and

conclusions.

For patients requiring, based on assessed risk factors, regular check-ups, a logbook will be organised

based on the next expected consultation. Hence we will have for logbook for 2017, 2018, etc. The

log book will list names of patients who should be called back to the CHCs with their ID and contact

details.

Process
The production of those forms will go along with the production of the handbook and follow the

same steps.
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Comment [1]:
You could also present an example here




